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AddressbyMr.JamesP,Grant
ExecutiveDirectorof theUnitedNationsChildren’sFund(UNICEF)

to the

NationalCouncilforInternationalHealth
15th International health Conference

Washington, 11.C. - 20 Hay 1988

“l’enYearsafterAlmaAta:HealthProgress,ProblemsandFutureProfiles”

“It is, indeed, an honour to initiate this discussion on achievements since
. y:. and on whet lies aheed in Primary Health Care, as we cousaemoratea

of intense global health activity which baa taken its direction from
the principles codified in the visionary Declarationof Alme-Ata.

If I may begin frnm a personal perspective,what was achieved at Alma Ate
was a personal as well as a world-bealtb landmark. Aa our chairmen mentioned
in his kind introduction, my father, Dr. John B. Grant, was a pioneer in
international public health. One of the first MPH graduates from Johns
Eopkine, he set Up the firat school of public health in China, and later
helped estebliah the first public health traininginstitution in India. In my
boyhood days, our household gueata included such now-legendary figures es Dr.
Ludwik Sajcbmsn, then head of the Health Secretariatof the League of Nations,
the precursor of WEO, and later to becoms the founding Chairmen of the
Sxecutive Board of UNICEF. Anntber fraquent visitor was Dr. Andrea Stamper,
who was to become the first chairman of the World Eealtb Aeeembly. lhey
shared the then rare conviction that modern health knowledge must be nude
available to all, rather then just to a few, end that the achievement of this
required the invnl~t of many sectors and not just the health system. I
can well remember Dr. Stamper’s strong statements on land reform and on the
imperatives of eeaoring peesants the basic income needed to pay for food end
education as well es for health services. I remember them discussing the.
basic principles which, 45 years later, were to be embodied se underlying
principles at Alms Ate for achiev~t of Health’For All through Prfmery
Health Care, and most notably tbe following three: First, that the ~ made
of medical knowledge end techniques for health protection depanda on sncial
organization.

Q

In the Chine of the 1930s, for example, the inmediate social
problem wee overwhelmingly that of how to overtake the vast lag between
existing knowledge and its use in the conmunity setting.
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A second basic principle repeatedly discussed was thSt a vertical medical● system cannot be truly effective, or even stand by itself, unless it is
integrated in other activities in society in a concerted attack on the
problems of health, development and social reconstruction. On this my father
and his associates emphesized the need to increase income through such means
as new agricultural practices and land tenure reform. They all stressed the
need for basic literacy and education and their potential for synergism with
health activities.

A third principle was that successful organization implies reliance upon
economically practical strategies for serving the X population rather
thao just the relatively well-off minority, and that this necessarily meant in
low income societies the ~jor participation of the communities and families
themselves in the health systern. Working together with the Chinese, these
early public health figures pioneered in the establishment of experimental
urban and rural teaching districts with populations of over 100,000. These
were designed to demonstrate how to bring the benefits of health knowledge to
all rather than just the privileged few - at a cost of leSS than 5flcents per
capita in urban areas and 30 cents per capita in rural areas - and to provide
medical school students with teachin~ districts to parallel the teaching
hospitals pioneered by Johns Hopkins a generation earlier. Furthermore, they
imovated the systematic use of farmers aa village health workers who, after
achieving a rudimentary basic 1iteracy, were trained to do health education,
vaccination, first aid, water testing and purification and”reporting of vital
statistics on births and deaths. l’heae innovations provided the basis for

a

what later became the Chinese “barefoot doctor” primary health care SYSternof
the 1960s and 1970s.

Alms Ata 45 years later represented an historic codification of acceptance
of these then-revolutionary basic principles - en acceptance of tremendous
importance. Whet have we learned since Alms Ata? What are the key lessons of
the

1.

2.

past decade? I submit that they include these:

That insights of the Declaration can be trusted for practical guidance;
Primary Health Care works: and

Despite the validity of the Declaration, as Dr. Mabler has repeatedly
emphasized, countries have been slow to move from rhetorical acceptance of
Primary Health Care to its effective application. Earlier this month at.
the WEA, Dr. Mshler said most health systems are still “sick health”
systems, i.e. systems for curing the sick rather than for preserving,
health.

