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1. The Programme Committee noted that the draft report on the evaluation of the Strategy 
for Health for All by the Year 2000, Seventh Report on the World Health Situation (document 
EB77/PC/WP/3) had been prepared on the basis of the first evaluation of the Strategy, in 
accordance with resolution WHA36.35 of the Thirty-sixth World Health Assembly. The Report 
was derived principally from the synthesis of six regional evaluation reports, but where 
necessary information from other sources had been used to complement the analysis. The 
Report provided an overall review of health development and health status and trends in the 
six WHO regions• It was noted that detailed country and regional reviews were included in 
the individual regional reports which complemented this global review. 

2. By the end of August 1985, 139 Member States had responded• The Committee took note of 
the dramatic increase in the response rate from the European Region (97%) as compared to the 
first monitoring in 1983, as well as of the low response (56%) from the Region of the 
Americas• It suggested that efforts should be made to follow up and, as appropriate, provide 
support to the Member States which had not responded. 

3. The Committee underlined the importance of monitoring and evaluation as an integral part 
of the national managerial process and stressed that the full value of the evaluation would 
be realized only if the Member States used this as a tool for reviewing the key issues 
affecting the implementation of their strategies and for taking the necessary actions to 
resolve them* It was noted that the Common Framework and Format had facilitated the 
evaluation and was found useful and relevant by most Member States, although a few still 
seemed to regard it as a "WHO questionnaire". 

4. It was noted that some countries had experienced difficulties in generating and using 
data for some of the indicators. The Committee reflected on the persisting deficiencies in 
the information support mechanisms to back the managerial process and stressed the need for 
concerted action by the Member States in this regard. It also expressed the need for a 
review of the global indicators, including the possibility of combining some of them. The 
Committee felt that further development of indicators to assess quality of life, satisfaction 
of basic minimum needs and identification of disadvantaged and underserved population groups 
would be of value to countries in guiding their national actions to achieve social equity. 

5_ The Committee recognized that the Report could be a useful tool to sensitize and inform 
policy-makers, technical and managerial decision-makers as well as the media and the public 
regarding the health-for-all goals• The Report was an analysis of the present situation; 
its full value as part of a dynamic process would be realized only when the next monitoring 
of the Strategy was carried out. The Report would thus come to give a true account of the 
status of the implementation of the Strategy and reflect both the positive progress as well 
as the lack of progress• It should clearly bring out issues which were considered 
fundamental to the achievement of social equity and health for all by the year 2000, The 
Committee however also felt that the evaluation should be forward-looking and not just dwell 
on evaluating past performance. It could pinpoint clear future challenges for health leaders 
and form a sound basis for achieving a collective understanding about future actions. 



6. The Committee made a number of suggestions concerning the structure and presentation of 
the Report• It was felt that a summary at the end of each chapter highlighting the principal 
findings and issues would facilitate its reading and analysis. It also suggested the 
inclusion of an annex summarizing the overall progress (or lack of progress) in each of the 
key components of the Strategy, if feasible, by country and by regions. 

7. The Committee analysed the Report in depth, chapter by chapter and made a number of 
observations, comments and suggestions for sharpening or further elaboration of the 
analysis• The principal comments of the Committee are summarized below. 

Chapter I 

8 . Some members of the Committee expressed the need to delete or modify comments on 
potentially sensitive or controversial issues such as political climate and military 
expenditures or on issues which did not appear particularly relevant to the evaluation, 
e.g. world population distribution by WHO regions. A sharper analysis of economic trends was 
also suggested to show the growing disparities between the developed and the developing 
countries• 

Chapter II 

9 . The Committee members requested further emphasis on; 

(a) the relevance of education programmes for health professionals especially 

physicians and nurses; 

(b) the role of women and the family in health development； 

(c) mobilization of resources, emphasizing both the need to provide additional 
resources for the health sector and for a better distribution and use of resources 
within that sector; as well as investments in the water supply, sanitation and 
education sectors, which were important contributors to health; 

(d) the role of health education in schools; 

(e) promotion of health systems research and coordination of basic and applied research; 

(f) community involvement in health and community development. 

Chapter III 

10. The Committee noted that this chapter focused on mortality, morbidity and disability 
trends• It recommended that information on accidents (traffic, industry, home) as major 
causes of morbidity and disability in many countries should be added. The Committee also 
made a number of comments to sharpen the analysis contained in the Chapter. It observed that 
an analysis of trends in health status as well as of quality of life would have been more 
useful for assessing real progress or lack of progress. But the Committee recognized that 
such information was not available for all countries and thus a complete analysis was not 
feasible at this stage. 

11. The Committee discussed the pros and cons of the use of information from sources other 
than the national evaluation reports for this analysis. Some members felt that only the 
information provided in the national evaluation reports should be used, even if that revealed 
major gaps. Others agreed with the need to use information from other sources provided they 
were clearly indicated and the information was validated. The Committee realized that the 
latter was not always easy as sometimes different government sources provided contradictory 
information. 

12. The Committee, however, was mindful of the decision of the Thirty-sixth World Health 
Assembly to prepare the Seventh Report on the World Health Situation on the basis of the 
evaluation of the Strategy and thus of the need to prepare a single report• As the 
information support in all countries fully to evaluate the health-for-all Strategy was not 
yet available, it was necessary to use information from other sources to provide a more 
complete World Health Situation Report. 



13. The Committee felt that a start had been made in the right direction and that this 
Report was certainly better and more objective than previous reports, since it provided an 
important baseline against which future trends could be measured. 

Chapters IV and V 

14, Several members of the Committee suggested that these two chapters could be combined. 
They were considered as the most important part of the Report as they not only brought out 
the key issues in the implementation of the Strategy but also pointed to the future direction 
and challenges• It was recommended that a summary assessment of each of the global 
indicators could be incorporated in these chapters. 

15• The Committee noted that among the key issues affecting the implementation of the 

Strategy identified by the evaluation were; 

- c o n t i n u e d high illiteracy rates in many countries; 

一 low levels of community involvement, especially of women; 

- m a n a g e r i a l weakness of the health system, including lack of sufficient information to 
support the managerial process; 

- i n a d e q u a t e economic support for the health sector, as well as insufficient 

appreciation of economic implications of ill health. 

16. As far as challenges for the future were concerned, the Committee recognized that the 

following aspects would be crucial to the achievement of the objectives of the Strategy: 

- g r e a t e r political commitment towards social equity； 

-strengthening of the management of health systems based on primary health care, 
particularly the health information support mechanisms; 

- e f f e c t i v e intersectoral cooperation and coordination; 

- i n c r e a s e d commitment of professional health workers； 

- m o b i l i z i n g the community in health and development； 

- a p p r o p r i a t e use of research and health care technology; 

- e x a m i n i n g all feasible ways of financing the strengthening of the health sector. 

17• The Committee further stressed the importance of pursuing energetically the Health for 
All Leadership Development initiative so enthusiastically endorsed by the Thirty-eighth World 
Health Assembly to give an impetus to the Strategy. 

18. It was agreed that the Secretariat would revise the Report in line with the guidance of 
the Programme Committee for submission to the Executive Board in January 1986.1 In 
addition, the Secretariat would explore a number of alternative ways of presenting the 
information and messages in an imaginative, convincing manner to the Board and Health 
Assembly and, through various channels, to decision-makers, health providers and the wider 
public• It was suggested that consideration be given to publication of a separate, more 
popular version of the report on the Strategy for Health for All and the state of the world's 
health. 

i • 
After revision, the Report will be distributed separately as document EB77/13 Add.l 



WORLD HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

EXECUTIVE BOARD 

Seventy-seventh Session 

Provisional agenda item 11,1 

EB77/13 Add.l 

20 November 1985 

EVALUATION OF THE STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 

SEVENTH REPORT ON THE WORLD HEALTH SITUATION 

(DRAFT) 

The draft report on the evaluation of the Strategy for Health for 
All by the Year 2000, Seventh Report on the World Health Situation 
(EB77/PC/WP/3) was reviewed by the Programme Committee of the Executive 
Board at its meeting from 28—31 October 1985. Tl>e Committee made a 
number pf suggestions concerning the structure ^nd presentation of the 
report and for further elaboration of the analysis; these ave reflected 
in its separate reporjt (document EB77/13), In view of the limited time 
available only some of the comments and recommendations have been 
incorporated in the revised version of the dra^t report (attached). 
Others, especially those concerning structure and presentation, will be 
taken into account, along with those arising out of the Board's 
consideration of the present draft, when the report 1з finally revised 
for submission to the Thirty-ninth World Health A^^e^mbXy (May 1986). 



WORLD HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

EB77/13 Add.l 

20 November 1985 

EXECUTIVE BOARD 

Seventy-seventh Session 

Provisional agenda item 11,1 

EVALUATION OF THE STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 

SEVENTH REPORT ON THE WORLD HEALTH SITUATION 

(DRAFT) 

The Seventh Report on the World Health Situation, covering the 
period 1978-1984, has been prepared on the basis of the first 
evaluation of the Strategy for Health for All in accordance with 
resolution WHA36.35 of the Thirty-Sixth World Health Assembly, It is 
derived principally from the contributions of the Member States on the 
evaluation of their national strategies for the attainment of their 
goals. Where necessary, the Secretariat has made use of information 
from other sources, especially from programme reports and from 
documents of other organizations of the United Nations system. 

To assist the Member States in collecting and analysing relevant 
information for their strategies

 9
 a Common Framework and Format (CFF) 

was used. A total of 140 Member States (85.9%) responded. 
Indidividual country reports were received by regional offices, and 
regional evaluation reports were reviewed by the regional committees 
in September and October 1985. 

The global report has been prepared on the basis of the synthesis 
of six regional reports. It reviews the global socioeconomic and 
development trends and the related issues of equity and potential 
impact of these trends on health. Principal actions taken by 
governments to develop and implement their national strategies for 
health for all have been highlighted, together with the main obstacles 
encountered. The report also reviews the health status of the world

1

 s 
population, including major trends in mortality, morbidity and major 
diseases. 

The report analyses the overall results of the evaluation of the 
Strategy, including its effectiveness and impact, and attempts to 
single out the various factors contributing to successes or failures• 
Finally, it discusses principal issues and factors which could 
influence national, regional and global actions and have implications 
for any readjustment of the Strategy. 



CONTENTS 

Page 

Preface"^" 

Executive Summary 3 

Introduction 6 

Chapter 1. MAJOR SOCIOECONOMIC DEVELOPMENTS AFFECTING HEALTH STATUS 9 

General development 9 
Demographic trends •••••• 11 

Economic and social trends 19 
Intersectoral cooperation and thé health component in economic development schemes 25 

Chapter 2 . DEVELOPMENT OF HEALTH SYSTEMS • … “ … … 28 

Health policies and strategies 28 
Organization of health systems based on primary health care 30 

Health care •••••••••• • • • • • ” … … • •, ， • • • • • • • • • • • • • 33 
Managerial process 39 
Supporting legislation 41 
Community involvement 42 
Health manpower development 45 
Mobilization of resources • • • • 47 
Health research and technology é 50 
Intercountry cooperation • • • • • “••”•••••••• • • • • • • • • • • 52 
WHO cooperation /•••••••••,••••••••••••••、••••••••••• 54 

Chapter 3 . PATTERNS AND TRENDS IN HEALTH STATUS …•••••••••••• 59 

Patterns and trends in mortality, morbidity and disability 59 
Patterns and trends in health-related behaviour • 77 
Environmental factors 87 

Chapter A . ASSESSMENT OF ACHIEVEMENTS 95 

Progress and adequacy 95 

Effectiveness and impact of thé strategy 97 
Satisfaction with results 99 

Chapter 5. OUTLOOK FOR THE FUTURE 101 

1 To be added in the final report. 



EXECUTIVE SUMMARY 

1. The period 1978-1984 was the dawn of a new era for WHO and its Member States. It 
started with the International Conference on Primary Health Care in Alma-Ata (1978), a 
historic event attended by delegations from 134 governments and by representatives of 
67 organizations of the United Nations system, other agencies and nongovernmental 
organizations. The Conference declared^ that the health status of hundreds of millions of 
people in the world was unacceptable and called for a new approach to health and health care 
to shrink the gap between the "haves" and "have-nots", to achieve a more equitable 
distribution of health resources, and to attain a level of health for all the citizens of the 
world that would permit them to lead a socially and economically productive life. The 
Conference further affirmed that the primary health care approach was essential to an 
acceptable level of health throughout the world and acknowledged that this could be attained 
through a fuller and better use of the world

1

 s resources. 

2. Thus, in endorsing the report of the International Conference on Primary Health Care, 
the Thirty-second World Health Assembly (1979)2 as well as the thirty-fourth session of the 
United Nations General Assembly ( 1 9 7 9” reaffirmed that health is a powerful lever for 
socioeconomic development and peace and that the goal of health for all by the year 2000, 
which was essential for raising the quality of life, could be attained through the primary 
health care approach. Subsequently, the Thirty-fourth World Health Assembly (1981)^ 
adopted the Global Strategy for Health for All by the Year 2000, inviting the Member States 
to formulate or strengthen and implement their strategies for health for all accordingly and 
to monitor their progress and evaluate their effectiveness, using appropriate indicators to 
this end, 

3. It would be remiss not to mention three other historic events which took place during 
this period and which led to important collective agreements among the Member States, 
influencing the action taken by them to improve health. The period 1976-1985 was declared 
the United Nations Decade for Women (Equality, Development and Peace) and accordingly the 
Member States were urged, inter alia, to give special attention to the health care needs of 
women and to widen the range of opportunities for and increase participation by women in all 
facets of social and economic life.^ The United Nations Water Conference in 1977 led to 

the designation of the International Drinking Water Supply and Sanitation Decade (1981-1990). 
Consequently, Member States were urged to formulate their national programmes with the 
objective of providing safe water supply and sanitation for all people by the year 1990.^ 
During this same period, the Thirtieth World Health Assembly (1977), recognizing the need to 
intensify the development of immunization programmes, approved the goal of providing 
immunization (against diphtheria, pertussis, tetanus, measles, poliomyelitis and 
tuberculosis) for all children in the world by 1990.^ 

4. The convergence of these goals and objectives with national policies and strategies not 
only underscores the magnitude of the efforts and resources required of Member States in the 
implementation of their national strategies but also draws attention to the complexity of 
tasks involved in their monitoring and evaluation. Health is a product of many interrelated 
factors and actions; and while the long-term impact of the converging objectives on the 
overall goal of health for all will be synergistic, Member States are certainly having 
initial difficulties in simultaneously pursuing them in the short term with their limited 
technical and financial resources. 

1

 Alma-Ata, 1978, Primary health care, Geneva, World Health Organization, 1978, 
reprinted 1981 ("Health for All" Series, No. 1). 

2

 Resolution WHA32.30. 
3 

United Nations General Assembly resolutiuon 35/58. 4

 Resolution WHA34.36. 
5

 Resolutions WHA28.40, WHA29.43, WHA36.21. 
6

 Resolutions WHA30.33, WHA31.40, WHA32.11, WHA34.25, WHA36.13. 
7

 Resolutions WHA30.53, WHA31.53. 



5. Of crucial importance to the evaluation is the countries
1

 ability to provide adequate 
information support for the development of managerial processes. While the efficient 
collection of the most relevant information at all levels of the health system is important, 
even more critical is the use of such information for planning, management and 
decision-making purposes. The quality and quantity of information provided in this report 
shows that there is room for improvement • In many countries there was 110 proper baseline 
against which progress was to be measured. The report thus often focuses on a review of 
major trends and developments in health during the past decade or more, 

6. A total of 140 Member States and 14 areas and territories responded to the evaluation, 
which is a measure of the importance attached to the process by the countries. National 
reports provided the basis for the regional evaluation reports, which in turn were used to 
prepare the global report. Where necessary, information from other sources and programmes in 
the United Nations system was used to complement the analysis• 

1• In Chapter 1, overall global socioeconomic trends and related questions of equity are 
reviewed in the light of the two-way relation between health and socioeconomic development. 
The report notes the stress caused by global economic turbulence oil social progress. The 
critical situation of Sub-saharan Africa, aggravated by drought and sociopolitical tension, 
is highlighted in that context. While the world now appears to be moving from a period of 
deep economic crisis to a transitional phase, rapid progress still eludes many countries• 

8. Global demographic trends point to regional variations in the rate of population 
increase, and to continuing high population growth rates particularly in the African and 
Eastern Mediterranean Regions• The dramatically fast-growing urban population in most 
regions is a cause for great concern not only because of the serious socioeconomic 
implications but also because of the complexity of the measures that will be required to 
satisfy the resulting needs. 

9. Some social progress is evident especially in literacy, food production and the status 
of women• But the overall social situation of the world has worsened in many respects• For 
example, unemployment especially among the young has increased, the literacy gap between the 
sexes in some regions has widened, and in spite of the increase in food production, its 
inequitable distribution, rapid population growth and drought have contributed to aggravate 
hunger and malnutrition in some parts of the world. This analysis also brings out some of 
the implications for social development policies and reiterates the need for coordinated 
efforts of different sectors, calling for a stronger role for the health sector in 
socioeconomic development policies. 

10. The overall efforts of the governments to develop their health systems in response to 
their national health strategies is encouraging, as shown by the analysis in Chapter 2 of the 
report• A high level of political will is evident. There is also a growing awareness of the 
need for change in health systems. In some countries impressive efforts have been made to 
expand the health services infrastructure. Some innovative approaches to reach underserved 
population groups and to strengthen community-based health services are also rioted. Although 
access to health services has improved and coverage of some of the primary health care 
elements, such as immunization, water supply, maternal and child care (including family 
planning in many countries) has shown some increase, technical, managerial and financial 
problems and constraints remain in the delivery of the eight essential elements of primary 
health care at community level in a large majority of the developing countries. 

11. Many governments have initiated or intensified efforts to improve the managerial 
capacity of their health systems. Information support for the managerial process however 
remains very weak. Some progress in legislation to support health-for-all policy is 
evident. Progress in involving communities in health is also encouraging and a variety of 
mechanisms are being used to ensure sustained commitment. The role of nongovernmental 
organizations is being increasingly recognized, but effective mechanisms are lacking to 
harness their potential as well as that of the private sector in national health-for-all 
strategies. 

12. Noteworthy progress has been made in most countries in the production and availability 
of health manpower, but oil the whole it has been difficult to achieve an equitable 
distribution or to increase productivity and motivation. 



13. Economic constraints affecting the health sector have often imposed drastic reductions 
for such essential items as drugs, equipment and transport and hence lowered the potential of 
the available health infrastructure to meet the growing demands of the population. There has 
been no dramatic increase in the flow of external resource for health. Inadequate financing 
has become a critical factor impeding the implementation of national health-for-all 
strategies in many developing countries• On the other hand it has caused increased 
motivation to seek alternative ways of financing the health services. The report also 
highlights interesting examples of intercountry and other international cooperation in health 
which offer promise. 

14. Analysis of the world health situation brings out wide regional disparities; dramatic 
differences in life expectancy and infant mortality are noted between countries of Europe and 
Africa; some of the developing countries in Latin America and Asia have achieved marked 
progress in the health status of their population in the recent years, but infant mortality 
in 44 of the 156 countries for which data were available is still 100 or more per thousand 
live births• Diarrhoeal diseases, acute respiratory infections, malnutrition and target 
diseases of the Expanded Programme on Immunization constitute the principal causes of infant 
and child mortality and morbidity• 

15. The changing health spectrum in developing countries has brought to the fore conditions 
associated with the growing elderly population and with life-styles and health behaviour. 
The status and trends of these conditions are reviewed in Chapter 3 of the report. 

16. Growing concern over the deteriorating environment is evident especially in the 
developed countries as indicated by the number of administrative, collaborative and 
legislative measures being taken• The widening gap between the rapidly multiplying sources 
of pollution and the required health protection services has increased the exposure of people 
to environmental contaminants in the developing countries• Pollution of water and air is of 
principal concern and will require increased attention from those responsible for policies on 
environmental health. 

17. Finally, evaluation has identified areas for major action in the future. Enlightened 
political commitment and leadership, along with vigorous managerial practices to channel and 
use the limited resources most productively, will be the key to the achievement of national 
goals for a large majority of the developing countries. Extraordinary efforts to increase 
motivation of health workers and to stimulate and promote individual responsibility and 
commitment to health will also be crucial. But for the poorest countries of the world the 
goal for health for all by the year 2000 will remain a dream unless substantial resources are 
mobilized and channelled in a more efficient manner to support their national health efforts. 



INTRODUCTION 

1. The Thirty-sixth World Health Assembly decided in resolution WHA36.35 (1983) that the 
Seventh Report on the World Health Situation, covering the period 1978-1984, should be 
prepared as a first global report on the evaluation of the strategy for health for all. This 
report is thus unique； it is derived principally from the contributions of Member States 
resulting from their evaluation of their national strategies for the attainment of their 
goals, 

2. The Plan of Action for Implementing the Global Strategy for Health for All by the Year 
2000

1

 approved by the Thirty-fifth World Health Assembly in resolution WHA35.23 (1982) 
called on the Member States, the Regional Committees and the Executive Board to monitor 
progress in implementing the Strategy every two years and to evaluate its effectiveness every 
six years. The Plan of Action stipulated the first progress review by the Executive Board in 
January 1984 and the first review of the effectiveness of the Strategy by the Executive Board 
in January 1986. A short list of indicators was accepted for global monitoring and 
evaluation of the Strategy.^ Member States were also invited to use additional indicators 
for individual or collective monitoring and evaluation of their strategies, in keeping with 
their needs and capacities. Four regions (the Americas, Europe, the Eastern Mediterranean 
and the Western Pacific) selected additional regional indicators which are reflected in their 
reports* 3 

3. The Thirty-seventh World Health Assembly (1984) reviewed the first report on monitoring 
progress^ and, while noting the progress made, it further urged the Member States to 
accelerate their action towards the implementation of their national strategies (resolution 
WHA37.17). 

4 . This Seventh Report on the World Health Situation takes into account the principal 
targets established by the Member States for health development. Although the report is 
largely compiled from their contributions oil the evaluation of their national strategies for 
the attainment of their goals, the Secretariat has, where necessary, made use of information 
available from other sources, especially from programme reports and documents of other 
agencies of the United Nations system* 

The evaluation process 

5. To assist the Member States in collecting and analysing relevant information for the 
evaluation of their strategies, a Common Framework and Format (CFF) was p r e p a r e d 

6. This was reviewed and approved by all regional committees. A number of preparatory 
activities to initiate the evaluation process was carried out by the respective WHO regional 
offices in collaboration with the countries. These included pre-testing the CFF in a few 
countries, and training and briefing national and WHO staff. WHO also provided technical 
support to countries in the preparation and analysis of the evaluation reports as 
requested. Active consultations with the Member States characterized this evaluation 
process. 

7 . A total of 140 Member States responded, constituting an 85.9% response rate (Table 1). 
From the voluminous reports and frequent in-depth analyses of information and issues 
presented it is apparent that most Member States attached importance to the monitoring and 
evaluation of their strategies. Some indeed encountered difficulties in applying the CFF but 
few appeared to have responded to it as "just another WHO questionnaire"* 

1

 "Health for All" Series, No. 7. 
2

 "Health for All" Series, No. 3, pp. 74-76. 
3

 Documents CD31/22 Add.l, EÜR/RC35/6, EMR/RC32/7 (Part I), and WPR/RC36/6. 
4

 Document WHA37/1984/REC/1, Annex 3. 
5

 Document DG0/84.1. 



Member States 

Number 

Reports received 
Reports expected 

Coverage (%) 

Non-Member States/areas 

Reports received 

Reports expected 

Coverage (%) 

44 34 11 35 22 

41 19 11 32 21 
44£ 34 11 ЗЗЬ 22 

93.2 55.9 100.0 97.0 95.5 

2 

50.0 

4 

8 

50.0 

1 

1 

100.0 

20 

16 
19£ 

84.2 

9 

12 

75.0 

一 Including 1 Associate Member, but excluding 1 non-active Member. 

~ Excluding 2 non-active Members. 

— E x c l u d i n g Democratic Kampuchea. 

8. Individual country reports were reviewed by the respective regional offices, and 
regional syntheses based on the consolidation of the national evaluation reports were 
prepared.1 These were reviewed by the respective regional committees in September and 
October 1985. From the country evaluation report, a concise summary for each country was 
prepared for validation and clearance by the respective national authorities• The 
consolidated regional reports, along with the country reviews, will form the remaining 
six volumes of the Seventh Report on the World Health Situation, 

Structure and content of the global report 

9. The global report has been prepared on the basis of the synthesis of six regional 
reports. As stated earlier, wherever deemed necessary, information has also been derived 
from other relevant sources. 

10. Chapter 1 focuses on the relations between socioeconomic development and health, on the 
related issues of equity and the basic socioeconomic needs of the majority of the population 
and on those socioeconomic trends which exert the greatest impact on the health status of the 
population. 

11. Chapter 2 summarizes the actions taken by governments to develop and implement their 
national strategies for health for all, identifies the main obstacles encountered and 
measures taken to overcome them. It reviews the steps taken by the Member States in 
strengthening their managerial process for health development, including supporting 

TABLE 1. NATIONAL EVALUATION REPORTS RECEIVED, BY WHO REGIONS 

Number of countries/areas 

South-East Eastern Western 

Africa Americas Europe Total 
Asia Mediterranean Pacific 

1

 Documents AFR/RC35/12; CD31/22 Add.l； SEA/RC/38/16; EUR/RC35/6； EM/RC32/7； and 
WPR/RC36/6. 



legislation, in mobilizing the commitment and involvement of the communities and other 
sectors in health, and in the generation, distribution, and utilization of resources for 
health. It analyses progress achieved in providing access to essential primary health care 
for the population. It also reviews cooperation among countries and with WHO in these 
endeavours. 

12. Chapter 3 assesses the health status of the world
1

 s population. It analyses trends in 
mortality, morbidity and major disease categories and the nutritional status of children, and 
attempts to show geographical differentials as well as those of population groups and 
subgroups• This chapter also discusses trends and developments in health-related behaviour 
and the environment which, while not completely under the control of the health sector, have 
an important bearing on the main objectives. 

13. Chapter 4 synthesizes the overall results of the evaluation of the Strategy. It focuses 
on the effectiveness and efficiency of the actions taken and the main effects of the Strategy 
in reducing health problems or the inequity of non-availability of health services to the 
population. It attempts to single out the various factors which could have contributed to 
successes or failures. It also summarizes the responses reflecting the degree of 
satisfaction with the results• Most countries have found this to be a particularly difficult 
task and have indicated that it is too early to evaluate the effectiveness and impact of the 
Strategy and that the necessary information basis for objective analysis has not yet 
materialized. 

14. Finally, Chapter 5 discusses the principal factors that could influence national, 
regional and global action and cause readjustment of the Strategy• 

15. Synthesis of such a large amount of unquantifiable information presents unique problems 
and requires careful distillation and selection； important developments taking place at 
country and regional levels are likely to be omitted. At best, it can present only the most 
significant trends and points of progress and analyse the principal issues and obstacles 
being faced by the Member States in implementing their strategies. In particular, the report 
examines the areas in which collaborative efforts of the Member States and the Organization 
will have to be modified or intensified in order to reach the common goal. The report 
reflects the spirit of candour and courage with which the Member States have shared their 
information on their national strategies, which is the basis for a coordinated advance 
towards that goal. 



CHAPTER 1； MAJOR SOCIOECONOMIC DEVELOPMENTS AFFECTING HEALTH STATUS 

16. The Global Strategy for Health for All by the Year 2000
1

 stresses the close and 
complex links that exist between health and socioeconomic development. Health not only 
results from genuine socioeconomic development, as distinct from mere economic growth, it is 
also an essential investment in such development. The economic development of a country is 
clearly limited when one out of five children dies before completing one year of life, when a 
high proportion of children suffer from stunted growth due to malnutrition, when a tenth of a 
lifetime is shortened by disease, or when a person is beset with disability and disease at 
potentially the most productive age. 

17. Achievement of health goals is determined to a large extent by policies that lie outside 
the health sector and in particular by policies, whatever their nature, aimed at ensuring 
universal access to the means to earn ail acceptable income. But merely to increase incomes 
will not guarantee health. Health authorities will have to display vigilance in identifying 
aspects of development which can threaten health and in introducing elements that are 
essential for health development in national, regional and global socioeconomic development 
plans. 

18. This chapter concentrates on the broad global trends in socioeconomic development and 
related issues of equity and examines their implications for health development. It 
highlights some politico-institutional tendencies in the regions and their potential 
influence on development strategies. Global demographic, economic and social trends are 
examined in the light of the two-way relationship between health and socioeconomic 
development• Implications for relevant socioeconomic policies and intersectoral action, as 
well as some of the thrusts of intersectoral cooperation in health development, are 
reviewed. And, finally, the role of the health sector in development schemes is examined in 
order to pinpoint the links needed between different sectors to make action aimed at 
development complementary• 

GENERAL DEVELOPMENT 

19• During the past decade or so the ability of the world economy to withstand severe shocks 
has been tested, and the growing interdependence of industrial and developing countries has 
been clearly illustrated• Prolonged recession in industrial economies, unprecedented rises 
in interest rates and volatile exchange rates in the early 1980s affected the development 
efforts of most countries. Some developing countries were able to withstand the pressure 
partly because of earlier prolonged periods of economic growth; others lost as much as a 
decade of development. The much publicized plight of the countties in sub-Saharan Africa 
highlight the constraints on the developing world to adjust. During the present transitional 
period countries have to adjust to new circumstances before sustained growth can again be 
achieved. When countries need to increase expenditure to meet external demands, social 
development programmes are vulnerable to curtailment during the adjustment period. 

20. Some progress is noted in world social development. In parts of the developing world, 
notably in Asia, large groups have improved their standards of living• Progress is also 
observed in education and literacy. Certain indicators - notably the infant mortality rate 
and the availability of food - suggest that the progress which took place during the 1960s 
and 1970s has not been entirely arrested by the severe problems of the world economy at the 
beginning of the 1980s. 

The African crisis 

21. Since 1980 sub-Saharan Africa has won worldwide attention as economic and social 
conditions deteriorated considerably in many places. Drought and epidemics have compounded 
the difficulties caused by the world recession. As recently as 1970, most of Africa was 
self-sufficient in food. In contrast, in 1984 about 140 million of the total African 
population of 531 million were dependent on imported grain (not including emergency shipments 
later that y e a r ) A g r i c u l t u r e production per capita in many countries is lower than it 
was 10 or in some cases 20 years ago. The decline reflects three well-established trends: 

1
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the fastest ever population growth of any continent； soil erosion (in Ethiopia, for example, 
over one thousand million tons of topsoil are lost from the highlands each year); and 
insufficient support to agriculture. About half of the African labour force is unemployed or 
underemployed, and in many countries economic difficulties have fed and in turn been fed by 
political instability. 

22. There is no single cause of Africa's problems, nor are the causes the same for all 

countries• The problems cannot be viewed merely as the result of weaknesses of development 

policy or action within Africa itself• The recovery and development needs of sub-Saharan 

Africa are urgent. 

The political climate 

23. Political change has also marked the period under review. The political turbulence 
evident in some countries in the African Region has seriously affected health development• 
Political changes considered positive in the Region of the Americas include adoption of new 
constitutions by three countries and election of civilian democratic governments• Seven 
other countries have reaffirmed such transitions by formal adoption of new constitutions or 
by fresh democratic elections. In the Western Pacific Region, improvements and greater 
stability characterize the present political situation. A number of countries or areas are 
becoming independent and self-governing• An example of political accommodation rather than 
confrontation is the joint declaration by China and the United Kingdom of Great Britain and 
Northern Ireland on the future of Hong Kong. 

War and nuclear threat 

24. The threat of nuclear conflict and concern for nuclear disarmament have caused some 
countries to iterate the desire to retain the nuclear-free zone developed in the Pacific. In 
the European Region it is not war that presents he孕1th problems, but the fear of war; the 
regional strategy for health for all proposes a reduction of international tension through 
increased international collaboration oil health and health-related problems. 

25• However, the estimate of worldwide military expenditure for 1984 alone is more than 
US$ 750 000 million,-

1

 This comes to over USÍ 150 for each man, woman and child. The 1980 
estimate of the world's regular armed forces was 10% greater than in 1970 and almost 30% 
greater than in 1960• Internal conflicts continue in many countries, causing thousands of 
deaths and injuries and disrupting normal life and draining scarce resources. Violence among 
communities of different ethnic background, culture, religion and language has flared up in 
many parts of the world. Many of the conflicts have been open; others continue to simmer 
below the surface after decades, sometimes centuries; some erupted in societies that had 
given the appearance of stability and the wish of different groups to live peacefully 
together. A few examples where health provided an impetus for peace give a glimmer of hope. 
For a brief moment during civil conflict in one country a cease-fire was effected to permit a 
nationwide immunization campaign for 300 000 children. Central American countries, in spite 
of their political and ideological differences and internal tensions, were able to come 
together to elaborate a Central American Health Plan, using health as a "bridge for peace". 

Human rights 

26. Violations of human rights are increasingly subject to investigation and discussion. 
Nongovernmental organizations have led the development of international protection of human 
rights; during the period under review their campaign against violation of human rights, 
apartheid and racism has been intensified at global and regional levels with the 
establishment of international commissions of inquiry and the launching of a campaign for the 
ratification of regional instruments for the protection of human rights• 

Refugees 

27. Developments have once again demonstrated the magnitude and complexity of the refugee 
problem, which in the final analysis is a reflection of the troubled conditions of today's 
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world. Concentrations and movements of refugees, often sizable, have been reported in almost 
all geographical areas. It is estimated that there are between 10 and 15 million refugees, 
increasing at a world rate of about 3000 per day, half of them children.

1 

28. In Africa alone there are five million refugees, approximately one in every hundred 
people. The efforts required to care for and protect such numbers, not to mention the human 
suffering, are vast. The steady increase in the number of persons in holding centres in 
several countries could have serious implications as no durable solution in resettlement, 
repatriation or local integration has yet been found. Physical safety in some of the refugee 
settlements has become very precarious. The long-term solutions to this growing problem lie 
in national and international sociopolitical and economic policies which must be concerned 
above all with human development. 

Technology and development 

29• Rapidly accelerated technological progress during the period has generated profound 
changes in man's living conditions. Although there have been some improvements, other 
changes threaten man's living conditions. As a key to development, technology has caused 
part of the world population to be better clothed, housed, educated and fed; better medical, 
communication and transport technologies and new agricultural and industrial processes have 
enhanced man's status. But the high social costs of pollution» energy deficiencies, and 
increasing use of nonrenewable resources counterbalance these gains. During the past decade 
there have been important breakthroughs in advanced technology, but not enough attention has 
been given to simplify them for large-scale use at a cost developing countries can afford. 
The microelectronic revolution and biotechnology have still to be convincingly applied to the 
problems of developing countries. 

30. It is apparent, also, that greater attention must be paid to the factors that govern the 
production and design of technology. Finally, it should be realized that technology itself 
cannot solve problems of human development, which are due to demographic, economic and social 
factors. 

DEMOGRAPHIC TRENDS 

31. Health, population and development are inextricably interlinked. Successful development 
depends on a delicate balance of resources. Rapid population changes threaten this balance 
because they aggravate inequalities and imbalances between people an4 resources. The size, 
the age and sex structure and the geographical distribution of the population are determined 
by trends in fertility, mortality and migration and have important implications for health 
and health care. 

Population size and growth rates 

32. Estimated at 4840 million, the world's population in 1985 was 8.7% larger than in 1980 
and almost 19% larger than a decade ago. The most populous WHO region in 1985 was the 
Western Pacific with just under 1500 million people, 30% of the world's population. Another 
1200 million, 24% of the total population of the world in 1985, inhabit the South-East Asia 
Region. The European Region (850 million inhabitants) and the Region of the Americas 
(670 million) come next. Roughly 9% of the world's population live in the African Region 
(450 million) while the least populous area, the Eastern Mediterranean Region, had 
300 million inhabitants in 1985. 

