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Preface

T ur pleased to present to the scientif,ic com-

I munity and to decision-makers in the health

I and health-related sectors, the Eighth Re-

flort on the World Health Situation, prepared on
the basis of the second evaluation of the Global
Strategy for Health for All by theYear 2000. It is
primarily a synthesis of findings from reports of
Member States who carried out their evaluation
in 1991 - the second time since the Global Strat-
egy was adopted by the World Health Assembly
in l98l - and consists of a global review and six
regional reports.

The period 1985-1990 covered by the report
was characteizedby dramatic changes in both
the political and the economic situations. On the
positive side, there was a widespread move to-
wards democratization of political systems and
greater participation of people in determining
their own future. Human rights, equity and so-
cial justice increasingly became basic concerns
in the political decision-making process. The
expression ofindividual and ethnic rights, how-
ever, led to increased violence and local con-
flicts and strife in some countries. Economic
policy also changed drastically and there was an
increasing trend towards recognizing the impor-
tance of health as a basic element of develop-
ment. However, it was the least developed coun-
tries which faced difficulties even in maintain-
ing basic minimum services in the social sec-
tors, including health.

And yet, the period witnessed perceptible
improvements in health care coverage and
health status, though such progress has been un-

even, differing in various parts of the world,

among population groups within countries and

in different age groups. While commitment to

the aims of health for all has remained firm and

Member States have adopted the primary health

care approach as described in the Declaration of

Alma-Ata for the development of their health

care systems, the implementation of strategies

to achieve those aims has in many cases slowed

down. This slowing down has resulted not only

from economic factors but also from the rigidity

of health systems, weak infrastructure, the con-

straints on achieving real participation by all re-

lated sectors and the inadequacy of efforts to

promote health and prevent specific health
problems.

At the same time, the developing countries
have been experiencing an epidemiological
transition, with rapid aging of the population

together with an increasing incidence of
noncommunicable diseases linked to changes in

lifestyle. The growing prevalence ofcancer, car-

diovascular disease, diabetes and other chronic

conditions in addition to the long-standing prob-

lems of communicable diseases such as cholera,
malaria and tuberculosis impose a double bur-

den on health care systems in these countries'
There are also worrying trends in mortality from

accidents and suicide in young adults, particu-

larly in the developed countries. In addition,
there is the pandemic of HIV infection and
AIDS, which imposes a particularly heavy bur-
den on developing countries. All these realities

must be taken into account in implementing
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public health action geared to achieving the goal
of health for all through primary health care.

The dream of health for all is slowly - per-
haps too slowly - becorning a reality. We must
evolve and develop new approaches, new
mechanisms, new partnerships and new re-
sources that can expedite this process. The prob-
lems now being faced may not be susceptible to
approaches that have been applied in the past.
We cannot continue doing what we have always
done. Tomorrow cannot be just more of yester-
day. We need flexibility and pragmatism as
much as innovation but the stress must invari-
ably be on action.

This global review and the six regional re-
ports provide information for defining animple-
mentation framework for new public health ac-
tion for accelerating progress in achieving the
goal of health for all. It is only when this is trans-
lated into action that we can say it has served its
purpose.

,(
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Executive summary

he report on the implementation of the
Global Strategy for Health for All by
the Year 2000. second evaluation, and

eighth report on the world health situation, con-
sists of a global review and six regional reports.
The global review is derived principally from
national and regional evaluation reports. Where
necessary, information from other sources has
been used, especially from WHO programmes
and from documents of other international or-
ganizations. The information used relates pri-
marily to the period 1985-1990 which is cov-
ered by this evaluation. Some developments
which occurred after this period may not have
been fully reflected therefore, however signifi-
cant they may be. The evaluation on which this
review is based has so far been characterized by
the greater preparedness of countries than for
the earlier review; they were more involved in
the process and more thorough. Countries seem
to have felt that this was their own evaluation,
rather than just WHO's. This is illustrated by the
response rate: 151 countries out of 168 submit-
ted reports, covering 5200 million people (or

96Vo of the world population).
Chapter 1 (Global trends in socioeconomic

development) focuses on the interrelation of po-
litical, economic, demographic and social de-
velopment trends and their implications for
health forthe period 1985-1990. There has been
a noticeable trend among governments and in-
ternational development agencies towards the
recognition of people as the centre of develop-
ment, and health as a basic component thereof.

The social and political dimensions of develop-
ment have also received more attention from

international development organizations and
agencies. The global environment is becoming
more favourable to decision-making in health,
giveh the general global trend towards democ-
racy and freedom, initiatives such as universal
literacy by the year 2000, and the integration of
women in the mainstream of development poli-

cies. In health development there is a general

trend towards more involvement of individuals,
communities, professional groups and develop-
ment agencies. Adult literacy rate and per capita
gross national products (GNP) have increased
globally, including those in the developing
countries and the least developed among them
(LDCs), although not significantly for the latter.

The global economic environment, how-

ever, was unable to support sustainable national

socioeconomic development owing to the slow-
ing down of the pace of economic growth in the
1980s, increasing balance of payments prob-

lems in many countries, growing disparities in

the production performances in different parts

of the wodd, and emerging new trade and for-
eign debt policies and practices. As far as health
care financing is concemed, a number of devel-
oping countries have retained traditional sys-
tems established during former colonial times.
The national socioeconomic environment has

thus not generally been conducive to the devel-
opment of health systems based on primary

health care, particularly where civil strife

and sociopolitical instability have prevailed.



IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2OOO

Changes in priorities were also noted as a result
of the global recession, natural or man-made
disasters and other emerging or new problems
such as cholera and AIDS. The developing
countries, particularly the LDCs, have been
looking for ways to make judicious use of the
available national and international aid resour-
ces to implement their policies and strategies.

Chapter 2 (Development of health sysrems)
focuses on the progress made in countries in
achieving the objective of health for all, namely
to reduce the gaps between the'ohaves" and the
"have nots". Overall there has been strong po-
litical commitment to achieving health-for-all
goals, and most countries have endorsed at the
highest level the health-for-all policies and strat-
egies. Mechanisms to involve people are re-
ported to be fully functioning or are being fur-
ther developed in most countries, and policy de-
cisions have thus been taken in many countries,
enabling them to mobilize at least central gov-
ernment resources for health. However, in im-
plementing the strategy, the fundamental health-
for-all policies and the principles applicable to
health systems based on primary health care
(PHC) have not always been put into practice in
appropriate ways by the countries when at-
tempting to facilitate universal access to essen-
tial health care with all eight essential elements
of PHC on a continuing basis. The factors tltat
slowed progress in implementing the strategy
were: (1) the slow pace with which existing dis-
ease-control programmes have been reoriented
towards people's needs; (2) problems in bring-
ing together relevant prografirme activities to
provide health care on a continuing basis
through the general health infrastructure; (3)
difficulties in involving all those concerned (in-
dividuals, families, communities and local
nongovernmental organizations as well as
health personnel) in health care delivery; and (4)
weak management of health care delivery espe-
cially at the operational level. The inadequate
and uneven distribution of health personnel of
different categories has frequently hindered the

delivery of an appropriate mix of health care
activities. The provision of effective health care
directed to specific vulnerable groups and to
solving priority problems has been inhibited not
only by lack ofcoordination and integration, but
also possibly by lack of managerial expertise
and creativity, including insufficient leadership
from the ministry of health.

Key factors which have consistently been
identified in the successful development of
health systems were: government, political, so-
cial and financial commitment; strong manage-
ment capabilities for implementation; well-ori-
ented, trained and committed health personnel;
decentralization; community involvement; sus-
tained financing; and widespread availability of
affordable technology.

Chapter 3 (Health care) reviews progress
and constraints in health care coverage, and
analyses general trends in coverage by PHC
(such as availability and accessibility) and qual-
ity of care. The indicator referring to PHC cov-
erage comprises four selected elements of PHC,
each of which may cover several subelements
(e.g., attendance by trained personnel for wo-
men in pregnancy and childbirth, and caring for
children up to at least one year of age). Informa-
tion on the percentage ofthe population covered
by all elements of PHC is not available, and the
trends in the provision of comprehensive PHC
coverage cannot thus be adequately measured.
However, globally, significant increases can be
seen in the percentage ofthe population covered
by many of the elements and subelements of
PHC since the first evaluation in 1985. such as:
immunization against the six target diseases of
the Expanded Programme on Immunization
(EPI); trained personnel at childbirth; local
health services; water supply; and excreta dis-
posal facilities. Gaps between the developing
and developed countries have been significantly
reduced, although improvements in the LDCs
have been less satisfactory.

Chapter 4 (Health resources) considers fi-
nancial resources, human resources and health
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technology. According to the available data
there has been a slight increase in the percentage
of GNP spent by central governments for health
in all developing countries and most geographi-
cal regions. The per capita central government
expenditure, however, shows a general fall in
real spending in many developing countries. It
should be noted that data on central government
expenditure on health is difficult to compare
among country groupings. There is also evi-
dence that nongovemmental spending on health
is becoming increasingly significant. While the
percentage of national health expenditure de-
voted to local health services has been increas-
ing in developed countries, it has been stagnant
in the developing countries and has decreased in
the LDCs.

From the available data on human resources
for health, it appears that the major problem
continued to be the maldistribution of health
personnel. Many countries are reviewing the
relevance of current medical education and as-
sessing different factors which may influence
professional behaviour (e.g., environment, re-
muneration). The administrators of many health
prograrnmes, however, continue to train health
workers specifically to implement their pro-
grarnme activities and to achieve their particular
prograrnme targets. It is also becoming increas-
ingly evident that though there has been expan-
sion of health infrastructure and an improve-
ment in the quality of health personnel, they
have not automatically led to any increase in
provision of health care because of logistic
problems and conditions of employment.

Health technology used in primary health
care is still inadequately assessed in most coun-
tries. Some countries have reported the estab-
lishment of national research priorities related
to major diseases or to organizational issues
such as human resources and finance. There is,
however, no evidence to show that priority has
been given to the choice of technology and
methods appropriate for effective provision of
essential care on a continuing basis through in-

tegration of preventive and promotive care with
curative and rehabilitative services. This would
have operational,'financial and ethical implica-
tions as well as posing challenges for health pro-
fessionals, training institutions and health man-
agers.

Chapter 5 (Patterns and trends in health sta-
tus) reviews developments concerning specific
aspects of health status (mortality, morbidity
and disability) and of major determinants of
health (smoking, alcohol abuse, etc.) and their
implications for the achievement of health for
all. The epidemiological transition has contin-
ued in developing countries, with cardiovascu-
lar disease and cancer progressively replacing
infectious and parasitic diseases. Tropical dis-
eases seem to have gone on a rampage, with
cholera spreading to the Americas for the first
time this century, yellow fever and dengue epi-
demics affecting even greater numbers, the ma-
laria situation deteriorating, schistosomiasis es-
tablishing itself in new areas, and leishmaniasis
and nonvenereal endemic syphilis increasing.
The AIDS pandemic is spreading globally, as
also are genital herpes and sexually transmitted
chlamydial disease. Pulmonary tuberculosis is
on the increase, partly stimulated by combined
infection with human immunodeficiency virus
(HIV). Pneumonia and hepatitis B remain seri-
ous threats. In the developing world, the number
of cancer cases has for the first time overtaken
that in the developed countries. Lung cancer has
overtaken breast cancer as the leading cancer in
females in some developed countries owing to
the spread of the smoking epidemic among
women. Diabetes is increasing everywhere,
blindness (especially cataract) is more common,
alcohol-related diseases are more frequent, as
are mental problems and suicide (particularly in
the developed countries). Some diseases of
childhood preventable by vaccination - mea-
sles, acute paralytic poliomyelitis, pertussis, and
neonatal tetanus - are decreasing owing to a
rapid increase in coverage by immunization
programmes. Cardiovascular diseases in devel-



IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2OOO

oped countries (except eastefn Europe) are on
the wane owing to the spread of health educa-
tion, and lung cancer has begun to decline in
males in some developed countries since more
men began to give up smoking.

In spite of the increase in many diseases and
health problems, the overall death rate and the
infant and child mortality rates have continued
to decrease globally. This overall progress
largely reflects the major gains made against the
diseases of early childhood preventable by vac-
cination and the fact that death from some of the
major chronic diseases now occurs later in life.

Chapter 6 (Health and environment) covers
environmental health policies and programmes,
assessment and monitoring of environmental
health hazards and risks, and environmental re-
sources management. Safe water and basic sani-
tation have been recognized for centuries as
major determinants of health. However, only in
1980 was the first major global initiative taken
(the Intemational Drinking Water Supply and
Sanitation Decade) to mobilize international
support and resources so as to provide support to
countries in achieving universal access to safe
water and basic sanitation. There has also been
increasing recognition that the maintenance of
life on this planet depends on a delicate balance
of forces, which is now threatened by the growth
of the human population and its increasing ex-
ploitation of limited natural resources leading to
pollution of air, soil and water. Concern about
deforestation, desertification, depletion of the
ozone layer, and climatic change has come to
include the health implications of environmen-
tal problems of a global nature.

In 1990, the main environmental hazards
causing concem remained: urban air pollution
(gases, lead, etc.), indoor air pollution, inappro-
priate use of agrochemicals, contamination of
fresh water and drinking-water supplies, haz-
ardous wastes and ionizing radiation. Govern-
ment awareness of the effects of environmental
degradation on health and development has
been increasing. The concern ofindividuals and

groups in many countries is being more clearly
expressed, butthe health sectorhas on the whole
not been an active party in the process of pre-
venting serious degradation in health status, so
as to ensure sustainable development, particu-
larly of human resources.

Chapter 7 (Assessment of achievements) is
a synthesis ofthe previous six chapters, and as-
sesses progress and adequacy in the implemen-
tation of the strategies, the effectiveness of
health care coverage and results in terms of im-
proved health. It concludes that improvements
have been made in health status in terms of life
expectancy at birth and infant mortality rates,
and in coverage levels by various elements of
primary health care. Such improvements seem
to be more rapid in the developing countries
than in the least developed ones; the disparities
in health status between the developed and de-
veloping countries have been reduced but the
gap between the least developed and other de-
veloping countries seems to have increased.
There is also some evidence that disparities in
health status have increased within countries
between certain population groups. In recent
years there has not only been a socioeconomic
transition but a continuing epidemiological tran-
sition towards a predominance of noncom-
municable diseases, such as cancer, cardiovas-
cular disease and diabetes, resulting from
changes in life-style and the environment and
the rapid aging of populations. In addition there
has been a resurgence of old scourges, such as
tuberculosis and malaria, and the recent emer-
gence of AIDS. Coverage by various elements
ofprimary health care has been unbalanced and
distorted; although programmes have achieved
their targets, their impact in terms of health sta-
tus may not be significant. There is also little
evidence that international and bilateral funding
agencies have significantly shifted their aid pri-
orities towards the low-income and least devel-
oped countries.

With the highJevel commitment and en-
dorsement of the strategy and the establishment
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of mechanisms for involving people in efforts to
improve health and care, a basis now exists for

accelerating implementation. There is also evi-
dence that the health sector has been able to
mobilize at least central government resources,
in spite of unfavourable economic constraints
domestically and internationally. However, it is
not yet clear whether resources have actually
been equitably distributed and whether avail-
able resources have even been significantly
shifted to support local health services. Major
problems have been insufficient cooperation be-
tween programmes within the health sector and
inadequate coordination with other sectors.
Many countries have been developing innova-
tive ways of financing health care, reviewing
their medical education and training pro-
grammes for health personnel, and revising dis-
ease control programmes to support health pro-
tection and promotion.

Chapter 8 (Outlook for the future) draws on
the analysis ofthe preceding chapters, identifies
important trends taking place in health and pos-
tulates how the trends may develop. It makes a
quantitative and qualitative assessment of the
future, identifies important strategy issues and
updates the challenges posed in the last report
on health-for-all monitoring. These five chal-
lenges can be enumerated as follows.

The first is that renewed accountability by
governments to their least favoured populations
is called for. They should reconfirm their com-
mitment to equity, especially as regards those
populations who have the least access to health
care, such as the rural and urban poor, the unem-
ployed, women, children and the elderly. The
problems affecting these population groups will
also need increased attention.

The second stems from the first: redefinition
of the roles of governments in health care and
reorientation of health systems, taking into ac-
count the continuing limits in terms of public
resources and management capacity. Health
promotion, disease prevention, quality control
of care, decentralization and expansion of the

private and nongovernmental health care sectors
and community roles must all be addressed, as

well as the future development of human re-

sources for health to support this orientation.
The third is finding enhanced methods of

health financing, which will tackle the problems

of inequity and inefficiency as well as ethical
and human rights aspects, whilst containing and
recovering costs, and controlling overall levels
of health expenditure. This economic challenge
becomes more pressing as the expanding role of

the private sector is recognized, and as new
blends ofgovernment and nongovernmental in-
teraction in the financing and provision of

health care develop.
The fourth relates to the changing manage-

rial responsibilities in health from political and
technical advocacy for health measures to en-
hanced implementation both within the health
sector and among sectors. The role of the health
sector in overall social development becomes
one of greater support to other sectors, such as
education. food and nutrition, and the environ-
ment. Communities need to be empowered to
assume more responsibility. Public health ad-
ministration must become more efficient. Man-
agement must be strengthened more thrcugh
appropriate procedures and supervised practice,

and less through training, as well as through
health information systems more comprehen-
sive in scope.

The fifth and final challenge calls for more
international cooperation in health. In particu-

lar, WHO's collaboration at country level must
be enhanced in technical and administrative
terms. New styles of collaboration are needed
which place technically sound development ac-
tivities under the management of national staff
at different levels. The mobilization of resources
for least developed countries must continue and
increase. Only through improved technical col-
laboration with countries can WHO remain the
directing and coordinating authority in interna-
tional health. The function and structure of
WHO should be redefined to ensure the rapid



IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2OOO

and realistic implementation of public health
action and sustainable development.

The conclusion relates these trends. issues
and challenges to the need for a new framework
for sustainable health development directed to-
wards:

mobilizing resources for high-priority
population groups and health needs;

- ensuring equity in health through more

effective and intersectoral health promo-
tion and protection;
pursuing equality in access to primary
health care through higher quality and
increasingly integrated services not only
within the confines of the health services
per se, but within the entire spectrum of
social services.



Introduction

acing the urgent need to imp,rsvs the
health situation, which was alanming, the
Health Assembly decided in 1977 that

the main social target of governments and WHO
in the coming decades should be "the attainment
by all citizens of the world by the year 2000 of a
level of health that will permit them to lead a
socially and economically productive life",
otherwise known as "Health for all by'the year
2000" (resolution WHA30.43). Subsequently,
the Declaration made at the Inte:rnational
Conference on Primary Health Carer held in
Alma-Ata in 1978 endorsed the goal of health
for all by the year 2000 and clearly stated that
primary health care is the key to attaining it.
All Member States were then invited individu-
ally to formulate their own national policies,
sffategies and plans ofaction and collectively to
formulate regional and global strategies to this
end.

In 1981, the Global Strategy (inr;luding a
short list of indicators for global monitoring and
evaluation) was adopted by the Wor.td Health
Assembly (resolution WHA34.36), and by the
United Nations General Assembly (resolution

36/43).In 1982, the Health Assembly approved
the plan of action for implementing the Global
Strategy (resolution WHA35.23). The plan laid
down a timetable for monitoring and evaluation
of the Strategy: (1) progress in implementing
regional strategies and the Global Strategy was
to be monitored every two years by the regional
committees and the Executive Boardl; and (2)

effectiveness of the resional strategies and Glo-

bal Strategy should be evaluated by these same
bodies every six years.

The plan of action called on the Director-
General to provide support to countries in devel-
oping their capacities for monitoring and evalu-
ation and to ensure the collection and analysis of
information from countries on the indicators
adopted for monitoring and evaluating the Strat-

egy.A common framework was then prepared

by WHO for use by countries. The latter mean-

while began setting up suitable monitoring and
evaluation processes on this basis.

The first monitoring of progress in imple-
menting the Strategy was carriedoutin 1983 and

the first evaluation of the Strategy in 1985. The

Seventh report on the world heqlth situation,
based on this first evaluation and comprising six
regional reports and a global review, was ap-
proved by the World Health Assembly in 1986
(resolution WHA39.7). On this occasion, the
plan of action was also modified: progress was to
be monitored every three years, instead ofevery
two, to allow more time for strengthening the na-
tional monitoring and evaluation processes and

the related information support systems.
The second monitoring of progress in imple-

menting the Strategy was carried out in 1988

and the global report thereon was adopted by the
World Health Assembly in 1989 (resolution

WHA42.2). In the same year, the conference
"From Alma-Ata to the year 2000 - a midpoint
perspective" was held in Riga where experts
from WHO and other organizations reviewed
progress towards health for all.
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The current evaluation
This second evaluation of the implementation of
health-for-all strategy covers the period 1985-
1990.

There are three main differences between
this second evaluation and the first: (1) reformu-
lated global indicators were used; (2) countries
were far more closely involved in the process;
and, as a result (3) not only was the response-
rate better, but the quality of response also im-
proved. In particular, a number of countries pro-
vided information on resources, including de-
tails about health manpower.

Preparatory activities for the second evalua-
tion began in early 1989. The Executive Board
reviewed in 1990 the methodology used by
Member States in carrying out the monitoring
and evaluation of their strategies and reformu-
lated global indicators to reflect countries' situa-
tion (resolution EB85.R5) (see theAnnex to this
report). A common framework for the second
evaluation (CFE/2) was drafted and, on the basis
of previous versions and the proposed revised
indicators, finalized after testing. Member
States used this common framework as a work-
ing tool to carry out the evaluation of implemen-
tation of their national strategies between the
end of September 1990 and the end of January
1991. In accordance with resolution WHA39.7

countries reported on their findings so that the
six regional reports/syntheses could be submit-
ted to the regional committees in September-
October 1991.

This second evaluation has been character-
ized by the greater preparedness of countries,
which were more involved in the process and
more thorough. Countries seem to have felt that
this was their own evaluation, rather than just
WHO's. Table 1 shows the response rates by
countries for the previous monitoring and evalu-
ation exercises, and for the current evaluation,
in which 151 countries out of 168 submitted re-
ports, covering 5200 million (or 96Vo of the
population).

The process was improved in the following
respects:

- preparatory activities were usually
longer, and previous experience was put
to good use;
groups were generally created within the
ministry of health, including a variety of
personnel from several programmes, as
compared with the previous evaluation,
where the work was sometimes carried
out by consultants;

- the background material used (including
material from the previous monitoring)
was prepared especially for the evalua-

Table 1
Moniloring and evaluation of the implementation of the strategy for health for alt by the year 2000 by
WHO member states. 1983-1991

First
monatoring

1983

First
evaluatlon

1985

Second
monitoring

1988

Second
evaluation

1991

Member States
Number
Reports received
Response rate (%)

Non Member States
Reports received

160
12' l
75.6

1

166
147
88.6

1 5

166
143
86.1

1 7

168
1 5 1
89.9

I
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tion, which moreover in some countries
was often based on revised and improved
information systems, so that more accu-
rate data were used;

- in a number of countries, joint WHO/
govemment coordination mechanisms
were involved in preparing and/or re-
viewing the report;
in some cases, experience from the pe-
riphery was specifically sought in an at-
tempt to answer questions on primary
health care;
the reports were carefully summarized
by high-level officials before despatch.

Structure and content of the
global review
The report on implernentation of the Global
Strategy for Health for All by the Year 2000,
second evaluation, and eighth report on the
world health situation, consist of a global review
and six regional reports. This global review was
prepared on the basis of national and regional
evaluation reports, WHO programme informa-
tion, relevant publications and documents from
intemational agencies and special contributions
where necessary. Since the report on the second
evaluation had to be submitted to WHO before
31 March 1991, the designations used in this
publication are mainly those which applied at
that time. Also, due to political developments
that took place in the late 1980s and early 1990s,
a number of countries were unable to provide
WHO with a report on their evaluation.

At the end of 1990, data on global indicators
reported in 1983, 1985 and 1988, were sent to
regional offices and countries together with esti-
mates for the period covered and for 1991 and
2000 for some of them, for their review and use.
Information returned by countries in their re-
ports was synthesized, together with informa-
tion from WHO technical programmes, and nu-
merical data were validated and checked for
consistency. By the end of October 1991, this

process had been completed for the 115 reports
received according to schedule. Data from 36
reports which were received later were analysed
and the global review updated for submission to
the World Health Assembly in May 1992. For
analytical purposes, countries were classified as
developing countries, least developed countries,
eastern Europe and developed market econo-
mies. The designations of country groups in the
text and tables are intended solely for statistical
or analytical convenience and do not necessarily
express ajudgement about the stage reached by
a particular country in the development process.

The global review consists ofthe eight chap-
ters, as follows:

Chapter I (Global trends in socioeconomic
development) focuses on the interrelationships
between political, economic, demographic and
social development and their implications for
health for the period 1985-1990.

Chapter 2 (Development of health systems)
summarizes significant changes, trends and
constraints in the development of national
health policies and strategies in relation to the
Alma-Ata framework, and reviews the organi-
zation and development of health systems,
managerial processes and mechanisms, com-
munity involvement, supporting legislation,
intercountry cooperation, and cooperation with
WHO and other agencies.

Chapter 3 (Health care) reviews progress
and constraints in health care coverage, and
analyses general trends in coverage by primary
health care (such as availability and accessibil-
ity) and quality of care.

Chapter 4 (Health resources) reviews poli-
cies and action taken to address various issues
concerning the utilization, mobilization and de-
velopment of resources.

Chapter 5 (Patterns and trends in health sta-
tus) reviews developments concerning specific
aspects of health status (mortality, morbidity
and disability) and of major determinants of
health (smoking, alcohol abuse, etc.) and their
implications for achievement of health for all.
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Chapter 6 covers environmental health
policies and prograrnmes, assessment and moni-
toring of environmental health hazards and risks
and environmental resources management.

Chapter 7, which is a synthesis of the previ-
ous chapters, assesses achievements in terms of
progress, adequacy, effectiveness and impact of
the Strategy.

Chapter 8 draws from the preceding chap-
ters the major lessons from this evaluation and
identifies future trends (generally to the year
2000), the major issues which these trends im-
ply, and the resulting challenges to be addressed
in the continuing efforts to achieve national and
global health-for-all goals and targets.

How evaluation results can be used
This global review of the world health situation
and of the way the Strategy is being imple-
mented by countries may be useful for all those
involved in the evaluation, both directly and in-
directly, and for those who have an interest in
and concern for health.

WHO Member States can use it for a two-
fold comparison: (1) they can view their present
situation in relation to the previous evaluation in
order to assess their progress and identify prob-
lems, constraints and areas for special attention;
and (2) they can observe their own situation in

relation to that of other countries within and out-
side their own Region, and draw on the experi-
ence of others. This will enable them to arrive at
new solutions to their own problems.

Countries generally reported in more detail
about collaborative activities with WHO than
with other organizations and agencies con-
cerned with health (e.g., UNDP, UNICER
UNFPA, various nongovernmental organiza-
tions). It is increasingly recognized that for hu-
man development, of which health is a basic
component, close collaboration amongst inter-
national technical and funding agencies is es-
sential. The findings from this evaluation will
contribute to an assessment of the health impli-
cations of these development activities and of
health as a condition for human development.

Apart from forming the basis for the eighth
report on the world health situation, this second
evaluation will help WHO at all levels to reas-
sess its role in implementing the Strategy (its
achievements, adequacy and impact), to focus
on specific issues and challenges, and to accel-
erate its programme activities accordingly. It
will also assist in elaborating a framework for
new public health action - a paradigm for health
- through an analysis and understanding of the
health paradigm shift that has resulted from
changes in society since the Declaration of
Alma-Ata in 1978.
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Global trends in socio-
economic developmentt

Politicaltrends
A s the 1990s began. politically and eco-

/-\ nomically a new world order was
I \gradually emerging. Pessimism sur-
rounding the slow pace ofprogress in achieving
the goals and objectives of the International
Development Strategy for the Third United
Nations Development Decade (198 1-1990) was
turning to mild optimism. It was the start of a
transition from a relatively simple order in
which the majority of nations were more or less
dependent on each other to a situation - more
complex and less predictable - in which some of
the nations or groups within them began taking a
leading role. There was an increasing recogni-
tion that the security of nations depended as
much on economic well-being, social justice,

individual rights, and ecological stability as on
military prowess.

The cold war that had dominated interna-
tional affairs for four decades was giving way to
a widespread discussion of democracy and de-
velopment. The trend was towards adopting
more democratic forms of government, disman-
tling rigid central planning systems, and adopt-
ing a more market-based and participatory ap-
proach. The connection between accountability,

l. The information used relates primarily to the period
1985-1990 which is covered by this evaluation. Some
developments which occurred after this period may not
have been fully reflected therefore, however significant
thev mav be.

CHAPTER 1

the rule of law, openness in decision-making,
democratic practice in general, and opportuni-
ties for economic efficiency was becoming in-

creasingly apparent (1,2).

Namibia became independent and estab-
lished a multiparty democracy in 1990. With the

changes towards racial equity in South Africa,
the door was being opened for stability, peace

and authentic development in that region. West-
ern counffies and the central and eastern Euro-
pean countries were eager to cooperate in

achieving international security. The Indian sub-
continent on the other hand was more preoccu-
pied than ever with domestic problems (3). The
eastAsia and Pacific area was benefiting from a
period of relative stability, with its northern part

being free of major wars for the first time in dec-
ades. The current political goals in most coun-
tries were expressed in terms of respect for indi-
vidual rights and cultures and sustainable eco-
nomic growth, and seemed to be contributing to

the relative harmony between countries.
The initiatives taken during the last few

years to create politico-economic subentities
such as the Gulf Cooperation Council, the Un-
ion of the Arab Maghreb and the Arab Coopera-
tive Council, either enlarged or followed by the
institution of other groups, are examples of the
general move towards peace and stability. In

Europe, the threat of war was being replaced by

the threat of an uncertain future, and the chal-
lenge of difficult choices. Hostilities between
some ethnic and religious groups erupted in

some of the countries where they were previ-
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ously under control, and continued in several
others. New relationships were forming be-
tween the European Community and its neigh-
bours in central and eastern Europe, and the de-
sire for effective collaboration to support the
economic liberalization was also being fulfilled.

The countries of the South suffered from the
effect of a general erosion of the political and
economic effectiveness of state and government
and those in power were overwhelmed by the
combination of internal and external pressures,
these often being in competition with one an-
other (4). The South's pleaforjustice, equity and
democracy in the global society was being in-
creasingly understood, and the ending of the
cold war presented an opportunity to the West-
ern leaders to complete the process of democra-
tization in Europe, which was a feature of the era
following the Second World War, and to concen-
trate more single-mindedly on developments in
the rest of the world (2).

In general the Third World, with a popula-
tion in 1990 of about 3500 million (about two-
thirds of the world population), was also experi-
encing pressures from emerging popular forces
and from leaders seeking policies to speed up
development. There was a realization that de-
velopment needed participation, openness and
the stability of the rule of law.

The 1990s seemed to have started with a
general desire on the part of people everywhere
to participate in and contribute to development,
and a willingness to share responsibility as they
pursued democratic values and fundamental
rights; health could be no exception and the
process has already started. With rapid develop-
ments in science and technology in health, and
with the availability of facilities to communi-
cate information on their benefits and draw-
backs, people in the nineties, be they in the
South or the North, in developing or developed
countries, are demanding better health, longer
life expectancy, and the right to choose and de-
cide on a health care environment they desire;
they seem to be ready to bear responsibility for

their own health and for contributing more from
their own resources.

These changes should have implications for
discussions and decisions about health care fi-
nancing (who must pay, for what, and how
much), health technology and research strategy,
trade in such commodities as illicit drugs and
tobacco, environmental sustainability, etc. The
world is preparing to face these challenges indi-
vidually and collectively; clearly, decision-
making in health has to become more open, the
condition for real community involvement in
health.

Economic trends

World output
The gross world product has risen at an average
rate of 3.9Vo a year during the past three decades
when measured at constant 1980 prices and ex-
change rates. This long-term rise in the capacity
of the world economy to supply increasingly di-
verse kinds of goods and services led to wide-
spread improvements in material standards of
living for most of the world's population (5). In-
ternational trade expanded even faster (at 67o
per annum) and significant structural transfor-
mations of the world economy occurred, such as
an enhancement of the role of market forces in
the allocation of resources, the opening up of
national economies to international trade, and
the implementation of monetary and fiscal poli-
cies designed to correct large macro-economic
imbalances.

However, during the 1980s, the average pace
of economic growth slowed significantly. In-
creasing balance of payments problems in many
countries, and growing disparities in the produc-
tion performance of different areas of the world,
became evident. During the period 1985-1990,
gross domestic product grew at about3.3%o per
annum for the world as a whole and GDP per
capita at about l.6%o; there were, however, per-
ceptible differences in GDP growth rates among

1 2



GLOBAL TRENDS IN SOCIOECONOMIC DEVELOPMENT

geographical regions, with south and east Asia
growing at an annual rate of 6.6Vo compared
with western Asia at 0.37o. North Africa at
2.7Vo, sub-Saharan Africa at 2.3Vo, and Latin
America and the Caribbean at l.4%o.Overall,the
gap in per capita GNP between the developed
market economies and the developing countries
has increased during the period 1985-1990 and,
among the latter, between the least developed
and other developing countries (see Fig. 1.1,
Annex table: global indicator 12).

In spite of globalization and growing inter-

dependence, economic activity in 1990 slowed
down in all parts of the world. Unexpected po-

litical developments in central and eastern Eu-
rope in 1989 and 1990, the crisis in the Middle
East, sometimes known in the media as the
"Gulfcrisis", and recession in several developed
market economies generated severe economic
shocks and seemed to alter many of the prom-

ises for future development. The meagre l%o
growth worldwide in 1990 even fell behind
world population growth and it was feared that
the world economy might not grow at all, result-
ing in a decline in per capita output in 1991.
With a possible rebound in the global ouQut by
a modest zEo expected rn 1992, the decline in
world output per person recorded in 1990 and
1991 would probably be arrested.

In all major country groups, output in 1990
increased more slowly than before or declined
in absolute terms. Among major economies, the
slowdown was most pronounced in Canada, the
United Kingdom and the United States; the Fed-

eral Republic of Germany and Japan, howeveq
grew faster than in 1989. Eastern Europe and the
USSR have reported the worst drop in economic
activity; the economies of eastern Europe as a
whole contracted by llVo. In the developing
countries, the growth rate was around 37o com'
pared with 3.4Vo in 1989 and 57o in 1988. Oil-
importing developing countries had a major
deficit as well (6). In Latin America, output con-
tracted, owing in part to stabilization policies
and in part to the slowdown in North America.

In Africa, the growth rate improved but barely

enough to keep per capita output from falling;

sub-Saharan Africa (excluding Nigeria) had an

increase in output of around 2Vo, but still less

than the population growth, and therefore the

economic situation worsened.
The crisis in the Middle East affected the re-

gion itselfprofoundly, but in general, oil output
expanded rapidly in the countries less directly
affected, and the regional aggregate GDP re-

mained unchanged in 1990. In south and south-

east Asia, the pace of growth remained higher in

1990, varying between 2.5Vo and nearly lOVo.

Although it was affected by the crisis, and de-

spite a fall in growth of exports, it remained the

fastest growing region. In countries other than

those with developed market economies and

where per capita income declined, the popula-

tion rose from around 700 million in 1989 to

1000 million in 1990, nearly one-fifth of the

world's population (6).

Global indicator 12
The per capita gross national product

Fig.1. l
Average per capita gross national products of
countries in various stages of development
(globalindicator 12), 1985 and 1991
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An economic performance falling short of
apparent potential and resulting in stagnation
might be due to shocks beyond the control of
individual governments. The necessary adjust-
ments mightbe costly and time-consuming even
in the best of circumstances. As stated in the
World Economic Survey (1991), not only were
the policies and the theories behind them very
much in dispute but the prevailing notions about
"sound" policies were being questioned. Ifeco-
nomic malaise was widespread, it might be that
international economic cooperation had been
inadequate. The crisis in the Middle East
erupted at a time when the world economy was
already showing signs of weakening, so its di-
rect impact on the growth of the world economy
is difficult to separate from other influences.
The indirect impact of the crisis was probably
more important, in so far as it contributed to in-
creased uncertainty about the future and weak-
ened consumer and business confidence (6).

International trade
There was a sharp increase in world trade during
1985-1990, and 1990 was the sixth year in
which the increase in world trade exceeded the
growth of world output; trade had again become
one of the more dynamic elements in the world
economy (Table 1.1) (d). However, the rate of

growth in 1990 was lower than in 1989, due pri-
marily to much weaker import demand in North
America, and to a lesser extent in Japan and the
European Economic Community. The volume
of imports by countries of central and eastern
Europe fell sharply largely due to collapse of
trade among members of their Council for Mu-
tual Economic Assistance. Import demand in
developing countries remained strong, with
growth accelerating in LatinAmerica and in cer-
tain countries of south-eastAsia andAfrica. The
sharp fall in primary commodity prices (other
than fuels) relative to those of manufactured
goods may have caused the slowdown in world
economic activity in 1990 and hit mainly the
developing countries which are major exporters
of primary commodities. World food prices in-
creased slightly, but there were severe declines
for coffee, soya beans and wheat; food export
prices for developing countries fell by about
67o. Although the prices of agricultural raw ma-
terials, led by tropical timber and softwood, in-
creased, as did those for mineral ores, broadly
based declines in primary commodity prices
were to be expected in 1991 because ofthe con-
tinued slowdown in global economic activity
(7).

Both subtle and not-so-subtle policy
changes in the international trade environment
were noticeable in 1990, and "few of these de-

Table 1.1
Growth rates ("/) in GPD, trade volumes, and GDP per capita, I98S-lggo

Country groupings GDP per capita

Export lmport

World
Developed market economies
Central and eastern Eurooe
China
Developing countries

of which, least developed

6.2
6.8
0.5
4.5
6.7
0.3

6.0
5.3
o.4't0.3

8.4
i n

3.3
3.0
2.7
8.0
3.4
3.5

1 . 6
2.5
1 . 9
6.6
1 . 0
o.7

Source: United Nations (1990) and references (9 and (4.
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velopments bode well for the future of the lib-
eral and multilateral trading systems" (d). Pro-
tectionist tendencies were strenghened and uni-
lateral action began replacing multilateral ap-
proaches to resolve trade problems. Through bi-
lateral and regional trade arrangements, the
world trading system was being divided into
blocks, and trade flows were being diverted to-
wards countries providing more favourable
terms. While the deceleration over two or three
years in the growth of world trade, mentioned
above, need not cause undue concern in the
longer term, the delay in concluding the Uru-
guay Round of multilateral trade negotiations
became a cause of anxietv.

International financial resource flows
The most striking observation about the transfer
ofresources is that, since the early 1980s, most
developing countries have been net providers of
financial resources to the rest of the world,
rather than recipients (6,75. WTttle the current
recovery in total resource flows - above US$
100 billion in 1988 and 1989 - is remarkable for
the rising exports of goods and services from
developing countries, there has been a marked
fall in non-OECD aid and a rise in arrears as a
form of finance.l Though net official develop-
ment finance (ODF), including official develop-
ment assistance (ODA), as well as multilateral
and certain bilateral flows increased, in real
terms, to US$ 68 billion in 1989, this was
largely due to a marked increase in loans at less
concessional rates loans from bilateral official

l. Net resource transfer includes the net effect of all finan-
cial flows in and out of a country including central bank
purchase or sale of foreign exchange reserves and all in-
terest and profit flows. Tbtal net resource flows to devel-
oping countries include official development finance
through official development disbursements, total export
credits by the Development Assistance Committee and
other countries, and private flows covering direct invest-
ments by OECD countries, international bank lending,
total bond lending, other private sources, and grants by
nongovemmental organizations.

sources, particularly the Japanese Export Import
bank. Bilateral ODA from Development Assist-
ance Committee donors also increased to US$
34 billion in 1989 (about 5Vo in real terms) and

total ODA receipts by developing countries re-
mained unchanged in 1989 at US$ 52 billion.
However, from the available data it seems that
low-income countries were not the primary ben-

eficiaries of aid from international, multilateral
and bilateral development agencies (2).ln 1990,

the developing world as a whole transferred
US$ 39 billion abroad (Table 1.2) (6). A surge in

the tempo of development will be virtually im-
possible ifthe flow ofexternal resources contin-
ues to be from the poorer to the richer countries
rather than vice versa. Major changes have also
been occurring at a time when the ascendancy of
finance over industry, together with the glob-

alization of finance, have become the underly-
ing source of instability and unpredictability in
the world economy.

International financial institutions are no
longer contributing significant net resources to

developing countries, and long-term interest
rates have been and might continue to be higher
than the rates of growth of outputs and exports.
As long as the rate of interest is higher than the
growth rate of the resources out of which the
debthas tobe serviced, debtproblems, whichhit
the developing countries much more seriously,
will be inevitable. Given that official develop-
ment assistance might not increase faster than
the gross domestic product of the donor coun-
tries, where growth has already been slowing
down, and that a part of this assistance might be
diverted towards eastern Europe as has already
happened in the case of food aid, the prospects
for development finance for the poorer coun-
tries are not bright (O.

Foreign debt of developing countries
The situation ofthe developing countries as re-
gards debt was not very different in 1990 from

what it was in 1980. The aggregate external debt

1 5



IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2OOO

Table 1.2
Net transfer of financial resources of groups of developing countries and debt indicators, 1980 and
1985-1990

1980 1985 1986 1987 1988 1989 19904

Net transfer of resources (billions of dollars)
All developing countries,

of which, 15 heavily indebeted countries

Ratio of external dept to GNP (o/o)
All capital importing developing countries

of which, 15 heavily indebted countries

Ratio of external debt to exports (o/o)
All capital importing developing countries

of which, 15 heavily indebted coun_tries

Ratio of debt-service to exports (o/o)
All capital importing developing countries

of which, 15 heavily indebted countries

-59.8
8.7

26.4
32.1

1 1 9 . 5
168.5

18.6
31.3

-15.3 11.2
--40.6 -22.1

40.2 42.6
57.6 60.8

176.8 195.2
288.7 342.9

23.0 23.4
37.0 40.8

-u.1 -24.4
-28.4 -31.0

44.0 38.8
65.5 55.8

183.'t 154.5
334.6 287.3

21.9 19.2
34.8 36.5

-33.7 -39.0
-36.2 -30.0

35.2 37.3
48.9 51.7

140.3 138.4
262.6 248.4

15.9 15.8
29.1 26.7

a Preliminary estimate.
Source: United Nations (1991) and reference (6).

rose in 1990 to a new peak of US$ 1.2 trillion -

mainly due to the weakening of the dollar,
which made non-dollar loans translate to a
larger dollar amount. The ratio of foreign debt
to earnings from exports of goods and services,
however, continued to decline for the fourth
year since 1985 and stood in 1990 at 16%o above
its 1980 value (Table 1.2). Over US$ 40 billion
was transferred from the heavily indebted coun-
tries to other countries during 1985, compared
to a net positive inflow of approximately
US$ 9 billion in 1980. Interest payments were
also almost 507o higher than they were a decade
before and equalled the growth in export earn-
ings.

Slow and uneven progress has been
achieved in recent years in debt and debt-service
reductions owing to complex negotiation proc-
esses, the divergence of interests and ap-
proaches among creditors, and uncertainties
about the adjustment efforts of some debtors.
With a deteriorating economic environment in
many developing countries, resolve and capac-
ity for undertaking measures for structural ad-
justments and stabilization have weakened. The

new initiatives and developments underlying
various recent multilateral plans have been
evolved to help debt-ridden developing coun-
tries to pursue their stabilization and reform
policies with vigour; for example, the Toronto
Terms announced in June 1988 were targeted on
rescheduling the official debt of sub-Saharan
Africa and 18 countries benefited; the Brady
Plan launched in March 1989 was aimed at low-
ering the debt burden of 19 middle-income
debtor countries with predominantly commer-
cial debts; the Paris Club launched a new strat-
egy of offering more favourable terms for lower
middle-income countries and an overall "for-
giveness" of official development assistance
loans to sub-Saharan Africa; the Enterprise for
the Americas initiative was announced by the
United States in June 1990 to boost economic
reform and development in Latin America, and
the Trinidad and Tobago Terms, targeted at poor
countries undergoing economic adjustrnent pro-
grammes, were launched by the United King-
dom in September 1990. While all these aid ini-
tiatives are laudable, one should not ignore the
drying up of development finance in general,
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which might impossibly prolong the already
protracted debt crisis. According to the World
Economic Suwey (1991) (6), a key policy re-
quirement for developing countries would be to
create an economic environment conducive to
an improvement in saving and investment per-

formance, with the developed countries provid-

ing these countries with better access to interna-
tional markets, granting differential and more
favourable treatment for their exports, and en-
suring continuity in existing preferential trade
and aid arrangements. If the international eco-
nomic conditions and domestic political condi-
tions allow, highly indebted counffies might
continue to caffy their debt burden for another
decade, but only at the cost of economic stagna-
tion or decline, to the detriment of the principle
of equity and the process of development.

Resource allocation patterns

Savings and consumption
The amount of GDP invested is a reflection of
physical capital such as equipment and build-
ings. Long-term experience of many counffies,
especially of the newly industrialized ones, has
shown that for sustainable growth, large invest-
ments are necessary, together with the ability to
use them efficiently. The capacity to invest de-
pends on the ability of counffies to mobilize in-
ternal savings and to supplement them with ex-
ternal resources.

Table 1.3 gives estimated shares of domestic
investment, national savings and external re-
sources in GDP by major world economic re-
gions, for 1985 and 1989. For both the devel-
oped market economies and developing coun-
tries as a whole there was an increase of about
lVo in the share of gross domestic savings in
GDP; this equalled the gross domestic invest-
ment in these groups of countries, which means
that net transfer of resources was negligible or
nil (O. Also, for a large number of debt-ridden
developing countries, investment remained

throughout the 1980s at levels significantly be-

low that reached in 1980. lnvestment was in-

creased in developing countries when the ad-
justment process focused on reducing govern-

ment consumption expenditure; this released

domestic savings for productive investment.