Otherwise, we would not still have more than 1.000 mothers dying daily in.-.
childbirth, and 38,000 under-5 children dying daily, including more than
20,000 children dying daily frum just two such readily preventable causes as
dehydration from diarrhoea and the six diseases covered by the Expanded
Programma of Irmeunization(EPI).
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Why are we moving so slowly in putting these principles into action?

First, these techniques are not a cure for cancer or heart disease or AIDS -
dramatic accomplishments which would capture the headlines of the media and
thus the attention of the world. But I would alao venture to suggest that
medical schools are slow to adopt (let alone demand) textbooks written from
this perspective; doctors are slow to adapt to low-technology practices and
simpler approaches; and many vested intereats in high-cost treatments offer
resistance. Furthermore, we are all aware that, even with the best of
intentions, it often takes many different approaches and many repetitiona of
an educational message before people are actually motivated to change their
long-standing practices.

Are there proapecta for accelerating the implementation of primary
health care? I would reply in the affirmative, and also say that the
prospects are encouraging even in these difficult times. But there are many,
many problems between where the world is today and Health For All in the year
2000.

Chanqinq conditions

The world in which this gathering of international health leaders
assemblea today has undergone major changes since we embarked on the Health
For All (HFA) plan at Alms Ata a decade ago. Two of these changes are
particularly notable. They make the caae for primary health care atill more

One, of course, is the dramatic change in the global economic● %%~~i%l the consequent need for major adjustments by ❑ost countries - and,
one might add, moat sectors and institutions within them, such as those
involved in health. The first years of the 1980s saw the world move from a
strong and growing economy that could lift many from the deprivations of
poverty and offer new opportunities for establishing the role and rights of
all people in their societies, to a world in which the number of hungry end
malnourished - mostly children and women - haa increaaed. I will return to
this issue of economics in a moment.

The second major dimension that haa had a profound impact since Alma Ata
on the direction of our work is the realization that economic and technical
developments of recent years have vastly increased the capacity to
conmnunicate. There is today a rapid and continuing increase in our ability to
communicate with the world’s poor. For example, in Egypt in 1979, only one
family in 80 bad a television, while today four out of five families own TVs.
The great majority of villages in the world today have a primary school.
Eundreda of thousands of farmera’, women’s and other organizations have come
into exiatence. And since Alma Ata, literally millions of health auxiliaries
have been trained. Accompanying this expansion, the internetioml community
haa also developed a whole new perception of what can be done with programme
communication as a powerful tool for educating and mobilizing.

This new capacity gives us the potential to take newly developed, improved
or rediscovered low-cost/high-impactmedical techniques and knowledge readily

●
at our disposal and accelerate the application of PHC principles. UNICEF has
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● called this approach the potential for a Child Survival and Development
Revolution (CSDR) - one which can also serve as a leading edge - a Trojan
Horse - for advancing PHC general1y. The actual medical techniques are, of
course, familiar to you, snd include immunization against the six main
child-killing diseases, Oral Dehydration Therapy (ORT), a return to the
practice of breastfeeding with proper weaning, growth monitoring, female
literacy, food supplementation with Vitamin A, iron, ionization, etc., and
family spacing. Combining the new capacity to communicate with these
techniques and technologies has allowed the mid-1980s to see, in many
countries, a very sharp expansion of the immunization and ORT progrsmmes in
particular. Vaccine use for the EPI diseases has quintupled since 1983, and
whereas at the time of the Alms Ata conference.adecade ago only 5 per cent of
the world’s children were immunized against the six targeted diseases, in
August 1987, WHO reported that vaccination coverage had exceeded 50 per cent
of the world’s children.

In the successes of several countries in child survival and development
activities - most notably in increased immunization coverage and improved
diarrhoeal disease control and in bringing child health higher on the national
political agenda - populations and their governments have had the opportunity
to glimpse - not in theory, but through actual practice - the potential of
utilizing the principles of PHC. l%us, for example, when a country has
❑obilized several sectors to attain the goal of universal immunization for its
children, political will has been activated to “mobilize the country’s
resources”, as promoted by the Declaration.

a Such efforts have given countries a “hands on” experience, which, as the
Declaration advocates, “..requires and promotes maximum community and
individual self-reliance and participation in the planning, organization,
operation and control of primary health care, making fullest use of local,
national and other available reaourcea; and to this end develops through
appropriate education the ability of communities to participate”. Following
the path indicated by the Declaration, these accelerated progrsmmes have
involved “in addition to the health sector, all related sectors and aspects of
national and co-i ty development”, and have required “the co-ordinated
efforts of all those sectors”.

