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Health for all remains the overall goal of WHO and its Member States. Since 
the International Conference on Primary Health Care, held in Alma-Ata, USSR, in 
1978, profound political, economic and social changes have taken place in many 
parts of the world. In the health sector there have been demographic, as well as 
epidemiological, transitions combined with marked advances in health care 
technology. On the basis of an analysis of these changes, this paper sets out four 
directions which should provide the main thrust for public health action at global, 
regional and country levels to speed up progress in implementing strategies for 
health for all through primary health care. Its contents are intended to generate 
discussion on the subject in the Executive Board. 
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1. In 1977 the Thirtieth World Health Assembly declared that "the main social target of governments and 
WHO in the coming decades should be the attainment by all the citizens of the world by the year 2000 of a 
level of health that will permit them to lead a socially and economically productive life".1 The strategy to 
achieve that goal was adopted by the Health Assembly in May 1981. 

2. Since 1981 there have been two cycles of monitoring implementation of the strategy and two of 
evaluation. The latest is the second evaluation covering the period 1985-1991, which has just been completed 
(see document EB89/10). 

PROGRESS TOWARDS HEALTH FOR ALL 

3. The salient findings of the second evaluation show that there is strong political commitment to the goal 
of health for all and related policies and strategies. There has been substantial improvement in health status, 
as reflected by infant mortality rates and life expectancy at birth, and in health service coverage by various 
elements of primary health care. 

4. Between 1980 and 1990 the world's population grew by about 1.7% per annum and the fertility rate 
declined from 3.72 to 3.40. Infant mortality is declining but not at the same rate for all countries. The same 
trend is observed for childhood mortality, with a faster decrease in death rates among children aged 1 to 5 
years than in infant mortality rates. Causes of death among children under 5 years of age in developing 
countries show a significant reduction in mortality from vaccine-preventable diseases (Table 1). 

5. Trends in life expectancy between 1950 and 1990 showed a general increase, with a rapid improvement in 
developing countries, although the gap tended to widen between the least developed and other developing 
countries. However, even in developed countries, these extra years are not always healthy ones, as can be seen 
from the evolution of disability-free life expectancy in selected countries (Figure 1). Furthermore, the effect of 
an aging population on health costs is important, as per capita expenditure on health for those over 65 years is 
much hi^ier than for those under 65 years (Table 2). 

6. This effect is worsening in developed countries with the rapid growth of the elderly population, combined 
with the related importance in morbidity and mortality patterns assumed by circulatory diseases, cancer and 
other chronic diseases. Developing countries are progressively experiencing the same types of demographic 
and epidemiological transition, which result in a double burden of communicable diseases and chronic diseases 
(Figure 2). 

7. Encouraging gains have been achieved in terms of health services coverage, but the differences between 
the least developed countries and other developing countries remain striking (Figures 3 and 4). Often, a high 
level of coverage may have been achieved for one element of primary health care, such as immunization, but 
not for another, such as safe water and sanitation. Any positive impact on health of this improvement in one 
area may be offset by lack of progress in another. This higWights the crucial importance of an integrated 
approach to primary health care. A further obstacle to a balanced delivery of health care is the inability of 
many governments to ensure adequate human resources and the sustained financing and material resources to 
support their policies. 

8. Economic uncertainty has persisted, with a significant slowing down in the pace of growth in many 
countries. Overall, the gap in per capita gross national product has widened between the developed countries 
with market economies and the developing countries, whose financial difficulties, especially for the least 
developed of them, have grown worse. For them, the economic environment has continued to be unfavourable 
to the implementation of health-for-all strategies. 

9. Weighted central government expenditure on health varies from US$ 606 per capita in developed 
countries with market economies to US$ 9 for all developing countries and US$ 3 in the least developed 
countries. There is a correlation between a country's health expenditure and its health status as expressed by 
life expectancy at birth and infant mortality rates (Table 3). However, health status varies widely for each level 
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of health expenditure, suggesting that the question is not only how much is spent but also in what way and 
where. 