However, for low- and middle-income coun-

tries, increasing savings by restraining the levels

of consumption had limited scope, because

overall domestic savings had remained at a low

level; in fact, the average savings rate in the least

developed countries fell by half, from about 6%

during 1970-1980 to 3Tointhe 1980s (8), which

in absolute tefins was much lower due to a fall in

overall output. Savings efforts had to be supple-

mentedby external resources, which were insuf-

ficient. A recent study has shown that there was

a global shortage of savings if one considered

the total global suqplus and total global deficit in

countries' domestic budgets (Fig. 1.2). While

the level of overall consumption may not be re-

ducible in all cases, it should be possible to gen-

erate additional savings through a reallocation

of consumption by reducing misdirected con-

sumption (e.g., military spending) and by en-

couraging a shift from inefficient production en-

terprises. However, such a shift requires funda-

mental changes in the political underpinnings of

society: a new "development ethic" that binds

together "social groups in a winning ground

coalition" would have to be considered (9). This

would be a time-consuming process. Also, since

there are strong reasons to support the view that

it is not savings that cause investment but in-

vestment that produces growth and savings, it

was becoming increasingly necessary to review

allocation patterns and raise savings, possibly

through a major reorientation of tax expendi-

tures (5).

Central government expenditure and
disarmament
When saving is impossible, other options avail-

able through a reallocation of government ex-
penditure must be considered. Table 1.4
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Table 1.3
lnvestment, savings, and net transfers as percentage of GDP: developing countries, 1g80, IgBS, and
1989

Country groupings Gross domestic Net transfers of
savings resources

1980 1985 1989 1980 1985 1989 1980 1985 1989

Gross domestic
investment

All developing countries
of which, 15 heavily indebted
countries

25.2 23.2

23.9 16.4

24.7 26.6

19.5 23.4

23.6 24.7 -1 .4 4.4

21.2 21.6 0.5 4.8 1 . 8

Source: United Nations (1991) and reference (6).

shows the percentage of central government ex-
penditure on defence, education, and health in
different regions of the world for 1983 and for
the latest available year. These figures are diffi-
cult to compare across regions because in many
large economies, such as the Federal Republic
of Germany, India, and the United States,
states and local authorities account for much
general government revenue and are responsible

Fig.1.2
Global supply of and demand for funds (based
on current account balance)

for govemment functions such as education and
health; defence, however, is invariably with the
central government. The overall impression re-
mains that defence takes a large share of central
government expenditure, and the proportion
spent on the health sector in the developing
countries seems to have been about 4Vo during
1983 and 1988 (with no reduction except in
Asia). After the mid- 1980s, military expenditure
in real terms in both the developed and the de-
veloping countries stabilized and then declined,
and the declining trend in global military ex-
penditure continued into 1989 (O.

The waning threat of war between the largest
nuclear powers provides an opportunity for real-
izingapeaceful world. While some costs would
be incurred in the short and medium terms for
verification and related activities, there was an
anticipation that a substantial reduction in mili-
tary expenditure could constitute a major new
source of resources for investments in human
development and physical infrastructureo to en-
able the world to achieve a higher living stand-
ard. However, for the "peace dividend" hoped
for in the late 1980s to mateialize, a durable
peace and a world in which disputes are solved
not by armed force but through negotiations will
be necessary. Until then, significant additional
resources even for health, might not be forth-
coming, even when badly needed.
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Table 1.4
Percentage of central government spending on defence, education, and health, 1983 and latest avail-
able year

Detence Education Health

World

Developed market economies

of which, United States

Developing countries

of which, Europe

Asia

Africa

Latin America

Middle East

1983
1987

1983
1987

1983
1 989

1 983
1 988

1 983
1 989

1 983
1989

1983
1 985

1 983
1988

1 983
1 988

15.5
16.0

15.9
16.7

23.7
24.6

13.9
13.1

20.3
22.1

20.7
16.9

1 1 . 1
10.3

5.5
5.7

'17.o

18.3

3.8
3.5

1 . 9
1 . 8

9.7
10.6

4.9
6.6

o o
9.7

1 1 . 3
12.4

9.2
9.7

1 1  . 9
1 6 . 1

9.7
1 1 . 0

1 1  . 1
12.6

10.6
12.5

3.9
4.0

5.0
4.8

1 .3
2.6

2.9
2.5

3.4
3.9

4.9
5.0

5.0
5.8

Source: United Nations (1991) and reference (6).

Povefi and social justice

During the 1980s, there has been some increase
in production and disposable income in some
regions but stagnation in others. The overall in-
equalities in income distribution among coun-
tries remain extremely large. Recent studies by
the World Bank, the United Nations, and OECD
have reported a significant drop in the propor-
tion of people living below the poverty line be-
tween 1970 and 1985; the number of people liv-
ing in poverty, however, increased substantially
during the period because of the rapid growth in
population. The studies also show that the 1980s
- often called a "lost decade" for the poor - did
not, in fact, reverse the overall trend ofprogress;
the incomes of most of the world's poor were
rising, with improvements in under-5 mortality,
primary school enrolment ratio, and other social
indicators (10). However, the burden of poverty

has been spread unevenly - among the regions
of the developing world, among countries
within those regions, and among population
groups and localities within countries, particu-
larly with an upsurge in urban slums. Except in
Latin America. the poor are more numerous in

rural than in urban areas. In a number of low-
and middle-income countries, particularly in
Africa, large segments of the population con-
tinue to live in conditions of absolute poverty.
To them the quinquennium 1985-90 has
brought little relief.

A survey of development strategies in some
countries of south Asia has also shown that dur-
ing the last four decades, national income has
increased but the extent of absolute poverty has
not diminished. Increased food output had no
significant effect on the nutritional status of the
poor, mainly due to increase in population and
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unequal income distribution. This is partly as-
cribed to government spending on social and
health services being ineffective in benefiting
the poor. The health status of the poor segments
of the population continued to remain low even
when the overall availability of health facilities
was improving. In India, most of the second-
and third-level care as well as private practition-
ers were in urban areas. Yet the infant mortality
rate continued to be substantially higher in ur-
ban slums than in rural areas. It has also been
claimed that this situation could be a result of
the current development strategy; the existing
strategies for economic growth might be per-
petuating poverty among the majority of people.
Such a situation would call for innovative ap-
proaches, and several altematives have been
proposed and tested. As an example, a poverty
alleviation programme in Sri Lanka considered
human beings as the primary resource and
stressed self-reliance and sustainability as well
as social and cultural acceptability. With appro-
priate policy interventions concemed with the
social dimensions of adjustment and directed to
the poor and vulnerable populations, it was pos-
sible to achieve a maximum rate of poverty re-
duction without causing at the same time distor-
tions in economic mechanisms that were set in
motion to accelerate growth in production and
employment (10,11). It is still anticipated that
development policies will be readjusted and
that, between 1985 and 2000, the prevalence of
poverty in the developing world might be re-
duced from 33Vo to I 87o and the number of poor
from 1100 million to 825 million.

lmplications for health
The prospects for global economic growth in the
near future have deteriorated with the continued
decline in per capita output in many economies -

e.g., those in transition (eastern Europe and the
USSR) and those disrupted by the crisis in the
Middle East. Weaker growth is expected in both
developing and developed countries, and growth

in per capita output may be negligible or even
negative for many of the least developed
countries, particularly in sub-Saharan Africa.
Efforts to increase earnings through trade may
not be very successful either, in view ofthe pro-
tectionist tendencies in individual countries and
the substitution of unilateral action for multilat-
eral approaches to resolve trade problems. There
is also uncertainty over the eventual outcome of
the Uruguay round of multilateral trade negotia-
tions. With trade becoming one of the more dy-
namic elements in the world economy and given
the above uncertainties and constraints, the in-
creased availability of net resources for domes-
tic use cannot be relied upon.

With respect to the international flow of fi-
nancial resources to developing countries, the
prospects are not bright in a world that is short of
capital and faces new demands to finance the
economic transition in central and eastern Eu-
rope. There will not be any significant addi-
tional external resources for the developing
countries in general and the least developed
countries in particular to accelerate their devel-
opment activities unless appropriate steps are
taken concerning trade and international aid
policies. Already it is being realized that the
situation can be improved if both developed and
developing countries give renewed attention to
the appropriate policies (domestic and interna-
tional) for expanding the flow of development
finance in the years ahead.

There is an increasing recognition at the in-
ternational level that institutional changes, so-
cial welfare policies targeted at vulnerable
population groups and priority areas such as nu-
trition, and measures to make income distribu-
tion less unequal can have a much greater im-
pact on social welfare and social progress than
an expansion in output (11). In choosing an ap-
proach to human resource and instifutional de-
velopment in accordance with national priori-
ties, values, traditions, customs, and stage of
development, special attention has to be given to
education and health; they are essential aspects
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of human resource development (12). At the
special session of the United Nations devoted to
International Cooperation in April 1990 (2),

considerable agreement was reached on the fun-
damental goals and strategies for the Fourth
Development Decade and also on major interna-
tional economic policy questions. At the start of
the 1990s, the General Assembly saw an "op-
portunity to restore a long-term approach to de-
velopment", moving beyond short-term adjust-
ments and focusing on the primary objective of
the betterment of the human condition by re-
sponding to the needs of and maximizing the
potential of all members of society. Fresh ap-
proaches to the formulation and implementation
of health, nutrition, housing, population, and
other social welfare policies as a key to both
improving individual welfare and successful de-
velopment have been called for at national and
international levels.

Emphasis on the social and political dimen-
sions of development - poverty alleviation, so-
cial justice, civil liberties, etc. * is receiving
more attention from international development
organizations and agencies. UNDP and the
World Bank, for example, are now going back to
their approach and perspective of the 1960s and
1970s, when the United Nations studied and
searched for a unified approach to development,
and are again stressing the positive implications
of a socially responsible development strategy
for developing and developed countries alike
(13). Policies focusing on "investing in people"
as a powerful engine for development are being
promoted (14).In such an environment, the role
of national policies also requires review and re-
vision. With the shrinking in the global avail-
ability of external resources for transfer to
needy countries, it becomes necessary to make
judicious use ofavailable national resources and
to adopt policies and strategies that can improve
or maintain growth (6).

Past trends indicate that the percentage of
central government spending for health has in
fact increased in both developed market econo-

mies and in developing countries. Recent stud-
ies by UNESCO and the United Nations have
also shown that relatively speaking the health

sector has been enjoying an increase in the pro-
portion of central govemment expenditure de-
voted to health during the 1980s while that on

education has been falling; central governments

seem to favour health spending rather than edu-
cation (6,15). This is a reversal of trends ob-
served in the 1960s, when the preferential order
of social aims was nuffition, education, and
health (1O. It is increasingly recognized that
health is basic to human development, and in-
vestment in people must be made with special
attention to health improvement. Perhaps the
health sector is becoming more vocal in claim-
ing and getting its share in govemment spend-
ing. It is clear, however, that, with severe con-
straints on external and internal resources, the
chances are poor for an increase in allocation for
the health sector.

The health sector is preparing itself for this
eventuality and has become prudent in making
the best use of available resources by cutting
down misdirected allocation, by sharpening pri-

orities, andby implementing policies and strate-
gies that improve effectiveness and reduce
waste. Health authorities are also putting stress
on the development of "healthy policies" in gen-

eral; on discouraging smoking through pricing,

education, and agricultural policies rather than
secondary prevention for cancer patients; on
promotion of safe traffic through "healthy road"
policies rather than emergency wards and reha-
bilitation centres. The issue being addressed is

not so much that of getting more money for
health - it is rather that of spending more judi-

ciously the resources already available.

Demographic trends
Health, population, and development are inex-
tricably intertwined. Social development, for

example, requires higher educational levels for
women, one of the principal underlying factors
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in improving child health and survival. Eco-
nomic development is generally associated with
large population displacements towards urban
areas as the foci of economic growth. Cities are
more than economic powerhouses; they are so-
cial and cultural centres, and each city has its
unique character and sense of place. Urbaniza-
tion can provide more employment opportuni-
ties, better education, better housing, better nu-
trition, better access to health services, all of
which contribute to better health. Attempts to
slow urbanization by rural development
schemes have sometimes been based on the
false assumption that the rural and urban
spheres are separate and self-contained, and not
an interdependent whole. However, rapid ur-
banization in developing countries can bring
with it a large burden of disease and premature
deatl caused by deficiencies in housing, roads,
safe water, sanitation, and basic health and envi-
ronmental services.

In a situation of limited resources for health,
when the demand for services will always ex-
ceed supply, the optimum allocation of these re-
sources is closely dependent on the demo-
graphic situation as well as changes in it over
time. Thus the size of the population, its sex and
age sffucture, and its geographical distribution,
as well as rates of change in these variables,
have significant implications for health serv-
ices. Trends in fertility and to a lesser extent
migration exert an impact on the health status of
a population (for example, shorter birth inter-
vals tend to decrease child survival). Similarly,
demographic trends such as rapid population
aging have a major impact on the need for spe-
cific health and social services for the elderly.
High fertility and uncontrolled population mi-
gration may also have serious negative conse-
quences for social and economic development.

Population size and growth rates
Between 1985 and 1990, the estimated popula-
tion of the world grew from 4851 million to

5292 million, or by abott 97o. The number of
people living in the developing countries of the
world in 1990 was 4056 million, of whom al-
most 450 million were living in the least devel-
oped countries. In contrast, about l22O mlllion
or about23%o of the world's population were liv-
ing in the developed world. In 1990, ten coun-
tries had a population in excess of 100 million.
The two most populous countries, China and
India, together account for 2000 million people
or 5OVo ofthe total population ofthe developing
world. Other developing countries with popu-
lations in excess of 100 million in 1990 include
Indonesia (184 million), Brazil (150 million),
Pakistan (123 million), Bangladesh (116 mil-
lion), and Nigeria (109 million). Mexico, with a
population of 89 million in 1990, can also be
expected to reach 100 million during the 1990s
(rn.

Globally, world population growth is slow-
ing from an annual rate of increase of 2.17o in
the late 1 960s to about | .'17o today. Growth rates
are expected to continue their decline to reach
an annual average rate ofpopulation increase of
aboutlTo by about 2020. Population growth is
still considerably higher in the developing
world (2.17o per year between 1985 and 1990)
compared with the developed countries (0.67o
per year). The average rate of population in-
crease for the least developed countries over the
last 5 years was 2.87o per year.

This deceleration in population growth is
also reflected in the progression towards
replacement-level fertility (i.e., a net reproduc-
tion rate of 1.00, this rate indicating the extent to
which the curent generation of women of
childbearing age will replace themselves). Glo-
bally, the net reproduction rate is expected to
reach replacement level in about 2025. For the
developed countries, replacement-level fertility
was achieved in the mid-1970s whereas for the
developing countries, the net reproduction rate
is currently still about 1.6 female children per
woman and is expected to decline by 2020-2025
to about 1.06 female children per woman, or just
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above replacement level. For the least devel-
oped countries, the net reproduction rate is still
in excess of 2.2 per woman and is projected to
be 1.3 in 2020-2025.

In the absence of significant net migration,
population growth reflects the excess of fertility
over mortality rates. Changes in the crude birth
and death rates between 1985 and 1990 can be
seen from Table 1.5. Fertility levels, as might be
expected, have changed very little over this pe-
riod. Birth rates remain three times higher for
the least developed countries than for the devel-
oped countries. Much the same picture emerges
from an examination of trends in the total fertil-
ity rate (average number of births per woman);
on average, a woman in the least developed
countries can expect to give birth to 6.1 children
in her lifetime, compared with 1.8 in the devel-
oped market economies and 3.8 for the develop-
ing world as a whole.

The stability of crude death rates is also evi-
dent from Table 1.5, with no significant changes
between 1985 and 1990. Comparisons of the
level of mortality using the crude death rate can
be misleading, however, owing to the fact that
populations in which a high proportion of peo-
ple survive to the older ages have comparatively
more deaths. Thus the crude death rate for the
developed market economies is identical to that
for the developing countries as a whole. Mea-
sures of mortality that take into account age
composition, such as life expectancy at birth,

are thus more relevant indicators of health con-
dition.

These increases in population have led to
higher population densities, particularly in
south-east Asia. Between 1985 and 1990, the
population per square kilometre increased from
24 to 28 in the least developed countries and
from 4'l to 52 in the developing countries as a
whole, i.e., more than l}Vo. Population density
in the developed countries, on the other hand,
has remained relatively stable at around 20 per-

sons per square kilometre.

Sex and age composition
The relative numbers of males and females in a
population reflects the cumulative impact of dif-
ferential mortality and migration on the sex ratio
at birth. Short-term changes in these determi-
nants are unlikely and so the population sex ra-
tio has not changed markedly since 1985. There
are 4Vo more males than females in the develop-
ing world as a whole whereas in the developed
countries, where differential mortality strongly
favours females, females outnumber males by
about 6Vo. This is particularly evident in the
countries of eastern Europe, where there are
about 91 males for every 100 females.

Of much greater significance for health and
social policy is the age composition of the popu-
lation, given the marked age-dependent demand
for services. Increasins numbers of the elderly

Table 1.5
Trends in fertility and mortality, 1985 to 1990

Country groupings Crude birth
rate

Crude death
rate

Total fenility Life expectancy for
rate both sexes

1985 1990 1985 1990 1985 1990 1985 1990

Developing countries
of which, least developed

Eastern Europe
Developed market economies

3 1 . 3
45.1
17.8
14.2

30.4
44.3
16.7
13.8

9.4
't5.8

10.4
9.3

4.1
6.3
2.3
1 .8

3.8
6.1
2.2't.8

10.2
17.4
10.8
9.2

61 .0 62.8
48.5 50.7
69.5  71 .0
74.9 75.8
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will obviously place greater demands on pen-
sions and social security systems in countries
where these are cornmon, in addition to the de-
mands on the health sector itself. Studies in Eu-
rope and NorthAmerica have found that the eld-
erly typically account for 30407o of bed-days
in hospitals and ofvisits to general practitioners,
quite disproportionate to their share of the popu-
lation. "Disability" services will also be increas-
ingly demanded by the elderly since the evi-
dence suggests that the recent gains in life ex-
pectancy enjoyed by the aged have not been
disability-free. Therefore, increasing attention
should be given to maintaining the elderly in
good health through promotive and preventive
action. Social and tax policies must also be de-
veloped to strengthen families and local com-
munities which are in reality the main providers
of care and support for the elderly. Health and
social services will also need to take into ac-
count the fact that future elderly populations
will be better educated and thus more likely to
demand more cilre, higher quality care, and
often more individual care. Again, the demo-
graphic processes (fertility, motality, migra-
tion) which determine population age structure
are relatively invariant over short time periods,
and hence there has been comparatively little
change in age structure since 1985. There have
been some significant trends, however. The con-
tinued decline in mortality in the developed
market-economy countries has led to a further
increase, from l2.O7o to l2.8Vo, in the propor-
tion ofthe population ofthese countries aged 65
and over. Although in the developing countries
the proportion aged 65 and over has changed
only marginally, from 4.2Vo to 4.5Vo, the num-
bers of elderly have risen dramatically from 153
million in 1985 to 182 million in 1990 and now
exceed the elderly population (145 million) in
the developed countries. Moreover, this differ-
ential is expected to continue to widen so that by
the year 2000, the number ofpeople aged 65 and
over in developing countries is projected to
reach 250 million, or almost 5OVo morc than the

173 million projected for the developed world.
At the younger ages, only about one-fifth of the
population of the developed market economies
(one-quarter of the population in eastern Eu-
rope) is under the age of 15 years, compared
with 457o in the least developed countries.

An alternative view of changes in age com-
position of the population can be obtained from
population dependency ratios, which give the
population aged 0-14 and/or 65 years and over
per 100 population aged 15-64. In other words,
these ratios summarize the size and nature of the
population dependent on the working-age popu-
lation. In 1990, there were on average 17.9 per-
sons aged 65 and over per 100 population of
working-age in the developed countries, com-
pared with l7.l/100 in 1985. This elderly de-
pendency ratio is more than twice that of the
developing countries as a whole (7.41100).

Conversely, the child dependency ratio is
substantially higher in the developing countries
(59.21100) compared to developed countries
(32.91100) and reaching 84.7 per 100 in the least
developed countries. That is, there is almost one
child per adult of working age in the least devel-
oped countries compared with one for every
three adults in the developed world. There has
been relatively little change in the ratio since
1985.

Urbanization
In 1990. an estimated 2400 million or 457o of
the world's population lived in urban neas:37Vo
of the population of developing regions (1500
million) and 7 37o (900 million) of the developed
world. During 1985-1990, the urban population
growth rate was 3.l%o per year for the world
(4.5Vo in the developing countries and 0.87o in
the developed countries). According to United
Nations estimates, the rate of urban population
growth peaked in 1980-1985 at 4.67o per year
for the developing world and is now declining
(18). None the less, it is clear that the developing
regions are undergoing rapid urbanization, and
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this is projected to continue for decades to come.
Thus, between 1990 and 2025, the total urban
population in developing regions is projected to
increase threefold to 4000 million, or 617o of the
population.

Nearly two-thirds of the urban population of
the developing world live in Asia. A further 207o
of the total live in Latin America and one in
seven in Africa. The least developed countries
are also the least urbanized with only abott2ovo
ofthe population living in urban areas, although
this proportion is expected to more than double
to 447o by 2025. Conversely, about 73Vo of the
population of the developed world in 1990 lived
in urban areas, slightly more than the 72Vo estt-
mated for 1985.

Continued rapid population growth and the
pervasive spread of poverty, particularly in de-
veloping countries, are straining society's ca-
pacity to provide environmental health facilities
and services. In many developing countries with
massive growth of the urban population, the
degradation of living conditions is of crisis pro-
portions. In both urban and rural areaso a large
burden of diseases and premature death is
caused by deficiencies in housing, roads, piped
wateq sanitation drainage, electricity, and basic
health and environmental services.

The health of residents of low-quality hous-
ing in urban areas is adversely influenced firstly
by poverty and its associated limited education,
insufficient diet, overcrowding, and lack of
health care or protection; secondly by deficien-
cies in the built environment and basic sanita-
tion, together with the hazards of pollution and
traffic; and thirdly by social and psychosocial
instability and insecurity, which cause stress and
alienation. UNEP estimates that overall about
one-third of the urban population in the devel-
oping world live in such conditions (19).

What is particularly important about this
process from the health viewpoint is the fact that
the urbanization process in developing countries
will imply a much greater number of "mega-
cities". i.e.. cities with 10 million or more inhab-

itants (Fig. 1.3). This growth will increase the
demands on health and social services, espe-
cially for the urban poor, and may thus exacer-
bate differentials in health status between differ-
ent population subgroups within these large ur-
ban agglomerations. Social disintegration and
problems of management are frequent in such
human settlements, as shown by violence, drug
abuse and the collapse of public services. On the
other hand, the number of cities with more than
10 million population in the developed world is
expected to increase at a much slower pace, and
will be substantially less than in developing
countries by the year 2000.

Case studies in some cities have confirmed
that those living in poorer districts have much
poorer health status than wealthier urban resi-
dents; infant and child mortality rates are typi-
cally three to five times higher among the urban
poorl and often exceed the rates in rural areas.
Malnutrition, diarrhoeal disease, food poison-
ing, and pneumonia have been found to be
markedly higher among the urban poor com-
pared with wealthier areas of cities in Asia and
Latin America. A lack of readily available
drinking-water, of sewerage connections or
other systems to dispose of human wastes, of
garbage disposal and of basic measures to pre-

vent disease ensures that many life-threatening
conditions are endemic among the urban poor.

None the less, the relative dearth of
disaggregated health information for different
population subgroups within major urban
agglomerations is a major obstacle to identify-
ing the priority health problems adequately and
thus to defining intersectoral policies and strate-
gies designed to reduce what are undoubtedly
substantial intra-urban differentials in health
status and social services in major urban
agglomerations throughout the world.

1. A study in India found a tenfold difference in infant mor-
tality rates between the richest and poorest families in
some cities.
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Fig.1.3
Cities having more than 10 million inhabitants in 1990

Sovce Wqld ubanbati@ progpects, 1990. New York, United Nalions, 19gl.

International migration (20)
The late 1980s witnessed the resurgence of in-
ternational migration as an important demo-
graphic phenomenon, especially for countries in
which low rates of natural increase prevail. The
general relaxation of travel and emigration
regulations in the countries of eastern Europe
that has accompanied the political and eco-
nomic changes taking place in the region has led
to important migrant outflows of asylum-
seekers in other European countries. In addition,
efficient and cheap transport coupled with the
proliferation of regional conflict has contributed
to increasing the presence of asylum-seekers
from developing counffies in the developed
world. Although the recent events in western
Asia have already changed drastically the mi-
gration dynamics in the region, by the late 1980s

the member states of the Gulf Cooperation
Council were hosting a very sizeable foreign
population, estimated at 7.2 million in 1985.
Evidence from the main labour-exporting coun-
tries of south and south-east Asia suggests that
the inflow of migrant workers to western Asia
declined during the late 1980s, a trend that is
likely to be exacerbated by the conflict now af-
fecting the region. Almost no new information is
available on non-refugee migration in Africa
and Latin America. Globally, the number of
refugees increased by about TOVo duing the
1980s, rising from 8.5 million in 1980 to 14.5 in
1989.

Though most countries perceive the level of
immigration and emigration in their countries as
satisfactory concerns over immigration are
most widespread in Europe. Surveys indicate
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that many of the European countries view immi-
gration levels as excessive and almost one in
two European countries intend to reduce the
level. Agrowing concern has been illegal immi-
gration. With the stabilization of the foreign
populations legally present in most western Eu-
ropean countries, policy measures are now di-
rected towards integration. The presence of sig-
nificant numbers of foreigners has prompted
adverse reactions and a rise in xenophobia in
some countries.

In theAfrican region, which is by no means a
homogeneous entify, international migration
policies vary greatly between the major
labour-sending and labour-receiving countries.
Countries that attract foreign labour are more
often concerned about the influx of undocu-
mented migrants. Some 157o of LatinAmericau
countries seek to increase immigration, but eco-
nomic stagnation and political conditions made
some of them less attractive for permanent set-
tlement and more likely to experience emigra-
tion, particularly of skilled workers, to the USA
or Europe. In addition, emigration to southern
Europe, particularly to Italy and Spain, has be-
come more attractive for people in North Africa,
and the prospect of free movement within the
European Community acts as a magnet.

In Asia, govemment intervention in the reg-
ulation of international migration is common:
relatively few countries in the region report no
intervention with respect to either immigration
or emigration. Immigration is often perceived as
too high by the oil-producing countries of west-
ern Asia, and policies to reduce immigration are
widespread. On the other hand, emigration is
viewed as too low by major labour-sending
countries such as Bangladesh, Indonesia, Jor-
dan, Pakistan, and Turkey, most of whom seek
to increase it. In Oceania, governments gener-
ally perceive both immigration and emigration
levels as satisfactory and maintaining them sta-
ble is their most cornmon goal. A few countries
in that region have taken specific measures to
control misration.

Socialtrends
It is difficult to obtain from existing data a pre-

cise notion of social changes globally over the
period 1985-1990 as regards destitution, hun-
ger, deficient housing, or ill-health, but the glo-

bal indicators used in this section do convey a
sense of the direction and magnitude of selected
aspects, such as food supply, education, the use
of the media, or employment. In general, trends
were positive.

Food consumption and security
The Committee for World Food Security of
FAO reported at its l6th session a record pro-
duction of 1779 million tons of cereals in the
world in 1990, 4Vo higher than the previous year,
and in excess of estimated consumption. At the
same time, the report confirmed that cereal
production had declined in Africa and Latin
America. The Director-General of FAO laun-
ched an appeal for aid to 24 countries with food
deficits.

The report reflects the food situation during
the 1980s: a sufficiency in production in the
world as a whole combined with serious deficits
in individual regions and in countries within re-
gions. According to FAO reports (21), severe
and increasing food supply problems were re-
ported from large parts of sub-Saharan Africa.
To avert widespread famine, massive and sus-
tained international assistance would be re-
quired in 1991 in at least two countries, the situ-
ation would remain critical in three others" and
had deteriorated in several Sahelian countries
following poor harvests in 1990.

Access to food was reported to have deterio-
rated in several countries in South America
where cereal stocks had been drawn down
sharply after three successive years ofdeclining
output. Recent developments in central and
eastern Europe and in the Middle East have
added a new element of uncertainty to the world
food situation. Food systems have also been se-
riously disturbed in a number of countries, par-
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ticularly in Africa, by military conflict. The re-
sult there may be famine or near-famine. Else-
where, problems are exacerbated by the lack of
transport to ship food from areas with a food
surplus to areas with a food deficit.

National food deficits are made good in part
by imports which, however, many countries find
it increasingly difficult to finance, and to a
smaller degree by food aid. Much of the wide-
spread malnutrition in the world today is the re-
sult of poverty. Alarge number of people simply
lack the means to buy sufficient or appropriate
food. Just how many people are malnourished or
hungry is not known with certainty, however.
"The World Food Council estimated about 1000
million people were chronically hungry in the
mid-1980s. FAO and the World Bank gave
somewhat more conservative figures. The Bank
estimated that in 1980 about one-third of the
world's population, some 740 million people in
87 developing countries (excluding China) did
not consume enough calories for an active
working life. ... FAO, using a more rigorous cri-
terion ... estimated 325 million undernourished
people in 1979-1981 in 98 'developing market
economiesl" (22). Problems of hunger, linked to
poverty, exist also in the developed countries
although on a smaller scale. Other problems
there are the result of overconsumption in gen-
eral and of fat in particular, resulting in disease
associated with such excess.

There is a wide gap in food supply between
regions. Africa has the lowest calorie supply per
capita, North America and Europe (east and
west) the highest by a very large margin. In
1983-1985, requirements as estimated by FAO
and WHO failed to be met in 28 out of 139 coun-
tries (ignoring minor deviations, of 57o or less),
16 of them in Africa (23).

There have been dramatic improvements in
some countries, as in China, stability or a mod-
est improvement in most others. With the excep-
tion ofAfrica, all regions increased their supply
of calories, but some considerably more so than
others. The centrally planned economies of Asia

(mainly China), the Middle East (e.g., Jordan,
Libyan Arab Jamahiriya, Saudi Arabia) and
North America (Canada and the USA) did best,
Africa and the Far East worst. Within the Far
East (which, as defined by FAO, includes south-
ern Asia) Indonesia fared better than others. On
the whole, however, and with the notable excep-
tion of China, the regions with the lowest levels
of calorie supply tended to maintain their posi-
tion to the end of the decade.

The supply of protein changed in much the
same way. Substantial gains were recorded in
China, North America, and Europe, a substantial
loss in Africa. Nor has excess consumption
abated in the developed countries. The supply of
per capita calories increased by a further 3Vo
between 1979-1981 and 1986-1988, while the
supply offat rose by no less than67o.

Education
There has been steady improvement. School en-
rolment rates incieased over the period 1985-
1990 in all the world's regions and for each of
the three age-groups to reach for the world as a
whole an estimated 80Vo for the 6-11-year
age-group, 557o at secondary level (ages l2-I7)
atd20Vo for the tertiary level age-group, 18-23
(24). The level of education attained may be a
more relevant indicator than school enrolment,
but virtually no comparable data exist of
changes in attainment over the period.

The global figures conceal considerable
variation, however. In non-Arab African coun-
tries primary-age enrolment made little head-
way against the surge of population, and the
level remained at about 507o. While females
continue to have less access than males, the gap
between males and females narrowed over the
period in most of the world's regions as regards
primary, but much less so as regards secondary
and tertiary, enrolment. Thus in the Arab states,
where females have been particularly disadvan-
taged, the gap in enrolment for primary educa-
tion narrowed from 17Vo to l4%o,but by only
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from 187o to 16%o for secondary education. In
Africa (excluding Arab states), the gap actually
widened at the tertiary level from 7 to about 9
percentage points.

Adult literacy has similarly shown improve-
ment over the period (Fig. 1.4 and box). The
proportion ofilliterate adults has been declining
for some years, but for the first time since statis-
tics became available, the absolute number of
such illiterates in the world also declined be-
tween 1985 and 1990, namely from 949.5 to
948.1 million (the difference may be the result
of different estimation methods, but the trend is
probably significant) (24).

The proportions ofliterate persons increased
in each region, for both men and women. The
increase in percentage points between 1985 and
1990 was greater for men than for women,
though from higher initial levels. It was greater
also in Africa than in the other regions.

Numerous studies have shown the clear rela-
tionship between the ability to read and write,
the practice of family planning, and falling in-
fant mortality. Illiteracy, especially among
women, thus continued to be a serious obstacle
to health development. Closer contacts between
ministries of education and health would be
needed to develop mutually supportive educa-
tion and health policies.

Communications
While education, including the ability to read, is
clearly important to health, it is no longer the
only means of conveying information. Radio
and television have become important means of
communication.l

L Communications in a wider sense are facilitated also by
the construction of roads, better means of transport (on
which however no relevant global data are available), and
by the concentration ofthe population in towns, where in
many cases they can be much more readily reached with
health care or health information than in scattered rural
afeas.

Global indicator 11
The adult literacy rate, by sex, in all identifiable

subgrouPs

Fig.1.4
eierage adutt literacy rates for countries in vari-
ous stages of development (globalindicator 11),
1985 and 1991
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There has been a significant increase in the use
of television in both the developed countries,
where near saturation has been reached with one
receiver for every two people, and in developing
countries, where the ratio doubled between
1980 and 1985. However, even in 1988 there
was only one set for every 22 people in the
world, and only one for about 70 people in
Africa (excluding Arab states) (24).

The possible impact on health of the media
depends also on programme content. UNESCO
has given some details for a number of coun-
tries. Thus informative. cultural. and educa-
tional programmes, which may have a bearing
on health education, typically use up a little
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more than half the broadcasting time. There is,
however, considerable variation among coun-
tries - inAfrica from about72%o to 35Vo,in Asia
from90Vo to l5%o.

The number of radios increased in all the re-
gions more rapidly during the 1980s than the
number of television receivers. Even Africa,
least well supplied, had by 1988 one receiver for
every seven people. Newspapercirculation also
increased slightly, by about 2Vo for the world as
a whole, but by abotfi 3OVo for the developing
countries as a group from a relatively low base
(24). Mass media are an important resource of
health promotion and health education. How-
ever, collaboration between the health sector
and the mass media is not well established in
many counffies, and lack of mutual understand-
ing between media and health workers is still
common. The trend is towards better coordina-
tion, thus aiming for a more effective impact of
media on health.

Employment and unemployment
Major structural changes in employment and
unemployment are likely to have a bearing on
health. Some of the significant features in recent
years have been (1) changes in participation
rates in the labour force, particularly of women;
(2) the sharp decline, absolute in some regions,
relative in others, of the proportion of the eco-
nomically active in agriculture; (3) a continued
upward trend in international migration of la-
bour; and (4) changes in the nature of youth un-
employment, especially in developed countries.

As shown by the International Labour Or-
ganisation, labour force participation rates (the
employed plus the unemployed as a percentage
of the population aged 10 and over) of the
younger age group (10-19) and the older age
group (65 and over) have declined considerably
in both developed and developing countries, and
for men as well as women (25).

On the other hand, the remarkable growth in
the employment of women aged between 2O and

64, particularly in the developed countries,
came to a halt around 1980. The developing re-
gions vary greatly as regards women's participa-
tion in the labour force. In many countries of
east Asia and Latin America, participation rates
increased considerably from 1950, whereas they
remained stagnant or declined in Africa and in
parts of south Asia.

The composition of the three main sectors of
employment changed sharply between 1950 and
1980 (and on what evidence there is, continued
to do so from 1980 to 1990): in the developed
countries a decline in agriculture and secondary
industry into tertiary activities; in many devel-
oping countries a decline in agribulture into sec-
ondary and, depending on the region, increas-
ingly into tertiary sectors (25).

Apart from these broad structural shifts, sig-
nificant changes are taking place within each
major sector as regards techniques, materials
and product. Examples are the shift from sub-
sistence to cash crops in agriculture, towards
computerized processing in the service sectors,
and away from asbestos in the construction in-
dustry. Some of the implications for health are
well documented (as for asbestos), while others
remain controversial - for example, the impact
on nutrition, and thereby on health, of the shift
to cash crops.

Although it is often said that, globally, capi-
tal is more mobile than labour, a large number of
people seek employment outside their own
country. The problems of such migrants, includ-
ing their need for health care, have been well
documented by the International Labour Or-
ganisation (2O and have been mentioned on
pages 26 and2l . Reliable data on migrant work-
ers are sparse, particularly on the many illegal
migrants. The number of migrant workers in the
early 1980s is estimated at between 20 and22
million, including between 5 and 7 million
workers from developing countries in northern
America, between 6 and 7 million in western
Europe, 3 million in western Asia, and 3 to 4
million in Latin America. Numbers have in-
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creased since 1980 in the few countries or re-
gions for which data are available. For example,
the Federal Republic of Germany reported an
annual inflow of 95 000 migrants in 1985, but
ten times this number in 1989, the great majority
from eastern European countries including the
former German Democratic Republic. In the
Middle East, the number of legal foreign nation-
als had increased from 2.8 million inl975 to7.2
million in 1985, but declined after 1985 to about
6.3 million in 1989, and more dramatically as
the result of the crisis in the Middle East in
1990. Until 1990, the number of illegal workers
is said to have increased sharply in some Middle
East countries (22).

Unemployment figures are more complete
in the developed countries than in most of the
developing countries, in which in any case the
concept may be largely inappropriate. It is
likely, however, that in the course of adjustment
recruitment opportunities in urban areas of
Africa and Latin Arnerica have stagnated while
the number of candidates has increased with
demographic pressure.

In western Europe and the USA, unemploy-
ment declined during the second half of the
1980s but has continued to be a major preoccu-
pation. Many of the unemployed in the devel-
oped countries are young people. Several new
features of youth unemployment have emerged
during the second half of the 1980s: (1) more un-
employment among disadvantaged young peo-
ple. and a longer duration of unemployment than
before; (2) even the better educated and trained
have considerable difficulty in finding secure
jobs; (3) labour force participation rates have
dropped for young people while educational en-
rolment has risen; (4) there is now a problem of
providing opportunities for the "high risk" gen-
eration of young people born between the 1950s
and mid 1960s, for whom there are relatively
few jobs. It is in this group thatproblems of drug
dependency or crime are frequent.

Studies in a number of countries have docu-
mented severe neqative effects on health among

unemployed persons and preventive action
would seem to need strengthening. The special
problems of migrant workers have also received
increased attention. These include malnutrition,

social and cultural isolation, work accidents,
and problems from lack of understanding of the
language spoken in the recipient country.

Women and development
Considerable interest in women and develop-
ment has been stimulated both by the United
Nations Decade for Women (1976-1985) and
by the promotion of primary health care, which
together form the link between women's health
and overall progress in health and development.
Today, the significance of women's health and
socioeconomic well-being is not only increas-
ingly recognized but is seen as a necessity for
sustainable development.

Some of the positive outcomes of the last
decade were: the inclusion of women's needs,
and gender responsiveness, on the agendas of
governments, agencies, and nongovernmental
organizations; changes in legislation and devel-
opment policies; the establishment of mecha-
nisms at various levels concerned with women
and development; and problem identification
supported by an improving information base.
Initial indifference to acknowledging, promot-

ing, and enhancing women's role in develop-
ment began to give way to support for specific
prograrnmes aimed at redressing some of the
consequences suffered by women in the process

of social and economic change. These efforts
helped to further women's rights and to encour-
age data-gathering, but did not lead to the
large-scale integration of women into develop-
ment. Despite some positive results it has be-
come clear that overall progress has been slow
and patchy. Even in developed countries the
substantial gains achieved by women have had
their limitations.

Reflection of the above factors in the area of
women and development can be noted in the in-

31



IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2OOO

dicators of health of women as a continuum over
their life span. In most human populations, the
average expectation of life at birth, an indicator
of health conditions, is higher for women than
men. However, there are marked differences
among countries. In the developed countries,
during the period 1985-1990, women live about
seven years longer than men; in the developing
countries they live only three years longer. Over
time, the gap has tended to increase in develop-
ing countries, where there is substantially
greater room for improving health conditions.

The health of women in the years from 15 to
45 is predominantly influenced by their repro-
ductive and maternal roles. In most parts of the
world women spend most of this period either
pregnant or breast-feeding. Their health during
this period influences their long-term health and
that of other family members, especially their
children. Of crucial importance is the ability to
control their fertility through access to
socioculfurally acceptable family planning in-
formation and services, which, for most women,
in addition to preserving their health, is a prereq-
uisite for equitable participation in develop-
ment. The health effects of reproduction are re-
flected in patterns of mortality. In many devel-
oping countries as many as half the deaths of
women of reproductive age are due to
pregnancy-related causes. Each year, about half
a million women die from causes related to
pregnancy and childbirth. All but 6000 of these
deaths take place in developing countries, which
account for 997o of all maternal deaths. Other
health issues of prime importance include infer-
tility, infections ofthe reproductive tract, sexu-
ally transmitted diseases, AIDS, and cancers of
the reproductive system. In developed coun-
tries, although health care is accessible to most
women,.there is a growing concern about the
over-use of sophisticated technologies, particu-
larly in pregnancy and childbirth.

There has been much progrcss over the past
three decades in providing education facilities
for women. Yet there were about 950 million il-

literate people in 1985 compared with 890 mil-
lion in 1970. Women accounted for 607o of the
total in 1985. In the developed countries, in
1985, the proportion of women who were illiter-
ate was 2.67o while the corresponding figure for
men was .l.1%o. In contrast, in .the developing
countries of Afica,64.5Vo of women and43.37o
of men were illiterate; in Asia, the correspond-
ing figures were 4'l .47o and 25.6Vo; and in Latin
America I9.2Vo and l5.3To.Inequalities in lit-
eracy and other education achievements are a
direct result of social or family attitudes and un-
equal access to educational institutions.

There are marked variations among coun-
tries in the share of women in the labour force.
In the centrally planned economies, the share of
women in the labour force in 1985 was nearly
half of the total labour force. In developed mar-
ket economies, the corresponding proportion
was 40Vo. Among developed market economy
countries, the share of women was particularly
high in North America (4lVo). Among develop-
ing countries in 1985, the highest female share
was 43Vo in China. This figure compares with
287o in other Asian countries. The female share
in Africa was 357o and in Latin America and the
Caribbean 27Vo inthe same year. There is also a
substantial gap in earnings between men and
women, with female workers receiving lower
wages than male workers, but the earning differ-
entials between male and female employees
vary greatly from country to country.

Women's contribution to the formal health
care system is well recognized, and in nearly
every country, regardless of the level of social
and economic development, the majority of
health workers are women - i.e., primary health
care workers, nurses, midwives, laboratory and
research workers, doctors, and many other cat-
egories. The proportion of female doctors
mnges from3%o to30Eo in developing countries
and from 8Vo to "l0%o in developed countries, al-
though globally the numbers of women graduat-
ing each year have increased from a quarter to a
third of the total over the past decade. However,
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very few women doctors hold positions of au-
thority, even in those countries where women
make up the majority of doctors.

For these reasons, among others, the poor

condition of women with regard to health and
development generally persists or has deterio-
rated, though it is no longer seen as trivial or
"merelyo' a result of prejudice, inequity, and in-
justice, but as a major contributor to ineffective
development. The challenge now lies in finding
the best means to integrate women effectively
and fully in the development process. In the
1990s the approaches to women's concems will
need to shift from the sidelines of development
to a concerted initiative to bring women into the
mainstream; to promote the role of women as
agents of change; to make theirhealth and social
needs a top priority; and to equip them with
equal access to information, to technical and
economic resources, and to skills, education,
and opportunities. This is necessary not only for
the benefit of women but for the benefit of all
people and future generations.

Trends in new technologies (5,28)
Advanced technologies have wrought substan-
tial changes in economic and social life in the
past two or three decades. The introduction and
dissemination of new technologies in develop-
ing countries have been fast in some cases but
slow in others. Recent advances in technology
have enhanced productivity and intensified
communication throughout the world. Science
and technology policies have become part of
both the socioeconomic and political agendas in
all countries. Technological change has pro-
vided hope for solving crucial economic prob-
lems and enriching people's lives, and govefn-
ments have been trying to anticipate and prevent
adverse and possibly enduring effects of these
changes. In developed market economies inno-
vations continued to be stimulated both by mar-
ket forces and by govemment efforts such as
funding for fundamental research and the spon-

soring of military-oriented research and devel-

opment. Among the developing countries, only

a few have the physical and human resources to

undertake significant industrial research on their

own. However, some of the largest developing
countries, for example Brazil, China, India, and

Mexico, have been able to catch up in certain

sectors of scientific research and have a scien'

tific and industrial infrastructure that is rela-

tively advanced. Several ofthe newly industrial-
izing economies, such as Hong Kong, the Re-
public of Korea and Singapore, have assimilated
microelectronic-based technologies, applying
them to new products and production processes'

Rapid advances in medical technology,
biotechnology, equipment for diagnosis and

curative procedures, transplants of a more com-
plex nature, and new types and applications of

computer-designed drugs and other new materi-

als have greatly expanded the capabilities of
modern medicine. The complicated and costly

technologies involved in such research and de-
velopment tend to restrict it to countries with

well-developed scientific resources. However,
the more widespread application of this research
will eventually have a major impact on health
and medical services in all countries. Chapter 4,

dealing with health resoufces, elaborates on fur-

ther advances in and applications of medical and
health technologies.

In the field of education, several pilot
projects related to computer use in education in

developing countries have demonstrated both

benefits and difficulties. The latter included lack

of qualified human resources, and inadequate
adaptation of software to the country's cultural
environment. In developing countries the
gradual introduction of microcomputers led to
an increase in the demand for personnel who
could work with computers in schools. But even
inBrazil, which was one of the pioneers in the
developing world in adopting a national policy

on informatics and whose producers were sup-
plying a growing share of this market for com-
puter hardware, there were difficulties in the in-
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troduction of computers in teacher-training
courses, despite their prior introduction in high
schools.

Technological advances made possible the
discovery and commercial use of a variety of
new materials and have reduced the production
costs of many conventional materials. At the
same time, there was also a constant search for
new uses for both old materials and new. Among
the important groups of new materials were
metals and alloys with superior strength and re-
sistance to corrosion, and structural ceramics
with superior resistance to heat, wear, and corro-
sion, which made them potentially important
substitutes for metals. Recent discoveries of
new types of superconducting materials might
also eventually revolutionize electronics, power
transmission, and transport.