Once a country learns how to mobilize for health ... learns to organize
networks for alternate means of health education and provision of services ...
and discovers ❑eans to utilize previously untapped resources for health – such
as human resources, or buying in bulk and organizing distribution of health
supplies - that knowledge can be naturally designed into broader application.

Turkey is one among many recent country examples. During the first
expanded irmnunizationprogramme in 1985, immunization of over 4 million
children almost quadrupled national coverage, to 80 per cent. This was made
possible by bringing together the health services, the mass media, press and
electronic media, over 200,000 teachers, more than 50,000 imsms, thousands of
volunteers from non-governmental organizations, and the President, the Prime
Minister and every provincial governor (vali) and district administrator
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Besides the immediate gain of preventing disease and saving child
progrsmme set child health much higher on the nation’s agenda.

●

Turkey’s positive experience ripeneddonrs for a new commitment which has

develnped intn a sustained approach. New policies include permanently
expanded immunization facilities which, after a temporary dip, nnw virtually
maintain coverage at 1985 levels. But the effort also catalysed other primary
health care actinn. Most hospitals now use oral rehydration therapy as
standard practice. New msas approaches are being used to combat acute
respiratory infections. The rectors of all 22 medical faculties and the heads
of pediatric departments are stlengthening child survival strategies in all
medical and nursing curricula. Retraining programmed are being set up for all
practicing doctors and nurses. Primary schnol materials have been rewritten
and supplemented for health education purpnses.

Similarly, in Indonesia, we have seen the cutting edge of child survival
activities accelerate extensive community involvement in prnvision nf maternal
and child health care. This was acknowledged internationally last ❑nnth by
both WRO and UNICEF, which awarded, respectively, the Sasakawa Health Prize
and the Maurice Pate Award to the PICK,a natinnal wnmen’s organization, for
their role in strengthening and voluntarilyy staffing the posyandu systernwhich
has just expanded (three years ahead of schedule) to provide five basic ,health
services (growth monitoring, immunization, oral rehydratinn therapy, prenatal
care and family planning) to women and children fnr 85 per cent of the
populating at the ratio of one center per 100 children younger than 5 years of
age in 200,000 village centers. In keeping with the principles of Alms Ata,
this has been a brilliant example nf allocating a nation’s limited resources
during a perind of budgetary retrenchment tn meet the health needa of all of
the people, rather than just the privileged few.

UNICEF’s specialized vantage of the rapidly expanding application of the
principles nf Alms-Ata tn children highlights a particular element of the
overall picture of primary health care. But it has been an important element
with perhaps even far brnader application. It has been “learning by doing”,
and we anticipate that as countries, communities, organizations and
individuals are empowered by taking a greater rnle in ensuring their own
health and well-being, they will design new ways to use that capacity for
other purposes as well. As a dramatic demonstrating of this new potential in
the 1980s, the lives of ❑illions of children - reaching 2 million in 1987
alone - have been saved, and the crippling of millions more prevented, by
nations which, through sharply increased social mobilization, have put today’s
low-cost solutions at the disposal of the majnrity of families.

Wherenext?

At this midpoint.moment in the achievement of Alms Ata’s Year 2000 goals,
we look nnt only at the lessons and accomplishments since targets were set.
Like Janus, we face in twn directions at nnce, and the purpose of our backward
glance is to clarify our fecus and frsme our vision of the future. Tnday, as
we ask “What are the next steps?”, we look both with increasingly grounded

--.-—.
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● trust to the Declaration for direction and to the fact that, while the means
are now proven, hundreds of mil1ions of families remain unreached by the
potential nf Primary Health Care.

The next steps cannot be taken on a single mrrow path; as an
international community, we must pursue several courses at once.

