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Introduction

A range of critical issues concerning health has moved to the top
of the social and political agenda of countries. The basic rights of
persons and the responsibilities of states are being re-examined
and assessed both in relation to the sccurity that people should
cnjoy in maintaining, protecting and promoting their health, and
in terms of accountability for health of states, health professionals
and individuals.

This process is being accelerated as a result of the increasing
awareness of health needs. The growing demand for health
security is an outcome of social, cconomic, politeal, demographic
and cnvironmental changes that are affecting all societics, both
industrialized and developing.

These needs and demands are transforming continuously as
societies move along the transition in health and development to
greater life expectancy and higher levels of per capita income, At
the same time, there is growing recognition thar the development
process itself has significant repercussions on health, not all of
which are bencficial.

This situation led the World Health Assembly o adopt resolution
WHA45.24 in May 1992, which recommended the establish-
ment of a task force, the terms of reference of which include the
tollowing:

® study cxisting global development policies, strategics and
programimes to determine which factors enhance and /or
hinder the promoton and improvement of health status;

W analyse health status indicators and their relation to cconomic
development with emphasis on the situation of the most
vulnerable groups;

® cxamine alternative funding mechanisms which would help
countrics evaluate rhe mteraction of health sratus and economic
development straregies;

B cxplore ways and means of improving access to basic education,
credit facilities for small industrics, and orher means of assisting
countries to improve the health status and protect the health
rights of the vulnerable groups;

B rccommend appropriate arrangements for the protection of
basic health as a human right and in consultation with alt
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partners concerned initiate a process of education and consen-
sus-building to ensure rhat health status is protected in the
development process.

In response to this resolution, the Dircctor-General of the World
Hecalth Organization established in November 1993 the Task
Force on Health in Development comprising a group of eminent
personalitics from a cross-section of disciplines and experiences.
The first meeting of the Task Force took place in Geneva,
Switzerland, from 27 to 30 June 1994, and was chaired by

Mr Branford Taitt.

A backgroud document was prepared for the mecting entitled:
“Health in Development: Prospects for the 21st Century”. This
document formed the basis for discussion and has been incorpo-
rated in the body of the report which is organized along the
following lines:

Part | introduces the rationale for health in development and
provides a framework for the activities of the Task Force. It
highlights some of the more significant repercussions of the
development process on health, and the emerging problems and
prioritics identifed by the Task Force likely to define the goals and
strategies of development for countrics and international agencies
for the rest of this decade and beyond.

Finally, it reviews certain past efforts to clarify the linkages be-
tween health status and the process of cconomic, social and
political development and the context in which the Task Force
begins to work. It discusses briefly some of the basic conceprual
issues involved, the evolution in thinking on intersectoral action
for health, and points to some fundamental questions which the
Task Force addresscd.

Part Il summarizes the discussions of the Task Force. It examincs
the interrelationship between health and economic development
and introduces four strategic areas in which major development
issucs closcly interact with critical health issues: equity in health
and market forces; the quality of life and health sccurity of specific
population groups; accountability for health; and health as a
bridge for peace.

Part Il outlines the specific arcas of focus identified by the Task
Force for its work, proposes a methodology of work and sets out
an Action Plan for Health in Development.




Part |
ISSUES AND FRAMEWORK

Heulth needs and policy priorities

The Health for All movement launched at the 1977 World
Health Assembly promulgates, as the primary goal of all societics,
universal attainment by the year 2000 of a level of health permit-
ting a socially and economically productive life, This goal reflects
the recognition, confirmed in WHO's Constitution, that health is
a fundamental human ri ght which should be universally enjoyed.

Protecting this right and ensurin g adherence to the responsibili-
ties It imposes are more relevant today than ever before, This ol
is captured in the concepts of “health security” and “ health
accountability”, Health security rests on equity. Health security
cncompasses the principle of universality in health care, so that all
human beings may live with the knowledge that they can seek
health care which is accessible, affordable, relevant and of quality.

Health sccurity in its widest sense goes beyond the mechanisms
and schemes which guarantee aceess ro health care, Health
security traces the entire life span of human beings. It encom-
passcs all aspects of the right of cvery individual to the highest
artainable standard of physical and mental health, including the
right to food in sufficient quantity and of good quality, the right
to decent housing and to live and work in environments whege
known. health risks are controlled, and the right to have access ro
education and information on health, As such, health sceurity also
requires freedom of choice and the empowerment of people
through various forms of societal and cconomic support and fuller
knowledge and awarcness, so that people might be enabled to
make the right choices, cope with the changing patterns of
vulnerability and keep themselves and their families healthy.

The issue of accountability in health, including the impact on
health of development and other polices, is of the utmost impor-
tance. This is not limited to the obligations of states and responsi-
bilities of health professionals with regard to health services. With
the expansion of social and cconomic opportunity and rapid
technological change, the chojces leading to ill-health, injury,
violenge and disaster are increasing, In this evolution, account-
ability for health impact is often non-cxistent and access to infor-
mation on the health implications of choices is poor.
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Many people enjoy health security throughaout their lives. They
benefit from the fruits of development and 2 physical and cultural
cnvironment containing few health risks, they have access to
scrvices, and they have acquired the knowledge necessary to
enable them to make informed choices. This health sceurity
manifests itself in good health status and a sense of well-being,.

This situation ¢an be contrasted with the millions of human
beings who do not enjoy “positive” health duc to a lack of health
sceurity. Their poor health status is manifested in condidons
which can appear at any stage of the Jife span and at different
stages of development. These conditions include high infant and
child mortality, infectious discases, drug abuse, violence, rising
rates of suicide and HIV /AIDS among the young, and the
psychiatric and degenerative ill-health of the aging.

Such conditions are often closely associated with urgent social and
cconomic predicaments which contribute to health problems as
varied as the persistence of extreme poverty, the high level of
youth uncmployment, the increasing burden of dependency and
its demands on the public budget, or the absence of political
processcs which secure the individual’s right to health.

Policy makers are being called upon more and more to respond to
the demands of those who do not have health sccurity, and who
consequently suffer from poor health status, The responses to
these demands cannot be approached in isolation from the solu-
rion to the underlying social and economic problems. ‘The chal-
lenge of satisfying the changing needs and demands of health
sccurity is thus an increasingly complex and difficult task for
policy makers.

Health is a societal issue, as the conditions which promote health
or causc ill-health are being produced by society and the cconomy
15 2 whole. Provision of health security for all people theretore
needs to be seen as a societal challenge. For cxample, in a global
climate of cconomic restructuring, lack of health sceurity ariscs
not only from macroeconomic policies which reduce people’s
purchasing power and thereby their options and choices to
promote and protect their own health, it is also prescnt when
these same economic policies impoverish the health system itself
and reduce its capacity to respond to health necds.
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A profile of ill-health for developing countries

Estimated burden of disease from poor housshold environments in demogrophically developing countries,
1990, and potential reduction through improved hausehold services, and molutrition in fife years fost
odjusted for disability (DALYs)

Principal diseases Relevant environmental Burden from these diseqses
related to poor problem in developing countries
household environments {millions of DALYs per year)
Tuberculosis Crowding 44
Ditethoe® Stitotion, woter supply, hygiens 99
Trachomp Water supply, hyiene 3
Tragieo! cluster Sonitofion, gerboge dispose,
vector breeding around the homne 3
{ntasting! werms Senitaticn, wuter suply, ygiene 18
Respirofory infactions Indoor gir pelluton, croding 19
Chranic sesprcsory diseases Indsar air palstion 4
Respiratory ir0ct cuncers Iner air pollution ¢
Malrytrifion 44+

Totul 382

* includes dysentery, cholera and ryphoid,
** diract effects of protein-enangy malnutition, vitomi A deficiency, iodine deficiency o anoemio tiy.

Source: based an World devalopment raport 1993 — Rawgsliag in hanith, New Yark, Obord Univarsity Press for the World Bk

When health is scen as a societal issue, accountability takes on a
new dimension, and although this has always been a sensitive
issuc, it has escalated in recent years. Ina climate of privatization
with emphasis on the use of the market mechanism as an objective
regulatory device, individuals have been made increasin gly re-
spousible for their own health. Where the role of the State has
been diminished, nongovernmental organizations (NGOs) have
been relied upon to fill the gap in providing essential scrvices,
especially for the disadvantaged. This has led to an expansion of
the accountabitity gap. Filling this gap is vital in order ro provide
health security. Health security and health accountability are
complementary aspects that are at the heart of the health-develop -
ment link.
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It is difficult to give full expression to the multiple dimensions of
health security without a better system of accountability for
health. And here the problems are manifold. Most often there are
no compelling motivations for policy makers outside the health
sector to identify and track the health implicatons of their poli-
cies. Neither are the professionals and policy makers in the health
sector motivated to analyse the multiple factors outside their
immediate medical and epidemiological field that create the
conditions for persistent ill-health.

A profile of ill-health for o developed country

“The close interrelafionship between health problems such as HIV/AIDS, tuberculosis, substance abuse, infant mortality,
and violence highlights the importance of pursuing infegrated approaches that cut across individual problems ond that uriite
the personol care and public health systems.

Substance abuse is not onfy on epidemic in and of itself; it is olso at the raof of other public health problems. Substance
abusers ure the fastest growing segment of the HIV/AIDS population, and substance abysers with AIDS are a major factor
in the spread of multi-drug resistant tuberculosis. Fifteen percent of women delivering babies in Horlem hospitals use
cocaine. According fo the Center an Addiction and Substance Abuse of Columbia University, substance abuse is currently
ectimated fo add $140 billion to our country’s direct and indirect heolth care costs every yeor including $500 million o
treat cocaine-uftected infants during their first month of life.

Every year, an estimated 900,008 people faflill - and 900 die = from contarminated drinking water. In Wisconsin alone,
a failure 1o proted the guality of drinking water, and to detedt and control Cryptosperidiom, caused over 350,000 people
io fall il — 4,000 of whom required hospitalization — and led to over 515 million in medical care costs.

in outbreck of E. coli inked to o restaurant chain recently resulted in 500 lnboratory-verified cases of bloody diarrhoen
in Washington State, Idaho, Colifornia, und Nevada. The costs of treatment were $100—5200 for every cose not requiring
haspitalizetion and much more for those young children and trail elderly who had fo be haspitalized.

Hepotitis B infects up to 300,000 people euch yearin the United States, at a cost of $750 million per year, despite the foct
that a voccine fo prevent the disease has been aveiloble for she post decade. Yet anly one percent of the estimated 28 million
young adults ot risk for hepaitis B have received it."

Source: extracted from starement by Or Phili R. Lee hefore the United States Senote, Novembes 17, 1993

A large part of the inertia may be due to the agsumption on the
part of professionals and policy makers, both in the health sector
as well as in other development sectors, that most of the time the
interaction between development and health takes place by itself,
that the benefits of the interaction will accrue to society without
any special interventions and that the negative health outcomes
can be dealt with as and when they emerge in specific projects and
activities. This indifference ignores situations in which managing




Regort of the first meeting of the Task Force on Heolth in Devalopment 7

the health-development link becomes critical and neglecting it

resutts in heavy costs to both health and other components of

development. Thesc situations must therefore be identified and
the health-development link reinforced.

What Is more important is that these situations do not exist in
wolatton; rather, they are part of a “fault line” that extends
through the whole of the development process and seems to flow
from the failure 10 give health an equal place among the objec-
tives of development.

To date, clear policics that deal with the health-development link
have not been developed, cither within or cutside the health
sector. The problem is compounded by the fact that the link js
sometimes so pervasive and so inextricably dependant on other
numerous factors that it is not casily anmenable o policy interven-
tions. Even so it is widely recognized that the health conse-
quences of development policies can at times be more significant
and lasting than the impact of conventional interventions in the
health sector. Designing the systems and policy interventions for
managing this link is a high priority for achieving both develop-
ment goals as well as health goals. In such an effort, healrh rights
and responsibilities, incorparating both health security and healch
accountability, could serve as the over-arching framework under
which health and development policies could be betree integrated.

While health is an essential objective of development, the capacity
to develop is itself dependent on health. A berter understanding is
now emerging of the crucial contribution that health makes o
CCconomie activity, to improving human cnvironments and —
through these — to all processes of development. The achicvement
of appropriate health objectives, and the enjoyment of the right to
health, are now scen as an important mesures of the cfectivencss
of development strategics. This realization is reflected in WHO's
Ninth General Programme of Work (covering the perod 1996-
2001), in which intcgrating health and human development in
public policies and cnsuring cquitable access to health services are
two of the four main programme objectives of WHO's work.,

In this context, the Task Force recognized that one of its primary
responsibilities is to examine how existing development strategics
and policics of countries can be strengthened to protect and
improve the health status of their people. For this to happen,
health issues and objectives must be perceived and must become
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an integral and vital part of many of the political, social and
economic issues which are emerging as the major priorities of
development policy makers.

Critical issues in the emerging development scenario

The last four decades have witnessed cconomic, political, social,
technological and cnvironmental changes on a scalc rarely scen in
the history of human beings. These changes, and the way in
which they are shaping the furure of the global human commu-
nity, have resulted in a continuous redefinition of the processes
and goals of development.

The changing development scenario has many dimensions.
Human health is being, and will continue to be, profoundly
affected during the continual process of change. In a world wherc
rechnology has brought people closer to one another, the ctfects
of change will touch men and women, wherever they live in the
world. As these changes unfold they bring with them both threats
to, and opportunities for human health. The opportunities may
include the release of substantial resources for human develop-
ment including health, and the potential for a progressive decline
in cxpenditure on armaments, The possible threats may centre
around the social consequences of adjusting national economies
to the global changes, and the demands on the health sector
arising from continuing violence and the displaccment of large
numbers of persons forced to become refugees, as well as those
displaced by environmental factors.