The production ofhigh-yielding crops based
on an expanded use of irrigation and improved
fertilizers, pesticides, and herbicides - the
so-called "green revolution" - has been ex-
tremely beneficial in increasing supplies of food
and other crops. It has considerably changed
food availability in many countries, particularly
in the 1980s in the Asian subcontinent and
China. As biotechnology promises to transform
agriculture and society at large even more dra-
matically, concerns are being voiced about the
ecological and ethical implications of agricul-
tural biotechnology, including the unpredictable
effects of altered life forms. Among the devel-
oping countries, China has established research
facilities dealing with agrobiological genetics
and India has committed itself to developing
large-scale programmes for creating a
biotechnology industry. Biotechnology pro-
grammes have also been launched in Argentina,
Brazll, Cuba, Mongolia, the. Philippines, the
Republic of Korea, and Thailand.

Rapid advances in technology during the
past two or three decades, while distinctly en-
larging production frontiers and broadening
choice, have raised several questions of major
importance in economic and social policy. Inno-

vations in technology tend to make existing
technology obsolete and call for new investment
and new skills. In developing countries, the ab-
sorption ofnew technologies has been varied. In
some countries, advanced technology has per-
meated a wide array of activities while in other
countries it remains confined to a few activities,
usually concentrated in large urban centres. In
the more affluent societies, concern about the
smooth absorption of advanced technology has
been at the forefront of public discussions. Ef-
forts towards improvements in the education
system or educational reforms in recent decades
to a large extent emerge from the perceived need
to change the content and methods of instruction
to take full advantage of new technologies. The
development of new technologies holds promise
for an improved quality of life worldwide. But
related environmental, ethical, trade and social
issues must be carefully monitored to avoid
negative effects. Govemment policy and pro-
ducer responses to the demand for new skills,
new equipment, and new institutional forms will
largely determine the pace of technological
progress. Yet individual and social attitudes to
the development and use of new technologies
will continue to influence that pace. Technology
has never been socially neutral. In the "global
village" that is being created, the fear ofcultural
dominance has taken on a new dimension: the
threat ofthe disappearance ofcultural and social
diversity among nations.

lntersectoral cooperation
The relationship between health status and so-
cioeconomic development has been amply dem-
onstrated. In developed countries, the communi-
cable diseases that were once the principal
causes of mortality were controlled by improve-
ments in living conditions, nutritional status,
sanitation, and health behaviour, and this was
done before major discoveries were made re-
garding their cure and treatment. In the
low-income countries, health development be-
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came part of the national economic strategy,
which sought to provide the poor with access to
resources and economic opportunities, raise
educational levels, ensure the availability and
distribution of food, improve the status of
women, and provide the basic infrastructure of
transport and other public amenities.

While the primary responsibility for achiev-
ing health goals is with the health sector and its
agencies, a share of the responsibility devolves
on other sectors. The past decade has seen the
evolution of a wide variety of mechanisms for
promoting intersectoral action. However, the
conventional chain of command and organiza-
tional structure of ministries and govemment
offices are strongly protective of departmental
boundaries and therefore have built-in biases
against intersectoral coordination and are not
naturally responsive to objectives outside their
sphere of authority. Therefore these mecha-
nisms for the most part did not foster the dia-
logue on cornmon issues, or identify the joint

action required, or formulate common goals.
There are many other reasons why inter-

sectoral health strategies have not advanced.
Firstly, health planning has remained a more or
less self-contained exercise within the health
sector, carried out principally by health profes-
sionals in relative isolation from other develop-
ment processes. This isolation is reinforced by
the tendency of most sectors to perceive health
as comprised mainly of medical services and
their output. Secondly, there is confusion cre-
ated by the use of the term "health'? to mean
health status, health services, and even some-
times the health sector itself. Yet each of these is
clearly quite different. Whereas health services
are primarily the responsibility of the health sec-
tor, health status is not. Health status is the out-
come of several developmental and behavioural
activities. In this context it becomes the shared
responsibility of development sectors rather
than the concern ofthe health sector alone.

The analysis and evaluation of development
policies tend not to examine health outcomes.

An example of this is government pesticide sub-
sidies, which are intended to increase agricul-
tural productivity but which are not examined
for their health impact. This is despite the fact
that various consequences of increased pesticide
use are well documented; they include acciden-
tal poisoning, effects on the resistance to pesti-

cides of disease vectors, and overreliance on
chemical pest control strategies when other
measures might be applied more safely and at
lower cost.

Research on health problems in developing
countries tends not to address the role of devel-
opment policies as an underlying cause of ill-
health. In the 1980s the debt crisis and subse-
quent adjustment programmes led many organi-
zations and individuals to criticize adjustment
policies for their negative impacts on the health
and nutrition of poor populations in developing
countries. However, in other areas, such as in-
dustry policy analyses have focused on epide-
miological studies of occupational diseases and
accidents, and have rarely explored the underly-
ing causes of the rapid increases in ill-health.
Researchers have tended to emphasize the need
for health policy interventions rather than to ex-
amine the overall strategies in industrial devel-
opment for their health consequences.

Even when knowledge exists on the health
impacts of development policies, many obsta-
cles may block the effective implementation of
policy changes to improve health. There may, for
example, be uncertainty about the health impacts
of policy measures, or there may be a conflict
between the economic and political interests
supporting certain national goals and the poli-
cies needed to reduce pollution, accidents, and
other health risks to workers or communities.
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CHAPTER 2

Development of health
systems

Health for all and the development
of health systems
7Tlh" concept of primary health care, as

I outlined in the report of a joint WHO/
I UNICEF conference in Alma-Ata,

USSR, in 1978, was a breakthrough towards a
woddwide movement to reduce the gap be-
tween o'haves" and "have-nots", popularly
known as Health forAll by the Year 2000 (HFA

2000).
The Minister of Health of Trinidad and To-

bago, President of the World Health Assembly
in 1919, expressed his hope and voiced his pride

at taking part in "laying the foundations of a
truly worldwide philosophy of jirstice in health
with the accompanying political will to act".
Countries were fully aware of the weight of their
decision: as one delegate said, "The path to
health for all will be extraordinarily steep and
difficult ... [but] ... we have had the judgement

and genius, the goodwill and good sense to set
our concern about the health of humanity and
our commitment to improve health everywhere
on earth above narrow political considerations".

Based on the global strategy for health for all
launched in 1981, countries were invited to re-
view their health systems with the aim of re-
shaping them as necessary in conformity with
the agreed essential characteristics of the health
system (1).

For the development of a health system con-
forming to a set of basic principles (see box),
most Member States began to prepare first their
own national policies, strategies, and plans of

Basic principles for the development
of health systems (1)

. The system should encompass the en-
tire population on the basis of equality
and reciprocity.

. The system should include compo-
nents from the health sector and from
other sectors whose interrelated ac-
tions contribute to health.

. PrimarV health care should consist of at
least the essential elements enunci-
ated in the Declaration of Alma-Ata.

. The other elements of the health sys-
tem should support the first contact
level of primary health care to permit it
to provide these essential elements on
a continuing basis.

. At inlermediate levels, more complex
problems should be dealt with, more
skilled and specialized care as well as
logistic support should be provided,
and more highly trained staff should
provide continuing training to primary
health care workers - as well as guid-
ance to communities and communitY
health workers on practical problems
arising in connection with all aspects of
primary health care.

. The central level should coordinate all
parts of the system and provide plan-
ning and management expertise in as-
pects that are common to all institutions
in the country.
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action, and then regional and global strategies
for attaining an acceptable level ofhealth for all
by the year 2000. Some countries prepared na-
tional strategies after regional (and global) strat-
egies had been formulated.

Equity in health, defined as "the universal
coverage ofthe population, with care provided
according to need" (2), was recognizedas being
an important objective in the achievement of
health for all in order to reduce the gaps between
countries and between different groups within
countries.

Countries have been approaching their for-
midable task in a variety of ways best suited to
their own context such as providing the full
range of services required, starting with those in
greatest need and progressively reaching the
whole population, or providing limited services
to the total population from the beginning and
progressively extending the range of services. In
all cases it was found that a sound health system
infrastructure is necessary to sustain the imple-
mentation of activities.

A "midpoint" review of progress was carried
out at Riga, USSR, in 1988 (2). It became clear
that there was no common understanding of the
meaning of health for all through primary health
care. But one way or another, all countries have
tried to translate the rhetoric ofhealth for all into
reality at all levels - country, regional, and
global. All sectors of activity have become
aware of their responsibility for health, and the
public has become increasingly well informed
about healthy behaviour. In villages, towns, and
districts, people are waking up to the fact that
they can contribute to their own health develop-
ment.

NoW 15 years after Alma-Ata, all countries
accept that primary health care (see box) is the
basic tool needed to achieve health for all.

Political commitment to achieving health for
all through primary health care is only a first
step. It must be followed by implementation of
the strategy, cutting across economic, political,
and other boundaries.

Primary health care (3)

Primary health care is essential health
care based on practical, scientifically
sound and socially acceptable methods
and technology made universally acces-
sible to individuals and families in the
community through their full participation
and at a cost that the community and
country can afford ... lt lorms an integral
part both of the country's health system,
of which it is the central function and main
focus, and of the overall social and eco-
nomic development of the community.

Primary health care ... includes at least:

. education concerning prevailing health
problems and the methods of prevent-
ing and controll ing them;

. promotion of food supply and proper
nutrit ion;

. an adequate supply of safe water and
basic sanitation:

. maternal and child health care, includ-
ing family planning;

. immunization against the major infec-
tious diseases;

. prevention and control of locally en-
demic diseases;

. appropriate treatment of common dis-
eases and injuries;

. provision of essential drugs.

The time has come to assess progress in im-
plementing what appears to be a near-Utopian
philosophy, especially in the current socioeco-
nomic context where one step forward seems
often to be followed by two steps back. It is to be
hoped that countries will soldier on with cour-
age towards the goal of health for all, however
distant it may seem. Had they considered only
the constraints and not the opportunities, they
would never have defined the policies they did
or adopted such ambitious goals.
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How the strategy for health for all is
being implemented
The global strategy for health for all was formu-
lated in 1981 (1). Since then, Member States
have made concerted efforts to implement it

Global targets (1)

1. All people in every country will have
ready access at least to essential
health care and lo first-level referral
facilities.

2. All people will be actively involved in
caring for themselves and their fami-
lies as far as they can and in commu-
nity action for health.

3. Communities throughout the world
will share with governments responsi-
bility for the health care of their mem-
bers.

4. All governments will assume overall
responsibility for the health of their
people.

5. Safe drinking-water and sanitation
will be available to all people.

6. All people will be adequately nour-
ished.

7. All children wil l be immunized against
the major infectious diseases of child-
hood.

8. Communicable diseases in the devel-
oping countries will be of no greater
public health significance in the year
2000 than they are in developed
countries in the year 1980.

9. All possible ways will be applied to
prevent and control noncommuni-
cable diseases and promote mental
health through influencing life styles
and controlling the physical and
psychosocial environment.

10. Essential drugs will be availabb to all.
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through country health systems based on their
own national health policies and strategies. It
provided global targets to be considered by
Member States, taking into account their own
socioeconomic and health situations and bear-
ing in mind that all countries are aiming at the
same targets for the year 2000.

In order to achieve these global targets,
health plans should be developed to enable the
range of health promotion, disease prevention,
curative, and rehabilitative services to become
available to all. The aim of a health system (see

box below) is health development - the process
of continuous, progressive improvement of the
health status of populations (4).

A health system (1)

A health system consists of interrelated
components that contribute to health in
homes, educational institutions, work-
places, public places, and communities,
as well as in the physical and psy-
chosocial environment and the health
and related sectors, like agriculture, edu-
cation, environment, etc. A health system
is usually organized at various levels,
starting at the most peripheral level, also
known as the community level or the pri-
mary level of health care, and proceeding
through the intermediate (district, re-
gional, or provincial) level to the central
level. At the same time it includes indi-
viduals and families taking an active in-
terest and participating in solving their
own health problems, thus becoming full
members of the health team. The inter-
mediate and central levels deal with
those elements of the health system for
which they are given responsibility by
the country's administrative organization,
and they also provide progressively more
complex and more specialized care and
support.
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One of the main tasks for countries in the last
decade has been to develop a health system
which is country, situation, and problem specific
and which would, in the most efficient and ef-
fective way, try to solve priority health problems
and contribute to improving health stafus.

In an effort to develop and build up their
health systems based on primary health care,
countries have reviewed existing systems with
the aim ofreorgantzingthem to tackle inequities
in health by involving people within the com-
munity, supported by the health services and
have tried to cover the whole population.

During the first evaluation of the strategy for
health for all, in 1985, the main emphasis was on
processes and on their compatibility with the
principles of health for all, with some reflections
on their adequacy for achieving that goal. This
second evaluation aims at assessing the practical
implementation of these strategies - to discover,
in short; what has been achieved and, if some-
thing has not been achieved, why it has not. This
should enable Member States and WHO to sug-
gest measures and actions for more appropriate
and effective implementation of the strategy.

Of the 12 global indicators to be used in
evaluating the strategy, the three dealing with

Global indicators dealing with health
systems

No. 1 The number of countries in which
health for all is continuing to re-
ceive endorsement at the hiohest
level.

No.2 The number of countries in which
mechanisms for involving people
in the implementation of strategies
are fully functioning or are being
further developed.

No. 5 The number of countries in which
resources for primary health care
are becoming more equitably dis-
tributed.

the implementation of policies and strategies
and the health system are used to evaluate the
development of health systems (see box).

Health policies and strategies
The major focus of this section is on the ways in
which policies and strategies have been imple-
mented with regard to: (l) endorsement of
health-for-all policy, (2) equity in health, (3) al-
location and distribution of resources for pri-
mary health care, and (4) leadership develop-
ment.

There have been some difficulties in analys-
ing country information. For example, some
countries have a national policy which is ac-
tually entitled "Health for All", others have
national health policies which clearly make
specific reference to it, and yet others did not
specifically refer to health for all in their reports
though they clearly reflected its principles in
their health policies.

Using the global policy and strategy as a
guide, most countries have formulated national
health policies and are committed to translating
them into action through country development
plans.

Endorsement of health-for-all policy
The policy continues to receive endorsement at
the highest level - in the United Nations, at all
meetings of WHO goveming bodies, and in na-
tional parliaments and legislatures. In the 151
country reports so far reviewed, continuous en-
dorsement is mentioned in 110, no endorsement
in four, and "not known/no information" in 37
(see Annex table: global indicator 1).

In some countries, health-for-all policy has
been endorsed since 1983 (Austria, India). In
some others, political leaders frequently make
statements in support of it (Cuba, Iran), while in
others its policy and strategy are endorsed and
accepted by parliaments or governments (Nor-
way, Sierra Leone). Although 28 countries did
not give specific information in their reports, it
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could be assumed that they are committed to
health for all by their endorsement of the Decla-
ration of Alma-Ata and subsequent WHA reso-
lutions, approved by their delegations or
through their Regional Committees or in special
initiatives such as Bamako (1987), where en-
dorsement was reconfirmed collectively by
countries in Africa.r

In some countries, such as Bangladesh,
health for all by the year 2000 through primary
health care has been accepted as a national goal

but a formal health policy document has yet to
be issued. In Bhutan, the health-for-all policy
document is in preparation. Some countries re-
ported no official endorsement. Qatar said it did
not need to revise its strategies in view of its
small land area and population.

Most countries reported that a better climdte
for the implementation of national health poli-

cies and strategies had been created by in-
creased awareness and better understanding of
primary health care.

Although the majority of countries have ac-
cepted that health development is important for
overall socioeconomic development, some re-
ported resistance to health-for-all policies by
some sectors. For example, Zimbabwe notes
that some economists and development planners
are increasingly voicing the opinion that health
is not a productive sector and that national re-
sources should be devoted to productive sectors
of the economy. In some countries, resistance to
health for all and primary health care comes
from within the health sector - mostly from the
clinically oriented medical profession.

Health policy development in some coun-
tries has been closely linked to analysis and
evaluation of the health situation, and new
health policies and plans have been adopted on

l. The Bamako initiative, launched in 1987 in collaboration
with WHO and UMCEF, aimed at mobilizing funds to
improve matemal and child care as part of primary health
care in Africa, particularly through the release of funds
from recovering the cost of essential drugs as well as
other cost-effective mechanisms.

this basis (as in Oman in 1989 and Pakistan in

1990), or on the basis of extensive health reports
(as in France). Member States in south-eastAsla
have taken effective steps to integrate the poli-

cies and strategies adopted in the health sector
into overall national development policies. In
the Far East and the Pacific, health for all
through pdmary health care is the basis for na-

tional health development in all countries and
areas.

When moving from policy and strategy to
implementation, a number of countries have

been adversely affected by economic recession
or war, which has made it difficult to sustain
existing prograflrmes, and some of them have
already modified their strategies to cope with
emerging problems.

In some developing and least developed
countries - where available resources are very
limited - implementation is concentrated on de-
veloping the relatively weak infrastructure, im-
proving coverage, supporting decentralization,
and integrating programmes, especially at dis-
trict and peripheral level.

Experience over many years from some de-
veloping countries (Costa Rica and Kerala State
in India) has shown that with political will and
good management the implementation of appro-
priate strategies, emphasizing education, the in-
volvement of the people, and intersectoral col-
laboration, can lead to a rapid improvement in
health status, especially among vulnerable
groups, in spite of limited resources.

In developed and in some developing coun-
tries, health-for-all policies are used to further
promote health in areas such as environment,
life style, mental health, aad disabilities. In the
United States, a new policy "Healthy people

2000" was launched in 1990, based on experi-
ence in the implementation of strategies and
programmes in the 1980s.

Qood progress in implementation of na-
tional strategies was reported by most European
countries, although explicitly formulated
health-for-all strategies do not always exist.
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This is the case in Denmark, but it is not consid-
ered an obstacle to establishing mechanisms and
activities in line with health for all.

Some countries have experienced consider-
able political, social, and economic changes re-
cently, especially in eastern Europe. Although
national health strategies and plans have been
revised and adjusted in keeping with new politi-
cal, social, economic, and managerial realities,
progress in implementation has been slowed
down.

In order to cope with new and important
emerging priority problems, many countries
have developed policies for specific sectors
such as food, nutrition, and the environment,
with emphasis on implementation of these poli-
cies. This can be considered as a bridge for
intersectoral collaboration, which will allow
different advisory and coordinating mecha-
nisms to be established.

Overall, commitment to and endorsement of
health for all are considered by almost all
Member States to be important steps towards
implementing the strategy, although success in
implementation is less evident, as indicated in
the following sections.

Equity in health
Differences between the "haves" and "have-
nots" in health status and in access to food, clean
water, and health services, have always existed
both between and within countries. In the Decla-
ration of Alma-Ata inequities in the health status
of the people were identified as a common con-
cern of all countries (see box).

The Thirty-ninth World Health Assembly
(1986), recalling that existing inequalities in
health are unacceptable, called on Member
States "to include in their health-for-all strategy
specific equity-oriented targets expressed in
terms of improved health among disadvantaged
grcups such as women, the rural poor, the
inhabitants of urban slums, and the people
engaged in hazardous occupations" and also
urged Member States "to maintain high-level

From the Declaration of Alma-Ata (3)

The existing gross inequality in the health
status of the people particularly between
developed and developing countries as
well as within countries is politically, so-
cially and economically unacceptable
and is, therefore, of common concern to
all countries.

political commitment to social equity" (resolu-
tions WHA39 .22 and WHA39.7).

The Forty-second World Health Assembly
(1989) noted the progress made, but recognized
the need to accelerate implementation of the
strategy and urged Member States "to maintain
the political commitment to reduce the inequi-
ties among the different population groups"
(resolution WHA42.2).

As a result of increasing awareness of and
concern for the issue ofequity, countries intensi-
fied their action to improve the existing situa-
tion. Government responsibility and measures
taken for reducing existing inequities in health
vary from country to country. Some countries
are trying to develop policies and strategies
dealing with disadvantaged groups, while others
have set targets to decrease the inequities. All
countries consider involvement of the people in
their communities, involvement of nongovern-
mental organizations and other agencies, and
also collaboration with other sectors to be im-
portant prerequisites for decreasing inequities in
health.

Some countries have started to develop pro-
grarnmes intended to reduce inequities, based
on better information, to enable them to take ac-
tive measures (including legislation) orto moni-
tor progress.

In many developing and least developed
countries, efforts are being made to improve the
health situation of the rural population, urban
slum dwellers, and some vulnerable groups and
to identify groups for special support such as
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migrants, nomads, and those living in geo-
graphically remote areas.

China, in spite ofgreat advances, reports an
imbalance between regions. Rural health ser-
vices are identified as a priority, but since finan-
cial management is decentralized, there can be
discrepancies between regions owing to their
economic status, so that unbalanced develop-
ment of health services may be aggravated.
"The uneven socioeconomic development in
different areas has led to a serious variation in
health conditions. The problems of unavailabil-
ity of medical services and drugs in a few areas
have not been radically solved. There is a big
gap in the entitlement of medical care between
urban and rural inhabitants. The distribution of
health resources is extremely uneven". Mongo-
lia reports difficulties in reaching the
semi-nomads (cattle breeders) who represent
nearly half the population as they move from
one place to another throughout the year and al-
ways live at some distance from district or
subdistrict centres.

In some countries, a health policy promoting
equitable distribution ofresources has been de-
veloped, but because of geographical inaccessi-
bility or war it is difficult to implernent. In other
countries, the priority area for the ministry of
health is the reduction in inequity, but the main
problem resides in the method of resource allo-
cation. In many countries, rich and poor, owing
to political changes and growth in unemploy-
ment, a further deterioration in the health status
of the elderly, the unemployed, and the disabled
or the lower socioeconomic groups has been
noticed.

The United States, noting that30-37 million
citizens have no health insurance, reports that,
for the 1990s, the country's health agencies are
strongly committed to narrowing the gap be-
tween the total population and "population
groups at special risk", such as people with low
incomes, people who are members of some ra-
ciaUethnic minority group, and people with dis-
abilities.

European countries, recognizing "a glaring
inequity in health", collectively agreed in 1984
to set the following target: "by the year 2000, to
reduce actual differences in health status be-
tween countries and between groups within
countries by atleast217o,by improving the level
of health of disadvantaged nations and groups".

These countries have mentioned difficulties
in measuring equity, and only during recent
years has more attention been paid to empirical
data. Studies focused on equity are reported
from several countries. Excess ill-health among
ethnic minorities and immigrants are mentioned
by Israel, Switzerland, and the United Kingdom.
Sweden considers equity in health to be an over-
riding priority in view of increasing inequity in
the 1980s. There is a need to improve the work-
ing environment to help reduce differences be-
tween occupational groups. The Netherlands
has established a programme committee on so-
cioeconomic differences in health, and data on
any health differentials that have been found are
made available to the municipalities, who then
decide on the measures required. Norway also
has developed a special project aimed at reduc-
ing inequities.

Australia reports that a major challenge is to
help more effectively groups that are signifi-
cantly disadvantaged (Aborigines, Torres Strait
islanders), groups with the lowest health status,
and low socioeconomic groups, including re-
cent migrants.

Differences in levels of health between and
within countries still remain and are a cause of
concern for governments in both developing
and developed countries. Few countries have
adequate data on the health of some groups such
as the underprivileged, gaps are not narrowing
or are even widening, and, even in countries
where targets for reduction of the differences in
health status exist, these improvements may be
difficult to achieve.

Bearing in mind that no single measure of
equity exists at present and that there may be
different pattems in different countries, it is evi-
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dent that the question of equity needs not only
special attention from national authorities but
also international solidarity and support.
Clearly, too, there is a need to develop methods
and measures for improvement that are appro-
priate, relevant, selective, and even specific to
particular countries and areas.

Allocation and distribution of resources lor
primary health carc
Political commitment to health for all is re-
flected by trends in the allocation and distribu-
tion of resources. Reports from 32 countries
stated that resources are more equitably distrib-
uted towards primary health care. In 108 re-
ports, howeveq information on resource alloca-
tion for primary health care was not provided,
and in 11 reports answers were negative (see
Annex table: global indicator 5).

Even among the countries that did not make
specific statements about resources, some have
indicated indirectly that there is a tendency for
more equitable distribution of resources for pri-
mary health care. The Bahamas, for example,
reported increased allocation to community
health services, and Bolivia indicated that health
facilities had been established in rural areas. On
the other hand Ethiopia reports that there has
been no significant change in distribution ofre-
sources towards the rural areas of the country.
Reasons given by countries that reported nega-
tively about equitable distribution for primary
health care included the statement that efforts
are still under way and that the vast majority of
resources for such care come from external
sources.

Some developing and least developed coun-
tries reported that resources for primary health
care are better distributed with respect to the ru-
ral population and that more have been allocated
to preventive measures (Malawi), or that re-
sources have been distributed evenly to all prov-
inces based on agreed criteria (Indonesia).

Some countries have increased their share of
resources to underprivileged population groups,

particularly urban slum dwellers, nomads, and
inhabitants of sparsely-populated remote areas.
For example, Saudi Arabia has expressed con-
cern about nomads and is carrying out research
on how to extend services to them, while Egypt
encourages visits by health care staffto sensitive
population groups and Oman has mobile teams
("flying squads") to reach isolated localities.

A majority of developed countries have indi-
cated that resources for primary health care are
distributed evenly to all regions or provinces
and also that resources are decentralized, as for
example in Finland, where attention has been
paid to a specific strategy for the elderly and
disabled, equity between regions has been fur-
ther emphasized, and resources have been real-
located to certain areas on the basis of needs.

In spite of general agreement that available
resources should be more equitably distributed
for primary health care, reallocation of these re-
sources has not been easy. Some constraints
mentioned by countries are: (1) lack ofrealistic
resource planning, (2) lack of criteria for more
even distribution, (3) lack of motivation of
health personnel to work at the peripheral level,
and (4) insufficient resources to permit the nec-
essary redistribution.

Leadersh i p development
Attainment of the goal of health for all will de-
pend on the existence of a critical group ofpeo-
ple who can conceive and implement national
strategies.

Colloquia and dialogues have brought to-
gether groups of individuals (policy- and
decision-makers, senior and middle-level health
administrators, community leaders, and heads
of educational institutions and training pro-
grammes) to engage them in dialogues on na-
tional health-for-all issues as they apply to their
own situations.

Countries in south-east Asia have been ex-
tremely active. For example, a number of na-
tional workshops on leadership training within
the health sector have been held in Bangladesh,
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Regional initiatives
Each of the WHO Regions has evolved a different focus and framework for leadership devel-
opment activities, depending on socioeconomic, political, and global factors.

The African Region organized an informal consultation with members of the African Advisory
Committee for Health Development to discuss a strategy for pursuing leadership development.
Most activities have stressed the intersectoral nature of health and the need to strengthen
leadership at district level. This has been done by emphasizing management training, and the
Regional Office has funded a number of seminars and workshops both at country and
intercountry level.

The Region of the Americas has been promoting leadership development through the Re-
search Training Programme in International Health and advanced training for policy-makers in
international health. Emphasis has been put on examining the political process, issues of re-
source allocation in the light of current economic constraints and debt-restructuring, and sen-
sitizing politicians and policy-makers from health and other key sectors to the issues at hand.
Further, the Organization has held informal consultations on leadership development in educa-
tional institutions with representatives of the Latin American and United States Associations of
Schools of Public Health, in order to explore the possibilities of organizing international and
regional courses.

The South-East Asia Region has established an ad hoc working group on leadership devel-
opment, which prepared a regional plan emphasizing training activities at all levels in the health
sector. A number of regional conferences, intercountry workshops, and national seminars
have been supported with the aim of sensitizing policy-makers and training a core group of
faciliators in leadership development.

In the European Region, the Regional Office has used health{or-all policy reviews in several
countries as opportunities for active dialogue with national policy-makers. In addition, health
policy dialogues for parliamentarians and senior policy-makers have been organized in order
to discuss the kinds of policy changes needed to reach agreed health targets. Emphasis has
also been placed on leadership as a means of strengthening intersectoral action for health
development.

In the Eastern Mediterranean Region, the Regional Committee endorsed a recommendation
that 10% of the fellowship allocations be used for health leadership development. A nine-month
residency programme in health leadership development is planned per biennium. Concur-
rently, this Region has organized intercountry workshops on leadership development in an
effort to build up core groups of facilitators at national level.

The Western Pacitic Region tocuses on training young professionals in international health,
and has also initiated a regional health management development network in the South Pacific
with emphasis on developing human resources and improving their leadership capacities.
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while in Bhutan, annual workshops of senior
district health officerc (dzongdas), medical of-
ficers, and district health officers have been
held, as well as workshops for intermediate-
level health staff and community leaders, train-
ing and refresher courses for health staff and
volunteer workers, andpnticipation of commu-
nities in planning and development of rural
areas.

India, Myanmar, and Nepal have accelerated
their training activities. Seminars for parliamen-
tarians and regional and district administrative
and political personnel have been organized in
Sri Lanka. In Thailand, one of the most success-
ful activities at national level has been the train-
ing of 400 leaders in a metropolitan Bangkok
slum improvement proj ect.

A national coordinating mechanism has
been established by the Ministry of Health of
Indonesia to coordinate the planning, imple-
mentation, and evaluation of an IIFA leadership
development programme at national level.

In the Middle East, activities inAfghanistan,
Iran, Jordan, Saudi Arabia, and Yemen have fo-
cused on advocacy at policy-making levels, and
training in leadership skills for middle-level and
community-level health personnel.

In China, a programme of health-for-all
leadership development was undertaken in three
provinces where special emphasis was placed
on promoting primary health care to a wide
intersectoral audience, and in 1988, the Ministry
of Public Health, with WHO collaboration,
sponsored a high-level seminar for provincial
leaders throughout the counffy.

In all probability, very few of the changes in
national policy that have resulted in implemen-
tation of primary health care have taken place
without the involvement of senior government
and nongovernment officials in intercountry
visits and dialogues ofthe types described here.
Another direct result of the regional or
intercountry meetings has been the organization
of many different activities at country level,
seeking to educate and influence health-related

personnel at all levels towards health-for-all val-
ues and principles.

Organization of health systems
based on primary health care
Achieving the goal of health for aillby the year
2000 requires concerted efforts from countries
to organize their health systems based on prl-
mary health care. The past decade has seen both
solid progress and serious setbacks. Some coun-
tries maintain a priority commitment to such
care and can demonstrate success in improving
the accessibility and quality of health care. In
others, falling living standards, massive indebt-
edness, and ecological decline have had a nega-
tive impact on both health services and health
status.

In spite of improvements, there is still a big
gap in many countries between the acceptance
of the principles of primary health care and their
implementation in the development of policies,
financing, organization, management, and the
delivery of programmes.

lngredients of success in developing
health sysfems

Looking back over the past 5 years, the
successful development of health sys-
tems based on primary health care ap-
pears to be due to the following factors:

. government, political, social and finan-
cial commitment;

o strong management capabilities for im-
plementation;

. well-oriented, trained, and committed
health personnel;

. decentralization to districVlocal level;

. community involvement in local deci-
sions;

. sustained financing;

. the widespread deployment of afford-
able life-saving technologies.

46



DEVELOPMENT OF HEALTH SYSTEMS

Five global changes in the second halfofthe
1980s have had a direct impact on health system
development. Economically, there has been a
marked decline in developing countries. Signifi-
cant demographic changes include rapid urbani-
zation and particularly the growth of peri-urban
areas and a global increase in the number ofpeo-
ple aged 65 and over. Environmental degrada-
tion poses an increasing threat to health in many
parts of the world. People have become much
more aware of health, and their demands for and
expectations of quality services and care have
likewise increased. Also, people outside the for-
mal health sector are becoming actively in-
volved in decisions about and action for their
health, as evidenced, for example, by the large
number of nongovernmental organizations now
involved in health care.

The majority of countries are trying to further
reorient their health systems towards primary
health care. Its principles are generally well un-
derstood and accepted, particularly by paramedi-
cal staff, but some curative-oriented medical
staff at the highest level still promote second- and
thirdlevel care to the detriment of first-level
care. In a number of countries. however. first-
level care is a priority in national health system
plans, and quality ofcare is stressed.

Many countries, including developing coun-
tries, have indicated the need to use resources
more efficiently and to improve access to and
the quality of health care. Quality of services is
an important aspect of appropriate care, and
quality assurance can now be found on the po-
litical agenda in some countries (e.g., Belgium,
Indonesia, Israel, Italy, Malaysia). A number of
specific approaches are fairly widely used, such
as quality control in pathology laboratories,
consensus reports,l and the collection of a mini-

1. In the United States, for instance, the Consensus Devel-
opment Conference, a key element of the consensus de-
velopment programme, provides a public forum for the
lay and medical community to assess new or existing
technologies through an open meeting lasting two or three
days.

mum set of data on patients. Yet, although qual-
ity of care implies the use of appropriate health
technologies, the systematic assessment of tech-
nologies (especially low-cost) remains rare.

Most countries in the Far East and the Pa-
cific have emphasized in their reports that pri-
mary health care consists of more than the pro-
vision of various medical services and that all its
eight elements must be available at community
level. Steps are being taken towards decentrali-
zatron, integration, and the improvement of dis-
trict health systems and of the service to rural
areas. Some countries report successful integra-
tion of modern and traditional medicine.

An increasing number of countries are
adopting policies of decentralization aimed at
improving the use of available resources for the
implementation of primary health care.

In some countries, particular attention is be-
ing given to the decentralization ofauthority and
responsibility to the district level, and different
approaches have been tried in developing coun-
tries. For example, technical ald managerial
training to improve institutional performance
has been the focus in Guinea-Bissau, Lao Peo-
ple's Democratic Republic, and Nigeria. In Le-
sotho and Zambia attention is directed to health
systems research for developing improved
methods and procedures to ensure that the im-
plementation of programmes will be responsive
to local needs. The strengthening of information
support relevant to local needs, including related
methodological tools, has been stressed in Ethio-
pia, Papua New Guinea, and the Philippines.

In a number ofother countries there has been
almost no delegation of effective power and au-
thority to the local level, or such delegation has
been only nominal, without sufficient resources
or technical support from central or local levels.

Most counffies expressed the conviction that
district health systems are important for the or-
ganization and provision of primary health care
as an integral pat of the national health system
and are a vital element in fostering develop-
ment.
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The district is considered to be the key loca-
tion in most health systems to test and consoli-
date primary health care, and to be a valuable
bridge between the first and the other levels of
care of the health system. There is considerable
scope for improving management at the district
level of the health system, thereby helping local
health workers to perform more effectively even
in the difficult circumstances they often face.
The district health system is already being
strengthened with various degrees of success in
many countries, including Ghana, Namibia, and
the Syrian Arab Republic.

In the majority of least developed countries,
health system infrastructures are by and large
not fully developed, and management is gener-
ally weak. Support from external resources has
often been used to strengthen health system in-
frastructure and management, including health
information systems.

In other countries, health care facilities have
been broadened, with special emphasis on the
rural areas, to ensure that facilities providing
minimum essential health care are within easy
reach. Problems with referral to a higher level
are commonly reported, although well-devel-
oped referral systems have often been estab-
lished to support health centres at the periphery.

In many countries curative services still pre-
dominate, to the detriment of promotive and
preventive health activities. Restructuring of the
health care system and decentralization of re-
sponsibility and authority to the districts have
enabled some countries to start working towards
integration (e.g., Nepal).

While countries are recognizing the need for
increased hospital support, particularly at the
first-referral level, hospitals are generally
managed separately and are not yet fully inte-
grated with other health services. The integra-
tion of health care is discussed in more detail in
chapter 3.

In developed countries there is a growing
awareness of the importance of efficiency, eq-
uity, and quality ofcare. The role ofcentral gov-

emments is shifting towards policy and strategy,
while in many countries local govemment struc-
tures provide a wide range of services often
substantially financed by local funds. Intemal
market mechanisms and competition are seen as
additional resources for improving the perform-
ance of health services.

The need to emphasize that health and social
services are resources and investments. not un-
productive sectors, was mentioned in some
country and regional reports. For this fact to be
fully accepted and acted upon by political
decision-makers, it is necessary to disseminate
appropriate information and to construct mecha-
nisms to ensure that this position is continually
emphasized, regardless of the direction of re-
forms.

The health care reforms (including insur-
ance and financing) now under way in Europe
provide an important challenge for health for all
in the 1990s. They should help:

(1) to advocate and inject into the present
health care debate health-for-all principles and
experience, placing the citizen in various roles
and settings in the centre of such a debate
(c hoic e, e quity, p artic ip ation) ;

(2) to provide a clear and practical primary
health care framework for new developments in
health care financing; and

(3) to underline the importance of the appro-
priate use of financial and technological re-
sources in increasing the efficiency ofthe health
care system.

Some major prograrnmes based on the pri-
mary health care approach have proved suc-
cessful. In general, however, disparities and
inequalities in availability ofnational health ser-
vices have remained high and have even in-
creased in some cases. This is partly due to the
fact that an intensified effort in one prograrnme
has been accompanied by a decrease in another.
The main reason for the disparities is that unnec-
essary, costly, and sophisticated health services
are provided to some population groups, leaving
fewer resources for the rest of the population.
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Experience shows that progress from a verti-
cal to an integrated approach is slow, although
some improvements in coverage have been
achieved by programmes following a vertical
approach. Such a move is best planned from the
beginning and should not be left to be consid-
ered as an afterthought.

Several LatinAmerican countries report that
there is no health system as such, but a multitude
of agencies providing health care, with prob-
lems of integration and coordination, leading to
increased cost and lowered efficiency.

Other constraints on the reorganization of
the health system based on primary health care
are the influence of pressure $oups that advo-
cate "glamorous" expensive second- and third-
level care, particularly when they get the sup-
port ofa sector ofthe medical profession trained
in the strictly curative approach. These vested
interests impede the implementation of primary
health care.

Another group of problems have a common
root, namely national economic difficulties.
They are: (1) the slow expansion of services to
underserved areas; (2) lack of trained and moti-
vated staff; (3) lack of supervision; and (4) lack
oftransport or fuel for the referral ofpatients. In
some Middle East countries there is also a cul-
tural problem - the demand that service should
be offered on request to anyone at an institution
and at any level of care. Lastly, in a few cases,
health development projects are tied to interna-
tional agencies that would prefer to maintain a
"vertical" structure in order to retain central
control of project activities.

Managerial process
The managerial style practised in any socioeco-
nomic sector is determined by the overall politi-
cal and cultural environment in which develop-
ment takes place. There is, however, general
agreement on the content and different phases of
the managerial process through the decision-
making hierarchy. The responsibility and au-

thority assigned to individuals in such an organi-
zational structure may vary among countries
and even among communities within a country.

Traditionally the managerial process was
more often used to satisfy administrative re-
quirements than for the development of health
systems or even health services.

With the new thrust in the strategy for

achieving health for all by the year 2000, it was
necessary to develop the concept ofbroader, but
practical and integrated, processes that focused
on the implementation of activities for national
health development, rather than health services
(5).

Since the beginning of the health-for-all
movemento there has been a major shift in un-
derstanding the role of management in decision-
making to ensure that resources are used effi-
ciently and effectively for health development.
There are signs of improvement in health sys-
tem management, which include involving
communities as well as all sectors relevant to
health and ensuring reallocation of resources to
health development priorities.

A number of Member States reported their
concern to strengthen the managerial capacity
of their health systems and further improve
managerial processes. In some developed coun-
tries, permanent mechanisms to provide politi-

cal and technical support as well as effective
coordination within the health sector are estab-
lished, while in others, in spite of improvements
in managerial processes, permanent mecha-
nisms do not yet exist. Planning, analytical, and
coordinating capacities, especially at the inter-
mediate and peripheral levels (including com-
munity), are still considered weak in many
countries and need significant improvement.

A growing number of countries have real-
ized the potential contribution of economic
principles to their managerial process. Several
have elaborated a strategy for cost containment,
and some have devised a master plan for financ-
ing health for all. In a context of lasting eco-
nomic strain, many of them are still searching
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for different ways of financing their health care
services.

A more recent trend is to focus on improving
management of district health systems using
certain innovations such as active problem-
solving by district teams, which are producing
encouraging results, at least in the short term.
Lack of trained health managers for all levels is
reported by the majority of developing and least
developed countries. So far, more emphasis is
being placed on training for health managers at
central and intermediate than at lower levels.
Learning by doing and problem-solving based
on health care practice in the country are slowly
superseding traditional training approaches.

In many countries, continuous monitoring
and evaluation constitute an integral component
of the managerial process and are often carried
out by the department responsible for planning
in the ministries of health. Although they are
recognized as important tools for the rapid, dy-
namic, and permanent improvement of health
programme implementation, they are still not
being used fully for decentralized management
by the health system to match local needs and
priorities with national policy guidelines and re-
source allocation.

In a majority of African countries there is a
need to intensify efforts to strengthen manage-
ment capacities at all levels of the national
health system to build up appropriate manage-
rial mechanisms for improving coordination
within the health sector and among other sec-
tors, including involvement of communities.
Emphasis has been laid on the decentralization
of the managerial process and monitoring of the
progress of primary health care, which is gradu-
ally being introduced by all African Member
States.

In many countries of theAmericas, adminis-
trative reforms to rationalize health expenditure,
to transfer some responsibility for health
services management and financing to the pri-
vate sector or to communities, are under way.
Reforms aimed at the decentralization of author-

ity have accompanied the democratization
process.

A number of countries in the Middle East
have reviewed and tried to strengthen and
reorient their health information systems, to
solve management problems. Many of these
countries reported a lack of staff trained in
health information and mentioned that manage-
ment cannot function properly without adequate
information support, i.e., without a health infor-
mation system capable of making available rel-
evant, reliable information at the right time, to
the right person, in a usable form, and at an af-
fordable cost. Member States have taken initia-
tives to develop their information systems.
Oman, for example, is on the way to having.a
regional health information system to support
regionalization of its health system.

In south-east Asian countries, the core of
management capacity has been developed at na-
tional level and it is now necessary to focus
more on intermediate and local levels. Planning
units have recently been reorganized in the min-
istries of health of some countries (e.g., Sri
Lanka), while in Myanmar, the managerial
process has been reoriented to cope with emerg-
ing priority problems and needs. In India and
Nepal, revised health management information
systems have been expanded and implemented
as a centrally supported scheme. Improved in-
formation support to health management is fre-
quently related to finances, but it also includes
the epidemiological data needed to assess the
country's situation and take necessary measures.

A number of countries in the Far East and the
Pacific (American Samoa, Kiribati, Malaysia,
Philippines, Solomon Islands, Tonga, and
Vanuatu) are making efforts to improve the
managerial process by strengthening the plan-
ning component. Recent developments in this
area include increasing the participation ofother
agencies in planning, as in Tonga, and expand-
ing the planning process to the regional and pro-
vincial levels of the system, as in the Philip-
pines. The common feature of these countries is
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that the responsibility and accountability for re-
source utilization has been delegated outside the
central level.

In some European countries (e.g., Sweden)
there is a tendency to challenge existing mana-
gerial processes by shifting emphasis in health
planning towards revised or new strategies, and
from monitoring outputs towards evaluating
outcomes (impacts). In a number of countries of
this region, central control versus decentraliza-
tion has long been an important political and or-
ganizational issue. There has been a widespread
trend towards decentralization in health man-
agement from the centre to regions, provinces,
and districts. The common feature in some of
these countries is that responsibility and ac-
countability for resource utilization has been
delegated to the district level. Some countries in
eastern Europe have already introduced health
reforms that include managerial changes as key
elements, including improvement of the health
management information system.

Discrepancies are still observed however
between health policy statements on the one
hand and health resource allocation and activi-
ties implemented by priority programmes on the
other. Despite the sincere efforts of Member
States to improve and strengthen the managerial
processes, especially monitoring and evalua-
tion, various problems have been recognized as
impediments to the effective management of
health systems based on primary health care.
The development of a satisfactory managerial
process has often been hampered by the scarcity
of skilled planners, but also by poor linkage be-
tween planners, implementers, and decision-
makers. Lack of qualified staff trained in man-
agement (particularly at provincial and district
levels) is a common problem, often aggravated
by another one - the frequent change in m anege-
ment personnel.

Weak management at the district (or opera-
tional) level was not always improved by the
creation of district management teams or similar
action. Unless full responsibility and account-

ability are given to the programme managers at
the delivery level, any improvement in this area
may not have the desired effect.

Another important and long-standing issue
is weak health information systems or lack of
adequate information support (or the other ex-
treme of excessive data collection with limited
utilization and limited feedback), which is a sig-
nificant obstacle to successful management.
This often exists together with insufficient tech-
nical and financial resources, so that the integra-
tion of monitoring and evaluation within the
managerial process is still unsatisfactory.

Community involvement
The Alma-Ata conference defined community
involvement as a process whereby communi-
ties, families, and individuals assume responsi-
bility for their own health and welfare and de-
velop the capacity to contribute to their own and
the community's development. Communities
should be involved in assessing their health situ-
ation, defining the problems, planning priori-
ties, implementing activities, and monitoring
and evaluating their own programmes. To suc-
ceed in this, all involved - individuals, families,
communities, and society as a whole - must de-
velop such mechanisms, based on clearly de-
fined objectives, mutual interest, good under-
standing, and collaboration, as will permit the
effective implementation of agreed prograrnme
activities.

Mechanisms for community involvement
should be adapted to local circumstances and
needs, so there cannot be one universal model.
The major approaches to community involve-
ment in primary health care may be categoized
broadly into several models. It should be em-
phasized that any categorization has limitations
and that, in many instances, the countries
present a spectrum or mixture of forms rather
than being totally distinct models.

But community involvement cannot be dic-
tated. If people do not have an understanding of
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Examples of models

. Decenlralized local government model.

. Decentralized self-managing commu-
nities of interest model.

. Pluralist public/private and elective/ap-
pointed participation model.

. Publicly regulated, autonomous organi-
zations model.

.National political party/governmenV
mass movement interactive model.

the roles they can play, or where the culture and
attitudes of health professionals and other per-
sonnel are not supportive of their efforts, com-
munity participation will be no more than a
catch phrase. Nor can community involvement
survive only on the energies of individuals at
that level.