Our further progress requires an intelligent and creative response to the
global environment in which we pursue the betterment of health. We are all
aware that the 1980s have brought actual economic and social regression to
major areas of the world, most nntably to Latin America and Africa. And we
are aware that the burden of suffering has been borne disproportionately by
the mnat vulnerable groups, including women and children. President Nyerere
of Tanzania spoke to this a few years ago with the anguished plea, “MUSt we
starve our children to pay our debts?” I regret to say that actual practice
has all-too-nften answered with a “yes”, and possibly some millions have died
as a consequence. Remedial actions are in process, but still too little, and
still too late. Mike Faber of the Institute of Development Studies (IDS) in
Sussex recently depicted the situation with this 1980s version of the story of
Sisyphus: “The Third World debtor is the Sisyphus of the modern age - but
with this difference from the tragic hero of antiquity: every time, this
Sisyphus’ rock rolls down to the bottom of the mountain, he finds that it has
become heavier, and each time that Sisyphus looks up at the top, behold the
mountain haa become bigher!”

●
Furthermore, we see arms expenditures still rising - now to more than one

trillion dollars. Environmental degradation is still accelerating, as is so
usefully documented and anelysed in the “Brundtland Report”, Our Commnn
Future: the Report of the World Commission on Environment and Development.
AIDS is a new problem – an actual threat in itself - but also a great threat
to other essential progrsmmes as increasingly large sums are diverted tn the
necessary fight against this new and grnwing danger.

Today I would like to touch on two aspects of the current global situatinn
which have received far too little attention, and which may, in fact, contain
keys to ultimately securing the political will required for effectively
addressing the needs of the most vulnerable. The first is that the emerging
economic crises of the Western industrial world involve far more difficult
circtunstances than surface appearances indicate. The United States needs to
reduce its great deficit by more than one hundred billion dollars a year if it
is not to acquire the altered standard of living, status, and power of a
debtor society in the world co-ity.

The economic crisis of the West has been largely concealed and ameliorated
in the mid-1980s by virtue of the U.S., with its borrowed mnney, becoming the
“engine of growth” for much of the world. But this has been at the cost of
more than doubling its national debt and shifting from being the world’s
largest creditor nation to the world’s largest debtor. This is a role which
is no longer sustainable. The October stock market plunge was one
manifestation of the weakened economic foundation, and, frankly, candid

●
discussion of this problem has been restrained by the U.S. elections.

,..
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0 A choice of movinq backward or forward

We are faced with two alternatives. For the United States to get out of
its present situation through recession and devaluation would bring
incalculable disaster to the entire world. It would constitute a modern day
Samson bringing down the pillars of the temple.

There is another alternstive, however: to do it through = - to
design the entire progressive restructuring of the imbalances between the
United States deficit and the Japan/Western Europe surpluses in the context of
global growth. The prospect of restructuring through growth is not new; it
has, however, been interpreted primarily within the context of the United
States, Japan and Western Europe. It w= not work within that limited
frsmework. This is becsuse the democr~ic poli=al processes in the-
States, Japan and Western Europe at this point do not S11OW the rapidity of
struetural response within each society which wnuld be needed to restructure
the Western industrial world within sn acceptable time frame. Domestic
pressures slow the opening of the Japanese market; fears of inflation hobble
German planners; and creeping protectionism is seen in the United States.

Restructuring through growth does have the potential to work, and could
help us avoid major catastrophic economic upheaval. But it can work if - and
only if - as the Overseas Development Council has described in its recent
Agenda 1988, we can involve the Third World in a major way with this

o

restructuring. Restoration of growth to the Third World, particularly in
Latin America, would provide additional export markets of more than US$1OO
billion annually for the industrial countries, thereby vastly facilitating the
restructuring in the industrial North while embling Latin America and Africa,
particularly, to regain their economic footing.

Furthermore, a recent Study conducted for the World Institute for
Development Research (WIDER) by Professor Jeffrey Sachs of Harvard University
indicated that restructuring of Japanese and German surpluses through foreign
aid and other financial transfers to the Third World would have a far more
rapid and beneficial impact on the global restructuring than comparable
expenditures devoted to domestic expansion. The study showed that s US$25
billion expansion of expenditures within the Japanese economy would benefit
the U.S. balance of payments by US$2 billion, but that a comparably increased
expenditure on foreign aid would benefit the U.S. balance of trade by US$9-11
billion dollars - a five times more beneficial impact - as well as
significantly increasing Third World markets for other industrialnations.

So we are seeing the entry into our calculations of a really major new
factor of crisis for the North which highlights the depths of our global
interdependence today. While the reverse situation of Southern dependency on
the North has long been all–too-evident, today it is becoming undeniable that
in order to address the problems of the North, the North will be required to
fecus on restoring development momentum in the South.

