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1 THE MAIN POINTS

It is not a pretty picture. The vision of health for

all, which the Member States set out to make a

reality in the European Region of WHO in 1984,

appears now to be receding to become, once

again, a distant dream. As shown all too clearly

by this third health for all evaluation report for

the WHO European Region, for many citizens

the health situation has actually worsened since

the last evaluation in 1991.

The crisis is most severe in the newly independ-

ent states (NIS) of the former USSR and the coun-

tries of central and eastern Europe (CCEE),

where the people’s health has suffered badly in

the wake of social upheaval and armed conflict.

The gap in health standards between these na-

tions and those of western Europe continues to

widen.

But even in the affluent west, for example among

the 15 countries of the European Union (EU),

there is little to be complacent about. Rising un-

employment and the expanding divide between

rich and poor have brought health problems in

their train. In the west, no less than in the east,

socioeconomic factors have a cardinal role in

improving and maintaining health. Yet through-

out the Region the achievement of equity, which

is the central plank of the health for all policy, is

stubbornly elusive. It will take considerable com-

mitment and action from the Member States to

make equity in health a reality.

It is depressing to reflect that the concluding sen-

tences of the first evaluation of progress towards

health for all in the European Region remain

valid today in terms of worsening inequities in

some countries and the lack of progress with re-

gard to some factors that influence health sta-

tus, particularly health-damaging lifestyles.

As this report demonstrates, those health-

damaging lifestyles have taken their toll in the

NIS, where now, on average, a child can expect

to live 11 years less than his or her counterpart

in the EU. This mortality crisis in the NIS has

resulted in a large decline in life expectancy in

the European Region as a whole for the first time

since the Second World War – from 73.1 years in

1991 to 72.4 in 1994. Excessive use of alcohol,

smoking and a poor diet are the main culprits.

Although there have been welcome signs of a

reversal in mortality trends in many NIS since

1995/1996, in some countries, notably Kazakh-

stan and the Russian Federation, the average

man will not live to earn his pension if current

mortality patterns continue. These are not only

health issues – they are also political, economic

and social issues, further emphasizing the im-

portance of the major impact and relationship of

health with other sectors.

Communicable diseases have returned as a pri-

ority concern for public health. Tuberculosis is

back. Sexually transmitted diseases have reached

epidemic proportions in a number of countries.

In the face of these problems, coupled with fi-

nancial pressures and demands for improved ef-

ficiency, effectiveness and quality of care, many

countries have tried to introduce radical trans-

formations in their health care systems. These

have included the mixing of public and private

funding. However, the implementation of such
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health care reforms has not been easy, especially

among those struggling to save their economies,

and for some it has even been hard to sustain

their existing systems.

The principles of health for all remain fundamen-

tal for health development, and about half the

Member States already base their health poli-

cies on them. Implementing these principles,

however, is another matter. It requires very

strong political commitment backed by the re-

quired resources of money and time. Explicit tar-

gets must be set, and progress towards meeting

them regularly monitored and evaluated. Only

thus can we ensure that the pledges first made

by the Member States in 1984 are followed by

genuine action and real progress towards health

for all. The dream can and must become a real-

ity for all, but it will need all sectors to join in its

achievement.
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2 THE PREREQUISITES FOR HEALTH

As countries get richer they may become more

healthy, but the connection is far from being au-

tomatic. If the appropriate policies are not in

place, the very health that is essential to improve

productivity and increase income can be endan-

gered.

Not that the problem of sharing out the wealth

and using it wisely is one enjoyed by all coun-

tries in the European Region. Some have little

wealth to share. Five have average annual in-

comes of US $785 or less, 15 of between US $786

and US $3115, and six of between US $3116 and

US $9635.

Excluding Turkey, these are countries in the east-

ern part of the Region, accounting for 48% of its

870 million population, which are moving from

centrally planned economies to western-style

free markets. For many of their people this has

meant unemployment and poverty, robbing

them of two of the most important prerequisites

for health.

On the other side of the coin, in the west,

19 countries enjoy an average annual income

of US $9636 or more. But there, too, inequity

in the prerequisites for health is increasingly

causing health problems among the popula-

tion.

The baby drought
Birth rates throughout the Region are going

down, and are now far below the replacement

level of 2.1 except in Turkey – which contains

7% of the population – and in some central Asian

republics, Albania and Azerbaijan.

This means that most countries are experienc-

ing very slow population growth of less than 1%

annually, and in some the population is actually

falling. Most of the latter are CCEE or NIS. The

Russian Federation’s population, experiencing an

increase in death rates as well as fewer births,

showed a substantial negative natural growth

between 1992 and 1996.

The shape of populations, too, is changing.

With fewer babies and, at least in western Eu-

rope, extended life expectancy, they are get-

ting older. This trend is expected to increase in

parts of the Region, with clear implications for

health care.

Political changes
On both sides of the former Iron Curtain, every-

thing has changed since the fall of the Berlin Wall

in November 1989. To the east, with the estab-

lishment of the NIS and the new-found inde-

pendence of the CCEE, once closely tied econo-

mies have disintegrated.

To the west, the EU has expanded to 15 mem-

bers. The member states of some international

organizations, as well as their political influence,

have also increased. The new political climate

has enhanced the potential for flow of informa-

tion, goods and people. Similar developments

have taken place in the industrial sector and the

march to globalization has begun.

In the long term, these political developments

could improve the prerequisites for the health

of Europe’s people considerably. Unfortunately,

it has not happened yet.



4

HEALTH IN EUROPE – EXECUTIVE SUMMARY

The rich get richer and ….
Once upon a time there was no such thing as

registered unemployment in the countries now

known as the CCEE and NIS. The coming of de-

mocracy changed all that, and there is the added

problem of hidden unemployment in the east,

which remains a major challenge for both eco-

nomic and social policies. In western Europe

unemployment has increased steadily, with the

average rate remaining at over 10% since 1993.

Many governments have declared major policy

objectives to create new jobs, but the problem

remains.

The poor have always been with us, but after

the Second World War there were real gains in

the battle against poverty. Those gains began to

dwindle in the CCEE in the late 1970s and in

western Europe in the 1980s. Now the cohorts

of poor people who have always existed in some

countries of the Region have been joined by the

“new poor” – those who live in poverty while

surrounded by affluence. Poverty has increased

very sharply in the CCEE and NIS since the pre-

cipitous fall in the real value of all wages that

began in 1989. Latest figures show that real pay

in Lithuania, the Russian Federation and Ukraine

Percentage of the population in poverty in selected countries in the European Regiona

Italy 2 Czech Republic 1 Belarus 23
Norway 3 Slovakia 1 Latvia 23

Finland 4 Slovenia 1 Uzbekistan 29
Luxembourg 4 Hungary 2 Russian Federation 38
Sweden 5 Poland 13 Estonia 40

Denmark 8 Romania 22 Ukraine 41
Belgium 12 Bulgaria 33 Lithuania 46
France 12 Turkmenistan 48

Germany 12 Kazakhstan 50
United Kingdom 13 Republic of Moldova 65
Netherlands 14 Kyrgyzstan 76

Spain 21
Ireland 37

a For the CCEE and NIS, a poverty line of US $4 per person per day (1990 purchasing power parity) has been used. For the countries of
western Europe, a poverty line corresponding to the United States poverty line of US $14.40 per person per day (1985 purchasing power
parity) has been used.

Source: UNITED NATIONS DEVELOPMENT PROGRAMME. Human development report 1997. New York, Oxford University Press, 1997.

Western Europe CCEE NIS

Country Country Country
Population in
poverty (%)

Population in

poverty (%)

Population in
poverty (%)
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is now at 40% of 1989 levels. In the west, the

traditional benefits of the welfare state have been

cut by pressures on public spending in some

countries, and poverty has marched upwards in

step.

.… the poor get homeless
Homelessness is also growing in many countries.

London is estimated to have several hundred

thousand registered homeless, and similar fig-

ures are available for France. In Moscow, some

60 000 children are believed to live on the streets,

with a further 3000 in Romania.

Many thousands of people have been displaced

by the armed conflicts that took place in the NIS

and the former Yugoslavia between 1989 and

1995, leaving 400 000 dead and many more in-

jured and disabled. The damage that these wars

did, both to the prospects for economic recovery

and to access to the prerequisites for health, is

obvious. The return to peace in 1996/1997 has

offered hope that, if sustained, infrastructures can

be rebuilt.