33. Just over half (52%) of the world's population live in five countries (China, India, 
Union of Soviet Socialist Republics, United States of America, and Indonesia)• If the five 
next largest countries are added to this list (Brazil, Japan, Pakistan, Bangladesh, and 
Nigeria), the proportion rises to 63% or nearly two-thirds of the total. Except Nigeria, 
each of these countries had more than 100 million citizens in 1985, and China had 
1063 million. 

34. Between 1980 and 1985, 35 countries, accounting for 10.6% of the world
1

s population, 
experienced an annual average population growth rate of 3% or more, implying a doubling of 
the population in 20-23 years. Of these, 13 are Member States of the Eastern Mediterranean 

1 Report of the United Nations High Commissioner for Refugees (UNHCR document 
E/1985/62, of 8 May 1985). 



Region, including 9 of the 10 countries with the highest population growth rates; 16 more 
belong to the African Region； 57 countries, all but one of them classified as developing 
countries by the United Nations Population Division, experienced population growth rates of 
between 2.0% and 2.9% per year over the period 1980-1985. China, with an annual average 
population growth rate of 1.2% per year, has one of the lowest rates of population increase 
in the developing world. 

35. Fig, 1 shows the average rate of population growth in the six WHO regions for the 
two quinquennia 1975-1980 and 1980-1985. In four Regions (Americas, South-East Asia, Eastern 
Mediterranean and Western Pacific), population growth rates declined between the two periods, 
most notably in the Western Pacific where the growth rate fell by almost 15% from 1.5% per 
year in 1975-1980 to 1.3% in the first half of the 1980s. Population growth remained 
unchanged in the European Region but rose slightly to just over 3.0% per year in the African 
Region during the first half of the 1980s. The annual growth rate in the Eastern 
Mediterranean Region is only slightly less (2.9%). At these rates of around 3% per year, the 
populations of the two regions will be almost 60% larger by the year 2000. An increase of 
82% is projected for the population aged 60 years and above in the less developed areas of 
Asia and Latin America between 1980 and 2000, to be compared with an increase of 46% for the 
population as a whole; for Africa the respective increases are 80% and 84%. 

36. With the exception of the South-East Asia and Western Pacific Regions, where the crude 
birth rate declined by 8% and 14% respectively, there has been little change in fertility 
levels between 1975-1980 and 1980-1985 (see Table 2). The highest crude birth rates are 
still to be found in the African Region, closely followed by the Eastern Mediterranean 
Region. As expected the lowest fertility level occurs in the European Region where the vast 
majority of countries have completed demographic transition. The crude death rate increased 
marginally in the European Region over the same period, mainly reflecting the increased aging 
of the population. In all other regions the overall mortality rate declined slightly. 

37. The figures for total fertility r a t e
1

 by regions for the two periods 1975-1980 and 
1980-1985 are shown in Table 3« Women in the African Region continue to have, on average, 
6.6 children each, roughly three times the level prevailing in the European Region. The 
sharp decline in fertility in the South-East Asia and Western Pacific Regions is noteworthy. 
In the latter Region, the rate has fallen by over 20% since 1975-1980 and is now at almost 
the same level as that of the European Region• 

38. The disparity between population growth and land area is a source of increasing 
concern. Fig. 2 shows the trend in average population density for the WHO regions• In all 
regions, population density has been increasing over the last decade, most notably in the 
South-East Asia Region, where average population density is currently twice that of the 
Western Pacific Region, the next most densely populated, and eight times that of the Region 
of the Americas, which has the lowest population density. In large part this is due to the 
very high densities in Bangladesh (702 inhabitants per k m

2

) and India (232 per k m
2

) . 
However, in terms of the number of Member States with a comparatively high population 
density, the greatest concentration is in the European Region： of the 50 countries or 
territories with a population density of 100 or more per km^ in 1985, 17 belonged to the 
European Region,^ 

Sex and age composition 

3 9 . The sex and age structure of the population has an important relation to health risks 
and socioeconomic factors. There are marked differences between the more developed and less 
developed regions of the world in the sex and age composition of the population. 

4 0 . In 1985, the sex ratio (number of males per 100 females) for the world was 100.9, 
roughly equal. For the developed countries as a whole, the ratio was 94.3, due primarily to 
higher male mortality at earlier ages： among persons aged 65 and over in 1985 living in the 
developed world, there were only 61 males for every 100 females. For the less developed 
countries, the overall sex ratio was 103.1. At the childbearing ages (15-49 years) women in 

1 The average number of children a woman would have in her reproductive lifetime if 
the current age-specific schedule of fertility were maintained. 

2 The primary reason for the lower average population density of the European Region 

is the vast sparsely populated area of the USSR. 
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Africa 47,8 47.6 

Americas 26.2 25.A 
South-East Asi备 36.9 33.8 

Europe 17.5 17.5 
Eastern Mediterranean 43,8 42.3 

Western Pacific 23,0 19,7 

World 28.9 27,3 11.4 10.6 

Based on United Nations, 1985. World population prospects: Estimates 
and projejctions as assessed io X982> New York, United Nations. 

TABLE 3, TOTAL FERTILITY RATES, BY WHO REGION, 1975-1985 

дмпо So u t h e a s t p . E a s t e r n Western 
Atraca Americas .

л
 Europe .. _ ... 

Asía
 r

 Mediterranean Pacific 
World 

1975-1980 6.6 3,4 5.1 2.4 6.3 3.2 3.9 
1980-1985 6.6 3.2 4.3 2.3 6.0 2.5 3.5 

TABLE 2. ESTIMATED CRUDE BIRTH AND DEATH RATES PER THOUSAND POPULATION 

Crude birth rate Crude death rate 
WHO region 

X975-1980 198(Ь1985 1975-1980 X980-1985 

(per thousand population) 

Based on United Nation^, 1985. World population prospeçts: Estimates and projections 
as assessed in 1982. New York, United Nations. 
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these countries outnumbered men by almost 4% (sex ratio, 103.9); among the elderly (65 and 
over), however, there were roughly 88 females for every 100 males. Population sex ratio is 
influenced principally by labour migration, and mortality rates. 

41. The age structure of a population affects health, social and economic services, from 
schools to support systems for the elderly. Table 4 shows the population age structure of 
each WHO region in 1985. 

TABLE 4 . POPULATION AGE DISTRIBUTION AND RELATED INDICES, BY WHO REGIONS, 1985 

_ . % of population aged „ ..,, 」 
Population Childhood age Old-age Ratio of 

WHO region (in 15-64 65+ dependency dependency elderly to 

millions) years years years ratic¿ ratiot children^ 

Africa 444 46.2 50.9 2.9 
Americas 670 31.7 61.2 7.1 
South-East Asia 1 174 38.4 58.2 3.4 
Europe 848 23.9 65.5 10.6 
Eastern 

Mediterranean 304 43.3 53.5 3.2 
Western Pacific 1 402 30.7 63.9 5.4 

90.7 
51.8 
66.0 
36.5 

80.9 
48.0 

5.6 
11.6 
6.0 

16.3 

5.9 
8.5 

2
 5

 о

 6

 3

 6
 

•
 •
_
.
•
•

 •
 

6
 2

 9

 4

 7

 7
 

2
 4

 1
 

World 842 32,0 6 2Л 6.0 55.( 9.5 17.0 

a 

一 Number of children aged 0-14 per X00 persons of working age (15-64 years). 

— N u m b e r of persons aged 65 and over per 100 of working age (15-64 years). 

£ Number of persons aged 65 and over per 100 children aged 0-14 years. 

Based on United Nations, 1983. World population prospects； Estimates and projections as 
assessed in 1982, New York, United Nations. 

42. Children currently account for about 45% of the population in the African and Eastern 
Mediterranean Regions, and almost 40% of the population in the South-East Asia Region, As a 
result, the child dependency ratio in these regions is well above the world average, 
particularly in Africa. In the European Region, where low fertility and mortality patterns 
prevail, the child dependency ratio is low but the old-age dependency ratio is comparatively 
high. The ratio of elderly to children, which may be taken as an index of population aging, 
is markedly higher in the European Region than the others• Europe also has the highest 
proportion of elderly people (65 years or more), 10.6% of its population. 

Urbanization and migration 

43. Growing urbanization, especially in developing countries, has become an important 
determining factor in population change. Fig. 3 illustrates the extent of urbanization in 
the six WHO regions since 1975, The fastest urbanization has occurred in the African Region, 
with the size of the urban population increasing by almost 75% over the last 10 years• 
Fairly substantial urban growth has also taken place in the Eastern Mediterranean Region 
(58%) and the South-East Asia Region (49%). However, the Region of the Americas is still the 
most urbanized, with 71% of the population living in urban areas in 1985, slightly more than 
the European Region (69%)• The proportions for the other regions are 29% for Africa, 42% for 
the Eastern Mediterranean, 24% for South—East Asia, and 31% for the Western Pacific. In all, 
42% of the world population in 1985 lived in urban areas, as against 38% in 1975• By the 
year 2000 it is estimated that roughly half (48%) of the population of the globe will live in 
urban areas. In 1980, of the 20 largest agglomerations 11 were in the developing world; by 
the year 2000 this is expected to rise to 17, with the largest being Mexico City 

(26.3 million inhabitants), Sao Paulo (24.0 million), Calcutta (16.6 million) and Bombay 
(16.0 million). 
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44, International migration affects demography in a few countries and has important economic 
and social implications in more, particularly in Western Europe, North America and, more 
recently, the Middle East. Since the late 1970s the adoption of new immigration policies has 
led to a decline in immigration and produced a net reduction of the foreign labour force in 
some of the major labour-importing countries. There has also been a change in the 
composition of migrants, with an increase in the proportion from developing countries. The 
official figures for migration do not cover unregistered or illegal migrants whose movements 
along with the increasing number of refugees, have important social and economic implications 
for affected countries. 

Changing family patterns 

45. The processes of modernization and urbanization and the migration affecting many areas 
of the world have caused dramatic changes in lifestyles, including changes in the structure 
and functions of the family and in the patterns of family formation and dissolution. Added 
to this there have in recent years been changes in the status and role of women. Also there 
is a universal, though uneven, trend towards smaller families. 

46• The importance of the family as a social unit providing a framework for health care, 
lifestyle and reproductive behaviour is usually not reflected in demographic data. This is a 
challenge for innovation in family statistics as an information base for strengthened 
community support to the family. 

47. Age at first marriage, female education, changing female employment and contraception 
have had an important influence on family cycles. While early marriage for women is still 
the norm in many countries of Southern Asia and Africa, in some developing countries, 
particularly in East Asia, the average age at first marriage has risen sharply• In the 
developed countries, and particularly in Europe, there has been a general decline in the 
number of marriages and an increase in divorce rates• An increase in unmarried cohabitation 
in many countries also raises the mean age of first marriage. 

48. The increase in the number of people living alone, many of them elderly, many also 
women, has important social and economic implications; with reductions in mortality, both 
the number and the proportion of elderly persons are increasing, and in many developed 
countries where much of the support for the elderly has long been provided by the public 
sector there is now an increasing interest in the revival of the family care system, not as a 
purely economic solution but rather as a mark of increased social awareness. 

Review and perspectives 

49. Development policies, plans and programmes must reflect the way in which changes in 
population affect resources, the environment and development. Coming decades will see rapid 
changes in population structure with marked regional variations affecting health and 
population policies. The absolute numbers of children and young people in developing 
countries will continue to rise and they will require special measures, including the 
provision of productive employment opportunities. The aging of populations, a phenomenon 
which many countries will experience, has a number of social implications and will call for 
concerted action to provide creative vocational opportunities for the elderly. Rapid 
urbanization will remain a major challenge for health and development planning and for 
population policies• Development policies will also need to take into account the changes 
taking place in the volume and nature of international migration; refugee movements have 
increased, and considerable labour migration continues in some regions. Programmes and 
policies will need to be continually adapted to help reduce the high levels of infant and 
maternal mortality in developing countries, diminish the mortality differentials between 
regions, countries, social groups and the sexes, overcome the persistence of high fertility 
and satisfy the unmet need for family planning in many countries. 



ECONOMIC AND SOCIAL TRENDS 

Economic trends 

50. In the space of only seven years the world economy has gone through three very different 
periods. In the earlier period (1978-1981) annual economic growth was steady and 
considerable - about 4.5% per year. Following the second sharp rise in oil prices in 1981 
the growth rate fell to zero, and world per capita production actually declined. There 
followed in 1983 and 1984 a period of recovery which benefited the developed countries much 
more than those still developing, and it may not be sustained. Growth in developing 
countries as a whole was only 1,5% in 1983, indicating a further fall in living conditions. 

51. The impact of the world recession varied： the non-market economies of Eastern Europe 
were the most sheltered from world trends. In Latin America gross domestic product per head 
fell by 3.7% in 1982 and by 5.7% in 1983 and rose by only 0.2% in 1984. At the end of 1984 
average gross domestic product per head in Latin America and the Caribbean had fallen to the 
1976 level. In Africa the fall in production averaged 0.5% per year in the three years 
1981-1983, a drop of over 3% per head per year (in West Africa the yearly fall in living 
standards was 1% greater than the average for Africa as a whole). The problems of the world 
recession were aggravated in many countries in Africa by years of severe drought which 
decimated agricultural production and exposed millions of people to acute famine in 1983 and 
1984. By contrast there was substantial real growth in East and South-East Asia, over 5% in 
each of the same three years 1981-1983. This, however, was a substantially lower rate of 
growth than in earlier years. 

52• The world recession revealed the extent to which developing countries were accumulating 
debts in the developed countries and international agencies• The problem is not, as is 
commonly thought, confined to Latin America; it is widespread, affecting both the 
middle-income and low-income countries in all developing regions• The cost of servicing past 
debts has risen with the increase in world interest rates and is a prior charge oil government 
revenues and a heavy burden on the balance of payments; to make matters worse oil is paid 
for at the high prices established in 1981, though they have fallen since. For example, by 
1983 Africa

1

 s total debt was estimated as 59% of gross national product. Debt service 
payments were estimated at nearly US$ 19 000 million in 1984 and consumed 27% of Africa

1

s 
export earnings in 1983. In Latin America and the Caribbean debt payments amounted to 
US$ 26 700 million in 1984. By the end of that year the external debt stood at 
US$ 360 000 million. 

53. Acute balance of payments problems have affected many developing countries, caused on 
the one hand by the costs of oil imports and of servicing debts at high interest rates and on 
the other by the reduced demand for the raw materials which so many developing countries 
export. In order to obtain short-term loans from the International Monetary Fund many 
developing countries have had to devalue their currencies and accept austerity policies 
including reductions in government expenditure. They have also had to cut imports because of 
foreign exchange controls and quotas. In Latin America imports, except oil, were cut by 50% 
or more. The decline in income also often led to curtailment of expenditure on social 
infrastructure, such as educational and health facilities, which has long-term repercussions 
on welfare prospects and increases the vulnerability of the economy to external shocks. In 
about half the developing countries austerity measures are being implemented. The emphasis 
on restraint has the effect of lowering living standards for large sections of society. The 
situation in a number of developing countries recalls the great depression of the 1930s; not 
only are the poor getting poorer but part of the middle class is falling back into poverty. 

Employment 

54. Employment and unemployment are, to a great extent, determined by economic growth as 
well as the growth of the labour force, which in turn is defined by demographic factors. 

55. The situation in the developed market economies started to deteriorate around 1975, and 
unemployment since reached levels which were hitherto considered unacceptable in many 
countries. In the 0ECD countries unemployment continues to increase despite an improved 
situation in the United States of America； it affected more than 30 million workers in 1984 
as compared with 19 million in 1979. The burden of unemployment is disproportionate in 
different social groups； in the seven most industrialized countries, unemployment of young 



persons is oil average twice as high as for the rest of the labour force; in most countries 
unemployment tends to be higher among women than among men. The average duration of 
unemployment is also increasing, which has greatly added to the proportion of the population 
suffering from relative poverty. The situation of those dependent on social security 
payments has deteriorated in a number of countries as a result of restraints on social 
security budgets. 

56. The slowing-down of economic growth in the late 1970s and early 1980s has also 
aggravated unemployment in a number of developing countries, where the situation is further 
exacerbated by the rapid increase in the active population while income decreases owing to 
austerity measures. 

57. The social cost of the current levels of unemployment is high. The distress caused by 
unemployment is not limited to lack of income, but can lead to alienation and despair 
resulting in psychological harm, delinquency, deviant behaviour, alcoholism and drug abuse. 

Socioeconomic disparities 

58. In vast areas of the developing world poverty has increased dramatically. Absolute 
poverty traps almost one thousand million people, 90% of whom live in rural areas; more than 
50% are small farmers, and almost 25% are labourers without land•^ With no power to be 
represented, the very poor have little legal redress against abuses or to dispute wage 
levels, prices or interest rates• When people are engaged in a struggle for survival, there 
is little margin for contributing to the enrichment of society, 

59. The increase of poverty in Africa has not only meant deprivation but deepening 
insecurity as well. In many countries of Latin America too, the living conditions of the 
poor and middle-income groups have deteriorated• Seen in terms of human suffering and the 
sacrifices involved, not simply less income and consumption and elimination of the thin 
margin of economic security with rapid impoverishment, the decline has meant for many social 
groups, particularly for new urban dwellers, loss of social status and increasing 
disintegration of an established way of life. 

60. In the South-East Asia Region, the number of poor has increased; in the three largest 
countries 400 million people are estimated to suffer from absolute poverty. In the Eastern 
Mediterranean Region, it is estimated that half the population is poor. In the Western 
Pacific Region, absolute poverty has been increasing, more in rural areas than urban areas. 

61. Gross inequalities still exist between and within countries, between social classes, and 
between the sexes. In the South-East Asia Region, where 24% of the total world population 
occupies 6% of the total land area, gaps in health status have continued to widen. In some 
richer countries in the European Region there is a surplus of hospital beds and a potential 
or actual problem of underemployment for trained health personnel, while in some others the 
basic health infrastructure is still not complete. Financial inequality is reflected in 
fourfold differences in status when certain health indicators are applied to extremes in 
social classes* Social deprivation exists in varying degrees in all regions of WHO; it is 
evident even in developed countries in the increase in the number of people who live in 
poverty, in the isolation of the elderly, in inadequate or nonexistent pensions, in 
inadequately compensated unemployed, and in the increase in one-parent families. 

62. While in the North poverty can be defined as extreme social deprivation, developing 
countries in the South lack in addition the elaborate "safety net" of broad systems of social 
security and welfare payments which could soften the impact on living standards of a 
precipitous decline in the economy. 

63. Unemployment and underemployment, unreliable family incomes and inadequate opportunities 

for education and training are the underlying causes of personal poverty. The risk of 

disease and disablement is much greater for the poverty-stricken, threatening families with 

further demands on their limited resources, and deeper poverty. 

1
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64. A notable feature of the recent past is the re-emergence of measures to reduce poverty 
through the expansion of "basic needs" services• But as these become available to more 
people through the public sector where before a small minority received largely private 
relief, the pressure for further expansion builds up. Considerations of equity, efficiency 
and political principle have had to be weighed, and what constitutes a desirable balance has 
differed from country to country. Where the recession has been deep or prolonged, enforced 
austerity in public finances has complicated the provision of assistance by different sectors 
and has necessitated a serious review of priorities. 

Education and literacy 

65. The proportion of the population aged 15 years and over who are illiterate declined in 
the developing countries between 1970 and 1980 from 48% to 40%. However, because of 
demographic trends, the absolute number of illiterates increased from 731 million to 

800 million, that is by almost 10%. By 1985 the figure stood at 825 million. Furthermore, 
the illiteracy gap between males and females did not diminish; in 1970, in the developing 
countries as a whole, 40% of males and 57% of females aged 15 years and over were illiterate, 
10 years later it was 32% and 49% respectively. In other words, almost two-thirds of 
illiterate adults in the developing world are women• 

66. In the least developed countries this gap between the sexes widened alarmingly, from 72% 

of males and 89% of females in 1970 to 63% and 83% in 1980. 

67. Overall literacy in countries of the African Region varied from 7% to 82% of the adult 
population. The range for women was 4% to 77% and for men, 10% to 88%. In the South—East 
Asia Region improvement was noted in all countries from the mid-1970s to the 1980s; for 
example, in Sri Lanka and Thailand the overall figure rose from over 80% to 90%, while in the 
Democratic People's Republic of Korea and in Mongolia it was 100%. Adult literacy rates in 
Europe are above 95% in all but four countries, although there are pockets of illiteracy in 
certain groups and among immigrants. While four countries in the Eastern Mediterranean have 
already reached the goal of 70% adult literacy, in one other, illiteracy is as high as 84% 
for males and 99% for females. In the Western Pacific Region the adult literacy rate is 
generally high for most countries and areas. There is thus a distinct regional pattern to 
adult illiteracy, the general level being highest in Africa: 60% according to estimates in 
1980. In Asia and the Pacific it is 40%, and in Latin America, 20%, 

68. Global indicator 11 of a list of 12 adopted by the Thirty-fourth World Health Assembly 
in 1981-^ sets the reference value for adult literacy for both men and women at over 70%. 
Table 5 gives the information by regions and confirms the regional and sex differentials. 

69. Widespread unemployment among young people today in both developed and developing 
countries emphasizes the need for education to be relevant to social and economic 
conditions. If the national infrastructure cannot absorb school-leavers masses of educated 
unemployed will join the uneducated. 

Food and nutrition 

70. Ten years ago, when the World Food Conference was convened, there was a widely held 
conviction among experts and political leaders that the elimination of hunger before the end 
of the century was technically feasible. Food production stayed ahead of population 
increase^ but production imbalances and distribution difficulties were such that at the end 
of 1984 people were still dying of starvation. Hunger and starvation became widespread 
problems in sub-Saharan Africa as millions of people were affected by famine. Starvaticn 
attained tragic proportions in Africa； nor was it absent from countries of Asia and Latin 
America. 
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TABLE 5. ADULT LITERACY RATE, BY WHO REGION 

Number of countries 

Literacy rate
 J

 South-East „ Eastern Western ^ , 
Africa Americas . . Europe

 м
 ,

J4
_ „ .

£
. Total 

Asia
 r

 Mediterranean Pacific 

Both sexes 

less than 30% 12 - 3 15 

30.0% - 49.9% 7 1 3 1 5 1 18 

50.0% - 69.9% 9 5 1 8 2 25 

70.0% - 89.9% 1 15 1 1 4 3 25 

90% and more 11 5 26 1 7 50 

Sub-total 29 32 9 29 2.1 13 133 

No information 15 2 2 4 1 6 30 

Total 44 34 11 33 22 19 163 

Males 

less than 30% 4 - 1 - 5 

30.0% - 49.9% 11 3 1 3 18 
50.0% - 69.9% 9 1 4 14 
70.0% - 89.9% 4 3 - - 10 1 18 
90% and more 2 7 13 3 3 28 

Sub-total 28 5 11 14 21 4 83 

No information 16 29 19 1 15 80 

Total , 44 34 11 33 22 19 163 

Females 

less than 30% 17 3 7 27 

30.0% - 49.9% 6 1 1 8 16 
50.0% - 69.9% 4 - - _ 3 7 
70.0% - 89.9% 1 4 2 2 3 3 15 
90% and more 1 5 11 1 1 19 

Sub-total 28 5 11 14 22 4 84 

No information 16 29 19 - 15 79 

Total 44 34 11 33 22 19 163 



71. In the early 1980s a number of countries produced less food per head than in 1974-1976., 
While the calorie supply in relation to the population has been improving in Latin America, 
the Middle East, North Africa and East Asia, it has been falling in Africa South of the 
Sahara and in southern Asia. The same has been true of the supply of protein. In 1983 and 
1984 several countries, particularly in Asia, faced critical food supply problems. In Africa 
150 million people are estimated to suffer from food shortages. In 1980 Africa met only 86% 
of its food requirements and this proportion is expected to fall still lower； the existing 
problems of balance of payments and servicing of debts have limited the possibilities of 
importing food to make up this deficit； a number of countries which were food exporters have 
become net importers. With the increasing proportion of the population becoming poor, it is 
these groups, both in rural and urban areas, which have faced the worst problems of 
malnutrition. 

72. Estimates of the number of malnourished vary with the definitions and methods of 
measurement used, but it would seem that at least 430 million people are affected, almost 10% 
of the world population. Estimates of calorie intake per capita and per day suggest that 
people receive, on average, less than 90% of what they need in several parts of Asia and 
sub-Saharan Africa. In many developing countries two to four staple foods supply 60% to 80% 
of the food calories, and the type of staple food normally determines the type and severity 
of malnutrition found in a particular society, 

73. Hunger thus exists in the modern world in spite of ample food supplies at the global 
level. The complexity of the problem is illustrated by the evidence of imbalances in supply, 
bottlenecks in delivery, and political and administrative constraints and failures that 
complicate the struggle against hunger and starvation at the regional and national levels. 
Relief work is often hampered by political conflict and the lack of infrastructure. The 
fulfilment of the right of everyone to be free from hunger involves the removal of 
international and national obstacles. 

Status of women 

74. Equality, development and peace were the three themes of the United Nations Decade for 
Women (1976-1985) • A mid-decade conference held in 1980 drew up a Programme of Action for 
the second half of the Decade, which emphasized employment, health and education as key 
components of strategies for the full and equal participation of women in development. The 
achievements of the Decade were appraised by a world conference in 1985. 

75. The condition of the majority of women in the developing world has changed at most 
marginally during the period under review. Inequality is readily perceived through the 
observation that although women constitute one-third of the world's official labour force, 
they perform nearly two-thirds ôf the total working hours, receive only one-tenth of world 
income, and own less than 1% of the property. One-third of the households of the world are 
headed by women,^ 

76. Some of the conditions for the advancement of women are progressively being met in a 
number of developing countries• Access of girls and young women to education is generally 
improving, although wide regional variations persist. Access to health services is also 
improving, especially for women of reproductive age. Family planning services have been 
expanded in most countries, yet in some countries of Africa and Asia they have not reached 
more than 10% of women in need of them. 

77. The growing awareness of their inferior status and the pressure they have exerted at the 
international and national levels have led to a number of changes in laws and regulations 
affecting women. But many of the current customs and social mores still conflict with the 
objective of equality between men and women； improvements in the status of women and 
measures to reduce discrimination have affected only a minority. The need to overcome 
widespread inequalities was once again voiced at the recently concluded World Conference 
(1985), which unanimously approved "forward-looking strategies" for the advancement of women. 

1 Women, health and development: a report by the Director-General, Geneva, World 
Health Organization, 1985 (WHO Offset Publication No. 90). 



Children and youth 

78
#
 The International Year of the Child in 1979 promoted children's welfare and stressed the 

essential role of the family in their balanced development. Children (under 15 years) are 
40% of the population of developing countries and the number and proportion will continue to 
grow rapidly in most countries, 

79 • Less well known than the high infant mortality rates and low life expectancy for 
children in the developing countries is the number of children born into poverty and denied 
suitable health care, adequate nutrition, proper housing and some degree of education. For 
these the experience of childhood is indeed brief. With the poorer women they form the most 
vulnerable population group and generally bear the severest economic blows. 

80* While health services can save children's lives through the timely application of some 
of the simpler life-saving techniques such as oral rehydration therapy and can prevent much 
disease and disability through immunization, other basic needs such as adequate water supply, 
food and education must be met simultaneously to prepare the survivors for better development 
prospects. 

81. Over 80 million children live without families, half of them in Latin America,
1

 and 
growing numbers of children and adolescents are left to fend for themselves in the cities of 
developing countries as economic and social conditions deteriorate• 

82. Elimination of exploitation and child labour is a generally accepted objective. Yet 
this silent constituency provides more than 50 million workers (10-14 years of age), in the 
world, according to the International Labour Organisation. In some developing countries of 
A s i a , Africa and Latin America at least 20% of children under 15 years of age are reported to 
be working; even children under 10 years are often an important part of the workforce. 
Child labour is rarely the result of choice； it is imposed on children and their families by 
poverty and the absence of any real alternative• 

8 3 . The United Nations General Assembly designated 1985 as International Youth Year, with 
the motto "Participation, Development, Peace"• More than half of the world's population is 
under 24 years of age, and the age group 15-24 years is increasing at an average an rate of 
2.8% a year. Social change, with increased communications, technological developments and 
the dissemination of goods and modes of behaviour, has particularly affected the young both 
in the developing and the developed world. In many developing countries young people often 
do not have the opportunity to prepare for adult life； most young women have a child before 
their twentieth birthday. Unemployment of the young has become a widespread phenomenon in 
most parts of the world, and in many countries has swelled migration from rural to urban 
areas, where their increasing numbers in overcrowded conditions are exposed to unhealthy 
influences (e.g., drug abuse and alcoholism, violence) and the consequential social tension. 

Disabled persons 

8 4 . It is estimated that the number of physically, mentally or sensorially disabled persons 
in the world is about 500 million,^ with at least 350 million living in areas where 
services are insufficient or not available at all in particular in the rural parts of 
developing countries and among the poorest social groups. The overall numbers of the 
disabled in the developing world are growing

f
 With the deteriorating social situation, many 

developing countries have not been able to devote sufficient efforts and resources for 
preventive and rehabilitative measures which could reduce the risk and consequences of 
disability. 

85. The International Year of Disabled Persons (1981) increased awareness and created some 
momentum for action, especially in the nongovernmental sector. Many governments have 
formulated national plans for the prevention of disability and the rehabilitation of disabled 
persons. Relevant laws and regulations have been created or revised. Disabled persons have 
formed organizations to promote their rights and to participate in decisions affecting their 
lives. 

1 Survey of recent and prospective trends and fundamental changes in the field of 

socioeconomic development, 1985. United Nations document E/CN.5/1985/2. 
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86. Measures to remove the physical, social and cultural barriers to the participation of 
disabled persons in normal life are being implemented in a number especially of the more 
developed countries• But for the large majority of the disabled in the developing world 
services are drastically insufficient； for lack of resources the development of programmes 
and services has been curtailed, and the situation of disabled persons remains extremely 
precarious. 

87• In order to promote concerted national and international action the United Nations 

General Assembly proclaimed the United Nations Decade of Disabled Persons, 1983-1992. 

Implications for social development policies 

88. The available evidence suggests very varied social development trends in the world. The 
effects of policies enunciated in many countries will generally not be felt in the short 
term; measures to alleviate the social and living conditions in a large majority of the 
developing countries have been hampered by the economic crisis from which the world has only 
just begun to emerge. 

89. Equity and basic human needs must remain the primary concern of social development 
strategy. The wide disparities in living conditions and opportunities must be reduced, with 
special attention to rural areas and urban slums. The critical needs of special groups such 
as children and young people, women with their particular disadvantages, the elderly and the 
disabled require added emphasis. 

90. The first three essential elements of primary health care as defined in the Alma-Ata 
Declaration are education, food and proper nutrition, and adequate safe water and 
sanitation. The European regional strategy for health for all even includes peace, education 
and employment as prerequisites for health. In most countries the health sector can do 
little on its own in these areas. 

汐丄• The importance of coordinated efforts of social and economic sectors is clear. Those 
making economic policy decisions must be informed of the implications of their policies for 
health and social conditions in the various population groups. 

INTERSECTORAL COOPERATION AND THE HEALTH COMPONENT IN ECONOMIC DEVELOPMENT SCHEMES 

92• Analysis of socioeconomic trends and of action taken by Member States in implementing 
their strategies for health for all reveals an increasing awareness of the close relation of 
health to development. Some countries are making a serious reappraisal of their development 
policies and programmes which have implications for health; consultations are increasing 
between sectors to define health policies and develop programmes. Many countries' health 
plans are being formulated as part of overall development plans. 

93. Links between health and other sectors have depended on the health situation in 
different countries； in those still combating communicable diseases and whose populations 
are at high risk and have low resistance to hostile environments, as for example in Africa, 
the main links appear to be between the health sector and those concerned with food and 
nutrition, sanitation and education. In countries with increasing industrial pollution, 
changes in the ecosytem and other environmental problems, links with sectors concerned with 
industry, transportation and environmental protection are being sought, as in the Americas, 
South-East Asia, the Eastern Mediterranean and the Western Pacific• Where health conditions 
have been affected by changes in lifestyles accompanying industrial growth, urbanization, and 
material affluence, as in North America and many countries of the European Region, links have 
had to be forged with sectors encompassing tourism, sport, the tobacco industry and alcohol 
and drug consumption, for example. In these the dominant role of the health sector has 
become that of promotion and advocacy• 

94. But the health sector is still characterized by most countries as the weak partner, 
unable to change socioeconomic development policies or to mobilize effective intersectoral 
action for health. Explicit political commitment to social development and improvement of 
the quality of life is needed. Even where such commitment existed, external forces have 
contributed to a large extent to its failure. 



95. The recent deterioration of the economic and social situation in Africa and its profound 
impact on the quality of life, mentioned in earlier sections, calls for a strategy combining 
mutually reinforcing policies for social and economic development and coordinated and 
sustained national and international action. The intersectoral policies must meet basic 
minimum needs, of which health is a critical element. The coordinated response to the 
African crisis by the United Nations system and bilateral agencies is a case study in 
intersectoral action. All phases of assistance - relief, recovery and long-term 
development - are interdependent and require sustained and coordinated action. 

96. In the Region of the Americas, too, the economic crisis has underlined the need for 
intersectoral cooperation. A series of studies have been carried out on the consequences of 
the crisis for the health sector in Latin America and the Caribbean. The Regional Office has 
been engaged in a dialogue with the planning ministries of the Member States with a view to 
establishing permanent links between health and other sectors for global socioeconomic 
planning. 

97. In the regions where economic development has shown some encouraging trends over the 
past decade despite the overall world recession (parts of the South-East Asia, Eastern 
Mediterranean and Western Pacific Regions), it has failed even there to reach some needy 
segments of the society. The economic policies and strategies of the past did not devote 
sufficient attention to equitable distribution of the benefits of economic gain. Recently, 
"enlightened" representatives of political processes have come to recognize this deficiency 
and to give urgent attention to poverty, hunger, poor health, unemployment, rapid population 
growth, migration, poor housing and child labour• For example, in Thailand four ministries 
developed a long-range social profile and a framework to meet "basic minimum needs" covering 
nutrition, housing, working conditions, health and safety, family planning, moral support and 
basic human rights. However, there is increasing concern that current development approaches 
in some countries may not be adequate to correct the prevalent imbalance in social 
development• 

98. The health-for-all strategy in the European Region, which focuses largely on lifestyle 
and behaviour and the environment rather than on health care delivery, brings out the role of 
many other sectors in improving health and presses for urgent intersectoral action in 
countries. For example Finland

1

 s strategy based on these principles has recently been 
adopted by its parliament. 

99. Measures taken by some North American and European countries aimed at changing 
consumption patterns in order to inculcate moderation and restraint in alcohol and food 
consumption, to curb drug abuse and smoking or to provide comprehensive services to meet the 
needs of the elderly or the disabled provide further examples of intersectoral cooperation at 
national level. 

100. Several countries have established national health councils, multisectoral coordinating 
committees or similar mechanisms for intersectoral coordination of policy-making and 
planning. But many are reported to be functioning on an ad hoc basis when they need to be 
formal, as explicit political commitment by all sectors concerned is still lacking. Methods 
of analysis, monitoring and surveillance of the health impact of development activities in 
other sectors and changes in the health profile need to be further developed. 

101. Legislation being enacted in some countries to support health measures relates mostly 
to the conservation and protection of the environment - water quality, protection from 
dangerous and harmful substances, control of air pollution, and regulation of construction 
and industrial facilities. Increasing awareness of the health aspects of large-scale 
development projects and economic schemes is evident. Specific examples include; the Blue 
Nile health project in Sudan, which has brought in collaboration of agriculture, environment 
and health sectors as well coordinated inputs of the United Nations and bilateral agencies; 
the Lake Nasser development project in upper Egypt； and the Southern Uplands and Central 
Highlands development project in Yemen. In the United Kingdom of Great Britain and Northern 
Ireland and the United States of America guidelines are issued for the assessment of the 
environmental effects of public and private projects. Recent industrial disasters taking a 
heavy toll of human lives (as in Bhopal, India) have stimulated concern with the need for 
safety measures and adequate legislation. 



