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PREFACE

In 1979, the Thirty-second World Health Assembly launched the
Global Strategy for health for all by the year 2000 by adopting resolu-
tion WHA32.30. In this resolution the Health Assembly endorsed the
Report and Declaration of the International Conference on Primary
Health Care, held in Alma-Ata, USSR, in 1978. In the same resolu-
tion, the Health Assembly invited the Member States of WHO to act
individually in formulating national policies, strategies and plans of
action for attaining this goal, and collectively in formulating regional
and global strategies, using as a basis the guiding principles issued by
WHQO’s Executive Board in the document entitled Formulating
Strategies for Health for All by the Year 2000. 4 large number of
countries in all regions have since formulated national strategies, and
all regions have drafted regional strategies. The Global Strategy that
follows has been based on the Alma-Ata Report and Declaration and
the Executive Board’s guiding principles; it reflects the national and
regional strategies as seen from a global perspective. It also responds
to resolution 34/58 of the United Nations General Assembly con-
cerning health as an integral part of development, which was adopted
in November 1979.

This Global Strategy for health for all by the year 2000 was
adopted by the Thirty-fourth World Health Assembly in resolution
WHA34.36, which reads as follows:

The Thirty-fourth World Health Assembly,

Recalling WHO’s constitutional objective of the attainment by all peoples of
the highest possible level of health, the Declaration of Alma-Ata, and resolutions
WHA30.43, WHA32.30, and WHAZ33.24 concerning health for all by the year
2000 and the formulation of strategies for attaining that goal, as well as resolution
34/58 of the United Nations General Assembly concerning health as an integral
part of development; .

Having reviewed the Strategy submitted to it by the Executive Board in the
document entitled “Global strategy for health for all by the year 2000”;
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Considering this Strategy to be an invaluable basis for attaining the goal of

health for all by the year 2000 through the solemnly agreed, combined efforts of
governments, people and WHO;

1.

2.

ADOPTS the Global Strategy for health for all by the year 2000;

PLEDGES WHO’s total commitment to the fulfilment of its part in this solemn

agreement for health;

3.

DECIDES that the Health Assembly will monitor the progress and evaluate the

effectiveness of the Strategy at regular intervals;

4.

INVITES Member States:

(1) to enter into this solemn agreement for health of their own volition, to
formulate or strengthen, and implement, their strategies for health for all ac-
cordingly, and to monitor their progress and evaluate their effectiveness,
using appropriate indicators to this end;

(2) to enlist the involvement of people in all walks of life, including in-
dividuals, families, communities, all categories of health workers, non-
governmental organizations, and other associations of people concerned;

REQUESTS the Executive Board:

(1) to prepare without delay a plan of action for the immediate implementa-
tion, monitoring and evaluation of the Strategy, and submit it, in the light of
the observations of the regional committees, to the Thirty-fifth World Health
Assembly;

(2) to monitor and evaluate the Strategy at regular intervals;

(3) to formulate the Seventh and subsequent General Programmes of
Work as WHO?’s support to the Strategy;

REQUESTS the Regional Committees:

(1) to review their regional strategies, update them as necessary in the light
of the Global Strategy, and monitor and evaluate them at regular intervals;

(2) toreview the Executive Board’s draft plan of action for implementing
the Strategy and submit their comments to the Board in time for it to consider
them at its sixty-ninth session in January 1982;

REQUESTS the Director-General:

(1) to ensure that the Secretariat at all operational levels provides the
necessary support to Member States for the implementation, monitoring and
evaluation of the Strategy;
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(2) to follow up all aspects of the implementation of the Strategy on behalf
of the Organization’s governing bodies, and to report annually to the
Executive Board on progress made and problems encountered;

(3) to present the Strategy to the United Nations Economic and Social
Council and General Assembly in 1981, and report to them subsequently at
regular intervals on progress made in implementing it as well as United
Nations General Assembly resolution 34/58.






Executive Summary

1. The following Executive Summary, which incorporates the main features
of the Global Strategy for health for all by the year 2000,! is intended for the
reader who would like to have a general view of the Strategy at the outset.

