
International Journal of Multidisciplinary Research and Modern Education (IJMRME)
ISSN (Online): 2454 - 6119

(www.rdmodernresearch.org) Volume II, Issue I, 2016

572

EVOLUTION OF INTERNATIONAL ACTION ON
HEALTH FROM 5000 BC TO DATE: AN ESSAY

Rafia RahmanLecturer, Institute of Health Economics, University of Dhaka,Bangladesh
Abstract:

Presently worldwide health is fundamental human right. Ancient to modern age
every individual wish to lead a healthy life. Ancient time there was no idea about health or
maintains health, quality of life, level of living, standard of living and wellbeing also. When
people become sick they were seeking help from supernatural power. They have faith in
that sickness and cure were absolutely come from supernatural wisdoms. When sick
person become well people have confidence in supernatural power cure the person but the
fact was the natural defence mechanism work actively and properly. After that role of
environment (air, water, soil) for people sickness come in concern. Then germ theory of
disease discover. Gradually importance of sanitation and demand for clean water rise.
Following this the definition and importance of public health was determine. That was the
great revolution in health sector. Then UN organizations including WHO establish. Over
the decades they work for ensure better health for every citizen of the world to prevent,
promotion and rehabilitation. So that everyone could able to enjoy quality of life, standard
of living and finally socially and economically productive life. In this paper I try to notice
the rigorous sequential activities of the international action for doing best from one phase
to another, another to another then next.
Primitive Concept of Disease and rise of Health Care Concept:About 5000 BC disease was considered as the wrath of god or sign of demonpossession or influence of stars and planate. Then (5000 BC) Indian medicine likeAyurveda & siddha system, Unani, Tibb, Chinese medicine (2700BC) like principles ofYang & Yin, system of bare-foot doctor acupuncture, Egyptian medicine (2500-BC)etcwere derive. Actually up to 800AD it was Dark Age of medicine after that Arabianmedicine, the Unani system of medicine (800-1300 AD) stem. Beyond 1500AD revival ofmedicine occurs. Then Fracastorious, Andreas did lot of dissection, Harvey’s discoveryof blood circulation in 1628, Leeuwemhoek’s microscope in 1670, Jenner’s vaccineagainst small pox in 1796 discover. Disease due to sanitary was rise. During 1800 ADgreat sanitary a wakening happens. At 1840 AD concepts of public health come. TheEpidemiological study of cholera in London from 1848 to 1854 by an Englishepidemiologist John snow established the role of polluted drinking water in spread ofcholera tocreate a demand for clean water. Till 1920 AD demarcated as disease controlphase as this time discovery of gonococci, typhoid bacilli, pneumococcus, tubercle bacillietc.
Rise of Public Health:Then professor Winslow (1920) Provide the public health definition ‘the scienceand art of preventing disease, prolonging life and promoting health and efficiencythrough organized community efforts for the sanitation of the environment, the controlof communicable infections, the education of the individual in personal hygiene, theorganization of the medical & nursing services for early diagnosis and preventivetreatment of disease and the development of social machinery to ensure for everyindividual a standard of living adequate for maintenance of health. From 1920 to 1960AD demarcated as health promotional phase. The important discovery during this time
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were the birth of preventing medicine, establishment multifactor causation of disease(1900 AD), discover of penicillin by Alexander Fleming (1927 AD).
Enhance Social Equity:Beginning in the 1930’s international organizations, some governments andNGOs sought methods to enhance social equity to improve the health of populations andreduce health disparities due to poverty. Small scale attempts to provide communitybased comprehensive care emerged in sites such as China, India, Cuba, Costa Rica,Mexico, Nigeria, Tanzania & in faith- based programs. A number of pilot andlongitudinal research program were established in low income countries to test the costeffectiveness different ways of providing health care to all the people of country.Chinaprovided the first broad experiences beginning in the 1930’s. This was expanded intothe concept of the “barefoot doctor” on a rational scale.
Proposal of Health Education and Health Care Facility Establishment by Bhore
Committee:When the number of solsures was dying due to typhus, plegra and otherdiseases, the governments of Brithish India have felt the need to improve the healthservices of the country, appointed in 1943. A commission which was designated asHealth survey and Development Committee headed by Sir Joseph Bhore. The committeeincluded administrators, physician’s surgeons, public health experts, engineers &lawyers.
Bhore Committee Recommendation:
 Integration of preventive and curative services at all administrative level.
 Development of primary health centers in two stages.  (a) A short term measurefor establishment of one primary health center of one primary center in ruralareas to covers 40,000 population with a secondary health center to serve as asupervisory, coordinating referral institution. (b) A long-term program of settingup primary health units with 75 beds hospitals for each 10,000 to 20,000population secondary units.
 A major change in medical education with includes 3 moth’s training inpreventive & social medicine.

Establishment of UN Organizations and WHO:Charter of UN established as a consequences of UNA conference on internationalorganization held at san Francisco USA on 26th June 1945. It was activated from24thOctober 1945 till 2011 there were 19 member countries, WHO, UNICEF, UNESCO,UNDP, and UNFPO. All are organizations with United Nations except WHO.It (WHO) is aspecialized non-political health agencies for UN with headquarter at Geneva. Theconstitution of WHO was approved on 22nd July 1946 but it came into force on 7th April,1978 with the objective of: (i) To promote the highest possible level of health and theleast differences in health status among population. (ii) To establish standards, adoptconventions, promote regulations and monitor health status. (iii) To work inpartnership with member status non-government organization & others.
WHO and Health:At 1948 WHO provided definition of Health as” Health is a state of completephysical mental & social well-being and not merely an absence of disease or infirmity, sothat each citizen can lead a socially & economically productive life. According to WHOdefinition of health it is a multi-sectoral approach as it address physical, mental, social,spiritual well-being with which an individual is in optional equilibrium. After thatconcept of Right to health derive like-
 Right to medical care
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 Right to responsibility for health
 Right to a healthy environment
 Right to food
 Right to procreate or not to procreate
 Right to die