102. A special form of intersectoral cooperation by the United Nations system can be seen in 
the Substantial New Programme of Action for the Least Developed Countries for the 1980s 
(SNPA), Launched in 1981 at an international conference, SNPA encompasses special efforts by 
the specialized agencies and other organizations of the United Nations system to support 
development and to effect the required structural changes in the 36 least developed 
countries. These efforts are coordinated regularly by interagency meetings. A cycle of 
UNDP-supported "round table" meetings of donor agencies and consultative groups of the World 
Bank has been organized to facilitate discussion and financing of country programmes, with 
sectoral meetings on specific development areas. SNPA takes into account the strategies for 
health for all by the year 2000. 

103. Participants in a recent consultation on intersectoral action in health, organized by 
W H O , concluded that broad agreement on the importance of intersectoral measures had not yet 
found expression in action in a majority of countries. Information is lacking on vital 
issues: what are the development policies in other sectors that influence the implementation 
of primary health care? How can the health-related inputs of other sectors (which are often 
unrecognized) be utilized to maximize resources for health? Failure to answer such points 
has often resulted in conflicting views and interests, and overlapping activities. 
Institutional and bureaucratic constraints as well as deficiencies in human, material and 
financial resources have further hampered progress• 

104. National capabilities for research in health and development policy and for monitoring 
and surveillance need considerable strengthening, especially to measure changes in health 
profiles and the impact on socioeconomic development. If the health sector is to help 
determine socioeconomic development policies it must increase its capacity for monitoring the 
impact of economic development projects oil the environment and natural resources necessary 
for healthier human existence. 



CHAPTER 2： DEVELOPMENT OF HEALTH SYSTEMS 

105. Health for all is not a single, finite target; it is a process leading to progressive 
improvement in people's health. In Member States a similar general understanding of the 
process may exist, but it will be interpreted and adapted differently in the light of their 
particular social and economic conditions, the health status of the population and the level 
of development of the health system. 

106. The fundamental principle of the health-for-all strategy is equity, making the health 
status of people arid countries equal and ensuring equitable distribution of health 
resources. Because health and socioeconomic development are intricately linked, the strategy 
stresses the mutual reinforcement of related policies. It calls for organization and 
strengthening of health infrastructure based on primary health care, and for health manpower 
policies which will not only provide training and motivation and ensure equitable 
distribution of human resources, but will also ensure the development of managerial

э 

technical and scientific staff at least to the critical level of competence. Together with 
the mobilization, coordination and rationalization of all resources - national and 
international - the commitment and involvement of people in shaping their future is a key 
factor in the strategy, which also stresses the application of health technology appropriate 
to the social and economic conditions of countries. 

107• Implementing the policies on which the strategy is based requires the mobilization of 
the support and commitment of political decision-makers, economic planners, health 
professionals and related professions, establishment of an adequate managerial process and 
reorientation of health research. 

108. The information generated by the traditional health system in most countries is quite 
insufficient to gauge the subtle changes in the social, political and decision-making 
processes which are the main pillars of the support mechanisms to achieve health for all, and 
there are few precise indicators of their effectiveness, but this chapter reviews the 
response in countries. The main emphasis is on the processes and on their compatibility with 
the health-for-all principles, with some reflections on their adequacy for achieving the goal. 

Health policies and strategies 

109. The overall response from countries reflects considerable progress in the development 
of national health policies and strategies consistent with the Global Strategy for Health for 
A l l by the Year 2000,^ Many have elaborated national health strategies since the 
endorsement of the global or regional strategies. Some have reviewed and adjusted them more 
recently. In a number where national policies are being revised, he^lth-for-all strategy is 
quoted as a source of inspiration. Many others foresee no immediate changes, while a few 
recognize that much still remains to be done to translate their policies and strategies into 
concrete programmes which reflect the health goals. 

110. The large majority of countries have indicated that their health policies are reflected 
in their overall development policies• But many admit that incorporation of health plans 
into national development plans is sometimes difficult owing to conflicting national targets 
and the lack of coordinated intersectoral planning. Few have been able to project long-term 
health development or overall socioeconomic development strategy. In some, formal 
socioeconomic development plans are nonexistent； they only identify some strategic points 
and concepts for health development up to the year 2000, and these reflect the national 
health policy. 

111. Even where a comprehensive plan based on equity in health has been accepted in 

principle, as in Zimbabwe, agreement on its implementation will require long negotiations• 

112. Application of the first global indicator
2

 of a list of 12 adopted by the 
Thirty-fourth World Health Assembly in 1981 reveals a high degree of political will in the 
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received endorsement as policy at the highest level. See "Health for All" Series, No. 4 , 
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world to achieve the goal of health for all by the year 2000 (Table 6). The level of 
endorsement varies from a statement within the national constitution, or an explicit 
reference to the goals of health for all and primary health care in the national 
socioeconomic development policy, to a declaration of commitment by a head of state or 
minister of health. The large majority of countries have endorsed their regional health 
charters and have reflected this in their national policies. 

TABLE 6. ENDORSEMENT OF THE HEALTH-FOR-ALL POLICY AT THE HIGHEST LEVEL, BY WHO REGIONS 

Number of countries 

.
 A

 . South-East „ Eastern Western ^ , 
Africa Americas

 A
 . Europe

 M
 j“ 《 … Total 

Asia ^ Mediterranean Pacific 

Committed at the 

highest level 41 21 11 22 20 15 130 

Not committed - - 一 1 1 2 

Sub-total 41 21 11 22 21 16 132 

No information 3 13 11 1 3 31 

Total 44 34 11 33 22 19 163 

113. Perhaps a clearer reflection of political commitment is given by trends in the 
allocation and distribution of resources. Some countries have indicated that they are 
allocating more resources to underserved population groups and to social development sectors, 
particularly health and education. In a few countries, including Indonesia, even when the 
national development plan calls for austerity measures in all sectors, resources have been 
increased for primary health care and education for the rural areas. In others, including 
India and Sri Lanka, primary health care is made an important component of the medium-term 
plan or investment programme. Examples of other social development programmes receiving 
priority in national development plans and that may have an important effect oil health are 
the "village reawakening" programme, the "million houses" programme and the special feeding 
programme in Sri Lanka, the resettlement programme in Zimbabwe, and the "basic minimum needs" 
programme in Thailand. Some national development policies place emphasis on rural or poor 
areas* 

114. Thus, while progress or the effectiveness of measures is very difficult to quantify at 
this stage, increasing concern and a conscious effort to reduce social and economic 
inequities are discernible in national health and development policies• 

115. While a large majority of the countries have indicated that their overall national 
health policies and strategies reflect the fundamental principles of the health-for-all 
strategy, different degrees of emphasis are evident within individual national or regional 
health strategies according to the national or regional health situation. In almost all 
countries of the African Region the eight essential elements of primary health care are 
emphasized in the national strategies. In the regional strategy of the Americas, priority is 
given to the high-risk groups, including women of child-bearing age, children under five 
years of age, the elderly, disabled persons and workers. Virtually all countries of the 
South-East Asia Region emphasize a shift in national strategies from curative to preventive 
aspects of health care, to an integrated approach to health care and a multisectoral approach 
to meeting basic needs. The European regional strategy identifies basic prerequisites for 
health, including: action fЭх. ̂ c ^ l z ; greater equality in terms of income and opportunities, 
satisfaction of basic needs - especially enough food of the right kind - education, water 
supply and sanitation, housing and employment, social support measures - especially for the 
elderly - and adoption of healthy life-styles. In the Eastern Mediterranean and Western 
Pacific Regions, while the national strategies vary, the essential elements of primary health 
care are given overriding importance. 



116. Mechanisms for the formulation of national health policies and strategies are complex 
and require continuous dialogue between staff at many levels of health system, socioeconomic 
development planners, the community, the private sector and nongovernmental organizations. 
In countries where production and services are mainly managed by the private sector, 
agreement on social policy is reached by quite complex means； in others with predominant 
governmental control it is somewhat easier. This is reflected in the national reports. 
Coordination and consultation among various groups are done on an ad hoc basis, and in most 
countries they are insufficient。 Some countries, for example, Finland, the Netherlands, and 
Sweden, are developing mechanisms for such consultation and are achieving consensus on 
strategies, but their efforts are mostly focused on specific health problems or population 
groups. In others, for example, Spain, Sweden and the United Kingdom of Great Britain and 
Northern Ireland, strategy development has been decentralized and local strategies have been 
formulated. Very few countries appear to have provided a legal framework for the 
implementation of the basic principles of their national health policies. 

117. Economic constraints have seriously affected the implementation of the policies and 
strategies which have been approved in principle at the highest government level. There is 
also some resistance to the health-for-all strategy especially from professional groups. 
Inadequate national capability and mechanisms to support policy formulation, especially in 
health information analysis and research, and insufficient communication between different 
levels of authority and groups of interested persons are also cited as constraints by several 
countries, which see an increase in national capabilities, including training of personnel 
and strengthening of analytical and research potential, and improvement of coordination with 
other sectors as the main measures needed to overcome them. Practically all countries need 
to create or strengthen mechanisms for continuous monitoring and evaluation of their national 
health policies and strategies. 

Organization of health system based oil primary health care 

118• Ae countries reorient their health systems to primary health care, many changes are 
needed in their organization and management, going beyond the physical design to embrace 
redefinition of the objectives of the principal institutions, reallocation of 
responsibilities and even revision of the power structure. Where several public and private 
agencies control health care, close coordination and balanced decision-making must be 
assured. There is no universal solution in this complex area of political, social and 
organizational change； each country has to find solutions appropriate to its own situation. 

119. There is a growing awareness of the need for change and for better tools to effect it. 
For most countries, it will undoubtedly be a long process involving technical, political, 
cultural and financial factors. It is also recognized that changes within the ministry of 
health are not the answer; decisions and action in a broader political arena are required. 

120. An important factor influencing change is the way primary health care is perceived; 
many countries still view it as a method of extending basic health services, especially in 
rural areas; others perceive it as a way to mobilize the community as an equal partner in 
the development process. The approach to national health system development is often a 
reflection of such views. Primary health care is not universally understood by professional 
health workers, and this has sometimes tended to cause resistance to change• 

121. The efforts of many developing countries have concentrated on the restructuring and 
reorganization of ministries of health; establishment of improved mechanisms for 
coordination within the health sector for the delivery of health care; and reorganization 
and expansion of the health care delivery infrastructure. Considerable attention is also 
being paid to the strengthening of management at the intermediate level through 
decentralization and integration of health programmes so as to increase the comprehensiveness 
of primary health care, especially at local levels. 

122. Several countries have reviewed the role, functions and structure of their ministries 
of health in the 1980s. Reorganization has been aimed principally at improving coordination 
between the curative and preventive services, and in the vertical health programmes. Some 
have combined preventive and curative services under one primary health care "umbrella". In 
others, special international health units have been established to improve coordination 
especially with external agencies. Greater attention is being given to the clarification of 



the functions of staff at different levels of the health system and to the decentralization 

of authority. Indonesia and the Philippines offer examples of clear policies and procedures 

for coordination at central, provincial and local levels. 

123• The extent and effectiveness of measures to improve coordination within the health 
sector depend greatly oil the sociopolitical and economic structure and the prevailing health 
situation; in countries where the government has the major responsibility for the provision 
of health care it is more feasible. Where a large number of institutions and agencies are 
involved they tend to try to coordinate their use of resources without losing their 
individual identity and to continue their operations without duplication and contradictions. 

124. A framework for coordination has to be provided at the highest political level, with 
clear definition of the social objectives and the policies to achieve those objectives. For 
example, in Zimbabwe a policy to achieve equity in health has been adopted by the Cabinet 
that outlines a strategy for coordination of five health subsectors, including their roles 
and mechanisms for coordination at central, provincial, district and local levels. Several 
countries in Latin America have identified three central elements of political decision 
critical to coordination among ministries of health, social security institutions and other 
sector agencies: (1) definition of the composition of the health system, (2) financing of 
services, and (3) coverage of the population. Studies have been carried out recently in a 
number of countries in this region oil the role and functioning of their social security 
institutions; measures for coordination with ministries of health were outlined. 

125. The role of the private sector in national health-for-all strategies has not been 
defined, and methods for inclusion of the private sector in the coordination of health 
services have not been outlined. Governments are increasingly aware of the need to involve 
numerous voluntary and private organizations with health-related aims and activities in 
national health-for-all strategies and to establish effective procedures for that purpose, 
and are recognizing that many problems must be solved before they can achieve their g o a l . 
Alone they cannot find the solutions； they are subject to political, administrative, 
financial and other constraints• 

126. The reports indicate that the subject receiving most attention is the reorganization 
and expansion of health care delivery infrastructure. Many countries have reviewed their 
health care delivery systems and outlined the needs for reorganization, which have included 
definition of the functions of staff at each level of the system, starting with the community 
level, and decisions on the services to be delivered at each level and on the resources -
material and human - which are commensurate with the function and level of complexity. The 
links and referral mechanisms needed for a well coordinated health infrastructure have also 
been the subject of much concern. 

127. The local or community level, where the first contact of the individual with the health 
care system occurs, is also where the major increases in activities have been reported in 
some countries over the past decade, with particular emphasis on reaching rural and scattered 
populations. A large number of community-based health workers such as village health guides, 
community health workers, traditional birth attendants and volunteers are supplementing the 
peripheral health facilities to provide community outreach services• In one country 
(Thailand) self-management in primary health care has been initiated where villagers play the 
principal role in the community-based activities. Some countries have already reached their 
stated targets for members of such community-based health workers per village or a 
predetermined population group. Countries whose population is widely dispersed have 
difficulty in reaching some population groups through conventional health care delivery 
mechanisms. 

128• In countries where trained professional health personnel is abundant, the first contact 
is with a physician or a highly trained nurse. Innovations in some developing countries, 
such as the "section doctor" scheme in the Democratic People's Republic of Korea, or the 
family physician network in Cuba, provide comprehensive care at this level• In others, 
particularly in Europe, well coordinated teams form the established first point of contact 
with the official health system. But the large majority of developing countries still have 
difficulty deploying adequately trained professional health workers in rural areas to support 
and supervise the community-based services. 

129. In most of the developing countries the intermediate level of the health care system， 
generally a district hospital which serves as the first referral level, is very w e a k . 
Inadequate staff and resources make the overall operational and technical capacity poor and 



consequently limit the ability to support and supervise community-based health services and 
to provide services of higher complexity. This has resulted in under-utilization of 
peripheral health services, so that even countries which have reported the establishment of a 
reasonably good health infrastructure are not achieving corresponding progress in primary 
health care coverage. There is increasing awareness of this problem, and renewed efforts are 
being made to strengthen this level through a clearer definition of functions and the 
provision of technical and material resources. The current economic situation in most 
countries, however, has impeded such improvements and prompted a search for innovative and 
cost-effective solutions. 

130. In some countries the health care delivery system is still centred on the hospital, but 
the cost of operation of a large central hospital causes concern as it consumed a substantial 
proportion of the health budget; for example, two-thirds in Bahrain and Djibouti. Recent 
trends indicate that the building of new and sophisticated hospitals has considerably slowed 
down, a majority of developing countries preferring to allocate resources to primary health 
care, 

131. Countries are also beginning to give considerable attention to the establishment of 
referral mechanisms with adequate logistics and technical support. Few of them have created 
the necessary links through regionalization, definition of the boundaries and population for 
each level of the health system, and adequate information support； for a large majority of 
developing countries, this aspect of the health system remains very weak. 

132. In spite of the apparent proximity to large hospitals, access to basic health care is 
limited for the vast majority of the urban poor, and special attention is being given to the 
organization of the health system based on primary health care in urban areas. In the 
capitals of many developing countries ultra-modern hospitals have facilities for open-heart 
surgery and organ transplantation, while only 20 kilometres beyond the city limits children 
still die of tetanus or diarrhoea because basic services and supplies are lacking• 
Overcrowding and deterioration of urban health facilities are becoming all too evident, but 
current financial constraints make improvement difficult. The primary health care services 
are scattered and unconnected by a referral system; or they are often provided only by the 
private sector; the resulting fragmentation of responsibility presents special managerial 
problems. Even in the developed countries decaying areas of inner cities are growing, and 
the health and social needs of the urban poor are becoming a serious challenge• 

133. To deal adequately with the health needs of the urban poor requires simultaneous action 
on several fronts. Some countries have started by assigning high priority to urban slum 
areas and to the amelioration of environmental and housing conditions. In some cities the 
public health authorities have attempted reorganization by assigning people to health 
facilities by geographical area, by redistributing case loads, and by improving network and 
referral mechanisms. Some legislative reforms are also being introduced, especially for 
housing and the environment• More research is needed on innovative and effective solutions 
to the growing urban problem in view of its complexity• 

134. All countries recognize the need to provide at least the eight essential elements of 
PHC at the first level of contact, but their actual availability varies according to the 
health infrastructure. Education for health, water supply and basic sanitation and some 
aspects of maternal and child health care are generally provided in the home and the 
community. In many countries, nutrition and child growth monitoring, immunization, 
management of diarrhoeal diseases, family planning and occasionally treatment for minor 
injuries are added with the organization of "outreach" services from peripheral health 
facilities to the communities. However, in most of the developing countries such services 
are not continuous, and innumerable logistic and resource problems remain. It is usually at 
the first-level health centre or polyclinic that essential medical care, control and 
treatment of some of the communicable diseases are provided. Only the very minimum of the 
essential drugs are available in the community, and even in the first-level centre their 
supply is inadequate. Even countries which have made substantial efforts to improve their 
primary health care infrastructure are unable to meet logistic demands, especially for 
essential drugs and vaccines and transport. 

135• The communicable disease control programmes in most countries are vertical and require 
support and management structures which peripheral health services are unable to provide. 
Very few countries have begun systematic study of the operating capacity of their health 



systems for the delivery of the eight essential elements of primary health care. As an 
example, Sri Lanka is establishing norms and models of "desired situation" for assessing 
quality and capacity of the health system and for projecting requirements. Inadequate 
financial resources and poor managerial capability within the health system are cited as 
major obstacles• 

136. From the foregoing analysis it is clear that intensive efforts are still required to 
strengthen the health system based on primary health care, and many technical, financial and 
managerial problems remain. Progress towards full coordination is slow. There are many 
constraints including unclear definition of functions and responsibilities, differences of 
opinion, administrative procedures and financial and legal regulations. The mechanisms for 
coordination within the health sector and with other sectors require top-level political and 
administrative support, which appears to be lacking in most countries. 

Health care 

137• Success in the reorganization and expansion of the health system must be assessed in 
terms of access to and coverage by at least the essential services, and not only their 
utilization but also their quality. There is no universally satisfactory indicator for 
assessing coverage; it is necessary to break down the general concept of coverage into 
accessibility, availability and utilization measures. 

138. Many countries reported an overall improvement in access of the population to health 
services. Poor physical accessibility expresses the difficulty in countries with scattered 
population or with limited transport and communications, including those of vast area and 
difficult climatic conditions, such as Mongolia, or with small population groups separated by 
mountains, such as Nepal and Bhutan, or by water, such as Indonesia, Maldives and the Pacific 
islands. Remote rural areas of many countries of Africa, Asia and Latin America are still 
without access to minimal communication facilities. Under such circumstances innovative and 
cost-effective approaches to the delivery of health care, aimed at creating maximum 
self-reliance at the local level, are being developed； this is the case in Mongolia. 

139. Even where geographical coverage has increased, much may have to be done to improve 
functional accessibility. In many countries some essential primary health care services are 
still provided on an ad hoc basis only. Overcrowded health facilities in large cities cannot 
readily be called accessible, especially when the urban poor cannot afford the cost of 
transport, much less that of services in the private sector, and frequently lack the required 
insurance or social security coverage. 

140. In the developed countries health care coverage has been complete for many years. A 
few developing countries are now reporting 80%-100% coverage. Many of the recent 
improvements in coverage have taken place in preventive services and services for high-risk 
groups such as pregnant women and young children. But many countries still find it difficult 
even to measure coverage. Some have used the sample survey approach. Although global 
indicator 7 defines the availability of primary health care and includes five 
sub-indicators,1 the actual definition of access can vary with the geographical and 
socioeconomic situation of a country or area. Tables 7 to 13 give information on primary 
health care coverage and also reveal the lack of information in this area. 

141. Table 7 shows that of 142 countries which provided information, 57 reported that 80% or 
more of their population have safe drinking-water. There are substantial differences between 
and within countries. In many countries of Africa the situation has worsened with the recent 
drought. Facilities for waste disposal are much poorer, particularly for rural populations 
in several countries, some reporting as little as 1% coverage. If the full impact of 
improvement in water supply and sanitation is to be felt, over 1000 million more people must 
be provided with adequate and safe water, of whom over 80% are in the rural areas of the 

1

 Global indicator 7 is defined as "the number of countries in which primary health 
care is available to the whole population, with at least the following： safe water in the 
home or within 15 minutes' walking distance, and adequate sanitary facilities in the home or 
immediate vicinity; immunization against diphtheria, tetanus, whooping-cough, measles, 
poliomyelitis, and tuberculosis; local health care, including availability of a least 20 
essential drugs, within one hour's walk or travel； trained personnel for attending pregnancy 
and childbirth, and caring for children up to at least 1 year of age•“ ("Health for All" 
Series, No. 4, para. 124.) 



world's developing countries, while over 1500 million must be provided with adequate 
sanitation. With the slow progress recorded thus far many countries report that they will 
not be able to reach the goals set by the International Drinking Water Supply and Sanitation 
Decade.1 

TABLE 7. COVERAGE WITH SAFE WATER, BY WHO REGIONS 

Number of countries 
Coverage 

A
_ . . . South-East „ Eastern Western _ ^ _ 

Africa Americas
 A

 , Europe ,. .
 r
. Total 

Asia
 r

 Mediterranean Pacific 

Urban and rural 

less than 20% 7 - 2 - 1 10 
20.0%-39.9% 18 A 3 一 4 29 
40.0%-59.9% 6 4 2 3 4 1 20 
60.0%-79.9% 4 9 1 6 3 3 26 
80% and more 1 14 2 22 10 8 57 

Sub-total 36 31 10 31 22 12 142 

No information 8 3 1 2 - 7 21 

Total 44 34 11 33 22 19 163 

Urban 

less than 20% 4 - - … - … 4 

20.0%-39.9% 7 2 … 1 … 10 
40.0%-59.9% 7 1 3 … 1 … 12 
60.0%-79.9% 7 - 3 5 ... 15 
80% and more 4 5 3 14 ••• 26 

Sub-total 29 6 11 … 21 … 67 

No information 15 28 - 33 1 19 96 

Total 44 34 U 33 22 19 163 

Rural 

less than 20% 13 2 3 … 2 20 

20.0%-39.9% 10 2 3 … 7 … 22 
40.0%-59.9% 4 - 2 … 2 … 8 
60.0%-79,9% 2 1 1 4 … 8 
80% and more 1 1 2 … 6 … 10 

Sub-total 30 6 11 … 21 … 68 

No information 14 28 - 33 1 19 95 

Total 44 34 11 33 22 19 163 

1
 S e e

 Drinking-water and sanitation. A way to health. Geneva, World Health 
Organization, 1981. See also National decade plans： Eight questions they answer, Geneva, 
World Health Organization, 1982^“ — 



TABLE 8. COVERAGE WITH ADEQUATE SANITARY FACILITIES, BY WHO REGIONS 

Number of countries 

Coverage — 
,

r
 , . . South-East „ Eastern Western „

 t
 , 

Africa Americas . • Europe .. _ ,
c
. Total 

Asia ^ Mediterranean Pacific 

Urban and rural 

less than 20% 5 
20.0%-39.9% 4 
40.0%-59.9% 3 

60.0%-79.9% 4 
80% and more 2 

3 4 -

4 2 2 
6 2 7 
4 1 3 

13 1 17 

5 17 
3 2 17 
2 2 22 
4 1 17 
6 4 43 

Sub-total 18 30 10 29 20 9 116 

No information 26 4 1 4 2 10 47 

Total 44 34 11 33 22 19 163 

Urban 

less than 20% 
20.0%-39.9% 
40.0%-59.9% 
60.0%-79.9% 
80% and more 

2 
2 
5 

10 

2 
9 
9 

10 
17 

Sub-total 

No information 

14 

30 

6 

28 33 

19 

3 19 

47 

116 

Total 44 34 11 33 22 19 163 

Rural 

less than 20% 
20.0%-39.9% 
40.0%-59.9% 
60.0%-79.9% 
80% and more 2 

20 
8 
4 
1 
9 

Sub-total 

No information 

12 

32 

6 

28 33 

16 

6 19 

42 

121 

Total 44 34 11 33 22 19 163 



TABLE 9. FULL IMMUNIZATION COVERAGE OF INFANTS, BY WHO REGIONS 

Number of countries 
Coverage 

.
 A

 . South-East _ a,b Eastern Western 
Africa Americas . • Europe-'—

 X(f
」•‘ „ Total 

Asia ^ Mediterranean Pacific 

DPT vaccine (3 doses) 

less than 20% 6 2 4 - 7 - 19 
20.0%-39.9% 10 5 2 1 3 2 23 
40.0%-59.9% 6 7 2 3 3 2 23 
60.0%-79.9% 4 11 1 - 6 1 23 
80% and more 4 8 2 27 3 2 46 

Sub-total 30 33 11 31 22 7 13A 

No information 14 1 - 2 - 12 29 

Measles vaccine 

less than 20% 6 2 9 1 8 _ 26 
20.0%-39.9% 8 7 1 2 4 1 23 
40.0%-59.9% 9 7 - 3 2 - 21 
60.0%-79.9% 5 9 - 3 5 2 24 
80% and more 2 3 1 17 3 - 26 

Sub-total 30 28 11 26 22 3 120 

No information 14 6 - 7 - 16 43 

Poliomyelitis vaccine 

less than 20% 8 1 6 - 7 1 23 

20.0%-39.9% 10 4 1 - 3 - 18 
40.0%-59.9% 5 6 1 1 3 2 18 
60.0%-79.9% 6 10 1 2 6 1 26 
80% and more 2 12 2 28 3 3 50 

Sub-total 31 33 11 31 22 7 123 

No information 13 1 - 2 - 12 28 

BCG 

less than 20% 7 - 1 2 9 1 20 

20.0%-39.9% 4 - 4 - 1 - 9 
40.0%-59.9% 4 7 1 2 2 - 16 

60.0%-79.9% 8 11 3 1 7 3 33 

80% and more 9 6 2 12 3 3 35 

Sub-total 32 24 11 17 22 7 113 

No information 12 10 - 16 - 12 50 

Total 44 34 11 33 22 19 163 

— U n d e r five years. 

~ Tetanus only. 



TABLE 10. TETANUS IMMUNIZATION COVERAGE OF PREGNANT WOMEN, BY WHO REGIONS 

Coverage 
Number of countries 

Africa Americas 
South-East 

Asia 
Eastern Western 

Europe Mediterranean Pacific T
o t a

l 

less than 20% 
20.0%-39.9% 
40.0%-59.9% 
60.0%-79.9% 
80% and more 

15 

6 

23 
11 
7 
4 
7 

Sub-total 

No information 

11 

33 

12 

22 29 

21 

1 19 

52 

111 

Total 44 34 11 33 22 19 163 

142. Improvement in coverage of children by vaccination against the six target diseases of 
the Expanded Programme on Immunization has been reported by many countries. The actual 
immunization policies and practices in a given country affect the value of this indicator; 
but on the whole this element of primary health care has received a high priority. 
Substantial regional disparities exist, the European Region having achieved full coverage 
whereas in Africa drought, famine, civil unrest and other factors have affected progress. 
Impressive efforts have been made by Brazil, Colombia, Sri Lanka and some other countries to 
improve coverage through a combination of strategies. The Region of the Americas has 
announced its intention to eradicate poliomyelitis by.1990 through full vaccination coverage. 

TABLE 11. COVERAGE OF PREGNANCY AND CHILDBIRTH BY TRAINED PERSONNEL, BY WHO REGIONS 

Coverage 
Number of countries 

.^ . . . South-East „ Eastern Western „ __ , 
Africa Americas . . Europe

 w
 . . Total 

Asia
 r

 Mediterranean Pacific 

Pregnancy 

less than 20% 
20.0%-39.9% 
40.0%-59.9% 
60.0%-79.9% 
80% and more 

2 
1 
2 

14 

3 
8 

14 
16 
38 

Sub-total 

No information 

16 

28 

13 

21 

14 

19 

10 

9 

79 

84 

Childbirth 

less than 20% 1 

20.0%-39.9% 7 
40.0%-59.9% 5 

60.0%-79.9% 1 
80% and more 5 

- 2 -

3 3 -
2 1 -
2 - -

17 4 12 

2 5 

3 1 17 
2 1 11 
2 3 8 

4 7 49 

Sub-total 19 24 10 12 13 12 90 

No information 25 10 1 21 9 7 73 

Total 44 34 11 33 22 19 163 



TABLE 12. COVERAGE THROUGH ATTENDANCE AND CARE OF CHILDREN BY TRAINED PERSONNEL, 
BY WHO REGIONS 

Number of countries 

Coverage — 
.

 A
 . South-East „ Eastern Western _ ^ -

Africa Americas Europe
 P a c i f i c

 Total 

less than 20% 3 - 1 - 2 6 

20.0%-39.9% 4 1 一 2 7 
40.0%-59.9% 1 - 1 1 3 

60.0%-79.9% 1 4 1 - 2 2 10 
80% and more 3 7 3 10 4 5 32 

Sub - total 11 12 6 11 11 7 58 

No information 33 22 5 22 11 12 105 

Total 44 34 11 33 22 19 163 

143. Peripheral health services usually provide health care for women during pregnancy and 
childbirth and to infants. With the rapid expansion of community-based health services and 
availability of trained health workers and volunteers at the community level, coverage of 
maternal and child health services has increased proportionally in most of the developing 
countries. For developed countries this coverage had reached almost 100% even prior to the 
Strategy. Special efforts in some regions (including the Eastern Mediterranean) to train 
traditional birth attendants have contributed a great deal* Nevertheless, care for children 
under five years of age in rural and urban areas in most developing countries is still very 
limited and sporadic• 

TABLE 13. LOCAL HEALTH CARE COVERAGE, BY WHO REGIONS 

Number of countries 
Coverage 

A i =
 . . . South-East _ Eastern Western m ^ , 

Africa Americas . . Europe
 w

 „ ^ T o t a l 
Asia

 r

 Mediterranean Pacific 

less than 20% 1 

20.0%-39.9% 7 
40,0%-59.9% 3 
60*0%—79*9% 6 
80% and more 2 

4 11 

1 1 10 
2 1 10 

13 11 66 

Sub-total 19 13 8 25 20 13 98 

No information 25 21 3 8 2 6 65 

Total 44 34 11 33 22 19 163 

144. Some progress is reported in the availability of treatment for common diseases and 
injuries and of essential drugs at the first level of contact. Lack of human, material and 
financial resources and poor transport and communications in rural areas are still the major 
obstacles. Some countries have made laudable efforts to provide a minimum of essential 
drugs. The importance of active community involvement is becoming very evident, with 
establishment of drug cooperatives in some countries. Life-saving measures using low-cost 
technology such as oral rehydration therapy in the home and the community are also reported 
in several countries• But for many this element of primary health care is weak, and when the 
peripheral services cannot meet such essential health care needs, people bypass them and seek 
treatment in institutions of higher complexity. 



145. Some countries include oral health, mental health and rehabilitation services for the 

disabled and the elderly at the community level in their primary health care strategies. 

Countries were not specifically requested to provide information on such coverage for this 

evaluation, but other sources indicate that while selective coverage has improved recently, 

in a few countries, especially in urban areas, in most developing countries it is very low 

owing to the lack of trained personnel. 

146. With the greater availability and comprehensiveness of services at the peripheral 
level, their overall utilization is also improving, and the demand for services of greater 
complexity has increased. Overcrowded hospitals in urban areas and poorly equipped 
intermediate health facilities are unable to satisfy it. Economically sound approaches are 
needed to unblock this "bottleneck" in the health care delivery system. Some countries have 
introduced such measures as a reduction in average lengths of stay in hospitals or centres, 
and incentives (mostly financial) for more efficient utilization of services. Very few 
studies on reasons why people are bypassing certain institutions, on appropriate incentives 
to follow the established referral procedures, or on promotion of community awareness have 
been carried out. Improvement of the technical and managerial capacity of peripheral and 
intermediate health facilities is still badly needed if people are to have greater confidence 
in health services. Measures to increase the involvement of communities at this level are 
also needed, 

147• Few countries have introduced systematic procedures to judge the quality of health 
care. The main emphasis in the developing countries is still on improving the coverage and 
comprehensiveness of care. Even in the more developed countries only limited activities for 
quality assessment are reported. An important development noted in the European Region is 
the foundation of an international association for quality assurance in health care; a few 
countries in this region have also established national institutions for quality assurance. 
Some have introduced legislation, for example, Belgium, Spain and Yugoslavia, while in a few 
periodic recertification of physicians is required. 

148. The priority areas for quality assurance in the developed countries are care of 
pregnant women and the newborn, control and management of noncommunicable diseases, and care 
of the dying• Quality of vaccines and pharmaceuticals is another important area. Developing 
countries are envisaging the follow-up of efforts to increase the comprehensiveness of care 
at the peripheral and intermediate levels, with monitoring of the correct application of 
techniques and resources, and establishment of continued quality assurance against set 
standards and performance targets. Quality assessment still has to be introduced in most 
developing countries. Training of health personnel, logistic support and adequate 
supervision are prerequisites for the improvement of quality of care. 

Managerial process 

149. The health-for-all strategy demands an integrated managerial process for national 
health development,工 stressing the concept of broader planning for health rather than for 
health services； it also places greater emphasis on policy formulation, oil the political and 
social processes in planning, and on stronger links between planning and management• It 
involves the conversion of plans into programmes with priority budgetary allocations, and the 
implementation, monitoring and evaluation of strategies with a view to modifying or adjusting 
them as part of a continuous cycle. 

150. Most countries have some form of managerial process for national health development. 
During the past five years many governments have initiated or intensified efforts to improve 
the managerial capacity of their health systems, but mainly concentrated oil the functions of 
ministries of health. In the Region of the Americas some countries have started improving 
coordination with and management of social security institutions in the context of national 
health development, including joint reviews, definition of functions and responsibilities, 
health policy formulation, identification of priorities, and training. 

1

 See "Health for All" Series, No. 5. 



151. Strengthening or development of the national planning process has received noteworthy 
emphasis in the Region of the Americas, the Eastern Mediterranean and the Western Pacific. 
In some cases it is an integral part of overall socioeconomic development planning. Many 
countries have formulated medium- or long-term comprehensive health development plans for a 
5-20 year period or specific plans for a critical component such as health manpower. 
However, in the large majority of developing countries information support for sound planning 
is inadequate, and in countries where several institutions are involved in health delivery 
coordinated planning is difficult. Involvement of relevant sectors in joint planning for 
health has not been satisfactory. Participation of nongovernmental organizations and the 
private sector in national health policy and plan formulation is virtually non-existent in 
most countries. 

