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This report summarizes progress in implementing the Global Strategy for Health for All 

during the period 1991-1993. It is based on national and regional monitoring reports. 

When necessary, use has been made of information from other sources, especially WHO 

programmes and official sources in the United Nations system. 

A total of 131 Member States (69%) with a total population of 4841 million (86%) reported 

on their findings in due time for analysis. The coverage, value and trends of global health-

for-all indicators that could be assessed are presented (separately) in document 

A48/INF.DOC./1. 

Section 1 (Introduction) highlights the process and some of the constraints of the third 

monitoring in so far as they affect the quality of the global report; sections 2 and 3 

summarize the trends of major determinants of health; section 4 assesses progress in the 

health status of the world population; sections 5 and 6 describe progress made in the 

extension of primary health care delivery and in the development of health systems 

needed to support it; section 7 examines financial, human and other resources available 

for health; and section 8 (Conclusions) summarizes health progress and trends over the 

period. 

Section 8 also examines the current deficiencies of the global monitoring process in the 

light of WHO'S mandate and invites the Health Assembly to review critically both WHO's 

support to national monitoring of health progress and WHO's role in establishing and 

maintaining an appropriate global health-for-all database for national and international use. 

Section 9 proposes a plan of action to strengthen monitoring of progress towards health for 

all. In accordance with decision EB93(6) on the WHO response to global change: world 

health status and WHO activity report, the current three-year health-for-all monitoring cycle 

will be replaced by a two-year cycle. 
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1. INTRODUCTION 

1. The assessment of progress towards objectives is a constant concern of decision-makers. It requires 
continuous observation and critical analysis of the services delivered to meet the objectives, of the processes 
set up to produce the services, and of the resources mobilized to feed those processes. Monitoring aims to 
detect at an early stage any variance from expectations concerning resources, processes, services and their 
impact on the populations to which they are addressed. It normally leads to periodic review of original 
assumptions and/or correction of actions that are unsatisfactory. Monitoring is therefore an essential function 
of management; it is the expression of managerial accountability. 

1.1 Monitoring health progress 

2. Responsibility for monitoring health progress rests with the individuals and groups who direct the 
managerial process for national and international health development. In 1977, the Thirtieth World Health 
Assembly, in reviewing the full meaning of health and the best way to foster it collectively, decided that the 
main social target of governments and WHO in the following decades should be the attainment by all citizens 
of the world by the year 2000 of a level of health that would permit them to lead a socially and economically 
productive life. 

3. The Global Strategy for Health for All by the Year 2000 (including a short list of indicators for global 
monitoring and evaluation) was adopted by the World Health Assembly in 1981 (resolution WHA34.36), and 
a plan of action for its implementation was approved in 1982 (resolution WHA35.23). The plan included 
a schedule for regular monitoring and evaluation to assess progress in implementing regional strategies and 
the Global Strategy. The first monitoring exercise was undertaken in 1983. Subsequent exercises were 
carried out as indicated in Table 1. 

TABLE 1. MONITORING AND EVALUATION OF STRATEGIES FOR HEALTH FOR ALL 

1st 
monitoring 

1st 
evaluation 

2nd 
monitoring 

2nd 
evaluation 

3rd 
monitoring 

Period covered 1981-1982 1983-1984 1985-1987 1988-1990 1991-1993 

Preparation of the report 1983 1985 1988 1991 1994 

Approval by governing bodies 1984 1986 1989 1992 1995 

Publication of the report - 1986-1987 1989* 1993-1994 -

* World health statistics quarterly, vol. 42, No. 4，1989. 

1.2 The current monitoring process 

4. Taking place three years after the second evaluation, the third monitoring is intended to assess progress 
in implementing health-for-all strategies over the period 1991-1993. 

5. Activities in preparation for the third monitoring began in early 1993. A common framework for 
monitoring was prepared with the collaboration of headquarters programmes, regional offices, national experts 
and five countries, where it was tested. In comparison with the framework used for the second evaluation, 
the common framework for the third monitoring required more effort for data collection, analysis and 
presentation, with the expectation that a far richer database would become available for national and 
international users. 
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6. The common framework for monitoring provided the basis for the collection, analysis and presentation 
of quantitative information on 89 indicators or subindicators for each country. It also presented the list of 
indicators jointly agreed upon by UNICEF and WHO for monitoring the health goals formulated by the 
World Summit for Children and invited countries to provide information on these whenever available. 

7. This common framework for monitoring was dispatched to WHO regional offices in August 1993. All 
but one adopted the common framework as it was and sent it to national health administrations, after 
translation where necessary. The Regional Office for Europe developed its own framework to reflect the 
specific nature of the health-for-all strategy adopted by the European Region. Care was taken to incorporate 
the global health-for-all indicators into the regional framework. 

8. Sustained efforts were made by regional offices to obtain the national reports in sufficient numbers to 
produce a meaningful regional synthesis. Even so, the returns were slow. By 15 August 1994 only 69% of 
national reports had been received by regional offices (see Table 2)，some of them too late to be incorporated 
in the regional office submissions to regional committees. The Regional Office for Europe reported that it 
could not make a meaningful analysis in time to prepare advance documentation for its Regional Committee. 
The Regional Office for the Americas relied heavily on data collected for another regional information-
gathering process (Eleventh report on health conditions in the Americas). Most regional offices drew a 
significant amount of information from sources outside WHO in order to complete their reports. In the 
Western Pacific Region, the Regional Committee's Subcommittee on Programmes and Technical Cooperation 
reported concern about the unsatisfactory response. 

TABLE 2. NATIONAL REPORTS ON THE THIRD MONITORING RECEIVED 
BY REGIONAL OFFICES, AS AT 15 AUGUST 1994 

Regional Office Expected Received % 

Africa 46 37 80 

Americas 36 21 58 

Eastern Mediterranean 22 16 73 

Europe* 50 27 54 

South-East Asia 11 11 100 

Western Pacific 24 19 79 

Total 189 131 69 

* The number of countries has increased from 33 to 50 during the period under review. 

9. The present report was produced on the basis of quantitative information extracted by regional offices 
from national reports, draft regional reports on the third monitoring, contributions from WHO headquarters 
programmes, and other sources outside WHO. Headquarters programmes and external sources had to be 
relied on far more than anticipated in view of the late submission of some draft regional reports, which could 
not be fully incorporated, and the severe limitations of quantitative information on indicators made available 
to WHO headquarters. 

10. Quantitative information on indicators was critically affected by two factors: insufficient returns from 
the countries, and insufficient processing of information at regional office level. As a result, the information 
reported to WHO headquarters on many indicators or subindicators was insufficient to enable the calculation 
of reliable global estimates or to assess differences in health conditions between rural and urban areas. The 
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quantitative data derived from the third monitoring eventually allowed for the analysis and presentation of 
essential information on only 17 of the 89 indicators or subindicators that were anticipated in the common 
framework for monitoring (see document EB95/INF.DOC./13). Nevertheless, this monitoring exercise has 
been an opportunity for countries to report on many aspects of their health development, which has 
contributed significantly to the elaboration of the present report. 

2. POPULATION AND SOCIOECONOMIC TRENDS 

2.1 Population trends 

11. According to United Nations estimates, the world population grew from 4850 million in the mid-1980s 
to 5285 million around 1990 and to an estimated 5630 million by 1994. This pattern of increase reflects a 
decline from a growth rate of 1.73% per year in the second half of the 1980s to 1.57% per year in the early 
1990s. 

12. The downward shift in the rate of world population growth that took place in the period between the 
second and third reports on monitoring is the first since 1975. Decline in the rate of growth is expected to 
continue unabated, according to current United Nations population projections, reaching an estimated modest 
0.5% per year by 2050. At 1.7% per year the world population doubles every 40 years, whereas at 0.5% it 
would double about every 140 years. 

2.1.1 Patterns of population growth 

13. The largest change in the rate of growth between 1985-1990 and 1990-1995 will be in the more 
developed regions. These will experience a one-third drop in their population growth rate from 0.6% to 0.4% 
per year. The greatest impact of declining population growth will nevertheless be in developing regions 
because of the much larger population involved, despite a smaller relative decline in the rate - from just over 
2% to 1.9% per year. In the least developed regions, the annual growth rate is even expected to increase over 
the period, from about 2.6% to 2.8%, the highest ever for these countries as a whole. This is largely due to 
the fact that, in some parts of sub-Saharan Africa, peak growth rates of 3% and more will be experienced 
between 1985 and 1995，and the population will double in 23 years. 

2.1.2 Long-term trends in births and deaths 

14. Since 1990, the decline in the birth rate has been greater than that in the death rate, finally dragging 
down the rate of increase in the population. Between 1985-1990 and 1990-1995，the world crude death rate 
will have fallen by 3% (from 9.6 to 9.3 per 1000 population), whereas the world crude birth rate will have 
dropped by 7% (from 27 to 25 per 1000 population). 

15. The experience of regions will differ, however, according to their level of development. Fertility rate 
will decline in all regions, but there will be a proportionately greater decline of 9% in the more developed 
regions to 12.6 births per 1000 population. Less developed regions will experience a decline of 7%-8%，to 
about 28 births per 1000, and least developed regions will show a modest 2% decline to 42.7 births per 1000. 

16. In the case of deaths, an increase in the crude death rate is actually expected in the more developed 
regions between the two periods, from 9.6 to 10.1 per 1000 population. This is because the populations of 
these regions are aging as fertility declines (fewer young enter the population) and life expectancy at older 
ages is extended. Consequently, these populations contain an increasing proportion of people in the age 
groups with the highest risk of dying. In the less developed regions, however, gains due to mortality rate 
decline continue, with a decline of 5% expected from 9.6 to 9.1 deaths per 1000 population. In the least 
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developed regions, where there is need for the greatest gains, the pace of deaths is slowing even more and 
the crude death rate is expected to decline by 7% to about 15 deaths per 1000 population. 

2.1.3 Population trends and social change 

17. The trends in birth, death and population growth rates in the different regions over this short period 
of human history result from, and reinforce, the continuing process of long-term social change. In the long 
term, fertility is declining worldwide as living conditions of families improve, child survival is enhanced, and 
women are enabled to use their time in ways other than child-raising and subsistence food production. 

18. Fertility decline in an entire country or region reflects a congruent choice made by countless individuals 
to reduce the number of their children; it also introduces, or is accompanied by, changes on an aggregate 
scale that have a variety of repercussions on society. The young tend to study longer and marry later. They 
establish smaller families, resulting in fewer young people entering schools and subsequently the workforce. 
Thus the society becomes relatively older and the proportion of dependent older persons increases. The 
family becomes a less permanent and less focal structure as family size declines and it becomes economically 
possible and socially acceptable for young adults, mothers and widows to establish and maintain households. 
Accordingly, the same changes that bring about decreased fertility tend to be associated with greater fluidity 
of family and household structures, higher levels of marital dissolution and a growing proportion of non-
nuclear households, for example, headed by single persons and females. 

19. These changes are associated with changes in the age pattern of a society's resource investment: 
children who are fewer and more likely to survive are given the benefit of longer education, and increased 
expectation of life in older age puts savings and pension-building in a new light. Both public and private 
expenditures and patterns of consumption shift in many spheres - such as housing and medical infrastructure -
from the needs of the younger to the needs of the older population. 

2.1.4 Trends in age structure 

20. The weight of dependency worldwide due to the population aged 0-14 years grew consistently from 
the 1950s to the second half of the 1960s. It then began to decline as birth rates declined worldwide. The 
weight of dependency of the population aged 65 years and older has grown steadily. At the time that the 
relative weight of young dependency was greatest, around 1965，the ratio of young to old dependency was 
7 to 1. In the period 1990-1995 the ratio will have fallen to 5 to 1. 

21. The situation is not similar for all regions. The aging of the population is greatest in the more 
developed regions, but in sub-Saharan Africa the proportion of the population aged 0-4 years peaked only 
around 1990，the peak of those aged 5-14 years will occur only around 2000, and the proportion of young 
adults is projected to increase to a peak around 2010-2015. 

2.1.5 Dynamics of population movement 

22. Migration between countries can have a substantial influence on population trends in terms of national 
population accounting, and movements within countries can similarly have large effects on subnational 
populations. At the global level, population movement across borders (migration) and within borders 
(dislocation or displacement) has no direct impact on global population growth. However, both internal and 
international migration have indirect effects on population growth as well as direct effects on social and 
economic conditions in the countries of emigration, among the migrant population itself, in the place of 
immigration, and within the zones of a country affected by internal dislocation. 
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2.1.6 Urbanization 

23. Even though urban residents generally have lower fertility, they also tend to enjoy lower mortality, so 

urban areas experience natural population growth. Additional growth due to migration can raise growth rates 

in urban areas to substantial levels. The average world urban growth rate between 1985 and 1990 is 

estimated at about 2.7%，almost 1% faster than the overall world population growth rate for the same period. 

The average world urban growth rate has been at about the same level since the early 1960s. 

24. In less developed regions, during the period 1985-1990 the urban population has grown at a rate that 
would imply doubling of the population in 18 years or so. In more developed regions, because rural areas 
have experienced negative growth since the 1950s, the increase in the proportion of urban population is more 
marked. While urbanization in more developed regions has generally been a manageable - if unplanned -
process, in less developed regions, it has not always been accompanied by urban development. Although 
most rural-urban migrants experience an improvement in living conditions after migration, for others, 
problems related to deficient or absent housing and service infrastructure in periurban areas can reach 
unbearable proportions. There are substantial implications for the health sector in such improvised 
urbanization. 

25. As a consequence of these trends, the phenomenon of "megacities" has arisen. In 1950，the world's 

largest urban agglomeration was estimated to have just over 12 million inhabitants, and seven of the 10 

largest cities were in the more developed regions. By 1990, the largest urban agglomeration contained 

25 million people, and seven of the 10 largest cities were in the less developed regions. The urban area 

projected to be the tenth largest in 2010 (Jakarta, Indonesia) is expected to have a population of just over 

17 million, more than the largest city in the world in 1970. 

2.1.7 Refugees and displaced persons 

26. Between 1990 and 1993, the numbers of international refugees and internally displaced persons 
increased by 40%, from 30 million to 43 million. It is estimated that at 1 September 1994 there were 
23 million refugees and 26 million internally displaced persons worldwide, a further increase of 14% since 
1993. Until recently, the dominant concerns were the political, economic and welfare problems of the 
dislocated people themselves. Recently the numbers fleeing from conflict have reached levels that have 
substantial implications for the management of health and welfare services in recipient countries. 

27. The region with the largest number of refugees is Africa, with an estimated refugee population of nearly 

7.5 million, followed by Europe (6 million), Asia (5.8 million) and the former USSR (2.3 million). North 

America has a refugee population of 1.3 million, Latin America has 131 000, and Oceania 50 000. Although 

seven African countries (in descending order Malawi, United Republic of Tanzania, Sudan, Guinea, Côte 

d'Ivoire, South Africa, and Burundi) are among the 10 countries with the most refugees, the countries with 

the largest refugee populations are in Asia: the Islamic Republic of Iran has 1.85 million and Pakistan nearly 

1.5 million refugees from Afghanistan. 

2.2 Trends in education 

28. The improvement in educational levels worldwide is assessed in a number of ways, including measures 

of enrolment in primary, secondary and tertiary education, and of educational resources, such as teaching 

staff, and private and public expenditure. Enrolment rates of children at the different levels of the educational 

system have significant direct implications for the society of a Member State - with regard to decisions about 

family size, the quality of the future labour force, and the future contributions of science and technology. 

The proportion of literate adults indicates both the level of social and economic well-being of a given society 

and the relative capacity of its adults to have access to information that helps them assure their family's 

health. 
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29. Adult literacy has been virtually universal in the more developed regions since mid-century. Progress 

has also been noticeable in developing regions over the last five decades. In the periods under review, the 

proportion of literate adults has continued to increase. However, there has been a continuing increase in the 

number of illiterate adults because illiterate children are reaching adulthood in larger numbers than literate 

children, even though the proportion of literate children reaching adulthood continues to grow. 

30. Development of women's access to literacy and education generally lags behind that for men, although 

the situation has improved in parallel with other long-term improvements in education and general well-being 

in the developing regions. According to UNESCO, the literacy level in women was about half that in men 

(54%) in developing regions in 1970，rising to 71% by 1992. Similarly, the proportions in the least 

developed regions were 38% in 1970 and 54% in 1992. The literacy gap between adult women and men is 

associated with social and educational discrimination against girls and women. Women will only be able to 

contribute to or take charge of the improvement of family living conditions, including income and health, if 

they have access to adequate education and to information through reading. 

2.3 Economic trends 

31. In the least developed countries the average annual growth of gross national product (GNP) over the 
past decade1 has ranged from -1% to 10%. Within this broad range, GNP grew at a rate of under 1% 
(including cases of negative growth) in roughly a quarter of these countries, at l%-3% in just under one-third, 
at 3%-5% in another quarter, and at more than 5% in the remainder. However, population growth outstripped 
or was equal to economic growth in over half of the countries where data are available for comparison.2 In 
only two cases could growth rates be considered high enough to suggest favourable conditions for sustained 
development. 

32. In other developing countries GNP growth rates ranged from (exceptionally) -6.6% to 10% for the 
monitoring period.1 Distribution shows a pattern similar to that of the least developed countries, with the 
exception of a somewhat higher proportion with a 3-5% growth rate. Population growth likewise exceeded 
or equalled economic growth in more than half the countries. However, one-fifth achieved clear-cut economic 
growth. 

33. In economies in transition, which in general have lower population growth, economic growth rates 
ranged from 0.5% to 4% for the monitoring period, although data are available for only just over half the 
countries. Data for the past decade for these countries conceal the dramatic changes in economic conditions 
that have occurred in the past five years, when substantial negative growth rates have been recorded for most 
countries. 

34. Economic growth rates in the homogeneous group of developed market economies ranged from 1.0% 
to 4.3% for the monitoring period. 

35. Taking as a measure of indebtedness the total debt service as a percentage of exports in 1992，the least 
developed countries in general are not overwhelmingly indebted.3 With the outstanding exception of one 
low-growth country, whose debt servicing absorbs more than 90% of its exports, just under a quarter of 
countries have debt-servicing ratios that range from 20% to 40%. In that group, the ratio is high (40%) in 

1 Trends derived from UNDP, Human development report 1994. New York and Oxford, Oxford University Press, 

1994 (Table 27). 

2 Trends derived from the World Bank, World development report, 1993. New York and Oxford, Oxford University 

Press, 1993 (Table 26). 

3 Trends derived from the World Bank, World development report, 1994. New York, Oxford University Press, 1994 

(Table 23). 
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one country, in another two it is 32% and 35%, and in three others it is between 20% and 24%. Among the 
least developed countries as a whole, roughly one-third have reduced their debt-servicing ratio when compared 
with 1980，but in two cases the ratio has risen substantially. 