EURO Symposium and Community Health:According to universal declaration in 1948- “Everyone has the right to standardof living adequate for the health and wellbeing of himself and his family. In 1966 EUROsymposium give community health as “All the personal health and environmentalservices in any human community, irrespective whether such services were public orprivate ones”. The existing gross inequality on the health status of the peopleparticularly between developed and developing countries as well as with in countries ispolitically, socially and economically unacceptable and is therefore of common concernto all countries.
Bottom- Up Community Based Approach:The WHO Director General Halfdan Mahler (1973-88) studied alternativemethods to improve health like Bottom- up community based approaches in Chineseexperience and favorable health outcomes, priories national programs focused onprevention & local involvement world Health Assembly conduct in year 1976.
UN Declare Human Rights in 1968, that is:“Health is a fundamental human right indispensable for the exercise of otherhuman rights. Every human being is entitled to the enjoyment of the highest attainablestandard of health conducive to living a life in dignity”.The realization of the right tohealth may be pursued through numerous, complementary approaches such as theformulation of health policies or the implementation of health programs developed bythe World Health Organization (WHO) or the adoption of specific legal instruments.Moreover, the right to health includes certain components which are legallyenforceable. The international conversation economic, social & cultural right1966.Enjoy complete physical, mental &a social well being is a fundamental right. Theattainment of the highest possible level of health is a most important world-wide socialgoal. The promotion and protection of the health of the people is essential to sustainedeconomic & social development & contributes to a better quality of life & to worldpeace. Governments have a responsibility for the health of their people. Theintergovernmental conference was attended by delegators from 134 governments andby representatives of 67 United Nations Organizations specialized agencies andnongovernmental organizations in official relations with WHO and UNICEF. Theconference declared that the health status of hundreds of millions of people in the worldtoday is unacceptable, particularly in developing countries. More than half thepopulation of the world does not have the benefit of proper health care.
Alma-Ata Declaration and Health for All by the Year 2000AD:Review of 1975’s WHO assembly led to 1978 WHO conference in Alma Atakazakhstan (former USSR). In May 1977 The WHO at the 30th world health assemblyannounced the “Attainment by all the peoples of the world by the year 2000 AD of alevel of health that will permit them to lead a socially and economically productive life.”The basis of the Health for All policy can be found in the WHO constitution. It ismentioned that the objective of WHO is the attainment by all people of the highestpossible level of health. The goal of Health for All by the year 2000 embodies thisobjective and emphasizes the highest possible level of health. At the minimum, allpeople in the country should have at least such a level of health that they are capable of



International Journal of Multidisciplinary Research and Modern Education (IJMRME)
ISSN (Online): 2454 - 6119

(www.rdmodernresearch.org) Volume II, Issue I, 2016

575

working productively and participating actively in social life and community activities.This is popularly known as “Health for All’ by the year 2000”. Health for All as amovement, articulated in the Alma-Ata Declaration, does not mean that in the year 2000health professionals would provide health care for everybody or that nobody would fallsick or disabled. Health for All is a process leading to progressive improvement in thehealth of the people. Health for All means:
 People use better approaches for preventing disease and alleviating unavoidabledisease and disability and have better ways of growing up, growing old and dyinggracefully.
 There is an even distribution among the population of whatever resources forhealth are available.
 Essential health care is accessible to all individuals and families in an acceptableand affordable manner and with their full involvement.
 People realize that they themselves have the power to shape their lives and thelives of their families, free from the avoidable burden of disease and aware thatill-health is not inevitable.

Primary Health Care Following Alma-Ata Declaration:The International Conference on Primary Health Care, meeting in Alma-Ata thistwelfth day of September in the year Nineteen hundred and seventy-eight, expressingthe need for urgent action by all governments, all health and development workers, andthe world community to protect and promote the health of all the people of the world,hereby makes the following Declaration:
 The Conference strongly reaffirms that health, which is a state of completephysical, mental and social wellbeing, and not merely the absence of disease orinfirmity, is a fundamental human right and that the attainment of the highestpossible level of health.
 The existing gross inequality in the health status of the people particularlybetween developed and developing countries as well as within countries ispolitically, socially and economically unacceptable and therefore commonconcern to all countries.
 Economic and social development, based on a New InternationalEconomic Order,is basic importance to the fullest attainment of health for all and to the reductionof the gap between the health status of the developing and developed countries.
 The people have the right and duty to participate individually and collectively inthe planning and implementation of their health care.
 Governments have a responsibility for the health of their people which can befulfilled only by the provision of adequate health and social measures. A mainsocial target of governments, internationalorganizations and the whole worldcommunity in the coming decades should be the attainment by all peoples of theworld by the year 2000.
 Primary health care is essential health care based on practical, scientificallysound and socially acceptable methods and technology made universallyaccessible to individual and families in the community through their fullparticipation and at a cost that the community and country can afford tomaintain at every stage of their development in the spirit of self-alliance and self-determination. It forms an integral part both of the country’s health system, ofwhich it is the central function and main focus, and of the overall social andeconomic development of the community. It is the first level of contact ofindividuals, the family and community. With the national health system bringing



International Journal of Multidisciplinary Research and Modern Education (IJMRME)
ISSN (Online): 2454 - 6119

(www.rdmodernresearch.org) Volume II, Issue I, 2016

576

health care as close as possible to where people live and work, and constitutesthe first element of a continuing health care process.
 Primary health care.
 All countries should cooperate in a spirit of partnership and service to ensureprimary health care for all people since the attainment of health by people in anyone country directly concerns and benefits every other country.
 An acceptable level of health for all the people of the world by the year 2000 canbe attained through a further and better use of the world’s resources, aconsiderable part of which is now spent on armaments and military conflicts.The International Conference on Primary Health Care calls for urgent and effectivenational and international action to develop and implement primary health carethroughout the world and particularly in developing countries in a spirit of technicalcooperation and in keeping with a New International Economic Order. It urgesgovernments, WHO and UNICEF, and other international organizations, as well asmultilateral and bilateral agencies, non-governmentalorganizations, funding agencies,all health workers and the whole world community to support national andinternational commitment to primary health care and to channel increased technicaland financial support to it, particularly in developing countries.

The ultimate goal of primary health care is better health for all. WHO hasidentified five key elements to achieving that goal:
 Reducing exclusion and social disparities in health (universal coverage reforms);
 Organizing health services around people's needs and expectations (servicedelivery reforms);
 Integrating health into all sectors (public policy reforms);
 Pursuing collaborative models of policy dialogue (leadership reforms); and
 Increasing stakeholder participation.
 As a concept PHC offers a comprehensive guide on equity, what to prioritize,technology to be applied, sociocultural aspects, target groups, full involvement ofthe community, cost-effectiveness and efficiency. Perhaps due to its rich andcomprehensiveness nature, PHC is oftentimes misperceived. Thesemisperceptions to some extent are understandable considering that PHC has amultiplicity of meanings depending on which perspective we look into:
 A package or a set of activities
 A Level of care
 An approach, which has been termed interchangeably PHC principle, PHC pillarandPHC strategy. These are describing below:

From a “Package” Perspective, PHC was defined in Alma-Ata to consist of at least eightactivities or elements, namely:
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 Education concerning prevailing health problems and the methods of preventingand 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.
 Appropriate treatment of common diseases and injuries.
 Provision of essential drugs.Later on this package was labeled as essential health care package, basic health package,essential health services, etc. The content of the package largely depends on the mainhealth problems prevailing in each country. Thus it is not meant to be a rigid packagefor worldwide implementation. In general, public health problems do not constitutemajor health problems in most high-income or developed countries. Furthermore,usually there are public institutions that are responsible to carry out public healthprograms. For this reason, Primary Health Care in several developed countries focusesmore on medical services where family (primary) physicians usually become the mainbackbone of the health system.Implementation of the above package, known as comprehensive PHC, requiresstrong health systems which most low-income countries do not possess. The oil boom inthe 1970s brought temporary relief to some countries. Some bilateral and multilateraldonors, interested in tackling the unacceptably high child and maternal mortality, werequick in realizing the shortcomings. They are of the opinion that to deal with highmortality conditions, selectivePHC, better known as the verticalapproach, is preferable;hence, the launch of the Child Survival and Safe Motherhood Project. The smallpoxeradication programme was launched by WHO in 1968 and was successful ineradicating it in 1980; this apparently influenced various vertical or semi-verticalprograms in the twentieth century and continues till date.

From a “Level of Care”perspective, there are three levels of care with differentcharacteristics for each level of care, in terms of personnel, problems encountered andavailable facilities, which are mention below:
 Primary care: personnel serving this level are called generalists. Health problemsencountered, medical and non-medical facilities available are usually simple.
 Secondary care: personnel serving this level are called specialists; healthproblems encountered, medical and nonmedical facilities available are morecomplex.
 Tertiary care: personnel serving this level are called subspecialists; healthproblems encountered, medical and nonmedical facilities available are the mostcomplex and sophisticated.The emphasis put on primary level of care is justified from the point of view of cost-effectiveness and feasibility of implementation. Many ill-health conditions can actuallybe prevented at this level by implementing primary prevention and promotionmeasures before they manifest or progress to a higher degree of illness. This is also thefocus of public health, where the emphasis of intervention is the community, as opposedto medical care, which deals more with curative and rehabilitative aspects of health carewith the focus on individual and institutional care. Health promotion and diseasecontrol, either through immunization or case treatment, are best implemented at theprimary level of care. For example, evidence is accumulating for treatment ofpneumonia in children with antibiotics: the result achieved in treating them in hospital
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is almost the same as treatment at home. Currently, more and more countries areexamining the possibilities of lowering the level of care to reduce cost withoutcompromising quality and safety of care.

From an “Approach” Perspective: Primary Health Care is an approach to healthdevelopment. The Primary Health Care concept refers to implementation of a totalhealth development strategy with emphasis on developing primary care as the firstlevel of care of a continuum of care. The application of the Primary Health Care conceptin total health development requires an integrated and comprehensive approach.It implies the use of the four approaches described below in an integrated manner.While more resources and efforts should be focused on provision of essential or basichealth care at the first point of contact with the health system, development of varioussophisticated hospitals as referral facilities should also receive appropriate attention inprogram planning.
The Four Approaches/ Principles/ Strategies Arise from the Concept of Primary
Health Care, Namely:
1). Universal Accessibility and Coverage: Primary Health Care strives to ensureuniversal accessibility and coverage. This translates into the task of fulfilling needs of
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the vulnerable and the marginalized suchas women and children as well as thoseliving in remote areas and the poor. Thisprinciple also implies that equity or socialjustice be upheld while trying to cover thewhole population.
2). Community and Individual
Involvement and Self-Reliance: Healthshould not be the sole responsibility of thegovernment. Each individual and thecommunity should be held responsible aswell by involving them from the planningstage down to the implementation andmonitoring and evaluation of healthprogrammes. By so doing the sense ofownership will be promoted thateventually ensures sustainability of thehealth programme. Evidences areaccumulating that communityempowerment and advocating self-reliance will further sustain the healthprogrammes
3). Intersect Oral Action for Health: Thecauses of ill-health are twofold, namelyhealth risk and health determinants.Health risks emerge from people’slifestyles, such as use of tobacco, alcoholconsumption, food consumption andphysical exercise. The determinants ofhealth cover a broad spectrum of factorsthat include social, educational, economic,gender, political, security and physicalenvironment, such as water andsanitation. These determinants arecertainly beyond the health domain toinfluence. The implication is thatsuccessful implementation of PrimaryHealth Care requires intersect oral action,as well as ability to coordinate with othersectors.Mainstreaming health is the manifestation of intersect oral action for health.One way of mainstreaming health is to advocate the importance of having HealthyPublic Policy or policies of other sectors that promote health. One such policy is makingall development projects subject to health impact assessments besides enforcement ofenvironmental impact assessment.

4). Appropriate Technology and Cost-Effectiveness: Right choice of technology (i.e.appropriate and cost effective technology) will ensure better efficiency of the healthsystem. Appropriate technology does not automatically translate into cheap and simpletechnology like ORS (oral rehydration salts), ITN (insecticide-treated nets) and

International actions following
Health for All, Primary Health Care

Approachflow chart:

Prince Mahidol Award Conference

Ottawa Charter

Jakarta Declaration

Health for all targets

Health 21

Bangkok Charter

7th Global Conference on Health
Promotion

8th   Global Conference on Health
Promotion

Millennium Development Goals -

Revitalize PHC

PHC Now and More than Ever

Sustainable Development Goal (SGDs)Source: author
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“kangaroo care” for pre-term infants.By using the Primary Health Care approach as ahealth development strategy, many developed/high income countries in North Americaand Western Europe are able to provide effective and efficient health services to thecommunity, through provision of accessible, affordable and quality family healthservices by family doctors as the first point of contact. At this point, services providedfollow the basic principles of family practice, which include -
 Continuous, comprehensive and integrated health services
 Commitment to the person rather than to a particular body of knowledge, groupof diseases or special techniques;
 Sees every contact with patients as an opportunity to provide prevention orhealth education;
 Emphasis on evidence-based medicine; and
 Sees him/herself as part of community-wide network of supportive and health-care agencies.In developing/low- and middle-income countries in Asia and Africa, the use of thePrimary Health Care approach as a health development strategy is manifest as theprovision of basic health services to the community through the establishment ofcommunity health centers/health posts in every village.