152. Consumer participation in planning and decision-making is still very limited. There 
are varying perceptions of needs between providers and users of health services. Several 
countries in the South-East Asia and Western Pacific Regions have in recent years initiated 
decentralization of planning and management of health services, and are reasonably satisfied 
with progress. The degree of decentralization has varied, responsibility for coordination 
and supervision being assigned to the district level in some (Bhutan, Papua New Guinea), 
while in others resources for community-based primary health care have been allocated to the 
village level, as in Thailand• Some countries, like China, have had a decentralized health 
system for many years• Most are still struggling to achieve an optimal balance between 
centralization and decentralization, particularly when there are serious economic 
constraints. A centralized approach is sometimes felt to facilitate geographical and social 
equity, with attention to overall national priorities. But it is recognized that 
decentralization would permit greater participation of communities, with more sensitivity to 
local needs and aspirations. The importance of adequate information support and responsible 
consumer participation for the mobilization of resources is also increasingly recognized. 
The consensus of opinion is that the current trend toward decentralization should be 
intensified together with the provision of adequate managerial support to local levels• 

153. Costing of plans and allocation of resources require closer scrutiny in most 
countries. With economic stringency many have had to make cuts in social sectors, and 
implementation of plans is severely curtailed or limited to maintaining the existing 
infrastructure, which has even had to be reduced in some countries. Unfortunately, the cuts 
frequently affect essential management activities such as training, supervision and logistic 
support. Some policies and plans cannot be implemented at all. 

154. In several of the least developed countries a substantial part of the plan is 
implemented with external resources. Maintaining health infrastructure without exceeding the 
national health budget will become an acute problem for these countries in the not too 
distant future. Some have made a thorough review of their health management practices with 
the aim of introducing cost-effective measures and cost control. External resources may 
speed up one or two components of primary health care (e.g., immunization or family planning) 
but may thereby lead to distortion of the managerial process. Some countries see this as a 
serious obstacle to coordinated and balanced planning. 

155. The main constraint reported by practically all countries is inadequate information 
support for the managerial process. Efforts have been intensified, but only a few of the 
more developed countries have strengthened national capacities to the extent needed to 
provide systematic and analytical information for continuous assessment of the health 
situation, determination of priorities, improvement of management, and evaluation. Even in 
these countries information support in health economics and financing is embryonic. The 
decision-makers and managers in most countries thus face a restriction of the very basis of 
their work. Yet greater efforts, including the development of practical and cost-effective 
methods and new instruments for information and technological support are needed if the 
managerial capacity of the national health system is to be improved. 

156. Many countries report lack of skilled management staff. Again there is strong evidence 
of increased efforts in this area but they undoubtedly have to be accelerated. Suitable 
institutions have to be identified, strengthened and stimulated, as has been achieved to some 
extent in the Americas, not only to intensify existing training activities but also to 
innovate in critical areas in management of health systems, including policy and 
decision-making, planning and evaluation. 



157. The changing pattern of health in developing countries and the emerging new problems in 
developed countries have emphasized the need for forward-looking approaches in health 
planning and management, Some European countries, for example, Finland, Netherlands and 
Sweden, have been experimenting with long-term strategic approaches; in the Americas grants 
have been provided by the Regional Office to some institutions for research and development 
in this field. 

158. Many current health planning and management practices are inadequate to meet the 
challenges to the health sector in order to respond to the health-for-all strategy. Flexible 
and practical approaches are required to enable countries to move forward more rapidly 
towards their goal. National capacities for research and development related to the 
managerial process, especially in policy formulation, health economics and financing, and 
monitoring and evaluation must be considerably strengthened. 

Supporting legislation 

159. The need for legislative measures to support health development is generally 
appreciated by Member States. The information provided for this evaluation is limited to 
overall trends and progress in countries; there is evidence of important action by some 
countries not only to provide such support for changes in the health system but also to 
stimulate health action in a number of areas contributing to primary health care 
development• The following examples serve to illustrate the recent trends. 

160. Finland adopted a Primary Health Care Act (1972) which reoriented health policy towards 
integrated development of health services with emphasis oil outpatient care and accessibility 
for the whole population. In Iraq, a Presidential Order (1983) provided supplementary 
legislative support to the existing Public Health Law; it recognizes health as part of 
socioeconomic development, endorses the objective of health for all by the year 2000 through 
primary health care, and directs administrative restructuring in support of this goal. A 
parliamentary decision in the Islamic Republic of Iran has redesignated the Ministry of 
Health the Ministry of Health and Welfare, broadening the scope and resources for primary 
health care and related activities. Macao has drafted basic legislation on such subjects as 
health policy and strategy formulation, mechanisms for community involvement and 
intersectoral collaboration. Italy and Portugal have introduced national health services 
based on regionalization. In Spain, the General Health Act placed before Parliament in 1985 
provides the basis for a reorganization of the health system based on primary health care. 
The Medical Care Act of Sweden, introduced in 1983, defines the general objectives of health 
and medical care and the responsibilities of the county councils. Thailand is developing 
comprehensive legislation to support its health-for-all strategy, 

161. Several other countries have taken steps to review and revise their public health laws, 
including Bangladesh, Burma, Colombia, India, Nepal, Rwanda and Vanuatu. 

162. Legislative measures to support specific changes in policies governing health manpower 
or health care financing are being considered by some countries. A major area of concern in 
many is the regularization of the situation of non-professional health staff, community 
health workers and traditional health practitioners. New categories of health workers have 
been introduced especially at community level in a number of countries in Africa, the 
Americas and South-East Asia. Few countries, however, have introduced legislation to support 
their functions. Some countries are considering the introduction of new strategies for 
financing of health services, including health insurance schemes, payment for services, 
licensing and regulation of the private sector. The legal implications are being studied by 
the respective authorities. Legislative measures for decentralization and to stimulate 
greater community participation have been taken by Afghanistan, Macao, New Zealand, Papua New 
Guinea, Spain and Sweden. 

163. Several countries have taken important steps supported by a variety of legislative 
measures to stimulate and promote specific elements of primary health care. For example, 
directives to reduce infant mortality to a stated level within a given period have been 
issued in Indonesia and Iraq. Legislative support for immunization has recently been 
introduced in several developing countries; a royal decree in Saudi Arabia has linked the 
issue of birth certificates to completion of vaccination schedules. Efforts are under way in 
Pakistan to amend the vaccination ordinance to include vaccination against all six target 
diseases of the Expanded Programme on Immunization. Promotion of breastfeeding has been an 
important subject in some countries, and a number of countries have developed legislation or 



national codes to regulate marketing and quality control of breast-milk substitutes. A large 
number of developing countries are formulating their national drug policies or revising their 
drug formularies. These developments may have important implications for legislation 
governing the production, importation, marketing and distribution of pharmaceuticals. 

164. All countries in Europe have some form of legislation for most aspects of their 
environmental health policies• There is growing concern in the developing countries over 
such matters as environmental pollution control, food safety, water quality control, disposal 
of hazardous waste, and the working environment； many have recently intensified their 
activities to provide the necessary legislative support• Frequently, different ministries 
and agencies have responsibility for water, air and other environmental health matters, 
sometimes even for different aspects of the same subject. Some Member States are attempting 
to rationalize and combine responsibilities under one authority through legislative measures. 

165. Interesting examples of intercountry cooperation in pollution control through 
legislative support are found in the European and Eastern Mediterranean Regions； a regional 
convention for the conservation of the Red Sea and Gulf of Aden (1982), signed by Democratic 
Yemen, Jordan, Saudi Arabia, Somalia, Sudan, Yemen and the Palestine Liberation 
Organization; a convention on long-range transboundary air pollution, the convention for the 
protection of Mediterranean Sea against pollution and the Scandinavian convention on the 
protection of the environment• 

166. Trends in aging and urbanization are among factors that underline the importance of 
legislation on housing； action is generally slow, although there appears to be renewed 
interest in countries of the European Region. Provision for health care of the elderly as an 
integral part of primary health care has been incorporated in legislation in many countries, 
subsequent to the 1982 World Assembly oil Aging. In many developing countries there is an 
increase in work on legislation on occupational health which, together with advocacy 
measures, some countries use to discourage practices that threaten health, or to encourage 
healthy life-styles. The most important recent developments are those to discourage 
smoking; the action taken by the Council of Ministers of Health for the Arab Countries of 
the Gulf Area against the health hazards of smoking is noteworthy; efforts in many other 
countries include regulatory and legislative measures to ban smoking in public places, health 
facilities, schools, e t c ” prohibition of advertisements promoting smoking and requirements 
for health warnings on tobacco products. There is also growing concern about mental health 
legislation. Legislative measures against the production, use or sale of narcotic and 
psychotropic drugs have been introduced or are being strengthened. Several countries in the 
Eastern Mediterranean have banned the import, sale and consumption of alcoholic beverage. 

167. The foregoing analysis is by no means complete; it merely indicates growing interest. 
Many developing countries lack the technical resources to formulate the necessary 
legislation. Much existing legislation is not properly enforced because responsibilities for 
implementation are ill-defined when several offices of government are involved, coordination 
and follow—up are inadequate and trained manpower are lacking especially supervisory staff. 
Exchange of information and training is a task in which WHO support is especially needed. 

Community involvement 

168. The desirability of involving the community at large in matters related to individual 
and collective health is accepted by all Member States implementing the Strategy for Health 
for All. Health policies and strategies in a large majority of countries emphasize community 
involvement in the assessment of the health situation and in the planning, execution and 
evaluation of programmes. Mechanisms and approaches for such involvement, and measures to 
inform and motivate communities so that they take greater responsibility for their health and 
well-being, have also been outlined in some national health plans. While progress is not 
equal in all countries, numerous examples demonstrate the importance attached to community 
involvement and reveal some encouraging trends• 

169• The political and administrative structure of some countries lends itself to local 
community involvement• For example, in Burma community involvement has a strong political 
base. In the Democratic People's Republic of Korea, such involvement in public health 
services is the norm for all government activity. Xn Finland

y
 Italy and Sweden ûhe provinces 

and regions have elective bodies with responsibilities and powers over a range of functions, 



including health care, delegated within the national legislative framework. In some 

countries, for example Bulgaria and the USSR, community participation is established through 

the party/government system, and mass organizations play an important role in the planning 

and evaluation of services. 

170. Other countries, especially those with large rural populations, have long-standing 
traditions of community participation in all local development activities• With the renewed 
emphasis on community involvement as a central value of all human activity, these cultural 
traditions are proving to be of immense value and potential for health development• 

171. Only a few countries have indicated difficulty in mobilizing communities for 
participation in health activities. Excessive centralization of control of resources and 
decision-making and lack of a clear policy for involving communities in health care are among 
some of the reasons reported• Very poor education, customs or beliefs concerning the causes 
and nature of ill-health, and long dependence on government for all action and resources, 
which creates passive attitudes among the population, also constitute major obstacles. It 
has been singularly difficult to involve urban communities, especially in large cities. 
Heterogeneity of urban populations, loss of traditional values, breakdown of community or 
family structures, and the individual

1

s struggle to meet basic needs or just to survive in a 
hostile environment, reduce the chances of mobilizing communities. 

172• Political commitment must be the basis for decentralization and intersectoral 
coordination which are fundamental to sustained community involvement• Global indicator 
addresses this issue. Table 14 summarizes the response by Member States. 

TABLE 14. NUMBER OF COUNTRIES WITH MECHANISMS FOR COMMUNITY INVOLVEMENT, BY WHO REGIONS 

Number of countries 

Africa Americas 
South-East 

Asia 
Europe 

Eastern 
Mediterranean 

Western 
Pacific 

Total 

With mechanisms 

No mention 

32 
1 

19 
4 

10 
1 

22 20 
1 

15 

1 

118 

8 

Sub-total 33 23 11 22 21 16 126 

No information 11 11 - 11 1 3 37 

Total 44 34 11 33 22 19 163 

173. Where community involvement has progressed it has done so with the support of a variety 
of mechanisms, particularly at the local level, often reinforcing traditional systems, such 
as the Nepalese panchayat,2 traditional healers and religious leaders• In addition, 
village development associations, village welfare groups and district health committees have 
been established. Special interest groups such as women's groups or mothers' clubs, youth 
groups, consumer groups and health task forces have promoted and mobilized community support 
and action. Some countries have created new local or district administrative or legislative 
bodies such as community councils or village community reliance institutions (the "LKMD" in 
Indonesia) with well-defined responsibilities and resources. 

Global indicator 2 is defined as "the number of countries in which mechanisms for 
involving people in the implementation of strategies have been formed or strengthened, and 
are actually functioning"• 

2 
Locally elected village council. 



174, Decentralization of responsibility for health and other development matters, and 
allocation of the necessary resources, are prerequisites for successful, sustained community 
involvement. While the trend is encouraging, resources still remain largely centralized. 
With the current budgetary constraints there appears to be an even greater tendency than 
before to centralize decision-making on priorities and allocation of resources. An 
intersectoral approach to community development and involvement is likely to be more 
effective. A few successes have begun to be reported, as in Indonesia, Sri Lanka and 
Thailand; but more are needed to convince the national political decision-makers of the 
inherent value and effectiveness of such approaches, 

175. Successes have been recorded in many countries with involving communities in rural 
water supply, latrine construction programmes, "clean-up" campaigns, immunization, nutrition 
and diarrhoeal disease and malaria control. 

176• The emphasis of community support in most developing countries has been oil providing 
resources, either financial or material and human, for the establishment or improvement of 
health and sanitation infrastructure - health centres, wells, latrines, drug cooperatives and 
feeding centres - or for payment of community-based health workers. Important contributions 
have been made by communities in the form of volunteer services. But many countries are 
finding it difficult to sustain such involvement over a longer period. 

177• Several problems thus remain: first, community involvement has to be seen as a 
process, not as a one-time activity• There is a tendency within the health system for 
community involvement to be regarded merely as a mechanism for extending health services or 
generating additional resources for health, A clear division of responsibilities between the 
community and the health system and effective mechanisms for mutual support and 
communication, remain to be established at different levels. The inability of health systems 
to provide sufficient logistic support for community involvement is almost universal. 
Administrative decentralization is thus of critical importance, 

178. Involvement of communities in health activities is not just an issue for the developing 
countries. With the changing health spectrum, and emphasis on life-styles and behaviour 
affecting health, the role of individuals, the family and the communities in health is 
assuming immense importance. The European regional strategy strongly emphasizes the need for 
promotion of life-styles conducive to health. It calls for considerable attention to 
educating and informing representatives of the public about health care, about the health 
system, and about their own responsibilities and powers. The value of health education in 
making the community conscious of its health problems and needs and preparing it to play an 
active part in solving them is recognized in all countries• Health education and public 
information are being provided through health workers, the mass media, schoolteachers, 
religious leaders, and by other local traditional and cultural methods• Lack of financial 
and material resources, insufficient communication skills among health and community workers 
and low levels of literacy are major obstacles to the expansion of these activities. 

179. Many countries have made encouraging efforts in training health workers, including 
community leaders, in recent years. While literacy rates on the whole are improving through 
mass education in some countries, in a few they still remain as low as 1% and are especially 
poor for women. This situation warrants urgent attention; women not only have special 
health needs but customarily provide most of the care for their families, and if they are 
ignorant their own health and the health of their families will suffer. Guidance and support 
is needed to promote greater involvement of women in their own health and in the health of 
their families. 

180. The role being played by women's organizations at community level deserves special 
mention. In all regions, women's organizations have been singled out for stronger links. In 
the African Region an innovative programme for the participation of women in health 
development was launched in 1980 primarily to use village women's organizations as 
entry-points for primary health care at the community level• By the end of 1983, 26 such 
organizations in 17 countries were participating. An evaluation of the programme has shown 
very promising results• In a number of countries, closer collaboration is being sought with 
local women's groups• The value of their involvement in many primary health care activities 
such as nutrition, family planning, immunization, rural water supply and sanitation, and 
agriculture, has been demonstrated beyond doubt in many countries. What is needed is a clear 
political commitment and a national strategy to harness such a vast potential for health. 



181. There is growing awareness and wider acceptance of the role played by nongovernmental 
organizations in health. Several countries have initiated consultation and cooperation at 
national, provincial and local levels. A number of successful initiatives and projects in 
different parts of the world demonstrate the value of the partnership approach. In some 
countries in Asia, national nongovernmental organizations have formed associations to offer 
advice and support in the implementation of national plans. Individually and collectively 
they undertake primary health care activities, provide managerial support to smaller 
organizations and cooperate with the ministries of health in various programme areas. In a 
few countries federations of nongovernmental organizations collaborate in official 
programmes. Examples of their work in specific disease control - e.g., malaria control, 
immunization campaigns, blindness prevention - as well as in programmes for the elderly, or 
for handicapped persons, and in health promotion activities such as family planning and 
anti-smoking campaigns are found in many countries. A nongovernmental organization group on 
primary health care is working in six countries of southern Africa with WHO and UNICEF 
support; it prepared a plan in 1982 to promote collaboration with Botswana, Lesotho, Malawi, 
Swaziland, Zambia and Zimbabwe in planning, implementing and reviewing public health care 
programmes. 

182. A high level of interest was shown by the overwhelming response to the Technical 
Discussions on "Collaboration with nongovernmental organizations in implementing the Global 
Strategy for Health for All" during the Thirty-eighth World Health Assembly, in 1985, at 
which more than 500 representatives from governments and nongovernmental organizations 
participated. The consensus of opinion was that effective partnerships between governments, 
nongovernmental organizations and the people themselves must develop if countries were to 
achieve their health goals by the year 2000, Stronger initiatives by governments and 
organizations were required, and they should establish and maintain a dialogue to determine, 
for example, when one should operate alongside, when replace, the other. The open exchange 
during the Technical Discussions can be expected to give impetus to the development and 
strengthening of partnerships at local, national and international levels. WHO has a vital 
role in continuing to promote such partnerships. 

Health manpower development 

183. Major trends in health manpower development since the International Conference on 
Primary Health Care in Alma-Ata, USSR, in 1978 are clearly discernible in the Member States• 
There is growing recognition that technical capabilities must be further strengthened if the 
full potential of health workers is to be mobilized for health for all by the year 2000. 
Specific policies to direct and coordinate health manpower development as an instrument of 
health systems development are equally important• 

184. An important consequence of the recent economic situation in a number of countries is 
the limitation of the expansion of the public sector. This has created an urgent need for 
manpower policies in the public health sector• Several countries, particularly in the 
Americas, South-East Asia and the Western Pacific, have undertaken comprehensive reviews of 
health manpower training, distribution and utilization, in order to formulate national 
policies on the principle of integrated health systems and manpower development. While a few 
countries in Africa and the Eastern Mediterranean have elaborated health manpower development 
plans, they appear to be focused more on the quantitative aspects of production than on the 
broader questions of functions, skills, quality and utilization. 

185• The overall trends in the production and availability of health manpower are 
encouraging in practically all the regions, but great disparities still exist between 
countries and within countries. Many countries in the Americas, South-East Asia, Europe and 
the Western Pacific report continuing overproduction of medical personnel, and in a few 
countries under-utilization of doctors is becoming a major issue； most of the developed 
countries have achieved their targets for doctor/population ratios and some have even 
exceeded it, especially in urban areas. In several of the developing countries also, where 
there is closer integration of the institutions for training and for service and a strong 
political commitment to primary health care, optimum health manpower/population ratios have 
been achieved, for example in Cuba, the Democratic People's Republic of Korea, and Mongolia. 
In other developing countries where a surplus of doctors is reported the latter are largely 
concentrated in urban areas and many work in the private sector. The situation in rural 
areas has not improved significantly owing to many factors, including poor employment 
conditions, lack of incentives and career structures, and low motivation. Some of these 
countries have initiated serious reviews of their policies. 



186. In the very small countries, for example, Bhutan, the Maldives and Seychelles, a real 
shortage of professional manpower persists as candidates for training and even training 
facilities are lacking• They thus remain dependent on expatriate manpower, and it is not 
easy to foresee much improvement in this situation. In some of the very affluent countries, 
on the other hand, especially in the Eastern Mediterranean, importing professional manpower 
is relatively easy because of the material benefits they are able to offer. Dependency on 
health manpower trained in other countries is likely to continue until national training 
capacity matches the demand. While it appears that some developing countries are 
overproducing professional manpower "for export", others are suffering from "brain-drain" 
when their skilled professionals leave to seek better employment conditions and career 
opportunities in other lands. National health manpower policies thus must address the full 
range of issues, including training, capacity of the health sector to absorb trained staff, 
distribution, employment conditions and career opportunities• 

187. During the past decade many developing countries have introduced new categories of 
health manpower. At the community level they include community health workers, village 
health guides, and multi-purpose workers. Their numbers are phenomenally large in some 
countries - India has 350 000 village health guides and Thailand about 420 000 village health 
communicators and 93 000 village health volunteers - and many are attempting to have at least 
one such worker per village. In some countries renewed emphasis is being placed on the use 
of traditional health practitioners such as traditional birth attendants, traditional healers 
or herbalists• In several countries of the Eastern Mediterranean Region concerted efforts 
have been made to train traditional birth attendants and regulate their employment at 
community level. 

188. A variety of issues related to use of these new categories of community—based health 
workers has emerged, such as their training, their remuneration (whether by the community or 
by the health system), their relationship with the community they serve and with the formal 
health system, and their supervision and logistic support• Experience in solving problems is 
growing, but considerable obstacles still remain in many countries of Africa, Latin America 
and Asia* 

189. Other countries, particularly the more developed, but even some of the developing ones, 
have recently started reorienting the functions of professional health manpower to primary 
health care, with emphasis oil the family and the community. Family nurse practitioners, 
family medical practitioners or primary health care physicians have been designated largely 
through reorientation and retraining. 

190. New categories of health workers and reorientation of existing health personnel have 
important implications for policies for health manpower utilization. Only a few countries 
appear to have taken a comprehensive look at the composition of their health teams at primary 
health care level, redefining and adjusting their functions and responsibilities 
accordingly. The efforts required to reorient and retrain existing health manpower to 
redefined functions are enormous, and some countries have made progress* But few countries 
command the necessary technical, financial and material resources in this period of economic 
stringency. 

191. Primary health care has important implications for the roles and functions of nursing 
personnel. The new health workers at the community level need training and supervision, 
generally tasks of the nursing personnel. The changing role of doctors at the community 
level also demands an adjustment of nursing roles. Renewed concern has thus emerged in a 
number of countries• In the Americas special studies in six countries (Brazil, Colombia, 
Ecuador, Honduras, Mexico and Peru) are expected to cover the development of nursing 
personnel policies• In the Eastern Mediterranean countries a number of obstacles have been 
identified. Some are no doubt a reflection of the status of women, others are due to the 
shortage of nursing personnel, inadequate training and low motivation. It appears that both 
ends of the spectrum of their role in health development must be addressed adequately: their 
participation in health policies and their support at the community level• National and 
international nursing organizations must provide the leadership in this respect. 

192. A large majority of countries have again reported low motivation of professional health 
workers， especially doctors, for primary health care. Lack of understanding of the primary 
health care concept and insufficient concern for social equity remain the principal 
constraints• The concentration of doctors in urban centres and in the private sector, and 



the difficulty of deploying or retaining them in rural areas, still persist. Some countries 
have introduced legislation to deploy health personnel in rural and remote areas• But even 
where such legislation exists, results are not always encouraging. The need for complete 
revision of training and for well designed personnel policies have been enunciated by some 
countries. 

193. Another subject of persisting concern in most Member States and of studies in some is 

the poor utilization and productivity of health personnel. Measures related to personnel 

policies and training were outlined which will require concerted efforts of the health 

administration; some such measures even fall outside the direct influence of the health 

sector. 

194. Considerable efforts have been made since the Alma-Ata Conference (1978) to enhance the 
relevance of training programmes for all categories of health workers• This has not been 
easy, especially where training in universities or institutions which are generally outside 
the direct influence of the health sector is concerned. While the dialogue between the 
education and the health sector in recent years has improved, the effects on medical 
education are not yet very impressive in most of the institutions. Some new medical schools 
are adopting community-oriented programmes in line with the primary health care approach. 
But generally coordination between the ministry of education and the ministry of health 
remains a problem, 

195. During the 1984 Technical Discussions at the Thirty-seventh World Health Assembly on 
the "Role of universities in the strategies for health for all", a political will for change 
was clearly demonstrated and a variety of approaches were suggested. A number of obstacles 
to universities realizing their potential for health for all were also identified, as were 
measures to overcome them. A consensus of opinion on action required of universities and 
governments emerged. Vigorous follow-up of the opportunities presented by such agreement 
should make use of the momentum created by the discussions. 

Mobilization of resources 

196. Comprehensive information is not available on trends in expenditure on health 
services. Moreover, even in developed countries the basis for defining health services, and 
thus for comparison of expenditure, poses problems• But in market-based industrialized 
countries it is clear that there has been a considerable reduction in the rate of growth of 
expenditure on health services in relation to the gross domestic product (GDP). For example, 
in the OECD countries, a rate of growth of 4% to 5% per year in the proportion of GDP devoted 
to health services during the period 1965-1975 fell to less than 1% per year more recently, 
and in some of them health expenditure has been reduced in real terms over the past two years. 

197. Only 13 developing countries reported to the United Nations system on both public and 
private current health expenditure from 1977 onwards. In 10 of them health expenditure was a 
higher proportion of GDP in the most recent figure reported (1981 or 1982) than in 1977. 
Several developing countries reported on public expenditure only, and in the majority of them 
(15) it had risen as a proportion of GDP. As GDP has fallen in some countries in real terms 
this does not necessarily imply higher real expenditure, let alone higher expenditure per 
head. Reports to the International Monetary Fund show that more of the developing countries 
concerned - again in 1981 or 1982 compared with 1977 - had a reduced proportion of GDP 
devoted by general government to public health services than had an increased proportion. 

And the proportion of central government expenditure devoted to health services fell in 
two-thirds of the 48 developing countries reporting where central government received 90% or 
more of the tax revenue. 

198. Reports to international agencies are less likely to be made by the poorest countries. 
Moreover, data are not yet available for 1983 and in many cases not for 1982, For only 4 of 
the 36 least developed Member States were any kind of data available. In some of these 
countries public health spending has definitely been falling, both in real terms and as a 
proportion of GDP. This is reported to be the case in many countries in the African Region, 
with considerable reductions in expenditure per head, and in some countries in Latin 
America. Even in some well-to-do countries of the Middle East, appropriations for health 
services have been reduced. 



199. As cuts in the health sector are often imposed at short notice, they have tended to 
affect supplies, particularly imported drugs, equipment and spare parts, however essential. 
A further problem in many Latin American countries is that the services provided by social 
security are not for the unemployed. This has placed increasing demands on the overstrained 
public health services. 

200. Very few countries have costed their plans for health for all, let alone identified 
sources from which they can be financed. Some plans which were costed before the worst 
effects of the economic recession now seem overambitious. There is, however, growing 
recognition that financial planning is important, and a number of countries are in the 
process of costing their plans ( e . g” Costa Rica, Netherlands, Sweden and Zimbabwe). It is 
also accepted that health allocations are linked to a considerable extent to national 
economic growth. 

201. In more and more countries information has been collected which can serve as the 
baseline for financial planning. Information such as studies showing how recent health 
expenditure has been financed has recently been collected for Brazil, Indonesia, Malaysia, 
the Philippines, the Solomon Islands, Sri Lanka, Uruguay, Vanuatu and Zimbabwe. 

202. When the Global Strategy was launched it was hoped that the developed countries would 
be willing to make available more development assistance to support it, if developing 
countries planned what they needed and presented their case well to potential donors. The 
developed countries have however had their own financial problems - particularly the heavy 
cost of supporting a growing number of unemployed; and the lower price of oil in recent 
years has led to a reduction in development assistance from OPEC countries. Many countries 
in Africa and Latin America have become unwilling to add to their current problems of 
debt-servicing by incurring further debts with international agencies. Development 
assistance for all purposes reached its peak in 1980, fell in 1981, and then remained at 
about the same level until 1984. The available evidence suggests that there was little 
change in the real level in US dollars of development assistance to the health sector between 
1980 and 1983. About 4% of bilateral assistance from the 0ECD countries is devoted to the 
health sector, 

203. Countries with well formulated proposals rooted in a clear national strategy and plans 
scrupulously in line with declared national priorities are more likely to be successful in 
attracting assistance for the health sector. Country health resource utilization reviews 
have now been fully carried out by some 20 countries, 16 of which are among the least 
developed; resource gaps were identified and the external resources required for capital 
investment and recurrent costs noted. The documents have been used at general donors' 
conferences or at specific meetings for the health sector, with considerable success. 

204. It is reported from the African Region that some external cooperation still does not 
take account of national priorities. In the Americas concessional funding increased between 
1982 and 1983, but in 1983 only 8.2% was devoted to health, of which over two-thirds went to 
water and sanitation programmes. A new five—year comprehensive development plan for Central 
America has already generated significant financial support for subregional and national 
projects• In the Eastern Mediterranean Region the more affluent countries have been helping 
the less affluent. 

205. Grants or loans are more readily provided for capital expenditure than for current 
costs, so that countries which have already received assistance are later faced with finding 
the running costs arising out of past developments. This has become a critical problem when 
current budgets are suddenly reduced in response to changes in the economic situation, 

206. The harsher economic climate has led to new initiatives to mobilize resources 
internally. For example, a major study was recently completed in Malaysia to determine where 
resources could be used more efficiently and equitably and to review potential new sources of 
finance. The Republic of Korea has been extending health insurance into the rural areas. 
Indonesia is piloting a new scheme of health insurance, and there are similar plans in Syria, 
Thailand and Zimbabwe. Thailand has already developed a system of voluntary health insurance 
for the rural population and revolving funds for drugs, water supply, sanitation and a 
supplementary feeding cooperative. In Pakistan and some Arab countries of the Gulf a new 
policy of charging users is being introduced. In many developing countries local community 
contributions are being made in labour and materials as well as money. Voluntary labour is 
particularly used in the construction of buildings for local health services. 



207. Few countries have been successful in reallocating existing health budgets although, 
for example, Papua New Guinea has stopped the growth of hospital expenditure and diverted 
most of the savings to the underserved rural areas. It is much less common than in the past 
for any increases in budget to be distributed proportionately to each programme. However, 
where budgets are constant or falling, countries find it particularly difficult to reduce the 
large share going to the specialized staff and facilities of urban hospitals. 

208. Problems of definition, data availability and interpretation persist in the use of 
Global indicators 3 and -particularly indicator k. In the case of indicator 3 some 
countries are still providing Information for the public sector or activities of the ministry 
of health alone• Some are giving ministry-of-health expenditure as a proportion of the 
national budget, rather than giving public and private health expenditure as a proportion of 
GNP. Thus the data summarized in Table 15 may overstate the number of countries achieving the 
5% target. 

TABLE 15. PROPORTION OF GNP SPENT ON HEALTH, BY WHO REGIONS 

Percentage of 
Number of countri es 

GNP spent on 
health Africa America 

South-Eat 

Asia 

3t _ 
Europe 

Eastern 
Mediterranean 

Western 

Pacific 
Total 

less than 5% 

5% and more 

... 9 

... 18 

10 5 

26 

14 

5 

5 

6 

43 

55 

Sub-total 

No information 

.., 27 

44 7 

10 

1 

31 

г 

19 

3 

11 

8 

98 

65 

Total 44 34 11 33 22 19 163 

209. Data covering long période are available for very few developing countries. In the 
case of the OECD countries it has been calculated that, in 1970, 5 out of the 15 spent over 
5% of GDP on health services; by 1980 the number had risen to 11 out of 15. As these 
countries become richer they have increased the proportion of their resources devoted to 
health services• 

210. The data provided for global indicator 4 are summarized in Table 16• No very valuable 
conclusions can be drawn from this table because of the very wide variations In the 
interpretation of "local health services"• 

1

 Global indicator 3 Is defined as "the number of countries in which at least 5% of 
the gross national product Is spent on health". Global indicator 4 is defined as "the number 
of countries in which a reasonable percentage of the national health expenditure is devoted 
to primary health care". (See "Health for A U " Series, No. 4

t
 para. 124.) 



TABLE 16. PROPORTION OF NATI 0NÂL HEALTH EXPENDITURES DEVOTED TO PRIMARY 

BY WHO REGIONS 

HEALTH CA 

Percentage 

Number of countries 

Percentage 

Africa t j South-East _ Eastern 
huericas 鈕 伙 Europe

 M e d i t e r r a n e a n 

Western 
Pacific 

Total 

less than 20% 
20.0%-29.9% 
30.0%-39.9% 
40.0%-49.9% 
50.0%-59.9% 
60.0%-69.9% 
70.0%-79.9Z 
80% and more 

5 
4 
4 
4 
2 
2 
1 

5 - 4 4 
1 5 3 

- 3 3 3 
X 2 2 

- 1 1 1 
- 2 - 1 
1 - - -
- 1 1 1 

4 
3 
1 
1 
4 

22 
16 
14 
10 
9 
5 
2 
3 

Sub-total 22 6 9 16 15 13 81 

No information 22 28 2 17 7 6 82 

Total 44 34 11 33 22 19 163 

211. There is no reason to expect that development assistance as a whole, or the health 
component within it, will increase substantially in coming years. The economic reasons why 
assistance as a whole fell from its peak in 1980 are still operative - heavy unemployment in 
the market—based developed countries

 9
 and the relatively low world prices for oil which have 

led to the fall in assistance from OPEC countries. This is no reason why individual 
developing countries should not continue to marshal well-formulated proposals for assistance 
that are clearly in conformity with national priorities. However, it is vital that the 
running costs of any capital development should be calculated before assistance is received, 
and a source of finance identified from which they can be paid. 

212. What is becoming clear is the overwhelming importance of examining every possible new 
source of internal financing and finding more cost-effective ways of achieving particular 
objectives. In so far as tax revenue for the health sector is likely to be tightly limited 
in countries at $11 levels of development > possible sources of financing include charges to 
certain categories of user or for particular services» health insurance (where it has not 
already been extensively developed) and other local insurance, revolving funds and voluntary 
contributions in cash and kind. Local efforts in support of the health sector, however 
small, are of vital importance as a pillar upon which community participation can be built• 

213. In a number of countries health for all could be achieved by redeploying existing 
resources, cutting waste and losses, and ensuring greater efficiency in the use of existing 
resources. This demands strong political determination to effect change and a general 
strengthening of managerial capacity. 

Health research and technology 

214. One measure of the global commitment to technological advance is the size and scope of 
investments in research and development• It is estimated that more than US$ 150 billion is 
spent annually on research and development in the w o r l d J This huge investment has 110 
doubt contributed to the acceleration of technological change in recent decades, but much of 
it is concentrated in a few rich industrial countries. The developing countries of Africa, 
Asia and Latin America account for less than 3% of the world's research and development 
activity, according to estimates• 

1 Organisation for Economic Co-operation and Development• International survey of 
resources devoted to research and development by OECD Member Countries, 1977, Paris. 



215. Progress and trends of activities in health research and development follow these 
overall trends. Only about 7% of the total research and development budget in 1980 was 
devoted to health.

1

 Research is still mainly the domain of developed countries and is 
focused largely on biomedical and disease control technology, but in recent years it has 
encompassed other disciplines requiring a multidisciplinary approach, including social and 
behavioural sciences, managerial sciences and policy development, 

216. The needs range from applied field research involving village health workers in primary 
health care to the use of nucleic acid probes in diagnostic technology. Selection of 
priorities, coordination and pooling of resources and sharing of results and information thus 
become crucial in a global research and development strategy for health for all. Action at 
national, regional and global levels can combine to provide the knowledge which countries 
need for the implementation of their strategies. 

217. There appears to be greater awareness of the importance of research in national health 
development, but research in the large majority of developing countries is still in its 
infancy. A large number of constraints have been reported, including absence of national 
health research policies, lack of technical and financial resources, and insufficient 
motivation and political and professional commitment. Research is still regarded as an 
expense rather than an investment for health. Even in the more developed countries, research 
is biased towards the biomedical fields. 

218. Very few countries have made an analysis of the scope and content of their health 
research activities with a view to defining national research policies. Absence of clearly 
defined health policies in some countries represents the greatest obstacle to the formulation 
of related research policies• In countries where a large number of institutions and agencies 
participate in the delivery of health services, research policy is understandably difficult. 
Lack of government support, difficulties in establishing mechanisms for coordination in and 
between institutions, and shortage of trained health research workers also constitute major 
obstacles in developing countries. 