What needs to be done
Overall inequality in the prerequisites for health

has grown in the 1990s, both within and between

countries. Among the CCEE and NIS it has been

especially acute.

Health status and trends should be reviewed and

interpreted from this perspective. The prerequi-

sites for health are fundamental, and policies at

all levels and in all sectors should take account

of the vital connection between basic human

assets and good health. In consequence, special

attention should be paid to those social groups

that are most vulnerable economically, and thus

socially: children, women and the elderly.
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3 THE HEALTH OF PEOPLE IN EUROPE

Adding years to life, life to
years, and health to life
Average life expectancy in Europe has declined

significantly for the first time since the Second

World War. It had been increasing, slowly but

constantly, until the early 1990s. Then came a

sharp decline in life expectancy among the NIS,

which dragged the overall average down

from the 1991 figure of 73.1 years to 72.4 in

1994.

There has been a steady widening of the east–

west gap in mortality and life expectancy over

the past three decades, which is present in all

age groups. In 1970 that margin was about

2.5 years. By 1995, people in the EU were liv-

ing on average 11 years longer than those in

the NIS, and 6 years longer than those in the

CCEE. The difference between the lowest and

highest life expectancies in the Region was

about 15 years in 1995 – more than double

that in 1970.

Within these figures are numerous local vari-

ations. In western Europe the rate of improve-

ment varies significantly between individual

countries, while the CCEE have shown stag-

nation or slow improvement since the 1970s,

with somewhat larger gains in some countries

from the early 1990s. The pattern in the NIS is

Life expectancy at birth in subregional groups of countries in the European Region, 1970–1996

Source: data from the WHO Regional Office for Europe.
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more complex. There was stagnation or slight

decline in these countries’ life expectancies

in the 1970s, a sharp improvement around

1986, a gradual deterioration to previous lev-

els by 1991/1992, and a drastic decline during

1993/1994. Since then there have been initial

signs of recovery in some countries. Never-

theless, if the mortality levels of 1994/1995

persist, the average male in Kazakhstan and

the Russian Federation is unlikely to reach re-

tirement age.

The European regional target for life expectancy

at birth is 75 years. At the present rate of progress

it would take about 23 years to achieve. How-

ever, this is heavily dependent on the current

deterioration in the NIS being reversed, and on

progress being made within the CCEE. Twenty

countries have already achieved the target, and

another two are on course to reach it by the year

2000. Together they represent 45% of the Re-

gion’s population.

Life expectancy is not the whole story. Increas-

ing the length of life would be a hollow

achievement if it were not accompanied by

long-lasting good health. WHO has been us-

ing the concept of health expectancy, looking

at the extent to which longer lives are free of

disability or disease. As yet there are insuffi-

cient figures available to reach a firm conclu-

sion, but within western Europe the signs are

encouraging.

It is possible that social inequality in health ex-

pectancy may be greater than the inequalities in

life expectancy. This confirms the close relation-

ship between the four main health for all goals:

ensuring equity in health, improving the qual-

ity of life, improving health expectancy and in-

creasing life expectancy.

Drinking kills
Curiously, the striking similarity among the mor-

tality trend patterns in most of the NIS has not

been observed in the CCEE, which were also

exposed to a difficult socioeconomic transition

at the same time.

It would seem that the populations of the NIS

have something in common. Could it be their

drinking habits?

It could indeed. In order to understand this dif-

ference, a special analysis was carried out as part

of this health for all evaluation. This stated that

there is strong evidence that excessive alcohol

consumption is largely responsible for the mor-

tality crisis, especially among middle-aged men

in the NIS.

Traditionally, many Soviet citizens indulged in

frequent bouts of heavy drinking. Unlike most

westerners, their favourite tipples were vodka

and brandy rather than beer or wine. This habit

was less common in some central Asian repub-

lics and in Armenia, Azerbaijan and Georgia.

Then, in June 1985, a strict anti-alcohol cam-

paign was launched in the USSR. Alcohol could

only be purchased in a small number of special

shops and the supply was very limited. This

caused an immediate and sharp decline in alco-

hol consumption, followed by a matching drop

in fatal accidents, suicides and homicides. Deaths

from injury and poisoning in the USSR fell by

about 20% in a single year.

The vodka returns
But that was then, and this is now. With the old

Soviet regime crumbling under the pressures of

perestroika, the strict anti-alcohol restrictions be-

gan to be lifted and the old drinking patterns
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started to return. After a market economy and

privatization were introduced in about 1991, al-

cohol became a highly profitable business, partly

because the unregulated markets were flooded

with illicitly produced low quality spirits contain-

ing toxic substances. Alcohol was even more

widely available than before 1985, and it was

cheap – relatively much cheaper than food and

other basic goods.

The mortality rate, particularly from external

causes of death, began to rise once more. By

1991/1992 it was back to pre-1984 levels. By

1994 it had surpassed them. Life expectancy for

males in the Russian Federation and some other

NIS reached levels well below retirement age.

Deaths from alcoholic poisoning doubled among

both sexes and in all age groups.

Although the connection is less easy to estab-

lish, deaths from cardiovascular diseases have

followed the same pattern in the NIS, with a

sharp decline in 1986 and an accelerating in-

crease once excessive drinking resumed. Only

the elderly bucked the trend, showing a decline

in cardiovascular mortality until 1992. In their

case the subsequent increase, at least partly, may

have been due to the stressed living conditions

when hyperinflation struck the NIS and many

lost their life savings.

A little of what you fancy ….
Though many experts believe that small doses of

alcohol may play a role in preventing cardiovas-

cular diseases, this does not contradict the argu-

ment. We are not talking about small doses, but

about excessive amounts of highly concentrated

alcoholic drink in one sitting of “binge drinking”.

This is not the development of cardiovascular

diseases as chronic conditions, but rather their

lethal manifestation. It is also worth remember-

ing that death certificates do not always record

the true underlying cause of death.

The WHO MONICA project centres in Moscow

and Kaunas, Lithuania, which monitor trends in

and causes of cardiovascular diseases, found a

dramatic rise in sudden deaths from heart fail-

ure among 25–64-year-old males between 1987

and 1993. Such deaths are often associated with

alcohol intake, most likely through arrhythmia,

and the true cause may therefore have been al-

coholic poisoning.

Action needed
Though the figures are imprecise, it is certain that

a large proportion of the increased deaths in the

NIS is due to the pattern of alcohol consump-

tion. If this trend is to be reversed, it is essential

to focus policy on the reduction of drinking and

the promotion of safer habits, along with gen-

eral socioeconomic development and improved

living conditions.

Infectious diseases are back
Infectious diseases unknown in Europe for dec-

ades have re-emerged in the 1990s. At the same

time, new diseases have been spreading, and

microbial resistance to some drugs is now mak-

ing the control of infectious diseases even more

difficult.

Germs are no respecters of boundaries. Though

these problems have so far been confined mainly

to the CCEE and NIS, there is a risk that they

will spread to western Europe – just as AIDS is

spreading eastwards.

New diseases in animals pose an added hazard.

Concern is growing that bovine spongiform
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Source: data from the WHO Regional Office for Europe.

Syphilis incidence in subregional groups of countries in the European Region, 1980–1996
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encephalopathy – mad cow disease – may be

passed through the food chain to humans and

cause a variant of the currently incurable

Creutzfeldt-Jakob disease.

Diphtheria, cholera and malaria
A huge diphtheria epidemic has raged in the NIS

since 1990, with about 150 000 cases and

4000 deaths. It accounts for more than 90% of

the diphtheria cases reported worldwide between

1990 and 1995.

Imported cases of diphtheria have been docu-

mented in Finland, Germany, Norway, Poland

and elsewhere.

The importation of cholera has led to epidemics

in countries bordering the Black Sea, the Cas-

pian Sea and the Mediterranean during the

1990s.

Malaria, which was almost eliminated from Eu-

rope in the 1980s, has returned to haunt the

continent. The number of registered cases ex-

ploded from 20 000 in 1992 to more than 200 000

in 1995. Most were found in Azerbaijan,

Tajikistan, Turkey and the neighbouring coun-

tries, but between 3000 and 4000 imported ma-

laria cases were reported in other countries of

the European Region.

Diarrhoeal diseases and acute respiratory infec-

tions, often fatal, are increasing among children.

Influenza epidemics continue to flare, with mil-

lions of cases and thousands of deaths through-

out the Region.