36. Similarly, debt-servicing ratios appear to be relatively manageable in other developing countries. Again, 
with one exception, where debt servicing has risen to more than 70% of exports, the ratio is around 40% in 
two countries, in just over one-fifth of the countries it is between 30% and 39%, and in some two-fifths it 
ranges from 20% to 28%. Over one-third of the countries have reduced their debt-servicing ratios as 
compared to 1980. Nevertheless, in the remaining countries ratios have risen, half of them substantially. In 
a few cases the increase reflects the needs of growing economies but in the others it is coupled with low 
growth rates, a combination that is likely to hamper development. 

3. TRENDS IN ENVIRONMENT AND LIFESTYLES 

3.1 Health and environment 

37. The WHO Commission on Health and Environment reviewed the health impacts of environmental 
hazards and its report Our planet, our health became one of WHO's major inputs into the United Nations 
Conference on Environment and Development (UNCED) in 1992. This work produced a broader definition 
of links between health and environment which has stimulated new policy initiatives and actions in Member 
States (see sections 6.4 and 6.9). Detailed monitoring of progress towards health for all in the field of health 
and environment will have to wait until the next monitoring phase, as the current reporting included only the 
coverage of drinking-water and sanitation. An increase in the number of measurable indicators of progress 
towards health for all in this field is needed in most countries. 

38. In many countries traditional environmental hazards, such as poor drinking-water supply and sanitation, 
should still be the main focus of action for environmental protection (see section 5.3). Another traditional 
hazard of importance is the problem of indoor air pollution from biomass or coal, which may affect several 
hundred million people, mainly women and children. WHO is undertaking research to establish the 
quantitative relationship between such indoor air pollution and acute respiratory infections in children. 
Community-based programmes to develop effective interventions are being carried out in Africa and Asia. 

39. Other environmental hazards in rural areas highlighted in the monitoring reports are vector-borne 
diseases, accidental injuries and use of hazardous pesticides. Environmental management for vector control 
has been carried out in a number of tropical countries guided by the Panel of Experts on Environmental 
Management for Vector Control, a collaborative programme between WHO, F AO and other agencies. Efforts 
to bring pesticide safety training to all countries are being made by the International Programme on Chemical 
Safety. In more than 20 developing countries prevention activities have been strengthened by the 
establishment of poison control centres. 

40. Urbanization is another concern in the monitoring reports. Rapid immigration from the countryside 
to the periphery of cities has caused the growth of slum areas with insufficient shelter, water supply, 
sanitation and health services. Programmes to assist communities to improve environmental infrastructure, 
housing and public health services have been established (see section 6.2). Another aspect of urbanization 
is the sheer concentration of people, transport and housing, resulting in air pollution and traffic accidents. 
In some cities, air pollution from cars is one of the main public health problems; control measures include 
banning of driving on certain days. In other cities it is diesel buses that cause the greatest air pollution. 
These problems are on the increase in many developing countries and in the Newly Independent States of 
Europe. 

10 
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41. Developments in industry and energy production have resulted in severe air pollution in some countries. 
The use of coal in power plants and heavy industries is leading to major health problems, including an 
increase in mortality in the most polluted areas. Certain industries also have poor recovery systems for 
chemicals that pollute water and air. Local pollution disease outbreaks have occurred, both in the form of 
chronic poisonings, such as with cadmium and lead, and acute poisonings due to accidental emissions from 
chemical factories. 

42. Apart from the health risks of pesticides, other aspects of chemical safety are of concern to many 
countries. Adulteration of foodstuffs has caused chemical food poisoning and the use of organic solvents, 
poisonous metal compounds or strongly corrosive chemicals in workplaces, has caused a great number of 
poisoning cases. Moves are being made in many countries to coordinate occupational health and 
environmental health programmes to improve protection against these hazards. 

43. Pollution from industrial development and use of chemicals has also raised the risk of long-term future 
health damage due to global environmental change, ozone-layer depletion and climate change. Protective 
actions have to be taken at local level to correct this trend. The largest current sources of these problems are 
in developed countries, but the projections for future industrial development in certain large developing 
countries would make them major sources of pollution of this type unless effective preventive action is taken. 

44. The most positive developments have been in the area of national policy and programme development. 
Each country prepared a report on its environmental status before UNCED, and after UNCED many countries 
established intersectoral national committees to plan and implement prevention programmes under the auspices 
of Agenda 21. WHO has supported the participation of the health sector in this work in a number of 
countries (see sections 6.4 and 6.9). 

3.2 Promotion of healthy lifestyles 

45. Lifestyles are increasingly shaping health status and trends in both developed and developing countries. 
Demographic, social and economic changes have led to an epidemiological transition characterized by an 
increase in life expectancy and the emergence of lifestyle-related diseases as a major cause of death in 
developing countries. Socioeconomic and political constraints - especially unemployment and/or insufficient 
family income, rapid and unplanned urbanization, and population migration - have aggravated health-
damaging lifestyles and behaviours and have led to increased violence and a higher level of mental and 
behavioural disorders. These factors call for more substantial lifestyle-related policies and programmes 
worldwide. 

46. The promotion of healthy lifestyles has been accepted as one of the best investments for health gain. 
Integrated strategies which incorporate healthy public policy, intersectoral action and measurable health 
objectives and targets have now been developed in a number of countries. Many countries have established 
nationwide healthy lifestyles campaigns. A number of countries have also made plans to establish national 
health structures to coordinate and promote nationwide activities for healthy lifestyles, especially in the areas 
of healthy food habits, sports, leisure activities, responsible sexual behaviour, and the use of tobacco and 
alcohol. 

47. Healthy nutrition, as an aspect of healthy lifestyles, applies mainly to dietary habits; it does not 
necessarily refer to the availability or lack of food or to malnutrition (see section 5.2). Healthy nutrition is 
increasingly seen as an important element of healthy lifestyles, in particular because of the spread of dietary 
habits that can be harmful to health, such as the trend towards "fast food", in both developed and developing 
countries. The major concern is the imbalance in the nutritional value of the diets consumed, which causes 
an increase in diet-related diseases, notably coronary heart disease, stroke, diabetes and certain types of cancer 
(e.g. stomach, oesophagus, colon). As a result, many countries, notably in the Eastern Mediterranean, 

11 
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European and Western Pacific Regions, have undertaken healthy diet programmes as well as dietary 
programmes to prevent diabetes and heart diseases. 

48. Experience shows that dietary behaviour can change over a short period of time as a result of political 
will and the implementation of sound intersectoral policies on agriculture, food production, food processing 
and distribution, health, trade, education and public information. 

49. The benefits of physical activity for both physical and mental health are well recognized. Despite that 
evidence, sedentary modern life in many countries has led to increased physical inactivity. On average, 
western Europeans spend only 7 minutes a day in sporting activities and 13 minutes in gardening, compared 
to a staggering 3 hours 5 minutes watching television. Action aimed at monitoring levels of physical activity 
is insufficient or lacking. This is particularly due to weakness or absence of national policies on 
exercise/sport and health. However, some progress has been made in this direction in several developed 
countries. 

50. Sexual health is emerging as a specific lifestyle concern, particularly as it relates to HIV/AIDS, sexually 
transmitted diseases, teenage pregnancy and the use of family planning methods. The role of liberal sexual 
behaviour in the spread of HIV/AIDS is of growing concern. There is no evidence of significant decrease 
in rates of teenage pregnancy worldwide. Trends in abortion rates are difficult to monitor because of varying 
legislations, cultural barriers and the existence of illegal abortion. Education and health care services have 
not kept pace with the growing liberalization of sexual attitudes and behaviour, and rates of sexually 
transmitted diseases are increasing. Schools，the workplace and the family are relevant settings for promoting 
healthy sexuality, especially among young people, through culturally acceptable approaches and relevant 
sustainable policies. 

51. Mental well-being is an important indicator of healthy lifestyles and adequate quality of life. Mental 
health problems, including depression and anxiety, are rising, in particular as a result of the increasing 
prevalence of risk factors such as unemployment, migration and refugee displacement, war-related trauma, 
rapid social change and deep economic disadvantages. Indicators of violence and abuse are also more 
common. WHO estimates that as many as 28% of patients consulting general health care services have 
mental or behavioural disorders and that about 8% of disability and morbidity worldwide is due to such 
problems. Not only are more people at risk but the capacity of communities to care for people with mental 
illness is considerably reduced. This calls for greater political commitment, increased resources, stronger 
national plans of action, and programmes (including stress management) that emphasize community-based 
action for preventing and controlling psychological and mental health problems. 

52. Tobacco consumption remains a significant lifestyle concern. It is estimated that during the 1990s 
3 million people will die each year from causes attributable to tobacco. This will rise to 10 million 
worldwide in 2020, with 7 million in the developing world. Trends in the consumption of tobacco, especially 
cigarette smoking, vary between countries. There is an overall trend towards a slight decrease in tobacco 
consumption in a number of countries that have adopted strong anti-smoking policies and have implemented 
control programmes in the European, South-East Asian and Western Pacific Regions. However, there are 
increasing patterns of female smoking, especially in Europe. There is also concern about the increased 
activities (advertising and production investment) of transnational tobacco companies in eastern Europe, as 
well as in targeted developing countries. 

53. A number of countries in different WHO regions have formulated anti-tobacco intervention policies and 
plans. The majority of countries organize regular anti-smoking campaigns, but few have implemented tobacco 
control policies and legislative measures. Anti-smoking measures being implemented include declaration of 
smoke-free zones and/or public places, organization of anti-smoking campaigns, regulations dealing with 
tobacco production, advertising, sale and use, and promotion of sport for youth. However, complementary 
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action from the educational sector and support from the mass media are needed to increase awareness of the 
health hazards linked to smoking. 

54. Alcohol consumption and related problems remain generally high in many countries. Data are still 
insufficient, especially in developing countries, on trends in this area. While consumption data probably do 
not reflect the real picture because of the illicit production of alcohol in many countries, trends of high 
alcohol consumption are noted in many countries of the African and Western Pacific Regions and of central 
and eastern Europe. 

55. The European Region's Alcohol Action Plan (1992) stimulated a variety of alcohol control actions in 
most countries of the Region, with an overall goal of 25% reduction in alcohol consumption in Europe by 
the year 2000. Control measures include new legislation on advertisements, health promotion with intensive 
public information campaigns, and education through programmes in schools. 

56. Monitoring of the trends in illicit drug use is still difficult because of the lack of reliable and 
comprehensive information, although there has been a number of regional initiatives to improve reporting on 
patterns of substance abuse, especially in the Americas, Europe and South-East Asia. Efforts are being 
undertaken in a number of countries to develop and strengthen policies and plans of action to control 
substance abuse, with emphasis on reduction in the demand for illicit drugs, and the integration of services 
for the care and rehabilitation of drug dependants through primary health care and community development 
actions. It is estimated that in many countries of the European Region, one in five 16-year-olds will have 
tried at least one drug. Virtually all countries in the Region have mounted programmes of action and many 
have outreach programmes for drug users. In a few countries of the Western Pacific Region the rate of illicit 
drug consumption is decreasing due to strong control policies. A matter of particular concern has been the 
rapid increase in HIV infection associated with injecting drug use (in Asia) and sexual contact with infected 
drug users (in Europe). Drug regulatory procedures have been strengthened in some countries of the African, 
European and Western Pacific Regions, with joint support from WHO and the United Nations International 
Drug Control Programme. 

4. HEALTH STATUS 

4-1 Life expectancy 

57. The global target adopted in 1981 was life expectancy of over 60 years in every country of the world. 

58. From data reported by Member States it appears that life expectancy has increased worldwide by one 
year since the second evaluation and is now approaching 66 years. On average, women live seven years 
longer than men in developed countries and three years longer than men in developing countries. Average 
life expectancy at birth is 76 years in developed countries and 54 years in the least developed countries. Only 
26 developing countries (10% of the world's population) still have a life expectancy at birth of less than 60 
years. 

59. Of the 55 countries where life expectancy is equal to or greater than 70 years, three-quarters are in 
Europe (25) or the Americas (17). Only in one country of the Region of the Americas is life expectancy less 
than 60 years. In the European Region life expectancy ranges from 66.7 years in Latvia and 66.9 in 
Turkmenistan to 78.8 in Iceland and 78.2 in Switzerland. There has been a relative deterioration in life 
expectancy in the Newly Independent States of the Region, partly attributable to mortality associated with 
alcoholism and partly to the economic crisis. 
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4.2 Mortality rates 

4.2.1 Infant mortality 

60. The global target set for infant mortality is less than 50 per 1000 live births. 

61. Of the 144 million children born each year, more than 4 million die in the first month of life. For the 
140 countries supplying relevant information in 1994 (covering just over two-thirds of live births in the 
world), the infant mortality rate is 67 per 1000 live births, which is comparable to the figure for 1988-1990. 
The rate is 112 per 1000 live births in the least developed countries and 7 per 1000 in developed countries. 
In 47 developing countries (accounting for 49% of the world's live births), the infant mortality rate is equal 
to or in excess of 50 per 1000 live births, the global target. 

62. In the European Region, infant mortality continues to fall but disparities persist and are even increasing, 
with rates that range from 5 to 8 per 1000 live births in most western European countries to around 40 per 
1000 live births in some of the Newly Independent States. A slight increase in rates has even been noted 
recently in some of the Newly Independent States. In the Eastern Mediterranean Region, for the period 1991-
1993 the infant mortality rate is below 50 per 1000 live births in 11 countries that account for 31% of live 
births in the Region, but is still 100 or more per 1000 live births in two other countries. In South-East Asia, 
infant mortality has fallen in almost all countries, though it remains high in five (with rates ranging from 79 
to 134 per 1000 live births). In the Americas, only seven countries have an infant mortality rate equal to or 
in excess of 50 per 1000 live births. 

4.2.2 Mortality among the under-fives 

63. From the data received, it appears that in South-East Asia the mortality rate has fallen from 137 to 117 
per 1000 live births between 1990 and 1993. However, the rate seems to be rising in the African Region, 
although only 19 out of 46 countries (accounting for 52% of the population) provided statistics. In the 
Eastern Mediterranean Region, no conclusion can be drawn from the reduction in rate from 146 to 93 per 
1000 live births observed between 1988-1990 and 1991-1993, since it is calculated on the basis of data 
supplied by seven of the 22 countries of that Region, which are not the same countries that reported in the 
previous period. 

4.2.3 Maternal mortality 

64. Maternal mortality rates range from approximately 530 per 100 000 live births in the least developed 
countries to less than 10 in developed countries. Many countries at all levels of development have managed 
to reduce maternal mortality with a strategy combining improvement of the condition of women and family 
planning services, although 500 000 women each year still die of causes related to pregnancy or childbirth, 
and 16 countries - 11 of them in the African Region - report maternal mortality rates in excess of 500 per 
100 000 live births. 

65. Maternal mortality reflects the variety of levels of health development in Europe, with rates ranging 
from practically zero in small countries, or 3 per 100 000 live births in Greece, to over 54 in Kyrgyzstan. 
The general trend is downward, although there has been an upturn recently, particularly in some of the Newly 
Independent States. In the Eastern Mediterranean Region, for 1991-1993 the rate is less than 100 per 100 000 
live births in 10 countries (accounting for 36% of all live births in the Region). In South-East Asia there has 
been a slow fall in maternal mortality, though the rate remains high in three countries (Bangladesh, Bhutan 
and Nepal). It is relatively low in Sri Lanka and Thailand, and has recently risen in Mongolia. Only 13 
countries of the Region of the Americas provided figures for 1991-1993, ranging from 3 and 8 per 100 000 
in Canada and the United States of America to 220 in Guatemala. 
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4.3 Causes of death 

66. Of the 50 million deaths that occur each year, almost four-fifths are in developing countries; almost 
half are directly related to an infectious or parasitic disease. The distribution of mortality by cause remains 
comparable to that reported at the second evaluation in 1991. In developed countries, at the final stage of 
epidemiological transition, communicable diseases in children are generally controlled and the vast majority 
of deaths occur very late in life (almost three-quarters of deaths occur after the age of 65) as a result of 
chronic disease (Figure 1). Thus in Europe, cardiovascular diseases are the principal cause of mortality, 
accounting for more than 50% of all deaths in those aged over 65. Premature death rates through 
cardiovascular disease range from 40.5 per 100 000 in France to 248 per 100 000 in Latvia, a ratio of 1 to 
6. Globally, premature mortality due to cardiovascular disease is 2.5 times higher in men than in women. 

FIGURE 1. ESTIMATED DEATHS, BY AGE GROUP, IN DEVELOPED 
AND DEVELOPING COUNTRIES, 1990 
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67. In Europe, cancer is the second cause of mortality, accounting for over one-quarter of deaths before 
the age of 65. Lung cancer and breast cancer in women cause one-third of all deaths by cancer before the 
age of 65. 

68. Death due to external causes (injury and poisoning) is the third most common cause of death in Europe. 
In the countries that are in transition to a market economy, this form of death is taking on epidemic 
proportions because of social violence, the inadequacy of safety measures in occupational health, and 
psychological stress arising from new economic and social conditions. The homicide rate has increased in 
many countries, particularly in cities; in Colombia it reached 86 per 100 000 in 1993. The suicide rate has 
also increased in several countries, affecting mainly adolescents and young adults, among whom suicide is 
one of the main causes of death. 
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69. In developing countries at the first stage or in the midst of epidemiological transition, over one-third 
of deaths occur below the age of five, one-third between five and 64 and one-third above the age of 65 
(Figure 1); the main causes are communicable and parasitic diseases. In South-East Asia, the Western 
Pacific and Africa, acute respiratory infections and diarrhoeal diseases are still the two main causes of death. 

4.4 Morbidity trends 

4.4.1 Communicable diseases 

70. Each year there are around 2000 million episodes of acute respiratory infections among children 
worldwide, with 4.1 million deaths per year. Such infections are the first cause of infant and child mortality 
in developing countries. Acute respiratory infections account for 30%-50% of consultations for and 20%-40% 
of hospital admissions of children. In the South-East Asia Region alone, such infections, and especially 
pneumonia, are responsible for an estimated 1.36 million deaths in children under five who suffer from three 
to five episodes of such diseases each year. Pneumonia accounts for over 80% of all deaths from acute 
infections in the Americas. 

71. Diarrhoeal diseases remain one of the main causes of morbidity and mortality in infants and children 
in developing countries, being the second cause of morbidity in the African and South-East Asia Regions, 
and the first cause in the Western Pacific. Every year there are 1500 million episodes of diarrhoeal disease 
and more than 3 million deaths among children under five worldwide; 80% of deaths occur in the first two 
years of life. Cholera now affects five WHO regions, with an increasing number of cases imported into the 
European Region. In 1993，78 countries reported almost 400 000 cases of cholera. Over one-third of the 
deaths occurred in Africa. In the South-East Asia Region, all countries except Mongolia and the Democratic 
People's Republic of Korea reported a high prevalence of cholera, and the emergence of a new strain (0139) 
was reported in October 1992. 