Critical issues in the emerging development scenario which have a
direct impact on health include the prospects of the global
economy, the impact of long standing conflicts and emerging
arenas of conflict, the major adjustments in the international
trading system following the recently concluded negotiations
under the General Agreement on Tariffs and Trade (GATT), and
the political scenario at the end of the Cold War. Other develop-
ment concerns critical to health are the multi-dimensional aspects
of poverty, the impact of technological change, and the crisis in
value systems. Such a scenario is affected by the environmental
degradation which is taking place at an alarming rate, and which
has such serious consequences for health — indeed, it threatens the
very survival of the planet.
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Global economic factors
The current world continues to be dominated by economic
forces, just as it has been for past decades. But these forees are not

modern technology, to investment funds and to necessary know-
fedge and cxperience is more extensive and much more sophist-
cated today than ever before. While governments continue to play
a major role in shaping national development policies, the degree
of control that governnients exercise over economic affairs is
narrower and more complicated than it used to be. This change
reflects the globalization of the ¢conomic system with s world-
widc trend to an open market economy favouring privatization,
the drawing together of the world as a result of transport and
communications, and the evolution of various international
financing mechanisms. Decisions of the Bretton-Woods and other
multilateral trade institurions, such as GATT and the future
World FTrade Organization, become more ¢nitical as countrics
compete for a place in the global market,

The rapid changes occurring in many places from a centrally
planned to a market economy, and the increasing trend towards
privarization worldwide, have implicd a diminishing role of the
State and greater leeway for the market to act as a regulatory
mechanism. State responsibility in establishing norms and sran-
dards to be respected and aimed ar cushioning the effects of
cconomic adjustment on special population groups including the
most vulnerable segments of society is being croded, cspecially
where the democratic process is in its infancy. Defining the rotes
and responsibilives of both private and public scctors has become
maore important than ever.

The collapse of the centrally planned economies in Eastern
Fuarope has left no competing alternative to the market economy
maodel. This change has promoted the drive towards systems
which are consumer-oriented. Whilst these enlarge the field of
choice and opportunity, they are invariably cvaluated solely in
terms of cost effectiveness, rather than by their ability to meet
human needs. Most countries are in the process of restructuring
their economies 1o adjust to the global market. Privatization of
State activities and public responsibilitics has been a major out-
come of this process. This same process has also affected a wide
range of public services, especially welfare-oriented programmes
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and interventions including health services and specially targeted
programmes for the disadvantaged and the poor. However, the
excessive use of market-driven policies, with their negative social
impact, has prompted a reappraisal of the relative roles of the
market and the State, and of the ability of market forces to ensure

equity.

Regional variations in the cconomic scenario will have different
outcomes, and affect the magnitude and nature of rhe qualitative
changes. Within the scenario of cconomic growth, some signifi-
cant cxamples can be highlighted. The Asian region is likely to be
the fastest growing and most dynamic part of the world economy,
with South-East Asia in particular moving to higher rates of
growth. The socioeconomic transformation of Asia holds out
prospects for dealing effectively with the largest pockets of pov-
crty, illiteracy and ill-health in the world. The Latin American
region follows, with rates of economic growth lower than those of
Asia, but showing a distinct improvement on the average perfor-
mance of the 1980s. The developed countries are experiencing a
mild recovery, although this is unlikely to make a significant
impact on unemployment. The regions under greatest cconomic
stress are likely to be Sub-S8aharan Africa and Eastern Europe, in
which countrics are restructuring away from their previous cen-
trally planned economies.

The world’s poorest countrics have hardly any choice but to
struggle to survive, largely with the assistance of external aid.
Orthers, slightly better off, have accepted increasing social and
eCconomiIc inequity as a price to be paid for entering into the
global economic marker with its promisc of sustained economic
growth. Still others striving for the most rapid economic growth
have chosen sclectively which rights to grant citizens or groups of
population, which democratic processes to adopt, and the mini-
mum standards of social protection to extend to those in nced
during the process of modernization. As a result of the latter, one
group of countries in Affica is mired in a state of absolute poverty
from which there seems to be little hope of finding the door to
development.

The AIDS epidemic, with its deadly link to tuberculosis, is devas-
tating the labour force of many countries, particularly in Africa,

and posing a serious threat to the economic and social future of a
continent already in distress through malaria and other communi-
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cable diseases. Another group of countries, which encompasses
both developed and developing countries, has accepted the equity
gap. Yet another group, including countries experiencing the
most dynamic cconomic growth, has chosen sclective moderniza-
tion with serong state control and relatively low priority for
human services. A final group compriscs countries which have
chosen a decentralized structure with government relegating a
large part of the responsibility for social development to the focal
fevel. In most situations, individuals and communities are having
to pay a high price which may or may not be offsct by social safety
nets.

The economic, political and soctal changes taking place in the
world today are naturally mirrored in the international institutions
established after World War 11 The Economic and Social Council
of the United Nations which has the main responsibility for
questions of overall development has experienced a weakening of
its role in recent years, After a period of readjustment, the
Eretton-Woods financial institutions are now taking a much
stronger role in defining development policy, including social
aspects such as health and education. In this context the challenge
facing the entire United Nations system is the challenge of devel-
opment,

Global trade

The driving principles of the world we now live in put govern-
ments everywhere under pressure to liberalize trade and adopt
free market mechanisms. Greater economic efficiency is sought
through modcernization, often at the price of greater inequity,
Social programmes find rhemselves operating under ever-tighten-
ing economic constraints, The size of the holes in social safety
nets is getting larger, not smaller.

The recently concluded Urnguay Round of GAT'T', and the
preceding protracted negotiations, have exposed the self-interest
of nations determined to sccure the best trade conditions for their
own goods, irrespective of the cconomic, soctal and political
conscquences for the world in general or specific regions. The
Task Force was particularly concerned about the adverse impact
that this latest trade agreement is expected to have on the terms
of trade of developing countries, especially those in Africa, and
the consequent adverse effect that deepening impoverishment will
have on health.
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'T'he health conscquences of an increasingly competitive climate
were also noted. The profit motive all too frequently leads to
sacrificed safety standards and healthy working conditions as a
result of the emphasis on cutting costs and producing cheap,
tradeable goonds. The poor, women, and young people are the
hardest hit.

Post Cold-War political scenario

For nearly half a century, the Cold War dominated international
and natonal politics. Countrics were pressured politically, ¢co-
nomically and sometimes by military force, to take sides in this
conflict, Very few, if any, countries were able to evolve their own
history independently of the demarcations of the Cold War.

The end of the Cold War was accompanied by the expectation
that resources ticd up in military pursuits would be converted to
economic and social development objectives, the so-called
“peace-dividend®”. Such thinking was more optimistic than realis-
tic. Instead, the end of the “two superpower” era has spawned an
infinitely more complex world, a world where a multiplicity of
forces interact to shape the fates of countries and peoples.

Impact of conflict

As the current conflict in Rwanda illustrates so tragically, conflict
not only leads to death and mutilation in fighting, but to vulner-
ability to the spread of epidemics among those who have fled the
fighting and the communities who grant them refuge.

The United Nations High Commissioner for Refugees estimates
the total current number of refugees and displaced persons in the
world as being 20 to 30 million. Given that the total number of
people forcibly uprooted during the entire 20th century, includ-
ing the two world wars, is estimated to be around 140 million,
the trend of the past decade seems to be unprecedented in his-
tory. As a result of local wars and conflicts and cnvironmental
degradation, we are now facing a refugee crisis the health conse-
quences of which arc likely to be long-term and may pass from
one gencration to the next. These refugecs and displaced persons
represent an cnormous economic and social loss for their home
countrics. In addition, many host countrics are perceiving the
influx of refugees as an added economic and social burden which
is exhausting the resources and altruistic impulses of these socie-
ties and contributing to a rise in xenophobia.
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An increasingly important factor in conflicts is differences — actual
or perecived — berween various cultures, Some analysts have gone
50 far as to suggest that the future will be dominated by antago-
nisms and even ¢lashes between different civilizadons, where
civilization is taken to mean a cultural grouping of people that
identify themselves by common language, history, religion,
customs, and stitutions. The growing number and scope of
military conflicts which pir one cultural group against another is a
tragic expression of the importance of this force,

Peace is a pre-requisite for human development and health,
Although peace is now consciously being pursued, rhe world is
still racked with border conflicts, tribal strife, ethnic confrontation
and civil war. Health and peace are inscparable partners in the
creation of a harmonious and global human community, Develop-
ment, peace, social justice and stability are cssential in epsuring
that human beings do not suffer or dic unnccessarily.

The health sector can play a catalytic role fu creating the environ-
ment tor peace during situatons of combat and conflict. Tradi-
tionally, healrh care has been one of the most preferred areas for
humanttarian and philanthropic activiry, Apart from this role, in
which health care providers minister to combarants and civilians
in time of contlict, there have been other tnnovative effores such
as recent initiatives in Central America, where health interventions
became a means of commencing and promoting processes which
contributed to the resolution of conflict, and to the establishment
of peace. Health initiatives for peace of this type may also require
the strengthening of the international framework through rel-
evant international covenants and conventions which provide
protection for such activitics,

Political gains

The major political trends in the world today revolve around
greater demogratization and human solidarity to secure peace.
Both of these are occurring in a ¢limate of mounting recognition
that striving for development goes beyond economic groweh o
cnsuring soctal justice, respect for human rights, and ccological
stability for future generations, Human rights and freedoms,
people’s participation and good governance all enlarge the scope
for collective action by allowing free associations of people,
strengthening civil socicty, and encouraging extensive processes of
popuar consultation, These “political goods™ have become
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important criteria for assessing development and the quality of lite
it produces.

In this present climate of widespread democratization, human
rights have been placed centre stage in 2 number of political fora.
The World Conference on Human Rights (Vienna, June 1993)
cmphasized the importance of such rights as the right to the
highcst attainable standard of physical and mental health. The
WHQ initiative of Health for All, with its goal of universal attain-
ment by the year 2000 of a level of health permitting a socially
and economically productive life, was an atternpt to give sub-
stance to this right to health, which had been recognized by the
United Nations General Assembly as early as 1948 in the Univer-
sal Declaration and confirmed as a basic right in the Constitution
of WHO. Ensuring the universal enjoyment of the right to health
— incorporating equity of access to health care, health securiry,
and individual and community participation in promoting and
protecting health — has become an increasingly important goal of
public policy. Furthermore, primary health care programmes, and
those paying attention to the needs of the most vulnerable and
disadvantaged, have demonstrated the way in which health can be
a powerful means of soctal mobilization and participatory action.

Rapid technological change

Rapid technological change continues to revolutionize global
activities and how human beings live in and consider their world,
Advances in technology will continue to be the main lever of
socioeconomic transformation. Technological innovation offers
the opportunity for partnerships berween health and development
sectors in order to change patterns of work, human settlements,
and systems of transportation and communication, as well as to
¢nhance health-promoting capacity.

Technological developments in the health fields in the 20th
century have been an important tool in reducing morbidity and
mortality. However, technological innovations have not benefited
all people equally. Many people do not gain from available health
technologies because of lack of accessibility, cost implications or
legislative measures. The monitoring of technology for its health
implications will become increasingly complex and challenging as
major advances in such ar¢as as bio-technology and biomedical
engineering have legal, social and moral consequences which
cannot be casily predicted. Tt has become more important than
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ever to ensure that cthical safeguards are put in place to guarantec
the safety and rights of both individuals and communitics in
health-related areas.

Multi-dimensional poverty

In the process of development, new valnerable groups and new
forms of social exclusion and deprivation emerge. Approximatcly
800 million people continue to exist in couditions of extreme
cconomic poverty, without income to satisfy their minimum
nutritional needs. However, poverty needs to be understood, not
only in an cconomic scnse, but in the sense of the multidimen-
sional poverty that results from the lack of ed ucation and informa-
tion which would enhance opportunities, and the poverty of
denial and inequities which reduce aceess to resources, technology
and essential services. Mainstrean development strategies have
not been able to reach these deprived and disadvantaged groups.

The emergence of youth uncmployment as a widespread and
deep-seated structural problem is perhaps the most stark manifes-
tation of development failure, This phenomenon is an acute form
of social exclusion which oceurs in both the developed and
developing countries. It comes at the end of a long and demand-
ing period of preparation for adult responsibilities and productive
roles. The health implications of youth unemployment, and other
problems of yourh rooted in social contexts, are multiple and
complex, as seen in youth alienation, substance abuse, violence,
mental ill-health, and youth suicide,

The crisis in valve systems

The environmental crisis has created a growing awareness of the
need to change life-styles that have lead to cXcessive consumption,
extravagance and waste which characrerize the doninant pattern
of development, But it is not only in this area that changes are
required.

The current economic, political and social systems functioning in
most socicties, and the underlying values rooted in the rnarket
model, have contributed to a weakening of relationships based on
sharing and caring, the bonds sustaining and controlling inter-
generational relations, and the institutions which in the past
governed and prescrved primary social units such as the family,
The unlimited pursuir of material well-being has croded valye
systems and beliets which gave primacy to spiritual well-being.
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‘Chis in turn is increasingly contributing to the risc in fundamen-
talist reactions to societal problems.

‘The Task Force was concerned that this crisis in value systems
exacerbates many of the problems identified above. For instance,
in many societics, the alienation of youth and the consequent lack
of self-worth owes much to the breakdown of the family. The
increasing reliance on policing as a means of tackling social ills,
rather than on investment in solving the underlying causes, was
recognised as being a measure of the aggressivencss of societics.
Furthermore, concern was expressed about the rise in violence by
children. Child violence, and the degree to which violent images
arc permitted to permeate videos and other media, can be re-
garded as a reflection of the Jevel of violence tolerated by a
society. Rebuilding and strengthening appropriate value systems
was considered to be cssential for health and development.

The evolving health scenario

The World Development Report 1993 presents the global health
scenario which estimates the burden of diseasc for different
regions in 1990. In collaboration with WHO, the World Bank
has designed a measurement of the discase burden in terms of life
years lost duc wo premature mortality, adjusted for disability. The
discase structure that is presented has two main features. First,
there is the shift in the disease burden from communicable
discases to non-communicable discases. The share of communi-
cable discase declines from 71% in sub-Saharan Africa to 9.7% 1n
the developed market cconomies, while the share of non commiu-
nicable discases riscs from 19.4% to 78.4% for the two groups
respectively.