For community involvement to be effective,
certain prerequisites are necessary. A clear na-
tional policy is needed, to encourage commu-
nity cohesion in health-promotion efforts. Some
other measures will further promote community
involvement such as: a national commitment to
support community involvement; decentraliza-
tion with delegation of responsibility and au-
thority and accountability; development of local
structures; creation of different community
health bodies fostering individual responsibility
for self care; ensuring the representation of the
people at the highest level of decision-making;
intersectoral cooperation; good communication
within and outside the community; logistic sup-
port; and involvement of nongovernmental or-
ganizations.

A large majority of Member States consider
community involvement not only a political ne-
cessity but also an important and effective
mechanism for planning, implementing and
evaluatinghealthprogrammes. Of the 151 coun-
try reports so far reviewed, 94 stated that mecha-
nisms are fully functioning or being further de-
veloped, 7 replied negatively, and in 50 reports

no information was given (seeAnnex table: glo-
bal indicator 2).

One of the countries in which the mecha-
nism is fully functioning is Finland, where an
increasing demand and willingness of people to
have a say in matters that concern their health is
matched with social demand and community
priorities.

The following explanations were given by
countries which replied that community in-
volvement is not functioning: the mechanism is
being restructured (Argentina); community in-
volvement in health care has yet to be estab-
lished (Bangladesh); numerous organs do en-
sure cornmunity involvement (Central African
Republic); and the problem is not yet clear (Na-
mibia).

Some countries reported that it is difficult to
mobilize communities to participate in health
activities, mainly because of excessive centrali-
zation in the control of resources and
decision-making and lack of clear ideas of what
communities should be expected to do.

Some of the developing countries have
mechanisms for involving people in the imple-
mentation of health-for-all strategies that are
fully functioning; others are in the process of
being further developed. As to community in-
volvemento experience to date suggests that
there are a number of basic principles which are
the key to the successful establishment and
functioning of such mechanisms (d.1. These in-
clude:

a partnership between health services
and their professionals and local commu-
nity people;
individual and collective leadership at
the community level; and
sustainable mechanisms at the commu-
nity level.

A number of countries are gradually begin-
ning to recognize the important role of
nongovernmental organizations in linking the
community with the health system and other
sectors. There is growing awareness and wider
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acceptance of the role played by these orgariza-
tions in health activities. However, clear politi-
cal commitment and effective strategies are re-
quired to harness these resources. Several coun-
tries have initiated consultation and cooperation
at national, provincial, and local levels. A
number of successful initiatives and projects in
different parts of the world demonstrate the
value of the partnership approach. In some
countries in Asia, national nongovernmental or-
ganizations have formed associations to offer
advice and support in the implementation of na-
tional plans. Individually and collectively they
undertake primary health care activities, pro-
vide managerial support to smaller organiza-
tions, and cooperate with the ministries of health
in various prograrnme areas. In a few countries,
federations of nongovernmental organizations
collaborate in official programmes. Examples
of their work are found in specific dis-
ease-oriented activities such as malaria control,
immunization campaigns, and blindness pre-
vention, as well as in programmes for the elderly
or for handicapped persons, and in health pro-
motion activities such as family planning and
anti-smoking campaigns. Yet the absence of a
policy framework for coordinating these efforts
is a significant obstacle.

In Africa, communities are becoming in-
volved through the district to which theybelong.
This requires enhancement of their capabilities,
properly functioning community health com-
mittees, and supervisory district health and de-
velopmental committees. In July 1990, people-
to-people cooperation by the special Health
Fund for Africa was launched in Addis Ababa,
with the objective of linking communities with
their counterparts in other African countries and
other regions.

All Middle East countries reported that
mechanisms for involving people are fully func-
tioning or being further developed; however,
they mentioned that the lack of a clear role is
also common. The role played by non-
governmental organizations varies here: it may

be at a high level in planning (Pakistan), or more
often of a practical nature such as promoting

blood donation (Cyprus) or health education
and "health weeks" (Saudi Arabia).

Algeria reports the creation of an impressive
number of health-related associations and pa-

tient groups, especially since 1988. At different
levels, political and other groups participate ac-
tively in health councils and management com-
mittees.

To increase community awareness of health
problems at all levels, in some countries of
south-east Asia such as India, in addition to the
training of health personnel in community mo-
bilization and organization, the training for
opinion leaders has been organized, village
health committees have been formed, and vol-
untary and nongovernment al or ganizations have
been invited to participate in health services
projects.

In some countries, community involvement
in health development is identified as the main
strategy to achieve the objective of extending
health care to all villages through a village
self-managed primary health care programme,
while other community development schemes
have fostered a closer community spirit.

Community health workers also play an im-
portant role in stimulating and supporting com-
munity initiatives, and in linking the community
to other sectors and levels of the health system.
In Thailand, village health communicators and
village health volunteers are motivators of com-
munity involvement and are involved in pro-
gramme development in addition to their ser-
vice functions. In Indonesia, the community
health worker's role in linking the community to
the health sector is stressed. In Mozambique,
community health workers €Ire active in all as-
pects of health work and community mobiliza-
tion for development.

In many of the South Pacific island coun-
tries, the traditional system ofcollective respon-
sibility remains vital to the effective organiza-
tion of community services. This is seen most
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notably in Fiji (see box). This system is also
considered effective for promoting healthy hab-
its and life styles.

Community involvement in Fiii

The Vulowai Health Committee of Fiji is a
voluntary nongovernmental organization
established in 1985 to implement the
principles of primary health care in an
underprivileged rural setting. Monthly
meetings and village inspections are held
with active community participation. The
main activities of the Committee include
selFhelp projects - a community phar-
macy, water-sealed latrines, and the
building of an access road to the health
centre. The location of the monthly meet-
ings is decided on a rotation basis, thus
ensuring that no village is overlooked.
Apart from the presence of teams from
the Ministry of Health as professional ad-
visers, the inspections and discussions
are the full responsibility of the commu-
nity.

The majority of least developed countries
are trying to further develop or improve already
existing mechanisms for community involve-
ment. Many countries lack personnel trained in
the art of communication, education, and stimu-
lation of community development, but more in-
volvement of nongovernmental organizations
and the development of community revolving
cooperative schemes are recent trends in some
least developed countries. In Nepal a commu-
nity health volunteer scheme launched in the
districts, drawing upon the self-help potential of
the community, has helped generate community
involvement and strengthen programme imple-
mentation.

Member countries from the Americas re-
ported that the diversity of mechanisms estab-
lished for community participation reflects the
diversity of the national sociopolitical contexts.

Vaccination campaigns and the involvement of
nongovernmental organizations were men-
tioned as successful examples of community
participation.

The trend in some western European coun-
tries is for people to be more willing to have a
say in matters that concern their health and
medical care, indeed even to demand it, but only
a few governments are able or willing to exploit
this trend to create additional mechanisms for
community involvement. In central and eastern
European countries it is rather the opposite, with
governments now very keen to establish new
structures to allow for more real community par-
ticipation, while people are still hesitant.

During the 1980s there were numerous and
varied developments in western Europe in re-
spect of life styles and health behaviour, and
most progress was made in the area of self-help,
self-care, and local healthinitiative groups such
as the noncommunicable diseases integrated
programme approach in Austria. The evidence
for increased action at the local level comes
from the feedback on the success of the WHO
Healthy Cities Project(7). The aim of the
project was to put health higher on the agenda of
city policies. It turned into the European healthy
cities movement, which already counts hun-
dreds of self-help groups involving 30 initial
project cities, with 500 more cities (in 18 Euro-
pean countries) in the process ofjoining in and a
clear trend towards further growth. This
fast-growing movement is often based on
nongovernmental organizations, including pa-
tient and consumer groups. The overall self-help
movement in Europe is reaching a level of
progress which matches the expectations set for
this target in the early 1980s.

The quantity and quality of educational pro-
grammes to enhance the knowledge, motivation
and skills of people to acquire and maintain
health has steadily increased in the past 10 years
in all western European countries. Numerous
health education activities have been carried out
by national, regional and local governments as
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well as by a variety of nongovernmental organi-
zations. Major areas of concern are tobacco, al-
cohol, drugs, infectious and noncommunicable
diseases, nutrition, physical activity, sports inju-
ries, school health, care of the elderly and dis-
abled, safety of consumer goods, accident pre-
vention and road safety, worksite nutrition and
catering management, human relations and
sexuality, AIDS, the humanization of health
care, and the promotion of social security. There
is a growing tendency to fight against emerging
health problems by using the health advocacy/
promotion approach by well-recognized and
well-organized intersectoral groups, as in Den-
mark.

The picture is less favourable for central and
eastern European countries, which are in the
process ofreorganizing their basic health educa-
tion and health promotion infrastructures. They
sometimes experience increasing difficulties in
getting the basic material for publications, let
alone money for audiovisual aids or for evalua-
tion measures. Hungary created a national insti-
tute for health promotion, and Czechoslovakia
and Poland are in the process of doing so.

Two important obstacles have emerged in
achieving progress in community involvement:
the absence of clear national policies or strate-
gies for the establishment of community health
worker programmes and the lack of specific and
regular budgetary support from governments to
sustain training, supervision, logistics, and fi-
nancial incentives, which are important factors
in the success of these prograrnmes.

Sometimes obstacles are caused by central-
ized administrative structures or rigidly organ-
ized health systems. Other problems may arise
from professional staff who fear loss of their
control and power, or from members of the pub-
lic, who may think that someone is already paid
to do the job. The most frequently mentioned
problems in the least developed counffies are:
the low level of general education, lack of
knowledge about diseases, and the absence of
clear mechanisms for involving people.

Supporti ng legislation
Legislation is one of the key mechanisms for
supporting health policies and programmes and
for regulating the activities of the health system.
Other mechanisms are discussed in chapter 4.

The importance of legislation in support of
health development was clearly recognized by
Member States during the preparation of their
national strategies for health for all. It is gener-
ally recognized that such an ambitious goal as
health for all cannot be achieved in the absence
of an up-to-date, enlightened, and realistic
framework of laws, regulations, and other in-
struments that make clear the responsibilities of
the state, other national and subnational authori-
ties, members of the health professions, and the
different elements of society concerned with
health development.

Health legislation can be used in a variety of
areas, in addition to supporting national health
policies and strategies:

(l) to support basic human rights (including
the right to health, patients'rights, issues
related to discrimination):

(2) to support changes in the health system
and in health care financing and man-
power development;

(3) to support environmental health policies;
(4) to promote healthy life styles (e.g., by

anti-tobacco legislation) and ensure that
consumer goods meet prescribed safety
standards: and

(5) to support and control new technologies
(reproduction, genetics, organ replace-
ment, etc.).

Inrecentyears, many MemberStates have re-
viewed their existing health laws and regulations
with a view to supporting health development,
reorienting health systems towards the primary
health care approach, improving the quaiity of
the human environment, and combating health-
damaging behavioural patterns (smoking and
otherforms of substance abuse), all of which are
important for improving health and achieving the
goal ofhealth for all by the year 2000.
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Recently developments in legislation in
some developed countries (e.g., Finland, Lux-
embourg, and Switzerland) have paid particular
attention to the disabled, and specifically their
social and occupational rehabilitation. These
laws cover the mentally disabled in some coun-
tries. However, other countries (e.g., Denmark
and Sweden) prefer to avoid special legislation
for the disabled and focus more on developing
self-help progrurmmes. Progress has also been
made in the introduction of legal and adminis-
trative measures for health protection, the pre-
vention of health-damaging behaviour, and the
promotion of positive health behaviour. A good
example in the case of tobacco policies is Fin-
land, which introduced measures for the restric-
tion of tobacco smoking in 1977,later followed
by many other countries.

Manufacturers and importers are now ac-
cepting greater responsibility for damage to
health caused by their products, usually as a re-
sult of pressure on the part of the public. In Swe-
den, it is now possible to demand complete
withdrawal of harmful products from the mar-
ket. This is also the case in Finland, where a new
Product Safety Act was passed by Parliament in
June 1990.

Political pressures have now reached a level
that allows ministries of health to reduce
health-damaging behaviour in the northern and
western European countries, mainly in connec-
tion with tobacco and alcohol. There is a move
towards a total ban on tobacco advertising and
other forms of sales promotion.

The importance of legislative support for
health development has been recognized by al-
most all the developing countries (including the
least developed countries), and different activi-
ties have been launched to develop, modify, and
update existing health legislation to implement
national health policies for health for all by the
year 2000.

Realizing the importance of having well-
defined and updated health legislation to imple-
ment their national strategies, eight Middle

Eastern countries have reviewed their health
laws and regulations in the period since the first
evaluation was undertaken in 1985. The thrust
of the reforms has been towards the reorganiza-
tion of health services and/or the ministry of
health (strengthening the planning process, de-
centralization, regionalization, etc.).

Many Far Eastern and Pacific countries peri-
odically review their legislation, particularly
that in the field of public health and the practice
of the health professions. The aim is to reflect
new technology, ideas, and practices or to pro-
vide for the registration of certain categories of
health personnel (e.g., Malaysia). China has en-
gaged in activities designed to raise awareness
among managers concerning the use of health
legislation.

In some developing countries, legislation
has been enacted to provide health services for
the entire population (e.g., Mongolia), while in
others emphasis has been placed on legislation
dealing with health manpower (Indonesia). In
one of the Indian States (Maharashtra), legisla-
tion is pending that would prohibit commercial
trafficking in human organs for transplantation
purposes.

In some least developed countries, amend-
ments were made to the law to bring it into line
with new health policies (Myanmar); anAct was
passed in Nepal to support the decentralizatton
of health delivery systems, while in Bangladesh
improved health laws were drafted and pioneer-
ing drug policy legislation enacted.

Experience so far in the development and
implementation of health legislation indicates
that legislators should now begin to look more
to health legislation to support the comprehen-
sive provision of primary health care, instead of
the implementation of its isolated elements.

Intercountry cooperation
Generally, there is a progressive trend in co-
operation among countries which includes in-
creased intercountry dialogue, information ex-
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change, study tours to meet specific needs,
training, health systems research, and also other
areas such as malaria, nutrition, and pharmaceu-
ticals. The following tendencies were noted re-
cently:

developed countries are more in favour
of direct cooperation with recipient
countries; and
developing and least developed coun-
tries are making an effort to revise prior-
ity areas for cooperation.

For example, the Far Eastern, Pacific, and
south-east Asian countries mentioned positive
cooperation among themselves as well as with
other developing and developed countries for
health development.

Though countries note progress, most ap-
pear to believe that the great potential for coop-
eration is yet to be realized. For instance,
intercountry discussion and dialogue does not
always lead to useful projects.

A few countries in the Americas have sys-
tematically analysed their needs for external co-
operation and most ofthem have established bi-
lateral agreements with neighbouring countries,
especially to deal with communicable diseases
of common interest.

Intercountry cooperation is considered satis-
factory by Member States in Africa. The main
subjects for cooperation are: exchange ofexpe-
riences and information, especially for epidem-
ics and common training programmes.

Some geopolitical organizations (ASEAN

and SAARC) have enabled Asian countries to
cooperate among themselves, but more on a bi-
lateral basis. There is also a tendency to cooper-
ate more closely with immediate neighbours.
Thailand has extended its cooperation in the ar-
eas of PHC and health manpower development,
not only to south-east Asian countries, but also
to Middle Eastern countries.

Although the potential for technical coop-
eration among developing countries (TCDC) is
considered by countries as high, there has not
been a consistent approach to TCDC by some

developing countries (in south-east Asia)
mainly owing to a lack of sustained support to
bring developing countries together and to a
lack of continuing support for the organizations
dealing with TCDC. Financing of TCDrC is one
of the problems. Funds to bring couhtries to-
gether are often very limited.

In many intercountry projects, there are per-
ennial problems of poor coordination between
the parties involved, particularly in programme
planning (Far Eastern and Pacific countries).
Part of the reason for only limited success is that
many cooperation agencies do not have appro-
priate budget lines for technical exchange,
which means that funding specifically for tech-
nical cooperation is not forthcoming.

Some selective cooperation also exists
among countries on such topics as fellowships,
district health systems, healthy cities, and health
learning materials, with WHO playing a cata-
lytic role.

External assistance has been an important
source of financial support, complementing na-
tional health.budgets in many developing and
least developed countries. The majority ofthese
countries will need continued support through
collaborative prograrnmes carried out by bilat-
eral and multilateral agencies. Countries have
taken important steps to sustain as well as fur-
ther strengthen international cooperation in
health by undertaking procedural adjustments,
setting up new coordination mechanisms and
improving capacity for the efficient manage-
ment of resources.

Cooperation with WHO and other
agencies
International action to support the implementa-
tion of national strategies is one of the prerequi-
sites for achieving the goal ofhealth for all. The
majority of Member States reporting on interna-
tional cooperation mentioned "cordial",'?to-
ductive", and "close" collaboration with WHO.
A number of countries have established com-
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mittees or other mechanisms for monitoring and
coordinating the implementation of joint WHO/
country collaborative programmes. They also
reported improved collaboration with WHO
over the past few years. Most of this improve-
ment appears to be the result of initiatives from
the countries themselves, which have become
more actively involved in preparing pro-
grarnmes of collaboration with WHO. Some-
times it has arisen through WHO's further in-
volvement in country activities calling for
monitoring and coordination for efficient imple-
mentation. An exchange of views between
countries and regional offices is undertaken in a
number of different ways: at the regional com-
mittees and subcommittees, through joint gov-
ernment/lVHO programme review missions,
and in meetings in the regional office attended
by the WHO representatives.

The main thrust of WHO collaboration in
Member countries was focused on joint collabo-
rative prograrnmes consolidating the gains al-
ready made and addressing problems and con-
straints previously identified, to accelerate the
process of implementation. WHO has continued
to promote collaboration between countries and
recognized nongovernmental organizations in
support of health development in those coun-
tries. This includes both national ones and those
from outside the country or region. WHO has
established a partnership with ministries of
health, planning, and finance, and other minis-
tries related to health, to ensure that the health
sector is developed within broader national so-
cioeconomic development priorities.

WHO representatives play a crucial role in
the successful implementation of WHO's col-
laborative programmes at country level. In addi-
tion to technical supportprovidedbyWHO staff
and consultants to the countries in the imple-
mentation of country activities, other forms of
WHO collaboration with the countries were
intercountry/regional meetings and consulta-
tions, increased exchange of information,
monitoring and evaluation of different pro-

grammes and projects, and the provision of fel-
lowships in the relevant areas. WHO collabo-
rated with Member States in their efforts to de-
velop TCDC in the field of health, by providing
catalytic financial support to the concerned sec-
tors in organizations such as SAARC and
ASEAN.

Countries are considering their health struc-
tures, approaches and resources with a view to
adjusting or reorienting them as a part of their
economic adjustment policies. They are making
sustained efforts to improve and strengthen their
national health systems based on primary health
care. Careful attention has been paid to the way
health resources should be used, with a view to
reallocating them in the context ofthe countries'
macroeconomic adjustment policies.

The main issues that countries have faced in
this endeavour have been the need to build up a
capacity to coordinate aid agencies, the need to
direct support towards sustainable health devel-
opment, and the need to include health compo-
nents in all development projects. International
cooperation, often time-limited and focused on
selective health development components, has
not always been able to give countries the means
for independent and sustained development.
Both countries and development agencies have
realized the need to improve the efficiency of
their cooperation. In many countries, coopera-
tion policies are being formulated and mecha-
nisms developed.

In 1989, to assist in further health develop-
ment and to help overcome difficulties, WHO
launched a new strategy ofintensified coopera-
tion with countries and peoples in greatest need.
Frameworks for collaborative action have been
set up in each participating country, including
the more efficient use of the country's own re-
sources and the expansion ofthe role played in
the coordination of resources mobilized from
the international community. This strategy aims
at focusing all existing resources into coherent
and coordinated action, country by country,
through all WHO's programmes, and at all lev-
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els of the Organization, in conjunction with all
the existing or potential energies and resources
of international cooperation.

So far, 20 countries have collaborated in
WHO's intensified cooperation initiatives, with
the support of the main intergovernmental and
official development assistance agencies. Vari-
ous partnership arrangements have been devel-
oped between countries, WHO, and develop-
ment agencies. Pragmatic national action plans,
developed in countries with the support of
WHO, now provide the main frameworks for
improved coordination and better resource allo-
cation to health.

One Country: Guinea-Bissau

The Government of Guinea-Bissau has
identified three strategic lines of action
for health development: the provision of
essential drugs; the improvement of
health infrastructures, and the training of
health manpower personnel. In addition,
other areas needing support are the es-
tablishment of an epidemiological surveil-
lance system and the development of a
malaria control plan. A national document
has been prepared and will serve as the
health sector input for the UNDP pro-
gramming cycle meeting.

International support to selected areas
(such as health finance), and studies car-
ried out by the World Bank, WHO and
other agencies should further contribute
to establishing an appropriate framework
for effective cost-sharing mechanisms in
the health sector, and should strengthen
the planning capacity of the Ministry of
Health, to increase the performance of
the heallh system.

Countries have also promoted extensive col-
laboration with United Nations agencies, such
as UNDP" UNICEF, and UNFPA, and also with
the development banks, and a number of inter-
national NGOs. For example, a nongovern-
mental organization group on primary health
care is working in six countries of southern Af-
rica with WHO and UNICEF support: it has pre-
pared a plan to promote collaboration with
Botswana. Lesotho. Malawi. Swaziland. Zam-
bia, and Zimbabwe in planning, implementing
and reviewing public health care prograrnmes.
The technical cooperation programmes with
these agencies have provided considerable sup-
port to national initiatives across diverse areas
of health development.

Some concern was expressed by countries in
the Far East and Pacific about cooperation be-
tween agencies working in the same countries,
particularly in the case of smaller countries. It
was mentioned that agencies usually exchange
information on their plans and achievements,
but at the implementation stage duplication is
often hard to avoid. More efficient use of re-
sources would be achieved if cooperation be-
tween agencies was made early in the planning
stage of an activity.

Summary and conclusions
From the verybeginning health forall by the year
2000 as a social goal, although unanimously ac-
cepted by all Member States of WHO, created
more curiosity than a real intention for its imple-
mentation. The question asked by everyone was:
what is it? and not: how can it be done?

As time passed, decision-makers became
more awa"re of the potential of health for all for
improving health status and for decreasing in-
equalities. Of course, doubts have always been
present, especially after realizitg that on the
way to achieving it many problems and
constraints existed. If Member States had con-
sidered at the time only the problems and
constraints, and not the possibilities and oppor-
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tunities, they might not have defined the policies
and adopted such ambitious goals.

Thirteen years after Alma-Ata and with the
experience of several monitoring and evaluation
exercises, questions such as "what is it?" were
no longer relevant.

The main emphasis of the first evaluation of
the strategy for health for all in 1985 was on the
assessment of the situation and processes, and
their compatibility with the principles of the
strategy. The second evaluation concentrates on
evaluating progress in the implementation of the
strategy with a view to knowing: (1) what has
been implemented; (2) how far it has contrib-
uted to the progress of implementation of the
strategy; and (3) what were the critical impedi-
ments at national, regional, and global levels.
The focus has been on those areas that can truly
reflect progress in relation to the health-for-all
strategy in totality, and not on various elements
of primary health care.

In relation to health policies and strategies, it
is clear now that in most countries, health-for-all
policy and goals have continued to receive en-
dorsement. National health policies and plans of
action to achieve these goals have been formu-
lated, adjusted, or revised in response to
changes in the political and socioeconomic en-
vironment; laws have also been reviewed or re-
vised as necessary to support national health
policies and strategies. Following increased un-
derstanding ofthe principles ofhealth for all and
primary health care, initiatives to reduce ineq-
uity have been launched, usually directed to spe-
cific vulnerable groups and/or to priority health
problems. Infrastructure and quality of care
have been given increasing attention during the
development of health systems based on pri-
mary health care. The main characteristics of
health system development by level of develop-
ment are shown in Table 2.1.

In order to achieve the goals ofhealth for all,
virtually all Member States have made efforts to
implement the strategy through primary health
care by promoting:

(1) improved access to health care and real-
location of resources towards primary
health care;

(2) the integration of health services;
(3) the decentralization of responsibility and

authority to the lower levels of the health
system; and

(4) the involvement of communities, fami-
lies, individuals, and local nongovern-
mental organizations as well as health
personnel.

However, insufficient understanding of the
basic principles of health for all, special inter-
ests and swinging priorities of decision-makers
and planners, external pressure from funding
agencies in some cases, lack of funds to run in-
stitutions and programmes, and resistance from
some professional and interest groups to the pri-
mary health care approach have inhibited a
faster pace of progress in implementing primary
health care, particularly with respect to strength-
ening the health system infrastructure and man-
agement, especially at the peripheral level, and
distributing health personnel appropriately. In
some countries emphasis continues to be placed
on curative services rather than on providing
curative services in association with promotive
and preventive care.

The major challenge faced by countries - be
they developing, least developed, or developed -

is to face squarely the confrontations and con-
flicts that are inevitable in carrying out activities
in pursuit of improving health with equity; it will
be necessary to mobilize collaboration and direct
partnership with communities and other partners
(professionals and other pressure groups and
other agencies and organizations). The direction
taken by most Member States appears to be: to
further develop and strengthen health infrastruc-
tures with community involvement; to provide
comprehensive health care through integrated
services and activities; to support intersectoral
coordination for effectiveness and efficiency; to
ensure the quality of care given; and to sustain
what has already been achieved.
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CHAPTER 3

Health care

Introduction
ft ince the first evaluation of the implemen-

\tatlon of the health-for-all strategies in
LJ t SSS there have been substantial develop-
ments in the coverage of populations with health
care. These changes result from various factors.
Most notable is the extent of government, politi-
cal and social commitment to rchieving HFA.
The commitment of financial resources for
health by governments and the mobilization of
resources by individuals and communities
themselves is another essential factor along with
growing management capabilities for pro-
gramme implementation both among health
personnel and at community level. Health per-
sonnel are better trained and oriented to commu-
nicating and working more effectively with their
peers, with govemment, with other sectors, and
with individuals and communities. The decen-
tralization of planning, decision-making, and fi-
nancial authority to lower levels and much
greater community involvement in local health
planning and decision-making have been very
important ingredients too. There is also the
growing availability of affordable, simple, and
effective health technologies that can be readily
obtained by and used at community level.

In spite of these developments, many prob-
lems remain. The percentage of the population
covered with essential services has increased.
but millions of people remain without access to
water and sanitation services and to the basic el-
ements of care because the increases in services
available have not kept pace with the increases

in population. The gap between the availability
ofdifferent elements ofhealth care in developed
countries and in the least developed countries is
widening, even though there are clearly im-
provements globally, even in the poorest group
of countries. There are also wide gaps within
countries, between rich and poor and even be-
tween different parts of big cities, often made
worse by the economic decline of the 1980s.
Services are often fragmented; developed as
well as developing countries report the need for
improved coordination between the public and
private sectors and with nongovernmental or-
ganizations.

In some countries second- and third-level
health care are not well developed. The lack of
possibilities for first-level providers to get ad-
vice and information from higher levels, and
thereby avoid the need to refer certain problems
to higher levels, and the lack of possibility
where needed of referring complicated prob-
lems or emergencies for additional specialized
or technically complex care, can have major
consequences for the health and well-being of
patients and their families. It can also contribute
to a loss of credibility for health providers and
the health system. Where highly specialized
and/or costly thirdlevel care is given the great-
est priority, this can contribute to inadequate
care for the most common problems affecting
the majority of the people. The quality of care is
generally high in most developed countries, al-
though the overavailability ofdrugs and oftech-
nology, which is often more complex than the
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situation calls for, lead to other kinds of prob-
lems. In many developing countries the quality
of care, equipment, and drugs is often much
lower than in other parts of the world.

This chapter sketches overall trends in the
development of health care during the period
1985-1990 and highlights some of the specific
trends revealed by information from countries
for coverage with the different subelements of
global indicator 7 (see box).

Indicator 7 does not require countries to pro-
vide information on the extent of coverage with
all the named elements or subelements of the
indicator. Rather, countries are requested to in-
dicate the extent of coverage for the various
subelements, and this is the information re-
flected in Fig. 3.1-3.10. The chapter also pro-
vides information on issues not specifically cov-
ered by global indicator 7, in order to give a
fuller picture of the many other developments in
health care that have taken place in countries in
response to the many health challenges they
now face. In order to emphasize the interrela-
tionship between the various subelements of

Global indicator 7

The percentage of the population covered by
primary health care, with at least the following:

safe water in the home or with reasonable
access and with adequate excreta-disposal
facilities available;

immunization against diphtheria, tetanus,
whooping-cough, measles, poliomyelitis,
and tuberculosis:

local health services, including availability of
essentiel drugs, within one hour's walk or
travel;

attendance by trained personnel for preg-
nancy and childbirth, and caring for children
up to at least 1 year of age.

The percentage of women of childbearing
age using family planning.

care referred to in this chapter and their
synergistic contributions to improving health
status, information is not addressed separately
according to the subelements of indicatorT.The
chapter begins with information on the first ele-
ment referred to in the indicator, which in turn
has two subelements, namely safe water and
sanitation.

It is also important to be aware before read-
ing this chapter that primary health care has sev-
eral meanings - each of which is complemen-
tary to the other.

Primary health care can be looked at:
- as a range of prograrnmes adapted to the

patterns of health and disease of people
living in a particular setting;
as a level ofcare (the exact definition de-
pending upon the country concerned)
backedarp by a well-organized referral
system;

- as a strategy for reorienting the health
system in order to provide the whole
population with effective essential care,
and to promote individual and commu-
nity involvement and intersectoral col-
laboration: and
as a philosophy, based on the principles
of social equity, self-reliance, and com-
munity development (1).

The focus of this chapter is on health ser-
vices and health care at the ffust level of contact
with the health system. To avoid confusion be-
tween at least two of the definitions given
above, reference in this chapter will be to the
"first level ofcare", and to specific elements of
cafe.

Safe water supply and sanitation
The availability of safe water and adequate sani-
tation continues to increase overall, although
millions of people in the developing countries
still do not have access to safe water supply and
adequate sanitation. Nothing makes clearer the
precariousness of this situation and the poten-
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tially disastrous impact on health and on na-
tional economies of such inadequacies as the
spread of cholera in the 1990s to the Americas -

a region which had been free of the disease for
almost a century. In a number of African coun-
tries too, cholera cases are increasing at a cata-
strophic pace.

It is estimated that the recent outbreak of
cholera could cost the impoverished economy
of Peru, alone, up to US$ I billion in 1991 as a
result of reduced economic activity, losses in the
fishing, agriculture and tourism sectorso unem-
ployment, reduction of exports, and general
health infrastructure costs. The interrelationship
between health and development and between
national and international health issues is
clearly shown in the cholera outbreak, which
will in both the short and long term have a nega-
tive impact on national economic development,
which in turn will have adverse consequences
for health and thereby start a vicious circle.

Population coverage for safe water supply
has increased from687o in 1985 to11%o in 1991,
while for adequate excreta disposal, coverage
increased from 46Vo to 7l7o (see Annex table,
global indicators 7.1 and 1.2). Fig. 3.1 and 3.2

Fig.3.1
Safe water: population coverage (global indica-
tor7.1), 1985 and 1991

19851991 19851991 19851991
Least All Eastern

developed developing Europe
countries countries

1 985 1 991
Developed

market
ec0n0mres

respectively show coverage rates for safe water
supplies and sanitation facilities for 1991 in
comparison to 1985. These figures show that
improvements have been made but do not make
it clear that the lack of clean water remains acute
for many millions of people. A more detailed
look at the global situation is provided in chap-
ter 6.

Although globally by 1990, safe water sup-
plies had been extended to 81Vo of urban dwell-
ers and 587o of rural inhabitants, and adequate
sanitation coverage wasTlVo in urban and4SVo
in rural areas, 1500 million people still lack ac-
cess to clean water supplies, and 2000 million
still live without adequate sanitation. Despite
increases in the percentage of people supplied
with safe water and adequate sanitation, grow-
ing numbers of people still remain without ac-
cess to these basic services due to population
increase.

In terms of relative need, Africa has the low-
est rate of water coverage (44Vo), while
south-east Asia has the lowest sanitation cover-
age (20%). In absolute terms, however, the
needs are greatest among the countries of
south-east Asia, where more than 400 million

Fig.3.2
Adequate excreta-disposal facilities: population
coverage (global indicator 7.2), 1985 and 1991
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people lack safe water supply and over 1000
million remain without adequate sanitation cov-
erage.

Increasingly, the provision of water for per-
sonal hygiene is considered just as important to
health as the provision of safe water for drinking
and cooking. Thus, the focus is shifting from
drinking-water quality alone to one of overall
environmental improvement involving water
supplies, sanitation, hygiene education, the safe
disposal of used water and general community
involvement in environmental management.
The impact of this more holistic approach can be
seen in the dramatic progress in controlling
dracunculiasis - a parasitic disease transmitted
solely by contaminated drinking-water. Be-
tween 1985 and 1990, global incidence fell from
over 10 million cases to 3 million, a drop en-
tirely attributable to incorporating into primary
health care such simple and inexpensive mea-
sures as the straining of all drinking-water to
remove the vector and measures to prevent con-
tamination of clean water sources. Global eradi-
cation of this disease is technically feasible
given appropriate political, social, and eco-
nomic support; in May 1991 the World Health
Assembly adopted resolution WHA44.5 calling
for the eradication ofdracunculiasis by 1995.

Care for mothers and children
This element is covered at length both because
much information is available and because de-
velopments in maternal and child care speak
volumes about a country's commitment to and
progress towards equity in health.

Care for mothers
Every day the equivalent of four jumbo jet
planes full of women die from complications of
pregnancy and childbirth. This adds up to half a
million deaths a year, most of them in develop-
ing countries - as is more fully described in
chapter 5. However, even in the world's most de-

veloped countries, there are some women who
start pregnancy unhealthy or malnourished and
anaemic, who lack access to effective family
planning and who do not have sufficient care (or
care of adequate quality) during pregnancy or
childbirth.

Maternal mortality is an indicator of wom-
en's status in society and oftheir access to health
care and other essential services. Inadequate
care during pregnancy and childbirth, including
inadequate referral to higher levels ofcare when
required, inappropriate timing and spacing of
pregnancies, and excessive numbers of preg-
nancies, as well as poor health and nutritional
status before ever becoming pregnant, are
responsible for most matemal deaths, for much
infant mortality, and for a great deal of serious
morbidity among women and their children.

As a result of maternal deaths, 1 million chil-
dren become motherless each year, and many of
them die soon after. Many millions of women
develop urinary incontinence, uterine prolapse,
and fistulas as a result ofpoor care, or no care by
trained personnel during delivery. These condi-
tions in turn contribute to chronic infections and
ill health, in turn placing additional burdens on
health services and adding to the cycle of mater-
nal and child mortality and morbidity. Repeated
pregnancies in already malnourished women
worsen their nutritional status and contributes to
chronic anaemia.

That this level of maternal mortality and
morbidity persists year after year despite the in-
crease in the availability of trained personnel to
care for pregnant women (see Fig. 3.3) and the
improvements in coverage by trained personnel
for deliveries (see Fig. 3.4) is truly the "scandal
of modem times" that it has been dubbed. It is
also evidence of persisting grave inequalities in
access to the health services that do exist, in liv-
ing standards and in social status between coun-
tries and between groups within countries, and
in female literacy and educational levels. The
disparity between maternal death rates in devel-
oping countries and those in developed coun-
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Fig.3.3
Prenatal care: coverage by trained personnel
(global indicator 7.6), 1985 and 1991
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tries is greater than for any other common cause
of death.

In developed countries, 99Vo of deliveries
are performed by personnel who are usually
very highly trained and who have access to
equipment - much of which is more sophisti-
cated than required for the majority of deliveries
- and who can readily refer complicated preg-
nancies or emergencies to even more special-
ized services. In contrast, in some developing
counffies, less than 20/o of deliveries are at-
tended by trained personnel, many of whom are
trained not as physicians and nurses but as birth
attendants to handle the most common needs -

that is, routine and uncomplicated deliveries.
Facilities for referring emergencies and compli-
cated deliveries do not always exist. If they do,
they are often far away, are called upon too late,
are inaccessible owing to poor roads or transport
problems, or are lacking in equipment, supplies,
and trained personnel.

The United Nations Decade for Women
(1976-1985) helped to heighten awareness of
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Fig.3.4
Childbirth attendance: coverage by trained per-
sonnel (global indicator 7.7), 1 985 and 1991
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the magnitude of these problems and the realiza-
tion that they cannot continue to be accepted as
inevitable, because specific and feasible solu-
tions do exist.

Egypt, Guinea, Indonesia and many other
developing countries have initiated prograrnmes
and action for safe motherhood. These place
particular emphasis on making maternal health
services better and more widely available and
on extending family planning and education.

In every socioeconomic setting, the children
of literate women have a better chance of sur-
vival than those born to illiterate mothers.
Women with schooling tend to marry later and
to delay childbearing, and are more likely to
practise family planning, to reject harmful tradi-
tional practices related to childbirth, to adopt
healthy feeding habits, to see the need for immu-
nization of themselves and their children, to
have good domestic hygiene, to use available
health services in times of illness, and to see the
importance of education for their own children.
The World Conference on Education For All in
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Jomtien, Thailand, in March 1990 stressed the
concept ofbasic education, literacy, and a range
of skills and knowledge for living (2).

Family planning
The use of affordable and straightforward tech-
nologies, which are available to all women now,
could substantially reduce maternal mortality.
For example, family planning is a crucial ele-
ment in avoiding high-risk pregnancies, includ-
ing pregnancy in women under the age of 18 and
after the age of 35, in spacing births at least two
or three years apart and in reducing the total
number of pregnancies in a woman's lifetime.
From only 9Vo in 1960-1965, contraceptive
prevalence in developing countries has risen to
an estimated level of 50Vo in 1990.

Information on the percentage of women of
child-bearing age using family planning is
sparse, as can be seen from the Annex
table (global indicator 7.9), and most of the data
quoted refer to information from the early to
mid-1980s. Meaningful conclusions cannot
therefore be drawn from these data. However, a
great deal of information from other sources is
available. About 300 million couples who do not
want any more children are not using any
method of family planning, even though surveys
in developing countries show that they know the
risks to women's and children's health of fre-
quent pregnancy and that they want to limit or
space future births. One method of contracep-
tion, namely condoms, has the additional advan-
tage of preventing sexually transmitted dis-
eases. About 6000 million condoms are being
used each year, although it is estimated that
about twice as many are needed. The gap is not
in the supply of condoms but rather in public
access to. demand for. and use of condoms.
Thus, current consumption falls far short of the
current public health need for condoms to pre-
vent pregnancy and disease (3). In many coun-
tries, contraceptive use is denied to unmarried
women. The Intemational Conference on Popu-

lation, held in Mexico in 1984, urged govern-
ments ooto take appropriate steps to help women
avoid abortion which in no case should be pro-
moted as a method of family planning ..." (4).
Yet, it is estimated that as many as one-quarter
to one-third of maternal deaths each year may be
a consequence of the complications of unsafe
abortion procedures. This makes unsafe abor-
tion one of the great neglected problems of
health care - for developed as well as for devel-
oping countries. Contrary to common belief,
studies show that most women seeking abortion
are married or live in stable unions and already
have several children. Abortion. therefore.
serves to limit family size. Despite this, unsafe
abortions and their complications are not being
recognized as a significant health and social
problem - which could so easily be prevented -

because of the controversial and complex politi-
cal, social, moral, and religious issues involved
(4).

In recent years a number of countries that
recorded good advances in contraceptive use
and consequently lower birth rates in the late
1960s or early 1970s have found further
progress difficult. They include India, the Phil-
ippines, and Morocco and some countries re-
porting early high gains, e.g. Tunisia. [n some
cases, this is the result of reduced family plan-
ning efforts because of slackening political sup-
port, while in others recession and debt burdens
have forced cutbacks in government spending in
such areas as family planning, health, and edu-
cation. Even in some developed countries, for
economic and political reasons, the end of the
1980s saw a reduction in family planning serv-
ices, the health consequences of which are
greatest for the lowest socioeconomic groups.

The corollaries of accelerated population
growth are often the uneven distribution ofpeo-
ples, migration, and rapid"urbanization. In com-
bination with poverty, population growth can
seriously affect natural resources including:
food and water supplies; the environment; the
availability of and access to health care; the glo-

68



HEALTH CARE

bal climate; and the socioeconomic fabric of na-
tions. The groups most likely to first feel the ef-
fects of economic downturns, of deteriorating
living conditions and environmental standards
and of less care and fewer services continue to
be the rural and urban poor, women, children,
migrants, refugees, and the aged, especially in
developing countries.

Care for children
Just as maternal health is dependent on many
factors, the health of newborns and children is
also strongly related to the social, economic,
and health status of mothers. Most infant and
under-5 morbidity and mortality could be pre-
vented through the provision of adequate water
supplies and sanitation facilities at community
level, good nutrition of mother and child, and
access to first-level care including good immu-
nization coverage. TheAnnex table (global indi-
cator 7.8) shows that coverage by trained per-
sonnel ofinfant care has increased since the first
evaluation in 1985, but more importantly indi-
cates the large differences that continue to exist
between countries.

Even though infant and under-5 mortality
rates continue to decline worldwide, 9.2 million
infants still die each year in developing coun-
tries. About half of these deaths occur in the
neonatal period from problems related to low
birth weight and prematurity - which are reflec-
tions of matemal health status; from hypother-
mia and birth asphyxia - which reflect the avail-
ability and quality of care during delivery and
immediately thereafter; and from infections -

many of which are preventable by hygienic
measures, including clean deliveries, and by
immunization of the mothers against tetanus.

In many developing countries, over
two-thirds of all paediatric admissions to hospi-
tals are due to diarrhoea and pneumonia. Most
of these admissions could have been avoided by
early diagnosis or recognition of danger signs
and by early and appropriate treatment by health

workers and/or by the families of the sick chil-
dren. Each year between US$ 1 billion and
US$ 2 billion are wasted on inappropriate treat-
ment of diarrhoea and acute respiratory infec-
tions. Virtually all developing countries have
implemented programmes to reduce diarrhoea
mortality and morbidity. These programmes
have developed policies, strategies, targets, and
plans of action, implemented as an integral part

of primary health care. Correct case manage-
ment at health facilities and in the home is the
major ,emphasis, and since 1985 preventive
strategies are being given increased attention,
in particular the promotion of exclusive
breast-feeding during the first four to six
months. Evaluation of the situation has shown
that, in 1989, 637o of the developing world's
1100 million children under five years of age
had access to oral rehydration salts solution,
compared with SOVo in 1985, and that an esti-
mated 36Vo of diarrhoea episodes were receiv-
ing oral rehydration therapy compared with
18Vo in 1985.

Oral rehydration salts are currently pro-

duced in 64 developing countries; the reported
supply in 1989 was 355 million lJitre packets

of the salts or similar products globally, an in-
crease from 270 million in 1985. Data reported
from health facilities in 14 developing countries
have shown a median decrease in admission
rates of 6IVo and in overall case fatality rates of
TlVo after the introduction of oral rehydration
therapy. Some hospitals observed a three-fold
reduction in the percentage of diarrhoea cases
receiving intravenous fluids when this therapy
was introduced; such changes have had a sig-
nificant impact on hospital costs.

Before 1985 the pneumonia problem in chil-
dren was rarely recognized in the national health
plans of developing countries, and no control
programmes had been organized, except in a
few Latin American countries' By 1985 WHO
had formulated a global programme on acute
respiratory infections; prevention of morbidity
and mortality from pneumonia in children were
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its main objectives, and standard case manage-
ment was its central strategy to prevent mortal-
ity in the short term. In view of the magnitude of
the problem, correct case management of acute
respiratory infections was seen as essential.
Technical guidelines on case management were
first issued by WHO in 1985, and revised in
1988 in light of the experience with training
courses and programme implementation.

The number of countries that have taken the
decision to plan and implement control activi-
ties increased from seven in 1985 to 59 in 1990.
Among these, 41 belonged to the group of major
target countries where the infant mortality rate
was greater than 40 per 1000 live births per year.
Initial evaluation efforts have illustrated imme-
diate benefits as a result of the implementation
of the standard case management strategy: a
dramatic reduction in the use of antibiotics and
medicines for coughs and colds, a decrease in
the number of cases admitted to hospital, and a
shift to less expensive but equally or more effec-
tive injectable antibiotics for treatment of severe
pneumonia.

Strategies for the prevention of diarrhoea,
pneumonia, and many other infectious diseases
of infancy and childhood include improved nu-
trition, particularly through improved food hy-
giene and exclusive breast-feeding. Exclusive
breast-feeding from birth provides for health,
growth, and development of the infant, and most
infants require no food or fluid other than breast
milk for the first 4-6 months of life to grow
healthily. In addition, breast-fed babies are bet-
ter protected against infections. Breast-feeding
also promotes mother-child bonding, which
motivates better care of the child by the mother
and provides psychological wellbeing for the
infant. As a supplementary advantage, a mother
who fully breast-feeds with no return of men-
struation has a less than 17o chance of being
pregnant again in the first six months following
childbirth. Immunization within the first year of
life is another important component of the pre-
vention strategy and offers a highly effective

and inexpensive protection against certain very
serious diseases ofinfancy and childhood.

Data on immunization coverage indicate
that substantial increases in coverage are being
made in all regions of the world. For a child to
complete successfully the primary immuniza-
tion series requires five separate visits and the
administration of a total of eight doses of vac-
cine by health workers. This resulted in almost
500 million contacts in 1990. It is doubtful
whether any other service provided by govern-
ments to their citizens has reached so many peo-
ple, so many times in such a short period. This
accomplishment is the greatest public health
success story of the past decade and is one of the
most significant examples of mobilizing people
for a specific purpose ever undertaken. The cost
of the vaccines to accomplish this was less than
US$ 1 per child immunized.

A decade ago. the rate of vaccination was
about2OTo.It was still low in 1985 when, at a
meeting commemorating the fortieth anniver-
sary of the United Nations, the Secretary-
General called for Universal Child Immuniza-
tion, with a global target of 807o coverage of
children under one yearby 1990. Some 74 gov-
emments and more than 400 voluntary organi-
zations supported the commitment, with the re-
sult that in 1990, on a global average 80Vo of all
those born were successfully immunized against
measles, diphtheria, pertussis, tetanus, poliomy-
elitis, and tuberculosis - under the Expanded
Programme on Immunization of the World
Health Organization and UNICEF.