72. Almost half the population of the world is exposed to malaria to some degree. In sub-Saharan Africa, 
it is estimated that there are between 270 and 480 million clinical cases of malaria per year，with between 
1.4 and 2.8 million deaths. Mortality due to malaria is estimated at 1.5 to 3 million deaths per year in the 
world. Approximately 1 million deaths of children under the age of five are attributable to malaria. In the 
Eastern Mediterranean Region, although the conditions for transmission of malaria still exist in most 
countries, eight countries have had only sporadic transmission. More than half of all cases in that Region 
are reported in Afghanistan, the Islamic Republic of Iran and Pakistan, although Plasmodium falciparum 
malaria is also endemic in Saudi Arabia and Oman. In South-East Asia, the situation has been more or less 
static for 12 years, with an incidence ranging from 2.6 to 3.1 million cases each year. Among endemic 
countries of the Western Pacific Region, the annual number of reported cases of malaria has been more or 
less stable in Thailand, Viet Nam and the Solomon Islands, which account for almost half of all reported 
cases in the Region. The number of cases in China, on the other hand, continues to fall. In the Americas, 
approximately 40% of the population lives in areas where the disease can be transmitted. 

73. Diseases preventable by vaccination are in general decline throughout the world, thanks to the progress 
achieved by the Expanded Programme on Immunization. However, there are still an estimated 2.9 million 
deaths each year from diseases preventable by vaccination. There are still some 45 million cases of measles 
each year, with more than one million children dying of the disease annually. The situation in Africa and 
South Asia is still a cause for concern, since in many countries conditions are particularly conducive to 
transmission and high case fatality. In Europe, incidence of measles declined in 1990-1991 but increased in 
1992-1993 (248 000 cases were reported in 1993)，and epidemics were observed even in countries that had 
maintained a high level of vaccine coverage. In 1992，the Americas reported the lowest number of cases of 
measles ever. 
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74. In 1993, the global number of deaths due to neonatal tetanus was estimated at 580 000，with 80% of 
them occurring in only 14 countries (five in the African Region, four in South-East Asia, three in the Eastern 
Mediterranean and two in the Western Pacific). In Europe, two countries reported cases in 1993. Only 25 
countries in the world have more than five cases of neonatal tetanus per 1000 births per year. 

75. For poliomyelitis, 141 countries reported zero incidence in 1993; 7898 cases were reported in 
46 countries. Europe reported 199 cases in 1993 with two major epidemics in Azerbaijan and Uzbekistan. 
The Western Pacific showed a 60% reduction in cases between 1992 and 1993，with only six countries 
reporting in the last three years. South-East Asia saw a 54% reduction between 1992 and 1993，explained 
mainly by the fall in incidence in India. Indonesia also had considerably fewer cases. The Eastern 
Mediterranean, on the other hand, reported an increase in poliomyelitis, mainly due to epidemics in Pakistan 
and Sudan. Endemic transmission of poliomyelitis has ceased in the Americas, where no case of the disease 
due to a wild virus has been detected since August 1991. Finally, it should be noted that the incidence of 
diphtheria, which is on the wane in practically all regions, has increased considerably in countries whose 
economic system is in transition (Russia with more than 15 000 cases in 1993，and Ukraine, Belarus, 
Kazakhstan and Uzbekistan). 

76. Over one-third of the world's population is now infected with Mycobacterium tuberculosis, the 
causative agent of tuberculosis. There are approximately 8 million new cases each year, 7.6 million of them 
in developing countries, and there are almost 3 million deaths. Tuberculosis affects especially the age groups 
that are most economically productive (15-59 years), and 95% of cases and 98% of deaths occur in 
developing countries. More cases have been reported recently in both eastern and western Europe. In South-
East Asia, tuberculosis remains a major cause of mortality, especially among adults. Approximately 2 million 
cases are reported each year, with more than half a million deaths. It is estimated that, given the frequency 
of dual infection with HIV and M tuberculosis, which is extremely high in the Region, the number of cases 
of active tuberculosis may rise by a factor of seven in the coming decade. In very many countries of sub-
Saharan Africa and the Caribbean, the incidence of tuberculosis is also likely to rise as a result of this 
association with HIV. 

77. More than 16 million adults and one million children have contracted HIV infection since the start of 
the HIV/AIDS pandemic, with 80%-90% of childhood infections occurring in sub-Saharan Africa. The 
number of HIV infections has continued to grow, especially in sub-Saharan Africa and in South and South-
East Asia. Available data suggest that, in populations at risk, there is a significant level of HIV transmission 
in some regions of North Africa and the Middle East, and in East Asia and the Pacific. By 30 June 1994， 
a total of 985 119 cases of AIDS had been reported to WHO since the start of the pandemic. Judging from 
available data on HIV infection around the world, it is estimated that there have been approximately 4 million 
cases of AIDS among adults and children throughout the world since the start of the pandemic. The 
proportion of AIDS cases reported from Asia rose to 6% in 1994. In the European Region, the distribution 
of AIDS cases among groups at risk shows a considerable increase among injecting drug users, with this 
group now accounting for 40% of all cases of AIDS in adults and adolescents. Heterosexual transmission 
is also on the increase in Europe (15.3% in 1993). 

78. The global annual incidence of sexually transmitted diseases other than AIDS is estimated at 
250 million cases, occurring predominantly in developing countries. Such diseases considerably increase the 
risk of HIV transmission. 

79. More than 2000 million people are infected with the hepatitis В virus. There are approximately 
300 million chronic carriers, and sequelae lead to over one million deaths per year, almost all avoidable by 
immunization. Hepatitis В is highly endemic in the whole of Africa, and in much of South America, eastern 
Europe, the Eastern Mediterranean, South-East Asia, China, and in the Pacific Islands, where 5%-15% of the 
population are chronic carriers. Vaccination against this disease has been included in the Expanded 
Programme on Immunization in the Eastern Mediterranean and South-East Asia. 
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80. Two other diseases threaten a considerable proportion of the world's population: schistosomiasis and 
dengue. Schistosomiasis is an endemic risk for 600 million people, 200 million of whom are infected, though 
these numbers are falling in most countries of the Eastern Mediterranean. Epidemics of dengue and dengue 
haemorrhagic fever threaten one-fifth of the world's population: approximately 1000 million people living 
in urban areas in more than 90 countries of Africa, the Americas, Asia and the Pacific Islands. Each year 
there are millions of cases and thousands of deaths. 

81. There would seem to be grounds for optimism over two other diseases: dracunculiasis and leprosy. 
Work on eradication of dracunculiasis has been stepped up and Asia is on the point of eradicating the disease. 
In India and Pakistan the disease is still endemic but the number of cases continues to fall. In Africa, it is 
endemic in 14 countries. Cameroon could well be the first African country to achieve zero incidence. 

82. The estimated number of cases of leprosy in the world fell to 2.4 million in 1994，as compared to 

5.5 million in 1991 when the target was set for elimination of the disease by the year 2000，using multidrug 

therapy. The disease is on the decline in all WHO regions; 85% of all estimated cases are concentrated in 

four countries of South-East Asia, one in the Americas and one in Africa. 

83. Some infectious diseases are regarded as priority problems for certain regions. In the South-East Asia 
Region, Japanese encephalitis and cerebrospinal meningitis are major causes of morbidity and mortality in 
Thailand, in certain states of India, in Bangladesh, Nepal and Sri Lanka. Visceral leishmaniasis threatens 
more than 100 million people in Bangladesh, India and Nepal, while lymphatic filariasis is a health problem 
in eight countries of the South-East Asia Region. The Eastern Mediterranean Region reports cases of 
leishmaniasis in 11 countries and cerebrospinal meningitis in 18. In Latin America, some 97 million people 
in 21 countries (a quarter of the total population) are exposed to the risk of infection with Chagas disease, 
which causes an estimated one million new cases per year, with 45 000 deaths. Epidemic outbreaks of yellow 
fever of varying intensity have been reported regularly by three countries in the Americas since 1988. In 
Africa, there has been a resurgence of African trypanosomiasis in many areas due to the weakness of 
epidemiological monitoring and control of this disease, and epidemics of cerebrospinal meningitis continue 
to extend beyond the traditional belt of the disease, to Angola, Burundi, the United Republic of Tanzania and 
Zambia. Onchocerciasis control is being devolved to national level in 22 countries in the Region; yellow 
fever is still a risk in 33 countries. 

4.4.2 Noncommunicable diseases 

84. Noncommunicable diseases are responsible for at least 40% of deaths in developing countries and 75% 

in industrialized countries. The main noncommunicable diseases, which include cardiovascular disease, cancer 

and diabetes mellitus, kill some 25 million people each year, two-thirds of them in developing countries. 

85. Cardiovascular diseases still cause 12 million deaths in the world each year. They cause half of all 

deaths in several developed countries, and are one of the main causes of death in many developing countries -

the major cause in adults. Many cardiovascular events are not fatal but may be sufficiently debilitating to 

seriously affect functional ability. This is difficult to assess in the absence of reliable morbidity data, but it 

may well be that 25%-30% of the cardiovascular disease burden arises from the disabling sequelae of stroke 

or other forms of heart disease. 

86. There are 7 million new cases of cancer each year, half of them in developing countries, causing some 

5 million deaths worldwide. Approximately 70% of cases are attributable to lifestyle (especially smoking 

and the environment) and nearly one-third should be avoidable. 

87. Diabetes mellitus affects at least 60 million adults, including 2%-5% of adults in Europe, and is 
increasing in developing countries in relation to changes in lifestyle. 

18 



A48/4 

88. Injury and violence still constitute a persistent or increasing cause of death and incapacity - especially 
among young people - in most countries. Mortality and incapacity attributable to road accidents continue to 
increase in many developing countries. On average there are 90 000 occupational injuries every day, with 
400 deaths and many more or less permanent disabilities. Domestic accidents are even more frequent than 
those in the workplace. 

89. Today there are at least 300 million people suffering from some sort of mental or neurological illness, 
often brought on by stress caused by the collapse of old habits and customs. The disappearance of the 
extended family in many developing countries, for example, reduces people's ability to cope with new 
situations. 

4.5 Disability trends 

90. There are increasing numbers of people who, having survived a serious illness or accident, have long-
term disabilities. Similarly, there are increasing numbers of elderly people in the world, living longer but 
not in perfect health. It is difficult to estimate the number of people suffering from disabilities since few 
communities keep their information up to date. Although information on disabilities is beginning to be 
standardized, it is not always easy to draw conclusions on trends. New information comes from Member 
States for the monitoring of health for all and from the Compendium on disability published by the United 
Nations Statistical Office. 

91. No figure can be given for global prevalence of disability. The limited information available suggests 
that, whereas levels below 5% are probably underestimates, 10% might be accepted as an approximation. 
Eight countries in Africa (accounting for 8% of the world's population) report a prevalence of disability or 
invalidity ranging from 1% to 7%. Each of these countries states that the available figures seriously 
underestimate the situation. In the Region of the Americas, Canada and the United States of America 
estimate levels of 15% and 20% respectively. Four other countries (5% of the Region's population) report 
levels ranging from 3% to 19%, with an average of 12%. In the Eastern Mediterranean Region, three 
countries (6% of the regional population) give estimates of 1% to 14%. In the South-East Asia Region, 
information from five countries (covering 80% of the Region's population) indicates levels of 1% to 4%, but 
these are clear underestimates according to the countries concerned and do not therefore give a valid estimate 
of the regional average. In the Western Pacific Region, China, the most populous country, conducted a 
community-based survey in 1977. The results of that survey and the information supplied by five other 
countries and territories (80% of the regional population) indicate disability levels of 1% to 5%, with a 
weighted average of around 5%. For six countries, representing approximately 20% of the population of 
Europe, available information suggests levels of between 7% and 21%, which are comparable to those of 
Canada and the United States of America. 

4.6 Nutritional status of children 

92. A birth weight of at least 2500 g for 90% of neonates is an indicator of good nutritional status of 
children. Globally, that indicator has not improved over the period 1991-1993. 

93. In the Eastern Mediterranean Region, the proportion of 90% of neonates weighing at least 2500 g was 
reached or exceeded in 13 countries, representing 39% of live births. In South-East Asia, three countries out 
of 11 report a proportion of at least 90%, while five report less than 80%. 

94. In the Region of the Americas, the global target was almost achieved (more than 89%) by the 31 
countries that provided this information for the period 1988-1990 and which account for almost all live births 
in the Region. 
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95. In Africa, protein-calorie malnutrition affects roughly half the population; in addition it is often 
compounded by deficiencies in iodine (39 countries), vitamin A (41 countries), and iron. The latter affect 
more than 60% of women and 50% of children under five years of age in this Region. 

96. In the European Region malnutrition is sometimes noted in war、zones, especially in children. 

97. It should be noted that in most countries the data are not completely representative of the actual 
situation. Conclusions are often drawn on the basis of information from hospitals and small-scale community 
surveys. 

98. Data supplied by countries for another health-for-all indicator, the height-for-weight ratio of children, 
are inadequate. Information on malnutrition is available in the WHO global database on child growth, which 
covers 87% of all infants and young children living in developing countries (Table 3). Those data from a 
representative sample of the population of 86 of those countries indicate that over one-third of children under 
five in the world still suffer from malnutrition. Of these children, 70% live in Asia, especially South-East 
Asia, 16% in Africa and 3% in Latin America. 

TABLE 3. GLOBAL AND REGIONAL ESTIMATES OF THE NUMBER AND PROPORTION 
OF CHILDREN SUFFERING FROM MALNUTRITION (B日NG UNDERWEIGHT), 1993 

No. (millions) Proportion (%) 

All developing countries 192.5 35.8 

Africa 31.6 27.4 

Asia 134.4 42.0 

Latin America 6.5 11.9 

Source: WHO global database on child growth. 

99. There is, however, an overall reduction in the prevalence of malnutrition in children in all regions 
except Africa where the absolute numbers of children suffering from malnutrition have increased, no doubt 
because of the significant increase in the population. 

100. Micronutrient deficiency, especially iodine deficiency, is a major public health problem in 118 countries 
(with a population of 1571 million). Vitamin A deficiency blinds more than a quarter of a million children 
every year. 

4.7 Summary 

101. To sum up, the state of health as reflected in morbidity and mortality indicators has improved at global 
level. There remains, however, a large discrepancy between developed and developing countries, as can be 
seen in Figure 2 which shows five global indicators of health status. Of these five indicators, two are 
indicators of positive health (life expectancy at birth and proportion of neonates weighing at least 2500 g at 
birth) and three are indicators of negative health (mortality in infants, under-fives and mothers). 
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FIGURE 2. PRINCIPAL GLOBAL INDICATORS OF HEALTH STATUS 
BY GROUPS OF COUNTRIES 
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5. IMPLEMENTATION OF PRIMARY HEALTH CARE 

102. Equity in the availability of health care has been an underlying principle of primary health care, a 
keystone of the health-for-all strategy and thus a critical element in monitoring progress of countries in the 
implementation of the strategy. The eight essential elements of primary health care were clearly elaborated 
in the Alma-Ata Declaration, namely, "education concerning prevailing health problems and the methods of 
preventing and controlling them; promotion of food supply and proper nutrition; an adequate supply of safe 
water and basic sanitation; maternal and child health care, including family planning; immunization against 
the major infectious diseases; prevention and control of locally endemic diseases; appropriate treatment of 
common diseases and injuries; and provision of essential drugs". The health-for-all global indicator on 
primary health care is expressed as the percentage of the population with access to at least the following 
elements: safe water in the home or within 15 minutes' walking distance, and adequate sanitary facilities in 
the home or immediate vicinity; immunization against diphtheria, tetanus, whooping-cough, measles, 
poliomyelitis and tuberculosis; local health care, including the availability of at least 20 essential drugs 
within one hour's walk or travel; trained personnel for attending pregnancy and childbirth, and for caring 
for children up to at least one year of age; and family planning. 

103. Progress in the implementation of primary health care must be measured not only in terms of the 
coverage of the essential elements but also in terms of the degree to which health status has changed or 
corresponds to the expected impact of particular interventions. It is apparent that primary health care has 
demonstrated its effectiveness in the African Region. However, vast discrepancies persist and, in some 
instances, these have increased in the delivery of health care to some regions. 

104. There has been some progress in some elements of primary health care, but for others there has been 
little improvement, and even a deterioration in some regions. In many countries the implementation of 
primary health care is fragmented. While the management and delivery of health care are being increasingly 
decentralized, health education and promotion tend to be highly centralized and are not infrequently outside 
the health sector. 

5.1 Health education and promotion 

105. Within the framework outlined by the Ottawa Charter for Health Promotion, focus and direction has 
been given to health promotion and health education activities at international, national and local levels. 
Initially this was mostly in industrialized countries. The Second International Conference on Health 
Promotion: Healthy Public Policy, held in Adelaide in 1988 and the Third International Conference on 
Health Promotion: Supportive Environments, held in Sundsvall in 1991，as well as their intercountry and 
country follow-up, have also disseminated the health promotion approach to many developing countries. 

106. Nearly all regions note a substantial discrepancy between the advocacy and policies of health education 
and the reality of implementing these policies with the necessary programmes, training and supportive 
institutions. Most regions recognize the need for health education and promotion, with many countries 
formulating or reformulating their policies. As with primary health care in general, the need to decentralize 
health information and education structures to regions and districts is clear. This process is being promoted 
in the African Region and has increased in the South-East Asia Region as part of the review of organizational 
structures for health education. 

107. Other sectors, particularly education and the mass media, are increasingly being involved in raising 
health literacy. A number of countries in each WHO region are in the process of strengthening their school 
health education programmes especially through updating of health curricula, training teachers and promoting 
healthy school environments. More intersectoral collaboration is needed to achieve the expected health 
promotion goals in and out of schools. 
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108. Most countries are using one or more media to disseminate health knowledge and create awareness 

about health. These efforts, especially in developing countries, require further planning, sustainability and 

selection of the most pertinent media, including the traditional forms of social communication. However, a 

shift away from inexpensive folk and popular media with wide outreach and towards electronic media is 

reported by the South-East Asia Region. This shift may limit the scope of dissemination of health 

information and hinder the correct understanding of health messages. 

109. Health campaigns are organized in practically all countries on the occasion of major local and/or 
international health events. Health education and promotion continue to be enhanced in all WHO regions at 
different levels and to varying extents. They are the elements of primary health care that obtain the greatest 
attention in the Western Pacific Region, in large part because of the high level of coverage of the biomedical-
based health services achieved in all but a few countries of that Region. Innovative approaches include 
Malaysia's lifestyle campaign, Hong Kong's community-based Health Ambassador and Singapore's new 
Institute of Health which focuses on health promotion activities. A few countries have systems for 
earmarking funds through specific taxation policies (e.g. tobacco in Finland, alcohol in Switzerland). The 
healthy cities project and healthy schools and healthy workplace networks are fast becoming global networks 
for health education and promotion. 