219. Some countries have made efforts to strengthen national research capability and 
coordinating mechanisms. National research councils or similar bodies have been established 
representing several sectors and disciplines in science and technology. Their function is to 
define the objectives and scope of research, mobilize technical and financial resources, 
facilitate the dissemination of the results of research and promote their use in health 
development activities• 

220. Greater interest is being expressed, especially in developing countries, in applied 
research - for primary health care iniplemëntation, health manpower utilization, use of 
low-cost technology, and community involvement. There appears to be greater awareness of the 
use of research findings, especially with respect to the managerial process. For example, in 
France local and regional health services, research institutes and universities join together 
to identify regional inequalities and correct them； in Norway, organization of research is 
discussed in parliament, and emphasis is placed on the need for results to be made available 
to potential users and incorporated in health policy development. There is also a shift 
towards behavioural research, but progress is very slow mainly because resources are limited. 

221• At the international level, growing concern over the disparities in the investments of 
developed and developing countries has led to the focusing of attention on coordinated 
efforts relevant to worldwide health problems• One global and six regional advisory 
committees on medical research, comprising well over 100 scientists from all over the world, 
identify major health research problems and promote programmes. Increased attention is being 
given to research needs in social and behavioural sciences, managerial science and policy 
research. 

1 Organisation for Economic Co-operation and Development. Survey of world research 
and development efforts, 1979, Paris. 



222. The global Advisory Committee on Medical Research (ACMR) is concentrating on the 
development of a comprehensive research strategy for health for all by the year 2000 that 
encompasses health systems research; the use of research to facilitate countries

1

 progress 
in health development; effects on health of changing life-styles； behaviour and health; 
and the role of biomedical research, 

223. Another aspect of research with special reference to health is enhancement of the 
transfer of technology to developing countries, particularly the application of new 
biological and physical concepts, in vaccine development, new diagnostic techniques, systems 
technology and microelectronics, and information technology, which in these countries could 
help improve efficiency and reduce costs. But this presupposes training of scientists and 
health workers, strengthening of institutions, and stimulation of interest on the part of 
industry• 

224. Experience in two major global research programmes, the WHO Special Programme of 
Research, Development and Research Training in Human Reproduction and the UNDP/World Bank/WHO 
Special Programme for Research and Training in Tropical Diseases, has demonstrated the 
possibility of mobilizing scientific and financial resources to address major health 
problems. More recently resources have been mobilized for research in diarrhoeal diseases 
and vaccine development, in which further technological advance could contribute 
significantly to the reduction of infant and young child mortality and morbidity. Research 
in nutrition and on behavioural aspects of mental health and cardiovascular diseases also 
appears to be gaining commitment. 

225. Many unsolved problems still have serious and widespread effects on the health of 
people in both the developing and the developed world. Diseases due to deficiencies and 
physical hazards continue to affect the lives of millions of people in the developing 
countries, yet the basic knowledge required for their solution is already available; the 
main need is for applied health systems research to implement cost-effective solutions on a 
national scale. On the other hand many growing health problems, e . g” cardiovascular 
diseases, and chronic diseases of the respiratory tract, the musculoskeletal system and the 
metabolic and endocrine organs, whether of idiopathic, genetic or environmental origin, still 
have to be solved• Better understanding of the effect of life-styles on individual and 
public health is also required• 

226. National commitment to harness and direct the best scientific and technical resources 
for the solution of the most pressing problems and to set up effective research and 
development mechanisms to support national health development processes will be of crucial 
importance for achieving health for all. These mechanisms implicitly require the 
strengthening of technical and financial resource?, the exchange and dissemination of 
information, and promotion of the use of research findings in health development processes. 
In view of the general limitations of scientific and financial resources and the imperative 
need for the exchange of information, progress in health research and development can only be 
maintained through well balanced and coordinated efforts at national, regional and global 
levels. 

Inter-country cooperation 

227. In May 1978 the Thirty-First World Health Assembly, recognizing "that technical 
cooperation among developing countries is an important instrument for technological 
liberation of developing countries, particularly in the fields of research, development and 
training, and exchange of experience and information on health care", once again urged Member 
States to intensify their cooperation (resolution WHA31.41). 

228. Cooperation among countries in health and related matters has increased significantly 
in recent years. In Africa the long-standing tradition of solidarity, and in the Eastern 
Mediterranean common culture and problems have facilitated such cooperation. Countries of 
the European Region have cooperated on solutions to problems with geographically wide-ranging 
effects, such as environmental pollution, for many years. The other regions' greater 
commitment to inter-country cooperation will be seen in specific examples• 

229. Among the main areas of cooperation in Africa, South-East Asia, the Eastern 

Mediterranean and the Western Pacific are： training, through the exchange of students or 

teachers; exchange of technical expertise, as in the control of communicable diseases, 



especially through surveillance and control measures in border areas； joint purchase of 
essential drugs and other materials; and exchange of technical and scientific information. 
Countries of the Americas are also carrying out research, transfer of technology and joint 
planning for external cooperation particularly at sub-regional levels. In the European 
Region collaboration in environmental health, particularly air pollution control, and 
research into cardiovascular and chronic diseases is receiving priority. 

230. Understandably, cooperation tends to be more frequent among neighbouring countries or 
within a sub-regional group. Previously established regional or sub-regional mechanisms for 
economic or political cooperation are utilized in many instances for health matters. Some 
examples of these mechanisms include the Caribbean Community, the River Plate Basin Group, 
the sub-regional Andean Group and the Meetings of Ministers of Health of Central America and 
Panama； South-East Asian Regional Cooperation (SARC) and the Association of South-East Asian 
Nations (ASEAN)； the Nordic Council, the Council for Mutual Economic Assistance, the 
Organisation for Economic Co-operation and Development and the Council of Europe; the 
Council of Ministers of Health of Arab Countries of the Gulf Area; and the South Pacific 
Commission. Other mechanisms at regional or sub-regional level have been established or 
fostered with WHO cooperation. For example in Africa, three sub-regional working groups 
study topics of common interest, and a standing committee on TCDC reviews their reports and 
submits its recommendations to the WHO Regional Committee• In South-East Asia the ministers 
of health are brought together annually to review matters of common interest and reach joint 
agreements. 

231, Bilateral cooperation has become a common practice among the countries of the 

Americas. For example, Mexico's National Virology Institute and National Reference 
Laboratory has cooperated with Bolivia, Chile, Colombia, Guatemala, Honduras, Nicaragua, 
Panama and Peru in verifying the stability of the poliomyelitis and measles vaccines used in 
those countries. The same Institute has extended consulting services to Cuba. Cooperation 
oil quality control of reagents has involved Brazil, Chile, Cuba and Mexico. Cuba and 
Nicaragua have a formal agreement for cooperation in human resources development for the 
latter. Bilateral agreements also exist between Mexico and Belize, Mexico and the United 
States of America, and Mexico and Guatemala for cooperative activities in border health 
issues. More recently, Argentina has signed bilateral agreements with Bolivia, Paraguay and 
Uruguay to cooperate on border health issues. 

232• Some regional or sub-regional institutions or mechanisms have also been established in 
fields where inter-country cooperation is critically important• Examples include the 
Regional Training Centre for Maintenance and Repair of Medical Equipment in Cyprus, and the 
Regional Library of Medicine in Brazil. Inter-country cooperation is evident in the control 
of pollution. Countries bordering on the great rivers of Europe are cooperating in plans to 
curb pollution. In the Eastern Mediterranean, a Regional Organization for the Protection of 
the Marine Environment was set up for Arab countries of the Gulf. 

233. An exciting example of sub-regional cooperation in health is provided by Central 
America, where joint action by some 200 health officials of six countries made it possible to 
identify common priority areas and formulate national and inter-country projects within the 
Plan oil Priority Health Needs of Central America and Panama. 

234. Essential drugs are another significant object of cooperation in the Americas. 
Caribbean countries, for example, participate in the CARICOM bulk purchasing scheme, which 
reduces their costs for essential drugs. The Andean countries have established a 
sub-regional information system for drug registration and are jointly training managers of 
drug supply systems• More recently Argentina, Brazil and Mexico have agreed to collaborate 
in this area with the Andean group, especially in the production of raw materials. 

235. Important initiatives in TCDC have been taken by the non-aligned group of countries; 
after a long period of preparation and negotiation, the ministers of health of non-aligned 
and other developing countries at their eighth meeting, in May 1984, adopted the Medium-term 
Programme and Initial Plan of Action on Technical Cooperation among Developing Countries. 
This is seen as an important contribution of developing countries to the achievement of 
Health for All. The main aspects of the Medium-term Programme (1984-1988) are the 
promotional activities and the development of national capabilities in support of 
health-for-all strategies, of national and international networks of institutions for health 
development and TCDC, and of training and research. One of the main objectives is to 



accelerate health systems development and the training of a "critical mass" of health leaders 
in developing countries. The Initial Plan of Action includes a series of international 
colloquia on TCDC for health for all. The first such colloquium was organized in Brioni, 
Yugoslavia, in October 1984 with WHO technical and financial support. 

236. In many instances WHO'S catalytic role, particularly at the regional level, has 

facilitated and stimulated inter-country cooperation. Not only is increased commitment to 

cooperative action evident, but functional mechanisms with adequate administrative, legal and 

financial measures have been established, often with WHO
1

 s support• 

237. Some of the obstacles to inter-country cooperation are political differences, lack of 
adequate funds, and conflicting policies and priorities of donor and recipient countries. 
Problems of communication, lack of political will, poor options, and insecurity following 
warlike conditions in some African countries, also constitute important constraints to 
effective cooperation. Mutual trust and confidence amongst countries must be continually 
fostered, and cases where health work has paved the way for joint action must be exploited. 

WHO cooperation 

238. In 1979 the Thirty-second World Health Assembly, when launching the Global Strategy for 
Health for All by the Year 2000, decided "that the development of WHO'S programmes and the 
allocation of its resources at country, regional and global levels should reflect the 
commitment of WHO to the overriding priority of the achievement" of this goal (resolution 
WHA32.30)• The Strategy clearly outlined international action to be taken by WHO to support 
national action. It also called for reorientation of the Organization

1

s general programme of 
work to promote, coordinate and support such action and its restructuring at national, 
regional and global levels in the light of its functions in support of the Strategy, as was 
decided by the Thirty-third World Health Assembly (resolution WHA33.17). 

239• At the international level, WHO was requested to play a leading role in promoting the 
Strategy by ensuring professional and economic support for it, and to facilitate cooperation 
among its Member States as well as to promote intersectoral action through the establishment 
of bilateral and multilateral arrangements with other organizations of the United Nations 
system. 

240. A dynamic process of formulation and adoption of regional and global strategies was set 
into motion following the Declaration of Alma-Ata in 1978 and the adoption of resolution 
WHA32.30 by the Thirty-second World Health Assembly in 1979. Regional strategies were 
formulated in all regions in 1980 and reviewed by the respective regional committees in 1981 
in the light of the Global Strategy. A Plan of Action for implementing the Strategy was 
approved by the Thirty-fifth World Health Assembly (resolution WHA35.23)； it outlined action 
to be carried out at national, regional and global levels in support of the Strategy. Two 
regions, the Americas and the Western Pacific also elaborated plans of action for the 
implementation of their regional strategies which were approved by their regional 
committees. The Regional Committee for Europe, after a dynamic consultation process, 
endorsed 38 specific regional targets in 1984. 

241, The Health Assembly in resolution WHA34.36 called on the Executive Board and the 
regional committees to monitor and evaluate the strategy at regular intervals, and it agreed 
upon a minimum list of indicators to be used for global monitoring and evaluation.丄 At the 
same time countries were encouraged to use additional indicators in keeping with their needs 
and capacities. To facilitate the monitoring and evaluation of the strategy at national, 
regional and global level, the Secretariat developed Common Framework and Formats^ which 
were subsequently used by the countries in 1983 and 1984 for monitoring, and in 1985 for the 
first evaluation. The regional committees, the Executive Board and the Health Assembly 
reviewed the results of the first monitoring in 1984.^ 
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242, The main thrust of support to national strategies has been to provide direct technical 
cooperation on request in their formulation, implementation and evaluation. Few countries 
requested intensive technical cooperation in the formulation or review and updating of their 
national health policies or strategies. 

243• Finland, Indonesia, Mongolia, Nicaragua, Senegal and Zimbabwe explicitly expressed a 
high level of commitment for such cooperation. The main objective was to increase national 
capabilities and ways of tackling critical issues in the implementation of the strategies. 
The approach of "learning by doing" was considered to be the basis for the development of 
alternative strategies for support• The Director General's and Regional Directors

1 

development funds were in some cases used for such support. 

244. The UNICEF/WHO Joint Committee on Health Policy (JCHP) also decided to provide 
systematic and joint support to countries making a clear and continuing commitment to 
implement the primary health care approach. The process of identifying such countries, 
securing official commitment and initiating the development of the national strategies has 
been rather slow. At its meeting in January 1985, JCHP reviewed the experiences of Burma, 
Democratic Yemen, Ethiopia, Indonesia, Jamaica, Nepal, and Nicaragua,

1

 and recommended that 
more sharply focused support should be provided to these countries, bearing in mind the 
complementarity of the two organizations• 

245. WHO has often been called upon to provide technical support in the development of 
specific components of the national health policies and strategies, such as formulation of 
national health plans or policies for health manpower development, essential drugs or health 
research. 

246. Guiding principles for strengthening the managerial process for national health 
development were prepared

z

 and provided to facilitate the translation of n a t i o n a l ~ 
strategies and policies into well-defined health plans and programmes• Technical cooperation 
was also provided on request in the formulation of national health plans, strengthening of 
planning structures and processes, estimation of resource requirements and definition of 
priority areas for external cooperation. Inter-country and national training activities in 
health management and health planning received support in most of the regions. 

247• As the attention of countries turned to the organization of health systems based oil 
primary health care, the focus of WHO

1

s direct technical cooperation also shifted to matters 
of implementation of primary health care， including clarification of the concept, research 
and development for new approaches and for integrated delivery at the community level, as 
well as strengthening of specific components of primary health care. Details of the type of 
support and technical cooperation are given in the Regional Directors

f

 and Director-General
1

 s 
annual and biennial reports• 

248. In recent years (1981-1984) availability of additional resources has provided an 
impetus to accelerate the implementation of some primary health care components: notably 
immunization, diarrhoeal disease control, nutrition, family planning and essential drugs. 
Guiding principles, training manuals and some additional technical and financial support were 
provided to countries. 

249. A major object of WHO cooperation in most countries is the health manpower development, 
where the emphasis has traditionally been on support to national and regional institutions 
for education and training of health workers; development of learning materials, especially 
for primary health care workers； review and reorientation of curricula; and development and 
implementation of programmes of continuing education. A number of guidelines and 
methodologies have been developed in response to national demands• 

1 Report of the Joint Committee on Health Policy, twenty-fifth session, 1985 (document 
EB76/1985/REC/1, part 1, Annex 2). 
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250. The Thirty-fourth World Health Assembly (1981) urged Member States that were in a 
position to do so to provide financial and other support to developing countries for the 
implementation of national strategies, together with organizations, programmes and funds of 
the United Nations system and other bodies concerned• WHO cooperated with countries in 
reviewing financial requirements for the implementation of their health plans. 

251. To support national efforts in the search for and application of approaches in the 
implementation of primary health care, WHO'S cooperation in health systems research has 
emphasized promotion, strengthening of national capabilities, and research in priority areas, 
including methodologies. 

252. Regional and global action to support the implementation of strategies has provided the 
framework for WHO cooperation. The Sixth General Programme of Work covering the period 
1978-1983 was prepared during a transitional period marked by great policy changes already 
referred to in the Introduction to this report. The Programme of Work was reviewed and to 
some extent modified for 1980-1983 to give greater emphasis to areas in which support could 
be given in the strengthening of national and WHO capacities for the development and 
implementation of their strategies for health for all. 

253. The Seventh General Programme of W o r k , c o v e r i n g the period 1984-1989, was prepared 
following extensive consultations at national and regional levels of the Organization; it 
represents the Organization's response to the individual and collective needs of its Member 
States in connection with the implementation of the Strategy, The targets for the Seventh 
General Programme of Work are therefore intermediate targets for the period 1984-1989 related 
to the long-term targets for the year 2000. A large number of inter-country, regional and 
interregional activities during the period covered by this report have been focused on 
promotion and support of the national strategies. They have provided opportunities for 
information exchange, transfer of knowledge, consultation, and promotion of specific 
components of national strategies. Details have been included in the reports of the Regional 
Directors and the Director-General. Technical guidelines, information and learning materials 
and guiding principles on the most important aspects of the Strategy were also prepared and 
widely disseminated to Member States and relevant institutions. 

254. In order to respond adequately to the subjects of research and development relevant to 
the Strategy, the Organization has recently initiated wide consultation on health research 
strategy through its advisory committees on medical research at regional and global levels. 
The committees broadened the scope of research and development within WHO, identifying 
crucial areas such as health systems research, health manpower research, transfer of 
technology, and healthy behaviour and life-styles. They have also made continual critical 
appraisals of biomedical research, focusing it more on the research and development needs of 
countries. Decentralization of responsibility for coordination and promotion of research and 
development to the regions has increased the overall relevance and effectiveness of these 
activities. 

255. Several measures for the mobilization of financial resources at the international level 
have been referred to earlier (see paragraph 196)• A review of the health expenditure, 
financial needs and international flow of resources for the Strategy was made in 1981 which 
indicated a large gap between resources and aspirations A Health Resources Group for Primary 
Health Care was established by the Director-General in 1981 with the aim of rationalizing the 
international flow of resources for the Strategy and increasing it as necessary. Mention has 
already been made of the support provided in the assessment of country resource utilization 
and needs (see paragraph 203). At the global level, increased dialogue with donors during 
the past five years has certainly led to an increased awareness of the importance of primary 
health care. Donor agencies still express geographical preferences when deciding to which 
country they will provide resources, but enlightened donors are beginning to consider the 
links between specific programmes and national primary health care policies and appreciate 
continuity of action and the recurrent cost burden on recipient countries. It is too early 
to quantify the resource transfers to the developing countries as a result of this 
promotional action. 
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256. Efforts to win commitment and support of professional groups, other sectors, 
nongovernmental organizations and private individuals has received an important impetus as 
part of WHO's work. Increased consultation and dialogue are taking place. 

257. The Technical Discussions during the Thirty-seventh World Health Assembly on the "Role 
of universities in the strategies for health for all" provided an opportunity for extensive 
dialogue with the health professional groups (see paragraph 195). Likewise, a large number 
of representatives of nongovernmental organizations participated actively in the Technical 
Discussions on the "Role of nongovernmental organizations in the strategies for health for 
all", during the Thirty-eighth World Health Assembly (see paragraph 182). In recognition of 
the importance and urgency of mobilizing other sectors it was decided to devote the Technical 
Discussions during the Thirty-ninth World Health Assembly to intersectoral cooperation. 
These subjects indicate a greater involvement of the governing bodies of WHO in cooperation 
relating to health-for-all strategies. 

258. WHO's support to cooperation among countries, and especially technical cooperation 
among developing countries, at regional and global levels has been mentioned in 
paragraphs 227-237. 

259. At the international level WHO has promoted coordination with other organizations of 
the United Nations system and with intergovernmental and nongovernmental organizations, 
notably in its collaborative action for Africa and Central America (see paragraphs 95 and 
96). Other examples are its collaboration with UNICEF, the World Bank, UNDP and the 
Rockefeller Foundation in immunization, providing special impetus to the acceleration of 
primary health care activities for child survival； and, with UNICEF and the Government of 
Italy in the Joint Nutrition Support Programme. 

Efficiency of the use of WHO resources in support of the health-for-all Strategy 

260. Member States are becoming increasingly aware of the need to focus WHO support on 
national strategies• Mechanisms for programming, monitoring and evaluation of WHO 
cooperation have been created or strengthened, such as the Programming and Evaluation System 
for the Americas (AMPES), which is used for analysis of the delivery of programmed 
cooperation and of the factors that have affected it, as well as its efficiency and 
effectiveness. In the Eastern Mediterranean, through joint government/WHO programme review 
missions, programme activities and resources are analysed for each biennium, helping to focus 
WHO cooperation on priorities in the national strategies for health for all. 

261. Structural and functional reorganization has taken place in most regional offices, 
aimed at realignment of responsibilities, improvement of coordination, promotion of the 
multidisciplinary approach in programme development and improvement of monitoring of WHO 
collaboration. Measures have been introduced to strengthen the role of the WHO programme 
coordinator and representative at country level through greater delegation of authority and 
responsibility and to improve the management and monitoring of WHO'S activities at this level. 

262. Mechanisms for the monitoring and evaluation of WHO cooperation at the global level are 
being strengthened. The governing bodies of WHO are now closely involved in such monitoring 
and evaluation. To further strengthen their collaboration with Member States in monitoring 
functions, the European and Western Pacific Regions have set up regional data banks on key 
health indicators, and these have facilitated communication, 

263. Two recent initiatives taken by the Organization are noteworthy; it has produced a 
"Managerial framework for optimal use of WHO

1

 s resources in direct support of Member 
States",

1

 and "Guidelines for preparing a regional programme budget policy".^ Both are 
aimed at using W H O

1

s resources at regional and country levels in such a way as to give 
maximum effect to the Organization's collective policies. 

1

 Document EB75/INF.DOC./5. 
2

 Document WHA38/1985/REC/1, Annex 3. 



264. The large majority of countries have reported satisfaction with WHO'S cooperation in 
their national strategies. The general trends of WHO support at national, regional and 
global levels are encouraging. More active involvement of W H O

1

s governing bodies is evident 
in the agendas and discussions of the regional committees, the Executive Board and the World 
Health Assembly. 

265. There appears to be steady though undramatic progress in science and technology 
programmes, especially those on some of the primary health care components, for example 
immunization and maternal and child health. But progress in the major thrust of WHO'S 
cooperation in the development of national health systems based on primary health care 
remains very slow; this is partly due to an inadequate understanding of the difference 
between a health strategy and a series of national programmes• On the other hand, there is a 
call for increased national responsibility and leadership

9
 with permanent mechanisms for 

government/WHO policy and programme reviews, and it is envisaged that the new managerial 
arrangements will facilitate this. 



CHAPTER 3； PATTERNS AND TRENDS IN HEALTH STATUS 

266. The ultimate objectives of the Strategy for health for all are to improve the health 
status of the population and to reduce inequalities in health between and within countries. 
The action taken by the Member States as part of their national plans is expected to reduce 
disease incidence, and resulting mortality and disability in the population, 

267. It is too early for most countries to measure the effect of action taken in their 
health-for-all strategies in terms of reduction of mortality and health differentials. The 
majority of countries have no baseline against which such progress can be measured• They 
have analysed trends and progress over the past two decades. Gaps in mortality and morbidity 
data limit such analysis and make intercountry comparisons difficult• It is even more 
difficult to measure and analyse trends and differentials within countries; breakdowns are 
not readily available for even the more developed countries. 

268. The analysis in this report is based on evaluation reports received from the countries 
and regions as well as on other reports oil mortality and morbidity available to WHO. 

269. This chapter contains three sections. The first deals with patterns and trends in 
mortality, morbidity and disability. Whenever possible it examines their importance in 
specific groups of the population, such as infants, mothers and the elderly, as well as 
focusing on diseases and conditions as they affect individuals. 

270. The second section is devoted to patterns and trends of behaviour and life-style which 
have health-enhancing effects, e.g.

9
 breast-feeding, good nutritional practices and family 

planning, and those with deleterious effects, such as smoking and alcohol and drug abuse* 

271• The third section examines the relation between health and the environment, with 
particular reference to pollution, wastes, housing, and the effects of natural disasters. 

PATTERNS AND TRENDS IN MORTALITY, MORBIDITY AND DISABILITY 

272• A review of the data on mortality and morbidity permits a rough division of countries 
into three major groups according to substantial differences in the prevailing 
epidemiological pattern, although such differences also exist within countries and may be 
related to prevalent socioeconomic disparities: 

the first group shows high prevalence and incidence of infectious and parasitic 
diseases, acute upper-respiratory-tract diseases and malnutrition, high infant and 
maternal mortality rates, high fertility and low life expectancy at birth; 

an intermediate group gives evidence of rapid demographic and epidemiological change; 
infant mortality rates are declining and life expectancy at birth is rising; fertility 
is high but beginning to slow down; the major causes of mortality are still infectious 
and parasitic diseases, but the chronic and noncommunicable diseases associated with 
aging, life-styles and behaviour are beginning to make their presence felt; 

the third group of countries shows a predominance of cardiovascular diseases, cancer, 
mental and neurological disorders and degenerative diseases, and conditions affected by 
life-styles and behaviour; infant and maternal mortality rates are low, and life 
expectancy at birth is high; fertility is generally low. Violent death ranks third 
among causes of mortality, 

273• The last decade has seen rapid demographic and epidemiological changes with the result 
that, although there are still a number of countries in the first group, especially in 
Africa, South-East Asia and the Eastern Mediterranean, the second group now includes a fairly 
large proportion of the developing countries. The third includes most of the industrialized 
countries, but also a few of the countries classified as developing. 



Life expectancy at birth 

274, Life expectancy at birth,1 as an expression of survival prospects, has been adopted 
as a global health indicator,^ Table 17 shows the number of countries in each WHO region 
where the life expectancy at birth is below, equal to or greater than 60 years• 
81 countries, representing 39% of the world population, have achieved a life expectancy of 
60 years or more. Information was not available for 19 countries, representing 41% of the 
total population, 

TABLE 17. NUMBER OF COUNTRIES WITH LIFE EXPECTANCY AT BIRTH OF OVER 60 YEARS, 
BY WHO REGIONS 

T
 ^ . ^ Number of countries 
Life expectancy 

at birth 
Africa Americas 

South-East „ 
Asia

 E u r

°P
e 

Eastern 
Mediterranean 

Western 
Pacific 

Total 

Both sexes 

below 60 years 

60 years and more 

39 

3 

5 

29 

6 1 

5 29 

11 

11 

1 

4 

63 

81 

Sub-total 42 34 11 30 22 5 144 

No information 2 - - 3 - 14 19 

Total 44 34 11 33 22 19 163 

Males 

below 60 years 36 3 4 1 8 3 55 

60 years and more 5 1 30 10 9 55 

Sub-total 36 8 5 31 18 12 110 

No information 8 26 6 2 4 7 53 

Total 44 34 1 1 33 22 19 163 

Females 

below 60 years 36 3 - 8 3 50 

60 years and more 8 2 31 10 9 60 

Sub-total 36 8 5 31 18 12 110 

No information 8 26 6 2 4 7 53 

Total 44 34 11 33 22 19 163 

1 Life expectancy at birth is the average number of years to be lived by those born 

alive into the population if the current age-specific mortality rates persist. 

2 Global indicator 10 is defined as the number of countries in which life expectancy 

at birth is over 60 years. 



275. There are substantial regional differences: whereas in the European Region only one 

country out of 30 had a life expectancy below 60 years, this was the case for 39 of the 
42 countries for which information is available in Africa and a majority of countries in 
South-East Asia and the Eastern Mediterranean. 

276. An upward trend is observed for most countries, as shown in Table 18. Two countries 
experienced a decrease and in a further 20 the improvement has been less than two years• 

411• In Africa, life expectancy at birth is still below 50 years in sl majority of 
countries. In Latin America and the Caribbean, life expectancy has risen by an average of 
twelve-and-a-half years in three decades, and it is estimated that only 10% of the population 
of the Region have a life expectancy at birth of 60 years or below. There are substantial 
differences between the groups with the highest and lowest incomes* In the South-East Asia 
Region, one country (Democratic People's Republic of Korea) has reached a life expectancy 
above 70 years, whereas Bhutan and Nepal reported life expectancy between 40 and 50 years. 
In the European Region life expectancy for 99.6% of the total population was 71 years or over 
in 1981, but two countries showed a small decrease for males• Rise in life expectancy is 
also observed in several countries of the Eastern Mediterranean and Western Pacific Regions• 

278. Data from most countries show a higher life-expectancy for women with a few exceptions 
mainly in some South-East Asian countries. Wide variations between social and economic 
groups are also reported by some countries, but data for most are lacking, 

TABLE 18. CHANGES IN LIFE EXPECTANCY AT BIRTH BETWEEN 1970-1975 AND 1980-1985 

Change in years Number of countries 

No change or decrease 2 

Less than 2 years 20 

2-3 years 66 

4-5 years 53 

6 years and more 9 

Total 150 

Source: World Health Statistics Annual, 1984. 

Mortality patterns and trends 

279. It is estimated that more than 50 million people die every year. The largest number of 

deaths occurs in the South-East Asia Region, roughly 15.5 million each year. A further 
10.5 million deaths are estimated to occur each year in the Western Pacific Region. The 
European Region follows with 8.5 million deaths annually, almost 20% more than the number 
estimated for the African Region (7.2 million). 

280. Information on mortality and causes of death, especially for the least developed 
countries, is grossly deficient. Crude death rates have declined in many developing 
countries since 1960, but there are substantial differences - up to fourfold between 
countries within the same Region. In some developing countries, especially in South-East 
Asia and the Western Pacific the reduction in mortality during the past two decades has been 
striking, 

281. Table 19 shows mortality from major causes in the six WHO regions. For those regions 

containing both developed and developing countries the figures for each are shown separately. 

282. The causes of death for each region shown in the table reflect the age structure. Thus 
in the South-East Asia and Eastern Mediterranean Regions the infectious and parasitic 
diseases (including certain respiratory diseases) account for almost half (44%) of all 
deaths, the majority occurring among infants and young children, and half of those who died 



TABLE 19. ESTIMATED NUMBER OF DEATHS (IN THOUSANDS) BY MAJOR CAUSES, 1980, BY WHO REGIONS 

Africa 
South-
East Europe Hediter- Weetern Pacific World-

Total 
一 ~ Devel— DeveJL

-

 «•一 • 
(devel- Total Developed (devel- Total Developed (devel 
opine)

 g

 ODine)
 p 8

 oDins 

Total 
Devel-

Total 

oping) oping) oping) 

Devôl
-

 Devel— 
Total ^ Developed Total ^ Developed 

oping oping 

Infectious and 
parasitic 
diseases^. 

Neoplasms 

Circulatory 
diseases 
and certain 
degenerative 
diseases互 

Conditions 
originating 
in the 
perinatal 
period 

Injury and 
poisoning 

All other and 
unknown 
causes 

570 1 060 980 

210 730 280 

610 

270 

1 680 

1 910 770 

260 

870 650 

80 6 780 970 310 

450 670 1 450 50 

140 2 410 4 300 150 

20 1 280 210 70 

180 660 490 40 

220 3 630 1 100 180 

1 400 

920 

1 760 

160 

150 560 

140 390 

450 160 

2 690 2 620 

1 030 830 

310 2 890 

480 470 

710 650 

270 2 170 

70 

420 

10 

60 

100 

16 830 16 020 
(33%) (40%) 

、250 
(8%) 

2 200 
(5%) 

13 330 7 620 
(26%) ( Ш ) 

10 480 
(21%) 

9 240 
(23Z) 

810 
(8%) 

2 050 
(19%) 

5 710 
(54%) 

i 250 3 080 170 
(6%) (8%) (2%) 

670 1 980 690 
(5%) <5%) (6%) 

1 240 
(12%) 

All 180 5 230 3 140 2 090 15 430 8 520 800 7 720 10 490 9 630 50 810 40 140 10 670 
(100%) (100%) (100%) 

一 Including influenza, pneumonia, bronchitis, emphysema and asthma. 

— D i a b e t e s mellitus, ulcer of stomach and duodenum, chronic liver disease and cirrhosis, nephritis, nephrotic syndrome and nephrosis. 

£. The proportion of each cause in brackets. 

Source： World Health Statistics Annual, 1984. 



in the African Region succumbed to this group of diseases, compared with about one-tenth in 
the European Region. Oil the other hand, 50% of deaths in the European Region were from 
diseases of the circulatory system and certain degenerative diseases, with a further 17% due 
to neoplasms. These two broad categories of causes of death also account for a substantial 
proportion of deaths in the Western Pacific Region (32% and 10% respectively) and are 
numerically more important than the infectious and parasitic diseases, which claimed 
about 25%. 

283. External causes (accidents, injury and poisoning) of death generally account for around 
5% of deaths, although the proportion is as high as 7% in the Americas and in the Western 
Pacific. The category "all other and unknown causes" generally accounts for about 20% of 
deaths, although in the European Region the proportion is smaller (13%). For the developed 
countries at least, "symptoms and ill-defined conditions" (i.e., causes unknown) generally 
account for less than 5% of all deaths• 

Infant mortality 

284• Infant mortality is an important indicator of health status, and has been included 
among the global indicators.1 Table 20 shows the distribution by numbers of countries of 
infant mortality in three categories for each region. 

TABLE 20. INFANT MORTALITY PER 1000 LIVE BIRTHS, BY WHO REGIONS 

Rate 
(per 1000 

live births) 

Number of countries Rate 
(per 1000 

live births) 
Africa Americas 

South-East 
Asia 

Europe 
Eastern 

Mediterranean 
Western 
Pacific 

Total 

below 50 
50.0-99.9 
100 and more 

1 
11 
29 

22 
10 
2 

4 
3 
4 

30 
2 

00
 0
0 

^ 11 
3 
1 

74 
37 
44 

Sub-total 41 34 11 32 22 15 155 

No information 3 - - 1 - 4 8 

Total 44 34 11 33 22 19 163 

285. Regional differences are apparent, a large majority of the countries in the African, 

South-East Asia and Eastern Mediterranean Regions (representing 45% of the world population) 

having rates higher than 50 per 1000 live births. 

286• In the past decade there have been decreases in infant mortality rates in nearly 
150 countries (Table 21). On the other hand more than a quarter of all countries, 
representing 29% of the world population, still have rates above the level of 100 per 
1000 live births. 

287, An analysis of causes of death during the first year of life is not always possible 
because of a lack of reliable information. Available information shows that perinatal 

1 Global indicator No. 9 is defined as "the number of countries in which the infant 

mortality rate for all identifiable subgroups is below 50 per 1000 live births". 



conditions constitute the major causes of neonatal mortality in the world. In developing 
countries, malnutrition, infections, particularly respiratory infections, and diarrhoeal 
diseases are among the main causes of postnatal mortality. 

TABLE 21. CHANGES IN INFANT MORTALITY RATES BETWEEN 1970-1975 AND 1980-1985 

NUMBER OF COUNTRIES 

Infant Infant mortality rate 1980-1985 
mortality Total 

. n ^ i o - z c - 2 5 25-49 50-74 75-99 100-124 125-149 150-174 175-199 200+ 
丄у/и—丄У/ь 

-25 26 26 

25-49 12 16 28 

50-79 12 5 17 

75-99 6 1 7 

100-124 1 14 3 18 

125-149 3 23 26 

150-174 3 19 22 

175-199 3 1 4 

200+ - 1 2 3 

Total 38 28 12 18 29 19 3 2 2 151 

Source: World Health Statistics Annual, 1984. 

Sex differentials in infant and child mortality 

288• In most parts of the world mortality rates for women and girls are lower than for men 
and boys. The difference is most marked in fetal life and early infancy. Life-styles or 
environmental influences which affect one sex more than the other can distort the normal 
pattern, 

289. In some countries, discrimination in child care practices nullifies the female 
advantage, and death rates for girls are the same as or higher than those for boys. This is 
particularly noticeable in the postnatal and 1-4 year age-groups. At these ages differential 
feeding, lower rates of attendance for immunization and maternal and child care, and less 
prompt medical attention lead to higher morbidity and mortality in girls. 