By 1990, over 84Vo of children reaching the
first year of life worldwide had been immunized
with a third dose of poliomyelitis vaccine. Cov-
erage in developing countries alone was esti-
mated at 85Vo for a third dose of poliomyelitis
vaccine and 83Vo for combined diphtheria,
pertussis and tetanus (DPT) vaccine; at9l%o for
tuberculosis (BCG) vaccine and 79Vo for mea-
sles vaccine. Even so, millions of children each
year do not receive these immunizations. As a
result, approximately 2 million of them die. The
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additional tragedy is that the level of immuniza-
tion of pregnant women against tetanus - which
is a fundamental element of maternal care and of
infant survival, and a good indicator of inequal-
ity of care - is only 39Vo for two or more doses
of tetanus toxoid in developing countries.

Fig. 3.5-3.8 show the improvements in im-
munization coverage over the past six years and
indicate the extent of the differences between
countries in immunization coverage. The gap
between the developing and developed coun-
tries has been narrowing for all the indicators;
however, the increase in immunization coverage
for the least developed countries has not been so
fast as for the other developing countries. What
these figures do not show, however, is that large
differences in coverage often exist within coun-
tries, with, for example, remote rural areas or
island populations having lower coverage than
in the capital city and other urban centres, due to
logistical problems in delivering or transporting
vaccines, in maintaining the cold chain, and in
maintaining the level of financial and human re-
sources needed.

Almost all countries have adopted new dis-
ease reduction targets for diseases preventable

Fig.3.5
lmmunization of infants: coverage by DPT vac-
cine (global indicator 7.3.2), 1985 and 1991
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by the EPI vaccines for the 1990s - a90Vo re-
duction in measles compared to pre-im-
munization levels and elimination of neonatal
tetanus by 1995 as well as the eradication ofpo-
liomyelitis by the year 2000 (World Health As-
sembly resolution WHA41.28). If these targets
are to be achieved, however, coverage levels
must not only be maintained but increased.

Experience shows that social and economic
problems can constrain the ability to strengthen
or to sustain immunization coverage and even
jeopardize gains made to date. Sustained politi-
cal commitment and financial support to immu-
nization activities at national level are essential.
Also fundamental are efforts to strengthen man-
agement, including the management of disease
surveillance, laboratory services, and logistics
support. Even in the most developed regions of
the world, many countries report having immu-
nization prograrnmes with unclear targets, less
than good surveillance, monitoring, and evalua-
tion, and in some countries there are long delays
in reporting outbreaks of diseases preventable
by immunization.

TheAIDS pandemic will have a marked im-
pact on the type of health care and social ser-

Fig.3.6
Immunization of infants: coverage by measles
vaccine (global indicator 7.3.3), 1985 and 1991
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Fig.3.7
lmmunization of infants: coverage by poliomy-
elitis vaccine (global indicator 7.3.4), 1985 and
1991
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vices required for infants and children who
either become infected themselves or who are
left motherless.

Local health care
The data on coverage of the population with
other elements of health care than those specifi-
cally referred to above are hard to interpret since
the elements covered by the heading "availabil-
ity of local health services" are not specified.
The Annex table (global indicator 7.5) indicates
the percentage of the population in different
groups of countries covered by local health
services. This indicator includes availability of
essential drugs. More information on this
subelement is given below, together with some
related information on vaccines. Information on
many of the other elements of care that can be
assumed to be part of local health care are subse-
quently referred to under the heading "other
health services". As reflected below, these
health services range from care provided for
specific health problems to preventive and pro-
motive action, specialized care at second or
third referral level, and such support services as
laboratory and radiology.
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Fig.3.8
lmmunization of infants: coverage by BCG vac-
cine (global indicator 7.3.5), 1985 and 1991
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There has been significant movement in re-
cent years towards more integrated primary
health care. This often stems from the disap-
pointing results of vertical programme activities
and fragmented and duplicated health care serv-
ices. The objective is to make more effective use
of the available health resources through inte-
grated health care delivery and to enswe the
continuity and sustainability of services. Inte-
gration ofhealth care can involve the integration
of services tasks, the integration of management
and supporl functions, and the integration of the
organizational set-up. Integration should not be
limited to a single level of the health system;
ratheq the first-level hospital should be inte-
grated into the district health system to facilitate
referral ofcases for all kinds ofhealth needs.

Second- and thirdlevel services are not ex-
plicitly covered because the focus ofchapter 3 is
on coverage at the first level of care. However,
as mentioned above, the involvement of second
and third levels is essential - to give back-up for
preventive, promotive, curative, and rehabilita-
tive activities, to provide care for referred pa-
tients, and to complement the skills, resources,
and technical capacities of the first care level.
The hospital is a partner to the other healtl ser-
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vices in the community. In addition to institu-
tional care, hospitals give technical support and
back-up to other care services, and have an im-
portant role to play in health promotion and dis-
ease prevention, diagnostic activities, rehabili-
tation, and the education and training of health
personnel. Hospitals, therefore, need to be
closely associated, along with other elements of
care provided at the second and third levels,
with the planning, organization, and delivery of
care (fl.

Availability of essential drugs and vaccines
The philosophy of the rational use of drugs is
widely accepted and the concept ofthe essential
drugs list is being implemented in many coun-
tries. Yet developing countries have problems in
purchasing drugs because of their lack of for-
eign exchange. Moreover, based on available
data, about 1000 million people seem to lack
regular access to local health services.

Despite the persistence of such problems,
however, there have been many notable
achievements. Countries continue to adopt na-
tional drug policies which provide the basis both
for rational planning at national level and for the
better coordination of external technical assist-
ance. In Bhutan, for example, the institution of a
national drug plan led to a considerable increase
in the availability of essential drugs over a
four-year period. In Colombia, a Directorate of
Health Supplies was established to give greater
emphasis to the management and rational use of
drugs.

In contrast to problems of undersupply, de-
veloped countries are becoming more and more
aware of the magnitude of overprescribing of
medicines and are increasingly concerned about
the health implications, as well as about the fi-
nancial strain on health services. Significant
educational, research, and training efforts are
under way in a number of countries including
France, which has the highest per capita drug
consumption in Europe, aimed at changing the

prescribing habits of doctors and at changing
people's habits and attitudes to the prescription
and use of drugs and over-the-counter medica-
tions (6).

WHO keeps a vigilant watch over the quality
of vaccines that developing countries receive
through United Nations sources. Developing
countries are also encouraged by WHO to apply
these same standards to vaccines which are lo-
cally produced. However, many such vaccines
are not up to standard. The major impact of
low-quality vaccines is on infants and young
children, who are most susceptible to infectious
diseases, including neonatal tetanus. For exam-
ple, an outbreak of diphtheria in children in one
country recently may have been the result of in-
adequate doses of toxoid in locally produced
DPT vaccines. In another country infants suf-
fered from neonatal tetanus even though their
mothers had received a sufficient number of
doses of tetanus toxoid, but it had been a
low-quality vaccine from a local producer. A
number of countries have taken steps to
strengthen national systems for the quality con-
trol of vaccines and to give greater emphasis to
the supervision and training of personnel. Not
all commercially available vaccines on the inter-
national market meet WHO standards.

Other health services
Coverage at local level with a wide range of
health services in addition to those referred to
above continues to increase - for malaria, lep-
rosy, or other parasitic diseases; for sexually
transmitted diseases and AIDS: for tuberculosis:
for common illnesses of children; for treatment
of injury; for provision of eye care; for oral
health care; for care of the elderly. Because of
space limitations not all the different elements
of those services are described below.

Leprosy. All countries where leprosy is en-
demic have adopted the strategy for multidrug
therapy, which is cost-effective and avoids
problems of drug resistance, which in turn leads
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to greater compliance in taking medication. By
October 1990, 55.17o of all registered leprosy
cases were taking this therapy. By the same date,
2 million leprosy patients were on it and 1.2 mil-
lion had already completed their treatment. The
increasing acceptability of this therapy for lep-
rosy control to national health services and pa-
tients alike is due mainly to the fixed and rela-
tively short duration of treatment, the low level
of toxicity and treatment-related side-effects,
and the very low relapse rates following com-
pletion of treatment. One advantage of introduc-
ing the WHO-recommended regimens is that the
proportion of cases self-reporting at an early
stage of the disease has increased considerably,
leading to a reduction in the number and degree
of deformities in new cases and a greater com-
pliance with treatment by patients. In 1991,
Member States adopted a resolution in the
World Health Assembly (WHAzt4.9) to elimi-
nate leprosy as a public health problem by tbp
year 2000, that is, to reduce the prevalence to a
level below one case per 10 000 population of a
country.

Drug abuse. In most cities of the world,
problems relating to drug and alcohol abuse and
violence have a significant impact on health and
place substantial burdens on first-, second-, and
third-level health care services. This can be par-
ticularly devastating in developing countries
where urban health services also have to deal
with illness caused by lack of clean water and
sanitation, immunization, and basic care.

Mental impairment. Despite the great
gains in knowledge made in previous decades in
relation to the prevention of mental and neuro-
logical disorders and their treatment, particu-
larly in terms of new drugs and new types of
psychosocial interventions, a great proportion
of people with such disorders do not benefit
from these advances. There are also great in-
equalities in service provision and availability
among and within countries and different popu-
lation segments; the underprivileged - womeno
children, the elderly, unemployed persons, the

homeless, refugees, migrants - bear the heaviest
share of disorders and have the least access to
care.

Blindness. The technology for simple inex-
pensive surgery for cataracts exists and such
surgery is performed in many developing coun-
tries by primary health care workers. However,
in many of them, especially in remote areas,
equipment and properly trained personnel are
not available. As a result, approximately 13 mil-
lion blind people in developing countries still
need cataract surgery. Trachoma and other com-
municable eye diseases are gradually being
brought under control in many countries, but re-
main a serious problem, especially in less devel-
oped rural areas and urban slums, where sani-
tation is poor. Ocular onchocerciasis and
xerophthalmia remain problems, despite the ex-
istence of inexpensive and effective technolo-
gies for prevention and control - Simulium con-
trol and ivermectin for onchocerciasis, and vita-
min A supplements and nutrition education for
vitamin A deficiency blindness.

Tirberculosis. National tuberculosis pro-
grarnmes are not functioning satisfactorily in
many countries in the developing world; it is
estimated that fewer than half of existing tuber-
culosis cases are detected and fewer than halfof
those detected are cured. However, a number of
countries have shown that tuberculosis pro-
grammes can achieve, on a countrywide scale
and under a variety of conditions, at least an
80Vo cwe rate when short-course chemotherapy
is combined with strong prograflrme manage-
ment. Furthernore, evaluation of these pro-
grammes has shown that well-managed tubercu-
losis control is one of the most cost-effective
health interventions available.

Chronic diseases. Many developing coun-
tries are already in, or are soon to enter, a period
of marked demographic and epidemiological
transition, and their health services will have
added responsibilities for prevention and care of
many diseases including cancer and the provi-
sion of related pain relief, chronic cardiovascu-
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lar diseases, and many other chronic diseases
including diabetes mellitus and arthritis.

Radiotherapy and radiology. Although ra-
diotherapy and nuclear medicine facilities do
exist in many developing countries, approxi-
mately 70Vo of people still do not have access to
the most basic X-ray diagnostic services. Facili-
ties that do exist are often concentrated in the
capital cities and other big urban areas, and
3040Vo of equipment is estimated not to func-
tion. The basic radiographic system is relatively
inexpensive and as effective a diagnostic and
therapeutic tool as much more costly equip-
ment, but only 700-800 of these units are in-
stalled worldwide. It is a paradox that a system
conceived for the developing world has proved
to be the equipment of choice in developed
countries with ample resources, where value for
money is the criterion, and is much less used in
developing countries. The purchase of a more
expensive machine when equally effective
equipment - which is easier to run and maintain
- is available is an unnecessary waste of scarce
technical and financial resources and contrib-
utes to care being of poorer quality than it
should be.

Resources. The demands placed on health
systems and services may have to be met with
lower levels of financial, human, and technical
resources than were previously available. The
quantity and quality of some, or all, elements of
health care may inevitably decline. One of the
least reported aspects of health development is
the status of quality of care. However, there are
clues from the increasing number ofevaluations
of specific aspects of primary health care, pre-
dominantly in the areas of immunization,
diarrhoeal disease control, and maternal and
child health care and family planning. There is
some evidence to suggest that in areas supported
with extensive technology, coverage can be in-
creased while maintaining quality. When the in-
frastructure (i.e., staffand facilities) is expanded
without expanding the necessary support (drugs
and supplies, vehicles, logistics, maintenance,

and resources for supervision), quality of care
has declined.

Laboratory services. The availability of ef-
ficient and reliable laboratory services is an es-
sential element of care - to diagnose anaemia,
malaria. tuberculosis. and other infectious and
parasitic diseases; to help in decisions about
treatment; to check that therapy has worked; to
test blood for transfusion. A misdiagnosis of a
disease made on the basis of a laboratory test
can have devastating consequences for an indi-
vidual, his family or his community. For exam-
ple, the impact on someone who does not have
AIDS but believes that he or she does because of
a false laboratory test is unimaginable. Further-
more, such false positive results can have seri-
ous financial and technical repercussions for the
health care system itself. It can equally be a
problem when a laboratory test wrongly indi-
cates no infection (a false negative result). For
example, streptococcal infection can be safely
and inexpensively treated with antibiotics and
does not require referral to second- or third-
level care. In contrast an untreated infection
may lead to the much more serious and costly
condition of rheumatic heart disease. In devel-
oping countries rheumatic fever and rheumatic
heart disease account for more than three out of
ten cardiac cases admitted to hospital - a need-
less waste of technical and financial resources
and a needless cause of human suffering.

Increasingly, in many developing countries,
efficient and reliable laboratory services are
becoming available at the local level. Some
countries, however, still overemphasize the de-
velopment ofcentral laboratories to support sec-
ond- and third-level care, and this in turn often
leads to delays in treatment for those in need at
more peripheral levels. The chronic shortage of
funds in many developing countries has made
the extension of laboratory services at periph-
eral level difficult in some cases. Shortages of
funds also lead to supplies of poor quality
(hence unreliable) reagents. Additional prob-
lems include poor selection and unsatisfactory
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installation of equipment or poor maintenance
leading to equipment breakdown; weak or non-
existent quality assurance activities; and short-
ages of adequately trained staff.

Blood transfusion. Blood transfusion ser-
vices have been improved in many countries,
largely because AIDS has focused attention on
the need to improve the safety of blood and
blood products. Specific action to develop a safe
blood supply and rationalize the use of blood is
underway in 149 countries. Strategies are aimed
at ensuring safety at source (through the recruit-
ment of voluntary blood donors), excluding
infected blood through screening, improving
laboratory and manufacturing practices and
quality control. Comparing 1986 datawith early
1991, there has been an increase in the number
of countries screening blood for HIV, and great
strides have been made in rationalizing blood
transfusion practices - as in Uganda and Zaire,
where the prescribing of blood transfusion has
been drastically reduced.

AIDS. AIDS alone has placed great addi-
tional burdens on the already strained health
sector in many developing countries. In the de-
veloping world the overall social and economic
impact of the pandemic will be immense and the
health and social support infrastructure will be
inadequate to handle the clinical burden of
HlV-related disease. Through the deaths of mil-
lions of young men and women, the elderly will
be left without support, and 10 million children
in sub-Saharan Africa alone will be orphaned by
the year 2000, all of which will add further
strain to the health and social sectors.

Most Member States have national AIDS
progranrmes and, as of 3l December 1991,139
countries were receiving WHO support for their
implementation. Progressively, national AIDS
control activities have begun to move beyond
their initial focus in cities and towns, although
resources to implement decentralization are
sometimes scarce. Home care and other services
available to HlV-infected persons and their
families have been analysed in six Latin Ameri-

can and African countries. The lessons learned
with regard to innovative ways of planning and
implementing effective care outside institutions
at a much lower cost will be applicable to many
other countries and to health problems other
thanAIDS.

The paramount need in HIV/AIDS preven-
tion is for information, education, and commu-
nication. Many health promotion and education
activities are targeted at specific risk groups
such as prostitutes, intravenous drug users, and
young people through various approaches, in-
cluding peer outreach activities. In most coun-
tries, AIDS information and education activities
have been introduced into schools, as part of sci-
ence and family education. For out-of-school
youth, the strategy has been to mobilize Scout
groups, youth clubs, and similar associations in
the public and private sectors. Health education
units in many countries have been significantly
strengthened during the past several years. In
practically all countries there are advisory com-
mittees on information, education, and commu-
nication, and they are multisectoral in com-
position. Communication has been improved
through the use of circulars and newsletters and
innovative approaches to the design of other
printed materials. In virtually all countries with
a national AIDS programme, NGOs are very
active, predominantly at village level.

Communications. People in remote areas,
including those who live in mountainous terrain
and on islands, often have more difficult access
to care or suffer the consequences oflack ofper-
sonnel; such simple logistic problems as lack of
petrol or out-of-action vehicles affect the avail-
ability of supplies or equipment and access to
second- or third-level referral seryices. Even the
simple lack of telephone facilities could mean
that although referral may not be necessary, ad-
vice or guidance cannot be obtained. It is diffi-
cult to get personnel to work in remote areas.
Often specific population groups have less ac-
cess to the care and services than they need, be
they women and children who have a low status
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in society, or people who are politically weak
such as refugees, street and slum dwellers, vic-
tims of war and natural disaster, or the elderly -

although, particularly in developed countries,
this latter group of people has increasing politi-
cal influence. Many countries have increased
the numbers of health facilities, with special
emphasis on rural areas, or have placed a health
centre on each atoll or island in island countries.
Other countries, including developed countries,
use mobile health services to ensure access to
basic care and to specialized care for remote
populations.

The elderly. Cross-national studies on the
needs of the elderly in developing countries
from three continents have consistently shown
that their main problem is lack of financial re-
sources which in turn prevents large numbers of
people from satisfying many of theirbasic needs
and limits their access to health care. Most coun-
tries have emphasized the integration of health
services for the elderly into other kinds of
first-level care. They also emphasize the impor-
tance of the informal support system provided
by families and the community. Similar impor-
tance is attached to this approach for other
issues also. For example, maternity benefits,
children's day care, home helps, and family al-
lowances are among the approaches adopted by
some countries to support families and commu-
nities in leading healthier and happier lives.
For instance, Israel passed a nursing insurance
law in 1986 that allowed the integration of
long-term care for the elderly into the commu-
nity and family by subsidizing personal and
home-making services for elderly people. Other
countries such as Uruguay have followed suit.
But there is another side to such approaches. For
example, Scandinavian countries that adopted
compensation for ill and disabled patients sev-
eral years ago, when they were economically
prosperous, are now finding that they cannot
easily afford them.

Self-care. The right and ability of people to
undertake health actions themselves continue to

be only partially recognized. Yet people do pro-
vide a great deal of care for themselves, their
families, and their communities, without any
contact with formal health care or services; most
of this care is provided by women, in their ca-
pacity as mothers and principal care-givers in
their families or in their important - albeit often
unacknowledged - roles as motivators and prin-
cipal supports of many different (social, health,
and developmental) activities in their communi-
ties. Increasingly, too, people demand to be in-
volved in, and responsible for, more of their
health care. Often the involvement of people
and communities is a pragmatic necessity; with-
out their involvement in health promotion, dis-
ease prevention, and the care of the sick and of
people with disabilities, some people would
have little or no care and much "formal" health
care would have a limited or short-term impact.
Individuals and communities have always as-
sumed much responsibility - for example, in
caring for the elderly, the chronically ill, people
with disabilities, people with AIDS, and
psychiatric patients who have been "de-institu-
tionalized", and this burden of responsibility
may be increasing. This increase is the result not
simply of the inability of the health sector to
provide the necessary care, for technical or for
financial reasbns, but ofthe desire ofindividuals
and communities to provide this care because
they feel that institutional care is not appropriate
to what people need or is lacking in compassion.

Nongovernmental organizations. The role
of nongovernmental organizations in health care
is significant in many countries where resources
are scarce. They are also very important in link-
ing the community with the health sector, with
other sectors, and to local governments. Non-
governmental organizations have continued to
play a crucial role in providing expertise and re-
sources, especially at community level. Their
awareness of local cultural and religious sensi-
tivities, for example, makes them especially ef-
fective partners in working with individuals and
communities. In addition to their financial, tech-
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nical and managerial skills and resources, they
are often instrumental in the training of health
personnel and in community education and mo-
bilization. Although voluntary organizations are
nationally organized in a number of countries,
the lack of a policy framework for coordinating
their efforts remains a significant obstacle to the
full utilization of their skills and resources.

In turn, these trends and developments have
many implications for the responsibility and
roles of health services. Health workers have
had to improve their working relationships with
each other and with other sectors, and to learn to
work with people rather than just providing
services to them. The training of health person-
nel has begun to change in some cases. Many
institutions in both developing and developed
countries are now using innovative new ap-
proaches to education and training such as
community-oriented training and problem-
based curricula for health personnel at all levels.
It must be borne in mind. however. that whether
they are educated in innovative ways or accord-
ing to more traditional methods, health person-
nel cannot efficiently and effectively undertake
the tasks for which they have been trained when
equipment and supplies are lacking or of poor
quality, when logistics systems fail, or when the
health systems in which they must work are not
fully functional. In addition to the demoraliza-
tion and demotivation that this can lead to, it is a
waste of very valuable human resources.

Health promotion. Health promotion is
social and political action at individual and col-
lective levels aimed at enhancing public aware-
ness ofhealth, at fostering healthy life styles and
at creating conditions conducive to health. It is a
process of activating communities, policy-
makers, professionals, and the public for sus-
tained behavioural change (reducing behaviour
that is risky to health and adopting health-
enhancing behaviour) and for bringing about the
environmental changes that would reduce or
eliminate social and other environmental causes
of ill health. The developed countries have put

particular emphasis on promoting healthy life
styles to minimize the risk of diseases and on
creating supportive environments for health. In
developing countries, particular stress is placed
on enlisting active community involvement in
ensuring basic sanitation and water supply, ma-
temal and child care, and the control of commu-
nicable diseases. Obviously much common
ground is shared by the primary health care ap-
proach and the concept of health promotion (4.

Health education. Increasingly, health edu-
cation for individuals and communities is aimed
at providing the various kinds of knowledge and
skills that lay people need in view of their in-
creasing interest and responsibilities in health,
so that they can act individually and collectively
to help to shape services and care rather than to
be merely the passive recipients of professional
services and decisions made by other people.
Training of trainers is an essential strategy, in
order to obtain a multiplier effect both for edu-
cation and training for health personnel and for
lay people. Many countries have strengthened
their health education units and increasingly in-
formation and education activities in schools
and specific activities focus on youth groups, as-
sociations and clubs for out-of-school youth.
There also is increased emphasis on the use of
the media to reach individuals and population
groups in both developed and developing coun-
tries as well as awareness of the influence that
the mass media have on health - for example,
advertising bias.

Conclusion
Indicator 7 comprises four elements of care,
each of which in turn comprises a number of
subelements of care. Countries have not pro-
vided information on the extent of coverage
with all of these elements or subelements.
Therefore, these data can only give an approxi-
mation of ffends in comprehensive coverage.
These problems notwithstanding, the data do
show that coverage with the individual elements
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of primary health care identified by global indi-
cator 7 is increasing globally. It must be borne in
mind. however. that some of these individual
elements of indicator 7 ask for information
about two or more issues; for example, one ele-
ment asks about "safe water in the home or
within reasonable access and with adequate
excreta-disposal facilities available". Countries
have given information about coverage with
safe water (i.e., Fig. 3.1) and about coverage
with excreta-disposal facilities (i.e., Fig. 3.2),
but not about coverage with both of these com-
plementary subelements of care. Similarly, in-
formation has been provided by countries for
coverage with the different immunizations in-
cluded in the indicator - but not for all vaccina-
tions. The same problem is seen with separate
information on coverage with care for mothers
during pregnancy and during deliveries and for
care of children.

Differences in coverage continue to exist
between countries, and there is evidence that in
a number of cases the differences between de-
veloped countries and those characterized as
least developed is increasing. By implication,
differences between groups within countries
may also be on the rise.

The reasons for these differences are well
known; many of them have been referred to in
this chapter. In part, the problems and solutions
lie within the health sector itself, where health
care is often provided through vertical pro-
grammes. These give visibility to individual dis-
eases and health problems and may be the most
effective way to deal with certain problems.
However, the provision of vertical programmes
can encourage fragmented approaches to care. It
may not take sufficient account either of the to-
tal range of action needed in the health sector
and outside it, by health personnel and by indi-
viduals in the private and public sectors. Fur-
thermore, it tends to accentuate the curative and
rehabilitative elements of health care to the det-
riment of disease prevention and health mainte-
nance; it focuses on disease and problems rather

than on people and does not take adequate ac-
count of the contribution that people themselves
make to maintaining their health and to caring
for and curing illness. Integration means differ-
ent things to different systems, but generally in-
volves the expansion of case-finding and treat-
ment tasks performed by multipurpose facilities
and staff. Appropriate degrees of integration
must be determined within each country's sys-
tem, and this can take time.

The source of some of the problems and
many of the answers are also to be found outside
the health sector: in the overall value system of
societies, including the commitment of govern-
ments to maintaining and improving the health
of peoples through the variety of appropriate
means and their commitment to ensuring lit-
eracy and education, in political, economic, and
demographic factors, in development policies,
in technological and scientific developments,
and in the policies and orientations of external
aid agencies.

Better coordination between policy-makers
in different sectors and better coordination be-
tween complementary programmes that impact
on health implemented in those sectors is also
essential if conflicts of interest are to be
avoided, just as better coordination of efforts
within the health sector is needed in order to pre-
vent the duplication ofeffort, to ensure that the
most efficient use is made of human and finan-
cial resources and to maximize opportunities to
improve health. To cite but one example of the
impact of improved coordination in the health
sector alone: if one health service vaccinates in-
fants - who are usually brought by their mothers
- the same service could also vaccinate the
mothers against tetanus, thereby enabling the
coverage of women of child-bearing age with
tetanus toxoid to approach the levels ofvaccina-
tion coverage of infants and children.

Objectives and programme targets, be they
at national or health sector level, are similarly
often expressed in terms of specific services to
be provided or ofreducing specific diseases in-
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stead of identifying goals. In some ways this is a
reflection of the training of health personnel,
policy-makers, economists, and funding agen-
cies. In other respects, it is a reflection of the
durability of attitudes and practices and familiar
ways of doing things. It is also a reflection of the
way in which resources are allocated. However,
it is becoming increasingly evident that health is
the result of action - or inaction - in many sec-
tors. This has implications for the ways in which
the various sectors must learn to think about and
work with each other.

Fig. 3.9 shows the various partners in health
development, i.e., the public and private sectors,
nongovernmental organizations, the community
and the family, as well as bilateral and multilat-
eral agencies. The district health care services
are the basic infrastructure for the delivery of
integrated health care, and it is at this level of the

system that the common approach to solving in-
terrelated health problems should be empha-
sized. If the various disease problems are con-
sidered in isolation, and funded accordingly, the
effectiveness of scarce resources cannot be
optimized - all the components of the system
should function in a coordinated and integrated
manner if the health sector is to be efficient and
effective in improving the health of the indi-
vidual. District health services should also draw
more extensively on the potential energy of
families and communities, in order to make bet-
ter use of resources that will remain limited, and
may even diminish further. However the value
system associated with development, the envi-
ronment and life styles will determine how close
the district health system and services available
in the community can be brought together, and
how much can be achieved. If full use were

Fig.3.9
Partners in health development
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made of the complementarity and potential for
mutual reinforcement of the various partners,
and if essential care covering all eight elements
of primary health care were provided on an inte-
grated basis, present achievements in improving
health service coverage could be maintained
and inequities in health status could be reduced.
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CHAPTER 4

Health resources

Introduction
esource patterns summarize past com-
mitments to health and provide concrete
evidence of successes and failures in

meeting policy objectives. This review of global
trends in health resources from 1985 to 1990
begins with a consideration of changes in the
overall level of financial resources for health,
from both governments and nongovernmental
sources, and outlines recent policy trends in the
financing and organization of the health care
system and in the deployment of human re-
sources and the development oftechnologies for
health.

Several different approaches are commonly
used in measuring the level of financial re-
sources available for health. The percentage of
government expenditure devoted to health al-
lows an assessment of the relative priority given
to health by comparison with other government
expenditure commitments, such as education,
defence, and economic services. Data from the
International Monetary Fund (1), which are lim-
ited to central government expenditures, show
that for the period since 1985 for which data are
available, health as a percentage of government
spending increased globally, although there
were regional variations.

However, the size of the government sector
in the overall economy is itself subject to
change. A constant share of govemment ex-
penditure on health could be a constant, grow-
ing, or diminishing amount of total national
income. Global indicator 3 thus measures the

percentage of GNP spent on health, based on
central government expenditures (see Fig. 4.1
and box). The most striking feature of the data
shown here is the difference in share of GNP al-
located to health between the developed and the
developing countries. These data are broadly
consistent with the trends reported by the IMF
(1) .

National income levels, however, are also
liable to fluctuate, particularly in developing
countries, when the combined effects of infla-
tion and population growth are taken into ac-
count. A recent World Bank report states:
"Nearly one half of a sample of 90 nations moni-
tored closely by the Bank experienced falling
real income per capita ... in the 1980s. Only a
dozen or so developing countries experienced a
significant increase in per capita income" (2).
Perhaps the most instructive indicator of trends
in resources for health is thus real per capita
health spending, which shows whether the
health resources available to each individual are
growing, shrinking, or remaining constant over
time. Data show that, for major developed coun-
tries, real per capita health spending increased in
the period since 1985. For middle-income and
less developed countries the picture is much
more variable. A 1990 World Bank study indi-
cated that, for a sample of 20 African countries,
real health spending was higher in 1987 than in
1980 (-t). However, these conclusions appear to
be sensitive to the method of calculation
employed, and the same data actually show a
substantial decline when the averaqes are
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Global indicator 3
The percentage of gross national product spent

on health

Fig.4.1
Percentage of GNP spent on health by central
government (global indicator 3), 1985 and 1991
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weighted by population size. It is clear that ex-
periences vary widely on this criterion of health
resources and that more detailed analysis is re-
quired.

All the above indicators are based on data for
spending by central government. They thus omit
not only health expenditures by other levels of
government, but all resources contributed by the
nongovernment sector. In some countries, state
or provincial expenditures for health are an im-
portant share of the total (India, Nigeria, USA),
and may have become increasingly so in the pe-
riod since 1985. In all countries, the non-
government health sector is an important, and
often growing, part of health finance and provi-
sion (see Fig. 4.2). Thus the available data tend
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to understate, in an increasingly unsystematic
fashion, the current picture of resource avail-
ability for health.

Financial resources for health
The value of government health expenditures on
citizens in most developed countries is often
greater than total per capita income in the least
developed countries. For example, per capita
health spending in western Europe in 1987 aver-
aged just under US$ 9OO (4), between three and
four times the total per capita income of
Uganda, Mali or Myanmar. Health financing
and overall economic development are related.
Broadly speaking, the richer the country the
higher the proportion of its income it allocates
for health, as shown in Fig. 4.3.

There are important exceptions to the gen-
eral trend of increasing health expenditure with
income levels, however, as the ranges surround-
ing these averages show. Some countries spend
substantially more on health than the average
for their level of income and others substantially
less. Examples include Botswana, Papua New
Guinea, and Sri Lanka, which spend more than
their per capita income group average, and
Bangladesh and Uganda, which spend less.r

In general, richer countries spend more on
health, though greater spending is not always
associated with better health outcomes. The
continued effects of environment, life style and
biology are more influential in determining
health status than are health services in isola-
tion.

A country with a lower income than another,
and with lower health expenditure, may still
have better health. For example, Sierra Leone

l. These data refer only to central government expenditures
for health. They are therefore incomplete, as they omit
expenditures by local or state govemments (in countries
such as Nigeria and India these are major parts of public
sector spending for health). In addition these data do not
reflect nongovernment health expenditures, which are of-
ten greater than government spending.
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Fig.4.2
Private expenditure on health as a percentage of total health expenditure, around 1987

s
3oo

tt

o
e
x
a

E
E 4 0
(D

6

G

20

0ECD countries

Sources: oECD and Wodd Eank

and Sri Lanka both have incomes of about US$
400 per annum. But Sri Lanka's life expectancy
at birth is over 70 years, while that of Sierra
Leone is less than 50. Peru and Costa Rica both
have per capita incomes of about US$ 1500, but
life expectancy at birth in Costa Rica is over
10 years greater than in Peru, and infant mortal-
ity patterns in these countries show similar di-
vergences. In fact, Costa Rica's life expectancy
at birth and infant mortality are as good as those
of the Federal Republic of Germany, though its
per capita income is less than one tenth of the
Federal Republic's. The effectiveness of social
policy relates as much to the way in which re-
sources are distributed and the populations to
whom they are available as it does to the total
value of the resources used.

International differences in economic
growth and demographic trends, referred to in

Developing countries

chapter 1, have contributed to a variety ofexpe-
riences with govemment expenditure. Real per
capita GNP has fallen since 1985 in many devel-
oping countries, while it has grown in most de-
veloped market economies. Even when gov-
ernments have maintained the share of public
resources committed to health, as in Ghana or
Papua New Guinea and as discussed in chapter
1, this may have meant a fall in real per capita
health spending. In many more cases, stagnant
ordeclining national income has been accompa-
nied by retrenchment in public spending which
has reduced the share of health in government
spending since 1985 (China, Philippines).

Whatever the trends in national economic
growth and the share of national income allo-
cated to health by government, it is clear that,
for most developing countries, the combined ef-
fects of inflation and population growth have

c
o
E
o
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Fig.4.3
Government health expenditure as a percentage
of GNP, 1987
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resulted in declining real public spending for
health per capita. Thus, recent data for Ghana
(Fig. 4.4), where the share of health in govern-
ment spending has increased between 1985 and
1990, show that, adjusting for inflation and
population growth, 1990 health spending was
around US$ 6 per person - about the same level
as in 1986 or 1980, but substantially less than in
1978, the yearof theAlma-Ata Declaration. The
United Republic of Tanzania also reports that
1988-1989 expenditure figures for health were
I07o lower in real per capita terms than in
1980-1981. In addition to this absolute decline
in government spending experienced in a
number of countries, there has been a relative
fall in government versus nongovernment
spending in many more. For many developing
countries, particularly in Africa, economic real-
ity in health has been one of shrinking govem-
ment capability. Several studies have estab-
lished that the poor are more dependent on
publicly provided health services than the rich.
A declining share ofhealth financing by govern-
ment constitutes an important potential threat to
equitable access to health care and an early
warning of widening differences in health status

among richer and poorer populations within a
country.

The developed countries, on the other hand,
have continued to increase their real health
spending per capita. A recent OECD study (4)

reports an average real health expenditure
growth for Canada, France, Federal Republic of
Germany, Italy, Japan, the United Kingdom and
the United States of 3.37o per annum for the pe-
riod 1975-1987, with an average population
growth of only O.SVo.

Reports from WHO regions reflect this di-
versity of experience. In Africa up to 90Vo of the
total public funding for health in a small number
of countries, and 20Vo in several more, is now
from external sources. Per capita health spend-
ing is under US$ 5 per annum in about
one-quarter of the countries in Africa. Similar
figures are reported for Bangladesh, Pakistan,
and India. Countries with higher average per
capita income also recognized resource con-
straints as a major limitation on their health
system development but, in addition, acknowl-
edged ineffective use and inadequate informa-
tion on expenditure and costs as contributory
elements in the overall resource problem. All
countries in WHO's South-East Asia Region re-
ported concern about resource constraints, and
expressed special concern about inequities in
their distribution. Economic performance varies
substantially among countries in the region,
from Thailand's average growth of nearly 9Vo
per annum, 1985-1990, to Myanmar's negative
growth, 1985-1989.

In the WHO Western Pacific Region, which
has experienced political stability and an aver-
age economic growth rate of 6Vo in 1989 and
1990, and where expected growth over the re-
mainder of the 1990s is 2-3Vo per annum, recov-
ery from the recession of the early 1980s was
relatively rapid. Concern with the level of re-
sources in this region, as in other higher-income
regions, is reported to relate less to questions of
mobilization than to questions of utilization.
These countries concur that the sreatest extra
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Fig.4.4
Real expenditure on health per capita, Ghana, 1978-1990
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value in financial terms is likely to come
through improved efficiency in coordination,
management, and utilization. Quality assurance,
improved and decentralized budgeting arrange-
ments, and the use of cost-effectiveness criteria
were reported as ways of pursuing these effi-
ciency savings (China).

Several countries report the development of
recent financial master plans for health (e.g.,
Papua New Guinea), but there is a common lack
of information about the activities of the
nongovernment health sector and the nature of
its interaction with the public sector. The major-
ity of developing countries still do not have a
clear overall picture ofhealth financing. For ex-
ample, the relative size of spending on govern-
ment services, modern private sector services,
mission or other not-for-profit services, com-
munity financed activities, and traditional care
is often unknown.

Ministries have thus been unable to develop
constructive policies to coordinate private and
public activities in health. In New Zealand and
the Republic of Korea, for example, concern
was expressed about the duplication of services
as a result ofpoor coordination between the pri-
vate and public sectors. In most developing
countries, information about the scope of the
private sector continues to be provided by
periodic household expenditure surveys. The
small amount of information available from
these suggests that the relative size of the
nongovernment sector to the govemment sector
is greater in poorer countries than in middle-
income or developed countries, as Fig. 4.2 illus-
trates.

International aid for health (as mentioned in
global indicator 6, see box) is also often
recorded incompletely, and relevant informa-
tion is not available so far. In some countries it is

12

10

@

38
6t
o.
ctt

: 6
o
CL
o

E4
o
CL
x

r.lt

2
H
s
s
=

90B9888786B5838281807978

86



HEALTH RESOURCES

impossible to separate health from population
finances. In many more, donors' support is
recorded in ways that do not facilitate compari-
sons with Ministry of Health expenditure.

Global indicator 6
The amount of international aid received or

given for health

Growth of the nongovernment sector
Important changes in government policy in the
health sector are reported by many countries. In
some cases a reorientation in govemment policy
precedes and sets the tone for change in indi-
vidual sectors. Thus, as part of a general policy
of restoring market mechanisms and reducing
the direct responsibility of government, Chile
has achieved a major shift in the financing pat-
tern of its health care in the past decade, moving
from a centrally funded, tax-based system
through a social-security-based system to one
that now relies substantially on private funding
supported by both compulsory and voluntary
insurance schemes.

In Czechoslovakia, the restructuring of the
health sector is being undertaken as a leading
component in the development of a pluralistic
social and economic structure, in a deliberate
attempt to democratize and move away from
a monolithic, top-down, government bureau-
cxacy.

In addition to Czechoslovakia, all ofthe other
former centrally planned economies in central
and eastern Europe began planning conspicuous
changes in the role of government. The general
shape of new health systems in Albania, Bul-
garia, Hungary, Poland, Romania, and the USSR
is not yet clear. Social and political changes are
being implemented at a time of profound
economic crisis. so the full effects of this resffuc-
turing will not appear for several years. Each
country's system is likely to differ from its neigh-
bour's, but all are being designed to improve the

quality, equity, and accountability ofhealth care.
Much of the current debate centres on steps in the
transition process to a social-insurance-based
system, but urgent short-term problems such as
the pay ofhealth workers and the right to under-
take private practice are being faced.

In Namibia, independence in 1990 cleared
the way for a major shift in the role of govern-
ment. That country has now begun to abolish an
inequitable and fragmented set of health care
systems based on race, and to develop a system
geared to meeting the health needs of all its
population, based on a primary health care ap-
proach. Substantial progress in the development
of district-based health systems and of commu-
nity financing initiatives is reported in a major-
ity of countries in Africa. Similar movements
away from central government control of fi-
nancing and provision of health services are be-
ing pursued at differing paces in numerous other
countries, at all levels of development.

In some countries, governments have been
forced into making policy changes as a result of
rapidly changing economic circumstances. In
Nigeria, for example, a recent rapid deteriora-
tion in the economy resulted in a sharp decline
in the quality of care available from government
sources. A surge in private sector activity is now
creating growing inequities, and is compelling
governments to reconsider both how to manage
the relationship between the public and private
sectors, and how to restore competitiveness in
the public sector. Several countries report a
rapid growth in the private sector. Thailand re-
ports that almost 80Vo of its health expenditure
is now from private household payments. In
Cyprus the total share of health (public and pri-
vate) in GNP has grown slowly since 1985 from
3.9Vo to 4.27o in 1989, but the private sector
component has grown rapidly and currently ac-
counts for over 6OVo of this share. A recent study
in India also estimates household payments at
60Vo of total health expenditure. In Iran, about
35Vo of health expenditures are for non-
sovernment services.
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Trends in the public/private mix in health
resources
Many governments, recognizing their incapac-
ity to finance and administer comprehensive
health services for whole populations, are view-
ing nongovernmental agencies with new inter-
est. In the 1970s and much of the 1980s, the
roles of the private sector and other non-
governmental agencies such as missions or
parastatal agencies in health were relatively ne-
glected. The main sources of attention, outside
the public sector, were traditional practitioners
and community-based health initiatives. Some
countries report successful experiences in link-
ages with these important elements of the health
system (e.g., China, the Democratic People's
Republic of Korea, Viet Nam). In other
countries, however, effective coordination by
government has often proved difficult, and
regulation by government has sometimes been
counterproductive, particularly when govern-
ment financial regulations conflict with the way
in which communities wish to manage their re-
sources.

Falling real wages in the public sector,
increasing costs of imported goods such as
pharmaceuticals, vehicles, fuel and medical
equipment, and a growing dependence on cost-
sharing by external donors and users of health
services have pressed many governments to re-
view their role and relationships with non-
governmental health agencies. In addition, the
economic impact of AIDS on the health system
has been substantial in both rich and poor coun-
tries. In rich countries AIDS raises health care
costs. In poorer countries, where resources al-
ready do not match needs, the treatment of pa-
tients with AIDS tends to divert funds from
services for patients with other ailments.

Two broad areas of innovation have been
tried in countries at all levels of development
with: (1) changes in the pattern of financing;
and(2) changes in arrangements for service pro-
vision. In undertaking these changes, the regula-
tory approaches and mechanisms used by gov-

ernmental and other agencies have also changed
substantially.

Changes in the pattern of tinancing
A major change in financing in both rich and
poor countries has often occurred without direct
government policy encouragement: reliance on
out-of-pocket payments for privately provided
services. As explained above, this has been seen
in many countries in the form of a rapid growth
in private practice at a time when the utilization
of many government health facilities is falling.
Many pre-existing government regulations
about private practice have proved unenforce-
able.

Governments have also initiated financing
changes by policies towards health insurance.
Thus, Indonesia and Sri Lanka have taken meas-
ures to promote voluntary health insurance;
Malaysia is exploring ways to encourage private
health insurance in rural areas. Many more
countries are appraising the feasibility of ex-
tending or introducing compulsory health insur-
ance systems. The Republic of Korea has now
extended its compulsory insurance system to
provide near-total coverage. Like many health
systems financed by insurance, it is now facing
cost escalation.

New or increased levels of fees for health
services provided by government have perhaps
been more widely used than any other single
policy vehicle for increasing health finances.
The only important group of countries that ap-
pears to be an exception to this fend is the de-
veloped countries, where co-payment levels ap-
pear to have stabilized in the past five years at
between lO2UVo of total costs. User fees can be
a politically difficult issue at times of economic
crisis, as experience in Kenya showed, since
they limit access by the poor but often contrib-
ute little or nothing to total revenues because of
low yields and administrative leakages. Some
developing countries have found that increases
in fees, without accompanying changes in the
quality of services, simply divert needy and
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poorer patients to other sources of care (e.g.,
Lesotho. Swaziland) and decrease utilization at
government facilities. Differentiated fee sys-
tems, which are administratively more complex,
operate in Mexico and Zimbabwe, based on pa-
tients' income levels. As in other types of fee
system, the level of charges needs to be modi-
fied periodically to keep up with inflation.

The technical discussions at the 1987 World
HealthAssembly addressed the question of eco-
nomic support for Health forAll and set out key
criteria for the assessment of any potential
change in financing mechanisms.

Many nongovernmental agencies appear to
be more successful than their government coun-
terparts in recovering costs through fees and in
using the revenues to improve services. Reli-
gious missions, for example, often appear to
combine substantial cost recovery good quality
of care, and access for the genuinely poor. This
suggests that well-run cost-recovery schemes,
like well-run health services, depend fundamen-
tally on motivated and capable managers. There
is, however, a widespread acceptance among
populations of the need to pay for certain health
goods, such as pharmaceuticals. Cost-recovery
schemes, usually local in scale and based on es-
sential drugs, have been successful in several
countries (Benin. Guinea-Bissau. the Lao Peo-
ple's Democratic Republic). Community financ-
ing initiatives, such as those encouraged by the
Bamako initiative, are often more than a mecha-
nism for mobilizing additional funding for
health. They frequently involve wider participa-
tion in management of the scheme and thus en-
compass changes in both financing and provi-
sion of services.

Some countries now have experience with
private health provision in public facilities,
which in some cases may be a means of generat-
ing additional finance for the public sector, as
when beds are leased to the private sector. Sev-
eral countries in the African region report new
or planned arangements for intramural private
practice. However, there are also many in-

Ghana

Raising tees for government health
services (5)

The Ghanaian economy faced many
problems in the early 1980s: population
growth exceeded growth in food produc-
tion. and inflation was over 100%. Per
capita income fell by one-third between
1974 and 1982. Economic problems,
compounded by rising debt repayments,
led Ghana to introduce an IMF-supported
recovery programme in 1983. Fees for
health care were increased in 1983 and
again, more substantially, in 1985.

ln the urban health tacilities of one
region, outpatient utilization halved fol-
lowing the 1985 fee increase. Over sub-
sequent years urban utilization levels
gradually increased to the pre-1985 level.
But in rural areas utilization fell even fur-
ther, and had still not recovered to 1985
levels five years later, in spite of continu-
ing rapid population growth. The age
composition of users of government
health services also changed, with an in-
crease in use by those in the 15-45 age
group, and a decline in other groups,
most strongly among those aged over 45.
Similartrends were reported forthe coun-
try as a whole. The cost-recovery target
(15"/" ol recurrent costs) was achieved in
the immediate post-increase period, al-
though it has not been sustained since,
as costs have increased faster than
charges. There were long delays in mak-
ing decisions on how to spend the rev-
enue collected and little evidence of an
improvement in service quality. Observ-
ers commented that cost recovery had
focused too closely on money and not
enough on the health consequences of
financing changes. Subsequent modifi-
cations to the system have included
"cash and carry" schemes for purchasing
drugs, in which each health unit manages
its own budget for pharmaceuticals.
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stances of unplanned or unregulated' poaching"
of public resources for private practice, creating
subsidies at public expense for patients who are
relatively well off.