Second, the discase burden declines from 575 disability adjusted
lifc years (DALYs) lost per 1000 of population for sub-Saharan
Africa to 117 DALYs lost per 1000 for the devcloped market
cconomics. According to these measurements, the changes result
in a significant reduction of the discase burden.

There are however two important annotations to this global
overview of changes, It reflects a static rather than dynamic
picture of the heaith situation as the World Development Report
deals only with incidence, whereas the prevalence of diseascs is
also important. Diseases such as ruberculosis have reappeared as a
serious health hazard on a global scale. There has been a recrudes-
cence of malaria with both the vector and the parasite developing
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resistance against the available preventive and curative technology.
Mague continues to lurk in parts of both the developed and
developing regions.

The measurements of DALYs neither take into account the
impact of environmental degradation as currently existing, nor as
part of projections for the future. Nor do DALYs scem to be
adequate for ascertaining the quality of health after 60 years. "The
disability and ill-health of the clderly thus gers heavily discounted,
bringing down the discase burden for conditions such as allergies,
asthma, and rhcumatic disorders but which may continuously
impair the quality of life. This impairment in the quality of lite
cannet e adequately expressed in terms of life years lose. Beeter
indicators are therefore needed to reflece the changes in the
quality of life which result from the change in the health situation
that follows the transition to old age.

Throughout cthe world, there has been a significant increase in
coverage for some clements of primary health care, such as immu-
nization, antenatal care, water supply and excreta disposal. How-
ever, health care and related services have not always dealt with
the most important problems in ways that are cost-effective,
sustaimable and adapted to local cultural conditions. Nor have
care and services everywhere been made accessible to the groups
most in need, including refupees and displaced persons,

Major incquitics in the development of infrastructure, and hence
in the coverage and accessibility of services, still exist between
countrics as well as between population groups and communitics
within countries. Mechanisms for referral to sccondary and
tertiary levels of care and for communication between them are
often weak or non-existent,

In additon, health care systems in many parts of the world have
come under severe stress as a result of global political and cco
nomic changes. For example, countrics which have undergone
structural adjustments have had to make cutbacks in public
expenciture in order to meet debt servicing,. The hardest hir have
been the soctal sectors, Health programmes have shrunk, the
quality of care has suffered, and the importation of essential drugs
requiring foreign currency has been drastically reduced in many
cases. The debt burden has had severe impacts on the health
sector, and the gurcomes have been scen in the low healeh status
of the poorer sections of society,
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Reduced health budgets, especially in the least developed coun-
tries, have had a particularly adverse effect on the health of
women and children, Alternative financing mechanisms for the
delivery of health services are needed which promote equity and
rational household expenditure for health care. Better use must be
made of the financial, technical and human resources available in
the health sector, and advances in knowledge need to be properly
apphied.

The ability of governments to respond to people’s needs and to
manage cffectively national resources for health is being ques-
tioned. The push towards private sector financing and provision
of carc and services challenges governments to develop incentives
and regulatory mechanisms to improve service delivery and to
cnsure equitable access to care.

As in the case of the development scenario, the Task Force recog-
nized the need to monitor major qualitative changes in the health
situation. This is cspecially important since progress made in the
health-development scenario has led to positive health and devel-
opment outcomes.

The Task Force considerced that there is a great deal to be learned
from the way in which the health-development link has been
managed with exceptional outcomes in some low income coun-
trics such as China and 5ri Lanka. Similarly, countries such as
Brazil which have sustaincd high growth rates over long periods
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and contitue to have health indicators which are well below the
average for their levels of per capita income, point to strategies
that should be avoided.

A common feature of successful approaches to health develop-
ment is that they do not examine changes in health status in
relation to well-defined groups of diseascs. Instead, emphasis is
placed on examining critical health risks and vulnerability that are
caused by the ongoing processes of social and economic develop-
meat. This provides the key links with the development scenario,

When the two scenarios are raken together, the points of entry for
both the health sectors and development sectors to reshape their
policics and work simultaneously toward the same goals may be
identified. The Task Force highlighted some of the major health
issucs in the emerging development scenario, as follows,

The global burden of disease

In developing countries, communicabie discases, and the ill-
health associated with poverty, illiteracy and unhygienic environ-
ments account for the major share of the global burden of disease,
This means that many developing countrics are still in the carly
phases of the health transition and the main thrust of the health
strategy will be on the acceleration of the transition. Mainstream
development strategics, however, have not as vet been able to
reach a large section of people living in conditions of extreme
poverty and illiteracy - conditions which fuel their continuing
poor health statug, Tt will be necessary to build on innovative
experiences in health and development which pur simultancous
emphasis on economic growth, including Improvement in stan-
dards of living, and improvement in health status and quality of life.

Living longer hut not better

With longer life and higher capacity for survival the discase
burden shifts to the last quintile of the life span. This prolonga-
tion of the average life span is generally characterized by the
degenerative ill-health and organic disorders of aging, as well as
by the psychological ill-health on 1 scale not encountered before.
T'he problems are aggravated in societics where the value system
tends to be materialistic and centred on youthful active life, and
where institutions, such as the family, which provided a meaning-
ful role for the aged in the past, are being eroded.
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The protection and improvement of the quality of life of this
quintile of the average life span will be crucially important for the
quality of life in general in socictics where the demographic
transition has taken place. While the problem is already being
raken up in the developed countries, it will be even more acute in
the developing world as a result of the absolute numbers of the
elderly in this part of the world in the 21st century. These coun-
trics will therefore need to cope with the problem on a large scale
and long before they reach the fevels of affluence of the developed
countrics. The implications for public cxpenditure and fiscal
policies will be far-reaching and will have ap important bearing on
the choice and implementation of development strategics.

Life-style related health condifions

1ll-health linked to new and changing life-styles and pateerns of
consumption has become an important part of the diseasc burden
in developed countries and is growing in developing countrics.

‘I'he market is ereating ncw opportunitics for life-styles and
choices, but does little to provide the health literacy and value
systems which are necessary to make rational, informed and
health-promoting choices among the many options available.
Rapid socioeconomic change, breakdown in value systems and
traditional social controls, and rapid urbanization are contributing
to the discase burden. These have been major factors in the spread
of sexually transmitted discascs (STDs), including HIV /AIDS.
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The health hazards of these changing life-styles are greatest for
youth and can manifest themsclves in insecurity, alienation, drug
abuse, promiscuity, senscless forms of violence and even suicide.

Hedlth outcomes of the development process

Development has produced conditions of positive health as scen
in population groups which enjoy a healthy life-style, Not only do
they live better but they participate knowingly in keeping healthy
through the adoption of appropriate dicts, physical exercise, and
wise use of health and other services,

At the same time, there are certain cconomic activitics that have
contributed to the generation of ill-health. Changes in the physi-
cal environment and the application of technology have produced
new health risks and conditions of ill-health ranging {rom occupa-
tional discases to the effects of roxicity and pollution of various types.

The contribution of environmental factors to the burden of
discase and disability is growing i importance as indicated i the
reports of the WHO Commission on Health and Environment,
which reviewed this complex subject over a two-year penod prior
to the United Nations Conference on Environment and Develop-
ment. The outeome was a series of reports concerning the health
cffects of various aspects of the environment — energy, transporta-
tion, industrialization, urbanization, and water development,
Major environmental health hazards include air pollution from
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the combination of fossil fucls; polluted water; and exposure to
occupational diseases and unsafe working conditions (e.g. chemi-
cals and exhausts). In addition to the direct effects of the environ-
ment on human health, health vulnerability is increased where
secure access to natural resources is undermined. The current and
projected impact on the global health scenario of direct and
indirect environmental changes has not been well-documented. It
is clear, nevertheless, that in regions of the world where the
availability of life-supporting natural resources is threatened, the
burden of ill-health will be severcly increased.

Accidents and man-made disasters have grown in scale and inten-
sity and have become one of the leading causes of death and
disability. This trend is directly linked with development and
rechnological change and includes transport, the chemical indus-
try, nuclear power and a host of other activities, with automobile
accidents taking the lead in accidents in general. The health sector
normally enters after the event when it has to provide care for the
victims. The use of technology in pursuit of economic benefits
without due regard to the high risk to human life and health is
again symptomatic of the dehumanised objectives which often

Reversing these processes would require an approach in which the
concern for human safety and health governs the development
and application of technology at all stages.

Challenges posed by the changing development and health scenarios
Health should and can obtain highest priority since its pursuit is
shared by all people. Being shared by all, few, if any, people
would knowingly accept situations where the aspirations of one
group, whether these be economic, technical, political or cultural,
were fultilled to the detriment of the health of another. While this
principle is relatively easy to pronounce, it is extremely difficult to
put into practice without an understanding of the forces that
dominate in today’s world and how these affect the health of
people.

Health can and should be used as a bridge over the “fault-lines”
in the development process. Once those situations in which health
is most threatened have been identified — whether as the conse-
quence of conflict, cconomic stress, or degradation of the envi-
ronment — the common desire to seek health security will lead
those concerned to find new solutions to their problems. As such,
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collective concern for health can create a common ground for
dialogue and constructon.

"T'he Task Force recognized thar development is a dynamic pro-
cess. Countrics can be situated at ditferent points on a transition
continuum, the basic characteristics of which are the same al-
though they may differ in degree and intensity. These characteris-
tics are:

B The economic transition with its resultant increasing urbaniza-
tion, impoverishment of rural areas and, in some countries,
CCONOMIC recession.

W The population rransition where the growing numbers of
clderly people, coupled with the cver-present under 15 year-
olds are squeczing the carrying capacity of the cconomically
active population,

B The epidemiological transition where the disease burden shitts
from communicable discases linked to inadequate hygienc,
poverty and poor environments, to the non-communicable
discascs linked to sedentary life-sryles, stress and behaviour
patterns, On the transition continuum many developing coun-
tries are experiencing a double burden where cholera, hepatitis,
malaria and other conditions remain priority health problems in
addirion to the toll of cardiovascular discases, diabetes and
CANCEDRS,

B The technological revolution and the information cxplosion
which continue to benefir the well-being of people at the cost
of higher social expenditure.

health crisis.

The Task Force will look at how the promotion of heatth in the
development process can respond to the multiple problems of this
four-pronged transition process in a climate of scarce resources
and ever-increasing health-care costs, and the challenges of
evolving population structures and health trends.

In this changing development and health scenario, health care
systerns themselves are being revolutionized. The market and the
private sector arc assuming an inereasingly important role, from
research and development to the delivery of health care services,
On the one hand, these changes, it appropriately managed, can
merease consumer choice and cost effectiveness in the health
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scctor. On the other, some of the important values, ethics and
objectives which governed the health secror and the practice of
medicing in the past may be eroded.

At the same time, it is important to be aware of significant re-
gional variations in this health scenario which follow broadly
those of the development scenario. There are also some special
“leregularities” that arc crucial. Improvement in health is not
always closely associated with economic growth. Countries in
different stages of the economic transition face different types of
problems and challenges. The main challenge for the developing
countries is to encourage sustainable economic growth and in s¢
doing avoid some of the patterns of ill-health that have emerged
in the developed countries.

In discussing the importance of health in development, the Task
Force emphasized that when health is endangered, and health
services are denied, a volatile situation is created which can be-
come a source of conflict in socictics everywhere. A failure to
recognize the value of health results in a missed opportunity to
usc health as a way out of situations of conflict, and as a bridge
spanning the fissures inherent in the development process.

The Task Force considered it vital that ways and means be found
immediatcly to ensure commitment of the resources required to
invest in health at both national and international levels,

An overview of past initiatives

A substantial amount of work already exists on the links between
health and development as a result of several major initiatives
taken by WHOQ in collaboration with partners both within and
outside the United Nations system. The Task Force reviewed
these initiatives in order that it might build on past expericnce in
developing its own analysis and advocacy.

The link between health and development bas been recognized
since major improvements in the health status of the developed
societies in the first half of this century. Scholars and policy
makers have commented on ways in which developments outside
the health sector affected health outcomes, whether they were the
positive effects of education, urbanization and overall improve-
ment of living standards, or the negative impacts of industrial
pollution and poor work environments,
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Public health developed as a response to these links, but interven-
tions were largely passive and reactive in character, They were not
accompanied by an active and sustained policy response from the
health sector as a whole, nor from development planpers and
policy makers. Development straregies continued ro focus on
ceonomie groweh and rhe scctors directly linked o it, leaving the
health sector to pursue its own strategy, Health straregies contin-
ued o be discase-centred and primarily curative in their approach.
The benefits and costs to health resulting from the processes of
development were perceived as “natural” by-produets or out.
comes 10 which the health scctor had to adapt with responses
which were essenrially medical.

Evolution of concepts and activities

A little over twenty vears ago, in 1973, a WHO Executive Board
study of basic health services concluded that a “major crisis” was
“on the point of development™ and had to be faced at once,

Assessment of the basic health services

m ot keeping pace with the changing populations either in quantity or in quality
B Widesprand dissatisfaction of populations
m Fuilure fo meet public expectations

B Inability to deliver a level of national coverage adequate 1o meet stuted demands and changing needs
Widening gap in health status between cauntries, and hetween different groups within countries

Rapidly rising costs without visible improvement in service

Feeling of helplessness on the part of the consumer
Souree: WHO

Some of the aspects of the current health crisis are strikingly
similar to those identificd over twenty years ago. These include
changing population structures, public dissatistaction, inadequate
service coverage, growing inequities in health status, and rising
costs of health care. The magnitude of the crisis may have altered,
but the underlying characteristics are expressed in familiar terms.

The description in 1973 of a looming crisis was innovative and
foresighted. Bur, as is the case with much innovative work, the
climate in the 1970s was not ripe for the new seeds sown to bear
fruit. In hindsight, it is tempting to ask whether the even greater
erisis faced today could have been averted if the necessary action
had been taken two decades ago.
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In analysing the institutional response to changing ideas concern-
ing health and development, the Task Force sought to understand
why it had been impossible to mobilize the necessary cnergy and
commitment to implement the measures required.