10. From the data provided above it is clear that progress towards health for all is more rapid in the 
developing than in the least developed countries, and that while disparities in health status between developed 
and developing countries appear reduced, the gap between the least developed and other developing countries 
has increased. Although, as compared to 1980, millions more people are now covered by the essential 
elements of primary health care, there are millions more who are not. Moreover, better coverage does not 
necessarily mean better quality of care. The second evaluation makes it quite clear that, while there have been 
advances in the provision of care to individuals, we are still a long way from achieving equity and social justice. 

11. That there has been insufficient implementation of the strategy for health for all is due to a number of 
obstacles and constraints, both outside and within the health sector. From among these obstacles and 
constraints a few can be singled out: 

(1) failure to study the interdependence of health development and socioeconomic development 
and to admit the power of economic issues in bringing about and sustaining change; 

(2) failure to extend health action beyond the narrow confines of the health sector controlled by 
health professionals; 

(3) insufficient anticipation of the special needs of the vulnerable, and socially and economically 
marginalized, groups; 

(4) the rigidity of health systems, and lack of political strength to reorient resources towards 
primary health care and to give priority support to those most in need; 

(5) difficulties in involving all those who should be concerned (individuals, families, communities 
and local nongovernmental organizations as well as health personnel), individually and collectively, 
in health care delivery; 

(6) difficulties, because of weaknesses in, or lack of, appropriate infrastructure, in bringing 
together relevant programme activities in order to provide integrated health care on a continuing 
basis; 

(7) managerial weaknesses within the health system, particularly at the operational level. 

12. Even as we begin to consider the issues identified above, our society is being forced to address new 
issues that will impinge on the health sector in the coming years. 

EMERGING ISSUES AND NEW TRENDS 

13. The strategy for achieving health for all was based on the realities prevailing as the decade of the 1980s 
began. Although the fundamentals of the strategy remain valid, the past 10 years have seen rapid and often 
unpredictable change in the global political situation, world economic conditions, and social systems in many 
countries, not to mention growing environmental concerns. The epidemiological transition is linked to changes 
in life-style and the environment and the rapid aging of populations, leading to growing prevalence of cancer, 
cardiovascular disease, diabetes and other chronic conditions. Worrying trends in mortality due to accidents 
and suicide are being observed in adults in the developed countries (Table 4). The double burden in 
developing countries of communicable diseases and "diseases of affluence" is being aggravated by the spread of 
the AIDS pandemic and the resurgence of old scourges such as malaria, tuberculosis and cholera. These 
developments must be taken into account in implementing public health action geared to achieving the goal of 
health for all through primary health care. This requires the health sector to give due attention to the 
relationship between health and development, and to expand cooperative action beyond the confines of the 
sector in order to attain health-for-all goals. 

14. Increasingly, health problems and their causes transcend national boundaries, calling for global solutions. 
At the same time, the instant and worldwide dissemination of information is creating acute public awareness of 
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the socially and ethically unacceptable suffering of people caught in circumstances beyond their control. This 
has resulted in massive mobilization of the general public in support of those in need, and in a call for the 
"right to intervene" for humanitarian purposes, even at the expense of national sovereignty. 

Human rights and social values 

15. Health is a human right. "Health for all" is concerned not only with the provision of health care to 
everyone but also the provision of care throughout the entire life of each individual, from conception to death. 
This implies that each individual has the right throughout his or her lifetime to know about health, to be 
protected against major health risks, to have access to promotive, preventive, curative and rehabilitative care 
and to live in an environment supportive of health. The WHO Constitution is explicit in this matter in 
declaring that "the enjoyment of the highest attainable standard of health is one of the fundamental rights of 
every human being •••"’ health being defined as "a state of complete physical, mental and social well-being". 