2. In 1977 the World Health Assembly decided that the main social target of
governments and of WHO should be the attainment by all the people of the world
by the year 2000 of a level of health that will permit them to lead a socially and
economically productive life, popularly known as “health for all by the year
2000”. In 1978, an International Conference on Primary Health Care, held in
Alma-Ata, USSR, stated that primary health care is the key to attaining this
target.

3. In 1979 the Health Assembly launched the Global Strategy for health for
all when it endorsed the Alma-Ata Report and Declaration? and invited Member
States to act individually in formulating national strategies and collectively in for-
mulating regional and global strategies.

4. In 1979, the Executive Board of WHO issued guiding principles for for-
mulating strategies for health for all by the year 2000.3 In this document, the
Board described a health strategy as the broad lines of action required in all sec-
tors to give effect to health policy. The Strategy that follows describes the broad
lines of action to be undertaken at policy and operational levels, nationally and in-
ternationally, in the health sector and in other social and economic sectors, to
attain health for all by the year 2000.

5. Most global plans of action resulting from international conferences have
been formulated at the global level in the course of these conferences. In contrast,
the Global Strategy for health for all starts with countries, and is built up through
regions to the global level, where the cycle is completed by focusing on support to
countries. It is not a separate “WHO strategy”, but rather an expression of in-
dividual and collective national responsibility, fully supported by WHO.

6. In these circumstances is a global strategy a viable concept? Experience,
particularly that gained from the International Conference on Primary Health
Care, has shown that there is a need to issue at the global level guiding principles
based on national experience, to work on these in countries, and to reinforce or

I'This will be referred to throughout as “the Strategy”.

2 Alma-Ata 1978. Primary health care, Geneva, World Health Organization, 1978 (“Health for
All” Series, No. 1).

3 Formulating strategies for health for all by the year 2000, Geneva, World Health Organiza-
tion, 1979 (“Health for All” Series, No. 2).

Background

What is a
strategy ?



Global Strategy for Health for All

Bases of the
Strategy

Main thrusts of
the Strategy

Promotion and
support

modify them until an acceptable global framework is arrived at. This framework
in turn has to be broad enough to encompass the needs of all Member States and
of all regions, and flexible enough to permit adaptation of national and regional
strategies in such a way that they reflect national and regional variations on
worldwide themes. The strength of WHO’s Member States lies in this very
capacity to work out global themes together and apply them in their own country
after appropriate adaptation.

7. The Strategy is based on the concept of countrywide health systems based
on primary health care as described in the Report of the International Conference
on Primary Health Care, Alma-Ata, 1978. It relies on concerted action in the
health and related socioeconomic sectors following the principles of the Alma-Ata
Report. It has been drafted in accordance with the Executive Board’s guiding
principles on formulating strategies for health for all by the year 2000, and is a
synthesis of ideas derived from national and regional strategies. The Strategy is
equally valid for all countries, developing and developed alike; at the same time, it
lays particular emphasis on the needs of developing countries.

8. The main thrusts of the Strategy are the development of the health system
infrastructure, starting with primary health care for the delivery of countrywide
programmes that reach the whole population. These programmes include
measures for health promotion, disease prevention, diagnosis, therapy and
rehabilitation. The Strategy involves specifying measures to be taken by in-
dividuals and families in their homes, by communities, by the health service at the
primary and supporting levels, and by other sectors. It also involves selecting
technology that is appropriate for the country concerned in that it is scientifically
sound, adaptable to various local circumstances, acceptable to those for whom it
is used and to those who use it, and maintainable with resources the country can
afford. Crucial to the Strategy is making sure of social control of the health
infrastructure and technology through a high degree of community involvement.
Also spelled out is the international action to be taken to support the above
national action through information exchange, promoting research and develop-
ment, technical support, training, ensuring coordination within the health sector
and between the health and other sectors, and fostering and supporting the essen-
tial elements of primary health care in countries.

9. An inseparable part of the Strategy is the action required to promote and
support it. This includes strengthening the ministry of health, or analogous
authority representing the whole health sector, as the focal point for the national
strategy. It is necessary to ensure political commitment at the highest level
nationally and internationally, as well as the support of economic development
planners. Professional groups inside and outside the health sector will have to be
enlisted. An appropriate managerial process for national health development will
have to be developed and applied, and biomedical, behavioural and health
systems research oriented to support the Strategy. Policy, technical and popular
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information to ensure acceptance of and involvement in the Strategy will have to
be widely disseminated.