Changes in health care provision
Changes in public and private sector roles in the
provision of health care have also become wide-
spread in recent years. One common modality is
the contracting out of certain provision respon-
sibilities that had previously been the exclusive
concern of the public sector. Many countries, at
all levels of development, have experience of
contracting out nonclinical services to the pri-
vate sector. Common contracts for non-clinical
services involve laundry security, cleaning, ca-
tering, waste disposal, and equipment mainte-
nance (Malaysia, United Kingdom). In other
cases, certain diagnostic services and clinical
care responsibilities have also been contracted
out. The requirements for successful contracting
out include the availability of a local market for
the service in question, good management, and
tight cost-control by the contract-issuing
agency.

Other changes in provision are resulting
from a more supportive attitude by the public
sector to certain roles for the nongovernment
sector. Several countries with relatively high
levels of coverage are encouraging the notion
that patients should have greater freedom to
choose among health providers, as a means of
encouraging quality-based competition among
general practitioners, health centres or hospitals
(Chile, Hungary, France, Sweden). Developing
countries that had previously banned private
practice are in some cases repealing this legisla-
tion (Mozambique, United Republic of Tanza-
nia) or allowing greater scope to non-
government providers by relaxing regulations
on fee levels or actively subsidizing private
practice in underserved areas.

Policy measures to restore the competitive-
ness of the public sector as compared to the pri-
vate sector are being implemented in countries

such as Nigeria, where increased pay to govern-
ment doctors has attracted private practitioners
back to govemment service; and kan, where
fee-for-service practice in certain hospitals pro-
vides additional revenue for the hospital as well
as for the health workers.

Changing approaches to regulation
The political orientation of the health system in
many countries has been influenced by concern
about liberalization, decentralization and priva-
tization. These influences affect the health sec-
tor in ways that depend importantly on each
country's existing level of development and on
the structure of the health care system. Awidely
shared recent experience, however, has been
that regulation by central government control
and legislation needs to be confined to a selected
set of strategic activities, such as prospective
budgeting for total public sector spending on
health. It is increasingly recognized that regula-
tion has hitherto tended to be too prescriptive
and directive; it has also been inadequately ne-
gotiated in cases where it has changed incentive
structures.

Regulation is commonly understood to in-
clude all the mechanisms that determine the lo-
cation, quantity, quality and prices of health
services. In addition to the important conffibu-
tion of government, the potential or actual roles
ofat least three additional agents is increasingly
being recognized. These are (1) professional
bodies (e.g., in monitoring quality of care), (2)
third-party financing agencies, such as social
security and health insurance funds, which have
substantial influence on provider behaviour, and
(3) consumers themselves. Different concefns
can be distinguished among countries at differ-
ent levels of development. Most developed
countries already have very high levels ofcover-
age and near-universal access to care through
public funding of health services. For example,
the 1987 average public share (including social
insurance) of hospital in-patient costs in 22 de-
veloped countries was estimated at over 967o in
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an OECD repofi (4), although for the United
States the figure was only 55Vo. Most developed
countries are concerned with cost pressures due
to the increasing age of their populations, the
cost of new technologies and procedures, and
continuously increasing expectations. A com-
mon recent feature in many developed countries
has been the adoption of national or provincial
prospective "global budgets" to govern health
spending. The allocation of these resources is
then determined by professional associations
and health funding agencies.

Improvements in health sector performance
in developed countries is focused on re-
invigorating the public sector, in some cases
(Spain, Sweden, United Kingdom) restructuring
it to increase the regulatory roles of consumers,
funding agencies and health professionals and
to reduce the detailed managerial responsibility
of central government.

"Managed competition" and "internal mar-
kets" are phrases used to describe a variety of
mechanisms designed to ensure that the financ-
ing and providing roles are separated, that health
finances follow the patient, and that providers of
care compete for service contracts for popula-
tion groups. Whilst several countries report such
changes, it is still too early to forecast their con-
sequences in terms of service integration, popu-
lar acceptance, equity, and health outcomes.

Countries in central and eastern Europe are
exploring ways of improving pay, morale, qual-
ity and equity in their health sectors through
transferring different degrees of financing re-
sponsibilities to third-paty (insurance) payers
and to consumers. Like most developing coun-
tries, they are at present in deep economic crisis,
and they are thus attempting to engineer
long-term strategies while coping with short-
ages, disillusioned health workers and patients,
and widespread under-the-counter payments.
Plans for social insurance systems are now de-
tailed in some countries and private practice is
recognized. But the new structures and regula-
tory mechanisms are not yet in place, and the

new resources to come from restored economic
growth are not yet available.

The developing countries are highly hetero-
geneous in relation to both health systems and
economic circumstances. Those that experi-
enced economic growth during the period to
1990 have managed to increase coverage and
improve the quality of services. The Annex table
(global indicator 4) gives a suilrmary of the re-
sponses on the percentage of national health ex-
penditure devoted to local health services. Al-
though the response rate is low, it is noted that in
some countries there have been important
redefinitions of responsibilities within the
health care sector. Thailand's health sector, in-
creasingly financed from private sources, uses
277o of its public budget for first-level health
care and over 507o for the rural areas of the
country.

Global indicator 4
The percentage of the national health

expenditure devoted to local health services

China's policy is to give full play to all actors
- central government, local authorities, collec-
tives and individuals. Health expenditure in
China stood at3.IVo of GNPin 1988. The coun-
try reports growing decentralization and a
greater attention given to spending money in the
most effective way. Large geographical varia-
tions in health resources, reflecting regional im-
balances in development, remain a major con-
cern, as in many other developing countries.
Substantial geographical variations are also re-
ported by India, where total health spending, in-
cluding the private sector, was estimated to be
3.2Vo of GNP in 1986-87. Health insurance in
middle-income and poor countries typically
covers only a fraction of the population. No sys-
tematic reports of insurance coverage are at
present available from countries, but India's
public insurance system appears to cover ap-
proximately 47o of the population, Indonesia's
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just under 107o, those oflran and the Philippines
about35%o, and Mexico's approximately 507o.

Some developing countries have experi-
enced a de facto change in roles and responsi-
bilities in the health sector, with the collapse or
near collapse of government services. A typical
profile of the government health budget is that
up to 807o goes on wages and salaries. Other re-
current costs are financed either by patients
(e.g., pharmaceuticals) or often not at all (main-
tenance of buildings and equipment). Chronic
recurrent budget problems have led to falling
real wages and the neglect of essential mainte-
nance and non-salary running costs. Quality -

even when measured in terms of simple indica-
tors such as out-of-stock periods for essential
drugs - has fallen. Capital costs in the public
sector are increasingly met from foreign assist-
ance sources. Although salaries take such a big
share of recurrent costs, a substantial income
gap has developed between earnings in the pub-
lic and the private sectors. The effect is to attract
the most qualified health workers out of the pub-
lic sector, further depleting the quality and mo-
rale of the workforce.

Approaches being taken by countries vary
and are often piecemeal. Nigeria has increased
pay to health workers and undertaken to review
rules on private practice in public facilities.
Many countries have recent experiences, both
positive and negative, with the contracting out to
private suppliers of services previously per-
formed by the public sector. In other circum-
stances, the rationalization of services is being
implemented to reduce wastage through duplica-
tion (Namibia - duplication caused by racially
separated provision; Bolivia - duplication aris-
ing from separate administrations for health and
social security). Less commonly, health workers
have been made unemployed (Ghana, Lao Peo-
ple's Democratic Republic) in orderto allow im-
provements in pay and conditions for remaining
public sectorworkers within the same globalbill.

Several ofthe least developed countries (Af-
ghanistan, Cambodia, Ethiopia, Mozambique,

Somalia, Sudan) are in war or postwar situa-
tions, and, like other least developed countries,
are heavily dependent on foreign assistance: do-
mestic private and government resources for
health are inadequate to meet population needs
by any criteria. The OECD cites 16 countries in
1987-1988 in which development assistance is
greater tharr l5Eo of gross national product (Z).
All but two of these are inAfrica. Where foreign
assistance is so important, the govemment's au-
thority may be eclipsed. Countries dependent on
foreign aid face problems with the harmoniza-
tion of donor activities in coordinated pro-
grammes designed to establish a basic network
of services. These problems include uncertainty
regarding the duration and amount offinancing,
making it difficult for countries to plan for sus-
tainable community services. Similar consid-
erations apply in different degrees to all
aid-recipient countries. The short-term aim in
the least developed countries continues to be
maximizing the effective use of available re-
sources, the development of managerial capaci-
ties and sustainable health systems, and overall
economic development.

Many Member States expressed continuing
concern with internal health inequalities. Such
unevenness in the distribution of health re-
sources is often substantial. Where one or two
large urban hospitals, even when they function
as national referral centres, dominate public
spending patterns, these imbalances are inevita-
ble. Making hospitals self-accounting will do
little or nothing to change this. In Mali,50Vo of
the government budget is spent in an area inhab-
ited by lOVo of the population and actually used
by even less. Distribution imbalances within
countries are even more dramatic when ratios of
human resources are examined (see below).
Tenfold variations in total per capita health
spending by the government between best
funded and poorest regions are common. These
inequities are in practice much bigger when
variations in the availability of private sector re-
sources are reckoned. France and the Nordic
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countries report the use ofprivate and voluntary
organizations in helping to redress inequities. In
developed countries increasing concern with in-
equities was reported, with such groups as the
unemployed, immigrants, the elderly, and the
young often in disadvantaged positions. Policies
gradually to make people, rather than health fa-
cilities, the basis of resource allocation, as are
reported to be used in Papua New Guinea and
several developed countries, are within the
power of the ministry of health.

Trends in human resources for
health
Most countries have identified human resource
development as one of the priorities of the
health sector. This is hardly surprising since it
takes up about'lo%o of the recurrent health
budget, and in many countries the health sector
constitutes the largest single employer.

On the basis of available figures in 1984,
worldwide there were over 5 million physicians,
8.5 million nurses and midwives, 447 000 den-
tists, and over 3.5 million health workers in
other categories.

It should be mentioned that statistics on the
health workforce are far from satisfactory.
Many countries rely on professional registers
that are far from current and fail to show those
who are at present active. Others are limited
only to staff employed by the government. Fur-
thermore, mere numbers provide no information
on the performance or productivity of the
workforce.

The principal problems have shown a con-
sistency over many years. They are:

(1) imbalances of several types; such as
oversupply or shortages, geographical
maldistribution, and a less than optimum
mix of different professional categories
(e.g., physicians and nurses);

(2) low productivity related to poor work
conditions, low remuneration, and indif-

ferent career opportunities, which tend to
lower morale and performance.

The investment period for training health
workers is long. For physicians it could be 10
years from entry to medical school to comple-
tion of specialty training. This time lag is an
important consideration for all planning. Tradi-
tionally, planning methods have been largely
normative in approach, when, in fact, the roles
and responsibilities of each category of person-
nel need to be considered in the specific context
of where the people in that category actually
work. A complex host of factors impinges on the
health workforce, which makes planning diffi-
cult and outcomes less predictable, but it would
be naive to deny the critical influence of vested
interests of different professions as well as the
phenomenon of professionalization.

Such planning exercises as have been car-
ried out have often not been implemented be-
cause the budget was not able to sustain them. In
the past three years WHO has advocated the ex-
tension of planning to include budgetary impli-
cations. This requires planners to look at issues
such as opportunity costs and potential substitu-
tions for improving the cost-effectiveness of in-
vestment in human resources for health. But
new methodologies are required in addition to
greater experience in this approach. Unfortu-
nately, the sociocultural imperatives still too of-
ten require a physician even when the role is
ably performed by a nurse.

The excess of physicians is no longer a prob-
lem only of certain developed countries such as
Australia and ltaly. This phenomenon is now
recognized in developing countries such as
Bangladesh, India, Mexico, and Pakistan. In
some developing countries the problem is often
due to the inability of the health budget to em-
ploy the required numbers of physicians, but
this has been aggravated by the closing of em-
ployment opportunities in many developed
countries and in the Middle East, in the latter
because several countries are setting up medical
schools of their own.
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Unemployed physicians may also be the ba-
sis for the proliferation of schools or depart-
ments of public health in the last few years,
especially in Europe. As clinical opportunities
become scarcer, one career option is to move
into the public health field.

On a global basis, the relative shortage of
nurses continues although it is particularly pro-
nounced in certain countries such as Bangladesh
and Pakistan. The extent of geographical ineq-
uity is understated by regional comparisons, but
even aggregate comparisons show sharp differ-
ences: 1984 figures showed that for 10 000
population there were 56 nurses and midwives
in the Americas, but only 3.3 in south-east Asia.
Nurses are better educated than at any time in
the past and are increasingly called upon for
more responsible roles. Unfortunately, nursing
is still seen as a woman's profession and suffers
the same disadvantages - low status and low sal-
ary. When other challenging career options are
opening up for women it is not surprising that
the nursing profession finds difficulty in recruit-
ing new members and retaining them in active
service. The solutions are political and sociocul-
tural rather than technical. The matter was thor-
oughly discussed at the World HealthAssembly
in 1989, and changes since then are being moni-
tored.

Over many years medical schools have been
blamed for training physicians who are not rel-
evant to the service. The search for relevance in
medical education is a continuing one, and cur-
rently it seems that the problem-based and
community-oriented approach offers the best
solution to preparing graduates who can re-
spond to the exigencies of modem medical prac-
tice. However, it is also true that not enough
attention has been paid to the practice environ-
ment and remuneration modalities, which exert
an equally important influence on professional
behaviour.

The political changes that are taking place in
central and eastern Europe have already started
to influence the health workforce and its prepa-

ration and work pattems. Additional examples
of changes at country level include China's hu-
man resource strategy, which has several ele-
ments: reforms to develop a three-year family
doctor for rural service; upgrading of training of
village doctors to assistant doctor level; incen-
tives to encourage work in the countryside and
at grass-roots level. In India, in contrast, the de-
cision was made not to open new medical col-
leges but to increase the number of paramedical
institutions and strengthen existing ones. Incen-
tive schemes for work in rural areas have been
established and several states pay rural practice
allowances. In Iran, and in some Indian states,
the director ofhealth services is also responsible
for medical education. Thailand reports a con-
troversial decision not to increase the total
number of doctors but to increase the number
and skills ofpersonnel at health centre level and
the number of doctors at district hospitals. From
1988 a rural service requirement has existed for
dentists and pharmacists. Improvements in re-
gional equity, measured by manpower to popu-
lation ratios, are reported: the population per
doctor fell by half in the most poorly provided
regions between 1981 and 1988.

Trends in research and technology
The contribution of newly developed technol-
ogy to national health for all strategies remains
inadequately assessed in most countries.

Each item oftechnology can be seen as an in-
vestment, which has some potential to improve
the productivity of the health system but which
requires money, time, and people to operate it.
Some technologies have the potential to reduce
the need for staff or to lower the costs of services
by reducing or avoiding hospital stay. Longer-
term savings may result from techniques for
screening forearly-stage disease, when interven-
tion costs are less than for the advanced condi-
tion; cervical cancer is an example. The adoption
of new technologies in the government sector
should thus be subj ect to standard investment ap-
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praisal methods, such as cost-benefit analysis or
cost-effectiveness. Furthernore, governments
may wish to regulate the purchasing and use of
technologies in the nongovernment sector,
where they have important implications forman-
power, facilities, and finance in the public sector.
In some countries, private overinvestment in
health equipment such as hospitals or
CAl-scanners has led to pressure on the public
sector to finance their operation. Recent studies
in the United States show that the rates of utiliza-
tion of facilities increase with the availability of
expensive technology such as laboratories and
imaging equipment.

Several countries report the establishment of
national research priorities related to major dis-
eases or to organizational factors such as man-
power and finance. Few report the development
of policies or regulatory procedures regarding
the adoption of new technologies in either the
public or the private sector.

Typical constraints facing researchers in
many developing countries are: intellectual iso-
lation, low salaries, limited promotion, few
career paths, restricted research choice, and in-
sufficient training. Their work environment is
characterized by lack of access to information,
inadequate support staff, institutional instabil-
ity, and weak infrastructure.

Advances in genetic research, especially the
splitting and recombining of DNA molecules,
have greatly increased the possible uses of
biotechnology for human health. The full scope
of these possibilities and their social conse-
quences are still unknown, though a number of
ethical issues have already emerged and re-
search indicates that screening may eventually
uncover the causes of most debilitating diseases
and disorders.

Genetic engineering and other sophisticated
techniques make it possible to design biological
products with specific features, such as indus-
trial enzymes which last longer, more effective
versions of old drugs, and new drugs and
vaccines. Mass production of monoclonal anti-

bodies through biotechnological means has
greatly increased the feasibility of using them
in diagnostic tests. Of about 200 types of
monoclonal-antibody testing kits available, a
significant proportion is now accounted for by
tests for acquired immunodeficiency syndrome
(AIDS). Genetic manipulation has led to more
efficient vaccines for the immunization of chil-
dren against several diseases.

Technological advances that have a bearing
on human reproduction have given rise to much
debate in both developed and developing coun-
tries, in part reflecting conflicts between reli-
gious and secular ethical frameworks. The cen-
tral effect ofthese advances has been to broaden
the range of choice in human reproduction. Re-
search into contraceptive methods has widened
the choices available to family planners. These
advances have helped developing countries in
the implementation of their more comprehen-
sive population policies.

Other biomedical discoveries such as artifi-
cial insemination and in vitro fertilization have
led to dramatic new ways of intervening in hu-
man reproductive processes. These methods im-
pose new social problems, which cannot easily
be addressed within traditional ethical and legal
frameworks.

Amniocentesis permits the detection of all
chromosomal abnormalities in the fetus, as well
as serious metabolic disorders and fetal neural
tube defects. Other prenatal diagnostic tests in-
clude ultrasound scanning, fetoscopy, and fluo-
rescent staining. The findings based on these
tests may indicate a need for fetal surgery
another recently developed technique. A
by-product of these tests is information about
the sex of the fetus which could be put to contro-
versial uses, for example, aborting a fetus sim-
ply because it was not of the desired sex.

Important new technologies have been de-
veloped in the fight against tropical diseases,
and WHO has been particularly active in this
field. Clinical trials began in 1991 of arteether
and artemether, derivatives of the Chinese
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Technological change: tuberculosis

Recent progress in the field of tuberculo-
sis includes the following:

(1) Prevention. The development of new
chemotherapeutic techniques to pre-
vent tuberculosis in persons infected
with both Mycobacterium tuberculo-
srs and HlV.

(2) Diagnosis. Recent advances in im-
munology and molecular biology are
facilitating the development of new di-
agnostic tools. The polymerase chain
reaction technique is one that seems
particularly promising because of its
sensitivity, specificity, and speed.

(3) Therapeutics. Several new classes
of drugs have been developed,
among which the macrolides and
quinolones are particularly important
because of their potential for treat-
ment of drug-resistant tuberculosis.
The drugs are now being evaluated in
preclinical and clinical studies.

herbal extract qinghaosu. These drugs clear ce-
rebral malaria faster than quinine. Studies are
under way as a step towards registration to allow
global use of the derivatives against severe and
complicated malaria. Studies in West Africa
have given preliminary evidence that home-
made bednets, impregnated with a biodegrad-
able insecticide to kill mosquitos, can dramati-
cally reduce child mortality.

In the fight against schistosomiasis, studies
in animals have confirmed that praziquantel can
be combined with the wide-spectrum anti-
helminthic benzimidazoles, offering the pros-
pect of dealing with several helminthic infec-
tions at a single treatment.

Ivermectin has been shown conclusively to
be an effective microfilaricide against oncho-
cerciasis, reducing eye lesions in Africa, and
with potential for transmission blocking in one
focus in Latin America (Guatemala). Ivermectin

has also emerged as an effective microfilaricide
against lymphatic filariasis. The bacterium Ba-
cillus sphaericushas been developed as an eco-
logically safe larvicide against mosquito vectors
of lymphatic filariasis in polluted waters in ur-
ban areas.

Trypanosomiasis (Chagas' disease) due to
Trypanosoma cruzi is frequent in some Latin
American countries. Fumigant cans, insecticidal
paints, and simple vector-detection boxes
against the triatomine vectors of the disease
have been shown in a pilot project in Argentina
to be cheap, effective control techniques, which
were welcomed by affected communities. A
large multi-country study of these techniques
has been launched in Argentina, Bolivia, Chile,
Honduras, Paraguay and Uruguay. A socioeco-
nomic study in Venezuela demonsffated that
people were prepared to take out, and repay,
loans to reconstruct their houses according to a
design guide which shows how to make houses
resistant to the triatomine vectors of trypano-
somiasis due to Trypanosoma cruzi.

The elimination of leprosy as a public health
problem is now within reach. Ofloxacin has
been shown to be highly effective against
Mycobacterium leprae, and to be well tolerated
in combination with standard multi-drug
therapy. The prospects of reducing the length of
treatment to one month are being assessed. The
first results of a 29 000 patient trial of a leprosy
vaccine in Venezuela - using whole killed M.
leprae grown in armadillos - were published in
1991.

In the fight against other communicable dis-
eases, examples of recent important develop-
ments include the following:

. A new meningococcal group A and C vac-
cine has been developed. Protocols for
clinical trials of immunogenicity have
been approved by national authorities in
China and the Gambia. This holds promise
of long-lasting immunity -paving the way
for inclusion in the Expanded Programme
on Immunization.

96



HEALTH RESOURCES

. Vaccine production on continuous cell
lines now ensures large quantities of
cheap, safe, and potent human rabies
vaccines. The method consists in high-
cell-density culture in small fermenters
with semicontinuous or continuous anti-
gen exffaction. This produces large quan-
tities of rabies vaccine in small production
units. An efficacious and safe recombinant
rabies vaccine has been developed for the
oral immunization of wildlife.

. Persons bitten by rabies-infected animals
can now be given a shortened period of
vaccine treatrnent. The new approach dra-
matically decreases the cost of treatment
by reducing the number of injections and/
or quantities injected (0.1 ml per dose for
intradermal schedules).

. The technology for the production of
plasma-derived hepatitis B vaccine has
been transferred to China, permitting at
least one endemic country to partly satisfy
its own needs of the vaccine. The applica-
tion of genetic engineering techniques to
produce hepatitis B vaccine has opened up
the possibility of a relatively inexpensive
vaccine available in large quantities.

. Several'third-generation" cephalosporins
and fluorinated quinolones, which are ac-
tive against all common types of Neisseria
gonorrhoea and, Haemophilus ducreyi
were marketed and achieved widespread
use, at least in developed countries.

Advanced devices using ultrasound, radia-
tion, lasers and magnetic fields have increased
the effectiveness of preventive care and early
diagnosis. The emergence of computerized in-
teractive medical diagnostic systems helps doc-
tors to make better diagnoses.

The use of new types of medical equipment
has facilitated new kinds of operation on the
brain, eye and other vital organs which were not
possible 10 or 15 years ago. Genetic screening
and other new forms of diagnostic testing - for
AIDS, for example - raise several issues of indi-

vidual and social rights. Perhaps the most vexed
question is the priority to be given to the devel-
opment and use of these techniques in relation to
other uses of resources in medicine and public
health.

Advances in computer technology have
eased the lives of individuals with various types
of disability, expanding their employment op-
portunities as well as social contacts. For exam-
ple, wheelchairs controlled by microprocessors
can help make these persons more mobile.

As the costs of new medical equipment have
increased, the technical feasibility of such
equipment has not necessarily led to its rapid
installation and use.

Important recent clinical technologies re-
lated to noncommunicable diseases include:

the development of patient monitoring
and resuscitation equipment and other
intensive care unit equipment;

- lithotripsy for kidney and gall stones;
the use of fibre optics in endoscopy, es-
pecially for minimally invasive or non-
invasive surgery and day care (endo-
scopic surgery);
laser technology in surgery:

- biomaterials for implants;
the development of disposable materials;
and
home care technology.

These technologies continue to increase the
range and magnitude of possible surgical and
medical treatment and are likely to reduce hos-
pitalization and expand the scope of general
practice and home care.

Besides research and development con-
cerned with specific diseases and health care
technologies as described above, there are also
various applied research activities aimed at rais-
ing the standard of health in poverty-stricken
populations, and health systems research and
development is being undertaken to provide ob-
jective and rational information for the plan-
ning, monitoring, and evaluation of implemen-
tation.
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Summary of trends
In developing countries that have experienced
stagnation or economic decline during the past
five years, resource questions have been fo-
cused on mobilizing external assistance and on
nongovernment sources of finance, sometimes
to the neglect of issues of coordination and man-
agement and the neglect also of overall health
objectives such as the protection of the most
vulnerable. Government financing and provi-
sion have often fallen sharply (Cameroon,
Guinea-Bissau, Senegal), (1) so communities
have found other ways of meeting their health
needs - by using traditional practitioners,
self-care, or the modem private sector. The
health impacts are hard to determine. Among the
policy consequences is a loss of authority by
governments, as national health policy-making
bodies. There is now a growing need to reassess
roles, to develop realistic and coherent policies
towards the private sector that will maximize its
contribution to national health objectives while
curbing its tendency to wasteful overpurchase
of expensive technology. Central to this must be
the concern to recreate an active role by govern-
ment and to improve performance in the public
sector. Unless these questions are addressed,
government credibility as the architect of health
policy will vanish.

In developing countries where there has been
growth, trends in health sector reform and re-
structuring have been refined from single-thrust
solutions such as user charges, community fi-
nancing, or privatization and have increasingly
become "package" approaches. Such packages
often combine structural change (e.g., decen-
tralization) with financing reform and, in varying
degrees, attempt to improve efficiency in the
government sector. Cost recovery for certain
services for which people demonstrate willing-
ness and ability to pay (e.g., drugs) will serve a
useful function as long as the mostvulnerable are
not deterred from seeking care and the proceeds
are ploughed back to improve and extend service
availability. Some longer-term strategic deci-

sions, such as majorcapital decisions andhuman
resources planning, risk neglect if "managed
competition" overemphasizes the virtues of the
market in these areas. Reform packages need to
consider the distribution of health resources na-
tionally, the scales of nongovernment and gov-
ernment subsectors, the most economical way of
saving lives and reducing morbidity and disabil-
ity, and the wider sharing ofplanning and regula-
tory responsibilities. The revitalization of the
public sector in developing countries has tended
to be a secondary concern in a period emphasiz-
ing nongovernment opportunities. In this respect
there has emerged a major divergence of interest
between developing and developed economies.
Better performance in the public sector belongs
high on the agenda for the developing countries
in the coming years.

In developed countries, trends have been to-
wards a convergence on a variety of managed
market forms. There has been some success in
the control (though not reduction) of total costs
and in shifting regulatory procedures away from
government. Attempts will continue to develop
incentives for quality-based competition among
providers of care, and to ensure that payment
reflects workload. This will entail a movement
away from salaried conditions of public service
towards capitation-based payments, or to a mix
of salary, capitation, and fee-for-service pay-
ments. Attempts are in progress to make
first-level-care physicians budget holders not
only for the primary but also for some of the re-
ferral needs of their patients.

Within insurance developments, trends have
focused on the extension and better manage-
ment of social insurance mechanisms rather
than on large-scale reliance on the private health
insurance market. A major concern is to prevent
the exclusion of people at risk without produc-
ing unmanageable cost spirals.

In human resources for health, personal con-
tact between client and health professional is
and will always be central to health action.
Therefore there will always be scope for innova-
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tion in the optimum deployment of the health
workforce that goes beyond traditional divisions
of professional responsibilities. One approach
would be to look at the spectrum of skills re-
quired at a specific level of service and then
identify who should be assigned.

Finally, in brief, the trends in research and
development will generate new and improved
preventive, diagnostic, therapeutic and enabling
technologies, derived mainly from advances in
the biological and physical sciences.
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CHAPTER 5

Patterns and trends in
health status

Mortality, morbidity, and disability

Mortality

Jt is generally recognized that good health is

I more than just the absence of disease and
Idisability. although that is a vital compo-
nent. Good health implies proper nutrition, ad-
equate housing, and a social structure which al-
lows the individual to lead a productive life and
satisfy his or her basic physical, mental, and
emotional needs. These components of positive
health are, however, difficult to measure quanti-
tatively. This chapterprovides a summary of re-
cent trends in health status as shown by mortal-
ity indicators and exploits available morbidity
and disability data to better assess the situation
with regard to specific diseases and conditions.
The final section of the chapter provides an
overview of some of the major determinants of
ill health.

The data available on sickness. death. and
disability is of variable quality, especially that
from the developing countries. The best avail-
able estimates are used in the following assess-
ment.

Years of research into the mortality of
populations have led to the concept of an "epi-
demiological" or o'mortality" transition, which
is essentially a path to health development.
Countries at the beginning of the transition have
very high levels of death in children under 5,
with infectious diseases as the leading cause.
Subsequently, as these diseases are brought un-
der control, under-5 mortality declines and the

degenerative diseases emerge as leading causes
of illness and death. At a final stage of the transi-
tion, as in the developed countries today, the tra-
ditional diseases of childhood are brought under
control and the vast majority of deaths are post-
poned to very late in life.

Overall health status is well reflected by life
expectancy at birth. Recent levels and trends in
this indicator are shown in Fig. 5.1 for major
development groups ofcountries. On average, a
newborn baby in one of the developed countries

Global indicator 10
Life expectancy at birth, by sex, in all identifi-

able subgroups.

Fig. 5.1
Life expectancy at birth (both sexes) (global indi-
cator 10, 1985 and 1991

=

19851991 19851991 19851991
Least All Eastern

developed developing Europe
countries countries

1985 1991
Developed

market
economies

100



PATTERNS AND TRENDS IN HEALTH STATUS

can expect tolive76years,26 years longer than
a newborn in the least developed countries (see
box). Life expectancy for other developing
countries typically lies between these two val-
ues, being closer to the developed countries for
the countries of east Asia and most of Latin
America. Life expectancy in eastern Europe is,
on average, just over 70 years.

The two situations described in the box rep-
resent the health extremes in the world of today.
But there are countries within countries. Inhab-
itants of the highlands of tropical countries do
not get nearly as much malaria as those in the
swampy lowlands. Adults who live in the urban
areas ofJapan are significantly less likely to suf-
fer from stroke than those in rural areas.

Parts of certain cities in some developed
countries have vaccination coverage rates lower
than those of some developing countries. Be
they in developed or developing countries, the
unfortunate inhabitants of the slums in many cit-
ies have a life expectancy shorter than the na-
tional average.

And there are peoples within peoples.
Among the 250 million inhabitants of the
United States are thousands of Americans

whose life expectancy and other health param-
eters are much lower than those of the rest of the
population. Conversely, in even the least devel-
oped countries there are some people who are
better educated and financially better off, whose
prospects for a long and healthy life approach
those of people in the richest countries.

Worldwide, life expectancy has increased by
between one and two years over the past 5
years,r with the global average currently 65
years. Females outlive males by seven years in
the developed countries, and by two years in the
least developed countries. This widening gap in
survival between the sexes as mortality de-
creases is primarily due to men having been the
first to expose themselves to risk factors for
chronic diseases, particularly cigarette smoking.

As expected, virtually all developed coun-
tries, as well as those in eastern Europe, attained
an average level of life expectancy in excess of
70 years (the single exception being South Af-
rica). On the other hand, no least developed

1. This information is based on UN Population Division es-
timates for the 5-year (mid-year) periods 1980-1985,
1985-1990, and 1990-1995.

The fortunate one in eight

A baby girl born in one of the richest countries in 1990 can expect to live to the age of 81 , five
years longer than a baby boy born in that country the same year. As she grows up she is
assured of adequate nutrition, hygienic living conditions, adequate schooling, and advanced
medical care. She will receive full vaccination against all childhood diseases at the appropriate
age and the proper intervals. She will probably not marry until she reaches her twenties and will
then have one or two children, properly spaced, delivered in hospital after regular prenatal
checkups. The greatest dangers to her health in her middle years will be the risk of an accident
at home or while she is out driving, or a particularly viruleni influenza epidemic. As she enters
old age she will be liable to develop cardiovascular disease or cancer, but will survive the first
attacks of these with little disability because of excellent medical care and rehabilitation ser-
vices. She will receive good institutional care in her old age. She will spend on average, includ-
ing government assistance, the equivalent of US$ 1000 on her health every year.

Seventeen million babies, one-eighth of the world total, were born in the developed nations in
1990, and most of them will grow up to enjoy conditions of life and health similar to those of this
fortunate little girl.
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The most deprived one in seven

A baby girl born on the same day in the most disadvantaged of the least developed countries
can expect to live barely 43 years, three years more than a baby boy born the same year. Her
problems begin before birth, since her mother is likely to be in poor health. lf she is born in
south Asia, the baby has a one-in-four chance of being undenrveight, a greater chance of dying
in infancy than a baby boy, and a high probability of being malnourished throughout childhood.
She has a one-in-five chance of dying before her first birthday and a one-in-three chance of
dying before her f ifth. In some African countries her chance of being vaccinated is less than one
in five. She will be brought up in inadequate housing under insanitary conditions contributing to
diarrhoeal disease, cholera, and tuberculosis. She will have a less than one in four chance of
ever getting enough schooling to learn how to read and write. She may be circumcised at
puberty, with consequent effects on her life as a woman and a mother. She will marry in her
teens and may have 10 or more children, close together, unless she dies in childbirlh before
that. Ancient traditions will prevent her from eating certain nutritious foods during her pregnan-
cies, when she most needs building up, and dangerous practices such as using an unsterile
knife to cut the umbilical cord and placing cow-dung on the stump may kill some of her babies
with tetanus. In fact, 3 or 4 of her children will die before the age of five because she has no
access to prenatal care, or antitetanus vaccination, or a trained midwife, or medical care for the
child. Neither will she have access to family planning facilities or the means to protect herself
against AIDS.

She will be in constant danger of infectious disease from contaminated water at the place
where she bathes, washes clothes, and collects drinking-water, and from parasites carried by
insects. She will be chronically anaemic from poor nutrition, malaria, and intestinal parasites.
As well as caring for her family she will work hard in the fields, suffering from repeated attacks
of fever, fatigue, and infected cuts from thorns or farm implements. lf she survives into old age
she will suffer the same afflictions as women in the rich countries: cardiovascular disease and
cancer. To these she will succumb quickly, because she has no access to proper medical care
and rehabilitation. Her country has less than US$ 1 a year to spend on her health; she cannot
afford to pay anything herself.

Twenty million babies, one-seventh of the world total, were born in the least developed coun-
tries in 1990, and too many of them will grow up in miserable conditions of life and health. For
every newborn in the affluent countries, there is one in the least developed countries. Equity
demands that the situation of these deprived infants be improved without delay.

country has yet achieved this level, and only two
have a life expectancy at birth in the range 60-
69 years. The majority of least developed coun-
tries still exhibit a life expectancy below 50
years. Among the remaining group of develop-
ing countries, about halfhave achieved a life ex-
pectancy of 60-69 years, with another 18 coun-
tries already enjoying a life expectancy of 70
years or more, comparable to the developed
countries. Twenty developing countries (ex-
cluding the least developed) still have yet to at-

tain an average life expectancy of 60 years or
more. This distribution of countries is roughly
the same for both males and females.

Perinatal, intant, and child mortality
Of the 140 million babies born each year, almost
4 million die within hours or days from perinatal
causes. These include neonatal tetanus (560 000
deaths in 1990), birth asphyxia, birth trauma,
prematurity, congenital anomalies, neonatal
pneumonia, sepsis, and meningitis. Contribut-
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ing to these causes are malnutrition, other infec-
tions, and the consequences of unregulated fer-
tility and closely spaced pregnancies. Other ma-
jor causes of death below the age of one year are
acute respiratory infections and pneumonia, di-
arrhoea, measles, pertussis, and malaria. Ap-
proximately 957o of these deaths occur in the
developing countries.

In countries where the prevalence of infec-
tious and parasitic disease is still high, about
one-half of all deaths typically occur before the
age of five. Two-thirds of these occur among
infants, and the remaining third at ages 1-4
years from the same six diseases mentioned
above as being common causes of infant death.r
t Every year over 1500 million episodes of

diarrhoea and more than 40 million episodes of
pneumonia occur in this age group. Millions of
deaths result and millions of dollars or their
equivalent in health care are spent; children who
survive suffer from malnutrition or their exist-
ing malnutrition gets worse.

Not surprisingly, the relative differences in
health status identified from the data on life ex-
pectancy mirror those from infant and child
mortality. Thus the infant mortality rate for the
least developed countries in 1988-90 is almost
720 per 1000, or 8-9 times higher than the rate
for developed countries (Fig. 5.2). Globally, the
infant mortality rate has fallen from 76 per 1000
in 1983-1985 to 68 per 1000 in 1988-1990.

Improved education for girls and women,
together with enhanced access to health care,
has a positive effect on maternal and infant mor-
tality. In two villages in Nigeria, for example,
life expectancy at birth for infants of illiterate
mothers was increased bv 207o when the sole

I . Estimates of combined infant and child mortality, such as
the under-S mortality rate, are generally more reliable
than separate estimates of infant and child mortality.
Therefore, to monitor levels of premature mortality in
counffies, two indicators are used, namely the infant mor-
tality rate and the under-5 mortality rate (i.e., the prob-
ability ofdying before age 5). Both of these indicators are
expressed per 1000 live births.
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Global indicator 9
The infant mortality rate (lMR), maternal
mortality rate (MMR), and probability of

dying before the age of 5 years (q5), in all
identifiable subgroups.

Fig.5.2
lnfant mortality rate (global indicator 9.1), 1985
and 1991

19851991 19851991 19851991 19851991
Least All Eastern Developed

developed developing Europe market
countries countries economies

intervention was access by their mothers to
health facilities;by 337o when illiterate mothers
participated in relevant educational activities;
and by 877o through the synergistic effect of
both interventions. Perinatal mortality, which
accounts for approximately half of all infant
mortality, is also sharply reduced by maternal
education.

A similar pattem of deaths is seen in children
below age 5 (Fig. 5.3). In the least developed
countries almost 200 children out ofevery 1000
born alive will die before reachitg age 5, com-
pared with less than 20 in the developed coun-
tries. The under-S mortality rate for the remain-
ing group of developing countries is about 120
per 1000 live births.

In all developed countries except South Af-
rica, the infant mortality rate is below 2O for
1000 live births, as it is in five of the eight coun-
tries of eastern Europe. On the contrary infant
mortality rates of 100 per 1000 or higher are still
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observed in the majority of least developed
countries, with only seven of them having a rate
below this level, and only one (Cape Verde) with
a rate below 50 per 1000 live births. Infant mor-
tality rates for the remainder of the developing
countries are virtually evenly distributed into
two groups: 50 per 1000 and above, or less than
50 per 1000. Indeed, 1l developing countries
have already attained an IMR below 20 per 1000
live births, the level of the developed world.

The distribution of countries within devel-
opment groups is roughly the same when the
under-5 mortality rate is used to measure child
mortality. In virtually all the least developed
countries for which estimates are available, at
leastI5Vo ofchildren die before their fifth birth-
day. For the remainder of the developing coun-
tries, the probability of child death is much
lower, with 29 countries having an under-5 mor-
tality rate less than 5Vo and another 22havinga
probability of child death between1To arfiIo%o.

Comparing child mortality during the last 15
years, one finds that significant reductions in
child deaths have been recorded during the more
recent period in several areas of the developing
world. In northem Africa, the rate of decline
since 1975 is twice that of the earlier period and
in Latin America it is 50Eo greater. In contrast,
for sub-SaharanAfrica the pace of decline in the
recent period has slowed and is only about half
as great as in the earlier period. Where signifi-
cant improvements in child survival have been
recorded, they probably reflect the gains in
women's educational attainment, improvements
in access to and delivery of health services in-
cluding oral rehydration and vaccination, and
the success of family planning programmes,
which have reduced the number of births and
lengthened the interval between them (1).

Although the adolescent ages correspond to
that period of life when the risk of death is at its
lowest, death rates are still unacceptably high in
some regions of the world. The principal causes
ofdeath in adolescence are accidents, acute res-
piratory disease, and malaria in developing

Fig.5.3
Under-S mortality rate (probability of dying be-
fore age 5) (global indicator 9.3), 1991

' Least All Eastern Develooed
developed developing Europe market
countries countdes economies

countries. In developed countries, accidents and
violence account for over half of all adolescent
mortality, with childhood cancers a significant
cause as well. Moreover, in a number of devel-
oped countries, suicide rates among adolescents
have increased markedly in recent years, reflect-
ing the myriad social pressures on young people
and their increased expectations (2).

Maternal mortality
Over 500 000 women die each year from causes
related to pregnancy and childbirth. Maternal
mortality in 1988 varied from about 737 per
100 000 live births in the least developed coun-
tries to about 34 per 100 000 live births in the
developed market economies (Fig. 5.a). Al-
though most maternal deaths take place in
southern Asia (this being the region where most
births occur), pregnancies and childbirth have
become somewhat safer for women in most of
Asia and parts of Latin America. The risks a
woman undergoes when she becomes pregnant
and/or gives birth are highest in eastern, middle
and western Africa. A woman in sub-Saharan
Africa who becomes pregnant is 75 times more
likely to die as a result than a woman in western
Europe. In countries where the risk is highest,
such as Somalia or the Gambia, the difference is
1OO-fold.
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The direct causes of these deaths vary little
from country to country. The five major ones are
haemorrhage, infection, unsafe abortion, hyper-
tension, and obstructed labour. Many women
who survive these complications are left with
serious, chronic disabilities such as vesico-
vaginal fistula, uterine prolapse, and secondary
infertility. The knowledge and technology
needed to prevent the majority of these deaths
have existed for years; they are neither sophisti-
cated nor expensive, they merely need to be ap-
plied.

Little is known about the trends in maternal
mortality in developing countries. Indeed, it is
only since the mid-1980s that the dimensions of
the problem have been recognized. Maternal
mortality was not included as a global indicator
in the previous global health evaluation. In a
number of countries or population groups,
where death registration and death certification
are haphazard, deficient, or absent, when spe-
cific studies are done, maternal mortality is fre-
quently found to be high.

A number of countries have succeeded in
reducing maternal mortality rates through a
combined strategy of improving the status of
women, increasing coverage with family plan-
ning services, increasing the number of well-
trained personnel to care for women during
pregnancy and birth, and setting up networks of
supporting hospitals for referral. Using such a
strategy, for example, Sri Lanka has succeeded,
over a 25-year period, in reducing maternal
mortality from 500 to only 80 per 100 000live
births.

Mortality in the elderly
As the mortality transition progresses, more and
more people are surviving to older ages. In Swe-
den, for example, about SOVo of girls born in the
early 1950s could expect to live to age 65. Today
this proportion has risen to 907o. Similar gains
have been achieved in other developed coun-
tries as well. As a result life expectancy at age 65
has increased significantly in many countries.

Fig.5.4
Maternal mortality rate (global indicator 9.2),
1991

Least All Eastern
developed developing Europe
countries countries

Developed
market
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For the developed countries, male life expect-
ancy at age 65 has increased on average by 1.6
years, i.e., from 13.0 in 1960 to 14.6 years in the
late 1980s. For females, the gains in life expect-
ancy at"age 65 have been even more impressive,
rising by 3.3 years from an average of 15.2 to
18.5 years over the same period.

Although life expectancy of the elderly has
generally increased, it is not at all clear whether
sickness and disability among them have de-
clined in parallel with mortality rates. Available
evidence suggests that the extra years oflife that
have been gained in the past two decades have
largely been years tarnished by disability, which
reduces the quality of life and increases the de-
mand for health and social services. The major
causes of disability and handicap among the el-
derly include arthritis, deafness, blindness, and
Alzheimer's disease and related neurological
disorders. To these may be added the mental
problems caused by social isolation and depres-
sion.

Sex ditferentials in mortality
The number of boys born is slightly greater than
the number of girls. Yet in most societies, the
number of women surviving into old age is
much sreater than the number of men.
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Studies of the trends and patterns of these
sex differences in life expectancy from several
European countries and a few least developed
countries are consistent with the following se-
quence of events, although they do not prove
that this is what is actually happening. The fac-
tors affecting life span fall into two broad
groups, one being genetic and biological and the
other social, environmental, economic, and cul-
tural. The genetic and biological factors seem to
be unequal between the sexes. In the least devel-
oped countries, with their high mortality and
low longevity, sociocultural and environmental
factors often cancel out the biological advantage
of being female, so that the life expectancy at
birth of males may in some cases exceed that of
females. But as a country develops and its envi-
ronment improves, with better hygiene, nutri-
tion, health care, education, and living stand-
ards, the disadvantage to women is overcome

and their biological advantage is asserted. In a
third stage, the detrimental effects of an affluent
society start to take over, with unbalanced nutri-
tion, industrial health hazards, traffic accidents,
and alcohol and tobacco abuse. These at first af-
fect males, because social taboos discourage
these behaviours among women, and the gender
gap widens, but as women progressively take up
accident-prone jobs outside the home and the
noxious habits first adopted by men, the gap can
be expected to narrow again (3).

Specific diseases and conditions
Each year, about 50 million people die through-
out the world. Over the past six years, the fall in
the death rate has been cancelled out by the rise
in the population. Of these 50 million, about 6.8
million deaths are registered in the developed
market economies, 4.2 million in eastern Eu-

Fig.5.5
Estimated annual number of deaths by cause in developing and developed countries, 1990
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rope,1 million in the group of least developed
countries and32 million elsewhere in the devel-
oping world. Reliable data on causes of death
are available to WHO for only about one-third
of these, mainly from the developed countries.
None the less, on the basis of community studies
and health services information, the approxi-
mate distribution of deaths by cause for the de-
veloping countries can be derived (Fig. 5.5) (4).
In view of the significance of under-5 mortality
in the developing world, estimates for this popu-

lation group are presented separately in Table
5 . 1 .