.,
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0 The other MSjor new area which warrants heightened attention is that the
USSR and the socialist countries, too, are nations in crisis. This, of
course, is one of the major reasons for General Secretary Gorbachev’s
initiatives to restructure the context of socialist policy. The positive
implications of this can alresdy be detected in the arms race - nuclear and
conventional - as well as in regional areas of conflict, such as we see in
Afghsnistan and other areas. And its implications can be seen in hopaful
prospects for increased Soviet participation in the United Nations, where the
USSR has now paid its back debts. Major possibilities are opening for a whole
new participation by the socialist cnuntries in the United Nations and its
associated Bretton Woods institutions.

In short, both industrial East and industrial West have increasingly
inescapable reasons for a global restructuring. The time may soon be coming
for a call by the North as well as the South, and by the West as well as the
East, for a new - economic order - an “NGEO”.

Once the political will is in place, the means are available to suppnrt an
effective new policy. First, the debt issue needs to be managed to stop the
financial haemnrrhsge of massive net capital flnws from the South to the
North. Jim Robinson of American Express, Percy Mistry of Oxford and others
have propnsed do-able processes. Secnnd, new capital flows are needed tn
restore developmental momentum. Again, major opportunities exist, as through
increasing the leverage for private borrowing by the multilateral banks, and
through increased official development assistsnce, particularly from Japan and

● Western Eurnpe, but also from a U.S. aid progrsmme which restructures the
current aid ❑ix, now increasingly distorted for military/security purposes of
declining relative importance. But the political will for these actions must
first come from a clearer vision by leadership in the North, and particularly
in the U.S., Japan and the Federal Republic of Germany, of the severity of the
economic crisis of the industrial West and of the contributions needed and
available from a new economic and social dynamism in the South. Americans in
this conference have a major opportunity - and responsibility - to prnmote
this clearer vision, both in party platforms before the November election, and
to policy-makera immediately after the U.S. elections.

Sustaining pregress for people

Our second avenue of approach for the years ahead involves redoubled
commitment to and acceleration of social sector progrsmmes that work. And it
implies a tremendous crestive challenge: to adapt new and successful methods

such as the breakthroughs in the field of maternal and child health
experienced in the CSDR - to new areas of health and social development. For
today I will focus on the child health sector where we now have the clearest
vision of what needs..to, and ~, be done.

The potential for progress in child health in the context of Primary
Health Care was cnnfirmed recently (mid March) at a meeting in Talloires,
France, convened by the international Task Force on Child Survival (often

*
referred to as the “Bellagio Group!!),which gathered a dozen health ministers
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0 and health secretaries from most major developing countries of the world
(Brazil, Chins, Colombia, India, Mexico, Nigeria, Pakistan); heads of major
international organizations such as Barber Conable of the World Bank, Halfdan
Mahler of WHO, and myself; plus major bilateral aid agency administrators such
as Msrgaret Catley-carlson of CIDA (Canada), Carl Thsm of SIDA (Sweden). and
Alan Woods of USAID; and private leadership from the Rockefeller Foundation
and Rotary International (which has almost doubled its goal of raising US$120
mil1ion to support the world-wide poli~-ization effort, and has
accomplished this ahead of its original target date!). Out of this review of
tbe world immunization/child surwival effort came the exciting conclusion
thst, with a ❑odest additional amount of political will, it is do–able - by
the end of this century - in twelve years - to reduce the 1980 child death
rate by more than ~, saving from death or disability in this process well
over one-hundred mil1ion children over the period, while slowing population
growth as well, as~ies gain the confidence that the children they have
will live. Such historic progress will be possible, however, ~ if - armed
with the new 1OW-COSt/high-impact health tools, and our new a~l ity t0
communicate with the world’s poor - we double child mortality reduction rates
of the first hslf of the 1980s [see required reduction rates for all countries
on table Attached].

The “Declarationof Talloires”

“Remarkable health progress
decade. Global recognition

[attached]begins with the statement:

has been achieved during the past
that healthv children and healthv

families are essential-for human””andnstio~al development is steadil~
increasing. Consensus has been reached on the strategy for providing
essential community primary health progrsmmes. The intemstionsl
comunity hss become engaged in partnership with national governments
in the creation of successful global progrsmmes, ensuring the
availability of financial support and appropriate technologies.”