By 1973, WHO had alrcady been in existence for more than 25
vears. It successfully concentrated on public health experjence
gained in the first half of this century, and in the late 19405 and
carly 1950s, focused on providing assistance to countrics to
develop their health infrastructures, particularly in rural arcas.
Emphasis was put on increasing coverage through rural health
centres and peripheral health units, training health professionals
and combatting endemic health conditions. Parallel to this,
scientific knowledge and development of technologies for curing
diseascs were progressing at an incredible rate.

Gradually, emphasis on public health and development of the
peripheral health infrastructure weakened, and more weight was
given to curative carc which increasingly absorbed the lion’s share
of resources,

Conscious of the incquities in health status thar resulted from this
situation, both within and between countries, the Twenty-fourth
World Health Assembly in 1971 called for the organizational
study on “Methods of promoting the development of basic health
services”. The results of this study were made available to the
Executive Board of the World Health Organization in January 1973.

The Boards’ statement of an imminent crisis scrved as the trigger
for the conceprualization of primary health care. It was at this
point that WHO began consciously to seek out new ways of
cnvisioning the problem of health services development, and of
overcoming the identified constraints that had led to the failure of
the basic health services. This was named the Primary Heaith Care
approach and was presented to the Executive Board in January 1975.

In this report to the Executive Board, Primary Health Care was

characterized as simple and effective measures, in terms of cost,

technique and organization, aimed at providing answers to

fundamental needs of individuals, familics and communities, and

were expressed in the tollowing questions:

B Where can [ go and what can 1 do for the relief of pain and
suffering? and,

® What ¢an I do to live a healthy life?
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‘The main concern of Primary Health Care was to deal with issues
of inequitics in health, This coincided with similar concerns
reflected in the international arena, both by international organi-
zations, and by countries themsclves. There was a gencral disillu-
sionment in development and health straregies with the
“top-down” approach. A set of principles were identificd which
were more promising in terms of tackling issues of incquities,
reaching all people, and satistying their needs.

Principles of primary health care (1975)

Shaped around fife patterns of population meeting needs of the community
Integral prt of national health system with other echelans designed to support needs of peripherat level
Fully integrated with activities of other sectors involved in community development

Maxirum reliance on aveilable community resources

m
= Active involvement of focal population
m
|

Integrated approach of preventive, promofive, curctive, and rehabilitutive services varying aecording to
community needs

m Majorify of interventions to be taken at the most peripheral levef of the health services by suitably trained workers
Saurce: WHO

The first principle was that development processes should be
participatory, In health, this meant that people must be involved
in decisions concerning rheir health and empowered to become
self-reliant. The sccond, that development must starr with people;
hence the need to link health development with community
development. The third principle recognized that people do not
thirk in sectoral terms — all aspects affecting their lives contribute
to a sense of well-being. For health, this implicd going beyond
health carc and ensuring that health-related aspects, such as
agriculture, cducation, public works, housing and communica-
tions, were included from the stare.

These principles are still valid, but the Primary Health Carce
approach also had its shortcomings. Primary IHealth Care became
fargely identificd in terms of community health workers and
community participation, where participation meant cither volun-
tary labour, cost contribution, or both, Furthermore, the concept
was over-simplified and ended up betng scen as primitive, cheap
care. The facr that the intersectoral component was worked out
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by health professionals alone, rather than in dialoguc with other
sectors, was also a limitation.

WHO's introduction of primary health care to its governing
bodics coincided borh with a shift in focus of the World Bank,
which determined to give greater impetus to combatting rural
poverty through multi-sectoral projects, and with the influence of
a growing number of political leaders in developing countries
who cmphasized social objectives as prioritics within overall
development and expressed their serious commitment to address-
ing the problems of poverty and rural development,

The impetus of the World Bank’s interest in combatting rural
poverty gave rise to the formation of an Administrative Commit-
tee on Coordination Task Force on Rural Development of the
United Nations systemn, with WHO as one of the participating
Specialized Agencies. Focusing on primary health care and the
reduction of incquitics, WHO and UNICEF were among the
most progressive of the Agencies, at least in conceptualizing the
goals and how these should be reached.

The enthusiasm with which the various Agencies initially came
together led WHO to report to the 1976 World Health Assemnbly
on primary health care and rural development, with a focus on
social poverty. The report highlighted that, just as today, few of
the conditions contributing to social poverty were likely to be
improved by health services alone. Conversely, all conditions had
at least an important, if not predominant, cconomic component.

Social poverty

Social poverty is the combination of unemployment ond underemployment, ecenomic poverty, o low level of education,
poor housing, poor sanitation, malnytrition, ili-health, social spathy and, ahove all, the consequent luck of will und initiative
1o make changes for the better.

Source; WHD

Such an approach required that health become a partner in the
development process; that the development links with primary
health care be articulated; and that planning for primary health
care and rural development be multisectoral.

Primary Health Care was considered a revolutionary concept since
it demystificd health and put people at the centre of health
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development. Furthermore, it contained all the appropriate
ingredients to promote health in the contexr of development,

Primary health care and an emphasis on universal access to health
formed the basis of the Health for All movement launched at the
1977 World Health Assembly, and marked a stgnificant turning,
point. The Alma-Ata declaration of the following year further
advocated a focus on the reordering of national health strategics
from the curative to the preventive and proactive, entailing a shift
in emphasis fron treating disease o one limiting healfeh risks and
fostering health-promoting behaviours,

Despite this, there was very little feedback on the health /develop-
ment link, and even less on the poverty aspect, The implicarions
with regard to the links between health and development did not
catch on, and WHO?’s conservatism kept the Organization firmly
focused on health services development and primary health care,
giving little notice to the links between health and development,

Intersectoral action for health

This choice of focus could not change the fact thar the bond
between health and the overall development process was one of
the pillars of the primary health care strategy. In [981, WHO
began a series of studics and meetings to clarity the interplay
berween health status at different stages of development and its
relationship with the processes of cconomic, soctal and political
development.

These studics formed one of the carly attempts to conceptualize
and map the nature of the health transition across countrics at
difterent levels of development, and to examine the close interae-
tion between the changes in health status and the processes of
development in these countries, Pioneering work included case
studies in Sri Lanka, Kerala State in India, Costa Rica and others
where, despite low economic status, dramatic improvements in
health status were recorded using physical quality-ot-life indica-
tors. These studies focused primarily on interventions outside the
heatth sector which led to improvements in health status.

These cfforts, though modest, brought to | ght some promising
approaches which resurface in today’s debate. For example, WHQO
was among the first to caution that careful consideration needs to
be given to the impacts of development policies and cconomic
strategics on health status. It went so far as to su guest that an
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analysis be undertaken of the effects of structural adjustment on
health status and an annual bulletin on the state of the world’s
health be published.

The above activities resulted in a framework for the eritical analy-
sis of intersectoral actions affecting health. They also formed the
basis for the Technical Discussions at the Thirty-ninth World
Health Assembly in 1986 on “Intersectoral Cooperation in
National Strategies for Health for All”.

For the first time, a number of scctors showed that they were
committed to working together to improve health status and
raok on co-sponsorship of the Technical Discusssions: The Office
of the Dircctor-General for Development and International
Cooperation, United Nations; the United Nations Environment
Programme (UNEP); the United Nations Centre for Human
Scrtlements (HABITAT) and the International Year of Shelter for
the Homeless (IYSH); the Food and Agriculture Organization of
the United Nations (FAO); and the United Nations Educational,
Scientific and Cultural Qrganization (UNESCO). The resolution
adopted ar these technical discussions included recommendations
for achieving cquity in the health of disadvantaged groups
through appropriate intersectoral interventions, and for adopting
the health status of such groups as an indicator of national develop-
ment.

However, no major cffort was made to put to task the collective
decisions reached, either by the international organizations and
agencies that co-sponsorcd the technical discussions, or by the
countries themsclves. The exception to this was the Food and
Agriculture Organization which established an ACC Sub-Com-
mittec on Nutrition that carried forward a number of the recom-
mendations of the technical discussions.

It was only much later that a renewed attempt was made to
implement some of these recommendations. For example, the
concepts developed concerning the vital role that unemployment,
environmental pollution, education and information play in
determining health vulnerability have influcneed a number of
important initiatives undertaken by WHO in recent years.

Work was undertaken by WHO and the World Bank to illustrate
the impact of development policies on health. The immediate and
underlying causes of ill-health and major gaps in existing studics
were identificd for five sectors — macroeconomics, agriculture,
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industry, energy and housing. This provided the basis for further
studics examining the linkages across sectors, assessing sectoral
connections that heighten health risks and identifving important
arcas for policy intervention.

In preparation for the United Nations Conference on Environ-
ment and Development (UNCED), WHO sct up a Commission
on Health and Environment. This Commission made a major
contribution to UNCED, concentrating on establishing the links
berween health starus and development activities as mediaced
through the environment,

Following UNCED, WHO developed a global strategy for health
and environment which provides a new orientation for multi-
disciplinary and multi-sectoral efforts to ensure that health consi-
derations arc fully incorporated and are placed at the core of all
development and cnvironmental activitics, from policy planning
to project implementation, monmitoring and evaluation. WHO was
given responsibility for follow-up on the health aspects of Agenda
21 emanating from UNCED,

The International Conference on Nutrition and the Ministerial
Conference on Malaria were additional milestones in the follow-
up 1o the 1986 Technical Discussions. All these initiatives con-
tributed to a better articulation of the linkages between development
scctors and health, and led to a more feasible strategy for inter-
scctoral action for health, The revision in thinking came about as
it was neither necessary, nor desirable to expect all sectors to
come together for healeh, Rather, the involve-ment of refevant
secrors was dictated where delincation of responsibility for action
between the sectors was necessary for the solution ot problems.

As work proceeded, especially conceming, vulnerable groups, it
became increasingly recognized that cconomic development as
such was not necessarily accompanied by good health. It is the
manner in which resources are used, both ar local and narional
levels, which will determine the effect on health and quality of
life.

Accommodating economic objectives (as measured by increase in
net income at the household level) with health objectives (as
measured by improvement in health status indicators), and
grounding both of these 1 functional literacy, was found to be an
innovadve response to the development needs of the poorest and
most deprived segments of socicey. 'T'his approach formed the
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basis of the international forum on “Health: A Conditionality for
Economic Development”, Here, for the first time, financial
institutions were requested to modify their lending procedures to
ensure that loans are made available to the poor and disadvan-
taged which improve net income, and at the same time incorpo-
rate health objcctives, Such an approach ¢nsures that increased
income is reinvested both for economic gains, as well as for
improvement in health and overall quality of lifc.

In carrving out its work, the Task Force welcomed the fact that
WHO’s Ninth General Programme of Work for the period 1996-
2001 addresses the issue of integrating health and human deve-
lopment in public policics and cnsurng equitable access to health
services, Members of the Task Force agreed that one of its objec-
tives would be ro facilitate this process and identify problems of
implementation. This ¢ntails ensuring the centrality of health in
all levels of international, regional and national development
policies and economic strategies, without which other goals of
development will be compromised,

The above are but a fow cxamples which illustrate the evolution in
thinking surrounding intersectoral action for health, WHOY's solid
technical groundwork in this and other initiatives will be utilized
by the Task Force as a basis for its own analysis and advocacy.

Management of the health-development link

The changes i the health status in the five countries - Jamaico, the Stete of Keralain India, Norway, Thuiland and Sri Lanka,
selected for study are the outcome of long and complex processes of satioeconomic development. This has been the case
not only in refation fo improvements in wellbeing, but alsa in relotion to the changes of a negative character that have
produced new patterns of ill health. In the course of these processes, national policies and sirategies cimed of realizing o
wide ronge of social and economiic gocls have interacted with, und contributed to, the policies and programmes of the health
sector itself. Other processes that did not form parts of consciously pursued strategies also had a profound effect on social
conditions, the quality of lie, and the health of the population, The cultural transformetion that accompanied socioeconomic
development changed the value systems governing human behaviour and life-style. Together they produce new patlerns
of consumption and new conditions of morbidity. The changes in political structure and the increasing porficipation of the
people in sacio} decision-making had inevitable consequences for the distribution of power and income, access fo resources,
and the improvement of wellbeing.

Saurce; bsed on an extiact Fom insersectoral linkoges ond health developent, WHO Offset Publication No, 83, 1984




ZLubli'e

Raport of the first mesting of the Task Force on Health in Development 33

Valuing heolth for itself

Today the effect of development on the environment has become a central concarn, both globally and nationally. For this
fo happen, environmental stress hud fo reach a point where it wes perceived as approaching the limits of sustainahitity.
On the other hand, the effect of development on health still remains secondary to most other development cancerns. The
tendency hus been o approach it as @ part of other issues as, for example, the health effects of development as byproducts
of environmentel degradation, or of poor heahth as an indicator of poverty. Inthese issues healthstill remainsinstrumental,
ameans fo another development obective. As suchitis undoubledly important and necessary, Butitis when healthis valued
for tself os an indispensuble part of the quality of lfe, to be achieved through the processes of development, Ihat it assumes
its trug role in development and the other sectoral objectives become aligned to essential health goals.

Source: Healtt Dimensions of Feonomic Reform, WHO, Genava, 1957

Health essential for sustainoble development

Abrond-based health reform is required os a contribution towards the achievement of a sustainble development in which
health aspects are given their due weight. Four “lines of reform” have been identified o heing @ suitable programme of
action for countries to pursue in the framework of their national sustainabie development programme:

1. Community Health Development; undertaking health prometion end protection as pert of more hofistically
toncefved community-hased development programmes;

2. Health Sector Reform: Ministries of Health incregsing allocation of resources to most cosi-effective healih-
protecting and promoting progrommes, as seen in the longer run and in the interest of obtaining sustainable
development:

3. Environmental Health: increasing understanding of the impact of policies and pragrammes of other sectors upon
humisn health and mobilizing financing and action in those sectors nccordingly;

4. National Decision-Making: health impact assessments, eccounting and other means of pramotinig the infegration
of health, the environment and sustainable development into national dedision-making with a view to strength-
ening heclth sector representation and incorporating health and ifs financing in development planning.