Tuberculosis, AIDS and syphilis
In many countries in the eastern part of the Re-

gion, cases of tuberculosis are increasing, and
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drug-resistant strains are spreading. In western

Europe, too, the previous downward trend in the

disease has levelled off, with 30–50% of new

cases occurring among immigrant populations.

As of November 1997, the cumulative total of

reported AIDS cases in the European Region was

197 000, with 680 000 people having been in-

fected with HIV. Though the situation in west-

ern Europe seems to have stabilized, HIV has

been spreading rapidly in the NIS to countries

that were barely affected a few years ago. And

an epidemic related to injected drug use is still

on the rise in Mediterranean countries.

In 1996 more than 10 000 new cases of HIV

infection, primarily related to injected drugs,

were registered in Ukraine alone. Previously,

the annual rate of infection was no more than

60–80 new cases.

There has also been a dramatic increase in the

incidence of syphilis and other sexually trans-

mitted diseases in almost all the NIS. The epi-

demic is being fuelled by substantial under-

funding of medical services for these ailments,

people’s unwillingness to use such services, and

neglect of safer sexual practices. Taken together,

these developments have greatly increased the

risk of a rapid and widespread epidemic of HIV

in the NIS.

Causes and cures
Chief blame for the dramatic upsurge of some

communicable diseases in the European Re-

gion lies at the door of the political, social and

economic upheaval since 1989. The health

services, often with reduced budgets, have suf-

fered along with the rest of the social infra-

structure. In addition, weak international co-

operation and the resistance of infectious

agents to antimicrobial drugs have combined

to exacerbate the situation.

Member States of the Region recognize the ex-

treme importance of preventing and controlling

these diseases. They have set up broad coalitions,

including WHO, to ensure primary immuniza-

tion of children, to eradicate poliomyelitis, and

to control diphtheria, tuberculosis, diarrhoeal

diseases and acute respiratory diseases.

One of the most important achievements thus

far has been the immunization programme cov-

ering most of the countries in the Region, in-

cluding the NIS. The average regional coverage

for primary immunization is now 80%, with

eight countries achieving 95%. Financial con-

straints, however, have prevented some NIS from

implementing comprehensive immunization

schedules.

The tuberculosis trend could easily be reversed.

The breakthrough DOTS strategy (Directly Ob-

served Treatment, Short Course) has proven

highly effective. Unfortunately its use is not suf-

ficiently widespread.

Universal immunization for hepatitis B and

Haemophilus influenzae type b has been carried

out in several countries in western Europe.

WHO’s campaign to eradicate poliomyelitis is

making good progress, at least in the European

and Eastern Mediterranean regions. Operation

MECACAR, which is carrying out mass immu-

nization in the Mediterranean and Caucasian

areas and the central Asian republics, achieved

95% coverage in 1995–1997. But the recent

severe outbreak of poliomyelitis in Albania,

which also affected areas of neighbouring

countries, demonstrates the fragility of the
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achievement. In spite of this, the elimination of

poliomyelitis remains the only disease-

elimination target that can be reached by the year

2000.

Measles is close to being wiped out in some

northern countries, and the global goal of the

WHO Expanded Programme on Immunization

of a 95% reduction in measles mortality has now

been achieved in the Region.

The diphtheria epidemic is gradually coming

under control, and the incidence of the disease

is expected to fall to pre-epidemic levels by the

year 2000.

The incidence of mumps and congenital rubella,

too, has decreased sharply in many Member

States, and these diseases are close to elimina-

tion in some countries in the north of the

Region.

Despite these successes, however, and the

development of effective vaccines, drugs and

techniques, infectious diseases have gained

ground recently. Public health authorities need

to strengthen their vigilance and joint action.

Cardiovascular diseases
Cardiovascular diseases are a major killer. They

are responsible for 49% of all deaths in the Re-

gion, and for 53% of those who die in the NIS.

They are responsible for more than half the east–

west gap in life expectancy.

Heart attacks mainly affect the elderly, but the

middle-aged are far from immune, and 50%

of those affected die as a result. A further 10%

are left with medium- or long-term medical

problems.

Strokes kill 20–25% of those afflicted, and about

15% of the survivors have severe disabilities for

the rest of their lives.

If the risk of a person under the age of 65 dying

of cardiovascular disease in western Europe in

1994/1995 is set to one, it was 2.5 in the CCEE

and 4 in the NIS – though it is possible, as men-

tioned earlier, that some of the latter actually

died from something else, such as alcoholic poi-

soning.

Live healthier – live longer
Smoking, unhealthy nutrition, obesity and in-

sufficient exercise play key roles in the develop-

ment of cardiovascular diseases. The improve-

ment of lifestyles is therefore an important pre-

ventive measure.

Better treatment can reduce the incidence of

death and disability, as can the combination of

community-based prevention programmes

aimed at high-risk groups.

In practice, these have been proved to work well.

Finland reduced mortality from coronary heart

disease among men aged 35–64 by two thirds

between 1970 and 1975. This success is attrib-

uted to reducing the risk factors for the disease,

especially in the framework of the North Karelia

project, which is one of the WHO CINDI pro-

gramme demonstration areas.

Malta, too, has reported a spectacular reduction

in premature mortality from this cause to less

than one third the level in 1980.

With proper action results can be swift, but such

programmes need to take many factors into ac-

count and to be integrated. Collaboration be-

tween different sectors, community action for



13

HEALTH IN EUROPE – EXECUTIVE SUMMARY

health, and efficient systems of health care de-

livery are the strategic principles.

Cancer
In spite of the considerable resources devoted to

fighting cancer in the last two decades, cancer

mortality in the Region as a whole has not been

significantly reduced. For cancer of the breast,

the lung and the ovaries, progress is poor. Other

types of cancer, such as cervical and testicular

cancer and certain types of leukaemia, have been

better controlled.

Here again, there is an east–west gap in mor-

tality rates, particularly under the age of 65.

In 1995, cancer killed an average of 84 per

100 000 people in this age group in the EU. For

the NIS that figure was 109, and for the CCEE

112.

The average in western Europe started to decline

in the 1980s and has now fallen by about 9%.

Most CCEE and NIS had a continuous increase

in cancer mortality among people under 65 years

of age until 1990, since when, thanks to a de-

cline in lung cancer, the figures have levelled off

or slightly declined.

Smoking is the key
The single most important risk factor for cancer

is tobacco smoking. It is responsible for about

one third of all cancer cases in Europe.

Diet, too, plays an important role, and several

recent studies recommend increasing the con-

sumption of fruit and vegetables and restricting

the intake of fat and meat.

The carcinogenic risk posed by some industrial

chemicals, infectious agents and medicinal

drugs, and the role of the human papilloma

virus in the development of cervical cancer,

have also become increasingly apparent.

Chronic diseases
They may not be so lethal, but ailments such as

diabetes, chronic respiratory diseases, osteo-

porosis and other degenerative disorders con-

tinue to be major and increasing health prob-

lems in Europe. In large part this is due to the

aging population.

Some 20–25 million Europeans suffer from

diabetes which, if not adequately treated,

may shorten their lives and have many ad-

verse effects on health. Diabetes is also one

of the major risk factors for cardiovascular

diseases.

The prevalence of chronic obstructive pulmonary

diseases in some countries is now reported to be

as high as 2–7% of the population.

Good oral health is essential in preventing dis-

eases of the digestive system, including cancer,

and in achieving a good quality of life. Major

efforts in preventing and treating oral diseases

over the past decade have improved matters con-

siderably, and it is becoming the norm in west-

ern Europe to keep one’s teeth for life.

Prevention works
Primary prevention, early diagnosis, manage-

ment and comprehensive rehabilitation are the

keys to combating chronic disease. Simple meas-

ures, such as teaching people with diabetes to

control their blood sugar levels, can virtually

eliminate the serious side-effects of diabetes.

WHO and the International Diabetes Federation

have developed technical guidance on ways to
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improve diabetes control, and recent pilot

schemes have demonstrated the feasibility of

such programmes and their considerable eco-

nomic benefit.

Mental health
The magnitude of the burden of mental disor-

ders is often underestimated. In fact, ranging

from stress through to depression and neurosis

to major psychosis, they are often the most preva-

lent illnesses in any population.

Comparing and interpreting trends in different

countries, however, is difficult. There are inher-

ent culture-related problems in defining mental

health, and policy-makers are sometimes una-

ware of the situation.

The reported proportion of the population

with severe mental disorders varies from

country to country in the range of 1% to 6%,

with most in the 1-3% bracket. Unregistered,

less serious disorders, are much more preva-

lent.