16. There is a growing worldwide trend towards greater democracy and democratic values, with stronger 
emphasis on the individual. Individual expectations have risen simultaneously, and are being expressed more 
vigorously. Thus, in addition to a guarantee of basic health rights, the demand is growing for improvements in 
basic standards of living and quality of life, with an assurance of security in health, food, housing, and 
education. Social ethics require that special attention be given to the underprivileged and vulnerable groups, 
thereby ensuring their participation in society. 

17. One of the fundamental principles of primary health care is that the desire for health should originate 
from people themselves, and that governments should have a commitment to enable people to be healthy. 
However, individual rights and demands, if exercised without due responsibility, can create social problems, 
and distortion in priorities and distribution of resources. Social values define the boundaries within which 
individuals are free to exercise their rights and provide a safeguard for the rights of the community, but what is 
the proper limit for each? 

The economy and health 

18. Different economic "paradigms" have influenced approaches to policy-making, and to the financing and 
management of health care, ranging from dominant public to dominant private services. They have had a 
varying impact on health and the provision of care, but all are now faced with serious problems of affordability 
and sustainability. Hence the need to review and modify existing structures and practices in order to improve 
efficiency. 

19. This need is heightened by the possibility of a decline in the international flow of resources to developing 
countries, for a number of reasons, including a decrease in the global supply of capital and the increasing 
requirements of some countries, such as those of central and eastern Europe. The resources that many 
developing countries can generate themselves usually derive from a limited range of exports - mostly 
commodities and labour-intensive manufactured goods • and from tourism, which in turn depend on such 
factors as global economic growth and political stability. 

20. At the same time, defence expenditure in developing countries tends to be high, representing as much as 
13% of central government expenditure, a much higher figure than for health. However, the decline in military 
expenditure in real terms observed towards the end of the 1980s opens up the prospect of a reallocation of 
resources to human development. Low military spending may eventually become a condition for international 
support. How real is the prospect of a "peace dividend" that would accrue to the health and social sector? 

21. The structural adjustment measures adopted by many countries have often resulted in fewer resources 
for the social sectors. To maintain improvement in health status and to ensure continued progress, 
governments need to be convinced that investment in the social sector, and in health in particular, is essentially 
an investment in development. Pursuit of economic growth may obscure the purpose of development, for even 
if attention tends to focus on "productive" sectors, in the end the overall aim is to raise the quality of life, in 
which health is seen as a central component. 

22. In developed countries a shift is taking place in the economy, from production to services. Yet the 
economic output of many of these service activities is not included in common economic indicators, such as 
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gross national product, which makes it difficult to define the balance between production and service. How 
should the output of services, which include health services, be properly reflected? In addition, for optimum 
use of resources, it is no longer adequate to think purely in terms of the public or the private sectors. The 
challenge is to find methods of health financing which will deal with the problems of inequity and inefficiency 
and at the same time control overall levels of health expenditure, using new blends of public and private 
interaction in the financing and provision of health care. 

Demographic trends and health 

23. Health, population and development are inextricably linked. When a balance exists between economic 
and demographic growth, and populations can be well fed, healthy, educated and employed, they constitute the 
most valuable national resource for development. Yet population growth can outrun the coverage capacity of 
the health services. In the same way, population movement can create new needs more quickly than 
capabilities for responding can be increased. 

24. Population structure influences the pattern of needs, and the demands on the health sector. In most 
industrialized countries and in some developing countries, both the proportion and the absolute number of 
people over the age of 65 years are increasing. As people live longer, the number of cases of disability and 
chronic illness rises, leading in turn to the need for a different type of care. Although longevity is rising in 
many countries, the quality of life often is not, particularly in later years. This demographic transition, 
combined with the epidemiological transition from acute diseases to chronic and/or life-style-related diseases 
and diseases of the elderly, such as dementias, modifies a country's ability to meet its people's health needs. 
Since the health status of the old depends on the habits of a lifetime, people must be given the opportunity to 
live healthily from a very young age. 