110. Despite policy advances, major constraints persist. There are insufficient qualified staff in the areas 
of health education and information. In 70% of the countries in the Region of the Americas, for example, 
there is no system for training and development of personnel in health education. This issue is crucial as 
many countries are lacking sufficient numbers of professionals able to plan and manage health education and 
promotion activities at national, regional and local levels. These countries also need to strengthen the training 
of health and health-related personnel in health communication, education and promotion skills. Other 
constraints are: centralization; separation or fragmentation of health education and promotion functions, with 
poor linkage or coordination with health care delivery systems; insufficient budgetary allocations in all 
regions; insufficient attention to needs assessment of health education and promotion; limited community 
involvement in planning and implementing health education activities; logistic and linguistic problems, and 
lack of access to health information by underprivileged groups. 

5.2 Food supply and proper nutrition 

111. The Declaration and Plan of Action of the International Conference on Nutrition, held in Rome in 1992， 
called on countries to develop national plans of action on nutrition by the end of 1994. So far, 15 countries 
have formed national committees for nutrition; 35 countries are currently preparing plans of action, and 14 
have drafted or finalized their plan. Ten countries or groups of countries in the European Region have 
government-mandated public policies on food and nutrition. In the South-East Asia Region, a national 
nutrition policy exists in India, Indonesia, Sri Lanka and Thailand and there are nutrition programmes in 
many other countries, including food-for-work schemes and programmes for vulnerable groups in Bangladesh. 
Short-term strategies include targeting interventions to vulnerable groups, food fortification, popularization 
of low-cost nutritious foods, and control of micronutrient deficiencies. Long-term programmes are directed 
at food security, improvement of dietary patterns through production and demonstration, policies for income 
transfer, land reforms, improvement in the status of women, and literacy, and support for breast-feeding. 
Iodized common salt will be available throughout Sri Lanka by the end of 1994. 

112. In the African Region, iodine deficiency diseases are being addressed in 23 countries, mainly through 

the distribution of iodized oil, although 13 countries have salt iodization programmes. Most countries have 

iron deficiency programmes directed to pregnant women. Support to programmes for the nutrition of infants 

and young children is being implemented through the baby-friendly hospital initiative in 28 countries and 

there is action on the International Code of Marketing of Breast-milk Substitutes in 33 countries in the 

Region. Nutrition information systems have been developed in eight countries in the Region, several of 

which are linked to surveillance that combines health data with climatic and agricultural information. 
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113. In Europe, the food industry has recognized and supported the importance of healthy eating habits. 
Food manufacturers are altering their production and marketing strategies to match interest in diet and health. 
These shifts appear to be due in large part to increasing awareness and activism by national nutrition groups, 
as well as by consumers, indicating that health promotion strategies can be effective in the long term. 

114. Dependence on imported food items is often the response to insufficient local production, according 
to experience in the Eastern Mediterranean Region. This may be due to a limited cultivable area; it may be 
an indirect consequence of oil industry development which attracts more people, increases soil salinity and 
creates a shortage of underground water; or it may be caused by the population growing faster than the 
increase in food production. Some countries have witnessed increased consumption of food, changing food 
habits and a trend towards "fast food" with low nutritional value and high fat content, fewer vegetables, fruits 
and high-fibre food. 

5.3 Safe water and basic sanitation 

115. The attainment of health for all will be largely dependent, in most developing countries, on success in 
expanding water supply and sanitation coverage until there is universal access. Planning for the provision 
of water supply and sanitation within the framework of health for all must provide for population increases 
up to the year 2000. The total population of the world's developing regions will increase by an estimated 
830 million between 1990 and 2000. Of this, fully 70% will be urban, 24% will be in Africa and 61% will 
be in the South-East Asia and Western Pacific Regions. 

116. Any assessment of progress in expanding coverage in recent years should use 1990 as the base, since 
that was the end of the International Drinking Water Supply and Sanitation Decade. Countries are 
implementing their national plans for the attainment of the goals of the World Summit for Children, which 
include universal access to an adequate and safe water supply and appropriate sanitation. 

5.3.1 Water supply 

117. At the end of 1990，an estimated 68% of the population of the world's developing countries had access 
to what was considered to be an adequate and safe water supply according to national criteria or perceptions. 
On the basis of the latest available data provided by countries, it is estimated that, around 1992，coverage had 
risen to an estimated 75%, so that approximately 305 million additional persons have been provided with 
access to water. 

118. It is estimated that around 82% of the global urban population has access to an adequate and safe water 
supply, compared with 63% in rural areas. Of the urban population that has a water supply, it is reported 
that 77% are served by a house connection. Most public standposts are in poorer residential areas. The 
situation varies considerably among regions (see Table 4) with the Americas and the Eastern Mediterranean 
reporting over 90% of the urban population served, with almost 90% of those served having a house 
connection. In the African Region it is estimated that 79% of the urban population have access to adequate 
and safe water; however, in this case only 64% of those served are considered to have a house connection. 
In their reporting, most countries do not differentiate between a house connection inside the home and a tap 
in the household yard, so that the definition of a house connection can cover a wide range of quality of 
service. 

119. It is estimated that for 19% of the world urban population water supply is provided through a public 
standpost. This represents around 430 million people in the world's developing countries, mainly in the 
periurban and slum areas. This group is particularly vulnerable to the health consequences of poor water 
supply and inadequate sanitation, both because of overcrowding and because they are usually overlooked in 
urban water supply and sanitation development since their land tenure may often be illegal. Tackling the 
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problem of the urban poor also requires special approaches since their environment does not lend itself to the 
technical and social approaches that have traditionally been applied to the problems of the poor in rural areas. 

TABLE 4. PERCENTAGE OF POPULATION WITH ACCESS TO A 
SAFE WATER SUPPLY IN DEVELOPING COUNTRIES, BY REGION 

Region 

Proportion of the 
urban population 

served 
(%) 

Proportion of the 
served urban 

population with a 
house connection 

(%) 

Proportion of the rural 
population served 

(%) 

Africa 79 65 29 

Americas 90 89 52 

Eastern Mediterranean 91 88 50 

South-East Asia 90 57 72 

Western Pacific 68 84 73 

Source: Joint WHO/UNICEF Water and Sanitation Monitoring Programme 

120. In rural areas, water is most commonly supplied through wells that draw on groundwater resources. 
Such water systems can be considered safe as long as they are adequately protected on the surface and are 
not endangered by the inappropriate location of latrines. Health education has an important role to play in 
ensuring that wells provide adequate and safe water. From a selection of reporting countries it was estimated 
that bored wells or tube-wells provide water to approximately 40% of the rural population served, dug wells 
to 31%. 

5.3.2 Sanitation 

121. Programme information indicates that, in developing countries, sanitation services have been provided 
to an estimated additional 360 million people, which has raised the proportion of the population served from 
around 51% to 56%. 

122. Of the 58% of the urban population served with an appropriate means of excreta disposal, it is 
estimated that only 33% are connected to a public sewerage system, while 26% have a flushing toilet 
connected to a septic system and 28% rely on simple pit latrines. The remaining 13% of those served have 
a ventilated improved pit latrine or some other local means of excreta disposal. It is clear that the three types 
of service (public sewers, septic tanks, simple pit latrines) are almost equally important as means of excreta 
disposal, and that there is therefore considerable scope for upgrading services. 

123. The proportion of the served population in the urban areas with a connection to a sewer is much lower 
than that provided with a water supply through a house connection, although, as in the case of water supply, 
there are wide regional variations in the quality of services provided (Table 5). In Africa approximately 48% 
of urban residents dispose of their excreta by means of a simple pit latrine, while in Asia the proportion of 
the urban population using such systems is estimated at around 17%. 
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TABLE 5. PERCENTAGE OF POPULATION WITH ACCESS TO A 
SAFE EXCRETA-DISPOSAL SYSTEM IN DEVELOPING COUNTRIES, BY REGION 

Region 

Proportion of the 
urban population 

served 
(%) 

Proportion of the 
served urban 

population with a 
sewer connection 

(%) 

Proportion of the rural 
population served 

(%) 

Africa 73 27 25 

Americas 86 59 34 

Eastern Mediterranean 79 49 29 

South-East Asia 50 40 22 

Western Pacific 93 40 82 

Source: Joint WHO/UNICEF Water Supply and Sanitation Monitoring Programme 

124. The proportion of the rural population with access to an appropriate means of excreta disposal is less 
than the proportion with access to a safe water supply, except in the case of the Western Pacific Region. In 
this Region the proportions are influenced by China with its large population, and by the fact that China 
classifies traditional agricultural means of disposing of human excreta as appropriate. The most common 
means of disposing of human excreta in rural areas of the world's developing countries is through the use 
of the simple pit latrine; on average the proportion is over 62% of those with access to an appropriate means 
of disposal. 

5.4 Maternal and child care 

125. Coverage of care has been the target to which programmes have been directed and it is often used as 
a surrogate indicator for the impact of care. However, coverage is an imprecise indicator and is of limited 
use for management. For example, low levels of coverage could be attributed to either the inaccessibility of 
services or the lack of motivation to use services. While accessibility is seen in terms of distance or time 
required to reach services, the appropriate use of services is more complex. It may involve economic and 
cultural accessibility, perceptions of need and belief that the services will meet the need, as well as the 
acceptability of the services and the providers. Even when coverage is reported to be high, the system may 
not be performing according to expectations because of lack of equipment or supplies, or because health 
workers fail to perform the necessary tasks correctly. 

126. Access to facilities ensures neither the availability of services nor the quality of care necessary. 
Evaluations of the performance of maternal and child health and family planning services in several countries 
have confirmed that essential tasks, such as testing for anaemia or measuring blood pressure, cannot be 
performed because equipment and supplies are not available or are non-functioning. In one evaluation, 40% 
of health workers performed their tasks incorrectly or not at all. Thus while countries may report reasonably 
high levels of coverage by maternal and child health and family planning services, effective coverage should 
be the criterion by which to judge progress. Low levels of effective coverage may account for contradictory 
data on the impact of antenatal care on pregnancy outcome, and is also likely to explain the persistence of 
high rates of maternal mortality despite claims regarding levels of trained delivery attendants. Some countries 
report trained birth attendant levels of 50% to 70%, with maternal mortality rates of 500 per 100 000 live 
births or higher. This discrepancy is also observed in the analysis of data from at least two African urban 
settings, where the majority of women have been served by the health system, including at the time of 
delivery, yet maternal mortality rates are more than 500 per 100 000 live births. 
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127. The maternal and child health services are the most stable of the fundamental health services in the 
Western Pacific Region, with coverage considered satisfactory at levels of 80% in all but the poorest 
countries. Among these countries, the focus has shifted to quality of care and to the targeting of resources 
towards risk issues and groups. 

128. A variety of problems have been encountered in providing maternal and child health services in the 
Eastern Mediterranean Region. Insufficient numbers of trained staff (especially at the periphery), a lack of 
supervision, and a lack of transport facilities (especially for emergencies) are common factors. Other 
problems include the drain of trained manpower to other countries, qualitative deficiencies in training in 
certain fields, such as the control of diarrhoeal diseases, lack of diagnostic and management equipment, lack 
of motivation in following infant growth or the concept of safe motherhood, or changing practices where 
breast-feeding is currently not a common practice among women. 

129. Actions taken by countries include: expanding training of physicians and nurses, and of traditional birth 
attendants in particular; promoting breast-feeding; introducing a quality assurance checklist for child care; 
safe motherhood campaigns; providing consultants to attend antenatal clinics to supervise and provide on-the-
spot training for health centre staff; reserving a number of beds in every front-line hospital for emergency 
obstetric care; and establishing a committee to investigate the cause of every maternal death. 

5.4.1 Care for mothers 

130. Significant improvement in maternal health is not possible in the absence of essential obstetric care 
which should generally be found at the level of the district or small rural hospital. Yet, even in developing 
countries with well developed health infrastructures, only a minority of the rural population has access to such 
facilities. However, as WHO has emphasized, many essential obstetric functions could be technically and 
•economically provided at the level of the health centre by staff with the necessary midwifery skills, supplies 
and equipment to deal with emergency treatment of haemorrhage, infection and other complications. The 
comparative analysis of the United Nations Population Division's Demographic and Health Surveys indicates 
that in most countries the majority of rural women live within eight kilometres of a health centre. 

131. One-third of countries reported (Americas and Europe having not reported any data) on the percentage 
of deliveries attended by a trained attendant; most have levels below 75% and most of these are less than 
50%. Coverage remains low in most countries in Africa, at less than 40%. Many countries are currently 
reformulating their strategies for safe motherhood and newborn care, providing for greater integration and 
strengthening of programme management and information systems. 

132. In the South-East Asia Region, antenatal and delivery care is not equitably distributed, accounting in 
large part for continuing high levels of maternal and neonatal mortality. In Mongolia over the last three years 
there has been an increase in maternal mortality, attributed to discontinuation of support for maternity waiting 
homes and lack of transport for case referral. Countries with high levels of maternal mortality have initiated 
safe motherhood activities in the context of maternal and child health and primary health care. 

133. In the Eastern Mediterranean Region the percentage of pregnant women attended by trained personnel 
during pregnancy is 52% (with a range from 2% to 100%), which is lower than in 1991. Urban and rural 
data show an advantage for the former in most countries that reported both figures; averages are 65% and 
28% respectively. 

134. In the same Region the average percentage of deliveries attended by trained personnel is 49%, almost 
the same as for antenatal care. The coverage rate is below 50% in four countries. The Region's averages 
were 78% for urban and 35% for rural areas. Institutional delivery represents one form of attendance at 
childbirth by trained personnel. Institutional deliveries as a percentage of all deliveries averaged 27% in the 
Region, which was a slight drop from 1991. 
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135. Maternal immunization against tetanus, the main strategy in the elimination of this disease among 
newborn infants, has shown significant progress since the last health-for-all reporting cycle. With nearly half 
of the countries reporting, maternal tetanus immunization has risen from a global level of 34% to 60%. 

5.4.2 Child care 

136. With only 20% of countries reporting on coverage of infant care by trained personnel, and with no 
other global sources of information on this indicator, it is not possible to assess or draw conclusions on the 
state of progress. In the Western Pacific Region, several countries are renewing the priority of child health, 
focusing particularly on the rehabilitation of malnourished children and other target groups, by integrating 
child health services and increased emphasis on quality of care. 

137. In the South-East Asia Region, successful implementation of immunization and diarrhoeal disease 
control programmes has contributed to the decline in childhood mortality. Infant mortality is still high, 
however, in most countries of the Region, chiefly due to neonatal mortality and the consequences of 
persistently high levels of low birth weight for the first year of life. 

138. The percentage of infants cared for by trained personnel in the Eastern Mediterranean Region ranges 
from 30% in some countries to 100% in others; coverage is below 50% in one country only. 

5.4.3 Family planning 

139. There is much evidence to show that family planning affects the health and well-being of women in 
many ways. Among the most significant benefits are improvement in health status and self-esteem, and 
educational and employment opportunities. More specifically, the opportunity to avoid an unwanted 
pregnancy and to space or limit births enables women to exercise more control over their lives. Currently, 
144 countries provide either direct or indirect support to family planning programmes. The total number of 
contraceptive users in developing countries is estimated to have risen from 31 million in 1960-1965 to 
381 million in 1985-1990. Coverage and unmet needs in family planning are shown in Table 6. 

140. In general, when services for family planning are available they are sought out by the people. In the 
South-East Asia Region, family planning continues to gain support. Myanmar, Maldives and Mongolia have 
introduced birth-spacing programmes since the second monitoring. 

141. According to data reported to the Regional Office for the period 1991-1993，the percentage of married 
women using family planning in the Eastern Mediterranean Region is 33% (range 7%-54%), a considerable 
increase from that of 18% (range 8%-47%) as reported for the 1988-1990 period. Coverage may be limited 
in rural areas and urban fringes, or family planning may be the responsibility of another ministry in weak 
coordination with the ministry of health. Strengthening of training, revision of the data collection system and 
expansion of services to rural areas are common remedial measures. 

5.5 Control of locally endemic diseases 

142. Most countries have striven to strengthen the control of locally endemic diseases through the 
dissemination of appropriate preventive and curative technologies as well as through the decentralization of 
responsibility for control activities. 

143. In the South-East Asia Region, national AIDS committees have been established, education of health 
care workers and the general population has commenced, and laboratory facilities have been strengthened for 
screening donated blood for HIV. Universal precautions against transmission of bloodborne diseases through 
contaminated injecting equipment are also being promoted. 
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TABLE 6. FAMILY PLANNING AND POPULATION: COVERAGE, DEMOGRAPHIC 
INDICATORS AND UNMET NEEDS 

Region* Coverage** Demographic evolution Unmet needs 

Latin 

America 

and the 

Caribbean 

1992: Modern 

methods, 10%-74% 

Latin America: 

Crude birth rate 

Average population growth rate 
30/1000 

2.2% 

43% of married women 

who want no more 

children are not using 
any contraceptive method 

Caribbean: 

Crude birth rate 

Average population growth rate 
24/1000 

1.4% 

Estimated number of 

unsafe abortions per 
year, 4.6 million 

Africa 1988-1989: Any 

method, 5%-50%; 

modern methods, 

l%-40% but with only 

a very few countries 
with > 10% 

Highest birth and population growth 
rates globally 

Crude birth rate 
Average population growth rate 

45/1000 
3.0% 

77% of married women 

who want no more 

children are not using 
any contraceptive method 

Estimated number of 

unsafe abortions per 
year, 3.3 million 

Middle 

East 

1988: Any method, 

10%-63%; modern 

methods, 6%-45% 

Crude birth rate 

Average population growth rate 
35/1000 

2.8% 

57% of married women 

who want no more 

children are not using 

any contraceptive method 

Estimated number of 

unsafe abortions per 

year, 380 000 

Asia Modern methods: 

South Asia, 34% 

East Asia, 5%-74% 

South-East Asia, 

4%-62% 

South Asia: 

Crude birth rate 35/1000 

Average population growth rate 2.3% 

South-East Asia: 

Crude birth rate 21-43/1000 

Average population growth 

• rate 1.3%-3.5% 

East Asia Pacific: 

Crude birth rate 10.5-31.9/1000 

Average population growth 

rate 0.64%-3.3% 

57% of married women 

who want no more 

children are not using 

any contraceptive method 

Estimated number of 
unsafe abortions per 
year, 10.3 million 

South-East Asia: less 

than 50% of women of 

childbearing age use 

contraceptives. 

Europe Average in western 

Europe, 70% 

Western Europe: 

Crude birth rate 

Average population growth rate 

Eastern Europe: 

Crude birth rate 

Average population growth rate 

12/1000 

0.1% 

13/1000 

0.2% 

Estimated number of 

unsafe abortions per 

year, 260 000 (excludes 

countries formerly in the 

USSR, where unsafe 

abortions are estimated at 

2.1 million) 

* Data are presented by geographical region rather than by WHO region owing to the multiple sources of data 
for this table (Demographic and Health Surveys, United Nations Population Division and the WHO databases in the 
Division of Family Health), which do not all correspond to the WHO regional office grouping. 