Here again, the massive political and social

upheaval in the eastern part of the Region has

taken its toll. Some countries have experienced

the extreme stress of overt war, causing

death, destruction, separation of families and

vast migrations. Many of these people suf-

fer from post-traumatic stress syndrome. The

average suicide rates in the NIS show a typi-

cal U-shaped trend. There was an initial de-

crease caused by the anti-alcohol campaign

in 1985, and a subsequent rise coinciding

with the end of the campaign and the influ-

ence of the socioeconomic transition. The

suicide rate in the EU began to decline

slowly in the mid-1980s.

How do I feel? – differences in
perceived health
“There is nothing either good or bad, but think-

ing makes it so,” wrote Shakespeare. He might

have been referring to the tremendous differ-

ence in perceptions of their own health among

the populations of the European Region.

The figures are hard to interpret, because the

question relates not only to physical and men-

tal health but also to the cultural and psycho-

social background of the subjects, as well as to

their living conditions. None the less, the dif-

ferences in the proportion of people who as-

sess their own health as being good or very

good can be very large.

Denmark, the Netherlands and Norway score

best, with about 80% of people who rate their

health highly, declining to little over 20% of

those living in the Russian Federation who feel

the same way.

Although these differences do not prove any-

thing by themselves, public health authorities

should analyse the possible underlying causes

carefully.

Philosophies of psychiatric care
While many countries in western Europe are

trying to reduce the number of mental

inpatients, and rely instead on care in the

community, this is not the case in the eastern

part of the Region. There, there is still reliance

on large psychiatric hospitals, many in poor

condition.

Nevertheless, the available statistics on the

number of beds in psychiatric hospitals do not

show clearly different patterns for east and

west. The difference probably lies in the way
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the available hospital beds are used and dis-

tributed, rather than their number. Many

country reports confirm that the classic clini-

cal approach to mental disorders is being sup-

plemented with integrated community-based

care.

Mental health problems can be expected to

continue or increase in Europe, and to become

one of the major health challenges in the next

century.

Injuries and poisoning
The human and economic costs of injuries and

poisoning caused by accident or design are

enormous. They are the leading cause of death

among young people, and many could be

avoided at little additional cost. This is also the

second leading contribution to the east–west

mortality gap.

In 1995, the ratio of mortality from exter-

nal causes of injury and poisoning in west-

ern Europe, the CCEE and the NIS was about

1 : 2 : 4. The homicide rate for these subregions

was even more skewed, with a ratio of

1 : 3 : 20.

Rising crime and violence in the NIS, high alco-

hol consumption, and the weakening of the

state’s ability to fight crime, appear to be the main

factors involved.

The cost of medical treatment of injuries is very

high. In Europe the hospitalization rate for

injuries is 1.6 per 100 population per year, which

makes it the third leading category after

cardiovascular diseases (2.2 per 100 population)

and diseases of the digestive system (1.9 per

100 population).

Road accidents
These are the causes of injury and death most

easily prevented. The adequate use of safety belts,

better roads and vehicles, appropriate speed

restrictions and measures to reduce driving un-

der the influence of drink can all make a contri-

bution.

The average number of road accidents involving

injury is about 340 per 100 000 population in

the EU countries. This is 2–3 times higher than

the averages in the CCEE and NIS, but the situ-

ation is reversed for mortality. Despite the lower

number of accidents, proportionately almost

twice as many people are killed on the roads of

eastern Europe.

Occupational, home and
leisure accidents
However, road traffic accidents in Europe are

responsible for less than 15% of mortality from

all external causes of death. Accidents occurring

at work, at home or elsewhere are causing sev-

eral times more deaths, particularly in the NIS.

In the Russian Federation in 1995, for example,

accidental poisoning caused 17.5% of deaths

from all external causes, 12.5% of the deaths

being due to alcohol poisoning. This means that

alcohol poisoning alone caused more deaths than

all traffic accidents (11.1% of all external causes).

Undetermined injuries, whether accidentally or

purposely inflicted, were responsible for 14% of

deaths, while accidental falls, drowning and all

remaining causes accounted for 27% of deaths

from external causes.

The health of women,
children and young people
No society treats its women as well as its men,

concluded the 1997 Human development report
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Maternal mortality in subregional groups of countries in the European Region, 1970–1996

Source: data from the WHO Regional Office for Europe.
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from the United Nations Development Pro-

gramme. Women have less education, income

and social status. All these are decisive

prerequisites for health, and the balance must

be redressed. It is women who ultimately en-

sure the survival and stability of our communi-

ties. In 1995, for every 100 000 live births in the

NIS there were 41 maternal deaths. This was

seven times the ratio in western Europe, and

more than twice that in the CCEE, where ma-

ternal mortality continues to decline slightly af-

ter a sharp fall in 1990. This drop was due to the

abolition of an anti-abortion law in Romania,

where maternal deaths from illegal abortions had

been extremely high. Though the numbers have

now been halved, Romania continues to have

the highest maternal mortality rate in Europe.

The health for all target is for fewer than 15 ma-

ternal deaths per 100 000 live births. Because

birth rates and maternal mortality in the central

Asian republics and Turkey are still relatively

high, much will depend on the progress made in

these countries. On present trends, the European

average is likely to reach only 32 per 100 000

live births by the year 2000, even though

32 countries have already reached the target or

will probably have done so by then.
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Induced abortion remains the major method

of family planning in the CCEE and NIS. This

makes it the leading cause of maternal mor-

tality in these countries, where traditionally

there is still insufficient use of contraceptives

and counselling services.

Other problems for women
Death rates from cervical cancer among

women in the CCEE and NIS are more than

twice the average in western Europe and are

increasing. The difference is largely caused by

a lack of screening services and programmes

for early detection.

Breast cancer, too, remains a major cause of

premature death among women. Although sta-

bilizing and tending to decline, the death rate

from breast cancer in western Europe is still

higher than it is in the CCEE and NIS, which

in turn have rising trends.

Nutrition-related conditions, such as anaemia

and iodine deficiency, also require more

attention. Anaemia affects up to 40–50% of

women of reproductive age in the central Asian

republics, and 17% of pregnant women in the

Region as a whole. Deficiencies in iron, folate

and iodine adversely affect not only wom-

en’s health but also the outcome of their

pregnancies.

The health problems of adolescent girls and

older women, aggravated by their relative

social disadvantage, are especially pressing.

Adolescent girls are suffering from increasingly

high rates of unwanted pregnancies, sexually

transmitted diseases, abortion and suicide.

They are also being targeted by tobacco

companies, which is leading to more smoking

among young women. Women live longer than

men on average, but their quality of life in

older age is frequently compromised by

social  isolation and such condit ions as

chronic rheumatic diseases, osteoporosis and

depression.

Infant mortality
Infant mortality has declined steadily in nearly

all parts of the Region. The average death rate

per 1000 live births (including estimates for

Turkey) was 25.7 in 1980 and 18.1 in 1994.

Assuming that this trend continues, the rate

should be 14.8 by the year 2000, which is just

below the target of 15 per 1000 live births set

for countries that had rates exceeding 20 per

1000 in 1980.

Children
The health of young children in the CCEE and

NIS continues to be of concern. In Europe, the

chances of surviving the first five years of life

still depend largely on where the child lives.

Acute respiratory infections, diphtheria, polio-

myelitis, measles, pertussis, diarrhoeal diseases

and accidents cause high levels of mortality and

sickness. They could be averted through sim-

ple and available measures of prevention.

Reduced immunity caused by poor weaning

practices, the introduction of foods other than

breast milk before the age of four months, and

poor hygiene standards are also contributing

to the spread of infections. Other causes of

mortality and morbidity are the lack of the

basic prerequisites for a healthy life, such as

the availability of safe drinking-water and good

sanitation. In the central Asian republics, less

than half the rural population has access to safe

water supplies, and sanitary facilities are

equally deficient.
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Death rates before 5 years of age in countries in the European Region, 1996 or latest available
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The policy challenge
Maternal and child health depend heavily on

social policies and the state of the national

economy. Changes in health policy alone will

therefore have only a limited impact if socio-

economic constraints are severe.

In particular, the privatization of health care in

many countries constitutes a major threat to the

health of women and children, because if access

to maternal and child care depends on private

funding, access to adequate services by the poor

will be restricted even further.
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4 HEALTHY LIFESTYLES

Patterns and trends

Smoking
In the first half of the 1990s, around 30% of

the adults in Europe were daily smokers, and

no country has yet met the target for the year

2000 of 80% nonsmokers. Passive smoking has

also been more widely recognized as a health

hazard.