Between 1985 and 1990, the number of in-
fant and child deaths in the developing countries
fell from 13.5 million to 12.9 million. This de-
cline was primarily due to the marked reduction
in deaths from measles (2 million to 880 000),
pertussis (600 000 to 360 000) and neonatal teta-
nus (800 000 to 560 000), reflecting the success
of the Expanded Programme on Immunization
in the 1980s. Unfortunatelv. deaths from

Table 5.1
Estimated causes of death among children under
1990

5 years of age in developing countries, 1985 and

Cause of death category 1990 1985

Number of deaths
(in thousands)

Number of deaths
(in thousands)

o/oo/o

1. Acute respiratory infections
(ARl) alone (mostly pneumonia)-

2. Diarrhoea alone
3. Birth asphyxia
4. Malaria
5. Neonatal tetanus
6. ARI - measles
7. Congenital anomalies
8. Birth trauma
9. Prematurity

10. Neonatal sepsis and meningitis
11 . Tuberculosis
12. ARI - oertussis
13. Measles alone
14. Accidents
15. Dianhoea - measles
16. Pertussis alone
17. All othercauses

Total

ARI total (1 ,6,12)
Neonatal and perinatal, total

(3,5,7,8,9,10.)
Diarrhoea total (2,15)
Vaccine-preventable, total

(5 ,6 ,11 ,12 ,13 ,15 ,16)
Measles total (6,1 3,15)
Pertussis total (12,'16)

3 300
3 000

760
750
800

1 100
400
380
380
180
300
400
500
200
400
200
450

3 560
3 000

860
800
560
480
450
430
430
300
300
260
220
200
180
100
770

27.6
23.3
6.7
6.2
4.3
3.7
3.5
3.3
3.3
2.3
2.3
2.0
1 .7
1 .6
1 .4
0.8
6.0

24.4
22.2
5.6
5.6
5.9
8.1
3.0
2.8
2.8
1 .3
2.2
3.0
3.7
1 . 5
3.0
1 . 5
3.3

12 900 100.0 13 500 100.0

4 300 33.3

29.7
24.7

16.3
6.8
2.8

4 800

3 700
3 400

3 700
2 000

600

35.6

27.4
25.2

3 830
3 180

2 100
880
360

27.4
14.8
4.4

" Including 800 000 deaths from neonatal pneumonia.
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neonatal and perinatal causes and acute respira-
tory infections (mostly pneumonia) increased,
which is why the total reduction in deaths is less
than the reduction due to immunization. The
annual number of diarrhoea-related deaths fell
by about 200 000 and currently accounts for
about one-quarter of all child deaths. Another
quarter is attributable to acute respiratory infec-
tions, primarily pneumonia, including 800 000
neonatal deaths. Malaria is thought to cause an-
other 800 000 child deaths each year. A further
3 million deaths result from conditions common
to the perinatal period (excluding the 800 000
neonatal deaths from pneumonia mentioned
above).

Among adults worldwide, deaths are mainly
due to the chronic diseases, which have also
emerged as leading causes of death in a number
of developing countries. Cardiovascular dis-
eases claim about 6 million lives every year in
the developing world, as many as in the devel-
oped countries and eastem Europe combined.
Similarly, cancer now claims more victims in
developing countries (2.7 million deaths per
year) than in the developed world (2.4 million).
A similar number die each year in the develop-
ing world from the chronic obstructive lung dis-
eases, primarily chronic bronchitis and emphy-
sema (4).

At the same time, the infectious and parasitic
diseases continue to pose serious risks to adult
health in developing countries. Tuberculosis
claims around 3 million lives each yeat,9O7o of
which are among the adult population. Pneumo-
nia is the cause of about 2 million adult deaths
each year in developing countries, and another
million or so die from diarrhoeal diseases. Ma-
ternal mortality remains a significant health
problem in many parts of the developing world,
with 500 000 women dying each yearfrom com-
plications of pregnancy and the puerperium.
Other major health risks for adults include ma-
laria, schistosomiasis, hepatitis B, and AIDS,
each of which accounts for several hundred
thousand adult deaths each year.

Thus the constellation of health problems
that affect people throughout the world includes
infectious and parasitic diseases, noncom-
municable diseases, mental and neurological
problems, injuries, and disability. These affect
populations in varying proportions depending
on where they are in the epidemiological transi-
tion; typically, developing countries have a
larger proportion of communicable diseases and
developed countries a larger proportion of
noncommunicable diseases.

lnfectious and parasitic drbeases
Taken together, this category of diseases ac-
counts for about 17 million deaths, or almost
half of all deaths occurring in developing coun-
tries (4). However, the associated illness affects
substantially more people and perhaps better re-
flects the public health dimension of these dis-
eases. A brief overview is given below, with the
diseases ranked approximately in order of the
amount of illness they cause.

Intestinal parasitic infections. The current
prevalence of these parasites is: 1000 million
infections with roundworms (Ascaris), 900 mil-
lion with hookworm (Ancylostoma) and 500
million with whipworm (Trichuris); they are
thus among the most common infections in the
world. The protozoan parasite Giardia lamblia
is distributed worldwide, affecting almost one in
every three people. Although most adults show
no symptoms, giardiasis is an important cause of
growth retardation and the main parasitic cause
of acute diarrhoea in small children. Entamoeba
histolytica, the protozoan parasite that causes
amoebiasis, causes much diarrhoea and is the
second most important cause of death due to
protozoan infections globally, after malaria.
Strongyloidiasis, caused by a worm, is associ-
ated with severe malnutrition and malabsorp-
tion. Chronic infections with mixtures of these
parasites affect the growth and even the aca-
demic progress of children throughout the de-
veloping world.

108



PATTERNS AND TRENDS IN HEALTH STATUS

Diarrhoeal diseases. These remain a major
cause of morbidity and mortality in infants and
young children in developing countries. A child
under five years of age in the developing world
suffers from, on ayerage,2.8 episodes of diar-
rhoea per year. This results in 1500 million epi-
sodes of illness, and more than 3 million deaths
each year in children aged under five. In addi-
tion to acute watery diarrhoea which accounts
for the largest proportion ofthese deaths, dysen-
tery and persistent diarrhoea are also important
problems. An additional one million deaths a
year occur in adults. Diarrhoea cases in many
parts of the world still account for one-third or
more of hospital admissions, and they often re-
ceive expensive intravenous fluids, unnecessary
antibiotics, and "anti-diarrhoeal" drugs, instead
of effective and inexpensive oral rehydration
salts orfluids available in the home, thereby cre-
ating an unnecessarily heavy burden on limited
national health budgets.

In addition, outbreaks of cholera, more com-
monly affecting older children and adults, have
severe socioeconomic consequences beyond the
health sector. The seventh recorded cholera pan-
demic, after 30 years of westward spread from
its origins in the Far East, reached the Americas
at the beginning of 1991, where it produced a
spectacular epidemic in Peru which affected al-
most a quarter of a million people in the first six
months, and spread to neighbouring countries
(Fig. 5.6). Cholera may well become endemic in
the long term, thus posing a threat to the whole
of Latin America and the Caribbean.

Acute respiratory infections. On average,
everyone in the world gets two attacks per year
of the common cold. In some cases, this devel-
ops into something more serious. The total
number of episodes of acute respiratory infec-
tions in young children throughout the world is
2000 million ayeaL The high incidence is also
reflected in the statistics of treatment facilities,
in which acute respiratory infections account for
more than one-third of paediatric visits and
hospitalizations in most countries.

Acute respiratory infections are now esti-
mated to be the first cause of childhood mortal-
ity in developing countries. They are responsi-
ble for 4.3 million deaths annually. Almost20%o
or 800 000 ofthese deaths are due to pneumonia
in the neonatal period. Abott lOVo of the other
deaths are caused by complications after mea-
sles or pertussis infections, and could be pre-
vented by immunization. Malnutrition and low
birthweight are important contributory factors
to the mortality toll; the gradual reduction in the
prevalence of these risk factors will contribute
to the prevention of deaths from pneumonia.
However, case management is the central strat-
egy formaking immediate impact on the mortal-
ity from acute respiratory infections that cannot
be prevented by immunization.

There are no global figures on influenza
morbidity but a moderately severe influenza
season can affect one-tenth of the population.
Apart from being a real death threat to the el-
derly and people with lowered resistance, influ-
enza epidemics are associated with enorrnous
social costs in terms of disrupted public ser-
vices, intemrpted education and increased
medical care.

Vaccine-preventable diseases. The inci-
dence of the target diseases of the Expanded
Programme on Immunization in 1989 was: mea-
sles 49 million cases, pertussis 45.8 million,
tetanus (all ages) 1.5 million, poliomyelitis
190 000. The urgent need to raise immunization
coverage levels further is underlined by the con-
tinuing occurrence each year of some 1.6 mil-
lion preventable deaths from measles, neonatal
tetanus and whooping cough, some 120 000
cases of paralytic poliomyelitis and 1-2 million
deaths attributable to hepatitis B infection.

Since some of these infections cause death
through diarrhoeal or respiratory symptoms, the
figures given here are included in those shown
in the sections above.

Almost all countries have adopted the new
disease-reduction targets for the decade of the
1990s: the reduction ofmeasles deaths bv 957o.
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the elimination of neonatal tetanus by 1995, the
eradication of poliomyelitis by the year 2000,
and the achievement and maintenance of a90%o
immunization rate for the six diseases for in-
fants and the same rate for immunization against
tetanus for women of child-bearing age.

Skin infections. One of the commonest rea-
sons why people go to the health services for
treatment is for skin infections due to bacterial,
fungal, or arthropod (scabies) attack. These are a
special problem in tropical areas and among
people living under poor hygienic conditions.

Sexually transmitted diseases. These con-
tinue to be among the most frequent infectious
conditions worldwide, with a constantly high
incidence. The annual incidence of the major
sexually transmitted diseases is 250 million, as
follows: trichomoniasis. 120 million cases:
genital chlamydial infections, 50 million; geni-
tal human papillomavirus infection, 30 million;
gonorrhoea, 25 million; genital herpes, 2O mil-
lion; infectious syphilis, 3.5 million; chancroid,
2 million. In addition, over I million people a
year arc newly infected with HIV the virus
causing AIDS, and this number is increasing.

In the developed world the rates of many
bacterial sexually transmitted diseases have sta-
bilized, but the incidence appears to be increas-
ing in the developing world. Chlamydial and in
particular viral inlbctions, among them HIV in-
fection and its consequence AIDS, are increas-
ingly prevalent in all areas of the world. Reasons
for the high incidence of sexually transmitted
diseases, especially in the developing world,
should be sought in a number of variables, in
particular urbanization, unemployment, eco-
nomic hardship, and a loosening of traditional
restraints on sexual activity, as well as the emer-
gence of antibiotic-resistant strains of microor-
ganisms. In addition, the population pyramid is
heavily weighted with individuals in the most
sexually active age-groups.

While infection rates are similar in men and
women, it is women and children who bear the
major brunt of the complications and serious

sequelae of sexually transmitted diseases. A
large proportion of infertility and ectopic preg-
nancy is a consequence of pelvic inflammatory
disease and is thus preventable. Sexually trans-
mitted diseases in pregnant women can result in
prematurity, stillbirth, and neonatal infection. In
many areas 1-5Vo of newborns are at risk of
gonococcal ophthalmia neonatorum (a blinding
disease); congenital syphilis causes up to a quar-
ter of perinatal mortality in a few countries.

Schistosomiasis. Since 1985, two additional
countries have notified WHO that schisto-
somiasis is now endemic, increasing the total to
76 countries. Schistosomiasis is endemic in 27
of the least developed countries. There are 600
million people exposed, among whom 200 mil-
lion are infected and 20 million have serious
symptoms. Since the peak prevalence and inten-
sity of infection is among the young (1G-19 year
olds), they bear the main burden. The sequelae
of heavy infection, in the form of liver and uri-
nary tract disease, including bladder cancer,
which is the leading cause of cancer death in
Egyptian males 2044 years of age, affect the
most economically productive sector of the
population.

As rural migration to the towns continues
unabated, the urban transmission of schisto-
somiasis is no longer an exception in large cities
from Nouakchott (Mauritania) to Luanda (An-
gola) on the west coast of Africa, and in the
north-east of Brazil. Schistosomiasis is increas-
ingly reported in refugees in Ethiopia and So-
malia (transmission of Schistosoma mansoni
has now been confirmed in Somalia),
Cameroon, Chad, Malawi, Mozambique, and
Zimbabwe.

Drancunculiasis (guinea-worm disease)
has been a major health risk for millions of peo-
ple inAfrica and the Indian subcontinent. Effec-
tive national eradication programmes and the
International Drinking Water Supply and Sani-
tation Decade (1981-1990) have succeeded in
reducing the estimated annual global number of
cases from 10 million in 1985 to less than 3 mil-
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lion in 1991. While 100 million people remain
at risk ofinfection, the life cycle ofthe parasite
offers a unique possibility of eliminating the dis-
ease with simple technology. The human host
acquires the parasite by drinking contaminated
water, and eradication depends largely on the
provision of safe water: village pumps in en-
demic areas, filtering of surface water where
piped water is unavailable and destruction of the
cyclops, the intermediate host of the worm. The
goal of global eradication by 1995 set by WHO
Member States at the World HealthAssembly in
May 1991 is feasible if national commitment
and dedication to the prograrnme is maintained.

Malaria. The malaria situation worldwide is
not improving and in many places is deteriorat-
ing compared with 10 years ago. More than
2000 million people, almost half the world's
population, are exposed to varying degrees of
malaria risk in some 100 countries and areas. In
countries of Africa south of the Sahara about
100 million clinical cases of malaria occur
every year, with close to 1 million deaths. Dur-
ing the period under review, epidemics or seri-
ous outbreaks occurred in several normally
low-incidence highland areas of Africa, particu-
larly in Botswana, Burundi, Ethiopia, Madagas-
car, Rwanda, Swaziland, and Zambia. In other
parts of the world, while malaria remains under
control in most developed and stable areas, the
situation is dramatically deteriorating in all
frontier areas of economic development, such as
those with intensified exploitation of natural re-
sources (agriculture, mining, etc.), in jungle
areas or areas burdened with problems of civil
war and other conflicts, illegal trade, and mass
movements of refugees. OutsideAfrica, most of
the 5.2 million cases reported to WHO in 1989
originated in only 25 of the countries with en-
demic malaria. Half of all cases were recorded
in India and Brazil; a further quarter were from
Thailand, Sri Lanka, Afghanistan, Viet Nam,
China, and Myanmar (in decreasing order).

Tirberculosis. Tuberculosis is one of the
most widespread infections. Approximately

1700 million people, or one-third of the world's
population, are at risk of developing the disease.
Whereas in otherwise healthy people this risk is
fairly low it is markedly increased in certain
conditions such as malnutrition and especially
HIV infection. In 1990, there were 8 million
new cases, of which 7.6 million were in devel-
oping countries. Tuberculosis caused about 3
million deaths and therefore was the leading
cause of death attributable to a single infectious
pathogen. In the developing countries four-
fifths of both incidence and mortality were in
the economically most productive age-groups
(15-59 years), in which tuberculosis accounted
for over one-quarter of all avoidable deaths.

Since 1985 the incidence oftuberculosis has
started to increase in some developed countries
and in many sub-Saharan and Caribbean coun-
tries as a result ofthe association oftuberculosis
and HIV infection. HIV infection is by far the
highest risk factor for tuberculosis infection to
progress to disease: of those infected with both
tuberculosis and HIY at least one-third, and
probably an even higher proportion, will de-
velop tuberculous disease. By the end of 1990,
already more than 3 million people were dually
infected, of whom 2.4 million were in sub-
Saharan African countries.

In the developing countries most affected by
HIV infection, the tuberculosis problem is as-
suming dramatic dimensions: in certain areas
the numbers of diagnosed cases have doubled
over the past five years, causing increased
demands for diagnostic services, drugs, and
hospital beds, which can barely be met by the
existing health care systems. Since the HIV epi-
demic is still in its ascending phase and tubercu-
losis normally does not develop until several
years after HIV infection, and since the increase
in incidence will entail an increase in transmis-
sion of tuberculosis, the situation will worsen
tremendously unless drastic control measures
are taken forthwith. Asian countries should be
on the alert; in many of these countries tubercu-
losis infection is even more common than in

112



PATTERNS AND TRENDS IN HEALTH STATUS

Africa, and HIV infection is making dramatic
inroads.

Mosquito-borne viral diseases. Dengue
and dengue haemorrhagic fever continue to
spread and now occur in most of the tropical
world - in 1988 they were reported in five conti-
nents. Between 30 and 60 million infections oc-
cur annually, and the condition is a leading
cause of death in under-fives in some eastAsian
countries.

Japanese encephalitis is endemic in Asia
from India all the way to Japan. About 40 000
cases occur each year. It is associated with a
high case-fatality rate: l040Vo die and among
survivors l$-3OVo have severe neurological
sequelae. A higNy effective but expensive vac-
cine has been added to the routine childhood
immunization prograrnme in some affected ar-
eas.

Yellow fever has been extraordinarily active
during the period beginning in 1986, with thou-
sands of cases and deaths reported, mostly in
Africa (mainly Nigeria). The Americas also ex-
perienced an exceptionally high number of case
reports in this period: 629 cases and 540 deaths.
Surveys have shown that reported cases repre-
sent only a fraction of the ffue numbers. A cheap
and highly effective vaccine has been added to
the routine childhood immunization prografirme
in several endemic African countries.

T?ypanosomiasis. Ninety-five million indi-
viduals, one-fifth of the LatinAmerican popula-
tion, are at risk of contracting infection by the
parasite Trypanosoma cruzi. Sixteen to 18 mil-
lion people are actually infected and can de-
velop either of the main chronic clinical forms
in the next 10 years: the cardiac form, 5 million
cases, and the digestive form 1.5 million cases.
Between 27o (Sao Paulo, Brazil) and 637o
(Santa Cruz, Bolivia) of blood donations in
blood banks of cities in the endemic countries
are positive for T. cruzi infection.

Fifty million people live in the tsetse fly belt
of tropical Africa and are at risk of African
trypanosomiasis, but only lOVo of these are un-

der regular surveillance or have access to diag-
nostic facilities, so the 25 000 cases reported
annually are a serious underestimate. The mor-
tality rate is 1007o if not treated.

Leishmaniasis. This parasitic disease
spread by minute biting flies is far more abun-
dant and of greater public health importance
than was previously recognized. It is found in 80
countries in four continents, its overall preva-
lence is 12 million cases, and 390 million peo-
ple are at risk. Worldwide there is an increasing
number of cases and a more widespread geo-
graphical distribution, the disease being re-
ported from previously non-endemic areas.
Economic and demographic circumstances that
contribute to increased prevalence include: new
agro-industrial projects, large-scale migration
of populations, unplanned urbanization, and
man-made environmental changes.

Hepatitis. More than 2000 million persons,
or 2 out ofevery 5 people on earth, are infected
with the hepatitis B virus. About 300 million
of them are chronically infected carriers,
one-quarter of whom are at high risk of serious
illness and eventual death from cirrhosis ofthe
liver and primary liver cancer. It is estimated
that more than one million deaths per year occur
from the sequelae of these infections. Virnlally
all are preventable, since safe and effective
vaccines have been available since 1982, and
have been used in more than 70 million indi-
viduals. More than 72 countries have included
the vaccine in their regular health services or are
planning to do so in the near future. In22 cotn-
tries, primarily in the westem Pacific and east-
ern Mediterranean. the vaccine is either rou-
tinely offered to all infants as part of the services
of the Expanded Programme on Immunization
orwill be included in this programme in the very
near future.

Rabies. Canine rabies continues to exist in
87 countries or territories of the world and ac-
counts for 997o of all human rabies cases. The
human death toll in developing countries is
30 000 cases in Asia. 5000 in Africa and 300 in
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Latin America. Globally each year 5.6 million
people require rabies treatment because of ani-
mal bites.

Leprosy. In 1990 the total number of regis-
tered cases in the world was 3.7 million, giving a
global prevalence rate of7 .l panents per 10 000
population. The total number of newly detected
cases was 576 361, with a global detection rate
of 1.1 cases per 10 000 population. South-east
Asia has the greatest leprosy problem, with al-
most three-quarters of the total cases in the
world; the regional prevalence and detection
rates of20.5 and 3.7 patients per 10 000 popula-
tion, respectively, are also the highest when
compared with other regions. The magnitude of
the problem in Africa and the Americas is much
less, while Europe, the Middle East, China and
east Asia together have less than IOVa of the total
registered cases.

The WHO strategy for leprosy control is
based on the implementation of multidrug
therapy regimens. This strategy has been adopted
by all endemic countries during the past five
years, and the resulting progress in the control of
leprosy has been remarkable. For the first time,
there has been a reduction in the number of regis-
tered cases from 5.4 million in 1985 to 3.7 mil-
lion in I 990, representing a decrease of 3l .5Vo.

Endemic treponematoses. Globally, there
are more thut 2.5 million cases of yaws, en-
demic syphilis and pinta, three-quarters of them
children; more than 100 million children are at
risk of these disabling and disfiguring infec-
tions. The situation is particularly alarming in
west and central Africa where 1.2 million chil-
dren are infected with endemic treponemal dis-
eases. Drastic increases of nonvenereal endemic
syphilis are reported from the Sahel countries,
with 15407o of children showing serological
evidence ofpast or present infection and2-2A7o
suffering from infectious lesions. Reports of
disease outbreaks continue to come from the
Thai/Malaysian border area.

HIV infection and AIDS. HIV infection
and AIDS are pandemic worldwide. However,

they have not affected the world's population
uniformly (Fig. 5.7). Extensive spread appears,
in retrospect, to have commenced in the late
1970s or early 1980s primarily in populations
of: (1) homosexual or bisexual men and inject-
ing drug users in certain urban areas of the
Americas, Australasia, and western Europe; and
(2) men and women with multiple sexual part-
ners in pafts of the Caribbean and eastern and
central Africa.

Two HIV viruses arc rccognized, HIV-I and
HIV-2. Worldwide, the predominant virus is
HIV-1. Extensive spread of HIV-2 occurred
through the 1980s, principally in west Africa.
The modes of transmission of HIV-I and HIV-2
are similar, and AIDS cases resulting from
HIV-I or HIV-2 infections appear to be clini-
cally indistinguishable. In this chapter, the ab-
breviation HIV is used to refer to HIV-I.

Studies to date indicate that about 50Vo of
adults infected with HIV will develop AIDS
within 10 years of infection. Few data are avail-
able beyond 10 years, but it is expected that the
vast majority of HlV-infected persons will
develop AIDS eventually. No major differences
have so far been found in the rate of progression
from HIV to AIDS by geographical area, sex,
or race. In infants born infected with HIV, the
progression to AIDS is more rapid than in
adults.

Virtually all persons diagnosed as having
AIDS die within a few years. Survival after di-
agnosis has been increasing in developed coun-
tries from an average ofless than I year to about
l-2 yens. However, survival time for AIDS
cases in developing countries remains short - an
estimated 6 months or less. Longer survival ap-
pears to be directly related to the routine use of
antiviral drugs, the use of prophylactic drugs for
some opportunistic infections (e.g., pneumonia
due to Pneumocystis), and to a better overall
quality of health care.

By late 1991, more than 400 000 AIDS cases
had been reported to WHO, but when under-
diagnosis, underreporting, and delays in report-
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ing are taken into account, more than one mil-
lion AIDS cases may have occurred in adults
worldwide to date. In addition, by mid-1991
more than 500 000 paediatric AIDS cases result-
ing from perinatal transmission may have oc-
curred, with more ihan 9O7o of this total in
sub-SaharanAfrica. Thus, the cumulative global
total ofAIDS cases by early 1991 stands at more
than 1.5 million.

As of mid-1991, at least 8-10 million HIV
infections have occurred in adults since the be-
ginning of the pandemic, and about one million
children have been born infected with HIV. For
the year 2000, WHO projects cumulative totals
of 40 million HIV infections, including over 10
million children, and close to 10 million adult
AIDS cases.

AIDS has become increasingly a problem of
the developing countries, which accounted for
half the global total of HIV infections in 1985
and two-thirds in 1990, with the infection trans-
mitted increasingly through heterosexual inter-
course (507o of HIV infections in 1985, 6OVo in
1990,15-807o by the year 2000) (5).

Noncommunicable diseases
Noncommunicable diseases, e.9., cardiovascu-
lar and chronic respirafory diseases, diabetes,
and cancer, are a real epidemic today in the de-
veloped countries, being responsible for
three-quarters of all deaths, and are an emerging
epidemic in the developing world. While some
developing countries remain burdened prima-
rily with the problems of hunger and malnutri-
tion and communicable diseases, in other coun-
tries in that group there have been increases in
the occurrence of chronic diseases.

Mortality data from Chile and Finland illus-
trate this trend. In Finland, the proportion of
deaths from noncommunicable diseases was
7O7o in 1954 and rose slowly to 79.5Vo in 1986,
reflecting its economic development and age
structure. As predicted by the demographic
changes associated with its development, Chile
displayed a more pronounced trend: orly 4OVo

of deaths from noncommunicable diseases in
1954, with a rapid increase to 68Vo in 1988. Six-
teen countries in east and south-east Asia are
already reporting more deaths from
noncommunicable diseases than from commu-
nicable diseases, and there are similar trends in
other developing regions.

The major noncommunicable diseases are
discussed below, in the approximate order of the
amount of ill health they cause.

Cardiovascular diseases. Hypertension is
the commonest cardiovascular disorder: glo-
bally 8-I8Vo of adults (300-640 million) have
blood pressures of 160/95 mm Hg and above.
Cardiovascular diseases cause one-quafier
(12 million) of the deaths in the world.In devel-
oped countries they are responsible for up to
half of all deaths, and in many developing coun-
tries they are aleadingcause of death. Coronary
heart disease has already reached significant di-
mensions in many developing countries, and
there is a need for action to inhibit the spread of
associated risk factors (tobacco smoking, hyper-
tension, high serum cholesterol, high alcohol in-
take, excess weight, and inactivity) in the com-
munity.

Rheumatic fever and rheumatic heart dis-
ease, though preventable, still affect large num-
bers of young people in underprivileged com-
munities. In developing countries, these dis-
eases account for more than three out ofeach ten
cardiac cases admitted to hospital.

Over the past two decades, significant de-
clines in cardiovascular disease mortality have
been registered in a number of developed coun-
tries and these declines have continued in the
1980s. Effective health promotion campaigns
targeted at reducing the prevalence ofthe princi-
pal risk factors for these diseases have been an
important factor in bringing about these de-
clines.

Chronic respiratory diseases. In the
United Kingdom respiratory diseases account
for one-quarter of general practitioner consulta-
tions. The most prevalent of them, chronic

1 1 5



IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2OOO

Fig.5.7
Estimated globaldistribution of adult HIV infections - 1991

bronchitis, afflicts 8-177o of the adult popula-
tion. These figures are typical for Europe. Data
collected in fourAfrican countries among adults
aged 20 and over show that l0-207o of them
have symptoms of chronic bronchitis. Similar
figures were obtained in India and Nepal. The
prevalence thus appears to be 300-600 million
cases globally. Deaths from chronic obstructive
lung disease (basically chronic bronchitis and
emphysema) are 385 000 in developed and 2.3
million in developing countries, total 2.7 mil-
lion deaths worldwide per year. Indoor air pollu-
tion is a major cause of these diseases in coun-
tries such as China, where brown coal is still
widely used for domestic heating and cooking.
On the other hand, in countries such as the
United States and the United Kingdom, where
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The estimated cumulative global total of H|V-infected adults in 1991 is about 9 million, which means that, for the
world population, 1 in every 250 adults is infected with HlV. Infection rates vary widely in different regions of the
world. The highest rates are in sub-Saharan Africa, where 1 in 40 men and 1 in 40 women are estimated to be
infected, with an estimated cumulative total of close to 6 million.

cigarette smoking has been prevalent for many
years, more thanTOTo of these deaths are attrib-
utable to smoking (6).

Recently there has been increasing concern
in the developed countries with mortality from
asthma. The disease has been investigated as an
avoidable cause of death in the European Com-
munity and is now used as an indicator of air
pollution in the United States.

Diabetes mellitus. This condition is being
recognized as an increasingly important prob-
lem to the public health of developing and de-
veloped countries alike. Unless effective mea-
sures are taken the situation will worsen steadily
as urbanization and population aging continues,
since older people are more susceptible to one
form of the disease.

ONE INFECTION
PER NUMBER OFn+

1 1 6



PATTERNS AND TRENDS IN HEALTH STATUS

It is predicted that one in every five North
Americans will develop diabetes by the age of
70 years, and in 1987 the costs relating to diabe-
tes in the United States were US$ 20 billion. In
Europe the prevalence is 2-5Vo in the adult po-
pulation. Immigrant Indian populations in Fiji,
Mauritius, and South Africa all have a preva-
lence of diabetes of over lOVo, rising to approxi-
mately 25Vo by the age of 60 years. There are at
least 60 million adult diabetics in the world.

As the epidemic of diabetes develops, the
greatest impact is likely to occur in developing
countries, both because of the greater genetic
susceptibility of their populations to the disease
and because of lack of health care facilities to
avert its complications. Diabetes is strongly
linked with the adoption of a Western lifestyle.
As with the other major noncommunicable dis-
eases, the factors most likely to be responsible
include obesity, lack of physical exercise, and
inappropriate diet. Therefore, diabetes is also
potentially preventable.

Cancer. Every year about 7 million new
cases occur, half of them in developing coun-
tries. Prevalence data indicate that there are cur-
rently about 14 million patients with cancer, and
about 5 million die of it yearly. In developed
countries, two-thirds of male and607o of female
cancer patients will die of their disease; in de-
veloping countries, the figures are much higher.
Cancer incidence is expected to rise in nearly all
parts of the world. The major reasons are a gen-
eral increase in tobacco use and the progress
made against other major health problems, par-
ticularly the infectious diseases, which means
that people are surviving longer and are hence at
greater risk of developing cancer.

Around 7O7o of cancers are attributable to
life style and the environment, and at least
one-third ought to be preventable if we act on
existing knowledge. The genes responsible for a
disposition towards developing stomach and co-
lon cancerhave now been identified, opening up
the possibility of prevention and eventual ge-
netic treatment.

Much of the rise in cancer can be directly
attributed to the massive increase in cigarette
smoking which has taken place over the past
two or three decades. As a result, lung cancer
incidence is increasing in many parts of the
world and globally has become the most fre-
quent site of cancer. In some countries, such as
the United Kingdom and Finland, successful
public health campaigns have led to a marked
reduction in smoking prevalence in males at
least, with a consequent decline in lung cancer
mortality.

Mental and neurological disorders
In the world today there are at least 300 million
people suffering from a mental or neurological
disorder or impairment that mars their lives and
presents a heavy burden for their families and
communities.

Societies in almost all parts of the world are
characterized by the increasing rapidity of social
change, owing in part to fast technological de-
velopment. This has numerous consequences
for mental health and development. For exam-
ple, occupational or technical skills, highly val-
ued for generations, lose their societal sig-
nificance, and formerly respected groups find
themselves unemployed, underemployed or in a
situation where they are no longer considered to
be making a contribution to the society in which
they live. Numerous demographic factors also
contribute to change or are a result of it; the size
of the aging population, for example, increases
because of increasing life expectancy, the pro-
portion of women employed outside the home
increases, and the number of people living in
urban areas grows inexorably. High divorce
rates and the exffaordinarily high number of
broken or incomplete families in many coun-
tries increase the number of individuals vulner-
able to mental, behavioural and psychosocial
disorder or environmental maladaptation, and
decrease the family's capacity to help a mentally
disabled member. The breakdown of the ex-
tended family in many developing countries,
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very often directly linked to economic develop-
ment, leaves people less well able to cope with
new situations or problems.

In terms of amount of suffering, epilepsy af-
fects around 8 million people in developed
countries and over 35 million in the rest of the
world.

The world population of the mentally re-
tarded numbers between 90 and 130 million.
Schizophrenia and other psychoses affect 55
million and some 120 million suffer from affec-
tive disorders. The senile dementias affect5-8%o
of the population aged over 65, or around 30
million old people. Worldwide, l5-35Vo of all
first-level care consultations are mainly for psy-
chological disorders.

lnjuries
This category includes injuries caused by all
types of accidents and disasters - burns, drown-
ing, poisoning, and violence. Their causes in-
clude unsafe working conditions, inadequate
housing, poor road engineering, the widespread
use of agricultural and other chemicals without
proper precautions, smoking (fires), social
breakdown, and military conflicts.

Injuries remain a persistent if not increasing
cause of death and disability, particularly in the
young, in the majority of countries, both devel-
oped and developing. Available figures for mor-
tality from non-intentional injury clearly show
that it occupies the first place for childhood (5
years and over), adolescent, and young adult
mortality, and when intentional types of injury
(homicide) are included they can represent the
first cause of mortality for those age-groups
combined (Thailand, some Latin American
countries).

Other parameters, which have not changed
during the period considered, are the high rate
for loss of working years of life, and for disabili-
ties caused by brain trauma, and the high eco-
nomic cost (about US$ 100 billion in the United
States per year). For other information on dis-
abilitv. see the next section.

Top of the list of types of accident are traffic
accidents. Ironically, the use of seat belts has
reduced deaths but increased the amount of dis-
ability from such accidents since survivors may
be grossly crippled or disfigured. There are also,
on average, 90 000 occupational injuries with
400 deaths every day, totalling 32.7 million oc-
cupational injuries and 146 000 deaths per year,
which leave behind a large residue of people
with more or less permanent disabilities. Agro-
chemicals cause about 4 million poisonings
annually, mostly among poorly protected la-
bourers in the developing world.

More accidents occur at home than at work,
probably because most of the world's population
spends more hours at home than at work. Males
are the more vulnerable group for accidents, and
the underprivileged are more vulnerable than
other socioeconomic groups. The health and
economic consequences of falls among the el-
derly are becoming a matter of concern.

Disability
Not everyone who falls ill or has an accident
will be cured, and those who die as a result
rarely do so promptly. Progress in methods of
care is postponing death in an increasing
number of cases. This leads to an increasing
number of survivors with some degree of
long-term impairment of organs or physical dis-
ability, or both, which may prevent them from
coping with the demands made by the social or
physical environment. Some causes of disability
and handicap are increasing in importance, such
as the chronic diseases of the lungs induced by
smoking or the apocalyptic toll of traffic acci-
dents throughout the world. Increases in longev-
ity lead to an increase in the prevalence of
persons with disabilities of varying severity.
The proportion of the elderly population in de-
veloping countries will increase, and they will
add to the existing numbers of those disabled
eadier in life by the consequences of malnutri-
tion and diseases such as poliomyelitis and mea-
sles.
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Information on the extent of disability
worldwide is beginning to be collected in a
standardized manner based on the categories in
WHO's international classification of impair-
ments, disabilities, and handicaps (7). Estimates
of the percentage of persons with disabilities
vary depending on the types of questions used.
Surveys using standardized screening methods
show that tp to 5Vo of the population may
present disabilities; this percentage is higher
where other screening methods have been used
(mainly Europe and North America). But the
relatively high levels found in developed coun-
tries are not solely due to a difference in meth-
ods; those countries contain a higher proportion
of older people than the others.

Available data generally concentrate on
prevalence rather than incidence of disability,
and it is not easy to derive information on
trends. Rates from diverse national collection
sources are not fully comparable at present.
However, the relationships found between dis-
ability and other demographic or socioeconomic
variables are fairly consistent - for instance, it is
generally the case that disabilities are more
prevalent among the poor.

There are 31 million blind people in the
world, more than 9O7o of them in developing
countries. This proportion is tending to increase,
as the least developed countries are particularly
exposed to public health problems of blinding
diseases related to low standards of living, lack
of education, and insufficient eye health care
services. The main global causes of blindness
and their relative importance are well known:
cataract around 507o, communicable eye dis-
eases 25Vo, onchocerciasis and vitamin A defi-
ciency 107o, glaucoma 107o, and other causes
(diabetes, trauma etc.) 5Vo.

The global trend is that cataract is increasing
in importance because of its relationship to ag-
ing and the growing proportion of elderly peo-
ple in many populations. Trachoma and other
communicable eye diseases are gradually being
brought under conffol in many countries but re-

main a serious problem in less developed rural
areas and urban slums. Onchocerciasis and vita-
min A deficiency (xerophthalmia) are focal dis-
eases in certain areas.

The prevention and control of blindness are
related to the coverage provided by health ser-
vices (ivermectin, vitamin A supplementation,
and nutrition education). Glaucoma and diabe-
tes are increasingly important causes of visual
loss in developing countries. The priority geo-
graphical areas for action to prevent blindness in
1990 stand out quite clearly as Africa and Asia.
Technically the enormous challenge is to pro-
vide cataract surgery to the approximately 13
million people who need such an operation to-
day.

Oral health
Dental decay is one of the commonest health
problems in the westem world. The mean
number of decayed, missing, and filled teeth at
12 years is perhaps the most informative and
widely available indicator of achievement. The
global goal is a score of no more than 3 at 12
years of age. Since 1980, improvements in oral
health have been registered in a much higher
proportion of developed than developing coun-
tries; indeed, more of the developing and least
developed countries showed a deterioration
rather than an improvement.

In the past six years, developing countries
have started to recognize the high percentage of
the population that has no access to basic or
emergency oral health care. There is also a
greater awareness that relying on dentists and
the use of expensive, sophisticated equipment
cannot promote oral health in all areas or ensure
equity of essential care. At least 20 developing
countries have now started pilot oral health
projects in a district or province, with the aim of
identifying affordable and sustainable activities
to extend care to rural and disadvantaged urban
communities.

In the developed countries, dramatic de-
creases in common oral diseases have contin-
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ued. Self-care and self-assessment campaigns
for the public, developed through collaboration
with the profession and industry have been ma-
jor forces in maintaining and extending this im-
provement. A major breakthrough has been the
realization that effective retraining and continu-
ing education programmes are essential to en-
sure the continuing competence of oral health
care professionals.

Suicide
Disturbingly, there have been significant in-
creases in suicides in a number of countries. In
many countries the suicide rate has risen dra-
matically since the 1950s, even doubling or tri-
pling in some instances. A large proportion of
people committing suicide are found to have
high blood levels of alcohol. Much of the in-
crease in suicides has taken place among adoles-
cents and young adults, in whom suicide ranks
as a major cause of death (2).

Lifestyle factors affecting health
and survival

lntroduction
The health of populations is determined by a
variety of factors linked to socioeconomic de-
velopment. In the broadest sense, these factors
may be thought of as falling into the following
categories: the availability and efficacy of
health care, biological factors, the impact of the
environment, and personal behaviour and life-
style. Many aspects of these are discussed else-
where in this report. This section will therefore
concentrate on the lifestyle issues of food and
nutrition, tobacco. and the use of alcohol and
drugs.

Food, nutrit ion, and disease
Foodborne diseases, transmitted through con-
sumption of contaminated food and drink, are an
increasing health problem all over the world,

and in a large majority of cases they are caused
by microbes. In developing countries these are
responsible for a wide range of diseases (e.g.,
cholera, salmonellosis, shigellosis, typhoid and
paratyphoid fevers, brucellosis, poliomyelitis,
and amoebiasis). Dianhoeal diseases, especially
infant diarrhoea, are the dominant problem and
indeed one of massive proportions. Formerly, it
was thought that contaminated water supplies
were the main source of pathogens causing diar-
rhoea, but now it is believed that up to'l|Vo of
diarhoeal episodes may be due to foodborne
agents.

In developed counffies, with improvements
in standards of personal hygiene, development
of basic sanitation, food control infrastructure,
and the application oftechnologies such as pas-
teurization, many foodborne diseases have been
either eliminated or considerably reduced. Nev-
ertheless, some other foodborne diseases such
as non-typhoid salmonellosis and campylo-
bacteriosis have increased to such an extent that
they have become a serious public health prob-
lem. In addition, many of the developed coun-
tries are experiencing the emergence of rela-
tively new problems such as listeriosis which
affect predominantly the elderly, immuno-
compromised patients, pregnant women, and
neonates.

Besides health problems, food contamina-
tion has serious social and economic conse-
quences, especially in countries with limited re-
sources. The economic losses due to foodborne
diseases alone can be enormous. These include
loss ofincome, reduced productivity, and higher
medical care costs. The cholera epidemic in
Peru in 1991 is an example of the impact that
food contamination may have on the economy
of a country. On the one hand, the country had to
sustain the enormous costs inflicted by the
medical care of thousands of people affected by
the epidemic and, on the other hand, it had to
face a substantial decrease in its food exports, as
many countries decided to stop or restrict food
imports because of presumed food contamina-
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tion. In addition, the outbreak has also affected
the tourist industry, which is a significant source
of foreign earnings.

Nutritional status varies markedly within
populations, with very significant consequences
for health status. Studies throughout the devel-
oping world have consistently found that wom-
en's calorie intake, and in particular that ofpreg-
nant and lactating women, is often well below
the minimum daily requirements. As a conse-
quence, poor maternal nutrition in developing
countries is a major factor contributing to low
birthweight, which in tum exerts a significant
influence on child survival (see Fig. 5.8).

According to a recent assessment of chil-
dren's nutritional levels:

. more than one-third of children under five
(150 million) in the developing world, ex-
cluding China, are underweight;

. about 163 million children are stunted (be-
low height-for-age) and 35 million are
wasted (below weight-for-age);

. more than one in six malnourished chil-
dren, about 23 million, are severely mal-
nourished (8).

Millions of children suffer from cretinism
and other permanent brain damage because their
diets and those of their parents are deficient in
iodine, or they go blind and even die from lack
of vitamin A.

Asia, where nearly one child in two is mal-
nourished, is the most affected region. At least
two-thirds of the malnourished children in the
world are in Asia, whatever indicator one uses,
and almost half of the world's malnourished
children live in the eight nations of south Asia.
Latin America is the least affected developing
region. The prevalence of malnutrition in rural
areas is consistently one-and-a-half times
greater than that in urban areas.

Enough is now known aboutproper nutrition
to be able to correct the deficiencies that are not
due to the sheer lack of enough to eat, and to
prevent the development of disorders due to
feasting not wisely but too well. In Nepal, a

child survival project has taught village moth-
ers, by means of pictures, what foods to give
their children to avoid vitamin A deficiency and
nutritional blindness. The results have been
striking: after only two years, a greater reduc-
tion in corneal eye signs was found in those vil-
lages than in others that had received megadose
vitamin A capsules but no health education. If
such an outcome can be achieved by illiterate
mothers in one of the least developed countries
in the world, how much more, in other areas of
nutrition. should be achievable in nations with
higher levels of education?

Other encouraging signs are that people in
affluent societies are taking more care about
what they eat and taking exercise when needed.
People with hypertension are controlling their
condition by watching their diet, so that they do
not progress to heart disease and related prob-
lems. Governments, often prodded by consumer
associations, are insisting on clear, detailed la-
belling of the nutritional content of packaged
foods and drinks, and banning the use ofpoten-
tially harmful pesticides, preservatives, and col-
orants in them. Best of all, on the basis of the
latest knowledge of human dietary require-
ments, more and more countries are adopting
national nutrition policies for their people (9).

Tobacco
Currently, tobacco use accounts for 3 million
deaths per year, with slightly more than half of
these occurring in the developed world where
the cumulative exposure (primarily smoking)
has been much higher than in the developing
world. Over the past decade or so, there have
been very significant changes in consumption
patterns: cigarette consumption and smoking
prevalence have been stagnating or even falling
in several developed countries, most notably the
United States, Australia, and some west Euro-
pean countries but rising in many developing
countries and in eastern Europe, where the situ-
ation is quite alarming, especially among men.
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In China, for example, which alone accounts for
almost one-third of the entire population of the
developing world, the consumption of cigarettes
increased from 500 billion in 1978 to 1400 bil-
lion in 1987: this represents one-quarter of the
world's total cigarette consumption. About 6 out
of 10 Chinese men smoke, and other surveys
conducted during the 1980s indicate that in al-
most 6O7o of developing countries surveyed
over half of the men smoke, compared with this
number in fewer than 3O7o of developed coun-
tries.

In many developed countries, during a pe-
riod when smoking by men has been falling
from its former very high levels, cigarette smok-
ing by women has increased. This appears to be
associated with female emancipation and the

Global indicator 8
The percentage of newborns weighing at least

2500 grams at birth, and the percentage of
children whose weight-for-age and/or weight-

for-height are acceptable.

Fig.5.8
Bifthweight: percentage of newborns weighing
at least 2500 grams (global indicator 8.1), 1985
and 1991

greater involvement of women in gainful em-
ployment. Adolescent girls in these countries
are increasingly taking up the habit, and a situa-
tion is fast approaching when female smokers
will predominate. Another characteristic in de-
veloped countries is a higher smoking preva-
lence at lower socioeconomic levels, among
blue-collar workers, disadvantaged groups, and
ethnic minorities.

Tobacco chewing, which is as dangerous as
smoking in terms of nicotine addiction, is a ma-
jor cause of oral cancer and a serious health
problem in the countries of the Indian subconti-
nent. It is nowadays less frequently encountered
in most developed countries, but attempts to re-
introduce it in the form of moist snuff, and
thereby instil the habit for further exploitation,
particularly among young people, are being
made in many countries. On a more positive
note, the last few years have been characterized
by increasing legislation ensuring the right to a
smoke-free environment and limiting the pro-
motion of tobacco products.

Alcohol and drug abuse
While rates of alcohol consumption and
alcohol-related problems are beginning to level
off in some developed countries of Europe, the
production and consumption of alcohol is in-
creasing in a number of developing countries,
particularly in Africa, the Americas, and the
western Pacific. Major alcohol-related causes of
death include stroke, motor vehicle accidents,
liver cirrhosis, suicide, alcohol dependence syn-
drome, and cancers of the mouth, pharynx,
oesophagus, breast, and colon.

