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"HEALTH FOR ALL": AN ATTAINABLE COAL

OR AN IDEALISTIC DREAM

BY

DR. (MRS) M. A. SULEIMAN

AND

UMAR MUSA
DEPARTMENT OF PHYSICAL AND HEALTH EDUCATION
AHMADU HELLO UNIVERSITY, ZARIA.

ABSTRACT

The concept of "health for al" envisages the attainment of a level of health that permits all people of Nigeria to lead a
socialy and economically productive life and this goal has been guiding health strategics al over the world for the past
two decades. However, in the present day heterogeneous world, where wide disparities in health and social conditions
exist between and within countries and regions, achievements in health are disturbingly dissimilar in the era of
technology. This paper therefore reflects prevailing health inequalities across the globe and attempts to address some of
these global hedth determinants and related global injustices. The paper would aso present a hedth promotion
perspective that would advance the idedl of "health for all".

INTRODUCTION

“health 1o
attainment ol a health level that permits all people to

The concept ol all”, which envisages the
lead o socially and economically productive life has
been the ideal, guiding health strategies all“over the
(Nanpudakam, [99¥),

continue to hive m a world with enormous

world for the past two decade:
However, we
health disparities
Japan is 80 years, in Malawi, it 1s 40 years, while in
Nigeria it is Sl years (WHO; 1997)
mortality rate in Norway is 4/1.004); in Sierra Leone, 1
is 316/1,000 (WHO, 1997)
worse than the higures sug

For example, the life expeclancy in
The under five

I'is siuation s actually

resl. because average rate
tends to mask inequalitics within a country, which
affect the poor disproportionaicly (Dwyer, 2003), and
disadvantaged population group, in general, as great as.,

if not greater, than ever (Oldenburg. 2002).

ﬁ\l[huu;.'_h the “health for all w the twenty-first century ™,
a World Health Organization (WHO) draft policy set
forth at the Alma A 1978.
developed to help attain the goal of “health for all”, it
has made linde wmpact in the relatively poor countries
{WHO; 1998). This is important, because as recounted
by Jha ct al (2004), poverty,
mterrelated

Conlerence 1n Wils

poor health and global

msecurily  are inexorably Moaoreover,

inadequate  nuintion, poor  smitation, and crowded
living conditions associaled  with  poverty,  when
combined with a lack ol access to care, render the
world's poor particularly suscepiible 10 discase. In turn,

the onset of illness or discase arguably contributes 1o
poverty (Heitkamp, 1998)

the health stawss of *“all”,
including the poor, helps the poor to better withstand
downlurns households from

In conty ast, inproving

CConoOmic and protects

- sliding into poverty as a result of catastropliic medical

bills (World Bank, 2001)
macrocconomic implication.

Better heaith also has
Countries with higher
levels of tropical diseases have slower income growii
and failed public health systems, plus poor discase
surveillance programmes that contribute to the
rapid spread of wfectious tlinesses (WHO, 2002). Poor
health not only increases poventy, bul i is said to

failed

Ci

contribute to slales,

(WHO; 2002).

which spreads terrorism

One ol the most effective instruments in the fight
against global poverty is the control of major discases
{(Emmot, 2003; WHO; 2002). Discase control not only
contributes to better health but also enables individuals
o carn more income “and is a powerful enabler of
While critics will
point out that it 1s poor governance and corruption that
contribute to #l health, the spread of disease and
msecurity (as for example, what is cuwrrently happening
in Zimbabwe) (Jha et al, 2004). It is noteworthy tha
health interventions often work  better in difficult
settings than do most traditional aid programmes
(Emmon, 2003; Jha, and Mills, 2002). Indecd, the
progress of health improvement in some developing
countries has been considerably quicker than equivalent
progressain the fast 100 years {Emmon, 2003).

cducation. which also raises mcome.