10. Also inseparable from the Strategy is the action required to generate and ~ Generating and
mobilize all possible resources. All human resources will have to be mobilized, not mobilizing all
only health personnel. All types of health personnel as appropriate to the country ~ possible resources
will have to be motivated and mobilized. The best use will have to be made of
available human and financial resources, and investments in health will have to be
increased if necessary. The international transfer of resources from developed to
developing countries will have to be rationalized and these transfers increased if
necessary.

11. Intercountry cooperation is an essential feature of the Strategy, because Intercountry
few countries will be able to formulate and implement their strategies in- cooperation
dependently. This involves both technical and economic cooperation among
countries (TCDC and ECDC), and the use of WHO’s regional arrangements to
facilitate such cooperation.

12.  To monitor progress in implementing the Strategy and to evaluate its Monitoring and
effectiveness, suitable monitoring and evaluation processes will be set up by coun-  evaluation
tries as part of their managerial process for national health development. At the
international level, WHO’s mechanisms will be used for reporting on progress and
assessing the impact of the Strategy. Indicators will be used at the global level that
are useful first of all at the national level; a list of such indicators has been
prepared, based on national and regional strategies.

13. WHO will be crucial for developing and implementing the Strategy Role of WHO

through the exercise of its constitutional role in regard to international health
work ; this comprises in essence the inseparable and mutually supportive func-
tions of coordination and technical cooperation. Particular attention will be paid
to the formulation of the Organization’s General Programmes of Work in
response to the Strategy, and to the restructuring of the Organization in the light
of its functions in support of the Strategy, as decided by the Thirty-third World
Health Assembly.

14. Promotion and coordination will be ensured through the fulfilment by the
Health Assembly, regional committees and Executive Board of their con-
stitutional functions, and through the follow-up of resolution 34/58 of the United
Nations General Assembly concerning health as an integral part of development.
WHO will use the Strategy to support the International Development Strategy for
the Third Development Decade, thus contributing to the New International
Economic Order. The Organization will take action to gain the support of banks,
funds, and multilateral and bilateral agencies. It will also promote the Strategy
through nongovernmental organizations and the use of the mass media.
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Preparation of
plan of action

15.  WHO will facilitate technical cooperation among its Member States,
among developing countries, among developed countries, and between develop-
ing and developed countries. The Organization will act as an international
clearing-house for valid technical information. It will promote and support
research and development, will act as the focal point to support the establishment
and application of managerial processes for national health development and will
foster manpower development, particularly through the training of trainers and
support to training institutions. It will use its influence to strengthen international
coordination within the health sector, and will promote intersectoral action at the
international level through health development advisory councils and the estab-
lishment of bilateral and multilateral arrangements with other organizations in the
United Nations system.

16. To generate and mobilize the necessary resources WHO will ensure the
international mobilization of people and groups who can support the Strategy,
and will foster the coordinated international transfer of resources in support of the
strategies of developing countries.

17. WHO will intensify its global programmes for the essential elements of
primary health care. It will ensure action at national, regional and global levels. To
this end, the WHO secretariat will give top priority to the Strategy. The Director-
General of WHO will exercise his full constitutional responsibilities with respect
to the implementation of the Strategy. At the same time, ultimate responsibility
will lie with Member States.

18. The Strategy will be followed by the preparation of a plan of action for its
implementation, including the next steps envisaged for countries, the regional
committees of WHO, the Executive Board, the World Health Assembly, and the
Director-General of WHO, as well as for other related sectors, particularly within
the United Nations system.



Introduction

1. In May 1977 the Thirtieth World Health Assembly adopted
resolution WHA30.43 in which it decided that the main social target
of governments and of WHO in the coming decades should be the at-
tainment by all the people of the world by the year 2000 of a level of
health that will permit them to lead a socially and economically
productive life. This is popularly known as “health for all by the year
2000”.

2. What does ‘“health for all” mean? It means simply the realiza-
tion of WHO’s objective of “the attainment by all peoples of the
highest possible level of health”; and that as a minimum al/l people in
all countries should have at least such a level of health that they are
capable of working productively and of participating actively in the
social life of the community in which they live. To attain such a level of
health every individual should have access to primary health care and
through it to all levels of a comprehensive health system. While coun-
tries might be expected to have a similar general understanding of the
meaning of health for all as outlined above, each country will interpret
this meaning in the light of its social and economic characteristics,
health status and morbidity patterns of its population, and state of
development of its health system.