Prince Mahidol Award Conference:The Prince Mahidol Award Conference in 2008 reviewed the past and definedthe future of Primary Health Care, and revealed several obstacles and mistakes inimplementing Primary Health Care as follows:
 Financial resources become scarcer, due to unexpected and unprepared forworld-wide economic crises.
 Lack of community participation. Many countries fail to maximize and mobilizethe energies and ambitions of locals, civil officers, NGOs and the private sectors.
 High expectation from people for better health care and quick results withvarious choices.
 Shortage of human resources especially trained and motivated health workerswho are willing to work at primary care level.
 Emergence and re-emergence of infectious and preventable diseases andincreased pace of spread of serious and unusual disease events. This has resultedin the implementation of more selective Primary Health Care that will not solvemost of the health problems.
 Health services have become market- and profit-oriented. Moreover, corruptionoccurs at many levels of the health sector, making matters worse.
 The growing world population has made consumption of food, drugs andfundamental resources increase. People are moving more than ever, seekinggreener pastures for survival, wealth or tourism, and giving us greaterconnectivity. The more interconnected world leads to the rapid spread ofepidemic and pandemic diseases. Universalizing of certain food tastes could leadto greater breeding and slaughter of food animals which could lead to greaterdanger from animal related diseases. Public health events in one location/regionmay be a threat to others.
 Mental health problems, stress and dysfunctional families are all on the increase.
 Inequity due to differences in economic growth and geographical challenges.Two-thirds of the vision impaired people in the high-income countries who arenot yet blind have cataract surgery whereas a much greater number of blindpeople in the developing world have no access to such basic remedies.
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Most countries in South-East Asia were turning to community participation as a part ofthe action needed to reinvigorate the Primary Health Care strategy. In India, communityparticipation was being encouraged for the procurement of medical equipment forhospitals, and cost-sharing schemes have been introduced for the maintenance of healthfacilities. In Indonesia, dominant community participations were lead by the women’swelfare movement. For improving drug accessibility and affordability, community cost-sharing schemes were implemented in Indonesia, Myanmar, Nepal and Thailand.
Ottawa Chatter:It has long been recognised that socially, economically and environmentally themaintenance of health has benefits over the correction of ill-health.  However, within so-called "Western" approaches to medicine, these two activities have developedsomewhat independently of each other - the former into socio-environmental "PublicHealth" and the latter into technocratic "medicine".  Crudely, public health hasconcentrated on the "public good" aspects of health, and "medicine" has concentratedon the "private good" aspects of health.  By the mid 1970's is was becoming increasinglyrecognised internationally that "medicine" had begun to reach the level of diminishingreturns for both financial and technical reasons in technically advanced nations. Adecade later the first UN WHO conference on health promotion was given the task ofdeveloping a framework which would be applicable internationally to the promotion ofhealth as defined at Alma Ata, it drew on:
 The experience of public health and the role of government (in its broadestsense);
 The role of education and the development of personal skills;
 The "medical model" and the impact of appropriate services;
 Psychology and sociology in terms of the need for individuals and communitiesto feel supported in their endeavours;
 Community development in terms of the impact of energy released whenindividuals and communities feel that they have a degree of influence and controlover their lives. Philosophically the conferenceasserted that no single person orinstitution "owns" either theproblem or the solution, rather itis own collectively.  Similarly theresponsibility for the problemand the solutions is sharedthroughout the community.  Italso took a behavioural systemsapproach - there is an interactionbetween the individual and theenvironment.  The healthybehaviour of an individual isshaped by his or herenvironment, and whosebehaviour in turn shapes ahealthy environment.The Ottawa Conferenceproduced a framework which isuseful both as a tool for analysis
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and as a guide to action and evaluation.  Crucially in this case it helps to categorise thekinds of initiatives necessary for individual behaviour change in those areas where thegain is neither immediate not necessarily apparent.The basic strategies for health promotionwere prioritized as:
 Advocate: Health is a resource for social and developmental means, thus thedimensions that affect these factors must be changed to encourage health.
 Enable: Health equity must be reached where individuals must becomeempowered to control the determinants that affect their health, such that theyare able to reach the highest attainable quality of life.
 Mediate: Health promotion cannot be achieved by the health sector alone; ratherits success will depend on the collaboration of all sectors of government (social,economic, etc.) as well as independent organizations (media, industry, etc.).

The Framework: This is the framework as finalised by the WHO: - Five action areas forhealth promotion were identified in the charter
 Building Healthy Public Policy:Policy and legislation must be consistent in itspromotion of health.  Therefore policy makers and legislators at all levels shouldbe aware of and accept their responsibilities towards promoting healthybehaviour.  Policy making and legislative processes must identify the barriers tohealthy behaviour and seek to reduce them.  This requires co-ordination andjoint action in the areas of legislation, fiscal measures, taxation, and organisation.
 CreatingSupportive Environments:There is a complex interaction between anindividual and their social and physical environment.  These social and physicalenvironments must support healthy behaviour and the endeavours of individualsto adopt and maintain healthy behaviours.  These social and physicalenvironments include the built environment, the work social and physicalenvironment, the non-work social and physical environment, economic factors,the support of peers and the support of those who are not peers.
 StrengtheningCommunity Action: At the heart of this state is the process bywhich communities (social and physical) gain ownership and control over theircollective endeavours and destinies.  Community development draws on existinghuman and material resources in the community to enhance self-help and socialsupport and to develop flexible systems for strengthening public participationand direction of health matters be they setting priorities, making decisions,planning strategies and delivering services.
 Developing Personal Skills: Health is promoted by the development ofappropriate skills for behaviour change and maintenance.  The processes of skilldevelopment need to take into account the social and other factors which affectthe development of skills and recognise that skill development occurs in avariety of different settings and institutions.
 Re-Orienting Health Care Services Toward Prevention of Illness and

Promotion of Health: Appropriate health services are those which contribute tothe pursuit of health.  They include services which lie outside of those normallyconsidered as being part of the health sector.  "Appropriate" means that theyrespect the cultural, social, physical and economic experiences of individuals andgroups of individuals.  The responsibility for appropriate health services isshared between all those providing a service which can affect a person or acommunity's health.
Implementing the Framework:There two interesting things about the framework:-
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 Once the overall goal is set, then the co-ordination required to implement theframework is minimal.  Once an organisation has bought into the overall goal andthe framework, it is up to them what their particular contribution is and howthey do it.  It doesn’t really matter that all organisations might do thingsdifferently, or that they do only one bit of it as long as they stick to theframework an overall pattern will emerge.
 It applies to whatever level of system you use it at.  For instance, you can seethings at a national level (eg policy = legislation); or a regional level.  You can seethings at an individual organisational level (eg an individual workplace will havepolicies and rules, it has a culture, it has particular services that it provides etc)

Jakarta Declaration in 1997:The Jakarta Declaration on Leading Health Promotion into the 21st Century isthe name of an international agreement that was signed at the World HealthOrganization's 1997 Fourth International Conference on Health Promotion held inJakarta.[1] The declaration reiterated the importance of the agreements made in theOttawa Charter for Health Promotion, and added emphasis to certain aspects of healthpromotion.The Jakarta Declaration included the following five "priorities for healthpromotion in the 21st century".
 "Promote social responsibility for health"
 "Increase investments for health development"
 "Consolidate and expand partnerships for health"
 "Increase community capacity and empower the individual"
 "Secure an infrastructure for health promotion"The declaration recognizes that
 Participation is necessary for change.
 Health literacy is essential for participation - emphasizes the need for access toeducation and information and hence, the empowerment of individuals andcommunities.
 Combinations of five strategies for health promotion -- "build healthy publicpolicy", "create supportive environments", "strengthen community action","develop personal skills", and "reorient health services"—are more effective than"single-track approaches".