[
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" EVOLUTION OF HEALTIN AND THE HEALTH

STATUS OF
PEOPLE IN NIGERIA ..
. . Lyt
The health services of Nigérin have cvolved through =
series  of  historical  developmems,  including  a

succession of policies and plans which had  been
by previous  administrations  {National
Health Policy. 1988} The health services are jirdeed to
be wsatisfactory and fnadeguine s meeting the needs
and demands of the public as veflected by the Tow state
ol lealth of the population (Populition Newsleter,
1997: NHP. 1988). The first aucmpt at planning ahead
for the developiment of healih services in Nigeria swas
mitde in 1946 as part ol he excrcise which produced the
overall ten year plan for development and weliire,
covering all aspects of governmental activities in the
country. Since Nigeria wax still a colania) wrritory, the
proponents of this plan were mainty expatriate officials.
It was ot an integrated development plas in the currem
sense of the word (ML, T9RRY. These sehiemes were
not properly co-oricnwed noe were they related to any
overnll cconomic (arget. Nevertheless, At was a modest,
realistic, well thouwghtovt plan for ita time and purpose,
and it served as the basis Tor subsequent health plans
{WHO; 1997). .
.
Since the country became independent i 1960, health
policy has been enunciated in various forins, cither in
the NMationad Development Plan or as Governmeng
aecisions on specific problems, The health components

-of the second MNatipnal Development Plan 1970-1974,

dentified  wnd atmed  aC carrecting some of  the
deficiencies in the health services (NP, 1988). In the
third Development Plun. 1973 ~ 1980, there wis also a
defiberate attempt o draw up a comprehensive national
health policy. dealing with such issues as healthy man
power development, the provision of comprehensive
health care services based on the Basic Health Services
Scheme, disense comrol, efficient ulilizzion of health
resources, and management (WIHO. 1998). The health
policy coment of the fifth Nationat Devetopment Man is
being veflecied in the cuvent Health Policy of Migeria
(NHP, 1996).

2 Ve

The health services in Nigerra as currently organized

" show the following major defocts, which are widely
- recognized:-

1
L]

(i) The coverdge is inadequate. [t i estimated
T that no more than 35% of the population has
aceess W modern health care services. while
raral conmmunities ad the urban poor e

well sepved (NUHP: 1996, WO 2002y,

{h) The ovientation of the services is tnappropriale
with a disproportionately high investment on
curative services 1o the detriment of preventive
Services, .

(L) The manugenent ol the services oflen shows
mgjor  weihnesses resulting i waster and

inclliciency, as showu by inilure o e
targets andd goals, With seversl different levels
ol governmeat, voluntary  oreanizeions and
other amencics  providing  beafth cure, (e
various inpues are poorly co-ondinated,

th The invalvenicm of the conmmanity is imininl
at criteal  points in the  decision-making
process. Becoause the communitics are not well
entormed o satiers affecting 1hetr healih, they
are often vaabie e make mhonal chotee, as T
example in e sejection of polio vaceing by
large nuwmbev of people due @0 lack of
necessacy and adeipiae education regunling s
importiance,

{c) The lack of health staistios s a major
comsteaint at afl stages of panning, montoring

Caned evaluation of bealth services,

i - The finaneial resouwrees  wllocated o healh
services, especklly to some priority arcas, ae
far o inadeqguate 10 permit them 1o funclion
effectively. 2 %

} The hasic inlrsteacture unt[(lt}gis(ic sUppoLLs
are offen delective owing 10 inadequate
mintenance of taafdings, mecical equipment
and vehicles, ameliuhle supply ol water or s
toal lack and epileptic nalie of electricity
supply; and the poor management of drogs,
vaccines and supplics systen,

fh) Mudicl equipment are i dnadequate and the
few ones were less ellective due to lack ol
miintenane.