3. In 1978 an International Conference on Primary Health Care
was held in Alma-Ata, USSR. This Conference, which declared that
primary health care is the key to attaining health for all, issued a
Declaration, as well as 22 specific recommendations and a full report
on primary health care.! This report emphasized that health develop-
ment is essential for social and economic development, that the means
for attaining them are intimately linked, and that actions to improve
the health and socioeconomic situation should be regarded as mutual-

1 Alma-Ata 1978. Primary health care, Geneva, World Health Organization,
1978 (“Health for All” Series, No. 1).
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ly supportive rather than competitive. The report went on to outline
the essential features of primary health care and of health systems
based on it, and indicated how to organize primary health care in com-
munities as part of a comprehensive health system. The Declaration
of Alma-Ata urged all governments to formulate national policies,
strategies and plans of action to launch and sustain primary health
care as part of a comprehensive national health system and in coor-
dination with other sectors. It also called for urgent and effective
national and international action to develop and implement primary
health care throughout the world and particularly in developing coun-
tries in a spirit of technical cooperation and in keeping with a New
International Economic Order.

4. 1In 1979 the Executive Board of WHO issued a document en-
titled Formulating Strategies for Health for All by the Year 2000," in
which it put forward guiding principles and essential issues for for-
mulating such strategies. In the same year, the Thirty-second World
Health Assembly launched the Global Strategy for health for all when
it adopted resolution WHA32.30. In this resolution, the Health
Assembly endorsed the Report and Declaration of Alma-Ata and in-
vited Member States of WHO to consider the immediate use of the
above-mentioned document of the Executive Board, individually as a
basis for formulating national policies, strategies and plans of action,
and collectively as a basis for formulating regional and global
strategies.

5. In November 1979 the United Nations General Assembly
adopted resolution 34/58 concerning health as an integral part of
development. In this resolution, the General Assembly endorsed the
Declaration of Alma-Ata, welcomed the efforts of WHO and
UNICEEF to attain health for all by the year 2000, and called upon the
relevant bodies of the United Nations system to coordinate with and
support the efforts of WHO by appropriate actions within their

! Formulating strategies for health for all by the year 2000, Geneva, World
Health Organization, 1979 (“Health for All” Series, No. 2).
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respective spheres of competence. In connexion with the preparation
of a new International Development Strategy, which was considered
during the Special Session of the United Nations General Assembly in
1980, the General Assembly called for careful attention to be given to
WHO’s contribution, which reflects the Global Strategy for health for
all.

6. A large number of countries in all regions have now formulated
national strategies, and all regions have drafted regional strategies.
The Global Strategy presented in this document has been formulated
in accordance with the guiding principles appearing in the Executive
Board’s document mentioned above. In that document, the Board
described a health strategy as the broad lines of action required to give
effect to health policy. The Global Strategy indicates the broad lines of
action to be taken in the health sector and in related social and
economic sectors, nationally and internationally, with respect to all
the essential issues mentioned in the Board’s document. In so doing,
the Strategy makes full use of the Declaration of Alma-Ata and in-
dicates ways by which countries can develop their health systems on
the basis of primary health care as described in the Report of the
Alma-Ata Conference, as well as ways by which international action
can support these national endeavours. The Strategy also responds to
resolution 34/58 of the United Nations General Assembly by specify-
ing joint activities in the health and related social and economic sec-
tors that reinforce one another and contribute to human development
in general and health development in particular.

7. Finally, the Global Strategy reflects the national and regional
strategies; by their very nature, the Global Strategy cannot be a mere
aggregation of them, but is rather a distillation and a synthesis of them
as seen from a global perspective. It will now be possible for each
region to use the Global Strategy as a basis for further refining the
regional strategy, each and every region taking into account the par-
ticular needs of the countries of the region. In this way, it will be poss-
ible to arrive at national and regional variations on worldwide themes,
illustrating the constitutionally unifying force of WHO as an
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Organization of Member States cooperating among themselves to
promote and protect the health of all peoples.