Health for allTargets in 1997:Halfdan Mahler, Director General (1973-1983) of the WHO, defined Health ForAll in 1981, as Health For All means that health is to be brought within reach ofeveryone in a given country. And by "health" is meant a personal state of wellbeing, notjust the availability of health services – a state of health that enables a person to lead asocially and economically productive life. Health For All implies the removal of theobstacles to health – that is to say, the elimination of malnutrition, ignorance,contaminated drinking water and unhygienic housing – quite as much as it does thesolution of purely medical problems such as a lack of doctors, hospital beds, drugs andvaccines. It provides -
 Health for All means that health should be regarded as an objective of economicdevelopment and not merely as one of the means of attaining it.
 Healthfor All demands, ultimately, literacy for all. Until this becomes reality itdemands at least the beginning of an understanding of what health means forevery individual.
 Health for All depends on continued progress in medical care and public health.The health services must be accessible to all through primary health care, in
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which basic medical help is available in every village, backed up by referralservices to more specialized care.
 Health for All is thus a holistic concept calling for efforts in agriculture, industry,education, housing, and communications, just as much as in medicine and publichealth. Medical care alone cannot bring health to in hovels. Health for suchpeople requires a whole new way of life and fresh opportunities to providethemselves with a higher standard of living.The adoption of Health for All by government implies a commitment to promote theadvancement of all citizens on a broad front of development and a resolution toencourage the individual citizen to achieve a higher quality of life. The rate of progresswill depend on the political will. The World Health Assembly believes that, given a highdegree of determination, Health for All could be attained by the year 2000. That targetdate is a challenge to all WHO's Member States. The basis of the Health for All strategy isprimary health care.

Health 21 in 1999:Health21 is the name given to the World Health Organization (WHO) EuropeanRegion policy framework derived from the "health-for-all policy for the twenty-firstcentury" passed by the World Health Assembly in 1998. The framework was called"Health 21" not only because it dealt with health in the 21st century, but also because itlaid out 21 "targets" for improving the health of Europeans.The Health 21 targets were:"Solidarity for health in the European Region," or "closing the health gap betweencountries"
 "Equity in health," or "closing the health gap within countries"
 "Healthy start in life," for example "policies should... create a supportive family,with wanted children and good parenthood capacity"
 "Health of young people," that is, "young people in the region should be healthierand better able to fulfil their roles in society"
 "Healthy aging" as reflected in increases in life expectancy, disability-free lifeexpectancy, and the proportion of older people who are healthy and at home
 "Improving mental health"
 "Reducing communicable diseases"
 "Reducing non-communicable diseases"
 "Reducing injury from violence and accidents"
 "A healthy and safe physical environment"
 "Healthier living" such as "healthier behavior in such fields as nutrition, physicalactivity and sexuality" and "increase in the availability, affordability andaccessibility of safe and healthy food"
 "Reducing harm from alcohol, drugs and tobacco"
 "Settings for health," specifically, "people in the region should have greateropportunities to live in healthy physical and social environments at home, atschool, at the workplace and in the local community"
 "Multi-sectoral responsibility for health"
 "An integrated health sector" with "better access to family- and community-oriented primary health care, supported by a flexible and responsive hospitalsystem"
 "Managing for quality of care" by focusing on outcomes
 "Funding health services and allocating resources," calling for "sustainablefinancing and resource allocation mechanisms for health care systems based on
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the principles of equal access, cost–effectiveness, solidarity, and optimumquality"
 "Developing human resources for health" to ensure that health professional andothers "have acquired appropriate knowledge, attitudes and skills to protect andpromote health"
 "Research and knowledge for health": "health research, information andcommunication systems" should "better support the acquisition, effectiveutilization, and dissemination of knowledge"
 "Mobilizing partners for health," including governments, professionals,nongovernmental organizations, the private sector, and individual citizens
 "Policies and strategies for health for all" at "country, regional and local levels"

Bangkok Charter in 2005:The Bangkok Charter for Health Promotion in a Globalized World is the name ofan international agreement reached among participants of the 6th Global Conference onHealth Promotion held in Bangkok, agreement reached among participants of the 6thGlobal Conference on Health Promotion held in Bangkok, Thailand in August 2005,convened by the World Health Organization. It identifies actions, commitments andpledges required to address the determinants of health in a globalized world throughhealth promotion.The Bangkok Charter recognizes:
 The health inequality between developed and developing nations
 The changing trend of communication and consumption in a globalized world
 Urbanization
 Global environmental change
 CommercializationFive key areas of action for a healthier world:
 Partner and build alliances with private, non-private, non-governmental orinternational organizations to create sustainable actions
 Invest in sustainable policies, actions and infrastructure to address thedeterminants of health
 Build capacity for policy development, health promotion practice and healthliteracy
 Regulate and legislate to ensure a high level of protection from harm andenable equal opportunity for health and well being
 Advocate health based on human rights and solidarity

7th Global Conference on Health Promotion 2009:7th Global Conference on Health Promotion organized by WHO and KenyaMinistry of Public Health will be held in Nairobi, 26-30 October 2009. Over the periodfrom the Ottawa Conference through the six global conferences to Bangkok, a large bodyof evidence and experience has accumulated about the importance of health promotionas an integrative, cost-effective strategy, and as an essential component of healthsystems primed to respond adequately to emerging concerns. Thematic tracks at theconference were -
 Track 1: Community empowerment
 Track 2: Health literacy and health behavior
 Track 3: Strengthening health systems
 Track 4: Partnerships and intersectoral action
 Track 5: Building capacity for health promotion
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The Nairobi Global Conference on Health Promotion, Kenya, October 2009, closed withthe adoption and declaration of the Nairobi Call to Action which reflected the collectiveviews of over 600 international participants from more than 100 countries.