The Declaration proposes Year 2000 health goals which received consensus
aPPrOval of participants at Talloires. Of these goals, a useful “short-list”
of do-able Year 2000 goals could be capsulized to include:

1)

2)

halving 1980 under-5 mortality
live births, whichever is leas;

eradication of polio (endorsed
month);

rates, or reducing them to 70 per 1,000

by The World Health Assembly earlier this

3)

4)

5)

achieving universal primary education (to which I would add 80 per cent
literacy among women of child-bearing age);

achieving less than 1 per cent severe malnutrition; and

promoting expanded coverage of water supply and sanitation.
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country-by-countrybasis. The
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to be given to analyze these gnals on a
attached table, which includes child mortality

reduction rates required to reach the Year 2000 goal, ia a useful tool toward
these ends. You will see that the table lists not only child mortality
information,but GNP data as well.

Measuring the prngress of a society through the use of both per capita GNP
and social indicators ia like seeing with two eyes instead of one. Anyone
looking at society through just one eye likely misses a great deal. Although
levels of per capita GNP and physical well-being usually show a close
correlation, the number of striking exceptions indicates, on one hand, that
low income and the worst conaequencea of absolute poverty need not go hand in
hand. Comparing per capita GNP with IMR as a social indicator, we see in Sri
Lanks and Chins, for example, that while the GNPs per capita are comparable to
or less than that of the United States at the time of the American Revolution,
IMRa in Sri Lanka and China have progressed to a level comparable to that of
the U.S. as recently as just after World War II and are less than half that of
developing countries such as Turkey, Algeria, Tunisia and Brazil, which
currently have per capita incomes several times higher. Conversely, a high
GNP in a country can mask conditions of human suffering. Thus, Brazil has a
per capita GNP more than 5 times greater than that of Haiti, yet in Northeaat
Brazil, the IMR is the same as Haiti’s. Washington,D.C. which haa one of the
highest per capita GNPs in the United Statea, also shows the apparent
inconsistency of having one of the highest - if not the highest - infant
mortality ratea of any major population grouping in the Un=ed States.

While the use of IMRs and reduction rates may be most urgently needed for
developing countries, intereating and relevant questions are raised by
comparing rates of change within a country. Thus, for example, a contrast
between the experiences of Puerto Rico and Washington illustrates a
significant dynamic. Low income Puerto Rico has moved impressively from an
IMR of 63 in the early 1950s to 15 today. During the asme time period,
Washington ❑oved from an IMR of 30 in 1950 to 21 today; infant mortality for
its black coumunity is among the worst for major black cnrmnunities in the
United States. This poor showing exists despite the fact that, next to
Alaska, Washington enjoys the higheat per capita GNP in the country.

It is, quite frankly, inexcusable that the richest and most powerful
country in the world - and particularly its capital city – should rank so
poorly in ensuring the survival and development of ita children. At federal,
state, and community levels, this society ought to ensure that knowledge
regarding self-health behaviors reaches the entire populace, and that
adequate nutrition, health services and early-childhood development
informationand resources are readily available to all women and families.

Why should the District of Columbia - one of the wealthiest political
entities of this country - have an infant mortality rate among the worst in
the nation..higher than that of Mississippi and Puerto Rico - and worse than
Havana, Hong Kong and Singapore - with their vastly lower income levels? Why
should infant mortality among the black community in the District be so much
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community nationally? Why does Newark, with a much

Wa~hington, D.C. today?-

Frankly, the key lies in the relative weakness - some might say “lack” -
of democracy in the District of Columbia, with its very limited political
franchise. Effective crunpetitive democracy is child and mother prone -
democratic contestants tend to compete to provide basic services for low
income voters, e.g., the effective enfranchisement of the blacks of Newark by
civil rights reform in the late 1950s and the 1960s underlies the dramatic
improvements in Newark which were not paralleled in Washington.

●

●

A Grand Alliance for Children

It is clear by now that if such goals aa those mapped out in Talloires are
to be reached, they will be achieved by a social movement rather than by a
medical movement alone. And what is needed is a society-wide alliance of all
those who could communicate with and support parents in doing what can now be
done - medical prnfessionals, teachers, and religious leaders, mass ❑edia and
government agencies, voluntary organizations and people’s movements, business
and labour unions, professional associations and conventional health
services. Only such a Grand Alliance for Children can create the informed
public demand for, and practical knowledge of, those methods which could bring
about a revolution in child survival and development.