Note: The text of the Strategy is presented in the future tense; it includes such
phrases as “countries will...” and “countries will cooperate...”. This is a reflection
of the voluntary commitment of countries to attain the goal of health for all by the
year 2000 on the basis of primary health care, as urged by the Declaration of
Alma-Ata. It does not imply the imposition of action on countries by a
supranational body. Nor does the use of the future tense imply that it will be poss-
ible to carry out the action concerned without difficulties. Also, the use of the
future tense does not necessarily imply that countries are embarking on new ven-
tures or that a number of countries are not already carrying out the activities
included in the Strategy ; it implies both new initiatives and the continuation and
intensification of existing ones.



I. World health and related
socioeconomic problems and trends

1. Health problems and socioeconomic problems are intimately
interlinked. In many countries the health and related socioeconomic
situation is unsatisfactory, and future trends are not encouraging. In
addition, tremendous disparities exist among countries, and these are
growing; disparities also exist within countries.

2. Nearly 1000 million people are trapped in the vicious circle of Survival

poverty, malnutrition, disease and despair that saps their energy,
reduces their work capacity and limits their ability to plan for the
future. For the most part they live in the rural areas and urban slums
of the developing countries. The depth of their deprivation can be
expressed by a few statistics. Whereas the average life expectancy at
birth is about 72 years in the developed countries, it is about 55 years
in the developing countries; in Africa and southern Asia it is only
about 50 years. Whereas only between 10 and 20 out of every 1000
infants born in the developed countries die during their first year, the
infant mortality rate in most developing countries ranges from nearly
100 to more than 200 per 1000. Whereas the death rate for children
between 1 and 5 years old is only about 1 per 1000 in most developed
countries, it averages about 20 in many developing countries and
more than 30 in Africa south of the Sahara. Of every 1000 children
born into poverty in the least developed countries, 200 die within a
year, another 100 die before the age of 5 years, and only 500 survive
to the age of 40 years.

3. Most deaths in most developing countries result from infec-
tious and parasitic diseases. These are closely related to prevailing
social and economic conditions, and impede social and economic
development. About a tenth of the life of an average person in a
developing country is seriously disrupted by disease. The parasitic dis-
eases in particular are chronic and debilitating, and they are endemic

Causes of death

and disease
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in most poverty-stricken areas. The common infectious diseases of
childhood are still rampant in the developing countries, whereas they
have been reduced to minor nuisances in the developed countries.
Although these diseases can be prevented by immunization, fewer
than 10 % of the 80000000 children born each year in the developing
countries are being immunized against them.

4. Diarrhoeal diseases are most widespread in the developing
countries; they are transmitted by human faecal contamination of
soil, food and water. Only about a third of the people in the world’s
least developed countries have dependable access to a safe water
supply and adequate sanitary facilities.

5. Diseases transmitted by insects and other vectors are also
widespread in developing countries and have a serious adverse
socioeconomic influence. Malaria remains the most prevalent disease,
in spite of the fact that in theory it can be prevented by the routine ad-
ministration of inexpensive drugs or by insecticide spraying to kill the
mosquito and its larvae. Some 850 million people live in areas where
malaria has only been partially controlled, and another 350 million in
areas that still lack active control measures. In tropical Africa alone,
at least one million children die each year from malaria.

6. Schistosomiasis, caused by a snail-borne parasite, is endemic
in some 70 countries, where an estimated 200 million people are in-
fected. Onchocerciasis or “river blindness” causes blindness in more
than 20% of the adult population in some hyperendemic regions in
Africa. Development projects have increased the incidence of these
diseases—of schistosomiasis owing to drainage and irrigation canals
providing a habitat for the snails, and of onchocerciasis owing to the
spillways of dams providing a habitat for the blackfly larvae.

7. In the developed countries, on the other hand, about half of all
deaths are due to cardiovascular diseases, a fifth to cancer and a tenth
to accidents. These problems are increasing in the developing coun-
tries too. Environmental health problems due to industrialization and
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urbanization are assuming growing importance; these same problems
could affect developing countries as they build up their industries.
Chronic disease increases as people grow older. In recent years there
has been a steady increase in mental disorders and in social pathology
such as alcohol and drug abuse. Lung cancer as well as other chronic
lung diseases due to smoking, and obesity due to overeating, are com-
mon phenomena.