Source: WHO background paper on "Heolth, Environment end Susteivoble Develapment” pragareetFor the Commission for Sugtinuble Developrant, Merch, 1994

All these initiatives sustained the effort to promote policies and
actons to deal with health as an integral part of both the process
of development as well as the condition of well-being which is
achieved through it. But as yet, policy making, both in the health
and other sectors, and in the macro-cconomic sphere do not
adequately reflect the approaches that were advocated in the
WHO iidarives, The causes for the tardy response to past initia-
tives scem to go beyond mere shortfalls in implementation, and
he ina more deep scated inertia and lack of commitment, Despite
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the recognition of the health-development link, the cconomic
outcome of development for policy makers appears to continue to
take precedence over the health outcome. In this case, the roots
of the failure would li¢ in the development paradigm and the
value systerns which sustain it.

The decade of the 1980s was the lost decade in terms of health
and development. In order that the decades of the 1990s and
beyond become the decades of hope, the Task Force recognized
the need to analyse at much greater depth the obstacles to the
integration of health into development policies at the national and
international levels. In doing so, the following factors arc of
Cc)nscqucnc:c:

m First, a range of critical health issues has moved to the top of
the social and political agenda of countrics.

m Second, it is no longer necessary to defend health on the basis
of cost-effectiveness alone. This has even been recognized by
the World Bank in the joint World Bank/WHO publication on
the impact of development policics on health.

B Third, the intrinsic valuc of health is being reasserted in many
internationat fora, including the World Conference on Human
Rights, Vienna, June 1993, which confirmed the right to health
as a fundamental hurman right of universal application.

W Fourth, policy and decision-makers are more aware that present
cconomic development strategics leading to increasing ineqg-
uity, violence, unemployment, and youth disillusionment
contribute to major health problems which threaten social and
ceonormic stability,

m Finally, there has been a fluctuation from one side of the
pendulum to the other in attributing responsibility for health,
alternating from the state to market forces and the private
SCCTOT.




Part Il
DISCUSSIONS ON SPECIFIC ISSUES

For the purpose of demarcating, its work, the Task Force found it
uscful initially to distinguish between rwo categorics of develop-
ment impacts on health, One category covers the impact which
development has on the environment, and through this on the
health of human beings - the health /environment/ development
triad, This includes a wide range of linked issucs and spreads
across scveral secrors, Many of these links are of a technological
characrer, are mediated through the environment and lend
themselves to identification and quantification. The policy re-
sponses and programmes needed to avoid the costs or to realize
the full benefits can range from straightforward technological
solutions to more complex adjustments in development policies
and changes in human behaviour. However, since the health/
cnvironment,/development triad is already being addressed by
ongoing WHO programmes, the 1ask Foree on Health in Devel-
opment decided not to repeat the consideration of this category.

The Task Force would rather focus tts attention on the second
category covering social, economic and political processes which
affect the availability of health care and health-related goods and
services on the one hand, and patterns of health-related behaviour
on the other. The healch /development links in this category are
tess readily quantifiable than those in the first category. The links
might arisc from institutional and socictal changes that have
accurred over a leng period of time, or from specific macro-
ecomomic policies and interventions which affect the flow of
health goods and health resources, as well as people’s capacity to
promote and protect their own health, The rask of managing
these links in a manner which is beneficial to health requires
mcthods of analysis, policy responses and monitoring systems
which are very different from thar which is gencrally needed for
the first type of linkage. The solutions to the sccond type are
primarily socictal in character,

The contribution of health fo economic development

While healeh is an essential objective of development, the capacity
to develop is itsell dependent on health, A betrer understanding is
now emerging of the crucial contribution that health makes to
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CCONOMIC activity, to improving environments and — through
these — to all processes of development. The achievement of
appropriate health objectives is a measure of the effectiveness of
development strategies.

Previous work on the health-development link has often focused
on the flow of costs and benefits from health to cconomic growth
and other processes of development. In some cases these flows are
clearly identifiable and interventions which strengthen the health-
development link are easy to design and implement. This is the
casc when an endernic disease is acting as a scrious impediment to
growth. An cxample of the solving of a health problem leading to
cconomic benefits can be seen in Sri Lanka when the programme
of agricultural scttlement was launched in the malaria-ridden dry
zonc in the 1940s and the decades that followed. A more recent
cxample is the onchocerciasis eradication programme which
liberated productive land to be used for development.

In other cascs the link is not so evident or as readily perceived
since changes in health occur over a period of time and have
cither positive or negative impacts on productivity and output.
Whilc an improvement in health starus will most often result in
greater economic activity, a reduction in the loss of working time
due to ill-health, and less expenditure on curative health care,
these economic benefits arc often taken for granted and treated as
the natural by-products of human beings acting in their own sclf
interest to safeguard and improve their health. On this premise
there is no need for special policy initiatives which identify these
links between health and productivity or to actively undertake
efforts to strengthen them. Such an approach which attempts to
apply economic principles to health outcomes, and justify the
allocation of resources to health on this basis, bas not had a
lasting impact on policy and decision-making processes.

In this context, the T'ask Force noted that although expenditure
on health and relared aspects of human development is somctimes
perceived as a drain on national or community resources, such
cxpenditure is in reality an investment in a nation’s human capital.
Health enhances people’s ability to contribute actively to overall
cconomic and social development and to enjoy a satisfactory
quality of life, Furthermore, the health sccror is @ major employer
and creator of economic activity - a fact sometimes overlooked.
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The impact of development on health status

It is, however, the flow in the other direction, i.¢. the impact
which the entire development process has on healeh status, which
raises most of the crucial issucs presented in the development and
health scenarios. Policy makers tend to treat health benefits which
are brought about by economic development in the same way in
which they treat the cconomic benefits brought about by health
improvement. They generally assume that these benefits flow
automatically from the processes of interaction berween health
and development processes. They seldom sce the need for special
interventions.

Whilst this may be true for most of such health benefits, there are
special situations where the beneficial links need to be identified
and reinforced. This is particularly true when dealing with valner-
able and disadvantaged groups where the deprivation in health
and in economic resources exist together, reinforcing cach other,
and where integrated strategies are needed to break the vicious
cycle of poventy, ill-health and illiteracy. All development strate-
gies need to tdentify these situations and reinforce the health
development link.

Economic growth has been accompanied in most cases by the
progressive development of a health infrastructure, including
sccondary and tertiary care, as well as a wide primary health care
system aimed at bringing health services to the community level,
But it has become ciear that greater wealth — whether for coun
trics, communitics or individuoals — is not sufficient guarantee of
improving health status becawse of the random nature of the
allocation of resources. Nevertheless, cconomic growth is impor-
tant for the mobilization and allocation of resources for the health
sector, borh at the nadonal and global levels,

Clearly, past development policies and cconomic strategies have
contributed to an improvement in health starus, especially where
there has been simultancous emphasis on social policies in areas
like health and education. These have invariably improved overall
quality-of-lite indicators such as life expectancy and infant mortal-
ity rates.

However, the pursuit of development in the cconomic sphere
alone may obscurce the purpose of development as a whaole, which
15 1o improve the quality of life ot all people. In recent years there
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have been instances where a narrow focus on ¢cconomic develop-
ment has had adverse effects on the health and social status of the
population, particularly the most vulnerable groups such as
disadvantaged women and the clderly, the unemployed, and
children. Increasingly, these most disadvantaged people have been
excluded from the benefits of development. All too often the
development process has only served to aggravate their vulnerabil-
ity through degradation of the environment, increasing unem-
ployment, global recession with its consequent reduced social
benefits and poorer chances of education, inadequate nutrition
and clean water, poor waste disposal, unsafe housing, and lack of
essential health services. All these consequences of development
stand in the way of equity, social justice and satisfaction of basic
human rights.

Trade-offs between heolth and economic aspects

What has not been sufficiently addressed is the whole range of
issues which arisc when health objectives come into conflict with
other development goals such as increased output and economic
arowth.

The decision to incur a Joss in health for a gain in some other
condition of well-being is normally guided by the knowledge that
the non-health gain is too great to forego for a small loss in
health. The health loss also might occur in the distant futurc and
is therefore subject to heavy discounting in current methods of
cost-benefit appraisal. Individuals and societies pay little heed to
the fact that they are storing health losses for the future by their
present behaviour. On the other hand, the non-health gain such
as an increase in the output of goods and an increase in purchas-
ing power may contributc to health in other ways and offset the
health loss it cavses directly.

In trade-offs of this nature, the immediate economic gain or other
non-health benefit often tends to override health considerations
when they arc not manifestly severe or incapacitating. The Jack of
information on the health implications of the development
process tends to accentuate this behaviour.

The national development calculus needs to give a different value
to health losses, The loss in health should always be made good
with the least possible delay. It is necessary to develop methods of
identifying the health liabilities that are being incurred that would
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have to be paid off or settled in the future, These methods could
then be put to usc by governments, communities, and individuals
to enable them to make informed choices that protect and pro-
mote health when trade-offs are required.

However, a system of accounting and information of this nature,
though necessary, canoot by itsclf deal with the deep-scated
problems outlined in the development and health scenarios.
Health goals are disregarded, partly duce to an ignorance regard-
ing all che health implications in the present and the future, and
partly becausce of the Jower value atrached to the state of health
than to economic considerations. The lack of prionity given to
health is the outcome of the value systems and lite-goals which
guide choices; it is the product of the cconomic development
paradigm and the vision of life which sustains it.

The Task Force therefore considered it essential that health 1s
seen as a societal issue, and thar an intrinsic value is accorded to
health itself, without relying upon economic considerations, Only
when health is made a major goal of development, and is given an
cqual place with other development objectives, can real progress
be made. Implicit in such an approach is the premise that health
improvements are necessary and valuable for themselves and that
the outcome of development is assessed by the well-being and
quality of life it produces.

Against this background, the Task Force determined to focus the

discussions at its first mecting on tour mam areas:

m Equity in health and marker forces

m The quality of life and health security of specific popularion
EIOUpS

B Accountability for health

B Health as a bridge for peace

Equity in health and markef forces

The Task Force discussions on this theme focused on several key
issucs including the impact on health of the radical restructuring
of many political and economic systems, the impact of macro-
ceonomic policy measures and strucrural adjustment programmes,
the consequences for health in developing countrics of the Ura-
guay Round of GA'1’I', and the increasing emphasis on the role of
the market and privatization in the provision of health services.
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Impact on health of economic restructuring

The Task Force noted that the cuphoria surrounding the wave of
newly independent states in Central and Eastern Europe has been
quickly replaced by the realization that democratic and economic
frecdoms were not automatically accompanied by improvements
in social welfare. Espousal of a free-market economy did not bring
the rapid and extensive development expected, and the institu-
tions and social norms of the previous regimes have not been
replaced with adequate substitutcs.

The difficultics involved in the supply of pharmaceurical items in
the former Sovict Union was given as a poignant example of the
healrh impact of massive economic and social adjustment. The
dissolution of the USSR and the emergence of newly independent
states shattered the former production network for medical
supplics within the area. At the same time, pharmaceutical raw
materials and equipment needed in the manufacture of medicines
and related products have become extremely difficult to purchase
from sources outside rhe Russian Federation due to a severe short-
age of hard currency. The lberalization of pricing has made medi-
cines too expensive for most people in the newly independent states,

The social costs of the transition arc not only the cause of unnce-
essary suffering and waste of human lives, bur also represent a
source of considerable instability and social conflict that threaten
the political future of these societics.

Impact of structural adjusiment programmes

The Task Force heard a number of presentations which alluded to
the impact on health of structural adjustment programmes and
other racro-cconomic policies including fiscal polices such as
currency devaluation. In this context, it emphasized the following
points;

1. While reliance on free market forces is designed to work to-
wards cconomic equilibrium, this model does not have built-in
mechanisms which ensure that all people benefit equitably from
the fruits of development,

2. The Statc must continue to play a strong role in overseeing the
well-being of the most disadvantaged segments of the popula-
tion. Measures can be taken to ensure that their situation does
not worsen as a result of the free play of the market mechanism,
and that their cconomic and social status improves with eco-
nomic growth and development.
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The Task Force considered the effects of structural adjustment
programmes and recogmzed that such measures could prove to
be a usefud ool for realigning economies, provided countries
retained control of implementation measures. ‘This had been
shown to be the essenttal clement for the protection of social
gains, and 1o ensure that the most vulnerable segments of socicry
were not adversely affected during the economic adjustment
ProOCess,

The example of Egypt was ¢ited, In this country scructural adjust-
ment had been implemented as a gradual process which mcluded
the slow burt steady removal of subsidies on cssential foodstufts,
Particular attention had been given to the price of bread as the
stapic of many Egyptian’s dicts. Similarly, the scale and nature of
the privatization process had been carefully managed allowing for
a three year transition period, during which several protective
mechanisms had been introduced. These included employment
protection in the case of the pnvatization of companices, providing
for a sale to the employees” union of 20% of the capital of a
company being privatized, This measure had encouraged em-
ployee share-holding and added to capital investment,

Finally, during structural adjustment, particular attention had
been pad to the protection of budget allocations for social
services, especially in healeh and education sectors where alloca-
tions had not only been maintained, but increased.