25. By the end of the 1990s, over 1 million adult deaths from AIDS can be expected each year, half of these 
in Africa and a quarter in Asia. In some high-incidence areas, adult mortality has increased three times in a 
period of five years. Unless more effective ways of control and treatment are found, the AIDS pandemic will 
have a significant demographic impact, with social and economic consequences. In some instances, 
deterioration in the national economy, combined with migration to the cities, aggravates the problems of urban 
slums and accelerates the spread of HTV. 

Environment, life-styles and health 

26. Health status and disease patterns have been evolving as a consequence of environmental change as well 
as of social and demographic change. In many cases, economic development has had adverse effects on the 
environment. The degradation of the environment has in turn provoked an increasing number of natural 
disasters and created conditions harmful to human health and development. Man-made disasters cause 
significant losses, not only to productivity but also in terms of human lives and materials. In developing 
countries the health and social consequences of such environmental change have been profound, ranging from 
malnutrition to the resurgence of such serious health problems as malaria. 

27. Urbanization which outstrips the carrying capacity of the infrastructure brings with it a large burden of ill 
health, caused by unemployment, inadequate housing, roads, water supply and health services, and the resultant 
stress. It is the vulnerable groups, such as women and children, that are worst affected, and many cities in 
developing countries face the growing problem of "street children". 

28. Problems of environment cannot be regarded in isolation. The economic forces that impel industrialized 
countries towards their high consumption of energy, and the developing countries to overexploit their natural 
resources, must be taken seriously into account. Interest groups promote and protect their respective 
mandates, while ecological degradation continues and its harmful effect on health grows. Unless all sectors are 
involved in a compromise which ensures an equitable sharing of the world's resources, there can be no long-
term solution. What needs to be assured is that future generations are not required to pay the price for the 
often irresponsible consumption of the present. 

29. The environment and life-styles are also linked in a particularly intimate way. A healthy environment 
supports and sustains healthy life-styles, and vice versa; it is not possible to have one without the other. 
Merely giving people the knowledge to make healthy decisions does not ensure that they will, unless they are 
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supported and sustained by other measures. Yet it is precisely when confronting this question of personal 
choice that the conflict between the rights of the individual and those of the community becomes most evident. 

30. The diseases associated with life-styles prevalent in industrialized countries are now making rapid 
headway in developing countries. An increasing part of preventable ill health and death stems from behaviour 
choices, the clearest examples being cardiovascular diseases, lung cancer and AIDS. There is therefore a great 
need to improve our understanding of the factors operating to promote health and prevent disease, not only in 
terms of human behaviour but in the larger context of the society in which we live. 

Health systems 

31. The overall concern of health authorities must be to deliver services as efficiently and effectively as 
possible, through a comprehensive infrastructure covering the needs of communities at the periphery, with 
sustainable support from the intermediate and central levels. In the concept of primary health care, emphasis 
has been placed on decentralization of authority and decision-making in the health sector, and on the 
integration of promotive, preventive and curative services. However, governments cannot satisfy all 
expectations and demands for health services. Consequently, parallel markets have developed in most 
countries - both rich and poor - where additional services are provided, for example, by the private sector or by 
traditional health workers. Another type of parallel or "hidden" market requires consumers to make additional 
"hidden" payments to gain access even to those services to which they are entitled. The issue is how to obtain 
equitable distribution of health resources and their optimum effect, however they are provided. 

32. ^^Community involvement in decision-making is important for fostering responsibility and support. 
However, the critical interface between local priorities and aspirations and the vision of central planners and 
policy-makers is not always well articulated. Moreover, at a time when all resources need to be tapped and 
applied to work towards national health goals, governments still tend to concern themselves only with the 
resources of the public sector for which they are responsible; resources outside the purview of the public 
sector fail to be taken into account. 

33. Since the volume of resources as a whole is unlikely to expand, it is vital to use those that are available 
efficiently, avoiding wastage, duplication of effort and the inappropriate use of expensive technology. 
Effectiveness and efficiency require the smooth and coordinated interaction of diverse structures and 
processes; yet managerial weakness, combined with the tenuous cohesion between structure and function, has 
been a considerable impediment in many countries. 