Tobacco was responsible for an estimated 1.2 mil-

lion deaths in the European Region in 1995, or

about 13% of all deaths. In the CCEE and NIS,

20% of all men aged 35 will die from a tobacco-

related illness by the age of 69. This is twice the

rate for middle-aged men in western Europe.

Tobacco products are responsible for 25% of the

social gradient of mortality from coronary heart

Estimates of the prevalence of smoking by sex in countries in the European Region,
early to mid-1990s

Source: data from the WHO Regional Office for Europe.
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disease in western Europe. Those who die in

middle age from smoking-related illness are los-

ing between 19 and 23 years of life.

Although the death rate for these diseases among

men is decreasing in western Europe, it contin-

ues to rise for women. In some countries there

are now more women than men smokers. And

in the CCEE and NIS the death rate is increasing

for both sexes. If current trends continue, by the

year 2020 tobacco is expected to kill more peo-

ple worldwide than any other single cause.

The increase in smoking in the CCEE and NIS is

probably related to marketing practices and price

deregulation in recent years, combined with a

lack of effectively implemented anti-smoking

policies.

Drinking
The pure alcohol consumption of 90% of coun-

tries in the European Region exceeds two litres

per person per year, which is regarded as the

amount giving the lowest mortality risk. It is far

higher in the eastern part of the Region, but the

official data for alcohol sales in the CCEE and

NIS mask the actual situation. Under free mar-

ket conditions introduced in the early 1990s,

large quantities of alcohol were imported or pro-

duced illegally, and sold without being reflected

in national statistics. The actual consumption

may be 2–3 times higher than these indicate. The

sharp increase in alcoholic psychosis in these

countries between 1992 and 1995 provides ad-

ditional evidence of high and increasing alcohol

consumption.

In most western European countries, especially

in those with a track record of heavy drinking,

trends are declining or stable. But only three

countries – France, Italy and Spain – have

achieved the target of a 25% reduction in alco-

hol consumption between 1980 and 1995. Evi-

dence indicates that young people are drinking

more.

Alcohol is an addictive drug, and this depend-

ence is associated with an increased risk of ill-

ness and premature death. While studies have

shown that drinking small quantities of alcohol

can reduce the risk of coronary heart disease and

ischaemic stroke, most of the risk reduction oc-

curs at a level of 10 g of absolute alcohol every

other day. This is equivalent to a glass of beer, a

glass of wine or a measure of spirits.

Drugs
Europe is estimated to have 1.5–2 million heavy

users of psychoactive drugs. For most of these,

including cannabis, opiates, amphetamines and

cocaine, use is increasing throughout Europe,

especially in the eastern part.

Throughout the Region, illicit drug use is rising

among young people, increasing the risk of poi-

soning, dependence, psychosis, suicide and pre-

mature death.

About 40% of AIDS cases are among drug users,

and a high proportion in western Europe have

tested positive for HIV. In most eastern countries

this association has yet to appear on a large scale,

but HIV is reported to be spreading explosively

in Belarus, the Russian Federation and Ukraine,

due to growing transmission among injecting

drug users.

Healthy nutrition – striking the right
balance
Food choices are important determinants of

health. A high fat intake is associated with an

increased risk of breast and colon cancer, while
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Note: Some countries have considerable unregistered consumption that is not displayed in this figure.

Sources: data from the WHO Regional Office for Europe; World drink trends 1997. Schiedam, Produktschap voor
Gedistilleerde Dranken, 1997.

Registered and estimated unregistered annual consumption of pure alcohol equivalent
in selected countries in the European Region, early to mid-1990s
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low consumption of fruit and vegetables carries

the risk of cardiovascular diseases and cancer.

Too much salt can mean elevated blood

pressure and hence a higher incidence of

stroke.

Conversely, the consumption of a diet rich in

vegetables and fruit is associated with a lower

risk of coronary heart disease and some types of

cancer, because of the anti-oxidant capacity of

such foods. Most European populations need to
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increase their consumption of fruit and vegeta-

bles significantly.

We’re getting too fat
Obesity is one of the main preventable causes of

ill health, and the mortality rate rises with in-

creased body weight. Although this increase is

steeper for both men and women under 50 years

of age, the effect persists well into the ninth dec-

ade of life.

Obesity is now seen as an independent risk fac-

tor for coronary heart disease. It is also associ-

ated with diabetes, gall bladder disease, hyper-

tension, cancer, and other non-fatal health prob-

lems. It is estimated to account for 2–7% of

health care costs.

National studies suggest that about 10–20% of

European men and 10–25% of women are obese,

with a higher prevalence of the condition in east-

ern countries. The trend is increasing: most coun-

tries show the prevalence of obesity is up by be-

tween 10% and 40% over the past decade.

Micronutrients
Anaemia is present in about 11% of the Euro-

pean population as a whole, due to a deficiency

in micronutrients. In some CCEE and in the NIS,

there are extremely high levels of anaemia,

which results from a high intake of inhibitors of

iron absorption rather than a low intake of iron

itself. These inhibitors include tea and cow’s milk,

taken from the very early age of under four

months.

Percentages of total energy available from fat in food in subregional groups of countries
in the European Region, 1980–1995
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Sources: data from the WHO Regional Office for Europe; Food balance sheets from the Food and
Agriculture Organization of the United Nations.
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Iodine deficiency, which is endemic in Europe,

can cause the fetal nervous system to develop

abnormally during the first three months of ges-

tation. It currently affects about 17% of the popu-

lation. Only six countries have no degree of en-

demic iodine deficiency disorder, owing to good

public health measures such as iodine fortifica-

tion of animal fodder.

The prevalence of stunted growth among chil-

dren in some countries in the eastern part of the

Region is 8–10 times higher than the average in

western Europe. This suggests that many chil-

dren’s intake of nutrients, and especially of

micronutrients, is inadequate.

The effect of poverty
An increasing proportion of the European popu-

lation is living in poverty, which has a major

impact on the relationship between patterns of

eating on a low budget and disease. Urban pov-

erty in particular excludes access to a varied and

adequate diet, especially among the unemployed

and the elderly.
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Italy

Russian Federation

Percentages of people who are overweight (body mass index > 27a) by sex and age group
in selected countries in the European Region, 1995–1996
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During the period of economic transition, this

has been a typical scenario in many eastern Eu-

ropean countries. There has been rising unem-

ployment, and people living on fixed incomes

have had to spend up to 75% of their disposable

income on food.

Physical activity
Regular physical activity has great potential for

maintaining and improving everyone’s health

and wellbeing. Health-enhancing exercise is ef-

fective, feasible, acceptable and safe. In spite of

this, few countries in the European Region moni-

tor levels of physical activity.

The risk of physical idleness is likely to increase

with the trend towards a more sedentary life-

style. In some countries this has reached the ex-

tent that large proportions of the population can-

not maintain a diet adequate in micronutrients

without getting too fat.

There is an urgent need to increase physical ac-

tivity. This would probably reduce the risk of dis-

ease by a factor comparable to that of control-

ling smoking or reducing a high intake of dietary

fat.

Policies needed
Policies for controlling and reducing specific risk

factors should be formulated on a broad and com-

mon set of basic principles. This should ensure

that they are mutually compatible and reinforce

each other.

Those aimed at reducing alcohol and tobacco

consumption should be based on the European

Alcohol Action Plan, the European Charter on

Alcohol, the Third Action Plan for a Tobacco-free

Europe and the Madrid Charter against Tobacco.

A major step forward has been the adoption of a

common position that there should be an EU-

wide ban on tobacco advertising.

The i l l icit  drug market is  regulated by

prohibition throughout the world. Unfor-

tunately this serves to increase the profits of

illicit drug production and trafficking, and thus

stimulates supply. The considerable quantities

of these drugs available throughout the Region

calls into question the success of the pro-

hibition strategy. Most countries are aware of

the need for intersectoral cooperation in

combating illicit drug use and have, for exam-

ple, established high-level coordinating com-

mittees.

Food and nutrition policies to promote healthy

eating include the establishment of “healthy eat-

ing” guidelines for various population groups.

Action plans should include fiscal, agricultural

and retail policies that encourage an increase in

the consumption of vegetables and fruit and a

decrease in fat consumption.