(1} Whilst this st i an sceurate sty of the
broad runge of deteets i the health serviees,
there are alse cncouraging cases i which
dynamic  hewhh  administragors,  profession:d
persons wnd Jay mcinbers of the comnunitios
have suceessfully corrected these Tauis within
“local,  state  and  national  levels. Such
successiul  programmes declude 1ot
eradiciion of most of the six child Kitfer

- diseases and a host of other discases. These
provide useful models of what can be done
with. linmwed  esodrees  inspie of various
constrninls,

ﬁ
e

T STATE OF
POPULATION
Te s o possible 1o nahe an accurate assessment ol the
health status of Nigerians, "This is because there is po
system of collecting asic hiealth statistjes on births,
deaths’ the accurreace of major diseases and  utibization
of other methods of advanced twelmology in data
collection  were grossly  inadeguate. (NFIP 1088
Papulation Newsleter, 1997 Budby, 19903, The best:
avaituble estiniues are obiimed (om0 fow. cerres
where such dita e callected Tram sample surveys,
lromy institetianal secords and Trony special - stodies
(NEIP, 1988: Beyer, T903) . ' E

1h% PR

MEALTH  OF  THiE



(1) The limited  health  statistics  indicate (e
gencral poor state of health of the population
as shown below:

: Crude Death Rine:
- 16 per 1000 population

Crude Bicth Rates:

50 per 1000 population
Childhood  Mortality - Rate: 144 per 1000
children: Infamt Moitality Rates: 85 per 1000
live hirths: hile expectaney: 50 years
Sowces: Nigeria Fernlity Survey 1981 - 82
World Demograplne Record: Population
Newslener. 1997,

(hy Some experts estinate that the infant mortality
rate may be as hagh as 100 — 160 per 1000 live
births 1 rural areas (tWHO, 1997). Whichever
figure 1 accepted. it means that our of every
12 children who e born alive, one or more ol
them dies before eachimg the Tiest birthday.
This rate. accordm: 1o population Repon
(1992, s ten tinws s high as m most
developing countries: it is much higher than in
some other developme countsies, which have
similar level ol socio-economic development
as i Nigeria (NI, 1988). Children in the age
aroup o years sunilarly die at a rate which
it deast 0 pmes as high as in the developed
countnies. e some parts of the country, 25%
or mwre of chitldeen die before their Glgh buth
day (World Bank. 2000 Child birnth, which
should mostly  be a normal - process wilh
mimimal loss of hite, s assaciated  with o
signthcant mortality: awong Nigernan wonen
(WHO, 1997 NHI*: 1985,

PATTERNS OF 1LEL HEALTIE AND THEIR
DETERMINANTS

Most of the deaths amd senous ilinesses, which ocom
among Nigevians, are due 1o conditions which are casily
preventable o which can be wreated  with simple
renedies (Population Newslener, 1997), Conununicihle
discases, especrdly those which are associated with
inadequate emvronmental sanitation and poor hygicice,
predommate and  are often compounded by
wiabnutrtion. Lack of tnwly . madeguate state of i
technological advancement and inappropriate care olten
icreases the risk ol senous complications in the course
of minor alments (WHO: 1997 The current fngh rates
of morhidity and mortahity can be substantially reduced
by a more rational application of available resources.
even at this time of Hnancial sirinzencies (WHO, 2000,

The Waorld Health Oveanization estintes that there are
about L1 billion datly smiokers i the world. equivalem
to one third of all persons aved 1S vears or over. el
hundi'ed million of those siohers are male, and 7160
milion hive e developing countries out ol which
Nigera have about 1.2 pullion smokers (Hekamp,
1998 WHO. 2002 Epudennological rescarch s
shown that smoking increases markedly the vish of

[66

106

developing cancer of the lungs and ol the upper- |
acrodigestive track and slightly less so the risk of
cardiovascular  disease  (WHO,  2003). However.,
hecause cardiovascular discase is more common death
than other causes wefated 1o smoking, the impact of -
smoking is greatest in increasing the number of deathsy .
due to cardiovascular discase. In developing countries,
smoking-related death amounted 1o 1.6 million, half of
which occurred in China. By 2020. smoking is (2%
expected to cause 8.4 million deaths annually, of which
6 million will be in the developing world, Nigeria . |
inclusive. That year, smoking will be the leading cause l
1

L&

of death in the warld (WHO, 2002). The net annual
contribution ol alcolol consumption to mortality is
775,000 deaths, 640,000 in developing countries.  Data
on aleohol consumption confinm that it has been rising
vapidly i many developing countries. particularly 1o
Nigena (WHO. 1997; PN, 1997).