8. In contrast, in the developing countries, undernutrition afflicts Undernutrition
hundreds of millions of people, reducing their energy and motivation,
undermining their performance in school and at work, and reducing
their resistance to disease. In these countries as many as a fourth of
‘the people have a food intake below the critical minimum level.
Whereas the average per capita daily energy supply in the developed
countries is about 3400 kilocalories (14.23 MJ), a figure far in excess
of standard requirements, it is about 2400 (10.04 M1J) for most
developing countries and only 2000 (8.37 MJ) for the least developed.
In addition, there are great inequalities within countries; this is
catastrophic for the underprivileged in many developing countries.

9. Literacy is of major importance for health; it enables people to  Literacy

understand their health problems and ways of solving them, and
facilitates their active involvement in community health activities.
Whereas the adult literacy rate is almost 100 % in industrialized coun-
tries, it is only 28 % in the least developed countries, and only 13 %
among women in those countries. Some 900 million adults in develop-
ing countries can neither read nor write, and only 4 out of every 10 of
their children complete more than three years of primary school.

10. The economic situation has also a direct bearing on health. Economic
While the gross national product (GNP) is far from being an ideal situation
economic indicator, particularly in relation to health for all, since it
does not reflect the degree of equity in the distribution of resources,
and factors tending to increase the GNP might actually be detrimental
to health, nevertheless, it is still the economic indicator in most com-
mon use. In general, with some notable exceptions, countries with a

21
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high gross national product have a low infant mortality rate and a high
life expectancy, the opposite being the case for countries with a low
GNP. Whereas the GNP per capita ranges from only US $ 200 to
US $ 1000 in most developing countries, it ranges from US $ 5000 to
US $ 10000 in most developed countries. Many of the latter, in grap-
pling with the economic problems of inflation, balance of payments,
and unemployment, are experiencing falls in their GNP and are reduc-
ing public expenditure. These problems spill over to the developing
countries, with the result that their GNPs, already low by world stan-
dards, decline still further.

11. As for the growth of the GNP per capita, the prospects for
most developing countries as estimated by United Nations bodies are
that they will drop between 1980 and 1985 to less than 2 % a year. The
per capita income of people living in the least developed countries is
likely to grow by no more than 1% a year—an average of only US $ 2
or 3 per individual. There will even be a reduction in per capita income
for the more than 140 million people in the low-income countries of
Africa south of the Sahara.

12. To add to the difficulties, health systems are poorly organized
in most countries of the world. Tremendous inequalities exist between
the developed and developing countries. In the latter, approximately
two-thirds of the population do not have reasonable access to any per-
manent form of health care. In most countries, developing and
developed alike, the overwhelming proportion of resources for the
delivery of health care is concentrated in the large cities. In addition,
these resources are devoted to expensive, highly sophisticated
technology serving a small minority of the population to the neglect of
primary health care for the majority. Even in the most highly
developed countries, the explosive costs of health care are making it
impossible to provide the complete range of health technology to the
whole population. Yet social pressures are demanding this, although it
is not really necessary.

13. Deficient planning and management, including inadequate
cooperation with other social and economic sectors, is another afflic-



Global Strategy for Health for All

tion of health care delivery systems in many countries. All too often,
multiple delivery systems act in parallel to serve the same population
group in an uncoordinated manner. This, as well as inadequate train-
ing in health management and the insufficient use of good managerial
practices, all lead to inefficiency in the use of resources in these
countries.

14. In many countries health personnel are not appropriately Health
trained for the tasks they are expected to perform, or are not provided manpower
with the equipment and supplies they require. Health manpower
varies greatly from country to country and includes a wide variety of
different categories of people fulfilling different functions in different
societies, depending on their social and economic conditions and
cultural patterns. For this reason, intercountry comparisons are very
difficult. Nevertheless, to illustrate the disparities among countries, in
the least developed countries one health worker of all categories, in-
cluding traditional practitioners, has to serve on the average 2400
people, in the other developing countries 500 people, and in the
developed countries 130 people. As for medical personnel, in the least
developed countries there is one doctor for an average of 17000
people, in the other developing countries one for 2700 people, and in
the developed countries one for 520 people. The corresponding figures
for nurses are one for an average of 6500 people in the least developed
countries, one for 1500 people in the other developing countries, and
one for 220 people in the developed countries. To highlight the
extremes: in the rural areas of some least developed countries there is
only one doctor to serve more than 200000 people; whereas in the
metropolitan areas of some developed countries there is one doctor for
only 300 people. None of these averages reveals the extremely in-
equitable distribution of health personnel often found within the same
country. For example, in many countries there are ten times as many
people for every doctor in rural areas as there are in metropolitan
areas.