Poor progress
Despite positive results in the reduction of

smoking in Finland and France, overall

progress in reducing the disease risk factors re-

lating to lifestyles has been poor during the

1990s. This is especially the case in the CCEE

and NIS, where the use of alcohol, tobacco and

drugs has increased, with predictable conse-

quences.

The main constraints in implementing policy

spring from the political and economic power of

the international companies producing alcohol

and tobacco. Nor have countries taken the health

and social consequences of using these sub-

stances sufficiently seriously.
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Towards a healthy public policy
The Member States should consider investment

for health at all levels. It should be part of their

policies on education, income maintenance,

health care, labour, housing, agriculture, trans-

port, tourism, energy and communication. Each

should be examined to assess options that offer

benefits to health as well as to the particular

sector involved.

It will also be necessary to plan the political proc-

ess of achieving the necessary legislative, regu-

latory, financial, organizational or educational

changes.

Though governments play an important role

in health, they are not the only ones involved.

Business interests, communities and non-

governmental organizations, as well as indi-

viduals, have a significant influence on health.

Their potential should be encouraged, and al-

liances formed to provide the impetus for ac-

tion on health.

It is not easy. The promotion of health and the

adoption of healthy lifestyles are often hampered

by social and political difficulties. Drastic reduc-

tion of social welfare, diminished scope of social

policy, economic scarcity and fiscal upheaval risk

eroding progress even further. This is true of

many Member States in both western and east-

ern Europe. In many instances their economic

and political priorities are inconsistent with, and

even work against, progress towards health.

The development of healthy public policy re-

mains one of the toughest health for all targets

to achieve.

Reports from Member States and specific coun-

try surveys reveal that:

• health promotion is given an insignificant role

in health care reform;

• the budget earmarked and used specifically

for health promotion is, on average, less than

1% of the total health budget;

• the institutional arrangements for healthy

public policy are still very weak or inappro-

priate;

• programmes are often ad hoc and mainly

issue-based, using health education as the

major if not the only means of implementa-

tion; and

• modern training in health promotion is not

available.
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5 A HEALTHY ENVIRONMENT

Patterns and trends

Safe drinking-water – a precious
commodity in short supply for many
The percentage of the population whose homes

are connected to a drinking-water supply differs

considerably throughout the Region. The figure

is over 97% in the EU; over 95% in the Nordic

countries; over 79% in the CCEE and NIS, and

over 62% in the central Asian republics.

Drinking-water continues to be contaminated by

soil and sewage in many places.

Unfortunately, few countries have implemented

suitable and effective systems for wastewater col-

lection and treatment. This is important for dis-

ease prevention programmes, and for those

countries facing a shortage of water resources.

In addition, better wastewater collection and

treatment can improve water quality in trans-

frontier rivers, lakes and seas, making this an

international concern.

In the long run, ensuring safe drinking-water

requires establishing the financial self-sufficiency

of water production and distribution. This guar-

antees that the prerequisites for the quality of

the water supply can be provided and sustained.

Many countries, however, subsidize their water

prices. In the CCEE and NIS this is currently in-

evitable, because of the very limited purchasing

power of their populations.

Given the importance of financial self-sufficiency

on the part of water agencies or companies, all

countries should be encouraged to reduce gradu-

ally, and finally to eliminate, water price subsidies.

Air quality – progress in the west
Air pollution can cause ill health, and pollution

with particulate matter can shorten life. Its re-

duction requires greater efforts. Currently, two

different but complementary approaches are

being applied in the Region, mainly by coun-

tries in western Europe and especially the Nor-

dic countries:

• reducing air pollution from road vehicles by

means of laws and taxes, improving engine

efficiency, and improving fuel quality; and

• reducing industrial pollution by identifying

the sources, improving technical processes

and changing fuels, thereby lowering the con-

centration of pollutant emissions.

In general, progress has been made in all parts

of the Region, especially in western Europe, in

reducing industrial emissions of sulfur dioxide

and particulate matter. But the rapid increase in

road traffic in most parts of the Region has in-

creased nitrogen dioxide and particulate pollu-

tion from mobile sources. In Europe, about 70%

of the urban population is exposed to annual

average concentrations of nitrogen dioxide that

exceed the WHO guideline value.

In summary, at least one third of the Region’s

population still live in urban areas where pollu-

tion levels continue to be of health concern. Most

of these areas are in the CCEE and NIS.

Foodborne diseases on the rise
Some surveys show that foodborne diseases have

increased over the last few years in several coun-

tries. Of these, salmonellosis is still the most
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important. Contamination starts mainly at the

farm, with eggs and egg products the major cul-

prits. Nevertheless, most outbreaks result from

inadequate heating or cooling of food in restau-

rants, mass catering establishments and private

homes.

In addition, emerging foodborne ailments, such

as the new variant of Creutzfeldt-Jakob dis-

ease, have created particular concern for pub-

lic health.

All food production and distribution procedures

should therefore be meticulously designed, and

monitored by independent professionals under

the supervision of the health authorities.

Waste management
The Region produces an estimated 2600 million

tonnes of waste per year. The bulk of it comes

from industry and agriculture, which are respon-

sible for 37% and 38% respectively. Municipal

solid waste accounts for 220 million tonnes (8%)

and most of the remainder comes from sewage

sludge, debris and mining waste.

The average citizen of the Region produces about

250 kg of waste each year, but there are wide

variations. In the Russian Federation each citi-

zen produces 100 kg per year, whereas in Israel

each produces an average of 600 kg. Overall, the

volume of municipal waste production has been

growing at an annual rate of 2.5%.

To cope with this growing mountain of rubbish,

several countries and local communities have

improved their waste collection, treatment and

disposal methods. The training of waste engi-

neers, waste managers and waste workers has

been a key element. Alongside these measures

there have been new laws and regulations.

Health and the workplace
In the European OECD countries, about 10% of

registered occupational accidents are sufficiently

severe to result in absences from work of more

than 60 days. Between 1% and 5% of them lead

to permanent disability.

These figures, however, are misleading, because

even in countries with good registration systems

only half the occupational accidents are reported.

In countries without such systems, under-

reporting is likely to be significantly higher.

Between 10% and 30% of workers in highly in-

dustrialized countries are still subjected to ex-

cessive physical strain, and in less developed

countries the figure sometimes rises to 50%. In

the EU countries, about 25% of manual work-

ers and 33% of farmers are subject to poor ergo-

nomic conditions.

The economic loss from occupational accidents

and injuries in some European countries is

estimated to be 3–5% of GNP. In the United

Kingdom they represent 5–10% of the gross

trading profit of all companies. Estimates from

some Nordic countries, which take premature

work incapacity and mortality among skilled

employees into account, show that the finan-

cial losses can amount to as much as 15% of

GNP.

Cardiovascular, respiratory and musculoskeletal

disorders, cancer and certain mental illnesses are

the leading causes of work disability. Although

these diseases are also related to unhealthy life-

styles, workplace health promotion can be im-

portant in reducing them. Too few enterprises,

however, have included health promotion as part

of their occupational health and safety pro-

grammes.
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Policy development
Environmental policies and programmes should

not only avoid or reduce exposure to harmful

factors. They should also improve the quality

of air, drinking-water, recreational water,

waste and the soil, and the places where peo-

ple live and work. In addition they should be

fully incorporated into balanced and sustain-

able development for this generation and those

who will follow, both in Europe and across the

world.

Sustainable development – development that

meets the needs of the present without compro-

mising the ability of future generations to meet

their own – is at the heart of any effort to achieve

better health.

Achieving this objective will require major

changes in policies and strategies for solving a

wide range of environmental health problems

and creating a safe, secure environment.

However, solving these problems in Europe can

only be achieved by the relevant sectors

working together. With this in mind, the WHO

Regional Office for Europe organized two

ministerial-level conferences that brought

together two of these sectors: environment and

health.

The first, in Frankfurt in 1989, endorsed the Eu-

ropean Charter on Environment and Health. The

second, in Helsinki in 1994, endorsed the Decla-

ration on Action for Environment and Health in

Europe, and approved the Environmental Health

Action Plan for Europe.

The Helsinki Declaration re-emphasized the need

for effective environmental health management

at all levels. Some countries have also adopted

the principles of “subsidiarity” and “inter-

sectorality” and have attempted to implement

them. Others, in which “verticality” is still the

basic rule, are encouraged to update or initiate

collaboration between all sectors relevant to en-

vironmental health at all levels.