** Prevalence of contraceptive use among women of fertile age, married or in union. 
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144. In the same Region, countries have selected co-trimoxazole (trimethoprim-sulfamethoxazole) for the 

treatment of pneumonia at home, and access to treatment was available for up to 80% of the population at 

the end of 1993. Most of the countries have established national control programmes for acute respiratory 

infections. 

145. Proper case management of cholera under national diarrhoeal disease control programmes has reduced 

the case fatality rate to below 1%. The use rate of oral rehydration therapy increased from 25% in 1985 to 

38% in 1993，and it is estimated that 8.3% of childhood deaths due to diarrhoea have been averted by this 

increase. Nine countries produce oral rehydration salts to meet their own requirements. 

146. WHO has supported collaborative studies on the pathophysiology, clinical laboratory diagnosis, case 

management, epidemiology and vector control of dengue haemorrhagic fever in many countries of the South-

East Asia Region. The most important outcome of WHO'S collaborative efforts in the Region is the 

development of a dengue vaccine in Thailand. This is the first human vaccine development project carried 

out in a developing country in Asia. 

147. Countries have made considerable progress in leprosy control since the introduction of multidrug 

therapy. All the malaria-affected countries have prepared new approaches to malaria control or are 

restructuring their approaches in line with the revised strategy of WHO. 

148. Tuberculosis continues to be one of the most widespread medical and social problems. The revised 

strategy adopted by WHO is to provide standardized short-course chemotherapy to at least all tuberculosis 

patients with a positive sputum smear. All the countries have adopted this strategy. The resurgence in 

tuberculosis associated with the emergence of HIV/AIDS has forced countries to pay increased attention to 

tuberculosis control. 

149. In the Eastern Mediterranean Region, actions taken to control locally endemic diseases have included: 

strengthening or revision of the disease surveillance system; decentralizing implementation of control 

programmes, mobile teams and home visiting for remote areas; improving the referral system, or rapid 

repatriation if the patient is a foreigner. 

5.6 Immunization 

150. Global immunization coverage reached a peak in 1990 when the target of 80% immunization coverage 

for all children by the age of one year was achieved. This success reflected a number of factors, of which 

a key element was the strong commitment of national governments. 

151. Since that year, reported global immunization coverage has levelled and, in view of the frequent delay 

in registering and reporting changes in national coverage，may even have declined slightly. The figure for 

1993 is nevertheless reported to remain close to 80%. 

152. It is clear that the steady improvement in coverage noted in previous years has stopped and may have 

been reversed. Two factors give rise to some concern. Firstly, in some countries there is evidence of 

significant declines in coverage. Secondly, average global coverage figures mask wide differences between 

regions, countries and areas within countries. 

153. In 1993，the Global Advisory Group of the WHO Expanded Programme on Immunization discussed 
the dual problem of declining coverage in some countries and the realization that in 20 countries, most 
notably in 14 countries in the African Region, immunization coverage had not reached 60%. In two countries 
it had failed to reach 30%. The Group made a number of recommendations for analysing the factors involved 
and for developing strategies to intensify action so that coverage would again increase annually until 
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satisfactory levels were achieved. A global plan of action is being developed for analysis at national level 
of the causes of decline or non-achievement. 

154. The most common causes of failure to achieve success are lack of political commitment by countries, 
civil unrest, and donor fatigue subsequent to the apparent achievement of lasting success following the 
attainment of the 80% target in 1990. 

155. These problems should be considered as temporary and solvable and do not detract from the major 
achievements of the past 10 years. Taking the provision of three doses of diphtheria-pertussis-tetanus (DPT) 
or oral poliomyelitis vaccine as an indicator of coverage and the practicality of reaching the target population, 
striking progress has been made. According to Expanded Programme on Immunization estimates, in the 
African Region results are lower than in other regions; the percentage of people receiving three doses of the 
DPT vaccine is 50%, compared with 14% 10 years earlier. Coverage is 79% in the Region of the Americas, 
76% in the Eastern Mediterranean Region, 78% in the European Region, 86% in the South-East Asia Region 
and 92% in the Western Pacific Region. 

156. Another notable achievement has been the fact that the Region of the Americas has been confirmed as 
free of poliomyelitis. Several other regions and many countries are advancing their strategies and 
programmes to match this accomplishment. 

157. Coverage with all the childhood vaccines is not uniform. BCG usually has the highest coverage while 
measles vaccine, even when measured against a target age of two years in countries where it is administered 
after 12 months of age, has the lowest. 

158. Tetanus toxoid coverage during or before pregnancy is lower than childhood immunization, at 39% in 
Africa, 40% in the Americas, 50% in the Eastern Mediterranean, 74% in South-East Asia and 13% in the 
Western Pacific. Coverage is not registered in the European Region. Reporting of hepatitis В immunization 
is still incomplete, although increasing numbers of countries are now including this vaccine in their routine 
immunization schedules. 

159. Policies to ensure that vaccines have maximum impact in preventing disease have led to the adoption 
of strategies that target high-risk areas for specific acceleration of immunization procedures, including, where 
appropriate, mass campaigns. This involves strengthening surveillance for cases of the diseases concerned. 

160. As part of the major drive to eradicate poliomyelitis and, increasingly, to eliminate neonatal tetanus and 
control measles, more than 60 countries have conducted national or subnational immunization days. In these 
campaigns, all children under a certain age, usually five years, receive oral poliomyelitis vaccine regardless 
of their previous immunization history. In some cases, measles vaccine and vitamin A are given at the same 
time, while parents are advised to ensure the completeness of immunization with other vaccines by attending 
their nearest health facility. 

! • .�-J 

161. One of the key developments in support of global, regional and national immunization programmes has 
been the creation of interagency coordination committees, consisting of representatives of the governments 
and agencies directly concerned with support of immunization. These committees assess progress, note 
constraints, determine resource needs, and examine ways of meeting those needs. At global level, meetings 
of interested parties have been conducted to encourage donor support. 

162. Future policies for immunization around the world should focus on: assessment of immunization 
coverage by district, with additional efforts directed at low achievers; identification of high-risk areas; 
intensive immunization campaigns in high-risk areas; and improved surveillance, the data generated being 
used to strengthen planning. Low-performance countries should be assisted with analysis of the causative 
factors, planning for improvements, and determination of the additional resources required. 
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163. Although immunization coverage for the childhood vaccines has levelled off, immunization performance 

generally remains impressive. The further development of disease reduction initiatives means that 

poliomyelitis should be eradicated worldwide by the year 2000，and that measles and neonatal tetanus will 

be reduced close to the point of elimination by the same date, with major reductions by 1995. 

164. The vision of immunization in the future - motivated by the Children's Vaccine Initiative, by success 

in disease reduction and by high coverage achievements - is of an extended number of vaccines being made 

available, following their introduction in an effective and successful manner, to prevent locally prevalent 

diseases. Immunization remains the most cost-effective intervention in the drive for health for all by the year 

2000. 

5.7 Treatment of common diseases 

165. Public health authorities and programme managers are now realizing that there is a sound scientific and 
managerial rationale for an integrated clinical approach to diagnosis and management of the sick child. The 
development of simple algorithms and standardized case management has been shown to be effective in 
reducing mortality from, as well as the severity of, malaria, diarrhoea, acute respiratory infections and the 
complications of measles. 

166. In the Western Pacific Region there is a high level of coverage for treatment of the common diseases 
in all but the poorest countries. However, at least 50% of the countries report a need for improvement in 
initiatives focused on essential drugs, quality of care and extending coverage. Assessment of the adequacy 
of treatment is part of the quality assurance strategy in several countries, and criteria for referral are being 
more stringently applied. Public information is being more widely used to promote the appropriate use of 
health facilities. 

167. In the African Region, essential care coverage, particularly access to essential drugs, has been sustained 
in most countries except in areas of political instability. The spread of community-based pharmacies, 
especially in the villages, is continuing. In the last three years, a significant number of countries have 
adopted explicit essential drugs policies, though some Member States have yet to prepare them. 

168. In the South-East Asia Region, all the Member States have completed a national essential drugs list. 
Abridged versions of these lists are available as guidelines for meeting the need for essential drugs at various 
levels of health care. However, conceptualization and use of the list differ from country to country. Some 
countries use the list to ensure adequate availability of drugs for primary health care, others use it for price 
control purposes, and a few countries use it for containment of expenditure on drugs in both the public and 
private sectors. 

169. Constraints to faster progress in increasing the coverage of treatment for common diseases and injuries 
include inadequate skilled human resources, lack of established logistics and supply mechanisms, and a 
combination of difficult terrain, inclement weather and lack of transport to peripheral areas. Inadequate 
financial resources have hindered progress in the development of cold chains for vaccines, as well as in the 
purchase of essential drugs from abroad or even the purchase of emergency drugs with local currency. The 
chief drawback is the lack of training programmes to enhance the administrative, monitoring and supervisory 
capabilities of national staff. 

170. With WHO support, standard treatment guidelines have been formulated, drug quality inspection 

mechanisms developed and drug inventory controls computerized at the central level in a number of countries 

to improve the logistics and supply of essential drugs. 

171. Countries have developed mechanisms and procedures to promote technical and supervisory support 

on a continuing basis at first referral level. In some countries, basic kits for child survival and safe 
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motherhood programmes, basic essential drugs and equipment have been provided, and a medical officer or 
a senior health worker has been assigned to the first referral level. 

5.8 Primary health care coverage 

172. Accessibility of primary health care has not been approached methodologically except in isolated 
studies. It has been examined on a systematic basis only in the recent Demographic and Health Surveys in 
a limited number of countries. A wide discrepancy between the proportion of the population considered to 
have access to services and the actual use of those services indicates problems in terms of community 
knowledge, perceived need or motivation to use the services. Data from the Demographic and Health Surveys 
during the period 1988-1991 show a wide variation in the accessibility and the degree of integration of the 
different components of maternal and child health and family planning services. The widest discrepancy 
between accessibility and use are noted for family planning activities and the use of oral rehydration salts. 
An analysis of the use and non-use of services in relation to distance from the services provides a useful 
measure as to whether distance, as such, is an important obstacle to the use of services. Among 10 countries 
in which this issue was examined in the Demographic and Health Surveys, distance from the services was 
not a factor in use or non-use of family planning services in five countries, while in two it was a severe 
constraint, and in three it was a lesser constraint. 

173. In 14 countries representing 31% of the Eastern Mediterranean Region, 90% of the population now has 
access to primary health care. The situation is more favourable in urban areas, as 20 countries in the Region, 
representing 97% of the Region's urban population, report a coverage of 90% or more. 

174. Countries in the Western Pacific Region are showing increasing concern for quality of care as a 
component of primary health care performance. Quality of care indicators have been developed in hospitals 
in Malaysia and are being extended to other public health programmes there and in Singapore. The 
methodologies include peer and utilization reviews, medical audits, medical consensus committees and 
public/consumer feedback forums. Similar approaches in programme performance assessment, particularly 
with regard to maternal and child health, are being applied in Vanuatu and Palau. 

175. In the South-East Asia Region, primary health care coverage has improved appreciably in respect of 
the five essential elements of primary health care for which coverage was assessed. Some countries, such 
as Sri Lanka and Myanmar, have added oral and mental health programmes to the existing primary health 
care package. In Thailand, where 90% of the population has easy access to primary health care, the 
programme is to be extended to the control of noncommunicable diseases. 

176. The will to achieve health for all by the year 2000 through primary health care is apparent from the 
health programmes of all countries. The pace of execution of the programmes depends on how fast each 
country is able to overcome the constraints that it faces. 

6. DEVELOPMENT OF HEALTH SYSTEMS BASED ON PRIMARY HEALTH CARE 

6.1 National health policies, strategies and legislation 

177. National health policies in many countries, both developed and developing, have undergone extensive 
rethinking and modifications within the scope of what is called "health sector reform", mostly in response 
to dwindling resources, rising costs and the need for greater efficiency. Changes have varied considerably 
from country to country but have centred on the redefinition of the roles and functions of ministries of health 
and other health authorities, financing innovations, decentralization, and management changes. 
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178. The policy of health for all generally continues to receive endorsement at the highest level, although 
different levels of commitment can be observed from region to region and from country to country. The 
commitment to health for all seems, however, to be at a crossroads; there are three possible ways forward. 
The first, taken by many countries, is a continued strong commitment to the original concept of health for 
all. This involves efforts to move further from policy formulation towards implementation of specific 
activities. More and more countries are recognizing the importance of having or developing a national health 
policy. One example can be found in Sierra Leone, where a comprehensive national health policy was 
adopted for the first time to cover primary, secondary and tertiary care. The second way is renewed 
commitment to health for all after some years of declining commitment, as in a number of countries. Some 
European countries that had been staunchly resistant to national health policies, or had not seen the relevance 
of developing them, have begun to work towards such policies (e.g. Belgium, France and the United 
Kingdom). The third route is intensified focus on specific elements of primary health care and health-for-all 
strategies. This puts emphasis on a limited range of major health problems in countries or districts, often 
triggered by situations such as war or the imposition of sanctions, as has been the case, for instance, in some 
countries in the Eastern Mediterranean Region. 

179. Equity is increasingly presented as a priority in national health policies and strategies. However, there 

is very limited information available in this and a number of other areas such as financing and resource 

allocation. Some countries do have disaggregated data showing slow progress in reduction of inequities in 

health and health care between population groups, geographical areas, and so on. The situation is of concern 

in that the limited information that is available from country studies shows that these inequities are either 

static or are even increasing. 

180. Policies on health financing and economics are gaining momentum on a global scale. Many countries 
are, for instance, working on the planning or implementation of health insurance schemes (as in the eastern 
European countries where major health reforms are taking place). 

181. Constraints in implementation have been observed in many countries. Some districts have found 

difficulty in executing national health policies and strategies, and there still seems to be a need for better 

understanding of the cultures of different communities. The question is how to translate national policies into 

coordinated regional and local action. Cost containment remains an important issue, particularly in the 

African Region and in countries of eastern Europe. 

182. Action taken or intended varies from region to region according to the prevailing options and 
constraints. In the European Region a well utilized communication mechanism has been established so that 
experiences can be shared and information about good and bad practices can be disseminated. Many countries 
are embarking on organizational and financial health reforms at national level in order to adapt policies and 
strategies to the prevailing political and health situations. 

6.2 Organization of the health system based on primary health care 

183. As national health policies and strategies have been reviewed in a considerable number of countries 

since the second health-for-all evaluation in 1991，the way health systems are organized has been adapted or 

is to be adapted accordingly. 

184. The global trend towards decentralization and increased focus on the local level (the district) as the 
integrating unit for health care services has had a pronounced impact on the organizational structure of 
national health systems. Most countries have strengthened their district health systems by, for instance, 
establishing different local health teams such as primary health care committees, district health management 
teams, district health directorates and district health boards. Their responsibilities generally include planning 
and implementation of local health activities, as well as an integrating function between national/provincial 
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policies and local health care priorities. The specific responsibilities of the district teams may, however, vary 
from country to country. 

185. Most eastern European countries, including the Newly Independent States, have expressed an intention 
to develop primary health care as a means of shifting from their current orientation on disease and cure 
towards promotion and prevention. This entails increased focus on organizational aspects of health systems, 
including the development of district health teams. Another implication of this policy is the development of 
various strategies for shifting resources away from hospitals, which are dominant, towards community-based 
primary health care services. This has also been approached in a number of other countries such as Sweden, 
the United Republic of Tanzania and the United States of America. 

186. Some existing organizational structures have been strengthened and new types of organizational 
programme have been invented. In some countries in the Eastern Mediterranean Region, mobile primary 
health care teams have been introduced in remote areas (e.g. flying doctors). In the Americas, Europe and 
the Western Pacific, new service areas have been developed, such as programmes for healthy lifestyles, health 
for the elderly, and mental health. Such programmes have been developed mainly in countries where primary 
health care already functions relatively well. 

187. It is widely recognized that appropriate referral systems are an important prerequisite for a well 
functioning health care system. The strengthening of the district health teams is generally pursued, among 
other reasons, to create better referral systems by improving communication horizontally and vertically in the 
health system. However, links to secondary and tertiary hospitals and other specialized health care facilities 
are often missing or are not sufficiently developed. Referral both up and down the health system is regarded 
as important, as stressed by the Western Pacific Region. Often referral up the health system may function 
well, while no appropriate procedures exist for referrals back to district hospitals or health centres. 

188. Urban health is being addressed in a growing number of countries as the current rapid growth in the 
population is found primarily in urban areas. Urban population growth, the general aging of the population, 
and the ongoing shift from communicable to lifestyle-related diseases have an immense impact on the need 
to adapt urban health structures. In the Eastern Mediterranean Region, for instance, primary health care units 
are being upgraded by expanding and improving services. Some southern European countries (Greece, 
Portugal and Spain) have attempted to base personal care on a community approach through the establishment 
of health centres with multidisciplinary teams. To stress the importance of urban health, the issue was 
selected for the Technical Discussions at the Forty-fourth World Health Assembly in 1991. The report of 
the discussions, The urban health crisis, was published in 1993. 

189. Quality assurance is continuing to receive increased attention. In addition to existing activities in the 
Americas and Europe, promotional activities are now ongoing or planned in the Eastern Mediterranean, 
South-East Asia and Western Pacific Regions. The earlier focus on specific medical activities has begun to 
be broadened in order to cover quality assurance at the level of health systems. 

190. Perhaps the biggest obstacle to achieving the planned organizational structures is weak political 
commitment. Several regions find that there is a long way to go from the political endorsement of health 
policies and strategies to the development of appropriate organizational structures. The African and South-
East Asia Regions find that irregular and insufficient funds have a negative influence on organizational 
structure. In addition, conflicts of power and interest often occur during organizational changes. The Eastern 
Mediterranean and Western Pacific Regions stress that vertical programmes resist integration into district 
health systems, thereby causing problems in the entire health structure. 

191. Action taken or intended to address these obstacles includes further decentralization, as in the African 
Region, to local authorities by strengthening health care reforms. In the Eastern Mediterranean, South-East 
Asia and Western Pacific Regions, the private sector is increasingly being encouraged to support the delivery 
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of health care services in collaboration with the public sector. In addition, countries in the South-East Asia 
Region have allocated more funds for logistics and supplies. Other initiatives include training courses for 
primary health care workers, capacity building at mid-management level, and strengthening of referral and 
supportive systems. 

6.3 Managerial process 

192. The global trend towards decentralization depends on sufficient personnel with managerial skills. 
Improvement of national managerial skills requires a long-term effort to establish training facilities and create 
a good management culture. This requires not only considerable financial and human resources but also a 
stable situation for a number of years. It is not sufficient to develop a one-time management course. In the 
South-East Asia Region, planning and management processes have been decentralized to regional and local 
level in, for instance, India, Indonesia and Nepal. Health planning in the Eastern Mediterranean Region is 
still mostly centralized, although the rural areas are slowly beginning to be better served, while 
implementation is more often decentralized. 