With regards 10 diet. there is strong evidence linking
high levels of saturated fat itake to the incidence of
cardiovascular  disease,  especially  ischemic  heart
discase and stroke,  Epidemiological evidence suggests
that high levels of saturated fat intake also increase the
nisk of developing certain types of cancer {e.g of lung,
breast. rectum and prostate) and that a high salt intake is
related 1o an mereased incidence of stomach cancer and
a higher blood pressure which may lead 1o stroke (PN
1997).  These health problems would bave been
prevented if Nigerians were well informed and utilized
technological advances i physical fitness programs.
Electrical  wead  mulls,  bicyele  ergomegres,  weight
machmes and many other-exercise machines were made
aviiluble by technology.  However, poor economic
stitus of Nigerins made it impossible o0 acquire the
machines or open enough  fitness  faboratories  for
prevention of degencerative diseuses.

Accidents and violent events leading 1o injury or death
are another aspect of behaviour influencing morbidity
and mortality.  Road traffic accidems were the ninth
most important cause of death world wide (PN, 1997;
WHO. 2003),  Between 1968 and 1985, road traffic
fatalities mereased by 150 percent i Asia and 300
percent w the market — cconomy countsies of Europe.
(Sanuel, 2000 ).

'I'raailinn;llly in Nigeria. injuries have been a neglected |
public  health problem,  because authorities do not
perecive them as amenable (o intervention.  However,
much is known aboul effective interventions 1o reduce
injuries and control interpersonal violence.  Public
health and ather authorities must ke the lead in
adopting measures 10 reduce morbidity and mortality
associated  with preventable injuries and violence in
Nigeria, particulagly. in order to achieve health for all
Nigenans (Okuolu 1997),

There is  another  growing  threat 10 human
mmunodeficieney vims (11V) Because  sexual




intercourse s the main form of transmission of HIV,
behavioural fuctors are it the root of the epidemic and
need to be addressed i the epidemic is to be brought
under control.  Although basic information on the
prevalence of HIV infection and AIDS is generully
poor, it is estimated that between 2000 and 2003,
another 1.5 million persons had become infected with
HIV in Africa (Jha et al; 2004). The high prevalence of
H1V infection in some developing countries is resulting
in increased mortality. The cconomic and social
consequences of the AIDS epidemic impose major
burdens on countries that are ifl-prepared 1o face them.
There is an urgent need to combat the further spread of
the disease through sex with multiple partners and by
reducing the likelihood of transmitting through the
treatment of sexuatly transmitted disease (WHO; 1997).

Although, many countries face major challenges in
maintaining the gams made in reducing martality or in
achieving  further  reductions, current  knowledge
provides a good basis for the design  and
impiementation of effective interventions. Given that a
number of behavioural factors have a very significant
influence on health and longevity: public health
authorities have the responsibility of promoting those
behaviours that are most likely to enhance the chances
of the population for a long and healthicr life. The
means to do so exists, but the will to intervene must be
strengthened (PN, 1997).

HEALTH PROMOTION AND THE
CHALLENGES OF
THE 21°" CENTURY

Despite considerable’ progress made in increasing life
expectancy  world  wide due to technological
advancement in the field of medicine, especially in the
developed countries.  in Nigeria, such increase is
minimal. However, there is no acceptable level of
mortality, and no government considers the level of
mortality in a country to be fully satislactory.
However, government characterized fevels of morality
as “acceptable”, considering the level of the resources
available for reducing mortality. As of 2000, 73
countries world wide viewed their mortality Jevels as
acceptable and 107 countries considered them to be
unacceptable.  Not surprisingly, 86 percent of the
countries  that regarded  their mortality  levels as
unacceptable  were  developing  countries, Nigeria
inclusive (WHO, 2002).