290. Table 22 illustrates the situation in 22 of the countries which participated in the 
World Fertility Surveys. Data from Sweden are given for comparison. In the age-group 
2-5 years, 14 of the countries have higher mortality rates for girls than boys, some very 
much higher. In one-third of the 34 countries in Latin America which reported rates for ages 
1-4 years for 1980 the rates for girls were the same as or higher than those for boys. In 
1970 the equivalent proportion was 22%, indicating that gender discrimination in care has not 
diminished over the last 10 years. There is strong evidence that such discrimination, which 
is closely linked to the stated preference for male offspring, occurs chiefly in societies 
where the status of women is particularly low. 



Toddler; between first and second birthdays. 
Child; between second and fifth birthdays. 
Countries are ordered by level of under-five 
mortality. 

Notes: 

TABLE 22. SEX MORTALITY RATIO (MALE/FEMALE) AMONG INFANTS, TODDLERS 

AND CHILDREN IN SELECTED COUNTRIES 

Infant Toddler£ Child^ 

Country£ 

Senegal 1.16 
Nepal 1.03 
Bangladesh 1.18 
Pakistan 1.05 
Cameroon 1.07 
Egypt 1.01 
Turkey 1.10 
Ivory Coast 1.24 
Indonesia 1.30 
Morocco 1,06 
Kenya 1.10 
Ghana 1.22 
Colombia 1.19 
Tunisia 1.02 
Mexico 1.25 
Thailand 1.08 
Syrian Arab Republic 0.92 
Sri Lanka 1,24 
Jordan 0,85 
Venezuela 1.27 
Fiji 1.19 

Jamaica 1.36 

Malaysia 1*31 

Portugal 1.49 

Sweden. 1,09 

9
9
3
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4
1
2
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5
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8
1
4
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 1
 

9
8
7
6
0
7
6
1
1
8
1
1
7
0
8
4
0
6
8
1
9
0
4
5

 1
 

•
 

1
 

1.00 
0.95 
0.84 
0.68 
0.99 
0.94 
0.94 
1.11 
1.31 
1.11 
1.02 
0.95 
0.83 
1.25 
0.88 
0.65 
0.64 
0.87 
0.99 
0.90 
1.04 
1.17 

1.19 
0 . 5 9 

1.36 

Source: World Fertility Surveys. 

Maternal mortality 

291. Maternal mortality accounts for the greatest proportion of deaths among women of 
reproductive age in most of the developing world, although its importance is not always 
evident from official statistics. In areas where the problem is most severe, the majority of 
maternal deaths simply go unrecorded, or the cause of death is not specified; hence the 
tendency to underestimate the gravity of the situation. Only 75 of WHO'S Member States were 
able to provide information on maternal mortality. Of the 117 developing countries, 73 were 
unable to give a rate, and a number of the figures that were provided are grossly 
underestimated. 

292• It is possible to estimate from other sources that some 500 000 women die each year 
from pregnancy-related causes, most of them preventable. As is shown in Table 23, there are 
enormous variations in maternal mortality according to countries

1

 levels of socioeconomic 
status； rates in countries where the problem is most acute are as much as 500 times higher 
than the lowest rates in industrialized countries. Not only the untimely death of the woman 
herself but also the consequences for the family she leaves behind are tragic. 

a
l
b

 
一 C
I
 



TABLE 23. LIVE BIRTHS AND MATERNAL MORTALITY RATES BY REGION 

(UNITED NATIONS) 

Region Live births National mate rnal mortality 

1982 Lowest Highest 

(thousands) (per 100 000 live births) 

Africa 23 100 108 1 100 

Asia - South 51 700 5 1 000 

- E a s t 23 200 8 100 

North America 4 400 6 10 

Latin America 12 500 8 470 

Europe + USSR 12 000 2 140 

Oceania 500 14 900 

WORLD 127 400 2 1 100 

Sources: United Nations Population Division and WHO estimates based on a variety of 
sources. 

293. The principal causes of maternal death are haemorrhage, often with anaemia as an 
underlying cause, and sepsis. In some Latin American countries, 50% of maternal deaths are 
due to illegal abortion. In the developed countries, where the overall levels of maternal 
mortality are much lower, the proportion of maternal deaths due to haemorrhage and sepsis is 
much smaller, but toxaemia of pregnancy accounts for over 20% of maternal deaths in most 
countries. A large proportion of maternal deaths can be prevented if adequate care is 
available during pregnancy and referral and if appropriate care can be provided when 
complications develop during pregnancy. 

Specific diseases and conditions 

Infectious and parasitic diseases 

294. In countries where the major causes of morbidity and mortality are directly or 
indirectly associated with infection and parasitic infestation, many of these diseases can be 
overcome by improvements in environmental and living conditions and by specific preventive 
action, as has been shown by the experience of the more developed countries. The effects of 
this are beginning to be seen in some developing countries. 

295. Diarrhoeal diseases. All developing countries list diarrhoea as one of the most 
serious problems affecting the health of their child populations and one of the main reasons 
of contact with the health system. 

296. Surveys conducted in the period 1982-1984 in limited geographical areas in all regions 
yielded the information on diarrhoeal diseases in children under five years given in Table 24 



Africa 7.4-37.7 
Americas 3.1-5.6 
Eastern Mediterranean 6.1-54.9 
Europe -
South-East Asia 2.6-22.2 
Western Pacific 4.2-11.2 

(a) Medians of annual rates are extrapolated from two-week incidence 
rates without seasonal adjustment. 

Source： WHO document WHO/CDD/85.13. 

297. In most areas of the world, rotavirus is the most important single cause of diarrhoea 
in children under two years of age visiting health facilities, a fact that has given rise to 
research for effective vaccines. 

298. Although the spread of cholera has been much less serious in the last ten years, 
affecting 18 new countries compared with 50 in the period 1966-1975, it is now endemic in a 
larger number of countries, especially in Africa, and hence continues to be a threat to 
other, as yet uninfected areas. 

299. Although reporting of deaths due to diarrhoea is not complete, there is reason to 
believe that the widespread availability and use of oral rehydration therapy has reduced the 
mortality from acute diarrhoea from all causes» Better information is needed in countries to 
guide those managing health programmes in the control of diarrhoeal diseases. Research and 
development activities are being focused oil this problem in several countries. 

300. Respiratory diseases. It has been estimated that between a quarter and a third of 
child mortality in the world can be attributed directly or indirectly to acute respiratory 
infections. Data oil registered deaths from acute respiratory infections show striking 
differences between developing and developed countries, mortality from this cause in the 
former being 30 to 70 times higher. 

301. Statistics on the utilization of health services show the importance of this group of 
diseases• Acute respiratory infections are the leading reason for people consulting health 
services in both developed and developing countries. They account for 30% to 50% of 
paediatric outpatient attendances and 10% to 30% of children

1

s admissions to hospital. The 
incidence of severe lower respiratory tract infections, which account for most of the 
mortality from acute respiratory infections, is of particular importance in developing 
countries. Low birth weight and malnutrition significantly aggravate the risk of death from 
these infections. 

302. Tuberculosis remains a major public health problem in most developing countries. 
Surveys in several countries have produced evidence of declining prevalence, and even when 
the number of cases remains the same, or increases as a result of better case-finding, 
tuberculin surveys indicate that the risk of infection has declined from 2% to 4% a year 
since national tuberculosis control programmes were introduced. The rate of decline 
correlates well with indicators of the effectiveness of programmes in different countries• 

303. Vaccine preventable diseases of childhood. Six major preventable diseases of 
childhood - diphtheria, pertussis, neonatal tetanus, poliomyelitis, measles and 
tuberculosis - have been selected as targets for the immunization programmes in most 
countries. In 1984 it was estimated that, taken together, these six diseases kill some 
four million children each year and caused disability in four million more. 

TABLE 2 4 . INCIDENCE OF DIARRHOEAL DISEASES IN CHILDREN AGED 0-4 YEARS 
IN SELECTED DEVELOPING COUNTRIES 

n
 r： Median number of 
Range of . , . 

, .j
 /0

/ч episodes of 
incidence (%) over

 л
. f 

, . , diarrhoea per child 
a two-week period 

per year 

4.9 
1.2 
3.3 
4.7 
2.1 
1.2 



Tetanus 

1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 

1 These are the diseases which are expected to be among the most accurately diagnosed and reported, and the 
most influenced in the short term by immunization programmes. Their diagnosis and reporting remain major 
problems in many countries, and it is premature to conclude that any decline such as that reported through 
1982 for measles is real. 

305. Leprosy. Nearly 1000 million people live in areas where the prevalence of leprosy is 
at least one per thousand population. More than one-third of all leprosy patients are 
threatened by progressive and permanent disabilities. Of the estimated 10.6 million cases of 
leprosy in the w o r l d , Asia has the largest share with 62%, followed by Africa with about 
3 4 % . However, the prevalence is about three times as great in Africa as it is in A s i a . 

306. Despite intensive efforts over more than 20 years, only about half of the estimated 

cases of leprosy in the world have so far been identified and registered for treatment. 

Intensified case-finding and treatment have resulted in a rise of over 85% in registered 

cases, from 2.8 million in 1966 to 5.2 million in 1983. The increase has been particularly 

impressive in the Region of the Americas and the South—East Asia Region. 

307• Sexually transmitted diseases. Many social, medical and demographic factors, including 
urbanization, changing attitudes to sex, contraceptive practices, the development of 
antibiotic-resistant strains of organisms, and increases in numbers of young adults, 
especially in developing countries, have contributed to the spread of sexually transmitted 
diseases and their complications. Reporting is generally incomplete, and national reporting 

304. Figure 4 presents reported measles, poliomyelitis and tetanus incidence per 100 000 

population from 1974 to 1983. These are considered to be among the most accurately diagnosed 

and completely reported of the vaccine-preventable diseases, and their incidence is a useful 

indicator of programme effectiveness• 

FIG. 4 
WORLD: REPORTED INCIDENCE RATES PER 100000 POPULATION OF MEASLES, 

TETANUS, AND POLIOMYELITIS, 1974-1983 1 
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systems, which at best include only the traditional venereal diseases, reflect very 

inadequately the extent of the problem. All available data, however, indicate a very high 

prevalence of sexually transmitted diseases (from 1% to 14%) in vulnerable population groups. 

308, Major problems arise from the complications which occur particularly in situations 
where infected individuals are not identified and treated soon after infection. These 
complications, the incidence of which is increasing rapidly, include infertility, ectopic 
pregnancy, prematurity, congenital and perinatal infections and some types of cancer, 

(Parasitic diseases) 

309. Malaria remains a major public health problem in many countries• The global 

epidemiological situation could be described as stagnant, improvement in some countries being 

offset by deterioration in others. Malaria is ail important cause of child mortality, 

especially in tropical Africa, The increasing efforts to control the disease have been 

hampered by the emergence of mosquitos resistant to the more readily available insecticides. 

The development of resistance of the parasite to chloroquine has created further problems in 

the treatment of the disease， necessitating an intensive search for alternatives. 

310. Case-finding and reporting are inadequate, and it is difficult to assess the total 
number of malaria cases, but it is estimated that 56% of the world population lives in 
countries or areas where malaria continues to be a public health problem. The South-East 
Asia Region accounts for about half of the world total of reported confirmed malaria cases; 
2.6 million cases were reported in this Region in 1984. In 9 out of 17 countries in which 
assessments could be m a d e , the malaria situation deteriorated between 1979 and 1983 (see 
Figure 5). 

311, Table 25 indicates the estimated population at risk and the estimated number of 

clinical cases. 

TABLE 25. POPULATION AT RISK FROM MALARIA AND ESTIMATED INCIDENCE OF CLINICAL CASES, 1983 

Population (millions) Estimated annual incidence 

Area 
Total 

Of which 
at risk 

Number of 
clinical cases 
(thousands) 

Incidence 
per 10 000 
at risk 

Africa north of the Sahara 99 31 2£ 1.3 

Africa south of the Sahara 421 373 75 8 0 0 ¿ 2 032.2 

Americas 646 103 2 490 241.7 

WHO South-East Asia Region 1 126 1 047 9 460 90.4 

Europe (including Turkey) 809 10 140£ 140.0 

WHO Eastern Mediterranean Region 
(excluding African countries) 208 146 808 55.3 

WHO Western Pacific Region 1 367 439 6 514 148.4 

Total 4 676 2 149 95 214 443.1 

一 Includes imported cases. 

~ Of a > o t a l estimated number of malaria parasitic infections of 215 million 
annually. 

Source: Report of the UNICEF/WHO Joint Committee on Health Policy, twenty-fifth session 
(document EB76/1985/REC/1, part 1, Annex 2), 
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312. Deficiencies in death registration systems and unreliable diagnosis of the causes of 

death in many developing countries make it impossible to state precisely the number of deaths 

due to malaria• 

313. Schistosomiasis. An estimated 200 million people are infected with schistosomiasis and 
500 to 600 million are exposed to the threat of infection. The geographical distribution is 
w i d e , ranging from China, the Philippines and Indonesia (Schistosoma japonicum), through the 
Arabian Peninsula and nearby States, the Sudan and Nile valley and delta, numerous countries 
of the north African littoral and the whole of sub-Saharan Africa (S. mansoni and 

S« haematobium)
y
 to the Americas - Brazil, Suriname, Venezuela, and certain Caribbean islands 

(S. mansoni)•一 

314. Although there are many ecological, human behavioural and biological variables, 
morbidity is basically related to heavy parasite loads in children, acquired by constant 
contact with freshwater transmission sites. The chronic, debilitating disease seen in adults 
is a sequel to such heavy childhood infestation. The relationship of schistosomiasis to 
schemes for the development of water resources in endemic areas is now appreciated. As 
agricultural, hydroelectric and other projects expand in these areas, the range and intensity 
of transmission of schistosomiasis increases. 

315. Recent advances in the diagnosis and treatment of schistosomiasis have led to a 

reappraisal of control strategy and tactics. N e w , safe, well tolerated and highly effective 

oral antischistosomal drugs are becoming widely available, so that schistosomiasis control 

activities to reduce morbidity are likely to succeed, particularly in S , haematobium endemic 

areas. 

316. Onchocerciasis has been not only a public health problem but also an obstacle to 
socioeconomic development• In 1974 ail estimated 100 000 people in 19 countries of West 
Africa were blind as a result of this infection, and the total population at risk was in the 
order of 12.5 million. As a result of a major collaborative effort in affected countries 
under the control programme in the Volta River Basin area, in particular, the transmission of 
river blindness has been interrupted and the risk of blindness in 90% of the originally 
infected programme areas has been reduced to virtually nothing. Thus large areas of fertile 
but previously uninhabitable river valleys have now been freed for agriculture and 
socioeconomic development. Control activities are being extended into four more countries 
with a combined population-at-risk of 2.6 million. 

(Other communicable diseases) 

317. In 1980, the Thirty-third World Health Assembly declared smallpox eradicated. 
Following the success of this extraordinary international endeavour, continuous surveillance 
has been maintained throughout the w o r l d , and all reported rumours are investigated. 

318. There are now only two maximum containment laboratories in the world which retain 
variola virus for research purposes. To cover all eventualities, a reserve of smallpox 
vaccine sufficient to vaccinate 300 million persons is maintained in Geneva which can be 
delivered anywhere in the world within 24 hours. 

319. Apparently new diseases, such as Legionnaires' disease and acquired immune deficiency 

syndrome (AIDS), have emerged since the late 1970s. Most of the cases of these diseases have 

been reported from the Americas and the European Region, but there are clear indications that 

other regions are also concerned. 

320. By July 1985 more than 12 000 cases of AIDS had been reported in the world. In 
addition there is evidence of a pool of several million infected but symptom-free carriers of 
the virus. The case fatality rate among those who develop symptoms appears to be high, but 
many essential epidemiological characteristics, including the natural history of asymptomatic 
infections, have yet to be elucidated. The true picture of the distribution of this disease 
and its public health importance will emerge when data are available from all affected 
countries. In the meanwhile strenuous efforts are being made to prevent its spread from the 
high-risk groups that have so far been defined. 

321. Communicable diseases of bacterial origin are still of public health importance in the 

developed countries, and even more in the developing countries because of high morbidity and 

mortality, particularly among children and the elderly. Epidemic outbreaks of plague and 

meningococcal meningitis occurred in several countries of Africa, the Americas and Asia. 



322• The incidence of plague shows no decrease and the disease persists in its natural foci, 

with localized outbreaks of human bubonic plague. Continuous epidemiological surveillance in 

countries having known or potential natural foci of plague is therefore still an urgent task 

for the health authorities. 

323. Zoonoses and related foodborne infections depend to a large extent oil the density and 

mobility of human and animal populations. All population forecasts as well as the forecasts 

of animal production indicate an increase of conditions favouring the spread and incidence of 

zoonotic infections in man* 

Chronic and degenerative diseases 

324. The threat of the major communicable and parasitic diseases has been greatly reduced in 
the developed countries by improvements in socioeconomic and sanitary conditions, nutrition, 
and effective health services. The effect has been a reduction in premature death and a 
steady relative growth of the older age-groups. As the proportion of the elderly has 
increased so has the incidence of age-related diseases, such as cardiovascular disorders and 
cancer• Changes in life-style consequent on the development of affluent, industrialized, 
urban societies have contributed to this trend. 

325. Diseases of the circulatory system. Cardiovascular diseases are of public health 

importance in an increasing number of countries. They are not diseases of the developed 

world only, but are also a cause for growing concern in developing countries• 

326• Ischaemic heart disease, cerebrovascular disease, rheumatic heart disease and other 
diseases of the circulatory system account for almost one quarter of all deaths worldwide. 
In industrialized countries, cardiovascular diseases account for half of all deaths, more 
than twice as many as the second cause - cancer - which accounts for 19%• They are also 
estimated to account for 20% of total invalidity. In developing countries these diseases are 
in third place with 16% of deaths, coming close behind infectious (21%) and parasitic 
diseases (18%). Diseases of the circulatory system are among the five leading causes of 
death in all but one of the countries of the South-East Asia Region, and in the Eastern 
Mediterranean cardiovascular diseases are the second cause of death. In Europe, 
cardiovascular diseases and cancer together account for more than two-thirds of all mortality. 

327• Recent trends in cardiovascular disease mortality in a number of countries, such as 
Australia, Finland, Japan and the United States of America, show some decline* Rates are 
stable in some, such as Austria, Ireland and Sweden, and there has been an increase in some 
countries, especially in Bulgaria, Hungary and Poland. The changes in mortality rates, 
especially for ischaemic heart disease, have been more rapid in younger age-groups• Table 26 
shows the percentage changes in age-standardized death rates during a recent 10-year period 
for the 40-69 year age-group in 26 industrialized countries and areas• There are no 
comparable data for developing countries. 

328. Although data are insufficient for an estimation of world prevalence or global trends, 
hypertension is probably the most common cardiovascular disorder. It is also an important 
risk factor in coronary heart disease. Studies on selected population show that between 8% 
and 18% of adults have blood pressures above 160 mmHg (systolic) and/or 95 mmHg (diastolic). 
Hypertension is considered to be significantly linked to factors associated with life-style, 
such as stress, dietary habits and physical activity. Health promotion and early 
identification and control of hypertension are helping to prevent disability and premature 
death in some developed countries. 

329. Rheumatic fever and rheumatic heart disease, though preventable, still affect large 
numbers of young people in underprivileged communities. Prevalence rates of 20 to 30 per 
thousand have been reported in schoolchildren in some populations. In most developing 
countries rheumatic heart disease accounts for more than 30% of cardiac cases admitted to 
hospital and remains a major cause of death and disability. 

330. Cancer is being recognized as a cause of concern for public health services in 
developing as well as industrialized countries. 

331• Table 27 shows the frequency of twelve major cancers throughout the world. 



TABLE 26. PERCENTAGE CHANGES IN DEATH RATES FOR THE 40-69 YEAR AGE-GROUP 
DURING A RECENT 10-YEAR PERIOD IN 26 INDUSTRIALIZED COUNTRIES AND A R E A S

1 

Countries and areas Period 

Cardio-
vascular 
diseases 

Ischaemic 

heart 
diseases 

Cerebro-
vascular 
disease 

All 

causes 

Male Female 
% % 

Male Female 

% % 
Male Female 

% % 
Male Female 

% % 

Japan 

Australia 

United States of America 

Canada 

Belgium 

New Zealand 

France 

Finland 

England and Wales 

Scotland 

Netherlands 

Germany, Federal Republic 

Switzerland 

Norway 

Italy 

Denmark 

Austria 

Northern Ireland 

Ireland 

Sweden 

Czechoslovakia 

Romania 

Yugoslavia 

Poland 

Hungary 

Bulgaria 

1972-1982 

1971-1981 

1970-1980 

1972-1982 

1971-1981 

1971-1981 

1971-1981 

1970-1980 

1972-1982 

1973-1983 

1972-1982 

of 1972-1982 

1971-1981 

1972-1982 

1970-1980 

1972-1982 

1972-1982 

1971-1981 

1970-1980 

1972-1982 

1972-1982 

1972-1982 

1971-1981 

1970-1980 

1972-1982 

1972-1982 

-36.4 

-32.1 

-28.4 

-25.8 

-24.7 

-22.8 

-22.7 

-19.6 

L6.7 

6.2 

6.1 

1.2 

-.2 

-10.1 

-8.9 

-8.2 

-7.4 

-7.3 

-2.5 

-2.5 

+12.0 
+15.7 

+23.5 

+31.3 

+33.0 

+34.1 

-41.8 

-39.2 

-30.4 

-26.7 

-26.8 

-22.5 

-35.1 

-40.2 

-19.6 

-20.2 

-23.3 

-21.9 

-32.6 

-25.4 

-27.8 

- 1 7 . 4 

-20.6 

-12.3 

-17.1 

- 2 0 . 1 

+2.4 

-2.7 

+13.2 

+7.8 

+3.0 

+3.6 

- 2 1 . 6 

-32.6 

-35.8 

-27.8 

-27.7 

-22.9 

-8.2 

-13.1 

-11.5 

-9.9 

-20.0 

-5.8 

-0.2 

-5.2 

+1.0 

-9.4 

-0.1 

-1.0 

+6.8 

+0.7 

+8.8 

+53.1 

+34.8 

+58.0 

+37.6 

+20.4 

-34.5 

-35.6 

-38.7 

-25.8 

-29.8 

-17.1 

-24.6 

-23.1 

-7.1 

-9.9 

-21.1 

-7.2 

-10.1 

-10.7 

-19.9 

-10.9 

-17.2 

+12.8 

-5.2 

-19.4 

+3.1 

+50.4 

+12.7 

+43.4 

+5.7 

-11.1 

-51.4 

-38.6 

-44.7 

-37.8 

-39.8 

-30.3 

-37.1 

-32.6 

-30.6 

-32.9 

-25.8 

-28.8 

-31.6 

-40.3 

-20.0 

-2.1 

-26.2 

-28.6 

-31.8 

-21.2 

-1.2 

+5.3 

+6.6 

+62.2 

+59.1 

+23.6 

-50.9 

-47.3 

-42.4 

-37.1 

-37.7 

-34.7 

-42.3 

-47.1 

-28.1 

-27.3 

-28.1 

-32.3 

-40.7 

-42.1 

-28.3 

-30.8 

-29.7 

-37.6 

-30.1 

-24.3 

-8.4 

-6.3 

-2.3 

+36.8 

+23.2 

+1.6 

-24.8 

-23.5 

-20.4 

-15 

L6 

4 

3 

8 

6 

3 

L5 

- 6 

- 8 

-5 

- 1 2 

-7 

- 8 

-5 

+6 

+11 

-1 

+15 

+30 

+13 

-32.0 

-27.1 

-18.4 

-15.5 

-17.6 

-10.5 

-21.0 

-27.8 

-11.4 

-8.4 

-17.2 

-19.5 

-22.6 

-12.0 

-19.6 

-5.7 

-16.3 

-5.5 

-14.5 

-12.3 

-2.3 

-2.7 

-9.3 

-0.8 

+9.5 

-2.4 

Source; World Health Statistics Quarterly, Vol. 38, No. 2 (1985). 

1

 Data based on the Eighth and Ninth Revisions of the International Classification of 
Diseases (ICD), as follows： all cardiovascular diseases (ICD 390-458)； ischaemic (coronary) 
heart disease (ICD 410-414); cerebrovascular disease (ICD 430-438). 



TABLE 21. FREQUENCY OF TWELVE SELECTED CANCERS IN MALES, FEMALES, AND BOTH SEXES 

THROUGHOUT THE WORLD 

Rank Males Females Both sexes 

2
3
4
5
6
7
8
9
0
1
2
 

1
1
1
 

Lung 
Stomach 

Colon/rectum 
Mouth/pharynx 
Prostate 
Oesophagus 

Liver 
Bladder 

Lymphatic 
Leukaemia 

Breast 
Cervix 

Stomach 
Colon/rectum 
Lung 
Mouth/pharynx 

Oesophagus 
Lymphatic 
Liver 
Leukaemia 

Bladder 

Stomach 
Lung 

Breast 
Colon/rectum 

Cervix 

Mouth/pharynx 

Oesophagus 

Liver 

Lymphatic 
Prostate 

Bladder 
Leukaemia 

Source： D . M , Parkin et al. in Bulletin of the World Health Organization, 
Vol. 62, N o . 2 (1984). 

332• The most common neoplasm in the world is almost certainly cancer of the stomach, 
incidence rates of which are high in Europe, East Asia and South America. However, the 
annual reported number of cases of lung cancer is not far behind, and this appears to be the 
most common tumour among males• Incidence of stomach cancer is declining while lung cancer 
is increasing rapidly in some countries, and the relative position of these two cancers is 
likely to change in the near future• As a result of the strong boost in sales of cigarettes 
in developing countries, a great increase in lung cancer is now inevitable. For women lung 
cancer is now in fifth place, but with the present rising trend in smoking among women it is 
likely to move up. 

333, Cancers of the breast, cervix, liver, bladder, oral cavity and pharynx, and prostate 
are also globally significant. Breast cancer is the most important primary site in females, 
especially in developed countries. The available data suggest that 50% of the estimated 
cases are from North America and Europe (excluding USSR) which have only 18% of the female 
population of the world. Although cervical cancer is more common in developing countries, in 
the developed countries there are signs of an encouraging tjrend. For example, 11 out of 26 
countries in Europe reported a decline of more than 15% in the mortality from this cancer for 
ages under 65• The decline is most marked in those countries where effective mass screening 
programmes have been introduced. 

334, With due regard to the difficulty of diagnosing primary liver cancer there appear to be 
about half as many cases in the world as of lung cancer, despite the fact that liver cancers 
are more common in Africa and Eastern Asia (except Japan). Liver cancer is primarily a 
disease of developing countries with young populations, so that although the age-specific 
rates may be very high the crude rates are not, China accounts for over 40% of the global 
total. Africa, where liver cancer is almost certainly the most common tumour, accounts for 
only 13%. This tumour is known to be associated with infection with hepatitis В virus, for 
which effective vaccines are now available； it is likely, therefore, that some degree of 
control will be achieved in the foreseeable future, 

335. The total numbers of cases of cancer of the oral cavity and pharynx disguise very large 
differences in the individual sites throughout the world. In Chinese populations, most such 
tumours are nasopharyngeal, whereas in the Indian subcontinent the great majority are cancers 
of the oral cavity and are related to the chewing of tobacco and/or betel nut. Lip cancer is 
very frequent in some western populations, and where laryngeal cancer is common there is 
apparently also a high frequency of cancers classified as hypopharyngeal. 

Conditions causing disability 

336. Mental and neurological disorders. Severe mental disorders such as psychoses and 
dementias and behavioural problems associated with cerebral disease or injury affect 110 less 
than 2% of most populations. The prevalence is much greater (5% to 10%) if less severe but 



nevertheless disabling conditions are included such as neurotic and psychosomatic disorders 

and alcohol- and drug-related problems. 

337• The prevalence of severe mental retardation below the age of 18 years (defined by an 
I.Q. of less than 50, major disabilities in intellectual and social function, and usually 
associated with neurological abnormalities) is approximately 3 to 4 per thousand; the 
prevalence of mild mental retardation (defined by an I.Q, between 50 and 70 and by marginal 
performance at school on complex intellectual tasks) is approximately 2% to 3%. These 
figures are probably too low for the developing world because of the persistence of 
preventable mental retardation secondary to bacterial and parasitic infections of the central 
nervous system. 

338. The prevalence of epilepsy in the population ranges from between 3 and 5 per thousand 
in the industrialized world to between 15 and 50 per thousand in the developing world. 
Extremely high prevalence of epilepsy has been reported in certain areas in the African 
Region and the Region of the Americas• The extent of social handicap resulting from epilepsy 
varies with the type of handicap, with the adequacy of medical management, and with the 
sympathy and support ail epileptic patient is likely to receive in the community. 

339. Suicide is among the top 5 to 10 causes of death in many countries. "Psychological 
autopsies" have indicated that most of those who killed themselves were suffering from mental 
illness that could have been cured. Since the early 1960s most European countries have been 
reporting steadily increasing rates of suicide. Exceptions to this are Greece and parts of 
the United Kingdom, where rates have fallen substantially. The reported suicide rates vary 
considerably between countries, age-groups and the sexes• In Europe, suicide rates for the 
male population in the age-group 75 years or more vary between 9 per 100 000 population in 
Northern Ireland (1980) and 196 per 100 000 in Hungary (1984). For comparison, the following 
rates have been reported: 

340, The last 25 years have also seen a massive increase in attempted suicide in nearly all 
European countries. The social and clinical characteristics of attempted suicide and the 
reliability of reporting are so different from those for actual suicides that their causes 
and preventive strategies need to be considered separately. 

341, Acquired lesions of the central nervous system resulting from trauma, bacterial or 
parasitic infections, hypertensive encephalopathy, pollutants ( e . g” carbon monoxide, heavy 
metals and insecticides), lack of essential nutrients (especially iodine) and other 
conditions constitute a major source of mental and neurological impairment the world over. 
Particular attention must be paid to the debilitating effects of cerebrovascular accidents 
secondary to uncontrolled hypertension - a rapidly increasing problem in developing 
countries• There is evidence that persistent infections (such as chronic malaria), even when 
the brain is not directly affected, impair cognitive efficiency• Cognitive defects have been 
identified in several studies of children suffering from anaemia. 

342, The prevalence of senile dementias in individuals of 70 years or older is estimated at 
about 10% to 20% in Western countries. These disorders constitute an ever greater challenge 
to health services as an increasing proportion of the population survive to older ages. 

343• The prevalence of severe mental disorders is increasing with the progressive aging of 
the population in most industrialized countries, and psychogeriatric problems are claiming a 
significant share of resources for health care. While the incidence of some of the more 
important disorders, such as schizophrenia, appears to be stable and comparable in different 
populations, the incidence of other disorders is increasing. Thus depressive illness appears 
to be increasing in frequency in Europe and North America. A marked increase in the 
incidence in young women has been reported in the United States of America, while the 
similarly marked increase observed in several European countries affects both men and women. 
There is a disquieting increase in the abuse of and dependence on so-called "hard" drugs 
(e.g., heroin) in many parts of the world, and a new wave of alcohol-related problems seems 
to be affecting many developing countries. In developing and developed countries mental 
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Japan 
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39 (1983) Chile 

46 (1982) Uruguay 

79 (1984) Thailand 

39 (1983) Hong Kong 
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30 (1981) 

45 (1984) 

63 (1981) 



health problems and distress are becoming a principal reason for contact with primary health 

care facilities. 

344. Blindness, The pattern of diseases leading to visual disability is gradually changing, 
particularly in developing countries. Communicable eye diseases (e.g. trachoma and 
onchocerciasis) and vitamin A deficiency still remain important causes of blindness on a 
global scale but they are gradually being brought under control in many countries. However, 
age-related disorders, particularly cataract, show an increase due to the growing proportion 
of the elderly in most populations. Available data indicate that cataract is generally 
responsible for 50% or more of visual disability and blindness in the population, and there 
is a considerable and growing backlog of unoperated cases of cataract in some developing 
countries. Strategies have been developed for the identification in the community of cases 
in need of surgery and for the provision of large-scale surgical services• Spectacles are 
being provided in an increasing number of developing countries to reduce visual disability in 
persons who have undergone operations for cataract. (See also paragraphs 372 to 375 on 
vitamin A deficiency and nutritional blindness,) 

Oral health 

345. In 1965, in recognition of the need for more complete data on oral ill-health, manuals 
were developed to define standard dental epidemiological methods and to collate data 
generated by these methods. The information on geographical distribution of dental caries 
which emerged confirmed that the disease was a major problem in highly industrialized 
countries, far less in developing countries although there was already evidence of an 
increase. During the 1970s it became clear that a fast upward trend in developing countries 
and a marked decline in highly industrialized countries was closing the gap, 

346. In 1980 an indicator of three decayed, missing or filled (DMF) teeth per 12-year-old 
child was accepted, to evaluate progress towards oral health goals at national, regional and 
global levels. For 1980, and yearly from 1982, population-weighted global means were 
estimated using information in the Global Oral Data Bank, giving the progression shown in 
Table 28. 

TABLE 28. MEAN NUMBERS PER CHILD OF DECAYED, MISSING OR FILLED (DMF) TEETH 
AT 12 YEARS OF AGE 

Year 

1980 1982 1983 1984 1985 

2.42 2.41 2.87 2.78 

Developing 
1.83 1.86 2.53 2.43 

Highly industrialized 
3.92 3.84 3.88 3.82 

347• Whatever the trends are they will have progressed further than these data show, because 
the Global Oral Data Bank is dependent on data from Member States many of which have not 
performed a survey of oral health for many years. DMF levels in highly industrialized 
countries decreased most before 1980 from means as high as 10.6 to between 2 and 3. 
Similarly, some of the increase in developing countries had occurred before 1980, reaching 
extremely high levels in several, 

348. Occupational health risks. Good health in the working population is essential for 
socioeconomic development• 

349• There are many obstacles to the collection of reliable information on occupational 
health risks• The main sources of information are special surveys, and investigations of 
mishaps and disasters. A general impression does emerge, however, of a marked difference 
between highly industrialized countries and those in earlier stages of industrial development. 



350. In the more industrialized countries the effectiveness of health monitoring and 
protection and the comparatively well developed machinery for industrial relations have 
greatly reduced gross physical hazards to health in most work settings. But their place has 
been more than filled by stress-related problems such as peptic ulcer, cardiovascular disease 
and hypertension, and behavioural difficulties connected with alcoholism and drug abuse, 

351. Surveys in the less industrialized countries show continuing and possibly growing 
health problems from chemical and physical pollution of the working environment. Between 7% 
and 30% of miners have been found to have pulmonary problems resulting from inhalation of 
silicon dust. Between 5% and 30% of cotton workers have been found to suffer from similar 
problems consequent on inhalation of cotton fibres• A survey in a Latin American country has 
shown 5.6% of farm workers to be affected by neurotoxins in pesticides, while a country in 
South-East Asia has reported over 1000 deaths from poisoning with the same class of 
chemical. Loss of hearing has been demonstrated in up to 67% of workers in textile mills and 
other noisy workplaces. A prevalence of contact dermatitis of between 17% and 86% has been 
found in chemical workers• 

352• Occupational risks of cancer and reproductive damage cause new concern. It has been 
estimated that at least 5% of cancers in the world result directly or indirectly from 
exposure to hazards in the working environment• Chemical and radiation risks to pregnant 
women are coming under closer scrutiny, particularly in the industrialized countries, where 
women are increasingly important in the workforce. 

PATTERNS AND TRENDS IN HEALTH-RELATED BEHAVIOUR 

353. Life-styles and behaviour have assumed great significance in health situations in the 
world• Trends and patterns are not easy to determine, and satisfactory indicators have not 
yet been developed. In this section some aspects of behaviour related to health are 
discussed. 