Technological advances 

34. The vast range of new medical technology has increased the cost of health care. While much of this may 
improve understanding of physiological and pathological processes, its contribution to the quality of life is more 
limited. The acquisition of the best-suited technology presents difficult decisions in terms of resource priorities 
and popular and professional demands in both developed and developing countries. 

35. Furthermore, advances in molecular biology, genetics and biotechnology allow individual susceptibility to 
certain diseases to be predicted, but the application of this knowledge can raise complex ethical and social 
issues. 

36. Advances in communication technology can be exploited effectively to improve people's knowledge and 
awareness. At the same time, the heightened perception of the outside world gained through the media raises 
expectations and can influence the level and patterns of demand for health care and services. 

KEY ORIENTATIONS FOR NEW PUBUC HEALTH ACTION 

37. The challenge facing Member States and the international community is how to respond to the new 
issues affecting the health sector, at the same time reducing the present unacceptable inequities in health. It is 
clearly no longer possible for us to continue doing what we have always done. Tomorrow cannot be just more 
of yesterday. We need flexibility and pragmatism as much as innovation, and the stress must be on action. To 
this end a framework for new public health action must be defined that is adapted to current and changing 
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realities (economic, social and political) at global, regional and country levels and reflects demographic and 
epidemiological profiles - in other words a new paradigm for health. 

38. Recognition that health transcends boundaries, be they sectoral or geographical, must be translated into 
positive action to achieve greater intersectoral cooperation and international solidarity. This implies that the 
health sector must be able both to interact with other sectors in terms they understand and to understand the 
perspective of those other sectors. Broader assessments of health issues will be needed, encompassing 
economic, political, cultural, sociological and epidemiological aspects. To achieve intersectoral cooperation in 
health will require new attitudes and new skills among health professionals and, above all, greater facility in 
communication. 

39. Emphasis must be placed on implementation, building on the progress made so far, rather than on the 
further elaboration of concepts. The aim is to maintain progress where it has been rapid and to accelerate 
progress where it has been slow, priority being given to countries and people most in need. 

40. The critical issue in human development is participation by people and the widening of their choices. 
This must underlie all action to accelerate health development. In this context, the wide range of specific 
activities required to achieve the goal of health for all can be grouped into four major directions: protecting 
and promoting health; ensuring access to care; mobilizing resources for health; and monitoring and evaluating 
public health action. 

41. WHO's Ninth General Programme of Work covering the period 1996-2001 will respond to these four 
directions and develop their components accordingly. WHO, as a specialized agency of the United Nations, 
has a unique mandate for health. Even 45 years ago, when its founders drew up the Constitution, due 
recognition was given to the impossibility of fulfilling that mandate without considering the broader social, 
political and economic realities within which health must operate. Therefore, WHO cannot confine its work 
purely to questions of the prevention and treatment of disease. The Ninth General Programme of Work must 
place stress on WHO's role as a major actor, within the United Nations system, in socioeconomic development, 
and new ways must be found of effective and efficient multisectoral collaboration at country, regional and 
global levels. 

Protection and promotion of health 

42. Human health should be seen in a physical, social, behavioural and ecological context. In this holistic 
model, promotion of health plays a prominent part. 

43. The rights and responsibilities of individuals, families and communities to protect and promote health 
and to prevent illness need to be reasserted. However, the role of government is critical. It is government 
policies that determine the quality of life of people and ensure that they receive health care of an acceptable 
quality, using appropriate technology. It is governmental action, and government institutions, that can 
effectively coordinate the support provided by voluntary groups, the community and individuals. The 
government can also create a supportive environment through legislation, intersectoral coordination and 
mobilization of appropriate resources. Governments that have hitherto concentrated on providing curative 
care to their people must direct their attention also to health promotion. Even in curative and rehabilitative 
care, health promotion is becoming essential, requiring the involvement not only of those needing care but also 
of their families and friends. This calls for a change in the values and attitudes of people serving in the public 
health sector. 