8th Global Conference on Health Promotion 2013:This conference was co-hosted by WHO and the Ministry of Social Affairs andHealth, Finland. The main theme of the conference was “Health in All Policies” (HiAP)and its focus was on implementation, the “how-to”. It was structured around six themes.Building on our heritage, looking to our future: The 8th Global Conference on HealthPromotion was held in Helsinki, Finland from 10-14 June 2013. The meeting buildsupon a rich heritage of ideas, actions and evidence originally inspired by the Alma Ata
Declaration on Primary Health Care (1978) and the Ottawa Charter for Health Promotion(1986). These identified inter-sectoral action and healthy public policy as centralelements for the promotion of health, the achievement of health equity, and therealization of health as a human right. Subsequent WHO global health promotionconferencescemented key principles for health promotion action. These principles havebeen reinforced in the 2011 Rio Political Declaration on Social Determinants of Health,the 2011 Political Declaration of the UN High-level Meeting of the General Assembly onthe Prevention and Control of Noncommunicable Diseases, and the 2012 Rio+20outcome document (the Future We Want). They are also reflected in many other WHOframeworks, strategies and resolutions, and contribute to the formulation of the post-2015 development goals
Millennium Development Goals (MDG):In 2000 world leaders reached a consensus on a new movement, termedMillennium Development Goals (MDG), to be achieved by 2015. Five out of eight goalsare health-related. The World Health Organization sees the MDGs as milestones on theroad to HFA since they set clear goals and distinct targets compared with HFA.As avision, HFA does not need a concrete timeline as is the case of MDGs adopted by worldleaders in 2000. We can consider health MDGs as the mission or objective of HFA till2015, and simultaneously as proxy indicators to HFA.For health systems, commitmentto reach the health-related Millennium Development Goals has two main implications.First, delivery systems must do a better job of reaching the poor, who tend to live inremote rural areas and urban shantytowns. Second,schemes for financial protection
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must be in place to ensure that the costs of health care, especially catastrophic expensesdo not themselves cause poverty.Despite much progress revealed by many countries inimplementing PHC through their health systems, the following are some challenges thatneed to be addressed if we are to achieve health goals in general and health MDGs inparticular.
 Misinterpretations of the concept of Primary Health Care
 Inequity in health
 Escalating health-care cost
 Trade agreements
 Interdependence of the world
 Inadequate performance or low efficiency of the health system
 Need for more research
 Financing the health system
 Need for integrated services
 Public—Private Partnership
 Climate changeRevised MDG monitoring framework including new targets and indicators, as noted bythe 62ndGeneral Assembly, and new numbering, as recommended by the Inter-agencyand Expert Group on MDG Indicators at its 12thmeeting, 14 November 2007. Allindicators should be disaggregated by sex and urban/rural as far as possible. Healthrelated MDGs are–

Goal 1: Eradicate Poverty and Hunger
Target 1.C: Halve, between 1990 and 2015, the proportion of people who suffer fromhunger.
Goal 4: Reduce Child Mortality
Target 4.A: Reduce by two-thirds, between 1990 and 2015, the under-five mortalityrate.
Goal 5: Improve Maternal Health
Target 5.A: Reduce by three quarters, between 1990 and 2015, the maternal mortalityratio.
Target 5.B: Achieve, by 2015, universal access to reproductive health.
Goal 6: Combat HIV/AIDS, Malaria and Other Diseases
Target 6.A: Have halted by 2015 and begun to reverse the spread of HIV/AIDS.
Target 6.B: Achieve, by 2010, universal access to treatment for HIV/AIDS for all thosewho need it
Target 6.C: Have halted by 2015 and begun to reverse the incidence of malaria andother major diseases.
Goal 7: Ensure Environmental Sustainability
Target 7.C: Halve, by 2015, the proportion of people without sustainable access to safedrinking water and basic sanitation.
Goal 8: Develop a Global Partnership for Development
Target 8.E: In cooperation with pharmaceutical companies, provide access toaffordable essential drugs in developing countries.
Revitalize PHC:The Health for All (HFA) movement was part of the Alma AtaDeclaration on Primary Health Care (PHC) in 1978. Thirty years after PHC was adoptedas an approach to operationalize health systems, we observe different perceptions ofPHC that sometimes yield unfavorable health outcomes. Now it is very timely torevitalize PHC in light of the changing disease burden, globalization, trade agreements,social determinants of health, climate change, etc.
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Since Health for All emphasizes the highest possible level of health, each countrywill have different health targets, which depend on the current status of health, theirsocial and economic condition. Therefore, the Primary Health Care activities that needto be implemented in order to achieve the Health for All goals will vary from country tocountry. In the current context, HFA can be defined as:“a stage of health developmentwhereby everyone has access to quality health care or practice self-care protected byfinancial security so that no individual or family is experiencing catastrophicexpenditure that may bring about impoverishment”.
Health Systems Using the PHC Approach:A health system consists of all organizations, people and actionswhoseprimaryintent is to promote, restore or maintain health. This includes efforts to influencedeterminants of health as well as more direct health-improving activities. A healthsystem is therefore more than the pyramid of publicly owned facilities that deliverpersonal health services.Health system of some sort have existed as long as people havetried to protect their health and treat disease, but organized health systems are barely100 years old, even in industrialized countries. They are political and social institutions.Many reforms have taken place, shaped by national and international values and goals.PHC as articulated in the Alma-Ata Declaration of 1978 was a first attempt to unifythinking about health within a single policy framework.Countries seeking to prescribe essential health care as prescribed by the Alma-Ata Declaration were faced with two difficult options:
 Focus publicspending on interventions that are both cost-effective and possesspublic goods characteristics, and
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 Boost financing through applying user’s fees. While many governments started tolevy fees, the poor were deterred from receiving treatment. Limited incomeyielded from user’s fees has prompted many governments to focus on singledisease programmes/selective PHC, which further exclude the poor from gettingproper care.As the crisis in many countries deepened in the 1990s, so many governments looked tothe wider environment for new solutions. Infused with ideas from market-basedreforms in Europe’s public services and with new experiences emerging fromtransitional economies, health sector reform focused on improving efficiency.Finally, they arrived at the conclusion that running the health system on $10 percapita or less is not viable. The Commission on Macroeconomics and Health in 2001came up with a more acceptable proposition i.e. $34 for delivering only essential healthcare. Health systems are highly context-specific; there is no single set of best practicesthat can be put forward as a model for improved performance. The Pan AmericanHealth Organization (PAHO)/WHO Regional Office of the Americas defines HealthSystem using PHC approaches as follows:

 A PHC-based health system is composed of a core set of functional and structuralelements/building blocks that guarantee universal coverage and access toservices that are acceptable to the population and that are equityenhancing.
 It provides integrated and appropriate care over time; emphasizes healthpromotion and prevention; and assures first contact care.
 Families and community are its basis for planning and action.
 It requires a sound legal, institutional and organizational foundation as well asadequate and sustainable human, financial and technological resources.
 It employs optimal organizational and management practices at all levels toachieve quality, efficiency and effectiveness and develops active mechanisms tomaximize individual and collective participation in health.
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 It develops intersect oral actions to address determinants of health and equity.
 In 2007, based on the functions defined in the World Health Report 2000, sixbuilding blocks of the health system were identified:
 Service delivery;
 Health workforce;
 Information;
 Medical products, vaccine and technologies;
 Financing; and
 Leadership and governance (stewardship).