Nutritional status of infants and children 

354• Endemic hunger and chronic malnutrition are the permanent condition of a large number 
of people in many developing countries• In the developed countries, by contrast, obesity, 
heart disease and diabetes are associated with over-consumption of sugar, fats and animal 
products• 

355. Estimates of the malnourished proportion of the world's population vary with the 
definitions and methods used, but it is likely that at least 430 million people, or almost 
10%, are affected. Severe malnutrition has recently become widespread in sub-Saharan 
Africa. In the Region of the Americas recent information indicates that in several countries 
infant mortality rates have stopped falling or may even have risen, and it is suspected that 
increasing poverty and lower food consumption may have contributed to these circumstances• 

In Asia, the South Asia sub-region is identified as the most heavily affected by 
malnutrition. In parts of Europe there is "subnutrition" because people do not eat enough 
food of the right kind, and the diets of many elderly people are deficient. In the Eastern 
Mediterranean, acute and severe malnutrition in refugee settlements, especially among 
children, cause particular concern, while bad eating habits and undernutrition cause problems 
in rich and poor countries alike. Although the food supply in the Western Pacific is above 
regional targets, consumption does not reflect this. 

356. Malnutrition is, in numerical terms, the most important condition affecting the health 
of children, particularly in the developing countries: some 100 million children under the 
age of five are said to be suffering from protein energy malnutrition, more than 10% of them 
from the severe form which is normally fatal if not treated. 

Low birth weight 

357. The birth weight of an infant is the single most important determinant of its chances 
of survival and healthy growth and development• Because birth weight is conditioned by the 
health and nutritional status of the mother, the proportion of infants with a low birth 
weight (LBW) accurately reflects the health and social status of women and of the communities 
into which children are born. 

358. There are two main groups of LBW babies - those born prematurely (short gestation) and 
those with fetal growth retardation. In countries where the proportion of LBW infants is 
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361. A target birth weight of at least 2500 g for 90% of newborn infants and adequate growth 
of children, as measured by weight for age, together constitute global indicator No. 8 
selected for monitoring and evaluation of the Global Strategy for Health for All by the 
Year 2000.

1 

362. Table 30 shows the percentages of newborn at a given birth weight by region. 

Malnutrition among children under five years of age 

363. Malnutrition and resulting retardation of growth in pre-school children remain a 

worldwide phenomenon. Tentative estimates for the developing world are that the prevalence 

of acute malnutrition is 12%, chronic malnutrition 39%, and children with low weight for age 

41Z. There are large differences between continents, particularly for acute malnutrition, 

which appears to be most common in Asia (see Table 31). 

1

 See "Health for All" Series, No. 4, paragraph 124. 

low, short gestation is the major cause. In countries where the proportion is high, the 
majority can be attributed to fetal growth retardation. Among the multiple interrelated 
factors In fetal growth retardation are low maternal food intake, smoking, hard physical work 
during pregnancy, and illness, especially infections. Short maternal stature, very young 
a g e , high parity and close birth spacing are also associated factors. 

359. Some 20 million of the 129 million infants born in 1985 had a low birth weight. 
Nineteen million of the LBW infants were born in developing countries, three million in 
Africa, one million in Latin America, one million in East Asia and 13 million in South Asia; 
17% of all infants born in developing countries have low birth weight. Variations between 
and within geographic regions are considerable. The highest incidence is found in South Asia 
(302) and Middle and West Africa, and the lowest in Europe, North America, temperate South 
America and East Asia. (See Table 29.) 

360. Some improvement in the incidence of LBW has taken place since 1979 in parts of West 
Africa, while in Middle and East Africa there has been little or no improvement. In Asia 
some improvement has been reported from Burma, Malaysia, and Sri Lanka, but in the more 
populous countries of this region there has been little change. In the developed countries 
small declines in the proportion of LBW infants have been reported for almost all countries 
of Europe and North America. The incidence in the countries of these regions seems to be 
stabilizing at between 4% and 8%. 

TABLE 29. ESTIMATED NUMBER OF LIVE BIRTHS AND OF LOW-BIRTH-WEIGHT INFANTS, 
1979 AND 1985 

Live births Low-birth-weight infants 
(thousands) Number Percentage 

129 000 

111 225 

17 875 

25 

74 336 
21 953 
52 382 

824 

137 

2 

4 

6 

5 

178 



TABLE 30. BIRTH WEIGHT STATUS, BY WHO REGIONS 

Number of countries 

Birth weight 

over 2500 g ,
c
 . . . South-East „ Eastern Western

 m
 , 

Africa Americas . . Europe
 M J J 4

_ „ Total 
Asia

 r

 Mediterranean Pacific 

less than 75% - - 2 
75.0% - 79.9% 3 - 1 

80.0% - 84.9% 9 4 -

85.0% - 89.9% 8 7 2 

90.0% - 94.9% 9 15 2 

95% and more - 1 1 

- 1 3 
- 2 6 

1 1 15 
3 2 22 

18 9 3 56 
10 3 6 21 

Sub-total 29 27 8 28 17 14 123 

No information 15 7 3 5 5 5 40 

Total 44 34 11 33 22 19 163 

TABLE 31. ESTIMATED PREVALENCE OF PROTEIN-ENERGY MALNUTRITION 
IN PRE-SCHOOL CHILDREN IN DEVELOPING COUNTRIES, BY CONTINENT 

Acute malnutrition 

(low weight for height) 

Chronic malnutrition 

(low height) 
Low weight for age 

Asia (without China) 16% 40% 47% 

Africa 7% 35% 30% 

Americas 4% 43% 28% 

Total 12% 39% 41% 

Source: Report by the Director-General to the Thirty-seventh World Health Assembly on 
infant and young child feeding, reproduced in WHA37/1984/REC/1, Annex 5. 



364, The figures suggest that about 40 million pre-school children in developing countries 
are living in conditions of acute malnutrition and more than three times that number in a 
chronic state of insufficient nutrition and associated illness that is hampering their growth 

365. Any estimation of trends is made difficult by the paucity of comparable data. However, 
with the available information it has been possible to make separate prevalence estimates of 
children with low weight for age for the decades 1963-1973 and 1973-1983, based on data from 
25 and 44 countries respectively. The prevalence of underweight children appears to have 
remained constant at 42.7% in the first decade and 42.3% in the second, but their numbers 
increased from 126 million to 145 million with population growth (see Table 32). 

TABLE 32. ESTIMATED CHANGES IN PREVALENCE OF LOW WEIGHT IN PRE-SCHOOL CHILDREN 
BETWEEN 1963-1973 AND 1973-1983, BY CONTINENT (DEVELOPING COUNTRIES ONLY) 

1963-•1973 1973--1983 

Asia (without China) 50. 6% 54. .0% 

Africa 31. 1% 25. ,6% 
Americas 25. 9% 17. ,7% 

Oceania 22.0% 11. ,5% 

Total 42. 7% 42. ,3% 

Source: Weekly Epidemiological Record, No. 59, 
1984, pp. 189-196. 

366. A breakdown by region seems to indicate some improvement in the prevalence rates except 
in Asia, but the quality of the data is poor and the analysis does not allow reliable 
conclusions to be drawn. 

Specific nutritional deficiencies 

Nutritional anaemia 

367. Nutritional anaemia affects both sexes and all age-groups, including pre-school 
children, who are particularly vulnerable. The problem is most acute among women, 
contributing significantly to maternal morbidity and mortality. Nutritional anaemia is 
estimated to affect nearly two-thirds of the pregnant and half the non-pregnant women in 
developing countries. Anaemia has a profound effect on psychological and physical 
behaviour. Even mild and moderate anaemia reduces resistance to fatigue, working capacity 
under conditions of stress, and well-being. 

368. A recent review estimates the total prevalence of nutritional anaemia in the world at 
about 30%, which would mean that some 1400 million people were suffering from anaemia in 
1985. For the developing regions of the world the prevalence of anaemia is probably about 
36% (1300 million people), and for the more developed regions about 8% (almost 100 million). 

369. Young children and pregnant women are the most affected groups, with an estimated 
global prevalence of 43% and 51% respectively, followed by school-age children (37%), all 
women, including those who are pregnant (35%), and adult males (18%). Prevalence among 
adolescents is similar to that for adult men, and that for the elderly is comparable to that 
for pregnant women, 

370. The age/sex differentials seem to be consistent in developed and developing regions• 
Comparison of the results of the present review with that carried out for women in developing 
countries (excluding China) five years ago reveals very little change. 

371. The regions with the highest prevalence of anaemia are Africa and South Asia, With the 
exception of adult men, the estimated prevalence of anaemia in all groups is over 40% in both 
regions and exceeds 65% in pregnant women in South Asia. In Latin America, the prevalence of 



anaemia is lower, ranging from 13% in adult men to 30% in pregnant women. East Asia follows 
with an estimated range from 11% in adult men to 22% in school-age children. The estimated 
prevalence of anaemia in Oceania ranges from 7% in adult men to 25% in pregnant women. In 
Europe the prevalence ranges from 2% in adult men to 14% in pregnant women. In North America 
the estimated prevalence of anaemia ranges from 4% in adult men to 13% in school-age children. 

Vitamin A deficiency and nutritional blindness 

372. More than half a million children become blind every year because of a lack of 
vitamin A . Two-thirds of them die within weeks of becoming blind. In addition, six to seven 
million children suffer from milder forms of vitamin A deficiency which precipitate 
malnutrition, especially when infectious diseases are also present. Young children are at 
the greatest risk of developing xerophthalmia, both because their vitamin A requirements are 
proportionately greater than those of any other group and because they suffer most from 
infections. The result is that severe, blinding corneal destruction is most frequently seen 
in children between the ages of six months and six years. Vitamin A deficiency is, in fact, 
the single most frequent cause of blindness among pre-school children in developing countries. 

373• Xerophthalmia is common among children in refugee camps and famine relief centres, 
affecting as many as 6%-10% of all children under six years of age. Reratomalacia is also 
common among these children, many of whom become totally blind in both eyes. 

374• In 1985 vitamin A deficiency has been identified as a significant public health problem 

in a group of 9 countries in Africa, 4 in the Americas and 8 in Asia (see Fig. 6)• 

375. In a second group are 13 other countries in these same regions where there is a strong 
suggestion that vitamin A deficiency is a significant public health problem but evidence 
based on a formal assessment of the situation is lacking• In a third group of some 

25 countries, although vitamin A deficiency does not appear to warrant priority attention at 
present, reports of sporadic cases of xerophthalmia call for close monitoring of the 
situation. 

Family planning 

376. Poor health of women, complications of pregnancy and childbirth, low birth weight, as 
well as general malnutrition and infection are largely responsible for the generally high 
levels of newborn, infant, early childhood, and maternal mortality and morbidity. All the 
conditions are strongly affected by fertility patterns. They do not occur in isolation, but 
in poor socioeconomic conditions when education, health and other social services are 
scarce. Family planning, by making possible more appropriate timing, spacing and number of 
pregnancies, can promote the health and well-being of the family and reduce the risk of 
ill-health and death for mothers and children. 

377. About 95% of people in the developing world live in countries which provide some form 
of public support to family planning programmes, generally as part of maternal and child 
health programmes. 

378. The use of contraceptive methods in developing countries varies very widely, from 
almost no use in much of Africa and parts of Asia to an estimated 70% in much of East Asia. 
It is estimated that 45% of married women of reproductive age in the world were using 
contraception in 1980-1981. Table 33 shows the estimates for different geographic regions. 

379. Contraception increased during the 1970s in most of the countries for which information 
is available. The most rapid increase was in countries with a medium level of use. Fewer 
increases took place in countries where levels were already high, and there was little sign 
of change in those developing countries in Asia and Africa where contraception was very 
little used. 

380. There is still a very great need for family planning. It has been estimated that there 
are about 300 million couples who do not want any more children but who are not using any 
method of family planning, chiefly because access to services is inadequate in the developing 
world, especially in rural areas and urban slums. If women were able to have only the 
children they say they want to have, the crude birth rate in the developing countries would 
be between 16 and 28 per thousand population, instead of between 28 and 40. 



FIG. 6 

THE GEOGRAPHICAL DISTRIBUTION OF VITAMIN A DEFICIENCY AND XEROPHTALMIA IN THE WORLD IN 1984 
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A: Vitamin A deficiency a significant public health problem. 
B: Vitamin A deficiency most probably a significant public health problem. 
C: Vitamin A deficiency not a significant public health problem. Sporadic cases do occur. 



TABLE 33. GLOBAL ESTIMATES OF PERCENTAGES OF MARRIED WOMEN 

OF REPRODUCTIVE AGE USING CONTRACEPTION IN 1980-1981 

% 

World total 45 

Total excluding China 38 

Developing regions 

Total 38 

Total excluding China 24 
Africa 11 
Asia 42 
East Asia 69 
South Asia 24 
Latin America 43 

Developed regions 

Total 68 

Source: Recent levels and trends of contraceptive use 
as assessed in 1983, New York, United 
Nations, 1984. 

Breast-feeding 

381. Review and analysis of 200 studies of breast-feeding and its duration in 86 countries 
in all regions have recently been carried out, showing large disparities in breast-feeding 
practices between regions, within regions, and between population groups within countries. 

382. There are large parts of Africa and Asia, particularly in rural areas, where almost all 
children are breast-fed. Most of the 21 million infants born in rural areas of Africa each 
year are breast-fed for a period of one to two years. This is not the case in urban areas, 

383. In most of South Asia (with 52 million births a year) breast-feeding is almost 
universal, the duration in rural areas being one to two years, compared with six months in 
urban areas. In South-East Asia and East Asia (34 million births a year) patterns are more 
diverse： in rural areas 80% to 95% of babies are breast-fed, in urban areas the average is 
also about 80%, but the duration is somewhat less, with supplementary feeding starting at 
about three months of age. Some of the Asian countries where socioeconomic development is 
rapid are experiencing a sharp fall in the average duration of breast-feeding. 

384. In Latin America, where 12 million births occur annually, a high proportion of babies 
are initially breast-fed, but the average duration varies considerably. Longer average 
duration is found in the rural areas, but is still considerably less than that found in 
Africa and Asia, Average durations of more than one year are rare and seem to be confined to 
Central America and the Caribbean. 

385. The proportion of babies breast-fed in all Europe (7 million births a year) fell to 30% 
in 1970, but then began to increase, reaching 90% in one country, and with a mean of five 
months duration in another. In countries in Eastern and Southern Europe breast-feeding tends 
to be more common. In North America the proportion fell to 26% in 1973 and then more than 
doubled by 1980. The proportion of babies being breast-fed at five or six months is about 
25%. Rates in the countries of Oceania are much higher than in other developed countries, 
reaching 70% to 80%, and they are still rising. 
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Percentage of women : 

Wanting no more children : : : :: Using contraception 

Source: World Fertility Survey (1975十） 

386. There are three distinct phases in breast-feeding prevalence and duration: phase 1 is 
the "traditional phase", with high prevalence and duration; phase 2 is a "transformation 
phase" during which the prevalence and duration become lower and shorter; phase 3 is the 
"resurgence phase" and is characterized by rising prevalence and duration, 

387. Different population groups seem to arrive at these phases at different times. The 
first social group to change has invariably been the urban elite, those with more education 
and higher incomes• The next group to change is usually the urban poor, and the last to 
change are those living in rural areas. 

388. Knowledge of these remarkably consistent trends can be used to help formulate more 
effective policies and measures in support of breast-feeding• 

Smoking 

389• In the past fifty years cigarette-smoking has spread in an alarming way in 
industrialized countries, bringing in its wake a pandemic of avoidable illness and premature 
death from coronary heart diseases, lung cancer and other forms of cancer, chronic 
respiratory diseases, complications in pregnancy and the perinatal period, circulatory 
problems in oral contraceptive users, e t c . Under heavy and unchecked pressure of advertising 
by transnational tobacco companies, the habit of smoking cigarettes is now spreading rapidly 
in the developing countries. 

390, In many developed countries the spread of cigarette-smoking has now been halted thanks 
to long-lasting and comprehensive anti-smoking campaigns• Smoking rates and smoking 
intensity have consistently decreased over the past few years among men of medium-high 
socioeconomic status in Australia, Canada, New Zealand, Norway, Sweden, the United Kingdom, 
the United States of America and other countries. Among women and young people the recent 
increase has been stopped. 

391. Awareness of the harmful health effects of smoking and the nuisance it causes for 

non-smokers is growing throughout the world. The number of governments that have adopted 

smoking control laws has trebled during the last decade. Conferences, media coverage and 

surveys of smoking habits are becoming more common in both developed and developing 
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countries, contributing to increased awareness in populations and eventually to changes in 

attitudes and behaviour. 

392. In the face of the ever-increasing publicity drive from the tobacco industry, which 
spent US$ 1800 million in worldwide promotion in 1978, US$ 2000 million in 1980 and 
US$ 2500 million in 1984, efforts aimed at stemming the pandemic of diseases caused by 
smoking cannot be expected to yield quick results. Nevertheless, mortality from 
cardiovascular diseases related to smoking is decreasing in several countries with the 
reduction in smoking• 

393. In some countries lung cancer rates among men have also been decreasing or have stopped 
increasing. Among women, however, as a consequence of rising smoking rates, lung cancer 
rates are increasing. In the United States of America lung cancer appears to be catching up 
with cancer of the breast, the commonest cause of death from cancer among women, 

394. in several developing countries cardiovascular diseases related to smoking, which were 
practically non-existent a few decades ago, are now among the most frequent causes of death. 
Table 34 shows estimates of the prevalence of smoking in various countries• 

Alcohol abuse 

395. Expressions of concern over alcohol abuse are no longer confined to countries that have 
traditionally recognized its presence； reports have been received from countries in all WHO 
regions, including those with long traditions of abstinence from alcohol, indicating sharp 
increases in health damage, crimes and accidents in which alcohol played a part. 

396. Although some countries in Western Europe arid North America are now reporting a 
levelling-off and even a moderate decline in alcohol consumption, the global trend is still 
that of continuing growth, with particularly sharp rises in commercial production of 
alcoholic beverages in some developing countries in Africa, Latin America and the Western 
Pacific. The rapid growth of alcohol consumption in developing countries is likely to be 
followed by increases in related problems which will put a severe strain on scarce economic 
and social resources. 

397. Although increases in such problems are generally associated with national increases in 
alcohol consumption, forecasts based solely on the growth in per capita consumption by 
country are likely to be too optimistic because particular groups within the population 
usually account for a disproportionate share of increased consumption. In developing 
countries, young males living in urban areas are often the first to start heavy drinking• 
High proportions of related problems can therefore occur in such population groups even when 
national per capita consumption remains relatively modest. 

398. Responses require active intersectoral collaboration, since those devising a 
comprehensive alcohol policy should consider not only health authorities but also education, 
finance, agriculture, labour and other government departments, as well as nongovernmental 
organizations. 

Abuse of drugs 

399. There is a general increase in drug problems in most countries and patterns of drug use 
are spreading wider across national boundaries. Cannabis is the most widely abused drug in 
the world, two groups of people in particular being at risk: adult smokers in rural Africa, 
Asia and the Middle East, and young urban or semi-urban groups in the Americas, Europe and 
the Western Pacific• In Africa a new trend is to include psychotropic substances with 
traditional use of cannabis. 

400. Analysis of trends in the frequency and severity of drug abuse and drug dependence has 
revealed a general increase in most countries• Although different drugs predominate in 
particular cultures, there is, in addition to the international spread already mentioned, an 
increasing tendency towards multiple drug use, including alcohol. It is estimated that there 
are 48 million drug abusers in the world, including 30 million cannabis users, 1.6 million 
coca leaf chewers, and 1.7 million opium-dependent and 0.7 million heroin-dependent persons. 

401. Amphetamines, barbiturates, sedatives and tranquillizers are consumed in most 
countries, and their abuse, including their involvement in multiple drug abuse, is increasing 
throughout the world with their increasing availability on both legal and illicit markets. 



The sniffing or inhaling of volatile solvents is also spreading in a number of countries, 

particularly among early adolescent and even younger urban populations. 

TABLE 34. PERCENTAGE OF SMOKERS IN ADULT MALE AND FEMALE POPULATIONS 
OF VARIOUS COUNTRIES AND TERRITORIES (1970s AND 1980s)

1 

Country Male % Female % Country Male % Female 

African Region 

Ghana 50 • « � Senegal 43 35 
Ivory Coast 24 1 Uganda 33 � • • 
Nigeria 53 3 Zambia 63 56 

Region of the Americas 

Argentina 58 18 Guyana 48 4 
Barbados 10 � _ • Hawaii 61 50 
Brazil 54 37 Jamaica 56 14 
Canada 37 29 Mexico 45 18 
Chile 45 26 Peru 34 7 
Colombia 52 18 United States of America 35 32 
Cuba 40 � � • Uruguay 60 32 
Guatemala 36 10 Venezuela 45 26 

South-East Asia Region 

Bangladesh 70 20 Nepal 87 72 

India 66 26 Sri Lanka 48 2 

Indonesia 75 10 Thailand 70 4 

European Region 

Austria 46 13 Morocco 93 « � * 
Belgium 60 50 Netherlands 57 42 
Czechoslovakia 43 11 Norway 40 34 
Denmark 68 49 Poland 63 29 

Finland 33 18 Romania 52 9 

France 70 50 Spain 66 10 

Germany, Federal Sweden 30 30 

Republic of 40 29 Switzerland 50 37 

Hungary 45 23 Turkey 50 50 

Ireland 49 36 United Kingdom 38 33 

Israel 44 30 USSR 44 10 

Italy 56 32 Yugoslavia 57 10 

Eastern Mediterranean Region 

Egypt 40 1 Pakistan 49 5 

Kuwait 52 12 Tunisia 58 6 

Western Pacific Region 

Australia 37 30 Malaysia 56 2 

Brunei Darussalam 20 7 New Zealand 35 29 

China 95 1 Papua New Guinea 85 80 

Hong Kong 37 5 Philippines 78 » � � 
Japan 70 14 Singapore 49 8 

1

 Data collected by WHO from various sources (... = data not available). 



402* Abuse of raw opium is limited to a small number of countries in the Middle East, 
South-East Asia and the Western Pacific, and particularly to rural poppy-growing areas, while 
in urban areas heroin use is increasing, particularly among the young• Heroin use is 
spreading through European countries. However, in the North American continent, although 
still a serious problem, heroin abuse appears to have become stabilized or even to have 
declined. 

403. Cocaine, despite its high cost to the consumer, is becoming the preferred drug for an 
increasing number of affluent drug-users in Europe and North America. Greater production of 
cocaine and a consequent fall in prices have brought cocaine within the reach of an 
increasingly larger number of people• In the Andean area, traditional coca-leaf chewing 
continues among rural populations. The new practice of smoking coca-base-paste is spreading 
rapidly• Abuse of hallucinogens (including LSD, peyote, psilocybin and phencyclidine) 
affects young urban populations in North America and to a lesser extent in Europe and 
Australia. Khat chewing has increased public health and social problems in countries around 
the Arabian peninsula. 

Accidents 

404. Accidents and injuries are becoming major contributors to mortality, morbidity and 
disability in both the industrialized and the developing countries. In the former, injuries 
are the leading cause of death during the first half of the lifespan and even in many of the 
developing countries they appear among the leading five causes of death. In priority order, 
motor vehicle injuries rank first among accident injuries in most countries. Domestic 
accidents, including falls, burns, poisoning and drowning, are the second important cause of 
injuries, especially in the younger age groups• Children and adolescents are particularly 
vulnerable to this group of injuries. Domestic accidents are also a relatively important 
cause of death and disability in the aged. Recreational and sports accidents, which occur 
predominantly in youngsters, can produce severe injuries and disability. Occupational 
accidents in industry and agriculture are a relatively important cause of death and 
disability in both developed and developing countries. 

405. In many countries, the potentially productive years of life lost by death and 
disability due to accidents exceed those lost by all major disease groups. Among the young 
people, they are the commonest cause of hospitalization or first contact with the health 
facility and often require costly and sophisticated medical technology for emergency care, 
hospital treatment, and long-term rehabilitation. So far, a few countries - predominantly 
the developed ones - have established some accident prevention policies, especially for 
traffic accidents and occupational accidents. Some have enacted appropriate legislation to 
reinforce these policies. But in a majority of developing countries, while there appears to 
be growing concern about this problem, the requisite policies and programmes have not 
received the attention they deserve. 

Other life-styles conducive to disease 

406. There is strong epidemiological evidence that physical inactivity is a risk factor for 
coronary heart disease. Balanced physical activity helps to regulate weight and prevent or 
reduce obesity. Public enthusiasm for exercise and physical fitness is growing rapidly, 
especially in developed countries• National promotion of physical activity in some Member 
States as a measure to improve health and control stress is an encouraging development. 

ENVIRONMENTAL FACTORS 

407. Deterioration and pollution of the environment are the consequences of socioeconomic 
activities and natural change. Intense rapid industrialization, massive and uncontrolled 
urbanization, accelerated consumption of fossil-fuels and excessive use of nonrenewable 
resources, complicated by overpopulation, have increased deterioration and pollution of the 
environment to an alarming degree; especially in Member States where rapid population growth 
is unmatched by investment in infrastructure, negative manifestations abound in the 
environment. In urban areas in developing countries density and recent rapid increases in 
population cause more pollution by overloading inadequate infrastructure than is caused by 
industries. 



408. Latin America was responsible for about 50% of the total output of industrial activity 
in developing countries during the 1970s, Asia and the Middle East together about 33%, and 
Africa about 12%. Projections for the year 2000 indicate a shift in which Asia and the 
Middle East will become dominant• 

409. The health effects of industrial pollution are particularly apparent in large 
industrial urban clusters such as Los Angeles, Sao Paolo, Rio de Janeiro, Mexico City, 
Guadalajara, Caracas and the mining and ore-processing regions in Chile and Bolivia in the 
Americas; air pollution in Calcutta and Bombay in India and heavy metal pollution in 
Sri Lanka are typical of the problems receiving increased attention in South-East Asia; 
water and air pollution continue to be of major concern to Member States in Europe; 
principally in the coastal States in the Eastern Mediterranean, marine pollution has become a 
matter of common concern, and air pollution in the Gulf countries is a serious problem; in 
the Western Pacific, air pollution in large industrial areas such as Tokyo is receiving 
considerable attention. 

410. Costs of measures to remedy environmental degradation or avert significant public 
health hazards have been consistently found greater than those of preventive measures• For 
example, in World Bank projects in developing countries, the benefits of prevention include 
preservation of renewable resources as well as lower expenditure on health measures and on 
maintenance and repair of property damaged by pollution. Even in developed countries with 
more stringent environmental controls, benefits greatly exceed costs• 

Environmental pollution 

411. Over the past decades the most advanced of the industrialized countries have introduced 
pollution control measures and established government services for the promotion of 
environmental health that are commensurate with the increase in industrial production and 
urban growth. This is not yet the case in developing countries that have experienced rapid 
industrialization and socioeconomic progress• The growing gap left by the rapid 
multiplication of sources of pollution and the lack of environmental health protection 
services increases exposure to environmental contaminants in the developing countries. A 
recent assessment of governments* capability to cope with contemporary environmental 
pollution hazards revealed a global picture for the 166 Member States as given in Table 35 
below, 

TABLE 35. CAPABILITY OF NATIONAL PROGRAMMES TO CONTROL ENVIRONMENTAL POLLUTION 
(IN NUMBERS OF COUNTRIES) 

Countries 

Highly 
industrialized 

Moderate 
to rapidly 

industrializing 

Low 
development 
activity 

Most requirements met 31 11 0 
Some requirements met 0 29 10 
Few or no requirements met ： 0 20 67 

Source: WHO document PEP/85.8. 

412. The most critical situation obviously prevails in the 20 and 29 countries where the 
control programmes are meeting none or only some, respectively, of the challenges of moderate 
to rapid industrialization. The regional distribution of countries lacking adequate 
environmental health protection programmes gives a clear picture of needs for programme 
support within the country and from external sources such as WHO. Table 36 gives the 
breakdown by regions. 

Energy production and fuel combustion 

413. Since the early 1970s when the ways in which disruption of energy supply systems 
threaten human welfare were brought into focus, efforts to understand energy needs and the 
means to supply them have increased. World population growth demands careful consideration 



of energy and fuel needs, particularly in the developing countries, which will have nearly 
80% of the world population at the end of the century. Table 37 shows the potential 
importance of biomass fuels, particularly for meeting the energy demands of the rural areas 
in developing countries. 

TABLE 36. CAPABILITY OF MEMBER STATES TO MEET PROGRAMME REQUIREMENTS 

FOR CONTROL OF ENVIRONMENTAL HEALTH HAZARDS, BY WHO REGIONS 

Region 
Most 

requirements met 

Some 
requirements met 

Few or no 
requirements met 

Totals 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

3 
2 

29 
1 

38 
23 
4 
0 

12 
9 

44 
34 
11 
33 
22 
19 

Totals 

% 

39 

24 

38 

23 

86 

53 

163 

100 

Source： WHO document PEP/85.8. 

TABLE 37. COMPONENTS OF ENERGY USED IN DEVELOPING COUNTRIES 

Non-commercial energy Commercial energy 

Fuel wood 
Animal dung 
Agricultural 

wastes 

27% 
6% 

Electricity 
Coal 
Oil 
Natural gas 

17% 
14% 
28% 

(little) 

Total 41% Total 59% 

Source: WHO document EFP/EC/WP/83.3, 

414. Smog-related health problems caused by burning domestic fuel, such as charcoal, animal 
dung and firewood, are evident in widely separated areas such as northern India, Indonesia, 
Nepal, Nigeria, and Papua New Guinea. In India a programme is in the planning stage which 
will assess the health effects in rural areas of the pattern of domestic fuel use. 

Water pollution 

415• The problem of discharge of waste water without prior treatment is common to all 
regions, and there is growing concern about the increased risk of pollution of rivers, lakes 
and coastal waters. In Africa, for example, pollution of the Lagos lagoon in Nigeria by 
industrial and domestic waste is serious. In the Americas water pollution control activities 
have been carried out and legislation enacted; but with the exception of only a few 
countries conditions have deteriorated. Domestic, agricultural and industrial pollutants 
continue to pour into rivers, lakes and oceans, affecting drinking-water supplies and 
fisheries and resulting in severe eutrophication of lakes and reservoirs. 

416. Groundwater contamination is evident, with its long-term consequences for community 
water supplies. Countries bordering on the great rivers of Europe such as the Rhine are 
cooperating in plans to curb pollution. The interest of Member countries in monitoring 
pollution has intensified in recent years, but procedures and areas of interest vary. In the 
Eastern Mediterranean re-use of treated waste water especially for irrigation in countries of 



the Gulf is being given more attention. Greater emphasis is being placed on studying the 
epidemiological hazards of different methods for the re-use of waste water and improvement of 
treatment processes• 

417• Biological hazards in the form of pathogenic bacteria and viruses in water are 
responsible for much diarrhoeal morbidity and mortality, and parasites such as those causing 
schistosomiasis are found in the surface waters of many developing countries• 
Microbiological agents responsible for gastrointestinal disorders, including cholera, are 
also contracted from swimming in polluted coastal waters, or from consumption of contaminated 
shellfish» Most of the highly frequented tourist areas around the world's beaches are 
suffering to some degree from this type of pollution. In the Mediterranean area, national 
research institutes have initiated joint studies to determine the scope of the problem and to 
issue criteria for acceptable levels of pathogens. 

418. Although microbial pathogens in water will be the primary cause of pollution for most 
developing countries for a long time to come, chemical pollution has emerged as an equally 
serious threat in all countries that are industrialized and that use chemicals in agriculture. 

419. Naturally the most immediate threat to human health from water pollution is through 
ingestion of contaminated water. Some 800 different organic and inorganic chemicals have so 
far been found in drinking-water. Some of the inorganic constituents causing health problems 
are of natural origin; arsenic and fluoride, for example, are present in harmful amounts

э 

owing to rock composition, in groundwater in parts of Latin America and East Africa, High 
nitrate levels are found in groundwater in arid zones and in the industrialized northern 
hemisphere. Nitrates not only contribute to the eutrophication of lakes and reservoirs, 
which spoils their quality, but act directly through drinking-water, resulting in 
methaemoglobinaemla in bottle-fed babies, or the formation of nitrosamines in the 
gastrointestinal tract. Nitrosamines are recognized animal and human carcinogens. 

Air pollution 

420. Although air pollution has been controlled with some success in developed countries 
(e.g.

э
 the Soviet Union notes that pollution levels have fallen to the maximum permitted 

levels or below in 65% to 70% of samples taken in the workplace)
 э
 and smoke and sulfur 

pollution has been reduced in these countries, pollution attributed to automobiles has 
increased. While in Los Ángeles (United States of America) and Tokyo it is shoving some 
improvement, in Melbourne (Australia), Ankara and Mexico City it is worsening. It is 
estimated that over half the 450 000 tons of lead expelled annually into the atmosphere are 
generated by automobiles. Lead levels in petrol in the developing countries were estimated 
in 1983 to be double those in the more developed. In some developing countries, where ethyl 
alcohol is being more and more frequently used as automobile fuel, the emission of aldehydes 
is rising rapidly. Thus far, little attention has been paid to the health effects of 
aldehyde emissions or to their control. 

421. Acidification is a serious threat in the northern hemisphere; southern Scandinavia, 
Central Europe and eastern North America are particularly vulnerable. Sulfur and nitrogen 
oxide, attributed generally to fossil-fuel and smelting emissions, combine with natural 
emissions and are dispersed in the atmosphere. The precipitation of "acid rain" on forests 
and lakes

э
 coinciding with destruction of timber and fish and plant life, has caused an 

exceedingly controversial pollution problem. Control of emission levels will depend on 
factors such as economic growth, energy prices, viability of alternative energy sources, 
automobile use, and pollution control measures• Japan now requires power plants to reduce 
both sulfur dioxide and nitrogen oxide emissions, the latter by up to 73%. In March 1984, 
the "30 Percent Club" was formed when nine European countries and Canada committed themselves 
to reduce levels of sulfur dioxide registered in 1980 by at least 30% in the next decade* By 
September 1984 the membership had increased and Canada

9
 France, Federal Republic of Germany, 

and Norway had expressed their commitment at 50%; Denmark and the Netherlands at 40%； 
Austria, Belgium, Bulgaria, Finland, German Democratic Republic, Lichtenstein, Luxembourg, 
Sweden, Switzerland and the USSR at 30%, (The commitment of Bulgaria, the German Democratic 
Republic and the USSR refers to the reduction of sulfur dioxide only.) 

Monitoring, assessment and control 

422. In the Americas, monitoring and control of water and air pollution have been carried 
out effectively in several countries• For example

э
 in the United States of America the 

Environmental Protection Agency and in Brazil state agencies are the responsible organs. In 



the Eastern Mediterranean the concern of several Gulf countries over the proximity of 
industries to urban residential areas has led to improvement of monitoring and control of air 
pollution. Most Member States of the European Region have comprehensive regulations 
governing pollution and some States"are extending their environmental monitoring systems to 
link routine health statistics with data on the human environment in order to monitor and 
assess the health effects of pollution. 

423. The Global Environmental Monitoring System (GEMS), carried out by UNEP, UNESCO, WMO and 
WHO, concentrates on major environmental features of climate and long-range pollution, among 
other subjects. Air pollution monitoring under GEMS is conducted in 60 cities in 

50 countries. Water quality monitoring is also done on a large scale. The programme 
includes the assessment, through biological monitoring, of air, water and food quality, as 
well as the effects of human exposure to organochlorine compounds and some heavy metals such 
as lead, cadmium and mercury. 

424. GEMS has been monitoring urban air quality in the 60 cities for more than a decade, 
using 140 measurement criteria for commercial, industrial and residential areas. Half the 
sites show decreasing annual average levels of sulfur dioxide. The trends for dust and smoke 
particles are also mostly downward, as shown in Table 38. No explanations for the observed 
levels and trends are given, since local conditions such as climate, geographical location 
and the level of industrial activity must be taken into account. Nevertheless, certain 
comparisons can be made for the pollutants measured. The data indicate, for instance, that 
levels for sulfur dioxide tend to be low to intermediate in Australia, Canada and New 
Zealand, but that higher levels are observed at some sites in Europe, South America and in 
the Middle and Far East. 