Social ollocation ratio (% of total public expenditure), Eqypt

Pereituge

25—

D Utilities |} Heaith D Edugation

[T

Bi/82 B6/87 90/91
Yours

Sauree: Egypt Human Development Repor 1994




42

Health in Development: Frospects for the 21st contury

Another example of macro-cconomic policies and their impact on
health and poverty was given citing the recent devaluation of the
CFA franc in 14 West African countrics. The consequences of this
devaluation are numerous, touching transportation, housing,
education, and many other sectors. In countrics such as Senegal,
population groups including the poor, women, children and the
elderly, who were already vulnerable and disadvantaged, were
identified as being most at risk of preventable diseascs and condi-
tions affecting their health as a result of the devaluation,

In addition, violence and drug abusc were seen to be outcomes of
the social exclusion suffered by certain segments of the population
in a pyramidal development system with the very rich at the top
and the poor forming the base. This stark reality is most observed
in developing countries, especially in West Africa, where the
economic rules are beyond the control of countries which can do
little or nothing to act upon the determinants of development.,

Drugs and pharmaceutical products in the countrics concerned
arc usually obtained from industrialized countrics. In the rare
cases where pharmaceutical manufacturing takes place in CEFA
zone countries, the raw materials for production are obtained
from Europe. Therefore the first consequence of the devaluation
was an immecdiate doubling of the price of drugs which were
already financially inaccessible to many segments of the popula-
tion. This resulted in a further deterioration in health service
coverage which was recognized as inadequate to begin with,
Devaluation also had an effect on nutritional status as mediated
through the price and availability of foodstuffs. Essential food-
stuffs were subject to price increases which varied from country to
country in the CFA zone. Average price increases were as tollows:

B Wheat flour — 30%
W Bread -~ 33%

W Sugar — 30%

m Rice — 35%

m Ohl — 24%

m Tomatoes — 39%

These examples illustrate the way in which the nutritional status
worsened in countries where children, pregnant and lactating women
and ¢lderly people are already often faced with essential vitamin and
mineral deficiencies as a result of insufficient or poor food intake.
Even where cfforts have been made to offset the problem by increas-
ing salaries, the repercussions on overall health status remain the same,
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In addition to the direct effects in terms of nutritional status,
price rises in foodstuffs have addirional negative conscquences on
health seeking behaviour: when there is a choice to be made
berween spending on essential foodstuffs and secking health care
households naturally choose to cat and postpone treatment of
health conditions,

kd

The Task Force considered it cssential that an assessment of the
health impact of cconomic adjustment policics, including lending
and fiscal policics, and of development projects gencrally, be
undertaken as a matrer of course betore implementation. Particu-
lar attention should be paid to the impact of such policies and
projects on vulnerable groups, so that any adverse impacr might
be avoided.

The impuct of the Uruguay Round of GATT

‘The Task Foree identified three arcas in which the recently
concluded Uruguay Round of the General Agreement on Tariffs
and Trade (GATT) may have negative repercussions on healeh
status, particularly on the populations of developing countrices.

The first 15 in the area of pharmaceuticals where the further
wpening of developing country markets to large pharmaceutical
companies may lead ro situations of monopoly control and price
increases for pharmaceutical products. In addition, developing
countries can cxpect (o pay very high royalties to these companics
for the right to produce pharmaceutical products under licence
according to the Trade Related Intellectual Property (TRIPS)
Agreement of the Uruguay Round,

The Uruguay Round creates conditions for freer mavement of
services. However, this may lead to unfavourable competition
between developed and developing countrics, particularly where
un- or underemployed health professionals are likely to migrate to
developing countries, thus squeezing out employment opportuni-
ties in these countries,

A fmal arca in which the agreements under the Urnguay Round
may have negative repercussions for health is in the arca of food
importation. The agreements eall for the reduction of subsidics
on food products. For the net-food-importing developing coun-
tries, of which there are over 100 throughout the world, this may
well lead to a worsening of nutritional status as essential food-
stuffs become too expensive for the poorest and most valnerable
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sector of society. In addition, developed countries will meet few
difficulties in unloading surplus production onto developing
countries. This has been shown in the past to have negative cffects
on local production capacitics and ultimately on nutritional status
in the recipient countries.

Role of the market and privatization of health care services

The T'ask Force also considered the conflict between, on the one
hand, the forces pushing for free market economics, moderniza-
tion, and greater democracy and, on the other, the need to cnsure
equity and social justice in the provision of health care services,

In reviewing the arguments put forward in favour of using market
forces, the Task Force recognized that the principles and theorics
of market forces that are traditionally applied to private enter-
prises have been adopted in public sectors (including the health
carc system ) on the underlying assumption that gains obtained in
cconomic domains as a whole would be cqually valid within social
sectors. In the light of this assumption, it has been presumed that
the application of free-market cconomic principles in the health
sector would contribute to cfficiency, reduce costs and wastage,
and inhibit corruption. It was also assumed that the quality of
service in a free market health care sector would improve as a
result of the competitive nature of the privatization process. It
was pointed out that in some instances under the public system,
the poor end up paying more under the table than through
outright payments.

The T'ask Force weighed such arguments against those challeng-
ing the application of market forces in the health care sector. It
was recognized that health is not a commodity upon which a
price tag can be placed. For example, a person suffering from
cancer does not base the decision to seek treatment on the cost of
treatment, but on the desire to be cured. In addition, the role of
the market gears health systems towards profit motives which
conflice with the principle of medical ethics requiring the provi-
sion of the best care, regardless of considerations of cconomic
profit. Furthermore, the supply and demand relationship is
different in the context of health services than in other sectors. In
some countries, as high as 70% of the demand for health services
is created by the producer.

Similarly, the benefits of competition are not as ¢lear cut in the
context of health care services as in other ficlds, Whercas competi-
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tion may be beneficial in terms of cost to the consumer in the case
of two neighbouring restaurants, it is difficult to envisage any
benefits arising from having two similar hospitals side-by-sidc,
competing in the provision of the same services. The overall costs
would probably increase, particularly where there is limited need,
such as rural arcas.

Whether health care services are public or private, quality has to
be ensured. It does not follow that because a System is private it
provides better quality, nor that because i is public, the quality is
lower. A process of moniroring and acereditation is required in
order to ensure quality in either system. This is demonstrated, for
example, by the Canadian experience with homes for the elderty.

The overriding need to ensure equity in access to health care
services is of particular concern. This may be more difficult to
achieve in the context of the market orientarion of private health
systems. Market driven health care systems do not respond to
everyone’s need, and therefore may not guarantee compliance
with the cthical principles that inspire the provision of public
goods, including the principles of comprehensiveness, universal-
ity, atfordability and accessibility.

The quality of life and health security of specific population groups

The Task Force identificd two population groups whose health
had been particularly neglected, and which thus required urgent
attention: adolescents and the clderly,

As far as adolescents are concerned, a cluster of inter-related
problems linked to unemployment, changes in life-styles and the
breakdown of value systems often leads to scrious health prob-
lemns. The Task Force decided to focus on the health of vouth at
1ts first meeting, and to take up the issucs raised by the health of
the clderly at a future mecting.

Adolescent health

More than half of the world’s population is aged under 25 years,
of which more than 80% live in developing countries. Qverall,
there are some once and a half billion voung people between the
ages of 10 and 24 years. Both in developing and industrialized
countries, young people face the problems and consequences of
unprotected sexual relations: unwanted pregnancies, abortion,
and sexually transmitted diseases, including HIV /AIDS. Rising
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upemployment, as a result of worldwide recession, disproportion-
ately affects young people. At an age when it is crucial for them to
demonstrate and develop their potential as full participants in
society, and to build their self reliance and self esteem, the lack of
cducational opportunitics and employment security has an im-
mense impact of long-term significance. Health-damaging
behaviours such as cigarette smoking often start in adolescence,
and will increase the risk of cancers, cardiovascular discases and
respiratory illness in later life ar great cost to public health.

Increasing urbanization, the breakdown of families, and the
displacement of populations have all contributed to an increase in
violence, alcohol and substance abuse, and suicides. Throughout
the world, millions of children are living on the strects. This was
illustrated dramatically by the situation in Uganda where, as in
other African countries, a large number of children and adolcs-
cents have been orphaned by wars and other conflicts, as well as
by the AIDS epidemic. Young girls are more vulnerable than
boys, and frequently have Jess access to education and employ-
ment opportunities. In some societics they also sufter from the
conscquences of genital mutilation and carly child-bearing. In all
socictics, gitls face the risk of sexual abuse in various forms in-
¢cluding incest, rape and prostitution imposed as a result of eco-
nomic hardship.

Access to health services of young people may be limited by their
own lack of awareness of health concerns, and their ignorance of
existing services. Morcover, many health facilities are not de-
signed with young people in mind, and frequently health workers
arc not adequatcly trained in meeting the particular needs of the
young. Public policics and legislation may also hinder a coherent
approach in implementing youth programmes, Finally, many
health budgets have been cut, with repercussions on the capacity
to provide the preventive health programmes adolescents require,
and the enabling care necessary to assist disturbed youth.

The example was presented of cuts in health care expenditure in
Belgium and some other Western European countries which
coincide with an increase in expenditure on policing, and other
aspects of law and order. Although there is no scientific evidence
to establish whether or not a shift in resources away from health
has led to the necessity for increased expenditure on policing, the
shift in budget allocation can be viewed as a measure of the
increase in aggression in these societics. Such an increase has
inevitable health conscquences.
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Whilst young people suffer numerous problems, they are at the
SAMC HMe 4 great resource for promoting heatth and development
in all societies, In every region, especially in the Jess economically
developed countrics, young people contribure greatly to family
income and welfare. The relative cost of investing in young
people in order 1o promote their development before problems
arise will be considerably less than investing in curative solutions
which may be too late and inadequate. An example was given
from the United States of America where the socig] and economic
costs of a failure to invest adequately in adolescent health were
considerably higher than 1he COSTS Of programmes aimed ar
preventing ill-health among this age group. It was stressed that
the involvement of young people themselves in the design and
implementarion of health Promotion and protection programmes
is crucial for effective results,

Principles for the effective promotion of adolescent health and development

= An environment that combines support with opportunity

B Good communication among young peeple and between voung people and adults

W Approaches which build on the culture

® [mplementation of programmes by people who respect understand, and listen well to the young
m A focus on the young person, not the problem

= The involvement of influential individuals and groups from all key sectors

W Good links among services and hetween services and information, education and commumication
w The participation of young peaple in planning, implementution and evaluating action

Sovsce: WHO, Divisign of Family Haglth

The srrategies required to deat with these issues concerning
adolescent health will need to extend far beyond approaches
centred on medical care to include the social and cultural dimen-
sions of development and change, since young people’s behaviour
is a reflection of society and its valyes. Shortcomings in all scerors
of socicty, especially in health and education - lack of opportuni-
ties for access to gainful and meaningtul employment for instance
— lead to a state of hopelessness and msceurity among, young people,
which often emanates as far back as childhood, or cven before,

Many of the socioeconomic problems faced by youth are shared
by other disadvantaged groups in society, including many wonmen,
children, and the rural poor,
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[t was recognized that by increasing family income, the health
status of members of these disadvantaged groups could be cffec-
tively improved. This Also has an impact on some of the underly-
ing causes of poverty, such as illiteracy. For instance, increasing
the income of familics frequently results in higher levels of school-
ing for children, especially when the mother is the main beneficrary.

Ensuring the education of children and young people — girls in
particular - will have a dircet benefit on their future capacity to
generate income, and on their health status. Thus, providing
ceonomic support to special population groups such as women
and young people acts not only as a social safety net in times of
cconomic hardship, but also as a stimulant for participation in
development and for berter health.

Fxamples were given of the introduction in a number of countries
of social funds for development, and the innovative approach of
people’s banks. In Egypt, for instance, social funds have been
established which ¢reate opportunitics for youth employment,
and engage young people in developmental projects such as
public works projects apd literacy programnics. ‘T'his imtiative has
been successtul in reaching both men and women, and has also
succeeded in attracting the participation of the private sector.

Distribution of loans for small enferprises in selected governates (1994),
Ministry of Locul Administration, Eqypt

1000 -

800 - Male [ ] Total

600

Hueber of laons

400

fssiut £ Menio B Wodi £l Godid A Kaliouheyo i Asswan
Governorates

Souice: Snciat Fund for Development, Egypt
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The experience of the Peaple’™s Bank of Nigeria was also const-
dered, The Bank provides loans ro the most vulnerable groups of
Nigerian society — the poorest of the poor, rural women, and
unemployed yourh — to enable these groups to develop small-
scale economic activities, generate employment, and improve
their health, The loan schemes have also contributed to a marked

decrease in delingquent behaviour amaong the participating young

people. This programme has been highly suceessful, and has led
to increased expenditure by the participants on healch. The
repayment record of the participants has been remarkably high,
confirming that poor people can be a good credit risk. As a resulr,
the People’s Bank of Nigeria has begun to realize a profit in the
relatively short period since irs establishment, and has been able
to expand 1ts operations,

Based on these and similar experiences, the Task Force concluded
that providing small loans to women and young people not only
supports investment in productive activities  thus increasing
houschold incomes and security — but also acts as an ctfective
means of ensuring greater expenditure on nutrition and health
services, cspecially when the eredit is directly linked to health
imvestment, Credit facilities like these provide an opportunity for
the vulnerable and disadvantaged to move out of their situation of
poverty and suffering,

The Task Force determined to encourage the international

developmental and funding agencies to generate funds for, and in

other ways to support, initiatives such as the following which have

been found to be effective:

W people’s banks (s¢e Nigeria) which link health to credit in
providmg loans to the most valnerable groups;

m social funds for development (such as that established in Egypt)
which ¢create opportunities for youth employment;

® cducation policies and programmes which sccure equal rights
and possibilities for boys and girls to gain access to all types and
levels of cducanon;

B cducation programmes for those who work with young people,
including appropriate health services; and

m adolescent health care programmes and seevices which include
preventive, curative, and rehabilitative care, with special focus
on promoting social as well ag sexual and reproductive health.
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The Task Force will also consider commissioning further studies
in sclected countries on the cost of providing health care
programmes for adolescents as compared to expenditure on
policing, law and order.

In proposing policy frameworks to address the needs of the most
vulnerable and disadvantaged, the Task Force determined to keep
in mind that although these groups in some socictics are in the
majority, they do not have a voice and are frequently unaware of
their rights. These people should therefore be the focus of atten-
tion and increasingly empowered to make their voices heard.