193. Closely related to the decentralization process is the accountability of the decentralized management. 
An example of decentralization from the Lao People's Democratic Republic shows that decentralization 
without sufficient managerial skills and tools may not be appropriate. In this specific case, it proved 
necessary to recentralize some managerial health care functions to improve accountability. 

194. An issue that is frequently addressed in relation to the managerial process is the need for appropriate 
information systems. It is widely recognized that the way forward is to make information an integral part 
of health policy development. Many countries in the European Region show a clearer understanding of the 
need for comprehensive information coverage, including that from sources outside the health sector. 
Nevertheless, in most countries in this Region the information systems remain fragmented. In eastern Europe, 
information systems are in a crisis of transition. Decentralization and redistribution of power has left the 
central administration with little capacity to support traditional information systems. In the Eastern 
Mediterranean Region, the Regional Advisory Panel on Health Information Systems held its first meeting in 
May 1993 and a plan of action was developed. In almost all countries in the Western Pacific Region efforts 
are being made to strengthen the use of information in decision-making within the managerial process, and 
most countries in the African Region are developing or planning to develop a health information and 
management system. 

195. Without trained managers able to interpret and use the data, information systems are of little or no 
value. All regions emphasize that training of health personnel is essential for the management of physical, 
human and financial resources. In addition to normal training efforts, some interesting initiatives have been 
implemented, as in the case of twinning arrangements between eastern and western European countries. Three 
regions of Hungary have been twinned respectively with Ôstergôtland (Sweden), Valencia (Spain) and Wales 
(United Kingdom). The Region of the Americas finds that additional managerial training is needed, especially 
in South America, and particularly at local level. 

196. There seems to be an almost global need for better trained personnel to manage primary health care, 
particularly at district level. One reason for this is that the limited numbers of health personnel with 
appropriate managerial skills are often concentrated in the ministry of health or in the large hospitals of the 
metropolitan areas. Therefore, in addition to further educational efforts, improvements in the distribution of 
personnel with managerial skills are needed. 

197. Action taken or intended in this area is primarily further development of the managerial skills of health 
personnel by training of managers and sensitization of administrative staff. In addition, the information bases 
for managerial decision-making are being strengthened in most regions. In the South-East Asia Region, 
specific measures have been taken to deploy staff more equitably between rural and urban health facilities. 
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Developing countries, especially in the African Region, are trying to increase the level of external financial 
and human support for strengthening the development of managerial skills. 

6.4 Intersectoral collaboration 

198. There are many sectors that can and should play a stronger role in improving people's health status. 

Education, agriculture, food and nutrition, water and sanitation, environment, transport, labour, forestry, and 

industry are but some of the sectors that are closely related to health. 

199. Intersectoral collaboration may take place centrally, locally, in specific sectors or programmes, or on 

an ad hoc basis without any institutionalized system. At central level this collaboration is generally pursued 

through interministerial collaboration. Interministerial committees involving key sectors for health 

development have been established in many countries in, for instance, the African, Eastern Mediterranean and 

South-East Asia Regions. In addition, national intersectoral committees have been established on a number 

of specific health problems, such as committees on AIDS in a number of African countries. 

200. In the Region of the Americas and the European Region, intersectoral collaboration focuses on 
promotion and prevention. In Canada, a major project, the Canadian Heart Health Initiative, has been 
developed, whereby each province implements a comprehensive heart health programme. More than 300 
organizations in 42 communities are involved at national, provincial and local levels. In the European Region 
intersectoral action between ministries of health and environment has gained further momentum due to 
increased focus on healthy lifestyles and healthy environments. 

201. Local health committees have been established in the African Region to involve additional sectors, 
including the private sector, in primary health care. In the South-East Asia Region, efforts have been made 
to involve religious communities and nongovernmental organizations. In the Western Pacific Region the trend 
towards decentralization has been seen as facilitating intersectoral coordination, as in Hong Kong and 
Malaysia. Another intersectoral initiative involving municipal governments in all regions is the "Healthy 
Cities" movement, currently with more than 700 cities involved. 

202. Sensitization of health authorities and personnel to the value of intersectoral collaboration is a common 
approach to encouraging further intersectoral collaboration. Many ministries of health have started to 
distribute information on their health policies and strategies to other ministries and sectors, and in a few cases 
these policies and strategies are developed in collaboration with other ministries, nongovernmental 
organizations and interested parties. Increasingly the private sector is being involved, as in the Republic of 
Korea where it is being called upon to provide a new sense of leadership for the health sector. In the 
Western Pacific Region there has been a marked shift towards greater decentralization of authority and 
functions to provincial and district levels and towards collaboration with nongovernmental organizations, 
including boy and girl scout groups, women's health organizations and village defence groups. 

6.5 Community involvement 

203. A major global policy framework to foster intersectoral collaboration for sustainable development was 
launched at UNCED and formulated as Agenda 21. A number of countries are working with WHO in 
bringing the health sector together with other sectors in establishing new policies and actions to implement 
Agenda 21 at country level. 

204. A number of different terms are used to describe the involvement of communities in their health and 
health-related activities (e.g. community participation, community involvement, community action for health), 
which emphasize different aspects and levels of community involvement in health. Here the term 
"community involvement" is used as a description of the process whereby communities, families and 
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individuals assume responsibility for their own health and welfare, and develop the capacity to contribute to 
their own development and to that of the community. 

205. All regions find community involvement important for sustainable development of primary health care. 
This commitment was emphasized during the Technical Discussions held during the Forty-seventh World 
Health Assembly in 1994，on the topic "Community action for health", in which community involvement was 
considered in relation to the community itself, the health sector, and other sectors. 

206. As indicated by the European Region, countries, communities and individuals must reach their own 
decisions on what line of action or behaviour to take with regard to their health situation. They will be able 
to do so only if they are adequately informed. It is a basic tenet of health for all that people should have 
sufficient knowledge and influence to ensure their active participation in health development. The spirit of 
health for all is the conviction that health development can best be achieved in an environment of social 
interaction. 

207. The almost global trend towards democratization and decentralization is often regarded as supporting 
community involvement. Yet community involvement is difficult to achieve if basic needs such as food and 
shelter are not being met. In the African Region, community involvement is generally deemed very important 
but strengthening it has proved difficult in practical terms. 

208. The African, Eastern Mediterranean, South-East Asia and Western Pacific Regions focus on building 
appropriate health structures that facilitate community involvement. This approach involves establishing 
committees at local level with the participation of elected community representatives or community leaders, 
district officials, nongovernmental organizations and the private sector. 

209. In the Region of the Americas and the European Region, emphasis is put on promotion and prevention 

by the dissemination of information. Community involvement seems less focused on committees and 

structures in these regions and more based on general information to individuals. 

210. One of the main obstacles to community involvement is low motivation in the community. This should 
be seen as a result of several factors. Community involvement requires adequate information on the relevant 
issues, yet such information may be neither available nor accessible. Community involvement is closely 
related to the concept of intersectoral action, bringing together community representatives from various 
sectors, but lack of appropriate mechanisms and motivation is detrimental to community involvement. In 
addition, the lack of vertical and horizontal coordination that is found in many health systems contributes to 
the difficulties in developing community involvement further. 

211. In several countries in the Americas and Europe, the lack of training and education is seen as a major 

obstacle. Without sufficient skills to handle relevant issues, community involvement cannot function properly. 

212. Action taken or intended in this area includes further decentralization in Africa and the Americas, 

thereby moving decision-making closer to the communities. Countries in Africa, the Americas and South-

East Asia have put emphasis on additional training of health volunteers and health workers, as in Jamaica 

where community organizers have been trained. New mechanisms for community involvement are emerging 

in the Eastern Mediterranean Region where community involvement includes committees for health friends 

and health caravans. 

6.6 Health systems research 

213. Health systems research is concerned with improving the health of populations by enhancing the 

efficiency and effectiveness of the health system as an integral part of the overall national development. 
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Approaches to health systems research should be problem-oriented, action-oriented, participatory, multisectoral 

and multidisciplinary. 

214. The structure of health systems research varies from country to country. In some countries no formal 

health systems research structures or mechanisms exist. In others, health systems research is carried out or 

organized by national institutions outside government, typically by universities, and in yet others, it is 

undertaken through separate projects that are often supported by donors and international agencies. 

215. There is some indication that health systems research is becoming increasingly formalized and 
institutionalized, although in different ways. Links to universities, agencies and other institutions are being 
increasingly pursued. One example of this is the Joint Health Systems Research Project in southern Africa, 
which began in 1987 with 12 countries and several agencies involved. Its purpose is to strengthen health 
system research activities and capacity-building in the southern African countries. 

216. It is a concern in the European Region that public health research remains centred on traditional public 
health disciplines, such as epidemiology, and has not been sufficiently reoriented towards emerging priority 
areas such as programme evaluation and quality assurance. In the United States of America, there is 
increased focus on reorienting primary health care research in more practical terms. A similar effort can be 
observed in the Eastern Mediterranean Region, where there is growing interest in research that focuses on 
specific problems of the health system. Health systems research in the South-East Asia Region is primarily 
pursued at the operational level, while application at the national level is limited. Medical research continues 
to predominate in the South-East Asia Region while health systems research receives limited attention. 

217. Lack of funds is a major constraint in the pursuit of health systems research, especially in developing 
countries. Of equal importance in most regions is the lack of skilled health systems research personnel. In 
the European Region, scarcity of competent human resources is particularly apparent, in the Newly 
Independent States. 

218. Training programmes are being undertaken or planned in a number of countries in the African and 
South-East Asia Regions in order to enhance the capacity of skilled personnel in health systems research. 

219. The South-East Asia Region finds that many health systems research activities go unreported, thereby 
severely limiting the broader use of experience gained. Better and more easily accessible documentation is 
needed; efforts are already in progress in several countries to develop appropriate information networks for 
the dissemination of health systems research experiences. Action taken or intended in this area includes 
further institutionalization of health systems research within the existing management structure in order to 
promote this research in support of primary health care. 

6.7 Technology for delivery of primary health care 

220. Some forms of technology have a direct impact on the morbidity and mortality of certain population 
groups but, in most cases, several technologies are used together and the specific benefit of any one of them 
cannot be measured. 

221. The main elements of the WHO programme on health technology have their impact at all levels of 
health care and across all sections of the population. As a result of the preparatory work of earlier years, 
WHO now has a central role in promoting the use of health technology assessment in developing countries. 

222. In response to country needs, the main thrust of the programme has been to sensitize public and 
professional opinion to the importance of technology assessment for the improvement of health care in 
developing countries and to bring together those chiefly concerned in this field in order: 
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- t o help national health administrations in these countries focus on the need for critical examination 

of the safety, efficacy and cost-effectiveness of all investments in health technology; 

- t o assist countries in establishing effective mechanisms for the formulation and implementation of 

national policies in this area; 

- t o support country orientation and training in order to develop the expertise necessary to assess needs 

and rationalize the acquisition, distribution and utilization of health technologies for their 

populations. 

223. Patient care in small (district) hospitals, particularly in the developing world, has long suffered from 

lack of capacity to undertake life-saving treatment. In collaboration with a number of professional 

nongovernmental organizations and experts, WHO has taken a pragmatic approach in addressing this situation 

by selecting a package of procedures that define the safest lines of action in small hospitals with limited 

resources. The procedures, published by WHO in a series of practical handbooks, were selected on the basis 

of their capacity to save lives, alleviate pain, prevent the development of serious complications, or to stabilize 

a patient's condition pending referral. 

224. Health laboratories and blood transfusion services in most developing countries do not meet current 

needs and, in adopting modern technology, become vulnerable because of the conditions of work, limited 

access to information and lack of standardized methodology. These countries still account for only 5% of 

world consumption of laboratory equipment and reagents. 

225. Blood donations are totally non-remunerated in only one-fifth of countries, the proportion ranging from 

7% of the least developed countries to 82% of those with developed market economies. Donated blood is 

screened for HIV in all industrialized countries but in only two-thirds of the developing and less than half 

of the least developed countries. Providing adequate quantities of safe blood to meet transfusion needs in 

the developing world will present a formidable challenge for the foreseeable future but there has been some 

progress in recent years. 

226. More than 95% of man-made ionizing radiation exposure that is amenable to control arises from the 

medical use of radiation.1 Emphasis must be placed on improving standards for diagnostic and therapeutic 

installations and their operation, and on radiation protection for patients, staff and the public. Countries' 

experience was instrumental in the revision of the Manual on radiation protection in hospitals and general 

practice, currently in preparation. 

227. In an integrated approach to improving services, quality of care, technology transfer and technical 

cooperation among countries, about 300 radiotherapy centres participate in the yearly postal dose 

intercomparison studies organized in collaboration with the International Atomic Energy Authority (IAEA) 

and the regional offices of WHO. In the IAEA/WHO global network of Secondary Standard Dosimetry 

Laboratories, 71 laboratories and 50 countries are now included, and perceptible improvements in dosimetric 

quality have been observed over the past decade. 

228. Many countries have now adopted the WHO Basic Radiological System, so that new technical 

specifications could be prepared in 1994 for an improved WHO Radiographic Unit. Three manufacturers are 

able to meet new specifications. Guidelines have been prepared for good technique in clinical procedures in 

ultrasound and for planning and organization of small imaging departments. 

1 United Nations Scientific Committee on the Effects of Atomic Radiation (UNSCEAR), 1993 Report to the General 
Assembly with Scientific Annexes. 
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229. To improve quality in diagnostic imaging, WHO and the International Society of Radiology have 

prepared a set of standard radiographs as good examples for reference use in small hospitals and radiology 

practices throughout the world. 

6.8 International support for health system development 

230. Aid to developing countries continues to grow in volume, although not in percentage of GNP of the 

major contributing governments. Total (net) aid, which takes into account official development finance, 

export credit, and private resources, has increased from US$ 112.4 billion in 1988 to US$ 159.1 billion in 

1992.1 The internationally agreed target of 0.7% of GNP for official development assistance was established 

in the 1960s during the first United Nations Development Decade. Yet the average among the richest 

countries remains today, as it has for the past three years, at 0.34%. 

231. A major obstacle to accurate monitoring of the levels of official development assistance being made 

available for health system development is the multiple reporting classifications adopted by the Member 

States, which collectively account for about 90% of this assistance. In accordance with the agreed format 

used by the Organization for Economic Cooperation and Development, working jointly with the World Bank, 

the heading under which "health" appears as a sub-item is entitled "Social infrastructures and services". Also 

under that same heading are subitems entitled "Water supply and sanitation" and "Population programmes". 

From the perspective of WHO, community water supply and sanitation, as well as key aspects of population 

programmes, fall clearly within the health sector. What is not so clear is whether some portion of 

international financial support to other development areas, such as energy, tourism and food aid, is also 

specifically directed to health and health development concerns. 

232. From recent information available for use in monitoring the international community's support for 

health system development,2 it can be seen that some US$ 4.8 billion of official development assistance funds 

were designated for the health sector, 82% of which originated from public sources in developed countries 

and 18% from private sources. International assistance to the health sector accounted for 8.8% of the total 

international development assistance in 1990. The US$ 4.8 billion external resources for health, however, 

represented only 2.8% of the total health expenditures in the developing countries. In sub-Saharan Africa, 

excluding South Africa, almost 20% of the health expenditure comes from external sources, while in other 

regions external assistance for health accounts for less than 2% of health expenditure. According to the same 

source, external assistance to the health sector comes from five main groups of donors: 

US$ (millions) 1990 

Bilateral sources 1 913 

United Nations 1 601 

Banks 382 

Foundations 68 

Nongovernmental organizations 830 

Total external assistance 4 794 

233. During the 1980s，international organizations such as WHO, UNICEF and especially the World Bank 

have played an increasing role in financing health sector activities. This trend is expected to accelerate 

1 Development Action Committee, Chairman's report 1993，Organization for Economic Cooperation and 
Development. 

2 Michaud C. & Murray C.J.L. External assistance to the health sector in developing countries: a detailed analysis, 
1972-1990. Bulletin of the World Health Organization, 1994’ 72(4): 639-651. 
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further in the 1990s when the World Bank is expected to be the single largest donor agency in the health 
sector. 

234. To what extent official resource flows have affected health systems development for implementing 
health-for-all strategies cannot be determined. Health and health-related activities continue to have a high 
priority among the wealthier Member States and the amount of extrabudgetary funds made available to WHO 
has continued to increase. "Social infrastructure" programmes - which include health, water supply, education 
and public administration - account for 25% of total aid commitments to the least developed countries, but 
less than 7% of development assistance is earmarked for "human priority concerns", which include primary 
health care, basic education, family planning and rural water supply. Thus there is sufficient reason to assume 
that progress in implementing strategies for health for all by the year 2000 through international support is 
part of the much larger and even more complex picture of total development efforts. 

6.9 Sustainable development initiatives 

235. Sustainable development was conceived by the World Commission on Environment and Development 
(see the report entitled Our common future) in response to growing awareness that current patterns of national 
resource usage dangerously disrupt the ecological equilibrium of the planet and threaten the well-being of 
humanity. UNCED further analysed policy issues related to sustainable development and established 27 
principles, of which the first is of special importance: 

Human beings are at the centre of concerns for sustainable development. They are entitled to a healthy 

and productive life in harmony with nature. 

236. UNCED proposed Agenda 21 as a blueprint for action on these principles (see section 3.1) and, as a 
follow-up, WHO adopted a new global strategy for health and environment that gives highest priority to 
cooperating with Member States in effective intersectoral action (see section 6.4). A joint WHO/UNDP 
interregional initiative for this purpose was started in nine countries in 1993. 

237. This initiative provides an excellent opportunity to highlight health and environment concerns in 

national development plans. To date, however, these concerns are not being dealt with adequately. Many 

ministries of health are not "environmentally-minded", and other ministries are not "health-minded". 

Furthermore, sustainable development planning is being dominated by economic and ecological interests as 

opposed to health and social ones. 

238. The health care system itself needs to be "sustainable". WHO has identified four lines of reform for 

governments to pursue to bring health into their national plans for sustainable development. These reforms 

touch on the community, the health services, other sectors and national decision-making. The Commission 

on Sustainable Development, which has the responsibility within the United Nations for monitoring the 

implementation of Agenda 21, recognized these reform lines in May 1994 as constituting a suitable 

programme of action. 