This approach should be strengthened by imple-

menting appropriate projects at the local level.

This would demonstrate that such teamwork is

much more beneficial to people’s health than are

isolated and vertical programmes.

However, it can take several years of consistent

effort before the outcomes of such projects be-

come visible. It will therefore need long-term

dedication to sustainable development and im-

provement of the population’s health to deter-

mine the success of the policies adopted.
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6 APPROPRIATE HEALTH CARE

Patterns and trends
Appropriate health care services have a central

role in achieving health for all. Health care

systems in Europe have their roots in different

traditions. Some fund the system through

taxation, others via a social insurance con-

tribution. Their total expenditure as a

proportion of GDP varies widely, but many

have had to introduce considerable reforms in

the 1990s to respond to changing circum-

stances.

Those using taxation in western Europe in-

clude the Scandinavian countries, Ireland and

the United Kingdom, and countries in south-

ern Europe such as Greece, Italy, Portugal and

Spain. All these systems provide universal or

nearly universal access to health care, and

none has expressed any intention of changing

its funding method.

Austria, Belgium, France, Germany, Luxem-

bourg and Switzerland have long-established

schemes based on statutory insurance. These

systems have been inspired by similar princi-

ples but differ fundamentally. The level of gov-

ernment control has increased significantly in

a bid to contain costs or to ensure equity and

solidarity.

The CCEE and NIS are mostly moving from

centrally planned systems towards insurance-

based schemes, largely paid for by payroll taxa-

tion. Several factors, including economic re-

cession and the premature introduction of

these plans, complicated the shift to insurance-

based funding.

A question of balance
How can we balance the principles of solidarity

and equity with pressures to establish competi-

tion among insurers and providers? In many

countries, private health insurance schemes are

operated in a manner that corrodes social soli-

darity. For example, recent experience with pri-

vate competitive insurance in the Czech Repub-

lic, Israel, the Russian Federation and, to a lesser

degree, the Netherlands, demonstrates that

health insurers tend to select people who are at

low risk. The practice has come to be known as

“cherry-picking”.

Another example is the access to essential drugs.

Unlike western Europe, where this is ensured

by public spending, there has been a marked shift

towards private financing of drugs in the CCEE

and NIS. The accompanying irrational use of

drugs is creating problems of access and

affordability for large parts of the population, and

is having an adverse effect on health.

Primary health care
Overall, primary health care is being strength-

ened in the Region, but the picture is not en-

tirely rosy.

Responsibility for this sector is given to local au-

thorities, often without the corresponding trans-

fer of financial resources. There is an added com-

plication in the turf war waged by hospital-based

specialists in many Member States. These doc-

tors are unwilling to accept policies that

strengthen primary health care, or that may re-

strict direct access to specialized care. Innova-

tive primary health care systems in some
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Total health expenditure as a percentage of GDP in countries and subregional groups
of countries in the European Region, 1995 or latest available year
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countries have increased the use of needs as-

sessment in order to make plans that integrate

public health and clinical approaches.

The development of primary health care has

been accompanied by training schemes for

general practitioners, or for retraining those

already in practice. Some countries are devel-

oping general practitioner services with a par-

allel community nursing service where one

does not already exist. Others have created

academic departments of general practice or
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family medicine, and introduced the subject into

the undergraduate curriculum of medical

students.

Hospital care
Since hospitals are the main recipients of health

care resources, they are central to any reform.

Most countries claim to have achieved moder-

ate to good progress in this area, although the

pace of change has been slower than many would

prefer. But the average quality of care seems to

have improved everywhere, including the CCEE

and NIS.

Hospitals all over Europe are shifting from be-

ing general hospitals for the chronically ill to

becoming acute hospitals, with a shorter aver-

age length of stay and more day patients. These

factors, plus increasing numbers of hospital

admissions in most European countries, in-

crease costs. Progress has been made on alter-

natives to hospitalization, such as day surgery,

day care and home care for both acute and

chronic illness. Hospitals are now viewing

health in a broader sense than just curing peo-

ple, and are systematically embarking on

health promotion activities.

Many countries have used new arrangements to

contain public expenditure on hospital treat-

ment. Germany, for example, has placed a limit

on the reimbursement claims physicians can

present. Georgia has been trying to introduce co-

payments, and the United Kingdom has intro-

duced competition between hospitals through its

fundholder scheme.

Source: data from the WHO Regional Office for Europe.
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Countries such as Italy and Scotland are imple-

menting changes in the payment of health care

professionals. Instead of fixed salaries they will

be paid according to productivity, level of quali-

fication and scientific prestige. Productivity, how-

ever, may be difficult to assess in this field.

Awareness is growing that hospital management

requires special skills, and the tradition of hospi-

tal directors being senior physicians is shifting to

professional managers – with or without a medi-

cal background.

Improving the quality of health care
The objective is to reduce inequities in health

care within and between countries. The method

is to identify the best practices through optimal

use of existing resources, and to use them con-

structively.

A major milestone in this area was the endorse-

ment in 1993 by the European Forum of Medi-

cal Associations and WHO (EFMA) of recommen-

dations regarding the role and policy of national

medical associations in quality of care develop-

ment.

One of the key recommendations of the EFMA

is that health care professionals are primarily

responsible for ensuring the quality of health

care. It is therefore an ethical, educational and

professional responsibility inherent in the medi-

cal professions. A number of countries have de-

veloped national policies along these lines.

Following European consensus on quality indi-

cators, such as for diabetes management, obstet-

ric and perinatal care, oral health care and men-

tal health, a number of countries have collected

data in these areas. This is being coordinated at

both national and international levels. Country

nodes have been installed, and a server based at

the Regional Office enables aggregated, compa-

rable and anonymous data to be compiled. The

results have been analysed for the European

Region.

This analysis demonstrates that outcomes in peri-

natal and obstetric care in some CCEE and NIS

are identical to those in western Europe, and that

the same quality of care can be achieved with

less frequent use of advanced technology.

Improvements in other areas of health care de-

livery have been less visible. Unnecessary and

inappropriate prescription, dispensing and use of

medicines – which account for 8–30% of health

care spending – is rife in all countries. Studies

show that a carefully planned combination of

regulation and education, along with constant

monitoring, can be effective in improving the use

of drugs.

Health care reform policies
and process
The Ljubljana Charter codified the principles to

guide national health care policy. Some Euro-

pean countries, notably Germany and the United

Kingdom, have adopted comprehensive reform

programmes. For most western nations, the

changes are evolutionary rather than revolution-

ary: more choice, competition and pluralism have

been introduced into tax-based systems, while

those relying on an insurance base have imple-

mented more cost containment, primary health

care and preventive services.

The Baltic countries and several CCEE – Croatia,

the Czech Republic, Hungary, Poland, Romania

and Slovakia – are moving towards health in-

surance from a centrally planned model of health
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Fetal deaths during delivery per 10 000 births

Caesarean sections per 100 births

Comparison of utilization of Caesarean section in selected pairs of countries
with similar rates of fetal deaths in the CCEE and in western Europea

a In accordance with the project protocol, the names of the countries may not be disclosed.

Source: data from the WHO Regional Office for Europe.
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care. This has been less easy than expected, due

to prolonged economic problems, entrenched

attitudes and political instability.

Much the same is happening in the Russian Fed-

eration, Ukraine and other large NIS. But imple-

mentation in these has proven even more diffi-

cult, with unfortunate consequences for patient

care. Those countries that have combined cen-

tral planning with incremental reforms have

fared better.

Cost and effectiveness
In all countries, east and west, the reform proc-

ess has been hindered by the growing cost of

health services.

The quest for cost containment and more

efficiency, especially in the CCEE and NIS,

and the imperative to obtain more money to

cope with aging populations, new technologies

and rising public expectations, are often

contradictory to the principles and values of

health for all.

Many countries have relied excessively on mar-

ket forces, rather than maintaining solidarity and

equity. The result of such reforms is that users

are often asked to pay more and get less.

In the eastern part of the Region, there is little

evidence that many of the reform policies will

meet their stated objective. They have tried to

do too much too quickly. And in certain instances

the debate has been fuelled by ideology and

rhetoric rather than by evidence.

On the whole, countries with well organized civil

societies and democratic traditions have been

better able to safeguard essential health care ser-

vices for their populations, even in times of eco-

nomic recession. They have been able to trans-

form policies into action, not merely pass laws

that are difficult to implement.