Today that Grand Alliance has begun to gather, and people in the health
field need to give special attention to collaborating with and supporting
others who have joined.

The forces which have already gathered include a broad spectrum of
supporters. Last year the Organization of African Unity (OAU) Summit of Heads
of State declared 1988 the Year of the African Child, and they pledged
themselves tn far-reaching activities on behalf of African children. This
year they have invited the Executive Director of UNICEF to address their 25th
anniversary Summit, which will meet next week in Addis Ababa. Again, issues
related to the health and well-being of children and women figure high on
their agenda. Similarly, Peru just this week completed historically
~precedented legislation, supported by every political party in the country,
which WI1l requzre, by national law, the reduction of infant mortality by at
least 15 points before the end of 1990.

This Grand Alliance must especially manifest itself in the active
participation of the people most affected. One innovative mechanism for
accomplishing this is the Bemako Initiative proposed by the African Ministers
of Health less than a year ago. The Bamsko Initiative is essentially a plan
for district management of maternal and child health services throughout
Africa which will be bolstered by a supply of low-cost essential drugs which
are paid for by recipients, yet supplied on a dependable basis through
considerable initial external financing.

/(
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A related are- in which the support of all in the health field -
especially those concerned with the health and well-being of children - is
Urgently needed is efforts to achieve an inte~atiOnal ,,Convention on the
Rights of the Child”. The Convention, which is targeted for passage,
hopefully, by the United Nations General Assembly during the fall of 1989,
represents an opportunity to establish global norms not only to discern which
rights children should be assured of, but in the responsibilities of
governments to protect those rights. Ratification of the Convention, in
itself, will not mean that children’s rights will be met nor that our
responsibilities toward children will be fulfilled. Rather, it will mark a
milestone in the journey toward these ends - a milestone along the path toward
honoring child rights for all peoples. It will establish an important global—
standard.

Approval of the Convention on the Rights of the Child by the General
Assembly in 1989 will not occur automatically. It will require an all-out
effort by all people involved in issues having to do with the health and
well-being of children, including, particularly, leadership activism from the
non-governmental community. And, once endorsed by the General Assembly, it
will be up to people of concern in every country to secure ratification of the
Convention by each national Government.

Peoole must take the lead

●
In any civilization, morality must be brought into step with capacity.

Today this ❑eans, at the least, that the m.SSS deaths of 38,000 children every
day from largely preventable causes must be placed alongside slavery,
colonialism, racism and apartheid on the shelf reserved for those things which
are simply no longer acceptable to humankind. But we must remember that none
of these achievements have originated with governments; they have begun with

!@@? acting voluntarily tO demand change.

A small group of Quakers started the campaign against slavery; Mahatma
Gandhi was a courageous pioneer in the fight to end colonialism; Martin Luther
King stands as a symbol for the struggle to end racism in America; Nelson
Mandela for the fight to end apartheid. They, in turn, were joined and
supported by thousands and then mil1ions - and o@f ~ did government
policies begin to respond.

The new ethic of compelling effective responses to the “loud emergencies”
(e.g., Kampuchea in 1975-80 and Ethiopia/Africa in 1984-85) similarly was
people-led - aroused public.opinion made it good politics for governments to
respond generously...- poor politics not to.

Similarly, the initial pilot projects that proved the viability of primary
health care, beginning with the Tinghoren rural county project in China in
the late 1920s, were overwhelmingly the result of private initiatives at the
outset.

\.’”..,...... --------
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● “Each of us in our respective fields has this responsibility - to see that
morality does not lag far behind humanity’s capacity. We professionals
concerned with health, thanks to the scientific and technological advances of
recent years, have a whole new capacity - and a whole new credibility in
advocacy because of our increased ability. Our challenge is how to ensure
that this capacity is used ... that people are empowered with self-health
knowledge ... and that governments and communities are compe1led to fulfill
the human rights - including meeting basic human needa - of the world’s
children.

The 1990s will be difficult years ... for all countries, all societies,
and the world as a whole. But it can alao be an historically constructive
decade for children ... for the most vulnerable ... for the great majority of
the world’s people. You in this room - whose life work is devoted to these
issues - are in the vanguard of tomorrow’sworld.

●
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