239. The WHO regional offices have been active in this area. In June 1994，the Executive Committee of 

the Pan American Health Organization adopted a resolution calling for a Pan American Conference on Health 

and the Environment in Sustainable Development to be convened in August 1995. Also in June 1994，at the 

Second European Conference on Environment and Health held in Helsinki, the decision of the Commission 

concerning Chapter 6 (protecting and promoting human health) was incorporated in the Helsinki Declaration 

and the European Action Plan. 
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6.10 Emergency preparedness and relief 

240. In the African Region, many countries have established an intersectoral structure for disaster 

management. These usually take the form of committees placed under the authority of the ministry of the 

interior (civil protection) or at times under the direct authority of the office of the prime minister or head of 

state. There is usually a focal point in the ministry of health to coordinate relevant activities between sectors 

and agencies concerned. However, many Member States are ill-prepared to cope operationally with sudden 

natural disasters, and activities have often been limited to food distribution without direct action on their 

causes (deforestation, rural exodus, etc.). In 1991-1992，countries in southern Africa were severely affected 

by drought. To deal with this disaster, an intersectoral food and nutrition surveillance system was created 

and food aid was provided to the affected populations. An important result of this crisis is that the Southern 

African Development Coordination Conference is now systematically looking at the lessons learned to develop 

prevention and coping mechanisms. 

241. Civil conflicts continue to take their toll in the African Region, causing high numbers of casualties, 
massive refugee movements and population displacements, along with consequent increased risks of epidemics 
and famine. These complex emergencies have disrupted national health services in many countries so that 
emergency assistance has been managed by United Nations agencies, and local and international 
nongovernmental organizations, including particularly the International Committee of the Red Cross. 
Moreover, the epidemiological surveillance system has been seriously disrupted, making it difficult to analyse 
the situation and develop adequate response mechanisms. 

242. In the Region of the Americas, Member States have continued to develop emergency preparedness 
plans. Courses in emergency management are being conducted in Brazil, Colombia, Costa Rica, Ecuador, 
Jamaica, Mexico and Peru. Collaboration between countries has also been developed (e.g. between Chile and 
Peru; Belize, Guatemala and Mexico; and Ecuador and Colombia). As a coordination mechanism, an 
agency dealing specifically with emergencies in the Caribbean was established in 1991 in Barbados by 
member states of CARICOM. 

243. In the Eastern Mediterranean Region, emergency preparedness and response have been tested repeatedly 
over the last few years. Intersectoral programmes (including health) are being developed for a rapid response 
during both the emergency and the rehabilitation phase. In some Member States, such as Egypt and Oman, 
a national plan to deal with health in emergencies is part of the national disaster preparedness plan, or this 
is done separately, as in Qatar and Saudi Arabia. In Bahrain, an emergency plan is being tested, and in 
Tunisia an emergency plan has been simulated, while in Egypt the emergency plan has been upgraded in the 
light of experience. Emergency preparedness and response activities include upgrading emergency services 
in health facilities, maintaining stocks of drugs and supplies, and promoting national self-reliance. Some 
Member States liaise worldwide with a number of specialized emergency centres, including the Asian Disaster 
Preparedness Centre in Thailand, the United States Public Health Services National Disaster Medical System 
for Rapid Deployment in Hawaii, and the Health and Welfare Emergency Medical Services in Canada. In 
addition, Ministers of Health of the Gulf Cooperation Council have recommended the development of a 
disaster preparedness centre for the Gulf States. 

244. In the European Region, WHO emergency preparedness and response programmes have been 

implemented through collaboration between the Regional Office and Member States. This takes the form 

partly of secondment of emergency staff and partly of provision of resources or funds in response to joint 

United Nations appeals. In the case of the former Yugoslavia, WHO has been one of the important 

components of the United Nations programme. The first interagency programme and appeal by UNHCR, 

UNICEF and WHO was launched in December 1991. Since then the process has been repeated every six 

months. WHO's field presence was established in June 1992. While most of the European Region's 

developed market economies have some form of national emergency plan, in the countries experiencing war 

such plans are lacking, and public health is seriously affected by fighting. Since 1989，there have been 
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several armed conflicts on the territory of the former USSR and, since 1991，in the former Yugoslavia. 

Unfortunately, in the past three years the situation has deteriorated rather than improved. 

245. In the South-East Asia Region, most disaster-prone Member States have initiated emergency 

preparedness and response plans, with support from WHO and other international agencies. In Bangladesh, 

medium-term and long-term plans have been developed with the assistance of the Government of Italy and 

WHO. In Bhutan, emergency units have been established in hospitals. In India, considerable progress has 

been made in the medium-term plan of action, strengthening infrastructure capacity and developing human 

resources. A calamity relief fund has also been set up in each Indian state to facilitate humanitarian relief 

efforts. The All India Institute of Hygiene and Public Health in Calcutta conducts research in this area. In 

Indonesia, a National Coordination Board for National Disaster Preparedness and Relief has been set up and 

a national plan has been formulated. In the Maldives, a committee has been set up to coordinate emergency 

preparedness and response activities, and an emergency unit has been created in the main hospital. Mongolia 

has initiated an assessment of infrastructural capacity and other resources for formulation of a national plan. 

In Myanmar, a focal point at national level has been established to coordinate emergency response activities. 

A short-term emergency preparedness plan has also been developed with WHO assistance. In Nepal, a system 

for environmental and health information for management and development activities has been set up with 

WHO support. In Sri Lanka, a national emergency preparedness and response plan exists, and the WHO 

research project HEDIP (Health and Development for Displaced Populations) is operating in a number of 

areas. In Thailand a national emergency programme exists. A safety council has also been set up at district 

level in Thailand, and the Medical Institute of Accident and Disaster is the focal point for coordination of 

emergency relief at national level. 

246. Several countries in the Western Pacific Region have, during the last three years, experienced some type 

of major natural or man-made disaster that was beyond their capacity to handle. WHO mobilized additional 

resources for a number of major disasters during 1992-1993，including a major flood in China, the eruption 

of Pinatubo volcano and an earthquake in the Philippines, and severe cyclones in Fiji and Samoa. Papua New 

Guinea reports that emergency preparedness is receiving renewed emphasis at provincial level. Palau has 

initiated testing of an emergency response plan, and a new organization has been established in the Philippines 

Department of Health to plan and manage emergency preparedness and response activities. 

7. HEALTH RESOURCES 

7.1 Financial resources 

7.1.1 National health expenditure and its distribution1 

247. The Global Strategy for Health for All sets the target for health spending at 5% of GNP. The trends 

indicated here take account of central government expenditure only and exclude state/provincial/regional and 

local government expenditure, which may vary considerably between countries. 

1 This section indicates broad trends based on approximations rather than rigorous calculation. On the one hand, there 
are not always enough data to be meaningful, and averages are clearly affected by the number and identity of reporting 
countries. In order to determine broad trends, therefore, gaps have been filled by using earlier data, either supplied by the 
regions or taken from Progress towards health for all: statistics of Member States (document WHO/HST/GSP/94.1 ), or the 
Human development report 1994 (UNDP). On the other hand, the method for calculating data is not always consistent. 
Some countries and the Region of the Americas indicate health expenditure as a percentage of gross domestic product, 
giving values somewhat higher than percentages of GNP. Alternatively total expenditure on health may be given, 
producing in some cases values far higher than those for public expenditure alone. 
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248. Roughly one-seventh of least developed countries spend less than 1% of GNP on health and almost half 

spend between 1% and 3%. Although health spending exceeds 5% of GNP in some, the values reported may 

in some cases reflect a dependency on external aid for health which can be considerable (e.g. 48% of total 

health expenditure in the United Republic of Tanzania, 43% in Chad).1 Where comparisons can be made, 

more countries have raised the percentage of GNP spent on health than have reduced it. Nevertheless, it 

would seem unlikely that this group of countries as a whole will meet the 5% target by the end of the 

century. 

249. In the African Region several countries have been introducing cost-recovery mechanisms and voluntary 

health insurance schemes to mobilize additional resources. Efforts have also been made to improve the use 

of resources by creating information systems for financial management. However, weak accounting systems 

in general make it difficult to analyse budget allocations at the level of the national health system and 

therefore hamper reporting. A similar situation is reported from the South-East Asia Region where measures 

are being introduced to reallocate government subsidies, decentralize health services and mobilize resources, 

including sharing the cost of care in the community. 

250. In contrast, very few countries in the broad category "other developing countries" spend less than 1% 

of GNP on health. Almost half spend between 1% and 3%, just over one-third spend from 3% to 5%, and 

the remainder spend over 5%. Where comparisons are possible, most countries are increasing the percentage 

of GNP spent on health, reflecting growing economies, especially in the Western Pacific Region and to a 

lesser extent in the South-East Asia Region. Most countries have been concerned to improve management 

in order to make the most efficient use of financial, human and material resources for health. 

251. The economies in transition spend between 2% and 5% of GNP on health, several reaching the 5% 

target. In the few cases where comparisons can be made, the percentages are rising. 

252. In developed market economies health expenditure ranges from 4.2% of GNP to 10%. In virtually all 

reporting countries, the percentage of expenditure is higher than the figure for 1990. The major concern in 

this group of countries, however, is cost containment and the efficient use of resources. 

253. In order to ensure access to primary health care in rural and underserved areas, a "reasonable" 

percentage of national health expenditure should be devoted to local health care, including care received in 

the community, at health centres or from dispensaries but excluding hospitals. This indicator is more 

meaningful for developing countries with large rural populations; it is not reported on by economies in 

transition or by developed market economies. 

254. It appears that half the least developed countries reporting this indicator devote between 20% and 50% 

of national health expenditure to local health care. A few allocate less than 20% to the local level - as low 

as 1.3% in one case - indicating a high degree of centralization. However, one-third devote over 50%, 

including Maldives, which spends a high percentage of national expenditure on primary health care at local 

level, catering to a predominantly rural population. Where time trends can be observed, these percentages 

have tended mostly to remain stable or to rise; the Comoros has notably increased local spending from 8.6% 

of national expenditure to 32% since the previous reporting period. 

255. In the African Region a number of countries have increased budgetary allocations to the district level, 

but absence of clearly defined criteria for budgetary allocations to regions and districts or late preparation of 

budgets tend to delay implementation of activities. The South-East Asia Region reports a commitment to 

strengthening district health care, with a concern for decentralization and devolution of resources, but notes 

that disproportionate resources are still being consumed at secondary and tertiary facilities. 

1 The World Bank. World development report, 1993. New York, Oxford University Press, 1993 (Table A.9). 
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256. It is more difficult to draw a clear picture in regard to other developing countries because of the smaller 

number of countries for which data are available.1 It appears that half the countries concerned devote 

between 20% and 49% of national health expenditure to local health services. About one-third spend less 

than 20% at local level, and about one-sixth spend over 50%. In the Eastern Mediterranean Region, an 

outstanding example of decentralization is Egypt, where 85.3% of expenditure is devoted to the local level. 

Jordan has raised the share of local expenditure in total health expenditure from 9% to 35% since the previous 

reporting period. The somewhat lower portions devoted to local health services in this group of countries 

as compared to the least developed countries may be attributable in some cases to their larger urban 

populations. 

7.1.2 Direct government commitment2 

257. A clearer idea of the priority a country accords to health may be drawn from the percentage of central 

government expenditure devoted to health, which is a narrower measure than the percentage of GNP. It 

includes both recurrent expenditure (administration salaries/wages) and capital expenditure (investment in the 

health sector). 

258. Of the nine least developed countries for which data are available, health expenditure represents 

between 1.4% and 11.5% of total government expenditure. In four cases the share devoted to health has risen 

since 1980. In other developing countries the share of health in government budgets lies typically in the 

range 1.5-14%, and in two cases it reached 20% and 32%. The share of government expenditure devoted 

to health has tended mostly to remain stable or to rise. In developed market economies the health component 

usually ranges between 5% and 15% of the government budget. 

259. Comparisons between countries may, however, provide an inaccurate idea of trends because not only 

are there fewer reporting countries than for other indicators, but also methods of compiling data may differ 

or public services may be financed at levels lower than that of central authorities. Moreover, governments 

may have opted for a larger private contribution to the provision of services so that a lower share of the 

government budget is allocated to health. 

260. Although the share of health in government expenditure may rise in some cases, its relative position 

in relation to the other sectors may fall. Priorities for government expenditure shift according to level of 

development; it would seem, however, that other needs tend to take precedence over health as such. 

261. There has been some improvement in the rate of implementation of the approved health budget in the 

South-East Asia Region. The allocation of resources to support recurrent expenditure has changed little. 

Some countries have allocated more resources for the purchase of drugs and equipment, and financial 

provision has been made for remunerating an adequate cadre of staff, but funding for the maintenance of 

facilities and equipment is inadequate. In the Eastern Mediterranean Region recurrent expenditure absorbs 

a large share of the health budget at the expense of health investment. Per capita ministry of health 

expenditure has dropped, despite inflation and rising prices of drugs and other health services. It is now less 

than US$ 10 per person per year in six countries with 58% of the Region's population. 

1 The Region of the Americas did not report on percentage of national health expenditure devoted to local health 
services. Trends indicated may therefore not apply to this group of countries as a whole. 

2 Trends derived from the World Bank, World development report, 1993. New York, Oxford University Press, 1993 

(Table 11). 
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7.1.3 Equity in the distribution of financial resources for health 

262. Equitable distribution of financial resources implies that per capita expenditure devoted to primary 

health care is similar for various population groups or geographical areas, such as urban and rural areas. One 

of the main obstacles in defining and implementing activities to ensure equity in the distribution of resources 

for health is the lack of suitable means for measuring inequality. 

263. Research on inequality in health is currently under way in several countries in the Americas. It has 
concentrated on working out economical and technically feasible methods that will help decision-makers to 
recognize and deal with inequalities, and to monitor the impact of their decisions and actions. In addition 
special attention has been given to encouraging active community participation to ensure that policies are 
successfully implemented at local level. Bolivia, for example, enacted legislation to ensure people's 
participation in establishing health policy. Subregional workshops conducted during 1993 concluded that such 
participation related mostly to the provision of resources and the use of services. 

264. Similar research has been carried out in the European Region where equity in health is the top priority 
of the 38 regional health-for-all targets. The European Region is concerned about considerable differences 
not only between countries of eastern and western Europe but also within most countries, between 
geographical areas, socioeconomic classes and ethnic groups. 

265. Because of financial constraints, priorities have to be set carefully. This exercise is dominated by 
concern for equitable access to high-quality health services. In the Netherlands, concern for inequity has led 
to a country-wide effort to document inequalities and their causes, and a second five-year research programme 
has been launched to assess the most effective means to tackle them. In Sweden, an institute for public health 
has been set up with monitoring of inequities as part of its mandate. In order to devise appropriate policy 
responses, countries such as Croatia, Finland, Netherlands and Norway have set about defining indicators of 
inequity and setting up data collection and information systems. In countries where administrative and 
governmental functions have been largely devolved to the subnational level, as in Germany, Spain and the 
United Kingdom, efforts are being made to translate national policy into coordinated regional and local action, 
including action at municipal level. 

266. In the South-East Asia Region concern for equitable distribution of financial resources for primary 
health care is growing. Most countries have introduced a policy to ensure greater equity and there are 
examples of geographical distribution of foreign aid to promote equity. In other cases funds have been 
allocated under a social safety-net scheme for improvement of primary health care. To overcome constraints, 
countries are adopting measures to strengthen financial management through training, research and resource 
mobilization. The concern in the Western Pacific Region is to find mechanisms to ensure that resources are 
effectively targeted to priority areas. China is trying to redirect resource allocation in order to redress the 
growing disparity between urban and rural areas that stems from economic trends. Fiji is trying out new 
methods of information-gathering to build a solid base for its financial decision-making. Malaysia is taking 
care to ensure that additional resources for health derived from economic progress go to improving facilities 
in underserved areas. Papua New Guinea is also trying to improve the equity of distribution of financial 
resources. 

7.2 Human resources for health 

267. In general the health workforce is characterized by imbalances. For example, the physician-to-
population ratio reported in 1991 ranged from 2 to 475 per 100 000，while the nurse-to-population ratio 
ranged from 2 to 1372 per 100 000. Ratios of physicians to nurses ranged from 1 to 0.5 to 1 to 16.4. 
Reported data indicate both oversupply and undersupply of physicians. Optimal ratios for any professional 
category can only be arrived at through policies that consider the workforce as a whole, as well as the roles 
and responsibilities of each category within it. 
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268. A survey in the African Region in 1991 showed that, although 68% (30 out of 44) countries have 
policies for the health workforce, only 20% of them (6) delegate authority in a way that reflects the needs 
of decentralized primary health care. Moderate improvements in the distribution of health care personnel are 
apparent, however. In one country in the African Region, for instance, the reported number of doctors to 
population rose from 1 per 60 000 in 1990 to 1 per 41 000 in 1993. The training intake for nurses rose by 
30% and has been doubled for paramedical health personnel and other allied workers. 

269. Primary care practitioner programmes are being promoted for small island States in the Pacific in order 

to relieve shortages of medical doctors, which may lead to delivery of care by new categories of personnel. 

270. Some developing countries, however, are reporting oversupply of doctors. In the Eastern Mediterranean 

Region the weighted average ratio of physicians to population is still rising faster than that of nurses. 

Unemployment and underemployment of physicians in Mexico have been closely studied, and the findings 

are probably applicable to other countries. A number of countries have applied a numerus clausus to medical 

school admissions but the impact may not be felt for some time. 

271. The establishment of schools and departments of public health in many European countries may in part 

be due to the provision of career positions for physicians where clinical options are already saturated. Europe 

generally lays growing emphasis on training for general practitioners in order to strengthen primary health 

care systems. 

272. There remains a lack of consensus on the division of roles and responsibilities among the health care 
professions, particularly medicine and nursing, and on the delegation of responsibilities from one profession 
to the other. Even within the same profession, such as nursing, delegation of responsibility from qualified 
to unqualified staff can be a contentious issue. Nevertheless, in the African Region, for example, nurses and 
midwives are to be trained to carry out epidemiological surveillance. Better planning may help to ease 
difficulties, and a nursing workforce information system is currently being field-tested for that purpose. 

273. The concentration of the health workforce, particularly physicians, in urban areas is difficult to prevent, 
especially in countries where government employees are allowed to supplement income through private 
practice. Working conditions, remuneration and career opportunities are important, and the equitable 
geographical distribution of the health workforce, although improved, leaves much to be desired. Incentives 
are being given to staff working in rural areas in such countries as India, Indonesia and Thailand. 

274. Globally, it appears that improvements are slowly being made in numbers and in composition of the 
health workforce, leading to a more equitable distribution of human resources for primary health care. 
Training institutions, mainly for auxiliary disciplines, are being opened or expanded. There are efforts to 
make better use of existing personnel. Scarcity of trainers, however, poses another problem in some regions, 
and serious efforts are being made to train trainers, particularly for allied health staff. 

7.3 Physical infrastructure 

275. Physical health infrastructure refers to the availability and distribution of such institutions as specialized 
hospitals, district hospitals, health centres, reference health centres, maternity units and dispensaries. 

276. In general there has been little change in the number of hospitals in most regions and countries because 

of limited resources or the priority accorded to ambulatory and primary health care. The growing economies 

of some countries, primarily in the South-East Asia and Western Pacific Regions, have made it possible to 

increase the number of health facilities. In contrast, the number of short-stay hospitals has been reduced in 

the United States of America. 