Since the 1960s, the concept of development has
evolved from a narrowly focused economic view (o one
stressing  the  social  aspects  and  environmental
sustainability of development. The quest Lo integrate
economic and social factors into development has given
impetus 10 a strategy emphasizing  health, family
planning. nutrition, education, safe drnking water,
saniation, adequate shelier. poverty eradication and
sustainable economic growth (WHO: 2004). A key

mtersection of health prowenon and development i
21" century  concerns has been the  environn
Drinking  water. sambanion.  poflution,  deforesta
desenification, depletion of the ozone laver, emergd
of new diseases (such as AIDS) and the climatic chal
are major determimants of health (WHO; 2002),

Nigeriz as a developing nation 35 ot most risk fr
traditional health hazards, including lack of safe w:
and sapitation, poor housing and shelter, unsafe (¢
and high prevalence of disease vectors (Emmott, 20X
Developing Countries, Nigeria inclusive, underge
rapid industrialization, are at nsk from traditionsl
well as modem hazards, such as pollution, hazard:
wastes, unsate  pesticides  and  other  chemic
workplace hazards and traffic accidents. A fust
threat is the potentially deletenious impact of ghe
climate change, including changes in the distribution
infectious and vector-bome discases due to temperatu
change (WHO;, 2003; PN, 1997). Poor environmen
quality is linked 1o dimrheal discases. respinuto
infections and a viriety of parasitic diseases, as well
cardiovascular discases and cancer (Oldenburg, 20X02).
In recent decudes monwmental changes have take
place in bealth promotion and development.  As
resull, a new perspective has emerged that positione
health at the heart of development.  Health and loy
mortality are not merely intermediate  objectives
milestones on the path (o socio-economic development
Rather, good health and long life are increasingly being
recognized as goals n themselves as well as being
among the (undamentad pillars of development anc
attainment of “health for ofl” (WHO, 2003).

To change life style as well as the social, cconomic, an
environmental conditions that determuine  heahth, the
most effective health promotion eflorts are likely
involve comprehensive approaches that combine public
pohicy efforts, the creation of supportive environments,
community action, the development ol personal skills
and a reorientation of health services that would invoive
high wmilization of advanced technology in the ficld of
medicine, In addition, the creation of new partnerships
for health between different sectors at all levels of
society and government needs 10 be promoted (WHO);
1U98). At the Forth lntemationa! Conference on Health
Promotion, held i Jakarta, Indonesia (WHO, 2002), in
July 1997, which focused on the theme “New Players
for a new era — leading health promotion in the twenty-
first cemury”, the conference the following ™ five
priorities for health promotion in the 21¥ century were
identified:
I Promote Social responsibility for health.
2. Increase investnwents for health development,

especiatly for groups such

as  women, children, older  persons, the

« indigenous.  the  poor. and  marginaliZed
pepulations, )

jet



3 Consohdate and expand parinerships for health
1o enable the sharing ol expertise. skills and
TESOUICeS,

4. Increase communy capacity and empower the

individual.

Secure an mirastructuie (medical equipment)

for health promotion  through new  funding

mechanisms.  intersectoral  collaboration, and
training of local leadership.

Hewtkamp (1998) notes that promoting health supports
the right of individual 1o the highest anainable standard
of health,  To achieve this. Heitkamp stresses that
impottance of the people’s participation in their health,
the recognition of different socio-cultural values and
beliefs that are prevalent throughout the world, and that
health development has o sustainable effect only when
-1t is implemented comprehensively and includes:

- Personal development: — Skill improvement

- Community development: Empowerment  of

people
- Organizational

Technological advancement.
-+ Political development: Will prowess.

development:

The recognition that health s intimately related 10
economic status, education, physical living conditions,
culture, history, issues of gender and human rights, the
level of peace and salety, and the life people live, is not
entircly new. The health sector has been making its
way fowards this position for a very long time (Samiel,

2000). “The conpection between living conditions and

fiealth status has been documented since the early

nincteenth century, as has the role of the co-operative
sociely in minimizing illness and its consequences. To

ensuse that the ideal of the freedom of the individual 10

be at ease so he or she may realize his or her full

potential in societies that create health, there is a need

1o recognize the following:

- that there are muliiple and  diverse  forces
within society which create or undermine
health, and -

- that most of the faciors which are essential foi
a healthy conununity reside outside the formal
heahh sector.