15. The proportion of the GNP spent on health ranges from far Health
less than 1% in many developing countries to more than 10% inmany expenditure
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developed countries. This implies an average of a few dollars per per-
son per year in the developing countries as compared with several
hundred dollars in most developed countries! Even if the low income
countries were to increase the amounts they spend on health at the
rate of 10% per annum, in the year 2000 they would still be spending
only about 5% of the amount now being spent in most developed
countries.

16. Table 1 and'Fig. 1 summarize the world health and socio-

economic situation by means of a number of indicators. The dis-
parities between different types of countries are clearly illustrated.

Table 1. Health and related socioeconomic indicators

Least Other

developed deve]op‘ing sz)‘llxi?rii):sd
countries countries
Number of countries 29 90 37
Total population (millions) 283 3001 1131
Infant mortality rate
(per 1000 liveborn) 160 94 19
Life expectancy (years) 45 60 72
Percentage of newborn with a birth weight
of 2500 g or more 70 % 83 % 93 %
Coverage by safe water supply 31 % 41 % 100 %
Adult literacy rate 28 % 55 % 98 %
GNP per capita $ 170 $ 520 $ 6230
Per capita public expenditure on health $1.7 $6.5 $ 244
Public expenditure on health as % of GNP 1.0 % 1.2% 3.9%

Note: The figures in the table are weighted averages, based on data for 1980 or for the latest
available year.
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17. Trends in population growth and geographic distribution
make the situation even more serious. More sick people means a
greater burden on the world’s economy. More healthy people would
mean more human energy and therefore greater potential human
development.

18. The total population of the world increased in the 1970s at an
annual rate of approximately 1.9 %. If this rate of increase continues,
the total world population will exceed 6000 million by the year 2000.
In 1980 the developing countries accounted for almost 75 % of the
world population; by the year 2000, this figure is likely to increase to
about 80 %.

19. Changes in age structure are also foreseen. In the developed
countries, 23% of the population are below the age of 15 years,
whereas 11% are aged 65 and over; projections for the year 2000 in
these countries show a reduction to less than 22 % in the population
below 15 and an increase to 13 % in the population aged 65 and over.
As for developing countries, an average of 40 % of the population is
below the age of 15 and 4 % are aged 65 and over; projections for the
year 2000 show a reduction to about 34 % in those under 15 and an in-
crease to about 5% in those aged 65 and over. These percentages,
however, do not highlight the increase in the population in absolute
numbers at all ages. For example, between 1980 and the year 2000
the world’s elderly are expected to increase from 258 million to
396 million. More than 70 % of this increase will be found in develop-
ing countries. In 1980 more than half of the world’s elderly lived in
developed countries; by the year 2000 almost three-fifths will be in
developing countries.

20. If the present trend towards urbanization continues, by the
year 2000 half of the world’s population will be urban. Eight out of
10 people in the industrial countries will be urban residents, while the
corresponding figures for the developing world will be 4 out of 10.
The trend towards urbanization will result in a concentration of popu-
lation in relatively few large metropolitan areas. It is estimated that by
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the year 2000 out of the 15 largest metropolitan areas 12 will be in
the developing countries. In spite of this trend, although the proportion
of the population residing in rural areas will decline significantly, in
actual numbers the rural population in the world will increase by
approximately 430 million, an increase of about 500 million in the
developing countries being offset by a decrease of about 70 million in

the developed countries. Illustration of
world
21. Figures 2, 3 and 4 illustrate world demographic trends until demographic
the end of the century: trends

22. The substantial increase in absolute numbers, and the age and Health effects
geographic distribution foreseen in different groups of countries, as of demographic
well as migration from rural to urban areas, all have important trends
socioeconomic and health implications. They will influence and place

Fig. 2. World population

Developing
countries

79%

Developing
countries
74%

1980 2000
Countries Population {millions) Population (millions} % increase
Developed 1131 1272 125
Developing 3284 4927 50.0
World total 4415 6199 40.4
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additional burdens on physical and social infrastructures, increasing
the dangers of unemployment and underemployment. They will affect
the production and distribution of food, and they will have qualitative
and quantitative implications for water, education, housing, sanitation
and health care. Moreover, a change in the age structure of the
population can also change the disease pattern.