44. Health promotion activities should involve other sectors making a contribution to health, such as 
education, food and nutrition, and environment. More effort should be directed to increasing the 
understanding of people working in those other sectors of their role in health matters, and to strengthening the 
capabilities of health professionals to develop collaboration with their partners in human development. 

45. In order to capitalize on people's increased interest in health matters, closer relations should be forged 
with the media, which should become partners in health protection and promotion. 
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Access to health care 

46. Governments have shown commitment and have made laudable efforts to provide health care to all. 
However, the results have not been uniform, and equity in health care has often been confused with equality. 
Renewed efforts are needed to bring support to the countries and population groups in greatest need. 

47. Individuals and families must have the opportunity to seek care when they need it, but also the right to 
demand the type of care they feel is appropriate. Appropriate care, including drugs and vaccines, should be 
available to the individual, whenever it is needed, in an integrated and continuing manner. In providing 
equitable care, special attention must be given to the vulnerable groups - the poor, the unemployed, women 
and children in many countries, and the elderly. In working with these groups, there is a need to recognize 
that there are variations in the ability of people to organize themselves in order to improve their economic and 
social status and secure benefits from government initiatives in both health and social welfare. 

48. Apart from their traditional role in protecting individual rights, controlling social costs and regulating 
within a context of individual freedom, governments must support vulnerable groups, especially women and 
children, and ensure their access to essential services. They must also act in areas where intervention by the 
private sector is non-existent or not possible, usually for economic reasons. 

Resources for health 

49. The all-too-common problem today is as much the lack of resources • which include appropriately trained 
human resources - as their inefficient use. In many countries one of the main obstacles to forming a cfynamic 
and motivated health team remains the lack of adequate material support. In developing human resources for 
health more emphasis must be placed on managerial and analytical capabilities, backed up by reliable and 
comprehensive information and tools. 

50. People themselves are the most important resource for health and can also make a significant 
contribution to maintaining their own health, provided they are equipped to do so. Local groups, associations 
or other organizations are invaluable partners in efforts to make the best use of the community's 
contribution, serving as a bridge between the grass-roots level and the government. Many have used innovative 
ways of involving people so that they take their own health destiny in hand. Such experiences should be 
documented and made widely known. 

51. Government resources alone will not be sufficient to underwrite services and ensure their efficient 
operation. A wide range of cost recovery schemes is being applied in different countries but their long-term 
impact, particularly economic returns from investment in health, has not been properly assessed. None the 
less, health cannot be left entirely to market forces. Questions of who should pay, how to pay and how much 
to pay need to be guided by considerations of equity, ethics and human rights. A basic concern is to ensure 
overall and sustained financial support for health development. 

Evaluation of public health action 

52. Traditionally, the health sector has been mostly concerned to record only the resources allocated for the 
services it provides. Monitoring and evaluation, when they have been carried out, have focused on output and 
have been based on classical indicators such as morbidity and mortality rates, life expectancy, and ratios of the 
health workforce and services to population. 

53. Emphasis must be placed on the effectiveness and efficiency of public health action and, since it is 
agreed that health is a multisectoral entity, the outcomes and impact of health action need to be monitored 
and evaluated in the wider social, political and economic context. In the same way, the effect on health of 
public policy needs to be studied. 

54. In support of this, new ways of analysing and interpreting a more comprehensive range of information 
must be developed. The skills of health personnel in analysing, monitoring and evaluating health and social 
interventions and their outcome need to be enhanced. Advances in information technology will provide 
opportunities for strengthening capabilities in this area. 
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CONCLUSION 

55. The goal of health for all is as valid today as when it was proclaimed by the World Health Assembly in 
1977, and the strategies for attaining it, based on primary health care, remain equally well founded. The 
evaluation of progress indicates that some approaches have given better results than others; these need to be 
strengthened and new ways devised to respond to the changes that have occurred. 