48 



A48/4 

277. The number of beds per 100 000 population varies considerably from one region to another: for 

example, around 1990，140 in sub-Saharan Africa, 270 in Latin America and the Caribbean, 290 in the 

Middle East, 830 in the established market economies, and 1140 in the eastern European countries. 

Moreover, within regions, variations are considerable. 

278. Although statistical information on health centres and health reference centres is limited, the numbers 

seem to be rising in efforts to improve access and equity in health care and, in the Western Pacific, also to 

improve quality of care. In Europe, for instance, Greece, Portugal and Spain are trying to base personal care 

on a community approach through the establishment of health centres with multidisciplinary teams responsible 

for addressing the health problems of people within a designated area. Nonetheless, access to such facilities 

in many developing countries has not necessarily improved in proportion to numbers because of high 

population growth. 

279. Although most countries and regions try to improve equity of access by locating new public health 
institutions in areas - usually rural - with underserved populations, most institutions remain concentrated in 
metropolitan areas. A more equitable distribution of health institutions may be hampered partly by existing 
infrastructure and partly by the fact that new health institutions are often private, as in the South-East Asia 
Region. As the market for private institutions is most profitable in urban areas, the growth in private health 
care services is primarily to be found there. 

280. Certain European countries estimate that primary health care can be provided at lower cost than 
institutional secondary and tertiary care, thus helping to contain costs. Sweden, for example, has been 
exploring various ways of shifting resources away from the dominant hospital sector towards community-
based primary care services. Zimbabwe is trying to increase the number of dispensaries and improve their 
distribution. In general, however, the level of resources allocated to secondary and tertiary hospitals has not 
been reduced. 

281. Limited human and financial resources have been reported from most countries as the main constraint 
to the development of the physical health infrastructure, except in the case of growing economies. 
Mobilization of additional resources is generally a priority. In an increasing number of countries, this entails 
further involvement of the private sector. In Indonesia and Myanmar the decentralization process is aimed 
at enhancing the role of the private sector. In the United Republic of Tanzania private practice is being 
encouraged. In India bank loans are provided to the private sector for the establishment of health centres and 
hospitals in rural areas. Several of the least developed countries, such as Chad, concentrate on mobilizing 
additional external resources. 

7.4 Logistics and supplies 

282. Over the period 1992-1993 Member States were provided by WHO with equipment, supplies and 

materials to the value of US$ 256 million, almost 20% of the Organization's total budget and a 4% increase 

compared to 1990-1991. Procurement included hospital and teaching equipment, drugs and biologicals, 

environmental supplies - pesticides and vehicles, among other items - and laboratory supplies, together with 

equipment purchased within the regions. Pharmaceutical products and hospital supplies and equipment 

constituted the major part of all commodities. 

283. The share of the Americas and Europe in the total amount disbursed increased, and that of the other 
regions decreased. Almost 40% of the total (which includes the Pan American Health Organization's 
procurement budget) was spent in the Region of the Americas, in support of projects or on behalf of Member 
States against reimbursement or through revolving funds. Demand for supplies rose considerably during the 
cholera outbreak. Virtually all purchases are made locally. 
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284. Including supplies for the Onchocerciasis Control Programme, 13.3% of the total amount disbursed 
went to the African Region to meet requests for supplies as a result of epidemics, national emergencies and 
the regionalization of most of the AIDS control programmes. The South-East Asia Region received 12% of 
the total; the purchase of supplies on behalf of India for its national AIDS control programme was an 
important item. The Eastern Mediterranean Region, which received 6.4%, met heavy demand for supplies 
and equipment to cope with natural disasters and emergencies. The share of the Western Pacific Region in 
total procurement dropped from 7.3% in 1990-1991 to 5.6% in 1992-1993. In the European Region, which 
received 5.3% of the total, most requests for supplies came from republics of the former Yugoslavia and from 
the Newly Independent States. 

285. Governments are generally paying more attention to ensuring continuous availability of drugs. Some 
60 countries have formulated national drug policies, defining a coherent framework for all essential drugs 
activities, including logistics and supplies. WHO has defined indicators for monitoring the main aspects of 
these policies to facilitate a more quantitative evaluation of progress. National essential drugs lists and 
formularies with objective drug information have been established in nearly all developing countries, 
including the least developed, but are not always used to guide purchasing and management of drug supplies 
in the public sector. 

286. Progress has been made in procurement of drugs; a number of countries have improved quantification 
of drug supply and are creating autonomous medical stores capable of purchasing more efficiently by tender 
on the international market. Many developing countries are trying to improve their procurement systems in 
spite of lack of managerial capability, lack of foreign exchange, and difficulties in obtaining information on 
suppliers and prices of finished products. 

287. To help contain costs, governments are providing better drug information to health personnel and the 
public. Various countries are introducing patient payments for drugs as a way of improving health care 
financing. The concept of essential drugs and rational use has been incorporated in the basic training of 
health workers and in in-service training, and drug-use indicators have been defined in order to monitor 
prescribing patterns. The growing involvement of the private sector in drug distribution creates new 
opportunities but also requires redefinition of the role of the State. 

288. Despite the efforts made, however, access to essential drugs has not drastically improved, at least not 

in the poorest countries, and remains limited and inequitable. Economic constraints have, in particular, led 

governments to cut ministry of health budgets for drugs. The planning, programming and budgeting 

capabilities necessary to ensure the best use of existing resources and the sustainability of national drug 

policies are still poor in many least developed countries and training is insufficient to make up the 

shortcomings. 

8. CONCLUSIONS 

8.1 Determinants of health 

289. The world population growth rate started to decline slowly in 1990 and is expected to continue doing 

so over the next decade. This historic global decrease actually conceals mixed regional patterns. Thus, 

annual growth in the least developed countries will continue to increase, reaching 3% and more in many 

countries of sub-Saharan Africa. The modest decline in fertility observed in these countries is offset by the 

considerable decline in their crude death rate. Fertility decline in entire regions reflects a congruent choice 

made by countless individuals to reduce the number of their children; it will be accompanied by changes on 

an aggregate scale that have a variety of repercussions on society. Differentials in fertility, economic 

opportunity and social welfare are also expected to foster major migration movements between countries and 

within countries. Urbanization is one aspect of migration and is a global phenomenon. It has been 
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particularly marked in developing countries which now account for 61% of the world's urban population. 

Civil strife, national disasters and lack of development cause people to flee. In 1993，43 million people were 

considered to be displaced, with all the problems that this entails for them and for the receiving population. 

290. The adult literacy rate has been improving in all regions. In developing countries, however, a 

significant gap remains between female and male literacy rates. 

291. The lack of access to an adequate supply of safe drinking-water and to sanitation remains the most 
widespread and important environmental hazard. However, air pollution resulting from industrial 
development, accidents fostered by mechanization, and chemical hazards due to the use of pesticides and 
fertilizers are increasingly undermining the gains expected from economic development. UNCED has been 
instrumental in fostering the development of intersectoral policies in virtually all countries, with a view to 
protecting populations from the potential hazards related to development. Sustainable development has 
emerged over the last decade in response to growing awareness that current patterns of national resource usage 
dangerously disrupt the ecological equilibrium of the planet and threaten the well-being of humanity. The 
Rio Declaration marked a turning point as participating countries consensually agreed that the right to 
development must be fulfilled so as to meet equitably the developmental and environmental needs of present 
and future generations. 

292. The epidemiological transition is characterized by the growing impact of lifestyles on health status and 
trends both in developed and developing countries. The main feature is the increased prevalence of minor 
health complaints and noncommunicable diseases which are essentially due to unhealthy lifestyles and 
behaviours. This situation has led to the development of health promotion programmes to foster balanced 
diet and physical activity, curb tobacco consumption, encourage prudent sexual behaviour, and control alcohol 
consumption and the expansion of illicit drug use. 

8.2 World health status 

293. Life expectancy has continued to increase globally over the past five years. Women now outlive men 
by from three years (in the developing countries) to 10 years (in economies in transition). Wide disparities 
still exist between regions and groups of countries regarding infant, under-five, and maternal mortality, 
although the gap is closing. Of 50 million deaths annually, close to 80% occur in developing countries. Half 
of them are linked to infectious diseases. 

294. Acute respiratory infections and diarrhoeal diseases remain the world's leading causes of morbidity and 
mortality from infectious diseases, claiming 4.3 and 3 million deaths respectively in children under five every 
year. Diseases that can be prevented by immunization still cause more than 2 million deaths per year. 
Tuberculosis, with 8 million new cases every year, still kills 3 million people annually, over 95% of them 
in developing countries. Half the world's population is exposed to malaria which affects 300-400 million 
people a year and kills over a million of them. The AIDS pandemic is spreading progressively. It is 
estimated that, over the last 15 years, 17 million people have been infected by HIV and 4 million AIDS 
cases have occurred. On the other hand, the prevalence of such diseases as leprosy and dracunculiasis has 
been dramatically reduced. Poliomyelitis is well on the way to eradication; the number of countries reporting 
zero incidence of this disease rose to 141 in 1993，the highest ever recorded. There is also good hope that 
guinea-worm will be eliminated within the next few years. 

295. Noncommunicable diseases cause 75% of all deaths in developed countries and 40% in developing 

countries. Cardiovascular diseases claim 12 million victims a year worldwide and cause 50% of all deaths 

in developed regions. Cancer affects 7 million people a year, and 70% of these cases can be attributed to 

lifestyle. Violence and traumas are increasing causes of death in many countries. Increased life expectancy 

and the spectacular cure of once lethal diseases contribute to an increased frequency of disabilities and of the 

handicaps associated with them. 
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296. Globally, more than 80% of all newborns have a satisfactory weight at birth. However, it appears that 

the nutritional status of newborns in economies in transition has declined significantly. 

8.3 Implementation of primary health care 

297. Universal coverage with the eight essential elements of primary health care is the shortest route to 

health for all. 

298. Health education and promotion is part of virtually all national health policies. Despite policy advances, 

there persist major constraints, such as lack of qualified staff, lack of training institutions, linguistic problems 

and difficulty of access to the underprivileged，overcentralization, and poor coordination within the health 

care delivery system. 

299. To ensure an adequate food supply and proper nutrition many countries have targeted interventions for 

vulnerable groups (e.g. food fortification programmes addressing micronutrient deficiencies, popularizing of 

low-cost nutritious food). The application of the International Code of Marketing of Breast-milk Substitutes 

has strengthened the promotion of breast-feeding in support of infant nutrition. 

300. Universal coverage with safe water and sanitation is an uphill struggle. In developing countries the 

extension of services to millions has hardly offset the consequences of natural population growth. It is 

estimated that about 71% of the population of developing countries now have reasonable access to safe water, 

while around 56% have access to safe excreta-disposal systems. Wide variations exist between countries and, 

within countries, between rural and urban areas. Even in urban areas, it was found that, globally, public 

sewers, septic tanks and simple pit latrines are almost equally important as means of excreta disposal, which 

indicates considerable scope for service upgrading. 

301. Significant efforts have been made to improve the availability of maternal and child health services. 

However, availability does not necessarily entail accessibility or utilization of services. In addition, the 

quality of the services offered is very variable. This may explain why some countries with satisfactory 

coverage in maternal and child health services are still affected by unexpectedly high maternal mortality rates. 

Family planning is now widely recognized to yield important benefits in terms of health, self-esteem, and 

educational and employment opportunities; 144 countries provide either direct or indirect support to family 

planning programmes. 

302. The control of locally endemic diseases is never totally ensured. The progressive (e.g. tuberculosis) 

or sudden (e.g. cholera) resurgence of diseases once thought to be controlled remind Member States of the 

need for constant vigilance. Progress has been made in the development of appropriate technologies to reduce 

the incidence or the lethality of many locally endemic diseases. 

303. The steady improvement of coverage in immunization noted in previous years has stopped and may 

have reversed. Moreover, average coverage figures mask inequalities in achievements between regions, 

between countries and between areas within countries. The most common causes of failure to achieve success 

centre on lack of political commitment, civil unrest and donor lassitude. There is a clear need to identify 

low-performing countries and assist them with analysis of the causative factors. Immunization remains the 

most cost-effective intervention in the drive for health for all by the year 2000. 

304. Availability of treatment for common diseases is a priority that is deeply felt by most people. Auxiliary 

staff can manage the great majority of cases efficiently if they receive proper support. The development of 

simple algorithms and standardized case management has proved effective in reducing mortality from and 

severity of diarrhoea, malaria, acute respiratory infections and the complications of measles. 
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305. Globally, the utilization of primary health care services is far lower than official coverage figures would 

suggest. The presence of a health team in a local health centre is not enough to ensure the availability of 

quality care in a form that is acceptable, accessible and motivating for people. The will to achieve health 

for all by the year 2000 through primary health care is apparent in countries. Success in reaching the 

objective will depend on how fast each country can overcome the constraints that challenge it. 

8.4 The development of health systems 

306. In most countries, dwindling resources, rising costs and growing expectations of populations have 
prompted governments to initiate health reforms based on principles that have long been part of the health-
for-all strategies. Equity is increasingly being presented as a priority in national health policies. 
Nevertheless, very few countries have reported data on indicators that were specifically intended to identify 
inequities in resource allocation, in access to health care, and in health status. The state sector expects 
increased participation of the private sector in health care delivery at all levels. The global trend towards 
decentralization has led to increased focus on local services and strengthening of district systems. The lack 
of skilled managers at local level and insufficient mechanisms to ensure their accountability have often 
hampered the delegation of authority from the central level to the periphery. Intersectoral cooperation has 
become a conscious necessity almost everywhere but it often encounters administrative obstacles and 
uncooperative behaviour. A general trend towards democratization has fostered community action in the 
social sector but has also revealed obstacles to its harmonious development. Lack of motivation, insufficient 
guidance or improper participation mechanisms have sometimes led to difficulties in getting communities 
involved. 

307. Health systems research has been institutionalized in many countries. Lack of skills compounded by 
lack of resources often limits the expansion of activities in this field. The assessment of technology for 
delivery of primary health care is not yet undertaken in all countries. More interest has been shown in the 
development of appropriate hospital technologies such as life-saving technologies, oxygen concentration and 
basic radiological systems. International support for health systems development has continued to grow 
without, however, reaching the target of 0.7% of GNP for official development assistance set during the First 
United Nations Development Decade. 

8.5 Health resources 

308. While developed market economies spend up to 10% and more of their GNP on health, the extent to 
which least developed countries finance their health sector remains limited and this group is unlikely to reach 
the target of spending 5% of their GNP on health by the end of the century. The equity with which resources 
are distributed has become a concern in most countries. In the Region of the Americas and the European 
Region intense research is carried out to document inequalities and political measures actively pursued to 
reduce them. 

309. Human resources are severely imbalanced. Physician-to-population and nurse-to-population ratios vary 

widely between countries and between areas within countries. The underemployment of physicians has led 

many countries to restrict access to medical schools. In several countries public health may well have 

benefited indirectly from the availability of physicians for whom clinical options were already limited. The 

number of health facility beds per inhabitant also varies greatly from country to country, with many 

developed countries trying to cut down numbers of short-stay beds. 

310. Many countries have now formulated national drug policies and progress has been made in the 
procurement of drugs. Access to essential drugs, however, has not drastically improved in the poorest 
countries. The growing involvement of the private sector creates new opportunities but also requires 
redefinition of the role of the state. 
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8.6 The monitoring process 

311. Despite sustained promotional efforts and support on the part of the WHO Secretariat and the adoption 
of repeated resolutions by WHO governing bodies, it appears that many countries have not integrated the 
mechanism proposed by WHO for the periodic monitoring exercise into the framework of their managerial 
process for national health development. The preparation of a national report on monitoring still appears to 
be perceived by many as an administrative obligation imposed by WHO, and data derived from it as 
information for WHO. As a result, the returns from countries have been lower and slower than in previous 
monitoring and evaluation exercises. One-third of Member States did not report their information in due time 
to be processed by regional offices for submission to the regional committees. Many reporting countries have 
omitted basic indicators that are known to be available from national administrations. From these 
observations it appears that there are not only difficulties in data generation but also in data retrieval, which 
may explain the insufficient data returns from countries. 

312. Not all regional offices have yet incorporated all health-for-all indicators in their own health-for-all 

database and a significant amount of data on indicators, although contained in national reports, tends not to 

be extracted or reported to WHO headquarters. 

313. As the Health Assembly has noted previously, in addition to the basic need to have sensitive 
information about progress towards health for all, the Organization has a mandate to produce regular 
information on the world health situation in the form of reports. In fact, WHO is the only body in a position 
to do this adequately. Publication of such reports and maintenance of reliable databases is in line with similar 
activities of other United Nations agencies. Failure to establish a reliable database and failure to produce 
periodically an acceptable report on world health progress that adequately reflects country activities directed 
towards health for all could seriously prejudice the work of WHO with regard to both its longer-term 
scientific interests and its more immediate policy objectives in terms of health for all. 

314. In view of the continuing difficulties experienced by Member States and WHO in collecting, presenting 
and reporting relevant, valid, accurate, comparable and timely information for the monitoring and evaluation 
of the implementation of national and international strategies for health for all, and in view of the unique 
mandate and potential capacity of WHO to establish and maintain a global database on progress in 
implementing the Global Strategy for Health for All by the Year 2000, the Health Assembly may wish to: 

(a) review critically Member States' needs, interests, constraints and priorities in monitoring and 

evaluating their progress in implementing their strategies for health for all, as well as WHO support 

to this process if needed; 

(b) reaffirm the need to establish and maintain at WHO a global database on health for all, and 
explore alternative approaches to update it regularly; 

(c) urge regional committees to ensure that regional health-for-all databases be adjusted to include 
at least the basic set of indicators presented in the WHO common framework for monitoring of progress 
in implementing health-for-all strategies. 

9. PLAN OF ACTION 

315. Following the recommendations of the Executive Board at its ninety-fifth session, the Director-General 

proposes to strengthen monitoring and evaluation of progress towards health for all through a plan of action 

which includes: 
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(a) dissemination of a summary of the global report on monitoring progress in the implementation 
of the strategies for health for all to Member States, organizations and agencies of the United Nations 
system, other intergovernmental, nongovernmental and voluntary organizations and the media; 

(b) use of the national, regional and global reports to guide WHO's cooperation through the 
formulation of international health policy, strategies and programmes; 

(c) submission of a revised list of indicators for approval by the Board in January 1996，and 
simplification of the global monitoring and evaluation process; 

(d) improvement of WHO's capacity to collect, validate, and report information on progress towards 

health for all in liaison with other international agencies, and maintenance at all level of the Secretariat 

of high-quality databases including at least the indicators utilized to effectively monitor or evaluate 

progress towards health for all; and 

(e) support for the third evaluation of the strategy at national, regional and global levels (1997)，and 
provision to Member States of a common framework to carry out this evaluation. 

316. In accordance with decision EB93(6) on the WHO response to global change: world health status and 

WHO activity report, the current three-year health-for-all monitoring cycle will be replaced by a two-year 

cycle. 
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