PHC Now and More Than Ever:Year2007 marks both the 60th birthday of WHO and the 30th anniversary of theDeclaration of Alma-Ata on Primary Health Care. While our global health context haschanged remarkably over six decades, the values that lie at the core of the WHOConstitution and those that informed the Alma-Ata Declaration have been tested andremain true. Yet, despite enormous progress in health globally, our collective failures todeliver in line with these values are painfully obvious and deserve our greatestattention. lie ahead, and identify major avenues for health systems to narrow theintolerable gaps between aspiration and implementation. These avenues are defined inthe Report as four sets of reforms that reflect a convergence between the values ofprimary health care, the expectations of citizens and the common health performancechallenges that cut across all contexts. They include:
 Universal coverage reforms that ensure  health systems contribute to healthequity, social justice and the end of exclusion, primarily by moving towardsuniversal access and social health protection;
 Service delivery reforms that re-organize health services around people’s needsand expectations, so as to make them more socially relevant and moreresponsive to the changing world, while producing better outcomes;
 Public policy reforms that secure healthier communities, by integrating publichealth actions with primary care, by pursuing healthy public policies acrosssectors and by strengthening national and transnational public healthinterventions; and
 Leadership reforms that replace disproportionate reliance on command andcontrol on one hand, and laissez-faire disengagement of the state on the other, bythe inclusive, participatory, negotiation-based leadership indicated by thecomplexity of contemporary health systems.While universally applicable, these reforms do not constitute a blueprint or a manifestofor action. The details required to give them life in each country must be driven byspecific conditions and contexts, drawing on the best available evidence. Nevertheless,there are no reasons why any country −	 rich	 or	 poor	 −	 should	 wait	 to	 begin	 moving	forward with these reforms. As the last three decades have demonstrated, substantialprogress is possible.Doing better in the next 30 years means that we need to invest now in our abilityto bring actual performance in line with our aspirations, expectations and the rapidlychanging realities of our interdependent health world. United by the common challengeof primary health care, the time is ripe, now more than ever, to foster joint learning andsharing across nations to chart the most direct course towards health for all.The Sustainable Development Goals (SDGs), officially known as transforming ourworld: the 2030 Agenda for Sustainable Development. On 19 July 2014, the UN GeneralAssembly's Open Working Group on Sustainable Development Goals (SDGs) forwarded
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a proposal for the SDGs to the Assembly. Agreed by the 193 Member States of the UN,the new agenda, Transforming Our World: 2030 Agenda for Sustainable Development,consists of a Declaration, 17 Sustainable Development Goals and 169 targets. The 2030Agenda for Sustainable Development, are an intergovernmental set of aspiration Goalswith 169 targets. The Goals are contained in paragraph 54 United Nations ResolutionA/RES/70/1 of 25 September 2015.

Health-Related Sustainable Development Goals Targets:
Goal 1. End Poverty in all its Forms Everywhere:
 Implement nationally appropriate social protection systems and measures forall, including floors, and by 2030 achieve substantial coverage of the poor andthe vulnerable.
 By 2030, build the resilience of the poor and those in vulnerable situations andreduce their exposure and vulnerability to climate-related extreme events andother economic, social and environmental shocks and disasters

Goal 2. End Hunger, Achieve Food Security and Improved Nutrition and Promote
Sustainable Agriculture:
 Ensure access by all people, in particular the poor and people in vulnerablesituations, including infants, to safe, nutritious and sufficient food all year round.
 By 2030, end all forms of malnutrition, including achieving, by 2025, theinternationally agreed targets on stunting and wasting in children under 5 yearsof age, and address the nutritional needs of adolescent girls, pregnant andlactating women and older persons.

Goal 3. Ensure Healthy Lives and Promote Well-Being for all at all Ages:
 By 2030, reduce the global maternal mortality ratio to less than 70 per 100,000live births.
 By 2030, end preventable deaths of newborns and children under 5 years of age,with all countries aiming to reduce neonatal mortality to at least as low as 12 per
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1,000 live births and under-5 mortality to at least as low as 25 per 1,000 livebirths
 By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropicaldiseases and combat hepatitis, water-borne diseases and other communicablediseases.

 By 2030, reduce by one third premature mortality from non-communicablediseases through prevention and treatment and promote mental health and well-being.
 Strengthen the prevention and treatment of substance abuse, including narcoticdrug abuse and harmful use of alcohol.
 By 2020, halve the number of global deaths and injuries from road trafficaccidents.
 By 2030, ensure universal access to sexual and reproductive health-careservices, including for family planning, information and education, and theintegration of reproductive health into national strategies and programmes.
 Achieve universal health coverage, including financial risk protection, access toquality essential health-care services and access to safe, effective, quality andaffordable essential medicines and vaccines for all.
 By 2030, substantially reduce the number of deaths and illnesses fromhazardous chemicals and air, water and soil pollution and contamination.
 Strengthen the implementation of the World Health Organization FrameworkConvention on Tobacco Control in all countries, as appropriate.
 Support the research and development of vaccines and medicines for thecommunicable and no communicable diseases that primarily affect developingcountries, provide access to affordable essential medicines and vaccines, inaccordance with the Doha Declaration on the TRIPS Agreement and PublicHealth, which affirms the right of developing countries to use to the full theprovisions in the Agreement on Trade Related Aspects of Intellectual Property
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Rights regarding flexibilities to protect public health, and, in particular, provideaccess to medicines for all.
 Substantially increase health financing and the recruitment, development,training and retention of the health workforce in developing countries, especiallyin least developed countries and Small Island developing States.
 Strengthen the capacity of all countries, in particular developing countries, forearly warning, risk reduction and management of national and global healthrisks.

Goal 4. Ensure Inclusive and Equitable Quality Education and Promote Lifelong
Learning Opportunities for all:
 By 2030, eliminate gender disparities in education and ensure equal access to alllevels of education and vocational training for the vulnerable, including personswith disabilities, indigenous peoples and children in vulnerable situations.
 Build and upgrade education facilities that are child, disability and gendersensitive and provide safe, nonviolent, inclusive and effective learningenvironments for all.