TABLE 38. TRENDS IN ANNUAL AVERAGES OF AIR POLLUTANTS 

IN SELECTED CITIES, 1973-1980 

Percentage of sites showing 

… No. of different trends 
Sites “ 《 

sites 

Downward Stationary Upward 

% % 7� % 

Sulfur dioxide 

All sites 63 54 30 16 

City centre 34 56 26 18 

Suburban 29 52 34 14 

Commercial 23 61 17 22 

Industrial 20 55 30 15 

Residential 20 45 45 10 

Suspended particulate matter 

All sites 62 43 47 10 

City centre 34 47 47 6 

Suburban 28 39 46 15 

Commercial 21 38 52 10 

Industrial 20 50 40 10 

Residential 21 42 48 10 

Source： Urban air pollution 1973-1980. Geneva, World 

Health Organization, 1984 (prepared in 
cooperation with the Monitoring and Assessment 
Centre, University of London, England), 



425. In the Americas and the Eastern Mediterranean Region it was noted that envirotmental 
impact assessment is essential to an evaluation of present levels of pollution in the regions 
and to any prediction of the course of urban, industrial and agricultural development. In 
the South-East Asia Region it was observed that such assessment is still a growing art in 
some countries (e.g., India and Sri Lanka), generally forming part of the appraisal of 
large-scale development projects. 

426• The quality of freshwater resources around the world is also monitored by GEMS in an 
international network of about 450 stations, and first results have been summarized 
recently. Nutrient levels (phosphorus and nitrogen) were found to be several times higher 
than natural levels and thus indicate anthropogenic influences in many lakes and rivers, 
particularly in Europe• Most concentrations in rivers, lakes and groundwater were within the 
limits proposed in the WHO guidelines for drinking-water quality. Pesticide residues were 
found, however, in some water bodies in developing as well as industrialized countries. 
Limits for heavy metals were occasionally exceeded in about 10% of the water bodies 
monitored. Organic and microbial pollution was found near or downstream of urban centres in 
most of the monitoring stations throughout the world• Much remains to be done to treat 
municipal waste water or ensure sophisticated and reliable treatment of the water before 
consumption. 

427. Of the six million chemicals known to exist (the actual number in use is estimated at 
between 50 000 and 70 000) many can be hazardous• Agriculture in many developing countries 
depends upon enormous applications of fertilizer and pesticides, especially where it involves 
crops for export• Exposure to these chemicals and others used in industry (especially the 
small-scale industries common in all developing countries) has caused increasing concern in 
all regions• Information on health hazards of the work environment has been obtained in 
Brazil, Egypt, India, Indonesia, Mexico and Sri Lanka; an important aspect of their studies 
is that the resulting standards will not be those recommended by regulatory agencies of 
highly developed countries. 

Hazardous vastes 

428• Hazardous wastes, whether resulting from the petrochemical industry, nuclear power 
production or other sources, are causing grave problems in the regions• In the Americas the 
list of hazardous wastes has grown considerably but the economic crisis has restricted 
control activities in most countries. In Europe the increasing amount of hazardous waste, 
its transport and disposal, and the occurrence of a number of serious accidents in recent 
years, are causing great public and administrative concern. In 1984 the OECD Council adopted 
a resolution on the control of the movement of hazardous wastes across frontiers; most 
European countries in which legislation exists require special permits for the storage, 
treatment and disposal of hazardous wastes• In the Eastern Mediterranean it was noted that 
participation in the UNEP/IL0/WH0 International Programme on Chemical Safety (IPCS) is 
recommendable for environmental agencies in countries with large-scale industries. 

Solid wastes 

429. Large volumes of refuse are produced in all cities of the world; in industrialized 
countries an estimated 0.6 to 1.0 kg of refuse is produced by each inhabitant every day, and 
in the developing countries between 0.3 and 0.6 kg. Amounts naturally depend closely on the 
standard of living, gross national product, life-style, and other indicators of economic 
status. Appropriate methods of solid waste collection and disposal have two main 
objectives： to reduce or eliminate direct disease transmission and vectors, and to create a 
clean or sanitary environment. 

430. In Africa, the need to remedy the serious lack of control of solid waste collection and 
disposal was stressed* While the collection of solid wastes has improved in many countries 
of the Americas, which have established the goal of adequate services for solid waste 
collection, transport, processing and disposal in at least 70% of the cities, the 
environmental effects of unsanitary and inadequate disposal still often escape control, A 
number of Member States have included solid waste projects in national development plans. 
The incineration of solid wastes and the stricter monitoring of disposal sites are being 
given attention in the Eastern Mediterranean, where training of national personnel is deemed 
essential to improve technical competence• 



Food safety 

431. Only a fraction of the total cases of foodborne disease throughout the world is 
recognized and reported； the ratio in developing countries may be as high as 100 to one. In 
industrialized countries, probably less than 10% of the health incidents involving food are 
actually reported. Sources of food contamination include microbiological agents, chemicals 
used during food processing, food additives, pesticide residues, plant toxicants, marine 
biotoxins, and veterinary drugs. In many parts of the world foodborne illness appears to be 
oil the increase, harming not only people's health but also their economy. In the 
United States of America alone, food worth USÍ 65 million was rejected as unfit for import 
during one three-month period• The impact of such losses oil the economies of developing 
countries could be devastating. 

432. In countries of the Americas the authorities are becoming increasingly aware that food 
safety strategies are the best way to protect their food resources, people's health, and 
economic stability. Two sub-regions, comprising the Caribbean and Andean countries, while 
respecting the common trade agreements of each, have moved toward increased standardization 
of food safety and control services• In all countries of the European Region responsibility 
in food protection has been underlined by the adoption of legislative measures and control 
through inspectorates； control systems include sampling procedures and municipal food 
inspectors, veterinary officers and customs officers who supervise the distribution, 
consumption, production and import of food. Monitoring of food additives is receiving 
increased attention. Food safety programmes are at different stages of development in the 
countries of the Eastern Mediterranean; lack of coordination among different national 
agencies has hampered the implementation of existing laws and regulations, but Democratic 
Yemen, Iraq, Islamic Republic of Iran, Oman, Pakistan, Syrian Arab Republic, Sudan, Tunisia 
and Yemen have prepared well-defined strategies to implement food safety policies. 

Human settlements and housing 

433• Uncontrolled migration from rural to urban areas, principally due to lack of employment 
opportunity, has created major problems in many larger cities. An international study showed 
that one- to two-thirds of all families in Ahmedabad (India), Bogotá, Hong Kong, Madras 
(India), Mexico City and Nairobi could not afford the cheapest new housing now being 
built.1 Many of these poor people must, therefore, crowd into slums and squatter 
settlements in grossly unhygienic circumstances. Meanwhile, urban decay of inner cities 
further reduces the number of affordable housing units. 

434• In the European Region, although all Member States have legislation for planning and 
control, the housing situation (which is deemed far from satisfactory) is still one of 
overcrowding and substandard dwellings. Some countries (e.g., Finland) have compiled 
detailed statistics on housing and human settlements for monitoring purposes. However, 
legislation in the Region is in general lagging behind known health requirements• 
Environmental health and building design criteria are urgently needed to reduce domestic 
accidents• 

435. Most of the developing countries where housing needs are greatest lie in the warm 
climatic zones of the South, New "sites and services" schemes in these countries concentrate 
on providing water, sanitation, roads and power to people constructing their own houses. One 
such scheme in Lusaka, Zambia included site improvement and provision of services for about 
30% of the population of the area. There is renewed interest in human settlements and 
housing with the designation of 1987 as the year of the homeless by the United Nations 
General Assembly. 

Natural disasters 

436. In Africa drought has caused economic and social crises of varying severity in 

34 countries. While some have not been able to bring the social and health problems under 
control, those with sufficient resources have prepared integrated disease and malnutrition 
control programmes. 

437. In the Americas hurricanes menace the health and environment of people living on 
islands and in coastal areas of the Caribbean and the Gulf of Mexico virtually every year. 

1 North - South: A programme for survival. Report of the Independent Commission on 
International Development Issues (the Brandt Commission)• London, Pan Books, 1980. 



Water supply and sanitation facilities are especially vulnerable to disruption. 
Rehabilitation of these facilities as well as disinfection of suspect water systems are 
operations of high priority following hurricanes. 

438• In the South-East Asia Region several countries are affected regularly by floods, fires 
and typhoons. Earthquakes and volcanic eruptions have also occurred in the Region, causing 
many deaths and disrupting normal life, but there are no reliable data to measure the health 
effects of these disasters. 

A 3 9 . Apart from the drought that has affected Sudan, Somalia and Djibouti, major natural 
disasters are not frequent in the Eastern Mediterranean. Nevertheless, damaging floods have 
occurred In Egypt, Democratic Yemen and Pakistan, and a severe earthquake struck Yemen, 
creating awareness in the Member States of the need for national as well as regional planning 
to cope with such emergencies, including the organization of national emergency medical 
services• 

4 4 0 . Typhoons, hurricanes, volcanic eruptions and earthquakes in the South Pacific area and 
typhoons, floods, earthquakes and fires in East and South Asia were listed as the principal 
natural disasters in the Western Pacific Region. Most countries have formulated national 
plans for disaster preparedness and relief coordination, and have developed infrastructure to 
implement the plans. Although this has led to an appreciable reduction in loss of life, the 
economic and social losses are still substantial. Efforts are being made by both national 
and international agencies to coordinate relief activities in order to avoid overlapping and 
the waste of resources. 

Environmental health policies 

4 4 1 . Joint efforts by countries in environmental pollution control are evident in several 

regions； cooperation of countries with organizations of the United Nations system and with 

international and regional lending agencies in promoting and establishing guidelines and 

policies ie increasing in all regions. 

4 4 2 . International efforts to control pollution across frontiers are emphasized in the 
European Region with the Convention on Long-range Transboundary Air Pollution, the Convention 
for the Protection of the Mediterranean Sea against Pollution, and the Scandinavian 
Convention on the Protection of the Environment• A partial list of other international 
pollution control efforts includes UNEP

1

s Regional Seas Program ("Ocean clean-up"), the 
International Convention for the Prevention of Pollution from Ships (controlling seaborne and 
land-based pollution), the Mediterranean Action Plan (including sewage, industrial wastes and 
agricultural pesticides) and the Regional Organization for the Protection of the Marine 
Environment in Kuwait. 

4 4 3 . In many countries responsibility for environmental health is divided among two or more 
ministries answerable for water, waste water, air and other aspects of environmental health. 
In some cases the responsibility is split even further, with more than one ministry 
responsible, for example, for water supply and distribution but not quality control. A 
number of Member States (e.g.

э
 Jordan, Trinidad, Yemen) have combined the responsibilities 

under one authority, and the services find that cooperation is fruitful. The sharing of 
operational facilities and administrative functions is also found to be useful. For example, 
in the United Kingdom, the Greater London Council's Public Health Engineering Department 
supervises sewerage, refuse disposal and air pollution control. 

4 4 4 . Environmental health policies in developing countries primarily concern basic sanitary 
measures. However, pollution control is closely connected. With respect to the basic 
elements of primary health care, pollution control is related not only to safe water and 
sanitation but to nutrition, control of endemic diseases, and health education. Recent 
experiences Indicate that the dimension and complexity of national policies vary with the 
stage of development, the pace of development, political structures, geographical location of 
industries and national economic characteristics• 

445. Environmental health policies are generally expressed in pollution control laws, and 
these vary in completeness and comprehensiveness throughout the regions, with various 
compromises between control and development• Some Member States have exceedingly complex and 
detailed legislation - this is the case for several countries in the Americas and Europe. 
Others are bringing legislation into line with recommendations of various international 
agencies. 



CHAPTER 4： ASSESSMENT OF ACHIEVEMENTS 

446. This first evaluation of the health-for-all strategy demonstrates that most Member 
States have moved from a phase of doubt, uncertainty and scepticism to one of intense action 
with evident commitment, confidence and courage. 

447. As many as 140 countries, constituting 85.9% of the Member States• have undertaken this 
evaluation. The impressive and analytical contributions made by many Member States are a 
clear indication of the degree of commitment and resolution with which this task was carried 
out. Particularly noteworthy is the increased participation of developed countries in the 
evaluation. 

448. For many countries and regions this appears to have been the "first ever" comprehensive 
effort for review of national strategies• Some indeed used it as an opportunity to undertake 
an extensive evaluation of their progress towards health for all. Others found it too early 
to make a realistic appraisal of the effectiveness of their strategy, 

449. Three related factors have clearly affected the evaluation process• 

450. First, most countries have not yet developed suitable methods and procedures for a 
systematic assessment of the effectiveness and impact of their health-for-all strategies. 
This is equally true for both the developing and the developed countries. No controlled 
studies of the possible influence of factors other than health, such as housing, employment 
and other economic parameters, have been carried out. 

451. Secondly, for a majority of countries there was no definite baseline against which 
progress or impact could be measured• While some countries made a deeper analysis of the 
health development processes which have taken place over the past four to eight years, many 
analysed trends and progress over the past two decades. A number of countries indicated that 
a turning-point in their economic and social development occurred soon after the Second World 
War or after their independence with radical changes in the political scene. For many, this 
evaluation has established the first mark against which future progress will be measured• 

452. The third and perhaps the most important factor is the lack of information support to 
the managerial process, especially information for relevant indicators. Moreover, 
information produced by the traditional health system does not satisfy the health-for-all 
strategy requirements• Furthermore, indicators related to life-style and behaviour escape 
measurement, as was revealed in the European regional evaluation. 

453• Much of the evaluation is focused on processes which have been developing or were set 
into motion since the adoption of health-for-all strategy. Information related to such 
processes is generally not quantifiable^ their real effectiveness in the absence of specific 
methods or procedures is difficult to ascertain. Yet the evaluation has yielded useful 
information which forms the basis to assess achievement in terms of effectiveness and impact 
over the past few years and led to a clear recognition of what was not being achieved and the 
formidable task which still lies ahead• It also points to the need for development of 
additional and more appropriate indicators for monitoring and evaluation• 

PROGRESS AND ADEQUACY 

Political commitment 

454, The concept of equity in health, the essential principle of health for all, is that all 
people should have an opportunity to enjoy good health. Political commitment to reducing 
socioeconomic disparities is thus fundamental. The evaluation has shown that almost all 
countries have endorsed the Strategy, and a number of them have formulated their national 
strategies to embrace the same principles. Some Member States have clearly stated that the 
Strategy provided an important new thrust and a more rational framework for health 
development, or has reaffirmed the current commitment and actions. The Strategy has also 
stimulated people in the health sector to consider factors not traditionally included as 
affecting health development. 

455. A more explicit reflection of political commitment is evident in the trends in 

allocation and distribution of resources. In quantitative terms the change is difficult to 



measure at this stage. National health policies have given greater emphasis to underserved 
and disadvantaged population groups > and some progress is evident in the expansion of the 
health infrastructure in rural areas in many countries. 

456. Striking socioeconomic disparities still remain both within and among countries； and 
in general efforts to close the gap have not been encouraging• There are dramatic 
differences in health status and the availability of health care. Infant mortality in many 
African countries still stands at over 100 per thousand live births; essential health care 
in some Member States is available to no more than 10% of the rural population, and basic 
sanitation to as little as 1% at times. While these may be extreme examples, they illustrate 
the magnitude of inequities which must be confronted over the remaining 15 years. 

457. Economic constraints may have seriously affected the implementation of the policies and 
strategies which have been approved in principle at the highest government level• But in 
some countries the impression is that governments as a whole still have seriously to take up 
the cause of health for all and stimulate simultaneous action in several related sectors. 

458. Genuine intersectoral cooperation for health in most countries requires further 
political commitment at the highest level to the goal of health for all. The health sector 
cannot meet this challenge alone, and its capacity to communicate effectively with other 
sectors is still very limited. Little effective action has been taken to involve people from 
other sectors or win them to health-for-all principles• Even though health is often high on 
the political agenda, the health sector remains a weak partner in socioeconomic policy 
development• 

Development of health systems 

459. Encouraging trends are discerned in the organization of health systems based on primary 
health care, in the training of health personnel and in involvement of communities in health. 

460. Reorganization and expansion of the infrastructure for health care delivery appear to 
have received singular attention, especially in developing countries. Significant expansion 
of health care facilities at the first (community) level and in rural areas has been 
achieved; some countries have already reached their stated targets for this. But the 
intermediate level of the health care system, which serves as the first referral level, is 
still very weak and beset with many administrative and logistic difficulties; it is thus 
unable adequately to support the community level. This has led to poor utilization of health 
resources and sometimes to erosion of communities

1

 confidence in primary health care. 

461. Health care in urban areas, especially in large cities with growing urban slums, 
appears to be deteriorating in spite of the special efforts being taken by some countries. 
In view of the complexity of the tasks involved, effective solutions to this growing problem 
are urgently needed. 

462. Relatively slow but steady progress is recorded in Integrated delivery of primary 
health care. Health care infrastructure at the community level in some countries is still 
very limited and the administrative and attitudinal obstacles have not been tackled with 
sufficient vigour. As a result, only the very minimum of the essential elements of primary 
health care are available - frequently not on a permanent basis for a vast majority of rural 
populations in these countries. Simple and economic solutions to numerous logistic problems 
and difficulties of communication which affect health care delivery in rural areas have yet 
to be found• 

463. An increased awareness of the need for coordination within the health sector and 
decentralization of decision-making and resources is also apparent, but much remains to be 
achieved. The role of the private sector and other potential partners in health still have 
to be clearly defined in national health-for-all strategies. Political, bureaucratic, 
financial and other constraints have affected the implementation of expressed policies of 
decentralization. 

464. The overall progress in producing and making available health manpower is encouraging 
in practically all the regions. Most of the developed countries and some of the developing 
countries have achieved their established health manpower targets. Intensive efforts have 



also been made to reorient health workers to primary health care. But many developing 
countries have not been able satisfactorily to balance their distribution, especially that of 
professional health personnel. Ineffective utilization and the low productivity of health 
workers cause persistent concern. The reasons are generally well known, but the solutions 
have not as yet been convincingly applied by the national authorities. 

465. Among key factors are the relevance of education programmes and motivation of health 
workers. It appears that understanding of primary health care by professional health 
personnel has not yet been universally achieved; and in some cases lack of understanding has 
tended to create resistance to change• 

466. Many countries have reported positive trends in mobilizing communities for health. The 
effectiveness of community involvement has also been directly related to progress in 
decentralization and intersectoral coordination. While a promising trend towards 
decentralization is noted in the policies of some countries, decentralization of resources is 
much less evident. The recent economic constraints appear to have favoured even more 
centralized decision-making about the allocation of resources. Sustained community 
involvement also appears to have been difficult to attain. Poverty, illiteracy and 
entrenched beliefs and attitudes create obstacles. Meanwhile a genuine continuing 
partnership between the health system and the community has yet to evolve. 

467. There is growing awareness and a wider acceptance of the role played by nongovernmental 
organizations and women

1

s organizations, and a number of initiatives are emerging. Clear 
political commitment and effective strategies are required to harness these resources• 

468. Research and technology do not appear to have received sufficient attention or proper 
emphasis in national health strategies. Research is still viewed as ail expense rather than 
an investment for health. During the past decade there have been many breakthroughs in 
advanced technology, but too little attention has been given to their simplification for 
large-scale application at reasonable cost in the developing countries. Although most of the 
basic knowledge is available for the solution of the major health problems in the developing 
world, it is often not applied on the national scale• There is also a need to coordinate the 
basic and applied research. The large majority of developing countries still have to evolve 
mechanisms to apply research and technology effectively. 

EFFECTIVENESS AND IMPACT OF THE STRATEGY 

Availability of health care 

469. The effectiveness of action taken by Member States for the development of health 
systems must be assessed in terms of the access the population gains to at least the 
essential primary health care, or the coverage the services provide. 

470. Many countries have reported important progress in terms of the physical accessibility 
of health services for the population, especially in rural areas. Impressive investments 
have been made in extending health infrastructure at the community level. Although most of 
the developed countries already had achieved full coverage, some of the developing countries 
also have reported 80% to 100% coverage with some or all of the essential elements of primary 
health care. In the majority of developing countries access is still commonly inequitable, 
disfavouring especially the rural and the urban poor. 

471. Immunization has received high priority, and accelerated efforts have been made in some 
countries to improve coverage of children against the six diseases of the Expanded Programme 
on Immunization, National commitment to the 1990 goal has increased, and this has also 
stimulated an increase in resources for immunization programmes• Some countries, such as 
Brazil, Colombia and Sri Lanka, have made impressive improvements in coverage through the 
combination of strategies for different diseases. However, local gains are clearly not 
enough; global and regional averages are heavily weighted by setbacks in the largest 
developing countries； masking progress in a few larger countries and many smaller ones where 
immunization services are just being developed. Current data indicate that immunization 
coverage with a third dose of DPT is less than 15% in 15 of the least developed countries, 
which account for some 10% of infants in the developing world (excluding China). For these 
countries, the likelihood of reaching the immunization goals of 1990 without extraordinary 
external support and special national efforts is remote• 



472拳 Progress is also noted in care of women during pregnancy and childbirth，but care for 
children under five years of age in the large majority of countries is still very limited and 
sporadic. 

473. Although some improvements are noted in water supply and basic sanitation, population 
growth and recent droughts have nullified most gains• A particularly poor situation is noted 
with respect to sanitation in rural areas• Most countries, including some of the more 
developed, indicate that they will not be able to meet the goals of the International 
Drinking Water Supply and Sanitation Decade for 1990 and are now aiming to achieve full 
coverage by the year 2000. 

474. Progress has also been made in making available appropriate treatment for common 
diseases and injuries and essential drugs at the first level of contact. While national 
commitment to provide these components is high, lack of human, material and financial 
resources and poor transport and communication facilities in rural areas have sometimes 
affected progress. Some countries also indicate that the full potential of the existing 
health infrastructure is not being utilized. 

Health status of the population 

475. The ultimate impact of the health-for-all strategy must be measured in terms of 
improvement in the health status of the population. For most countries it is too early to 
measure this impact in terms of overall reductions in mortality or to attribute any 
improvement directly to national efforts. Nevertheless, changes measured in terms of the key 
indicators like infant mortality and life expectancy show trends towards better health in a 
majority of countries. Great disparities still exist between countries and within 
countries. Of 155 countries which reported on infant mortality only 81 have a level below 50 
per thousand； 81 of the 144 countries reporting on life expectancy have attained the level 
of 60 years and more. Crude death rates and maternal mortality rates have also steadily 
declined in countries in the Americas, South-East Asia and the Western Pacific. In the 
European Region some countries experienced small increases in mortality among men 35 years of 
age and over. 

476. In all regions some progress has been reported in the control of communicable diseases, 
especially those covered by the Expanded Programme on Immunization, although the lack of 
reliable information makes analysis of actual progress difficult. The decrease in neonatal 
tetanus and measles observed in a number of countries is especially encouraging. Some 
countries have indicated that the Expanded Programme on Immunization, diarrhoeal disease 
control and better nutrition have had direct impact on infant and child survival• For 
example, Brazil credited the Programme and oral rehydration therapy with reduction of infant 
mortality from 100 per thousand in 1975 to 55.1 per thousand in 1981. Diarrhoeal disease 
morbidity and mortality have fallen in a number of developing countries in all regions; the 
use of oral rehydration therapy has contributed significantly to this reduction. Despite the 
earlier surge in malaria, a few countries have also reported recent declines in malaria 
mortality and morbidity. 

477. In Europe, despite a recent decline in mortality among younger men in several 
countries, mortality from ischaemic heart disease in adults under 65 increased in most 
countries. Mortality from cerebrovascular diseases on the other hand showed pronounced 
decline• 

478. In many developing countries, infectious and communicable diseases continue side by 
side with emerging chronic diseases and health problems related to the environment. In the 
developed countries (and a number of developing countries), health problems related to 
life-styles (dietary habits, smoking, alcohol, use of illicit drugs) have assumed greater 
importance in recent years. While the reduction of cardiovascular disease mortality has 
recently been encouraging in a few developed countries as a result of a combination of 
factors probably including healthier behaviour, alarming tendencies are seen in smoking, 
consumption of alcohol and use of illicit drugs, for example. Life-style and environmental 
risk factors (e.g.

9
 unemployment, poverty, alcoholism, inadequate housing and violent social 

behaviour) tend to affect the same people, with more serious, cumulative effects on their 
health. The incipient threat to youth as the young unemployed enter this risk group is a 
major cause of concern particularly in the European Region, 



Environment 

479. Growing concern over the deteriorating environment is evident, especially in the 
developed countries, and a number of pertinent administrative and legislative measures are 
being taken» This concern is also apparent in the developing countries, and some have begun 
to formulate more comprehensive environmental health policies. Water and air pollution and 
basic sanitary measures are receiving priority attention within these policies. Recent 
experience indicates that the dimensions and complexity of national environmental policies 
depend upon the stage and pace of development and oil economic and political conditions. 

International cooperation and coordination 

480, Promising trends are observed in inter-country cooperation (see paragraphs 227 to 237). 
Not only is there political commitment to cooperative action, but functional mechanisms 
capable of adequate administrative, legal and financial measures have been established in 
several regions and sub-regions, and the desirability of increasing national self-reliance is 
stressed; in many instances WHO'S catalytic role, particularly at the regional levels, has 
facilitated and stimulated such cooperation, 

481, Coordination of international action, especially with other organizations of the United 
Nations system, tended to be more effective for the specific components of primary health 
care such as communicable disease control, that are of direct concern to the respective 
agencies. International coordination has been effectively maintained in efforts to achieve 
the goal of the International Drinking Water Supply and Sanitation Decade. It is hoped that 
the goals and objectives established by the United Nations system in education and social 
development, especially for special population groups, will also converge with those of the 
health-for-all strategy if action is pursued vigorously by the Member States. 

Economic issues 

482. Economic constraints have seriously affected the implementation of the policies and 
strategies which have been approved in principle at the highest government levels. 
Comprehensive information is not available on trends in public expenditure on health 
services. In many countries of Africa and Latin America the health sector has absorbed its 
share of cuts in public expenditure as part of general austerity programmes, allowing 
transfer of funds within national budgets for servicing foreign debts, a growing burden. 
Reductions in health budgets have tended to affect key items such as drugs, equipment, 
communications and transport, seriously jeopardizing the delivery of essential health care in 
rural areas. The health services of a number of countries have come under further strain as 
a result of massive influx of refugees from neighbouring countries• 

483. No doubt these economic issues have imperilled prospects for the implementation of the 
Strategy. But they have also created opportunities for the health sector to play a more 
dynamic role in dealing with them. Only a few countries have attempted to assess how the 
existing resources could be used more efficiently and equitably. Some are experimenting with 
new approaches to generate and mobilize financial resources. Political, bureaucratic and 
other constraints have often restricted the ability of the health sector to implement 
creative solutions. 

SATISFACTION WITH RESULTS 

484, Community satisfaction is difficult to measure and proper mechanisms for its assessment 
have not yet been developed. A few have attempted an assessment by "grassroots committees", 
structured interviews, opinion surveys, studies by experts, etc. Some have reported on 
special services set up by the ministry of health to analyse complaints from patients. 



485. In countries in which active community participation in the planning and Implementation 
of health services has been encouraged and progressively realized, communities

f

 interest in 
the health services provided has been significantly strengthened. A dramatic increase in 
immunization coverage and in attendance at primary health care units is a measure of 
conviction in the communities about the usefulness of such services. It was recognized that 
the means of measuring community satisfaction should be suited to the social, cultural and 
political conditions in each country. Relevant methods will have to be developed and 
conscious efforts made to produce the required information for the next evaluation of the 
Strategy, which is scheduled for 1991. 

486. As for the satisfaction of national health authorities, again no country was able to 
provide a list of objective criteria. However, at least some degree of cautious satisfaction 
has been expressed by most countries on each of the major elements of their national 
strategies. An important indirect indicator of satisfaction for most countries is the 
expansion of the primary health care infrastructure during the last decade which, in turn, 
has increased access to health care. The gradually increasing utilization of health services 
apparent from the improving primary health care coverage is also a source of satisfaction* 
Community participation, notably in the provision of basic health care and water and 
sanitation facilities in rural areas, has been encouraging

э
 especially in African countries. 

Improvements in health status, for example the dramatic reduction in infant mortality in some 
countries, has also contributed to optimism. Very few countries (for example, Peru and 
El Salvador) have indicated that in spite of their national efforts the overall risk of 
illness has increased, attributing it principally to deteriorating social and economic 
conditions. 



CHAPTER 5； OUTLOOK FOR THE FUTURE 

487. It is evident that a positive start has been made by Member States in their quest for 
health for all, against a background of deteriorating economic and social conditions. The 
prevailing and forecast economic situation will continue to challenge policy-makers seeking 
to achieve a balance between economic and social goals• 

488. The health sector will also face unprecedented demands from a rapidly growing 
population, especially in African, Latin American and Eastern Mediterranean countries. 
Mortality and morbidity patterns are changing in the developing countries as diseases 
associated with underdevelopment persist and chronic illnesses and environmental health 
problems associated with the developed world emerge. Gains in life expectancy and changing 
social conditions will create additional needs for proper care of the growing elderly 
population. Rapidly growing urban populations in some countries and regions present a host 
of social and economic problems which will need to be addressed adequately. In the developed 
countries, and even in some developing countries, problems related to life-styles and the 
environment have found an important place in the health spectrum of the population. 

489. On the positive side there are technological solutions to major health problems in the 
world, and they have been successfully applied Ъу many countries. Others should take up the 
challenge with increased commitment and vigour. Solidarity has been clearly shown to 
flourish among countries, at least in health, some examples being given in this report. Some 
breakthroughs in technology, particularly for the control of communicable diseases, appear 
imminent• Individuals and communities in a few countries have demonstrated beyond doubt 
their desire to adopt a healthier life-style and to lead longer and better lives• 

490. For some countries, especially those most seriously affected by the recent economic 
crisis or by environmental hazards, including drought or hostilities with the grave 
sociopolitical disturbances they cause, health for all will indeed be an herculean task. 
Extraordinary efforts will be required of national authorities, and the international 
community must support their endeavours• 

Challenges for the Member States 

491. Political commitment to equity will remain a fundamental prerequisite to achieving the 
goal of health for all. Enlightened leadership will be required to ensure that national 
policy decisions are aimed at correcting socioeconomic disparities, and the health sector 
must play a prominent role in this process. Other sectors must clearly identify components 
that can contribute to the achievement of health goals. The capacity of the health sector to 
cooperate effectively with economic and other social sectors in policy decisions must be 
increased. 

492. Intensive efforts must be made to mobilize support and commitment from professional 
groups and individuals and to counteract public apathy and professional ignorance, sometimes 
even resistance. The nongovernmental organizations can be extremely useful in this 
capacity. Mobilization of the community in health development will need to be further 
pursued. 

493. Vigorous management of health systems is imperative if optimum use is to be made of 
limited resources. Creative solutions must be found to the pressing logistic difficulties in 
the health sector• Effective decentralization of planning, resources and monitoring has to 
be pursued to give greater responsibility to intermediate levels of administration, 
especially in larger countries where central services cannot adequately cope with the 
demand. Timely production, analysis and use of information for management of resources and 
monitoring and evaluation of progress and trends will require urgent attention, especially 
where the underserved population groups and areas are concerned. 

494. Countries which have already made impressive efforts to expand their health 
infrastructure must now devote their energies to complete the primary health care network in 
order to make full use of the potential of their health services. At least three aspects 
will demand urgent attention: integrated delivery of components of primary health care; 
systematic review of functions, technology and resources at each level of the health care 



system; and strengthening of the intermediate level, in particular its support to the 
peripheral level, which is imperative to restore the confidence of the community and 
professional groups in primary health care. 

495. Research 011 social issues and appropriate use of research and health care technology 
must be increased in many countries. There are still many problems to be resolved for the 
application of health technology at the point at which the user first contacts the health 
system; participation of communities and first-level health personnel in the selection or 
adoption of specific health techniques is crucial to their successful appplication. Member 
States confronted with more and more health problems related to life-styles must expand 
research on social and behavioural issues. Unprecedented advances in microelectronics have 
not yet contributed much to the health sector, especially in the developing countries; ways 
must be found to simplify such advances for use in health management• 

496. Economic constraints in the public sector are likely to prevail, and countries will 
need to examine all feasible ways of financing the health sector. Methods for estimating the 
requirements and for monitoring expenditure are most urgently needed. Optimum utilization of 
existing resources must be the second priority. Next, the search for alternative financing 
must be intensified for the immediate future• The role of social security and the private 
sector in national strategies must be seriously reappraised. In some developing countries at 
least

э
 health insurance and the role of the private sector will be expanded• This will have 

to be carefully planned and managed, taking into account the experience of some of the 
developed countries• 

497. Finally, the demand for external cooperation in activities for health, especially in 
the least developed countries in Africa, will increase. There is already growing concern at 
the international level, and substantial contributions are being made by bilateral and 
international agencies in response to the emergency situation. Attention is now turning to 
the mobilization of coordinated support for sustained development in the affected countries. 
Countries which are already beset with debts incurred from extensive borrowing in the past 
are likely to restrict further borrowing for the social sectors, including health. This 
could, at least in the short term, slow down the pace of development of infrastructure unless 
national resources can be found to counteract that effect• 

Challenges for WHO 

498. WHO will be required to provide relevant and effective technical cooperation for the 
strengthening of national managerial capacities, ensuring that valid information to prepare, 
implement and evaluate national strategies for health for all is available. It will also 
need to promote and support the research and development required to facilitate the 
implementation of the national strategies. Concerted and intensive action to mobilize 
financial resources, especially for the least developed countries, will also be requisite. 

Prospects for the Health-For-All-Strategy 

499. Member States in their reports have reaffirmed the validity of the basic principles of 
the Strategy. None has mentioned the need to modify the Strategy; for some regions in which 
substantial progress has been made there has been a call for review and modification of the 
global indicators, 

500. The Strategy is equally valid for the developing and the developed countries; the 
latter have adapted it to their particular situation and needs. In the final analysis, 
national and regional variations will become even more apparent as implementation proceeds. 

501. Three scenarios for the application of the Strategy can be distinguished. 

502• At the top end of the scale are the developed countries and a few developing countries 
which have made substantial progress in improving health status as well as in making 
available health services for their populations. These countries are now coping with health 
problems related to increased life expectancy, to life-styles and to the environment, and 
their attention is turning to measures to reduce the remaining socioeconomic disparities and 
to cost-containment policies. 



503. In the middle is perhaps the largest group of countries, those which have made 
significant progress in establishing a health infrastructure based on primary health care. 
Their situation is changing, but for the time being they have to deal with both traditional 
and new health problems. They inevitably find themselves facing new demands with strictly 
limited resources and at the same time trying to improve the coverage of essential primary 
health care services. The critical challenge for them is to make maximum use of their 
resources through strengthened management and improved efficiency. They will also have to 
mobilize additional internal and external resources. 

504. The third group of countries, that with the most critically difficult situation, is 
still struggling with very high mortality and morbidity, deteriorating socioeconomic 
conditions and very limited resources to expand the health infrastructure. These countries 
will require concerted strong support from the international community. They will be called 
upon to make a serious reappraisal of their national development policies. 

505. In conclusion, this first evaluation of the Strategy has been successfully completed 
and has more than ever reaffirmed the commitment which the Member States collectively made in 
1979 when they launched the Global Strategy for Health for All by the Year 2000. In addition 
to assessing progress, it has revealed many strengths and weaknesses and has pinpointed the 
clear challenges remaining for the Member States and WHO in the remaining 15 years before the 
turn of the century. The efforts of the Member States over the past six years have clearly 
shown a continuing political will to adopt and implement health-for-all strategies• By 
making full use of its national evaluation reports, each country can define where its major 
emphasis in the future should be and what changes or actions will be most critical in order 
to achieve its objectives. This calls for continuing commitment and leadership to guide the 
national policy decisions in order to advance more rapidly in the march towards health for 
all. 