Fig. 3. Age structure of the population
(Figures outside the circle show the population in millions)
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23. It is against this prospective background of complex
problems and growing differentials among and within coun-
tries—regarding chances of survival; causes of death and disease;
related factors such as nutritional status, water supply and sanitation,
literacy, and economic situation; the organization and management
of health care delivery systems; expenditures on health; and
demographic trends—it is against this prospective background that
the Global Strategy for health for all will have to evolve.

Fig. 4. Urban and rural population
(Figures outside the circle show the population in millions)
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II. Health policy and related
socioeconomic policy

1. The policy basis of health for all is enshrined in WHO’s
Constitution, which defines the objective of the Organization as “the
attainment by all peoples of the highest possible level of health”. The
goal of health for all by the year 2000 embodies that objective. It
emphasizes “highest possible”, so that different countries will strive to
improve the health of their people in keeping with their social and
economic capacities. Health for all is therefore not a single, finite
target; it is a process leading to progressive improvement in the health
of people. Countries might be expected to have a similar general un-
derstanding of this process; however, the concept of health for all will
be interpreted and adapted differently by each country in the light of
its social and economic characteristics, the health status and morbidi-
ty patterns of its population, and the state of development of its health
system. There is a baseline below which no individuals in any country
should find themselves. The Thirtieth World Health Assembly decid-
ed in 1977 in resolution WHA 30.43 that by the year 2000, all people
in all countries should have a level of health that will permit them to
lead a socially and economically productive life. This implies that the
level of health of all people should be at least such that they are
capable of working productively and of participating actively in the
social life of the community in which they live. Health for all does not
mean that in the year 2000 doctors and nurses will provide medical
care for everybody in the world for all their existing ailments ; nor does
it mean that in the year 2000 nobody will be sick or disabled. It does
mean that health begins at home, in schools and in factories. It is there,
where people live and work, that health is made or broken. It does
mean that people will use better approaches than they do now for
preventing disease and alleviating unavoidable disease and disability,

Towards health
for all
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and have better ways of growing up, growing old and dying gracefully.
It does mean that there will be an even distribution among the popula-
tion of whatever resources for health are available. It does mean that
essential health care will be accessible to all individuals and families,
in an acceptable and affordable way, and with their full involvement.
And it does mean that people will realize that they themselves have the
power to shape their lives and the lives of their families, free from the
avoidable burden of disease, and aware that ill-health is not inevitable.

2. The International Conference on Primary Health Care, held in
Alma-Ata in 1978, issued the Declaration of Alma-Ata, which stated
that primary health care is the key to attaining health for all. It includ-
ed the following definition:

“Primary health care is essential health care based on practical, scientifically
sound and socially acceptable methods and technology made universally
accessible to individuals and families in the community through their full par-
ticipation and at a cost that the community and country can afford to maintain
at every stage of their development in the spirit of self-reliance and self-
determination. It forms an integral part both of the country’s health system, of
which it is the central function and main focus, and of the overall social and
economic development of the community. It is the first level of contact of in-
dividuals, the family and community with the national health system bringing
health care as close as possible to where people live and work, and constitutes
the first element of a continuing health care process.”

3. The Declaration of Alma-Ata also defined the essential
elements of primary health care as follows:

13

.. education concerning prevailing health problems and the methods of
preventing and controlling them: promotion of food supply and proper
nutrition; an adequate supply of safe water and basic sanitation; maternal and
child health care, including family planning; immunization against the major
infectious diseases; prevention and control of locally endemic diseases; ap-
propriate treatment of common diseases and injuries; and provision of essen-
tial drugs”.

4. In 1979, the World Health Assembly launched the Global
Strategy for health for all by adopting resolution WHA 32.30, which
endorsed the Report and Declaration of Alma-Ata and invited the
Member States of WHO to act individually in formulating national
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