Accountability for health

The Task Force considered the critcal conditions of health
insceurity arising out of the lack of accountability for the health
impact of a wide range of sociocconomic activities and develop-
ment processes. With the expansion of social and economic
opportunity and rapid technological change, the chotces and risks
lcading to ill-health, injury, violence, and disaster are increasing.
In regard to many of these new conditions, accountability for
health impact is often non-existent, and access to knowledge and
information on the health implications of choices is poor.

The social, cconomic, and technological changes produced by
development continuously ¢reate new health risks and new forms
of health insecurity, as well as possibilitics to promote positive
health. Many of these changes originate in scctors and in activitics
that have no direct concern with, or responsibility for, health. Few
existing systems have the capability to identify and deal with the
health implications of development strategies and macro eco-
nomic policics, be these the result of development policies and
projects in various sectors, new technologics, international trade
and the activities of transnational enterpriscs, or changes in value
systemns and life-styles,

The Task Force considered that health accountability can be
regarded as requiring, tor example: the development of a system
for identifying the health risks of various activities; the introduc-
tion of health surveillance and monitoring processes; the design
and implementation of a health accounting system; the definition
of health rights and responsibilitics; and the promotion of the free
flow of health information and knowledge.
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People’s Bank of Nigeria funding as at 30 June 1993
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As previously mentioned, crises of identity and changes of societal
values are factors underlying social disorders, insecurity and health
damaging bchaviour, At the institutional level, there is a pressing
need for renewal and reform of governments, national and inter-
national organizations, particularly in order to strengthen the
State to make it more responsive, democratic and accountable to
the public. There needs to be a decentralization of power to lower
levels of public authoritics, as well as the promotion of commu-
nity institutions that build on grassroots participation.

This need for reform is also felt at the international fevel, in
particular within the United Nations system where greater coordi-
nation between agencies 1s becoming increasingly important. The
coordination berween United Nations agencies should also be
manifested at the operational level within countries, where there is
a need 1o review and strengthen the mechanisms that promote
coordination between the various mimstries and governmental
departments involved in development.

[n order to ensure health accountability at the houschold level, it
is important that individuals have access to adequate information
on the promotion and protection of health, Traditional schooling
has placed more emphasis on teaching techniques and the content
of academic subjects, than on developing awarcness of rights and
responsibilitics and their practical implementation. This has been
particularly true in the ficld of health. There is a need to develop
more realistic approaches to learning, and academia should play a
large role in developing the necessary innovations, For their part,
governments should ensure openness, and the communication of
both information and knowledge.

There are many ethical concerns central to the question of health
and development. These include such issues as: the dilemma of
medical personnel striving to respect the medical ethic of the duty
to treat in the face of limited resources; cthical concerns arising
out of rapidly changing technology, as well as the cquity consider-
ations inherent in the selective application of technological inno-
vations to meeting the health needs of different population
groups; and the cthical aspects of international trade, particularly
those raiscd by trade in pharmaceutical products and food. In
relation to the latter, examples were given of the sale by pharma-
ccutical companies of outdated products, and of the shipment ot
contaminated milk products following the Chernobyl disaster.
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Among other areas for action, the Task Force identfied the need to:
L. provide a framework for health accountability to be used ax
nationgl, regional and international levels;

2. develap indicators aimed at highlighting the healch situation of
the most vulnerable groups in order to track the effect of
policies and strategics on their health;

e8]

.ensure the development and marketing of a core curriculum on
health for use m basic cducation;

4. cncourage universitics, such as The George Washington Uni-

versity, Washington D.LC., USA, to develop a curriculum for
health and development to be used in multdisciplinary training,

Main elements of health accountability

1.

b.

System for identifying health risks of activities and policies not directly linked to health
W defining health-reluted responsibilities and tasks of various agents; health impact analysis of all major policies
and projects

. Hedth surveillance and manitoring

m developing appropriate indicotors
® parinerships between state business sector and NGOs

. Health aecounting

m designing nctionol accounting systems la take account of health gains ond losses and costs of trade-offs
m designing balance sheets for health
& adupting social accounting matrixes (SAMS) for analyzing health impoct of policies on vulnerable groups

Healih rights and responsibilities

w defining rights and responsibilities for health as a whole — international organisations fincluding the financial
insfitutions), states, health-care providers, business, pafients, consumers, vulnerable groups

m arficulating the contents gnd scope of the right to health, and promoting normative development af the
international levet fo protect this right

m legistation and enforcement of the national level

Health information and knowledge
m asystem for the supply of adequate health information and knowledge to public, households and individugks
m outredch to volnerable groups

Ethics
m design on alert system for signalling and oddressing issues of health ethics in development programmes to
cover issues such as food, pharmaceutical products, and other goods and services meving ininfernational rode.

Source; WHO
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Health as a bridge for peace

The Task Force recognized the potential of using health as a
mechanism for building dialogue, cven in the midst of idcologi-
cal, political and military conflict. Positive results have been
obtained in this regard in the resolution of several conflicts, giving
risc to the recognition that improving public health, and particu-
larly the health of vulnerable groups, constitutes a shared interna-
tional value which can bridge even the most virulent forces of
conflict.

To cnjoy a healthy state means to be in synchrony, at peace with
oneself - both physically and mentally — as well as with the envi-
ronment. Unfortunately, in many arcas of the world peoplc must
strive to achicve development against a background of past,
present and threatening conflicts.

Addressing basic issucs of health is a major insurance in the
prevention of conflict and the maintenance of social and civil
peace. Investing in the health of youth and of the poor, disadvan-
raged women, and rural populations reduces the possibility of
recruitment of youth into criminal activities, restricts the potential
for many social ills, reduces pressure for urbanization and leads to
greater sceurity, It is important to find a new decentralized
partnership between individuals and government as a mutual
response for social peace.

Health is not a luxury. It is a pillar for social development. Arcas
afflicted by vielence are a main concern for public health. Social
investment can mitigate the very high costs incurred in repairing
the consequences of this violence, both regarding the destruction
of the infrastructure, and the enormous suffering caused to
human beings — physical and mental.

Heaith is a prerequisite for peace. It can also be a lever for peace.
For example, in the case of epidemics during conflict, the need to
control the spread of disease can act as an impetus for peacetul
solidarity and collaboration across borders. The promotion of
knowledge of health issues provides an opening for international
cooperation facilitating cross-cultural understanding and peace.

In cascs of armed conflicts, the combatants may find that the
common cnemy of an outbreak of discase may bring a temporary
stop to fighting as the combatants seek to address their health
nceds. The same spirit could be applied at both country and
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global levels. The partnerships for health must run paraliel to the
partnerships for peace.

The Task Force recognized that although women are frequently
the main victims of war, they can and do play an cffective role in
the scarch for peace. The concern that women have for the health
of their families and communities is often a strength in this
regard, as health can be used as an entry-point in the resolution
and prevention of conflict.

Health can be a bridge between conflict and peace. It can be used
as a rallying cry for reconciliation and rehabilitation. Health care
can be a component — a motivator - for peace negotiations,
because health professionals are bound by a code of professional
cthics that mclude the obligations (o treat all victims, respect
intimacy and confidentiality, and maintain political neutrality,

Humanitarian assistance should be placed even more firmly in the
centre of peace-keeping, The humanirarian component of the
peace-keeping operation comprises actions aimed at alleviaring
the effects of war on the population, These include food aid,
support for health svstems, resettlement of internally displaced
persons and refugees, ransport of the most vulnerable back to
their communitics, and the provision of sceds, tools, and other
implements, all of which borh nurture health and provide a base
for reconciliation and national reconstruction.

For example, the Central American Health Initiative that has been
developed over the last decade has constituted an effective insteu-
ment for ensuring social cquity in health and regional integration
through cooperation. It has been a vehicle for the generation of
new ideas and knowledge among the countries of the Region, and
has helped to maintain some stability in terms of natjonal healch
prioritics in spite of political and cconomic instability.

T'he first phase of the Plan for Priority Health Needs in Central
America and Panama (PPSCAP), developed by the Pan American
Health Organization, extended from 1984 to 1990 under the
maxim “Health as a Bridge for Peace™, Tt provided both an
answer to the urgent needs of the people, a pivotal mechanism for
the coordination of peace cfforts, and for the planning and
mobilization of resources for the improvement of access to health
services and programmes in the Region.

One major achievement during that time was the call for
ceasefires to permit immunization, These ceasefires were gene-
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rated as part of a much larger endeavour to use health as a mecha-
nism to build dialogue in Central America, even in the midst of
idcological, political and military conflict. A host of positive
results ensued. The internarional organizations, the Ministry of
Health and nongovernmental organizations collaborated in the
planning and implementation of those first ceasefirces, those carly
“days of tranquillity”.

In El Salvador, the ceascfires offered an opportunity for dialoguc,
for channels of communication, however tenuous, to be estab-
lished between the guerrilla spokespeople and local military
commanders, and between the guerrilla forces, the military and
the government. These actions offered some positive contribu-
tions to the creation of an environment for negotiations lecading
to a final end to the conflict in the country.

Mozambique was another example given. Immediately after
independence, a large amount of resources had been dedicated to
health, which was made a priority in the Social Programme.
However, the war of destabilizadon, coupled with narural disas-
ters, had a tremendous impact on the health status of populations
and on health services. Thirty to fifty per cent of the rural health
facilitics were looted, destroyed, or forced to close during the
war.

While the ceasefire was still being pegotiated, a “Declaration on
the Guiding Principles for Humanitarian Assistance” was signed
in July 1992. This placed humanitarian assistance firmly within
the context of peace-making and peace-keeping. The declaration
and its implementation process contributed to a build up of
confidence and promoted the speedy conclusion of peace negotia-
tions. Humanitarian assistance, including health, was an essential
factor in the peace-keeping operation in Mozambique.

It also provided a solid basis for reconstruction. The Mozambigue
National Reconstruction Plan represents both a challenge and an
opportunity for the health scctor. Priority is given to restoring the
services essential for health. These include mine clearance, the
supply of basic agricultural inputs to the family sector which
produces most staple food in the country, improvement of the
water supply, and education and social welfare services.
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The Task Force recognized that the contribution of health care to
the mitigation of contflicts has been proven in a number of cases.
It can be deseribed as humanitarian diplomacy that promotes
reconciliation.

In looking to the future, the Task Force identified the need to:

L. explore cases where healeh has been used to negotiate peace,
and study cxisting experiences such as those in Cambodia,
Somalia, Rwanda and other areas of contlicr, in order to pro-
duce a general methodology and practical strategy for using
health to resobve contlices and /or prevent their conscquences:

2. inform and cducare health professionals on the potential of
their own role, and that of health generally, in conflict preven-
tion and resolution;

LA S ]

-review humanitarian conventions and those governing warfare
and the banning of certain weapons, in order to determine how
best these might be strengthened in order to provide legal
protection for humanitarian assistance, and encourage the use
of health as a bridge for peace.
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ACTION PLAN FOR HEALTH IN DEVELOPMENT

Role of the Task Force

Activities

The Task Force considered that its overriding objective was 1o
ensure the centrality of health in all levels of international, re-
gional and national development policies and cconomic strategics
without which other goals of development will be compromised,

I striving for this objective, the Task Force recognized that ic
could support the work of WHO in two complementary roles:

W first, by serving as an advisory body to WHO on crirical link
ages between health and development, suggesting arcas for
action in the short, medium and long term, and alerting WHO
to cireumstances in which health is being compromised in the
development process;

W second, by acting as a powerful advocacy body on behalf of
WHO to uphold the cause of health within the framework of
the development process and to maintain a peaceful and
kealthy environment on this planet.

In the larger perspective, the Task Force anticipated that its work
would contribute to che transtormation of development valucs
and goals and to the new vision needed to guide the processes of
development towards procecting and enhancing the quality of lite
for the individual and sociery.

The Task Foree determined that its advocacy should be based on
carefully rescarched and analysed data. In this regard, it would
play an additional role as a forum and a catalyst for the analysis
and development of the theoretical bases for equity in health and
development.

I order to carry out its mandate, the Task Foree identified a
number of activities on which to focus its efforts, including,:

1. Making an inpurt into major international events.

2. Building a consensus with other important ¢commissions,
working groups and bodics within and outside the United
Nations system,
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Initiating dialogue with multilateral financial and development
institurions.

. Calling attention to critical issucs of health in development
using mechanisms such as the WHO World Health Report,

_Alerting responsible authoritics at national, regional and inter-
narional levels when health is at risk in the development process.

6. Commissioning work to further elucidate linkages between
health in development.

7. Elucidating the content and parameters of the right to health,

Quicomes

Through these activities, the Task Force aims to achieve the
following outcomes:

1. The inclusion of health issues as an indispensable component of
the development agenda,

T'he adoption of consensus statement(s) on the value of health
as an cnd in jtself, on the significance of health status as an
indicator of development; and on the importance of the recog-
mition of an ethical value system to shape consistent action in
the area of health and development.

. The assurance that no major projects of international develop-
ment agencies would be implemented without a health impact
assessment.

. An acceleration of the provision of casy credit to the most
vulnerable and disadvantaged members of society, aimed at
simultancous poverty reduction and health improvement.

_The inclusion of health indicators as an intrinsic part of the
composite indicators used to measure development and, in
particular, data on the change in the health status of the most
vulnerable groups.

. The adoption of a consensus statement on the core contents of,
and obligations arising from, the right to health.

. The devclopment of good practice policy guidelines for coun-
tries on the protection and promotion of health in development
and cconomic strategics.

_The identification of a framework for health accountabihity to
be used at the international, regional and national levels.
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9. The developmenr of policy guidelines on sclected key issues in
health in development.

10. The presentation of reports to governing bodies of WHO and
other United Nations bodies on the work and conclusions of
the Task Force.

Plan of action

In the spiric of the Accra Initiative on Health, resolutdon WHA
45.24 and QAU resolution Bes.8 (LX), the Task Force at its first
meeting outlined the following Plan of Action which it will
undertake in collaboration with WHO Regional Offices and
scientific nstitutions, as appropriate.