Hence, actions  directed  towards  creating  healthy
societies with healthy people must tap multiple power
sources and involve broad collaboration and alliances.
Some of these strstegies include the establishment of
inmovative  public  health  policies, the  creation  of
supportive  envitonments, e cmpowerment  of
communitics through commumity action, the promotion
of personal health skills, the reerientation of health
services. and the need to creawte allmces. The health
promotion approach, which respecis all people™s rights
to healthy hiving and is based on the recognition that
health s the result of aneimteiconnection between all
aspects of Tile, provides a Tramework for Tostering
¢ Dealth for all” by encouraging and enabling  full

participation_ of the various sectors, such as machine
manufacturing  industrials.  agriculure  and  food
industries etc.. inferest groups, and conmununities in a
sociely towards co-operation and harmony  (George,
1995).

CONCLUSION
The concept of “health for all”. -envisages the

atiainment of a level of health that permits all the

people of the world to lead a socially and economically
productive life.  This goal has been guiding heulth

strategies all over the world for the past two decades

(Nampudakam, 1998; Akinjide, 1997). However, in the
present  day heterogeneous  world, where  wide
disparities in health and social conditions exist between
and within the country and different communities,
achievements in health are disturbingly dissimilar in the
era ol fechnology. Presently,  because  of  the
implications of poverty and poor health status for all,
and the prevailing cconomic  inequalities  that  are
accompanied by  widening  or  stagnamt  health
inequalities, the whole country has realized tiat, despite
commendable progress recorded in .several aspects,
“health for all” has to be set in a new perspective. This
paper has presented health promotion perspective that
could advance the ideal of “heaith for att” in the era of
technology. It has also discussed the different national
and international documents that have focused on health
promotion, namely the Otawa and Jakarta Declaration,
and the 51" World Health Assembly (Nampudakam,
1998).  These international confercnces that shave

- marked the way for health promotion have been guide
posts of an energetic movement 1o ‘strengthen health
worldwide and Nigeria in particular.  The Otawa
Charter on Health Promotion has been a world wide
source of guidance for healih promotion throug is%ive
strategies:

I. Building health policy.

7 Creating supportive elements.

3. Strengthening Community action.
4. . Developing personal skills.

5. Reorienting health services.

The Jakarta Declaration on “leading health promotion,
into the twenty-first century™ identifies five priorities in

the next miliennium: £y ¥
I Promote social responsibility for health.

2. Increase investments for health development.
3 Consolidate  and expand  partnerships  for
heaith. 2
4, Increase community capacity and empower the

©individual in matters of health,
5. Secure an infrastructure for health promation,

. However, even though progress has been made over the

past 20 yewrs in achieving the goal of "health for all™, a
number  of  factors  have  prevented  the  ultimate
“atainment of “health for all”, with health being most
. adversely affected in the relatively poorer countries. In
addition. achieving this goal may be influcnced by new
threats and challenges ot will prevail in the twenty-

HOR ’6%



first century (World Health  Oreanisation.  1998),
Nonctheless, futre dedicated  cltonts expended by
health educators and related professional groups 10
support the world health organisation health promotion
and Nigerian health promotion strategies are likely 1o
advance this goal inspite of the daunting challenges that
lic ahead. In panticular, the degree of understanding
and commitment demonstrated by health educators to
addressing  the prevailing  injustices  and  social
determinants of health that Tie upstream from the health
care system and are rooted in the economic, social and
cultural fabric of our society {Population Report, 1992
National Policy on population, [998), and their
involvement in broad collaborations and  alliances,
could profoundly affect and transform our ability 10
successtully reach this goal,

To this end, and in the context of an increasingly
slobalized bm polirized workd. in addressing this
obligation, improvements  in health  for  privileged
groups might suggest what could, with political and
professional will, be possible for alf,
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