Goal 5. Achieve Gender Equality and Empower all Women and Girls:
 Eliminate all forms of violence against all women and girls in the public andprivate spheres, including trafficking and sexual and other types of exploitation.
 Eliminate all harmful practices, such as child, early and forced marriage andfemale genital mutilation.
 Ensure universal access to sexual and reproductive health and reproductiverights as agreed in accordance with the Programme of Action of the InternationalConference on Population and Development and the Beijing Platform for Actionand the outcome documents of their review conferences.

Goal 6. Ensure Availability and Sustainable Management of Water and Sanitation
for all:
 By 2030, achieve universal and equitable access to safe and affordable drinkingwater for all.
 By 2030, achieve access to adequate and equitable sanitation and hygiene for alland end open defecation, paying special attention to the needs of women andgirls and those in vulnerable situations.

Goal 7. Ensure Access to Affordable, Reliable, Sustainable and Modern Energy for
all:
 By 2030, ensure universal access to affordable, reliable and modern energyservices.

Goal 8. Promote Sustained, Inclusive and Sustainable Economic Growth, Full and
Productive Employment and Decent Work for all:
 By 2030, achieve full and productive employment and decent work for allwomen and men, including for young people and persons with disabilities, andequal pay for work of equal value.
 Take immediate and effective measures to eradicate forced labour, end modernslavery and human trafficking and secure the prohibition and elimination of theworst forms of child labour, including recruitment and use of child soldiers, andby 2025 end child labour in all its forms.
 Protect labour rights and promote safe and secure working environments for allworkers, including migrant workers, in particular women migrants, and those inprecarious employment.
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Goal 10. Reduce Inequality Within and Among Countries:
 By 2030, empower and promote the social, economic and political inclusion ofall, irrespective of age, sex, disability, race, ethnicity, origin, religion or economicor other status.
 Facilitate orderly, safe, regular and responsible migration and mobility of people,including through the implementation of planned and well-managed migrationpolicies.

Goal 11. Make Cities and Human Settlements Inclusive, Safe, Resilient and
Sustainable:
 By 2030, ensure access for all to adequate, safe and affordable housing and basicservices and upgrade slums.
 By 2030, provide access to safe, affordable, accessible and sustainable transportsystems for all, improving road safety, notably by expanding public transport,with special attention to the needs of those in vulnerable situations, women,children, persons with disabilities and older persons.
 By 2030, significantly reduce the number of deaths and the number of peopleaffected and substantially decrease the direct economic losses relative to globalgross domestic product caused by disasters, including water-related disasters,with a focus on protecting the poor and people in vulnerable situations.
 By 2030, provide universal access to safe, inclusive and accessible, green andpublic spaces, in particular for women and children, older persons and personswith disabilities.
 By 2020, substantially increase the number of cities and human settlementsadopting and implementing integrated policies and plans towards inclusion,resource efficiency, mitigation and adaptation to climate change, resilience todisasters, and develop and implement, in line with the Sendai Framework forDisaster Risk Reduction 2015-2030, holistic disaster risk management at alllevels.

Goal 12. Ensure Sustainable Consumption and Production Patterns:
 By 2020, achieve the environmentally sound management of chemicals and allwastes throughout their life cycle, in accordance with agreed internationalframeworks, and significantly reduce their release to air, water and soil in orderto minimize their adverse impacts on human health and the environment.

Goal 13. Take Urgent Action to Combat Climate Change and its Impacts:
 Improve education, awareness-raising and human and institutional capacity onclimate change mitigation, adaptation, impact reduction and early warning.

Goal 16. Promote Peaceful and Inclusive Societies for Sustainable Development,
Provide Access to Justice for all and Build Effective, Accountable and Inclusive
Institutions at all Levels:
 End abuse, exploitation, trafficking and all forms of violence against and tortureof children.
 By 2030, provide legal identity for all, including birth registration.

Goal 17. Strengthen the Means of Implementation and Revitalize the Global
Partnership for Sustainable Development:
 By 2020, enhance capacity-building support to developing countries, includingfor least developed countries and small island developing States, to increasesignificantly the availability of high-quality, timely and reliable datadisaggregated by income, gender, age, race, ethnicity, migratory status, disability,geographic location and other characteristics relevant in national contexts.
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Economists' Declaration on Universal Health Coverage:Ahead of the September 2015 UN General Assembly, economists from 44countries issued a joint declaration calling on world leaders to prioritize investments inhealth. Led by Lawrence Summers, this Economists' Declaration on Universal HealthCoverage was published in The Lancet, with 267 signatories, including five NobelLaureates and a diverse group of renowned economic thinkers.
Global Health 2035 at the United Nations:CIH Commissioners have presented the findings of the Global Health 2035 reportin various forums at the United Nations. In Jan 2014, a full panel of Commissionersparticipated in a high-level briefing at UN Headquarters titled, Towards a GrandConvergence in Global Health: What Convergence Means for Health after 2015. InSeptember 2014, Kenyan President Uhuru Kenyatta hosted the "Domestic Financing forHealth: Invest to Save" event at the United Nations General Assembly in New York.Commissioners Lawrence Summers and Agnes Binagwaho presented evidence fromGlobal Health 2035 and made the case that increased domestic financing of health willnot only lead to better health outcomes, but also economic gains. In February 2015,Commissioner Gavin Yamey presented at UN World Women's Health and DevelopmentForumon Global Health 2035 and global policy-making for women's health.As the world reviews healthcare services beyond 2000, work continues onreducing health inequities for poor people. Concern is being expressed that peopleliving in absolute poverty still do not have access to basic services or a healthyenvironment. As economic development improves the incomes and standards of livingin many developing countries, an increasing gap is opening up between the rich and thepoor and this is associated with inequitable access to healthcare services. There are nowcalls to give "voice" to the poor so they have a greater say in how healthcare services aredelivered. But, then, isn't this PHC?Further, as we reflect on recent world events, surely we must address theunderlying causes. If funds were expended on the provision of an equitable andcomprehensive PHC system and the relief of the massive debt burden, this would be amajor step in addressing the prevailing sense of frustration in resource-poor countries.It is time to put political and economic ideology aside and determine the methodologythat will yield the greatest gains and provide access to even the most basic of servicesfor All People beyond the Year 2015 and or 2030.
Conclusion:Health is a major concern for each people of the world. We invest on our healthevery day like taken balance food, life style modification so on. After implementations ofso many initiative worldwide health status is improving but out of so many success tillsome under developed, developing countries and hard to reach areas  are left behind. Sothis is the high time to work rigorously for work on it, decries inequality, increase workarea, make a strong link from Centre to root level, increasers capacity and skill.Following this sequentially every life, every citizen will become as asset for theircountry not a burden.
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