INITIAL ACTIVITIES

With respect to its advocacy role, the Task Force deaded to give
priority to the following activities:

I — United Nations Development Agenda

1. A delegation of Task Force members to meet with the Sceere-
tary-General of the United Nations to:

a) sharc outcomes of first mecting ot the Task Force as a
positive contribution to both the United Nations Develop-
ment Agenda and the World Summit for Social Develop-
ment;

b) make a plea for the inclusion of health in development in
the work of the United Nations generally, and within the
official statements of the Secrctary-General in particular.

Il — World Summit for Social Development (WS5D)

1. Prepare a Task Foree position statement to the Chairman of
the WSS on the centrality of healch in development.

2. Establish a working group of Task Force members to prepare
for the WSSID, in particular:

a) to meet with selecred national delegations to the WSS
Preparatory Committee meetings (PrepComs) in order to
cncourage these delegations to stress the centrality of healch
in their statements;
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b) to prepare more detailed arguments for the centrality of
health in development for intervention and distribution at
PrepComs using the three WSSD agenda topics: poverty
alleviation; promotion of full employment; social Integration;

¢) to contact heads of state /government to maintain impetus
on the centrality of health in official statements at
PrepComs and the WSSD,

. Members of the Task Force to attend PrepComs and the
WSSD to follow up on delegations contacted and others, in
order to ensure that health is given a central place in discus-
sions and outcomes.

I - Reports to Executive Board, World Health Assenibly and
United Nations bodies

Markcting of WHQ policy guidelines for use at national, regional
and international level on areas such as:

a) values in health, with emphasis on the ethics of using health
sector resources for technological development as opposed to
access to health care, especially by the underserved;

b) educational implications of health in development at interna-
tional, regional and national levels;

¢) alternative financial mechanisms which provide credit for
simultaneous poverty reduction and bealth improvement, and
the role of international financial institutions in fostering these
mechamsms;

Through sessions of the World Health Assembly and the Execu-
tive Board:

a) make recommendations for countries to take specific actions
on areas where development policies are creating adverse
impacts on health;

b) report on activitics of the Task Force and implications for
strengthening of mechanisms within existing national structures
and institutions int line with the priorities of the Task Force.

1V - Dinlogue with multilateral and other bodies

Identify resources to commission appropriate background papers
0 that the Task Force might:
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. Prepare a statement warning of the the effects on health of the
implementarion of the Uruguay Round of GATT negotiations,
for submission to the World Trade Organisation, UNCTAIL,
other agencies of the United Nations system, and sclected
international trade bodics.

. Negotiate with international development agencies to ensure,
through WHO, that no major development projects are
implemented without health impact assessment.

. romote dialogue berween WHO and bilateral donors such as
OECD’s Development Assistance Committee, and the Euro-
pean Union, to cncourage them to give centrality to health
development in overseas aid policies and projects.

. Work with QECD on the development of a compaosite indica-
tor of development which includes health,

. Work with multilateral development bodices, including interna-
tional financial institutions, to establish an international fund
to provide seed capital to support national financial institurions
in 5-6 countries which wish to imtiate innovative projects
linking credit to health promaotion,

. Work with the relevant bodies of the European Union on
normative and other aspects of the intersectoral approach to
health.

SUBSTANTIVE AREAS OF FOCUS

As its terms of reference were potentially very wide and open-
ended, the Task Force determined to focus its research and
analysis on a number of strategic issues. All efforts will be made to
build on existing information and studies to allow for carly
implementarion of the Task Foree agenda and to avoid wastage of
limited resources.

I = Conceptual framework for heolth

1. Develop a conceptual framework for health in development by
articulating the main determinants of health, as well as the
basic values, ethucs and human rights norms relevant to health
in development strategics. '

. Develop a conceptual framework for health as a bridge for civil
and social peace.
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It — Equity in health and market forces

1. Study the social costs of basing decisions on the purely eco-
nomic¢ ¢riteria of cfficicncy, productivity and profitability.

2. Develop frameworks for ensuring equity-oriented economic

reform processes,

3. Develop a health index or composite health indicator to be
used alongside economic indicators in measuring outcomes of
the development process,

4. Identify the role and responsibilities of the State and the
market in regard to health,

5. Analyse health-care reforms as a basis for the development of
appropriate guidelines,

6. Study the critical links between poverty, employment and
health, and identify actions nceded.

il — Quality of life and health security of specific populution groups

1. Study and document the reduction in health expenditure and
increase in expenditure on sccurity measures in 5-6 countries.

2. Commission studies in selected countries on the cost of health
care programmes for adolescents as compared to cxpenditure
on policing, law and order.

3. Devclop health impacr assessment methodologies.

IV - Accountability for health

L. Provide a framework tor health accountability to be used at
national, regional and international levels,

. Design a prototype for national heaith accounting systems.

. Develop indicators aimed at highlighting the health sitwation
of the most vulnerable groups in order to track the cffect of
pohcies and strategics on their health.,

. Build on existing methodologies to develop a framework tor
health impact analyscs.

. Develap a prototype system for dissemination of adequate
health information to houscholds and individuals.
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6. Work with the Centre for Human Rights to ensure that all
existing treaty bodics and other relevant human rights fora
take health rights into account.

7. Use the WHO World Health Reporr to:;

a. extract data on the health starus of the most vulnerable
population groups;

b. monitor changes in the health status of these groups as an
indicator for assessing the quality of development, and alert
the world community ro instances where health is being
compromised in the development process:

c. call attention 1o, and mobilize action around, issues of
critical concern 1o Task Foree,

V — Health as a bridge for peace

1. Commission a study of existing experiences in health as a
bridge for peace to produce a general methodology and
practical strategy for resolving conflicts and /or preventing
their health consequences using health as a common ground
for building dialoguc.

2. Promote information and education of health professionals on
thetr role and the role of health in conflict prevention and
resolution.

Qi S ]

. Examine humanitarian conventions and thosce govermng
warfare and banning of certain weapons and draw atrention ro
their health consequences.

VI - Edvcotional moterigls

L. Promaote the development and marketing of core curriculum in
health in development:

a) as a core subjeer in basic education;
b} for difterent disciplines at higher levels of education.

2. Ensure preparation of appropriate materials for briefing the media.
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Annex 1
WHA45.24 Hedlth and development

The Forty-fifth World Health Assembly,

Recognizing that, as stated in the WHO Constitution, “the
enjoyment of the highest attainable standard of health is one of
the fundamental nights of every human being withour distincton
of race, religion, political belief, cconomic or sociat condition™;

Taking into consideration the Accra Initiative on Health which
resulted from rhe International Forum on “Health: A Condition-
ality for Economic Development — Breaking the Cycle of Poverty
and Inequity™, held in Acera in December 1991, which empha-
sized the crucial relation between cconomic development and
health, especially the health of vulnerable groups;

Having considered the Director-General’s report on the Interna-
tional Forum in Accra! and the follow-up work, and commending
him for the success of the conference and the quality of the
background document;

Concerned about the intolerable health situation of the most
vulnerable groups, which experience unnecessary pain and sufter-
ing from preventable diseases, economic deprivation, soctal
isolation, violence, abuse, and war;

Recognizing that individual health status and aggregate health
status indicators are significant measures of a person’s and a
society’s overall development and productive potential;

Realizing that certain economic development policics and sreate-
gics have contributed to the ¢reation of new vulnerable groups
and have not been able to solve the whole range of health prob-
tems already confronting vulnerable populations;

Recognizing that health status is related to basic education, access
to relevant information and economic productivity;

Realizing the urgency of integrated cost-cffective health interven-
tions with sustainable cconomic and development policies and
strategics,

 See document WHO,/DG0,/92.]
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1. URGES Member States to:

1.

take the necessary measures to ensure the achievement of the
goal of health for all by the year 2000;

take specific steps to improve the health status of the most
vulnerable population groups;

analysc the health impact of existing and future development
projects and implement the necessary protective measures 1o
safeguard, promote and improve the health status of affected
populations;

. explore the feasibility of creating, where necessary, and

strengthening alternatve financial arrangements for the im-
provement of the health status of vaulnerable population
Zroups;

2. REQUESTS the Director-General:

L.

to establish a multidisciplinary task force to undertake the
following:

a) study existing development policies, strategies and
programmes throughout the world to determine which
factors enhance or hinder the promeotion and improvement
of health status;

b) analysc health status indicators and their relation to eco-
nomic development, with ¢emphasis on the situation of the
most vulnerable groups;

¢) examine alternative funding mechanisms which would help
countries evaluate the relation between health status and
economic development strategies;

d) explore ways and means of improving access to basic educa-
tion, credit facilities for small industries, and other means of
assisting countries to improve the health status and protect
the health rights of the vulnerable groups;

¢) recommend appropriate arrangements for the protection of
basic health as a human right and, in consultation with all
partners concerned, initiate a process of education and
consensus-bullding to ensure that health status is protected
in the development process;
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o]

. to disseminate the results and message of the Acera Initiative
to other organizations of the United Nations system and other
international agencics;

ha

- to ensure that all WHO programmes identify highly valnerable
ceconomie groups and provide the means to evaluate and
improve their health status;

4. to report to the ninety-third session of the Exccutive Board
and the Forty-seventh World Health Assembly on the PrOEress
made in implementing this resolution.

ok Res., Vol. Il 2nd ed ), 7.1.1 (Thisteenth plencry meering, 14 Moy 1992 — Commitan 2, (ourth rspore)
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Annex 2
List of participants

Mrs Bolunle Awe, Institute of Africon Studies, University o
tbodan, hadan, Nigerio

Mr Aref Batayneh, Minister of Heclth, (representing HRH

Crown Prince B! Aosson Bin Tolol of the Hashemire Kingdom of
lordun), Amman, Jordan

Mr Goran Dahlgren, Senior Adsiser to the DiectorGeneral,
Swadish Inrernational Developmenr Authority, Stockholm, Swaden

Mr Assane Diop, Ministar of Public Heeith, Dakar, Senegal

Mr Dharam Ghai, Director, Unired Notions Research Insfitute
for Sociol Development, Geneva, Switzarland

Senator Patritia Giles, Northbridge, Austrolio

Mr Godfrey Gunatilleke, Director, Margo Institute, Colombo,
Sii Lonkn

Dr Wadi Hadad, Senior Adviser to she Viee-Presioent for Human
Develapment, Africa Regional Cifice, The Werld Bank, Weshingtan,
0., United States of Americn

Mrs Julia Hausermann, (he Intemnarional Movement of Rights
and Humanity, ondon, United Kingdom of Grent Brituin and
Herthem Irelond

Dr Jorge Jimenez de la Jora, Centre for Development
Studis, Santiago de Chile, Chile

The Right Honourable the Lord Judd, Hause of lords,
Ovfard, United Kingdom of Great Britain and Northem lreland

Prafessor Emilia Kevatovd, Chancellery of the President of
the Slavak Republic, Brarislava, Slovakio

Mrs Marie Krashnohorska, Assistont Permonent
Representativa, Permanent Mission of Siovekio, Geneva

Dr Huguette Labelle, President, Canudian International
Nevelopment Agency, Hull, Quebee, Cuneda

Dr Jean-Louis Lamboray, Health Adviser, Populution, Health
and Nutrition Departmend, The World Bank, Washington, D.C.,
Unitad States of America

Ot Mavreen Law, BiectorGenaral, Henlth Sciences Division,
Intsmational Development Research Centre, Ottawa, Canoda

Mrs Anne-Marie Lizin, Deputy, Membre de lo Chambre des
Regrésentants, Brussels, Belgiym

Dr Pasceal Mocumbi, Minister of Foreign Affairs, Meputa,
Mozambique

Mrs Suzenne Mubarak, Office of te Prasident, Heliopolis,
Coiro, Eqypt

Mrs Jonet Museveni, Office of the President, Erfebbe,
Ugtnda

Dr Julivs K. Nyerere, Chuitmen, The South Centre, Daros-
Saloarn, United Republic of Tenzaria

Mrs Nora Paez, fonomist, (representing Mrs Ana Milent
Mufioz de Gaviria?, Polocic presidencial de Narifio, Sontafé de
Bogatt, Colombic

Dr Rusalia Rodriguez-Gareia, Professor ond Director, Center
for Internatianol Health and Development, Gaorge Washingfon
University, Washington, 0.C., United States of Ametice

Mr Emil Salim, Member of the Economic Team, Government of
Indonesia, Jokarta, Indonesio

Dr Conrad Shamlaye, Princpal Secratary, Ministry of Haaith,
Mahe, Saychelles

Mrs Maria Sokenu, Managing Director, Peopie’s Bank of
Nigerie, Lugas, Nigeria

Mr Bravford M. Taitt, Minster of Foreign Affairs, St Michnol,
Babados

Dr Meropi Vicloki Paraskeva, Honorary Director General of
Health, Ministry of Heolth and Socitl Services, Athens, Greece

H.E. Mr Mounir Zahran, Ambossodor, Permanent
Representative, Parmanent Mission of the Acab Republic of Egypt
to the United Notions Office and Spacialized Agencies ar Ganava,
Genevu, Switzerlong

Persons accomponying porticipants
Minister Leilo Emara, Office of e Presidency, Cuiro, Egypt

Mr José Luis llabaca, Counselior, Permanest Mission of Chile
10 the Urited Naticns Office and ofher International Orgonizatians
of Geneve, Geneva, Switzerlond

H.E. Mr Jan Kuhis, Ambassodor, Permanent Representative,
Perrnanent Mission of the Sovok Republic ta the Unitad Nations
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Mr Msuya W.I. Mangachi, Counsellor, Permanent Missien of
the Unired Republic of Tonzania fo the United Notions Office and
other Intematianal Organizofions ot Geneva, Geneva, Switzerland

Mr M. Alfred Mnam, First Secretary, Permenent Mission of
the Republic of Ugandn ta the United Nafions anc other
Internationol Qrganizatians of Geneva, Brussels, Belgium

Mrs Nohora Parrn de Nieto, Counsellor, Parmanent Mission
of Colombia ta the Unired Nations Office and the Speciciized
hgencies ot Genava, Geneve, Switzerlond

Mr Charles Sango, The South Centre, Dar-es Seiaem, United
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