56. It has been repeatedly stressed that health is intersectoral and is becoming increasingly international in 
its scope and action. This blurring of boundaries, both between sectors and between countries, requires a more 
ready acceptance of involvement of others outside the confines of the health sector and an enhanced ability for 
concerted action across national borders on the basis of solidarity and partnership. 

57. The challenges for the future are formidable. Are governments prepared to rise to them, to be 
committed to total human development and to respect people's choices? Are they prepared to provide 
information, empowering communities and individuals to make the right choices? Are they able to formulate 
their health plans within the context of their national economic policies? Are they prepared to review their 
health systems and commit the resources necessary to ensure their proper operation? Are the health sector 
and health professionals willing to give up some of their traditional territory and power base so that 
intersectoral and international health work can become the norm? 

58. WHO, with its unique mandate as the international platform for dialogue on health and international 
health work, can help to accelerate the process of change. It can cooperate with countries in implementing 
their public health action and in enhancing their analytical capabilities for assessing economic, technological, 
political and social realities. It can facilitate the exchange of experience and transfer information on the 
lessons learned. It can monitor and distil the results of health action in uncharted territories, such as cost-
sharing in poor communities. It can collaborate with countries to find the right balance between integrated 
health action and social mobilization based on incremental health interventions. It can also help to create a 
new value system in which health is at the centre of human development. Such a value system should lead to a 
better resource flow for health - both nationally and internationally. This means that the impact of changes in 
the economy on the epidemiological profile, as well as the economic consequences of epidemiological change, 
must be anticipated and documented. 

59. As the international agency responsible for health, WHO can enhance solidarity in health by bringing 
together other organizations and bodies of the United Nations system, particularly the financial organizations 
such as the World Bank and the International Monetary Fund, GATT and the regional development banks, in 
support of national action for health linked to the national development process. It can mobilize the 
participation of dedicated voluntary and nongovernmental organizations and concentrate their work, which will 
be enriched by the synergy created. WHO must review its own structure in view of its evolving role and the 
resources it has available. 

60. WHO should be the driving force - and, with government authorities and other partners such as 
nongovernmental organizations, the major protagonist - for socioeconomic development through health. For 
this, new public health action will be required; in other words, a new paradigm for health, derived from an 
analysis and understanding of the health paradigm shift that has resulted from changes in society since the 
Declaration of Alma-Ata in 1978. 
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ANNEX 

TABLE 1. ESTIMATED CAUSES OF DEATH AMONG CHILDREN UNDER 5 YEARS OF AGE 
IN DEVELOPING COUNTRIES, 1985 AND 1990 

(as at 15 August 1991) 

1990 1985 

Cause of death category Number of 
% 

Number of Cause of death category 
deaths % deaths % 

(in thousands) (in thousands) 

1. Acute respiratory infections 
(ARI) alone (mostly 
pneumonia)* 3 560 27.6 3 300 24.4 

2. Diarrhoea alone 3 000 23.3 3 000 22.2 
3. Birth asphyxia 860 6.7 760 5.6 
4. Malaria 800 6.2 750 5.6 
5. Neonatal tetanus 560 4.3 800 5.9 
6. ARI - measles 480 3.7 1 100 8.2 
7. Congenital anomalies 450 3.5 400 3.0 
8. Birth trauma 430 3.3 380 2.8 
9. Prematurity 430 3.3 380 2.8 
10. Neonatal sepsis and meningitis 300 2.3 180 1.3 
11. Tuberculosis 300 2.3 300 2.2 
12. ARI - pertussis 260 2.0 400 3.0 
13. Measles alone 220 1.7 500 3.7 
14. Accidents 200 1.6 200 1.5 
15. Diarrhoea - measles 180 1.4 400 3.0 
16. Pertussis alone 100 0.8 200 1.5 
17. All other causes 770 6.0 450 3.3 