36

HEALTH IN EUROPE – EXECUTIVE SUMMARY

Managing change: the state,
the market, and centralized
health systems
The greatest pressures for change concern the

role of the private sector and the introduction of

market-style mechanisms into the financing and

provision of health care. These pose a number of

challenges, and most countries in the Region

agree that unrestrained market activity in this

field is undesirable.

Competitive measures need to be carefully

designed if they are to achieve their intended

objective. They have been successful when

linked to tight monitoring and evaluation, and

when clear standards are set for market par-

ticipants. They require a different kind of gov-

ernment activity than before, with stronger

regulation, sometimes at the regional or local

level.

Another major pressure for change springs from

the disappointment, throughout Europe, with

large, centralized and bureaucratic institutions.

In several tax-based systems in western Europe,

notably the United Kingdom, the hierarchy be-

tween health authorities and care providers has

been replaced by more decentralized arrange-

ments. In some cases self-governing hospitals

have been set up as quasi-autonomous non-

governmental organizations, and not universally

applauded.

In social insurance systems, the managerial au-

tonomy of providers has been strengthened by

the introduction of market-oriented relationships

between the insurer and the provider. In several

CCEE, responsibility for hospitals has been trans-

ferred to local authorities, some of which can

contract directly with insurers.

The experience in some countries shows that

decentralization can also fragment services or

create inequity. To be successful it requires good

local managers and administrators, accountabil-

ity and public participation. The evidence dem-

onstrates that basic health policy is best governed

centrally.
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7 THE PRINCIPLES AND PRACTICE
OF HEALTH FOR ALL
Health policies
About half the Member States in the Region have

formulated health policies based on the health

for all approach, or have begun that process. In

some countries this movement started at or has

spread to the local or city level.

The types of policy instrument suggested or used,

however, tend to be traditional. For example,

when it comes to drinking and smoking, the fo-

cus is more on promoting understanding of the

risks than on broader-based community action

to change the reasons why people smoke and

drink. There are very few examples of tackling

the root causes of inequity in health, such as in-

come disparity or variations in education or job

opportunities.

When it comes to tackling these broad causes

for inequity in health, there has been less ac-

tion than needed. What action there is usually

concerns providing legislative access to health

care, rather than dealing with such intrac-

table problems as cultural beliefs or income in-

equality.

Healthy cities
The key vehicle for health for all at the local level

in the Region continues to be the WHO Healthy

Cities project, which started in 1987. It has be-

come a global movement, with hundreds of cit-

ies involved in all WHO regions.

Thirty-eight cities in 22 countries – including

13 member states of the EU – are participating

in the core regional network, reaching out to

more than 732 cities in Europe through associ-

ated national networks.

In summary, the Healthy Cities project:

• increases the importance of health and eq-

uity as issues in politics and policy;

• facilitates cooperation between local govern-

ment departments and other sectors;

• creates a platform and framework that ac-

tively involve nonstatutory and community

agencies; and

• reinforces the ability of cities to implement

sustainable development strategies.

The foundations of public
health action
Public health has traditionally included sanitary

hygiene and sanitary epidemiological surveil-

lance, controlling the transmission of infectious

disease and stopping environmental pollution at

source. In the 1990s, in many countries, public

health has succeeded in broadening its impact.

By encompassing activities outside the health

care sector per se, mainly related to health pro-

motion and ecology, it has also inspired and ac-

tivated new participants in a variety of non-

medical disciplines in the battle for health.

While this modern public health movement

has evolved, traditional public health services

in many countries have not. Many public

health professionals are still operating with

limited skills, mostly using medical approaches.

They occupy relatively low-status positions
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with a limited scope of responsibilities and few

resources.

Advanced technical skills are needed by a mod-

ern public health infrastructure to assess the need

for health and health care. It must have the abil-

ity to contribute to the development of effective

and realistic policies, and be able to facilitate co-

operation between sectors and public policy ob-

jectives. Although awareness of the role of pub-

lic health is increasing, some reform programmes

pay it too little attention.

Using computer and telecommunications

technology, many countries have improved

access to and use of health data and informa-

tion and, most importantly, regular public

health reporting.

The experience of monitoring and evaluating

progress towards health for all in Europe has

conclusively demonstrated the point: a compre-

hensive mechanism for international public

health monitoring and evaluation can be estab-

lished. Reports received from Member States

since 1985 show that the countries of the Re-

gion have increasingly taken this task more seri-

ously. It is now widely acknowledged that health

targets must be supplemented by efficient moni-

toring, based on workable indicators. If data are

not provided or are considered impossible to

compile, the effectiveness of existing and new

policies – what works or does not – cannot be

assessed.

Ethics and health
Ethical considerations in regard to health have

become more pertinent than ever because of two

main trends in Europe. First, the introduction of

new medical technologies has created a totally

new dimension within the traditional bioethical

discussions. Second, because of economic con-

straints, most European countries have suggested

limiting the expanding health services. Indeed,

many have already cut them. The population is

becoming more sharply divided into two groups:

the “haves” and the “have nots”.

The health care sector has had a difficult dilemma

in reconciling its commitment to ethical values

with economic and market realities. It is there-

fore more important than ever to provide health

care professionals, administrators and decision-

makers with good advice on ethical principles.

These must act as their guiding light, especially

under difficult circumstances and even in situa-

tions of armed conflict.

Member States have adopted two main strate-

gies: compiling the elements of patients’ rights

into a charter (France, Ireland and the United

Kingdom) or incorporating these rules into leg-

islation (Finland, Iceland, Israel, Lithuania and

the Netherlands). Many other European coun-

tries are in the process of doing one or the other.

The WHO Declaration on the Promotion of Pa-

tients’ Rights in Europe and initiatives taken by

the Council of Europe have greatly enhanced

developments in the area of health and ethics.
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8 CONCLUSION

This health for all evaluation has once again

shown the cardinal role of socioeconomic fac-

tors in improving and maintaining health in the

changing Europe of the 1990s.

There is a widening health gap between the NIS

and western Europe, with the CCEE occupying

an intermediate position. This applies to nearly

all indicators of health status. The achievement

of equity as the central plank of the health for

all policy remains under threat. It requires con-

siderable commitment and action from Member

States.

Unfortunately, the gap between rich and poor

also seems to have widened within individual

countries, with an increase in the number of

those who are poor or socially marginalized.

This is even true of many countries in western

Europe, where there is moderate progress to-

wards most of the health for all targets, though

limited in some cases. The ambiguous trends

in lifestyles and the environment, with their

related risk factors, may signal a decline in

health gain.

The overall situation in the CCEE and NIS has

shown unprecedented deterioration since

1990/1991. Communicable diseases have re-

turned as a priority concern for public health.

Noncommunicable diseases, such as cardiovas-

cular illnesses and cancer, continue to take their

toll with the spread of tobacco smoking, heavy

drinking and a poor diet.

One outstanding feature is the very high excess

mortality among middle-aged men, which

represents a significant mortality crisis in the NIS.

There is considerable evidence that a major part

of this crisis is related to the specific and espe-

cially damaging patterns of alcohol consumption

in these countries, though fortunately there are

recent signs of recovery.

The health care systems in many countries have

tried to transform their structures radically, and

to employ a mix of public and private funding to

improve efficiency, effectiveness, the quality of

care and the satisfaction of users and providers.

The principles of health for all remain fundamen-

tal for health development. The belief of Mem-

ber States in these principles is reflected in the

fact that about half of them have already formu-

lated national health policies based on this ap-

proach. The lesson of their experience is that the

implementation of health for all policies requires

very strong political commitment, backed by

substantial time and resources.

Recent developments have underscored the

value for Member States of setting explicit tar-

gets for health policies, and committing them-

selves to a regular monitoring and evaluation

process. This approach helps to ensure that all

available resources are mobilized for health gain,

and that the pledges of Member States are trans-

lated into action.

The importance of such action is once again un-

derscored by the results of this evaluation which

show that, along with new developments in the

Region, historical concerns persist. The conclud-

ing sentences from the first evaluation of progress
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towards health for all in the European Region

are as valid today as they were in the 1980s:

Of particular concern is the evidence of worsening in-

equities in some countries and the lack of progress with

regard to some factors that influence health status.

Prominent among these are health-damaging lifestyles,

which (combined with factors in the social environ-

ment, especially long-term unemployment) may have

a highly deleterious cumulative effect on the particu-

larly vulnerable sections of our populations, including

our youth. The health of our future generations is at

stake. Action is urgently needed if we are to achieve

the goal of health for all.