TOTAL 12 900 100.0 13 500 100.0 

ARI total (1,6,12) 4 300 33.3 4 800 35.6 
Neo- and perinatal, total 

(3,5,7,8,9,10») 3 830 29.7 3 700 27.4 
Diarrhoea total (2，15) 3 180 24.7 3 400 25.2 
Vaccine-preventable, total 

(5,6,11,12,13,15,16) 2 100 16.3 3 700 27.4 
Measles total (6,13,15) 880 6.8 2 000 14.8 
Pertussis total (12,16) 360 2.8 600 4.5 

* Including 800 000 deaths from neonatal pneumonia. 
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TABLE 2. POPULATION AGED 65 AND ABOVE AND HEALTH EXPENDITURE BY AGE, 
OECD COUNTRIES 

Country 
Percentage population 

65 and above, 
1985 

Ratio of per capita health 
expenditure on those aged 65 

and over to those under 65, 1984 

Sweden 17.9 5.5' 

United Kingdom 15.1 4.3 

Denmark 14.9 4.1 

Germany (ex. FRG) 14.8 2.6 

Switzerland 14.6 3.6* 

Belgium 14.0 1.7 

France 13.0 2.4 

Italy 12.7 2.2 

Finland 12.5 5.5 

Netherlands 12.1 4.5 

United States 11.9 3.9* 

Ireland 10.6 4.5 

New Zealand 10.5 4.2 

Canada 10.4 4.5 

Japan 10.3 4.8 

Australia 10.1 4.9 

* Ratio of total health spending of those aged 65 and over to those below 65. For other countries ratio 
reflects public spending only. 

TABLE 3. INCOME RANGES WITH CORRESPONDING RANGES FOR UFE EXPECTANCIES 
AT BIRTH AND INFANT MORTALITY RATES, 1988 

Income range Life expectancy Infant mortality 
(P.C. GNP in US$) at birth rate 

15 000 and above 71-78 5-25 

10 000-14 999 73-77 8-15 

5 000-9 999 61-77 7-80 

1 000-4 999 53-77 11-135 

500-999 47-66 49-128 

100-499 43-71 21-168 
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TABLE 4. RANK ORDER OF FIVE LEADING CAUSES OF DEATH (ICD CODES) 
FOR SELECTED INDUSTRIALIZED AND DEVELOPING COUNTRIES 

age group: 25-44 years (latest data available) 

Cause of death 
(ICD-9) 

Canada Japan USA Egypt Sri Lanka 
1988 1989 1988 1987 1985 

Accidents and adverse effects 
(E800-E949) 

Malignant neoplasms 
(140-208) 

Suicide (E950-E959) 

Diseases of the heart 
(390-429) 

AIDS (279.5) 

Cerebrovascular disease 
(430-438) 

Homicide and other violence 
(E969-E999) 

Diseases of the digestive system 
(520-579) 

Diseases of the genitourinary system 
(580-629) 

Infectious and parasitic diseases 
(001-139) 

2 

3 

2 

5 

3 

4 

3 

5 

2 

4 

Source: WHO mortality data base. 
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Figure 1 

Life Expectancy and Disability-Free Life Expectancy at birth 
United States of America (1970 and 1980) and England and Wales (1976 and 1985) 



Figure 2 

Estimated distribution of deaths from major diseases in 19851 

1 Total no. of deaths (in millions) = 49.0 
Developing countries = 37.9 
Developed market economies = 6.9 

Ill-defined and all 
other causes 

3 2 1 0 1 2 3 

Estimated number of deaths (in millions) 

Circulatory and certain 
degenerative diseases 

Perinatal diseases 

Neoplasms 

External causes 

Chronic obstructive 
lung disease 

Maternal causes 

Infectious and 
parasitic diseases 

Developing countries Developed market economies 

I 

i 

g
i
 

• 

• 
• 

1
5
 o
i
 

Г
 7
 6 

i 



Figure 3 

100 

Indicator 7: Primary health care available at least 
for the essential elements: developing countries 
1983 - 85 
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Figure 4 

Indicator 7: Primary health care available at least 
for the essential elements: least developed countries 
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