It is difficult to quantify the contribution of
excess alcohol consumption to mortality with-
out detailed epidemiological studies. In coun-
tries where these have been carried out, typi-
cally about one-quarter of suicides and3V35Vo
of road traffic fatalities were attributed to alco-
hol abuse. In a number of developed countries,
an integrated approach to the reduction of

1985 1991 1985 1991 1985 1991
Least All Eastern

developed developing Europe
countries countries

1 985 1 991
Developed

market
economies
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alcohol-related problems has been followed
with considerable success. In particular, since
the early 1970s in a number of developed coun-
tries, there has been a dramatic decline in the
incidence of fatal traffic accidents involving
drivers who had consumed alcohol, which in
turn has been a principal factor in the overall re-
duction in motor vehicle accident deaths during
the past decade or so (10). The production and
consumption of alcohol have continued to in-
crease in many developing countries, in some
cases considerably.

In a number of developed countries, an inte-
grated approach to the reduction of alcohol
problems has started to have an effect. For ex-
ample, in Ontario, Canada, the percentage of
students who drink alcohol dropped from75.3%o
in 1981 to 68.17o in 1987. Traffic accidents in-
volving alcohol-consuming drivers were re-
duced from about 600 per 100 000 licensed driv-
ers in 1981 to about 300 in 1986.

Drug-related problems are being increas-
ingly reported by national authorities in both
developing and developed countries. The abuse
of licit drugs is also becoming more common
and is now a public health concern in many of
the least developed parts of the world, where
parallel markets are emerging for the sale of
drugs without prescription.

The abuse of injectable drugs such as heroin,
cocaine, and amphetamines multiplies health
risks, including overdose deaths and the spread
of HIV infection. These serious consequences
ofdrug abuse are reported even in countries that
were previously unaffected by the problem.
Less well recognized but equally significant
health problems associated with substance
abuse include hepatitis, tuberculosis, cardiovas-
cular diseases, neuropsychiatric disorderso acci-
dents, injurieso violence, suicide, sexually trans-
mitted diseases, and fetal distress and growth
problems among children born to drug-abusing
mothers. In addition to its direct impact on indi-
vidual and family health, substance abuse has a
major impact on work productivity, family

economy, and community organization. The
overall costs to society thus go well beyond the
immediate health implications.

Globally, there are no estimates of mortality
or morbidity due to alcohol and drug abuse but,
in the mainly developed countries where such
evaluations have been carried out, up to 5Vo of
total mortality has been attributed to alcohol
abuse with a further 0.5-l.O7o of deaths, mostly
of younger adults, due to illicit drug use (10).

Summary of trends in health status
The epidemiological transition has continued in
developing countries, with cardiovascular dis-
ease and cancer rising as a proportion of all
deaths even where there has been a decrease in
infectious and parasitic diseases.

Tropical diseases seem to have gone on a
rampage, with cholera spreading to the Ameri-
cas for the first time this century, yellow fever
and dengue epidemics affecting even greater
numbers, the malaria situation deteriorating,
schistosomiasis establishing itself in new areas,
and leishmaniasis and nonvenereal endemic
syphilis increasing. The AIDS pandemic is
spreading globally, as also are genital herpes
and sexually transmitted chlamydial disease.
Pulmonary tuberculosis is on the increase,
partly stimulated by HIV co-infection. Pneumo-
nia and hepatitis B remain serious threats. The
whole category of chronic noncommunicable
disease is increasing, especially in the develop-
ing world, where the number of cancer cases has
overtaken that in the developed countries. Lung
cancer has overtaken breast cancer as the lead-
ing cancer in females in some developed coun-
tries owing to the spread of the smoking epi-
demic among women.

Diabetes is increasing everywhere, blind-
ness (especially cataract) is more common,
alcohol-related diseases are up (especially in
developing countries), as are mental problems
and suicide (particularly in the developed coun-
tries).
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On the other hand some vaccine-preventable
diseases of childhood - measles, acute paralytic
poliomyelitis, pertussis, and neonatal tetanus -

are going down owing to a rapid increase in cov-
erage by immunization prograrnmes. Cardio-
vascular diseases in developed countries (except
eastern Europe) are on the wane owing to the
spread of health education, and lung cancer has
peaked in males in some developed countries
since they began to give up smoking.

In spite of the increase in many diseases and
health problems, the overall death rate and the
infant and child mortality rates have continued
to decrease globally, with a few exceptions in
war-torn least developed countries, and life ex-
pectancy has continued to increase, except in
males in some east European countries. This
overall progress largely reflects the major gains
made against the vaccine-preventable diseases
of early childhood and the deferment of death
from some of the major chronic diseases to pro-
gressively older ages.
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CHAPTER 6

Health and environment

Introduction
ft afe water and basic sanitation have been

\ recognized for centuries as major determi-
)r-Jnants of health. However, only in 1980
was the first major global initiative taken in the
form of the Intemational DrinkingWater Supply
and Sanitation Decade that mobilized interna-
tional support and resources to support coun-
tries in achieving universal access to safe water
and basic sanitation. There has also been an in-
creasing recognition that the maintenance of life
on this planet rests on a delicate balance of
forces, which is now threatened by the growth of
the human population and its increasing exploi-
tation of limited natural resources, leading to
pollution of air, water and land. Concern about
deforestation, desertification, depletion of the
ozone layer, and climatic change has drawn at-
tention to the health implications of environ-
mental problems of a global nature (/). In addi-
tion to this broad range of issues are the con-
cerns related to the health impacts of rapid ur-
banization.

Access to water supply and
sanitation
The health burden of unsafe and insufficient
quantities of water and inadequate sanitation fa-
cilities continues to be borne in terms of high
rates of water-related diseases, especially
diarrhoeal diseases, schistosomiasis, dracun-
culiasis, and trachoma. It is often overlooked
that the fetching and carrying of water - whether

from the village stand-pipe or well or from a
source much further away - can consume up to
25Vo of dayttme human energy. The responsibil-
ity is usually borne by women and young chil-
dren. who are often the least nourished and the
least healthy members of the family. Moreover,
the time required for such tasks often takes sev-
eral hours - perhaps even a major portion of the
day in areas where water is scarce - and may
result in poor school attendance.

Hidden in the global figures are huge varia-
tions, which mean that, even where coverage
has improved significanfly, many inhabitants
still lack water and sanitation facilities. They
frequently have to buy water from private ven-
dors, paying the full market price for water that
is often unsafe. Often, the price of water sold by
these private vendors is 10 or 20 times the rate
paid by residents with a piped water supply.
Unaccounted-for water losses, resulting from
leakages in taps and mains and from illegal con-
nections, represent more than 5OVo of the water
produced by some cities in developing coun-
tries.

The year 1990 marked the conclusion of the
highly publicized International Drinking Water
Supply and Sanitation Decade (1981-1990).
The period 1985-1990 marked however a slow
but progressive reduction in the inequities in
water supply and sanitation services existing
within regions and countries and between urban
and rural populations. By 1990, safe water sup-
plies had been extended to 817o of urban dwell-
ers and 58Vo of rural inhabitants (Fi9.6.1).
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HEALTH AND ENVIRONMENT

Similarly, the 1990 figures for adequate sanita-
tion show a coverage rate of7l7o in urban areas
and 48Vo in rural areas. These figures reflect that
the emphasis during the Decade was more on
the extension of rural water supplies than on ur-
ban water supplies, and more on extending
water supplies than on adequate sanitation,
whether in rural or in urban areas. Despite these
increases in the percentage of people supplied
with safe water and adequate sanitation, grow-
ing numbers of people still remain without ac-
cess to these basic services because of popula-
tion increase. In terms of total expenditures for
water supply and sanitation, great inequities
continue to exist between urban and rural areas.
It has been estimated that approximately SOVo of
all water supply and sanitation investments are
devoted to high-cost urban services and only
2OVo to low-cost rural facilities.

There are many factors that contribute to the
lack ofprogress in countries and to the deterio-
ration of existing water and sanitation facilities.
For example, there has been prolonged drought
in the Sahelian regions of Africa, while floods
and earthquakes have struck Asia. Civil and
military strife, poor organizational and manage-
ment structures, and weak or nonexistent legal
frameworks all contribute to this grim scenario.
When aid is tied to specific makes and brands of
equipment and when insufficient funds are
available, the nature of system developed is af-
fected, as well as the ability to maintain it.
Systems are often poorly operated and main-
tained, and this is aggravated by the lack of
spare parts, the lack of trained and motivated
staff, and the lack of consumer involvement.
Weak political commitment at the highest level
can be a major additional impediment to making
water and sanitation services available. In addi-
tion, the worldwide economic recession that
began in the early 1980s had a marked effect on
the developing countries and inhibited the ac-
celeration of improvements in water supply and
sanitation facilities durins the latter half of the
Decade.

The maintenance of water supplies and sani-
tation in developing countries, particularly in
the rural areas, has been badly neglected. Many
systems have fallen into disrepair. In some ar-
eas, where water supply is provided primarily
through point sources fitted with handpumps, up
to 607a of facilities are estimated to be out of
order, often because ofthe unavailability ofvery
simple spare parts such as washers. In some
places, however, even when resources were
scarce and the situation very difficult, improve-
ments have been made by communities decid-
ing what they needed, participating in the fi-
nancing, and taking over some of the manage-
ment responsibilities themselves. For example,
alarge squatter colony in Orangi Township in
Karachi (Pakistan) financed and constructed an
underground sewerage system with technical
advice and support from outside experts. The
system continues to be operated and maintained
by the township residents. Three things were es-
sential to the programme's success: community
participation; the modification of standard engi-
neering technology and procedures to make
them suitable for the community; and redefini-
tion of the working relationships between the
community and local government officials.

Several favourable trends begun early in the
Decade have continued and gained strength
with the passage of time. One trend is that the
provision of water for personal hygiene is now
considered just as important as safe water for
drinking and cooking. In addition to focusing on
water supply, overall environmental improve-
ment efforts were expanded to include water
quality, sanitation, hygiene education, and gen-
eral community involvement in local environ-
mental management.

By 1990, a total of l22countnes were coop-
erating with WHO on the periodic monitoring of
their water supply and sanitation progress, a no-
table advance over the 1985 situation in moni-
toring coverage at the national level. In achiev-
ing the primary goal of expanding water supply
and sanitation services to unserved and poorly
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served cornmunities, greater emphasis is now
placed on community-level institutions and on
stronger linkages with other health-related pro-
grarnmes, including water-resources manage-
ment. Hygiene education, community participa-
tion, and women's involvement in community
decision-making are three key areas important
for the sustainability of water supply and sanita-
tion systems. Many countries have carried out
training activities and/or formulated appropriate
guidelines and curricula for human resources
development in water supply and sanitation.
The "dual focus" approach, which recognizes
the close relationship between improvements
in the training of personnel and the enhance-
ment of water supply and sanitation services
(given the availability of appropriate resources),
has been followed by several countries, in-
cluding Jordan and the United Republic of Tan-
zania.

There is now a global acceptance that the
eradication of dracunculiasis is possible through
improved water supplies. Major national efforts
in such countries as Ghana, India, and Nigeria
give great promise that this disease can be eradi-
cated during the 1990s. Schistosomiasis has also
received increasing attention, especially since
recent studies have shown that populations with
improved water supplies can have up to AOEI
lower incidence of the disease than those with-
out. Public water taps alone have been shown to
reduce Schistosoma mansoni infections by
about 2OVo. Health problems directly resulting
from planning procedures that ignored the health
effects of water-resources development have oc-
curred over the past five years, such as outbreaks
of Japanese encephalitis in the Mahaweli iniga-
tion project (Sri Lanka) in 1987-1988, and a dra-
matic rise in the prevalence of schistosomiasis in
Senegal following the construction of the Diama
Dam. In several countries steps have been taken
towards the creation of intersectoral bodies to
deal with these problems, but such structures
prove remarkably ephemeral in times of political
instabilitv.

Availability of water
In focusing on access to safe water, one should
not forget the importance of the availability of
water. Recently concerns over the quantity and
quality of fresh water resources have been
emerging as many countries are suffering from
the effects of pollution of their waters, aggra-
vated by drought, depletion of aquifers, and de-
forestation. The availability of fresh-water re-
sources per capita varies widely; many areas of
the world are semi-arid, with highly variable
rainfall and recurrent droughts. North and sub-
Saharan Africa, the Arabian Peninsula, southern
kan, Pakistan, and western India, for example,
suffer from rainfall variability. In the Sahel, the
rainfall is not only unreliable but is less now
than it was 30 years ago. In Asia, water supply
per capita is less than half the global average,
and the continent's run-off is the least stable of
all the major land masses. InAfrica, there is less
run-off than the global average, but the main
problem is the underdevelopment of water re-
sources in relation to the needs and potential.
Overall it appears that about 50 developing
countries are approaching a situation of severe
scarcity of water. The contamination of water
supplies is also posing health risks and is drasti-
cally increasing the cost of water-treatment fa-
cilities. Polluted inland water and seas are re-
ducing the productivity offisheries and increas-
ing the health risks ofeating fish caught in those
waters. Polluted irrigation water poses health
risks, undermines long-term crop productivity,
and degrades the recreational use and aesthetic
aspects of surface water. Surface and ground
water sources are being increasingly contami-
nated in many areas in both developed and de-
veloping countries by fertilizers, herbicides, and
pesticides used in agriculture, by industrial and
residential waste, and by seepage from waste
storage and disposal sites. Concern has in-
creased in many countries over the protection
and national management of coastal water and
marine resources.

Fresh water is limited in quantity, and its
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quality has been deteriorating. It is necessary to
find new ways of conserving water and imple-
menting existing methods more efficiently and
extensively. As new water supplies are devel-
oped, account should be taken of the likely ad-
verse impact on the environment. Conserving
water and increasing the efficiency of use of
household and community water would reduce
the need for new plant, water mains, and
sewwers - and also cut other associated costs of
providing and disposing of water supplies. Effi-
ciency is being increased by reducing losses in
the distribution system, as in Brazil, Colombia,
and Malaysia, and by using more efficient
household fixtures and appliances. It can also be
improved through the adoption of better designs
for the collection, treatment, and use of domes-
tic waste water for agricultural purposes, as is
being done in Chile and Israel. Several techni-
cally feasible and economically viable new op-
tions are available and could be exploited to im-
prove the availability of fresh water. For exam-
ple, waste water can be re-used for non-potable
purposes, and water used for industrial purposes
can be recycled.

Environmental health hazards
Modern synthetic chemicals have become an
essential part of human life, sustaining eco-
nomic activities, increasing agricultural produc-
tivity, preventing and controlling diseases, and
bringing significant benefits to society. The glo-
bal health situation is therefore likely to have
been improved by their use, but the need to ap-
ply appropriate safeguards against their deleteri-
ous health effects is indisputable.

Acute and chronic exposures to chemicals
from the production, storage, transport, and use
of chemicals as well as from accidental dis-
charge are staggering (see Table 6.1). A number
of dramatic poisoning episodes, such as the min-
eral oil poisoning in Spain and the Bhopal catas-
trophe in India, have made worldwide head-
lines. but it is likelv that the manv smaller inci-

dents with workplace chemicals and the use of
chemicals or pesticides in the home and in agri-
culture and vector control create a much larger
number of poisonings. For example, agro-
chemicals alone lead to about 4 million
poisonings each year.

Millions of people are exposed to toxic
chemicals in food, drinking-water, or air. Natu-
rally occurring toxic chemicals are ofparticular
concern in poor communities with a traditional
life style, especially if people get most of their
food and all their drinking-water from local
sources. Geochemical conditions may create
particularly high concentrations of trace ele-
ments in food or water, leading to local endemic
diseases, which may affect millions of people.
Examples include skeletal fluorosis in India,
Kaschin-Beck disease in China, and endemic
arsenic poisoning in parts of South America.
The exact number of people affected by these
chemical-related diseases is not known, but in-
dications are that the number is being reduced
by the increased awareness of the problems and
the prompt action by the countries concerned.

Epidemics of poisoning through naturally
occurring toxins such as pyrrolizidine alkaloids
in grain have occurred in India andAfghanistan;
lathyrism from natural poisons in a local variety
of bean occurs in parts of India; poisoning from
natural toxins in fish and molluscs is endemic in
certain tropical counffies; and aflatoxin (a

mycotoxin) in peanuts and other foodstuffs is a
major problem in parts of Africa and Asia.
Again, the total extent of the health impact is
unknown, but more and more is learned about
local situations as national chemical safety pro-
graflrmes are formulated.

During the past five years, major progress
has been achieved in national efforts to identify,
prevent, and manage health problems associated
with chemical exposure. National chemical
safety programmes have been developed in a
number of countries in Europe, the Americas,
Asia, and the Pacific. These national pro-
srammes have included efforts to stimulate
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Table 6.1
Extent of human exposure to neurotoxic chemicals, latest avaitable estimate

Chemical Extent of exposure and numbers affected

Pesticides
Worldwide
United States
Honduras

Cuba

Organic solvents
Federal Republic of Germany
United States
Venezuela

Lead
United States
Venezuela
China

At least 15 000 deaths; more than 1 million cases of poisoning
4-5 million workers exposed; about 300 000 cases of poisoning a year
32% of 1100 farmers examined in a studv had a decrease in cholinesterase
levels in excess of 25%
1 7 500 workers exposed

1-2 million workers exposed
9.8 million workers exposed
7000 workers exposed

12.5 million children at risk f rom lead exoosure
1 3 760 workers exposed
1.77o prevalence of chronic poisoning in 355 000 workers examined

changes in legislation, standards, field-work
support, and training in all aspects of chemical
safety and to encourage better coordination
among the different government sectors con-
cerned.

National training courses were held in a
large number of countries, including Canada,
Uruguay, and Zimbabwe. They covered general
chemical safety or risk assessment; epidemiol-
ogy as applied to chemical safety; and the con-
trol of poisonings. Many developed countries
have adequate infrastructures and established
mechanisms to respond to chemical emergen-
cies while special poison control centres have
been established in several developing coun-
tries.

In 1990, the main environmental hazards of
concern were still the same as they were in
1985: urban air pollution, indoor air pollution,
agrochemicals, the contamination of fresh water
and drinking-water supplies, hazardous wastes,
and ionizing radiation. There are, ofcourse, oth-
ers such as noise and non-ionizing radiation that
can affect health adversely. New concerns in-
clude a possible increase of skin cancer and
other diseases as a result ofincreasins ultravio-

let B radiation resulting from depletion of the
stratospheric ozone layer.

As regards urban air pollution, the most re-
cent statistics show that an estimated 600 mil-
lion people live in cities where sulfur dioxide
levels exceed WHO health guidelines and 1200
million live in cities where particulate matter
exceeds WHO health guidelines (Table 6.2) (2).
Most of these cities are in developing countries.

A number ofsuccessful actions to control air
pollution have been taken at country or local
1evel. Most European countries have made
lead-free petrol available and require catalytic
converters on all new cars. This will signifi-
cantly reduce urban air pollution in these coun-
tries. Similar measures are being implemented
in developing countries, including the Republic
of Korea. Car-free days have been instituted in
Mexico City, and car-tolls have been used for
many years in a number of countries with the
aim of reducing air pollution and traffic conges-
tion. However, effective pollution control
equipment for industrial sources is out ofreach
for most developing countries, and polluting in-
dustries are frequently exported to these coun-
tries without adequate safeguards.

130



HEALTH AND ENVIRONMENT

Table 6.2
Estimates of populations residing in urban areas of given air quality

Air quality conditions (annual average) Number of people (millions)

Sulfur dioxide Suspended particles

Acceptable
Marginal
Unacceptable

625 (35%)
550 (30%)
625 (35%)

350 (2O"/")
200 (10%)

1250 (7O"/.\

Source: Relerence (4

The major concern for indoor air quality is
due to cooking and heating with biomass fuels
in several developing countries. The concentra-
tions of many air pollutants inside dwellings are
extremely high and may affect as many as 500
million people worldwide. The most important
effects are lung and heart diseases.

The degree to which the world's population
is exposed to hazardous wastes is not known,
but in certain regions it could be substantial. The
effects include accidental injuries resulting from
improper handling of chemical wastes, acute
poisoning (in particular in people who make
their living from scavenging dumps and dis-
posal sites), chronic poisoning caused by
long-term exposure to chemicals present in air,
water, and food, and the spread ofinfectious and
parasitic diseases from hospital wastes, sewage,
and sewage sludge. Certain hazards such as
mercury in wastes from gold mining in Brazil
and the Philippines have received particular at-
tention.

While exposure to ionizing radiation in in-
dustry is well controlled all over the world, acci-
dental releases are of major concern. There was
still in 1990 the great problem of the long-term
health consequences for the people in the areas
affected by the accident at the Chernobyl nu-
clear power plant. The consequences of such
accidents are being investigated through inter-
national initiatives such as the WHO interna-
tional programme on the health effects of the
Chernobyl accident.

There has been a major increase in political
awareness of environmental pollution and its
effects on the environment and health. Between
1985 and 1990 this awareness reached the high-
est political levels and has led to much increased
activity on various global environmental issues
ranging from acid rain and the depletion of the
ozone layer to transboundary movementof haz-
ardous wastes and global warming. This in-
creased awareness has also "spilled over" into
other fields. As a result, more positive action to
safeguard the environment is being envisaged.

In spite of increased awareness, national ca-
pabilities in 1989 for environmental pollution
control seemed to have improved very little
since 1984. Most developing countries are still
grossly deficient in environmental protection.
Even the majority of the developed countries are
far from having adequate facilities and capabili-
ties for dealing with the problems at hand.

It should be noted thatnot all the environ-
mental problems were dealt with to the same
degree by national programmes. Drinking-
water quality and water pollution in general re-
ceived much more attention than air pollution,
solid waste, or noise. The basic problem is still
lack of resources, both funds and of manpower.
Though increased awareness has often led to
adequate legislation and regulations, the imple-
mentation of the law has been poor. In some
cases a total lack of monitoring or enforcement
has rendered the legislation and regulations
meaninsless. There is an overall recosnition of

1 3 1



IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2OOO

this problem. Increasing emphasis has been
placed on human resource development and ap-
plied research. Professional training pro-
grammes at national level have also improved
the awareness of policy-makers and planners in
this area in many countries (Table 6.3).

Table 6.3
Changes in indicator scores relating to environ-
mental activities. 1984 and 1989

Indicator

capacity to provide housing and neighbourhood
environmental health services. In many devel-
oping countries the degradation ofliving condi-
tions is of crisis proportions. A massive growth
in urban populations has taken place without the
development of adequate housing, infrasffuc-
ture, and employment. In both urban and rural
areas, a large burden of disease and premature
death is caused by deficiencies in housing and in
basic health and environmental services.

A WHO survey carried out in 1987 showed
that few of the countries to be surveyed were
actively responding to the problems of poor
housing and environmental conditions in human
settlements and that even when they did respond
it was mainly the urban population that was tar-
geted (3). Awareness and responsiveness to the
health problems associated with inadequate and
poor-quality housing and rapid urban growth are
increasing generally, as is the need to improve
the capacity of municipal governments. City
networking approaches, encompassing technol-
ogy exchange, community participation, and
"enabling policies" of municipal governments
(to support self-reliant action by community
members in improving environmental condi-
tions in their own neighbourhoods), have been
developed and implemented to improve urban
environmental health. Usually, economic devel-
opment was given preference over social devel-
opment, and the satisfaction of other social
needs was given preference over improvements
in housing. Community organizations for ensur-
ing a healthy environment were weak or absent
in about two-thirds of countries and where they
existed, they were mainly in rural areas. They
were weakest among disadvantaged popu-
lations. Remedial programmes for people in dis-
advantaged housing settings were rare, and
where they existed they were mainly directed to
urban slums, to the neglect of migrant and no-
madic populations. In most of the countries, the
effectiveness of mechanisms for intersectoral
action was minimal ortotally lacking, especially
in rural settings. While standards for urban

1984 1989
Index lndex

Legislation in place
Strategy formulated
Standards set
Assessment of laboratories
Enforcement and monitoring
Staffing adequacy
Research and forecasting
Intersectoral coordination
Hgalth authority involved
Vertical delegation

1.53
1 . 1 2
1.39
1.53
1.31
1.53
1.45
1.22
1.56
1.58

1.63
1  . 1 9
1.68
1.73
1.46
1.53
1.55
1.53
1 . 6 1
1.58

Source: Combating environmental pollution; national
capabilities for health protection. Geneva, World
Health Organization, 1991 (document WHO/PEP/
91 .14 ) .

Environmental health services inside the
public health structures still need strengthening,
at both national and local level. However,
progress has been reported in Mediterranean
countries, eastern Asian countries, and several
African countries, where environmental health
units are incorporated into health ministries.
Training institutions for environmental health
personnel have continued to develop in low-
income countries, but this development is lim-
ited by the lack of resources to hire environ-
mental health graduates.

Housing and health
Continued rapid population growth and the per-
vasive spread of poverty, particularly in devel-
oping countries, are placing a strain on society's
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housing were being set, little was being done for
rural housing. Ministries of health exercised
some influence in government decisions on
housing development, but in general, provision
of medical care and disease-prevention activi-
ties took precedence over environmental health
improvements. Most counffies, particularly the
less developed ones, were inhibited by lack of
information from participating effectively in
health advocacy or technical support. More at-
tention was paid to health aspects such as the
siting and conditions of housing when human
settlements were being planned.

Management of environmental
resources (4,O
Natural disasters such as earthquakes, wind-
storms, tsunamis, floods and landslides, vol-
canic eruption, and forest fires are estimated to
have claimed more than 3 million lives world-
wide in the past two decades, affected the lives
of about 800 million people and caused irrevers-
ible damage exceeding US$ 25 billion. Owing
to the neglect of the environment, disasters are
likely to occur more frequently and possibly
with greater intensity. Health also depends on a
good environment where people are protected
from physical, chemical, and biological hazards
and where the resources essential to health are
protected - including soil, water, and plants and
the natural cycle on which they depend. How-
ever, we are increasingly facing the question of
limited environmental space and, as Robert
Heilbroner called it, "the closing window of en-
vironmental tolerance" (6). The environmental
basis for health is being undermined by increas-
ing resource use, the generation of more wastes,
and population growth. Debates about develop-
ment and the elimination of poverty have given
little attention to health, except to assume that
increasing levels ofproduction to raise personal
and national income would bring better health.
There has been little recognition that human
health and well-being depend on the continued

availability of environmental resources such as
clean air, safe water, productive land, and the
safe disposal of domestic, industrial, and agri-
cultural wastes without exposing people to
pathogens and toxic substances. Initiatives have
been taken to formulate and implement mea-
sures to safeguard environmental services and
to keep the earth habitable.

Sustainability of the development process
demands changes in current patterns of growth
that are less resource- and energy-intensive and
more equitable. Many environmental risks
stemming from economic activities cross na-
tional boundaries and some are global in scope.
The risks of harmful effects from hazardous
wastes and from an increasing concenffation of
carbon dioxide and other greenhouse gases in
the atmosphere, though mainly stemming from
economic activities in the developed countries,
are shared by all countries whether they benefit
from these activities or not. This section reviews
some of these issues of global concern, since
action has to be initiated now or accelerated if
we are to avoid irreversible losses of potentially
renewable resources (Z).

Loss of biodiversity
As a result of human encroachment on hitherto
undeveloped or uninhabited land areas and of
ecosystem change, the world's diversity of spe-
cies and the habitats in which they live are
decreasing raprdly. As estimates of the total
number of plant and animal species vary from
10 to 80 million, it is impossible to quantify the
loss of biodiversity in absolute terms. It is be-
lieved however, that losses oftropical rainforest
species alone may amount to 0.2{) .3Vo per lear,
or 100 species per day. The effects of these
losses on human health are most directly felt in
the declining availability of medicinal plant spe-
cies, of which thousands are expected to disap-
pear before the year 2000. Ancestral strains of
human food crops and domesticated animals
will also be affected, as well as biological con-
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trol agents used to combat agricultural pests and
human and animal diseases. Efforts are being
made to mobilize political support for a Global
Biodiversity Convention, which is proposed for
adoption at the United Nations Conference on
Environment and Development in 1992.

Deforestation
On a global basis, the world's forests are disap-
pearing at a rate of 15 million hectares each year
with most of the losses occurring in the humid
parts of Africao Asia, and LatinAmerica. Defor-
estation is not caused simply by population; it is
also due to timber extraction for foreign ex-
change, clearance for agricultural purposes, and
encroachment by landless peasants. To alleviate
tropical deforestation and promote sustainable
exploitation of the world's forests, countries
have been increasingly assessing the value of
their forest resources in a comprehensive way.
Multipurpose forest management involving the
production of timber, non-wood forest products,
fuel wood, and fodder, together with wildlife
management and watershed management, is be-
ing taken seriously, and the 1985 initiative - the
Tropical Forestry Action Plan - to coordinate
human needs, environment management, and
sustainable forest development, has been slowly
gaining recognition by concerned countries.

Desertification and soil degradation
Desertification is increasingly becoming a
worldwide threat affecting more than a hundred
countries. About 850 million people live on 357o
of the earth's surface consisting of arid,
semi-arid, and sub-humid zones, all at risk of
desertification. Desertification worldwide is
proceeding at about 6 million hectares a year,
and owing to soil erosion an additional 20 mil-
lion hectares of agricultural land have become
barren. Two-fifths of Africa's non-desert land
risks being turned to desert, as does one-third of
Asia's and one-fifth of Latin America's. About

470 million people are moderately affected and
about 190 million are severely affected. The
consequences of desertification include in-
creased hunger and death, as well as social insta-
bility and conflict when dry land degradation
drives ecological refugees in their millions to
the cities and across national boundaries. A
change in mammalian fauna and arthropods
may result in a rise of rodent- and insect-borne
diseases. In Africa, for example, the population
in agriculture has increased by 2.5-3.0Vo per
year, in pastoral activities by I.5-2.57o per year
and the livestock population from 295 million in
1950 to 521 million in 1983. The combined ef-
fects of human and animal pressure on land ac-
celerate environmental degradation, setting in
train a process of decreased water infiltration,
increased surface run-off, drying up of
surface-water resources, and loss oftopsoil and
soil nutrients.

The substitution of traditional mixed crop-
ping - which includes plants or shrubs along
with food crops - by monoculture and poor man-
agement of land and water has caused soil ero-
sion and degradation. Although irrigation has
greatly improved farm productivity, inappropri-
ate irrigation has wasted water, polluted ground-
water and damaged the productivity of millions
of hectares. While people are the main agents of
desertification, they are also the victims of such
desertification, as for example in the 1984-1985
crisis in the Sahel region of Africa.

Greenhouse gases and global warming
Part of the solar radiation falling on the earth's
surface is reradiated back at a longer wave-
length and is partially absorbed by gases in the
atmosphere. This absorption of energy raises the
temperature of the atmosphere and constitutes
the "greenhouse effect".

The primary greenhouse gases of concern
are carbon dioxide, chlorofluorocarbons,
halons, methane, nitrous oxide, and ozone.
These contribute directly to the greenhouse ef-
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fect through their thermodynamic properties.
There are other gases that, while not having a
direct thermal effect, contribute indirectly
through their chemical reactions with the green-
house gases, thus affecting the concentrations of
the latter. Examples of such gases are nitric ox-
ide and carbon monoxide. Some of the green-
house gases, such as ozone and methane, have
both direct and indirect effects.

Emissions of greenhouse gases into the at-
mosphere have been increasing ever since the
beginning ofthe industrial revolution. Today the
levels are such that, if continued over the next
decades, they could lead to a rise in mean global
temperature greater than any experienced in hu-
man history. Besides the changes in global cli-
mate and climate distribution that this would
include, the global environment would also be
affected by an increase in ultraviolet radiation
owing to a decrease in stratospheric ozone
caused by the accumulation of chlorofluoro-
carbons and other man-made compounds in the

atmosphere. Amajor component of emissions of
carbon dioxide is from the combustion of fossil
fuels. While the climatic changes that might be
produced are difficult to predict, it is generally
conceded that the main effects would include an
increase of about 3oC in the average global sur-
face temperature by the year 2030, a rise in sea
level of 0.1-0.3 metres by 2050, and an increase
in the occurrence of extreme climatic events
such as cyclones, heatwaves, and droughts.

A direct health effect of global warming in
the form of heatwaves will adversely affect indi-
viduals with failing functions of the cardiovas-
cular, respiratory, renal, endocrine, or immune
systems, as well as those with immature or re-
duced adaptive regulatory functions such as in-
fants and the elderly. Indirect effects on health
might include a change in the distribution of
some vector-borne diseases such as malaria and
dengue (Table 6.4), the migration of refugees
following an increase in natural disasters such
as flooding, malnutrition following a loss of

Table 6.4
Global status of major vector-borne diseases and likelihood of change with climate, around 1989

Population at Prevalence of
risld infection

(millions) (millions)

Presentdistribution Possiblechange
of distribution as

a result of
climatic changeb

Malaria
Lymphatic filariases
Onchocerciasis
Schistosomiasis
African trypanosomiasis
Leishmaniases

Dracunculiasis
Dengue
Yellow fever
Japanese encephalitis
Other arboviral disease

63 1

No estimates available

tropics/subtropics
tropics/subtropics
Africa/Latin America
tropics/subtropics
trooical Africa
Asia/southern
Europe/Africa/
South America
tropics (Africa/Asia)
tropics/subtropics
Africa/Latin America
Eastern Asia

2100
900
90

600
50

350

270
90.2
17.8

200
c

'120

+++
+
+

++

?

o
++

T

'Based on a world population estimated at 48OO million in 1989.
u o = unlikely; + = likelyi ++ = very likely; +++ = extremely likely; ? - not known.
c Incidence of 25 000 new cases per year.
d Incidence of 400 000 new cases per year.
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marginal crops due to climate change, and an
increase in waterborne diseases due to contami-
nation of water supplies (8).

In view of the likelihood of a future climatic
change of possibly catastrophic impact, several
international initiatives have already been
started. A major report of the Intergovernmental
Panel on Climate Change in June 1990 empha-
sized the potential gravity of the effects of cli-
mate change. The Intergovernmenfal Negotiat-
ing Committee for a Framework Convention on
Climate Change is currently working towards a
consensus commitment on measures to counter
the effects of climate chanse.

Depletion of the ozone layer
Over the past 20 years, recorded measurements
have disclosed a significant decrease in
stratospheric ozone concentrations, especially
in the northern hemisphere. This reduction is
brought about by a reaction between the ozone
and several chemicals, largely chlorofluoro-
carbons and halons, and can result in an increase
in biologically active ultraviolet radiation reach-
ing the earth's surface. This is because ozone
mainly absorbs ultraviolet with wavelengths
less than 325 nm.

The health effects of ultraviolet radiation
that might be expected include an increase in
non-melanoma skin cancer as well as malignant
melanoma; an increase in eye diseases, largely
cataract; and a possible reduction in the immune
response. Marine organisms in the upper layers
of the sea may be endangered by an increase in
ultraviolet radiation, which damages various
aquatic larvae and decreases the production of
algae. While the effect on terrestrial plants is
variable, some sensitive species often display
reductions in growth (plant height, dry weight,
leaf area, etc.), photosynthetic activity, and
flowering. This could affect vulnerable agricul-
tural crops (8).

International efforts to combat the destruc-
tion of the ozone layer began with the signing of

the Vienna Convention for the Protection of the
Ozone Layer in March 1985. At the time of writ-
ing,76 states and the European Economic Com-
munity have become Parties to the Convention.
Within the framework of this Convention, 70
states and the EEC have become Parties to the
Montreal Protocol on Substances that Deplete
the Ozone Layer, which entered into force in
January 1989.

Transboundary air pollution
Gaseous pollution of the atmosphere also in-
cludes the formation of sulfur and nitrogen ox-
ides from energy production, industrial pro-
cesses, and motor vehicles. In addition to their
potential direct effects on human health, these
emissions are responsible for the atmospheric
forrnation of acid aerosols, which result in both
dry and wet acid deposition. This phenomenon
is prevalent in several regions of the world,
including much of Europe, eastern North
America, China, and parts of south-east Asia
and Latin America. It is known that acid deposi-
tion has adverse effects on freshwater aquatic
ecosystems, vegetation, and the built environ-
ment, but there could also be indirect effects on
human health. Acidification of water and soils
can mobilize certain heavy metals. For example,
in an acidified environment, mercury may be
mobilized and accumulate in freshwater fish,
which in turn may be consumed. Acidification
of drinking-water may also increase the mobili-
zation of metals such as lead, which is used in
water pipes, contaminating water supplies. Con-
centrations of aluminium in drinking-water may
also be enhanced by acidification. Initial steps
such as the EEC Protocol have been taken to
promote preventive measures intemationally.

Conclusion
Awareness of environmental problems by politi
cians and the public alike has irrcreased world-
wide owing, in particular, to the much publi-
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cized phenomena of a global or regional nature
that pose a threat to human health and the envi-
ronment, including the depletion of the protec-
tive stratospheric ozone layer, the predicted glo-
bal climate change, and the transboundary
movement of hazardous wastes. Regrettably,
this increase in general awareness has, in the
first instance, focused on associated environ-
mental impacts rather than the consequences to
human health.

Owing to an increasing socioeconomic im-
balance between developing and developed
countries, traditional environmental health con-
cerns related to uncontrolled urbanization and
inadequate water supplies and sanitation facili-
ties have not decreased during the reporting pe-
riod. In fact, this imbalance has led to an in-
crease in poverty and population growth, in par-
ticular in cities of the developing world, which
are already bursting at the seams. Population
growth is widely outpacing the rate at which
water supply and sanitation facilities and ad-
equate housing are provided. In addition, health
impacts from unsafe food and drinking-water
supplies, air pollution outdoors and indoors, and
the inappropriate use of chemicals in agricul-
ture, are still a leading cause of suffering and
death.

However, global efforts are now being initi-
ated to create an economic environment in
which it is more profitable to conserve resources
than destroy them. Countries in both the devel-
oping and developed world have started action
to reduce environmental degradation and to re-
store the resource base through legislation,
regulation, and the application ofbetter technol-
ogy.

A major international initiative was
launched to this end by the United Nations Gen-
eral Assembly in 1989 by adopting resolution

441228, which calls for the convening of a
United Nations Conference on Environment and
Development in 1992. This conference may be
considered as a milestone in the international ef-
forts to agree on a sustainable course of devel-
opment by adopting Agenda 21, an action pro-
gramme for the twenty-first century. The health
sector has to be fully involved in shaping this
action programme, building on the increased ef-
forts to put health plainly on the environment
and development agenda in the future. A pro-
found analysis of health determinants in the
context of environment and development was
provided to the conference through the WHO
Commission on Health andEnvironment (estab-
lished in 1990); it is expected that significant
initiatives will be launched following this con-
ference to promote and protect health in the face
of the environmental and developmental crisis.
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CHAPTER 7

Assessment of
achievements

he Thirty-fourth World Health Assembly
in 1981 adopted the Global Strategy for
Health for All by the Year 2000 (1),

which stated that "as a minimum all people in
a/l countries should have at least such a level of
health that they are capable of working produc-
tively and of participating actively in the social
life of the community in which they live". Yet "it
was recognized that while different countries
will strive to improve the health of their people
in keeping with their social and economic ca-
pacities, there is a baseline below which no indi-
viduals in any country should find themselves".
Moreover "to attain such a level of health every
individual should have access to primary health
care and through it to all levels of a comprehen-
sive health system". The strategy included glo-
bal targets and a list of indicators to be used for
monitoring and evaluation. Minimum (or base-
line) values were also incorporated in some of
the targets and indicators.

Previous chapters have analysed the status
and progress in the implementation of the global
strategy and the factors that influenced or con-
strained this progress. This chapter brings to-
gether these findings and presents conclusions
on what has been achieved so far in implement-
ing the strategy.

The degree to which the primary health care
approach has been adapted and applied when
developing national health systems will also be
assessed, with particular regard to the main
characteristics (essential care, community in-
volvement, appropriate technology and inter-

sectoral cooperation). The framework used here
to this end is shown in Fig.7.l. It should be
noted that progress in implementing the global
strategy was assessed on three occasions: (i) the
first monitoring in 1983; (ii) the first evaluation
in 1985; and (iii) the second monitoring in 1988.
The present evaluation assesses the achieve-
ments in terms of direction and trends during the
ten years since 1980, using the global targets
and indicators, and in relation to what is to be
achieved by the year 2000.

Despite efforts in this second evaluation to
provide the most realistic picture available of
the global achievements based on national and
regional evaluation reports, there were two con-
straints: (i) insufficient information concerning
Member States' achievements in implementing
their national strategies, which was supple-
mented, where possible, with information avail-
able within WHO and from other international
sources; (ii) difficulties in comparing the
achievements in 1990 with the earlier global
monitoring and evaluation activities in 1983,
1985 and 1988, which led to revisions in the
common framework and formats recommended
for use by Member States and in the list of glo-
bal indicators to be used for monitoring and
evaluation of the strategy. Afew additional indi-
cators have also been included for the first time
in the second evaluation with no baseline or ear-
lier values for comparison.

In the first evaluation in 1985. one of the
major problems identified by Member States in
reporting their findings was the persistent defi-
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ciency of information support mechanisms for
national health policy formulation and im-
plementation, as well as for health systems
development based on primary health care. In
this second evaluation the reports contained
more data on global HFA indicators, as well as
additional fi ndings concerning the implementa-
tion ofthe strategy. The statistical annex reflects
this improvement in data availability and the
present review has made use of those data that
are relevant and of satisfactory quality, supple-
menting them with whatever data were avail-
able from other sources. Significant findings
from the earlier chapters of this review are sum-
marized below.

Progress and adequacy

Health systems development
Overall there has been strong political com-
mitment to achieving health-for-all goals, and
most countries have endorsed at the highest
level the necessary policies and strategies (glo-
bal indicator 1). Mechanisms to involve people
are reported to be fully functioning or are being
further developed in most countries (global in-
dicator 2). Policy decisions have been taken in
many countries, which has enabled them to mo-
bilize at least central government resources for
health (global indicator 3). However, in im-
plementing the strategy the fundamental
health-for-all policies and the principles appli-
cable to health systems based on primary health
care have not always been appropriately put into
practice by the countries when attempting to fa-
cilitate universal access to essential health care
with all eight essential elements of PHC on a
continuing basis. The factors that slowed
progress in implementing the strategy were: (i)
the slow pace at which existing disease-control
prografirmes have been reoriented towards peo-
ple's needs; (ii) problems of collaboration to
provide health care on a continuing basis
through general health infrastructure; (iii) diffi-

culties in involving all those concerned (indi-
viduals. families. communities and local
nongovernmental organizations as well as
health personnel) in health care delivery; and
(iv) weak management of health care delivery
especially at the operational level. The inad-
equate and uneven distribution ofhealth person-
nel of different categories has frequently hin-
dered the delivery of an appropriate mix of
health care activities. The provision of effective
health care directed to specific vulnerable
groups and/or priority problems has not only
been inhibited by lack of coordination and
integration, but also possibly by lack of manage-
rial expertise and creativity, including insuffi-
cient leadership from the ministry of health.
Public health action may be confined to the na-
tional level and therefore limited in scope.

Health resources and their distribution
This section considers financial resources, hu-
man resources and health technology. The per-
centage of GNP spent on health is used as an
indicator of the financial resources for health,
including both public and private expenditure
on health. Not marty countries have provided
information, and the available data are too lim-
ited to allow meaningful conclusions to be
drawn. According to the available data there has
been a slight increase in the percentage of GNP
spent by cenffal govemments for health in all
developing countries and most geographical re-
gions. The per capita central government ex-
penditure, however, shows a general fall in real
spending in many developing countries. It
should be noted that data on central govemment
expenditure on health is difficult to compare
among country groupings. There is also evi-
dence that nongovernmental spending on health
is becoming increasingly significant. Data on
the percentage of national health expenditure
devoted to local health services have been
scarce (global indicator 4). However, for those
countries for which data were available for both
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periods of time, the percentage has increased in
developed countries, has been stagnant in the
developing countries and has decreased in the
least developed countries. Only a few countries
have given information on global indicator 5
(equitable distribution of resources), and most
of these are distributing resources more equita-
bly. Even when countries report that the avail-
able resources are equitably distributed, there is
little evidence that they are being used specifi-
cally to support services and activities at the pe-
ripheral level of the health system. Initiatives
directed to priority problems and/or vulnerable
groups have been launched, and specific pro-
grarnme activities to reduce inequities have
been formulated. It is encouraging that many
countries have started to review and reform the
organization of their health care systems, in-
cluding financing.

From the available data on human resources
for health, it appears that, despite an excess of
physicians in the developed and in some devel-
oping countries and a widespread shortage of
nurses, the major problem continued to be the
maldistribution of health personnel. There is
increasing evidence that, as infrastructure ex-
pands, the means to use that infrastructure to
provide care have been weak (e.g., not only is
there a shortage ofpersonnel, but in some cases
even when appropriate personnel were available
there was a logistic problem, such as lack of
equipment, supplies, drugs, etc.). Many coun-
tries are reviewing the relevance of current
medical education and assessing different fac-
tors which may influence professional behav-
iour (working situation and environment, status
and remuneration). Many health programmes,
however, continue to train health workers spe-
cifically to implement their programme activi-
ties and to achieve their particular prograrnme
targets.

Health technology used in primary health
care is still inadequately assessed in most coun-
tries. Some countries reported the establishment
of national research priorities related to major

diseases or to organizational issues such as hu-
man resources and finance. There is, however,
no evidence to show thatpriority has been given
to fhe choice of technology and methods appro-
priate for effective provision ofessential care on
a continuing basis through integration of pre-
ventive and ptomotive care with curative and
rehabilitative services. This would have opera-
tional, financial and ethical implications as well
as posing challenges for health professionals,
training institutions and health managers.

Effectiveness and impact
This section assesses: (i) the effectiveness of
action taken to develop health systems to in-
crease coverage; and (ii) the impact of the strat-
egy in terms of improvements in health status.

Health care coverage
Globally there have been significant increases
in some of the subelements of primary health
care (global indicator 7) since the first evalua-
tion in 1985, such as immunization against the
six target diseases of the Expanded Programme
on Immunization. trained attendance at child-
birth, local health services, and water supply
and excreta-disposal facilities. Gaps between
the developing and developed countries have
been significantly reduced, although improve-
ments in the least developed countries have
been less satisfactory. Information on the per-
centage of the population covered by all ele-
ments of primary health care (global indicator 7)
is not available. This indicator comprises four
selected elements of primary health care, each
of which may comprise several subelements
(e.g., the fourth element of the indicator actually
comprises two subelements: attendance by
trained personnel for pregnancy and childbirth,
and canng for children up to at least I year of
age). Data may sometimes not even be available
for allthe subelements but only for one aspect of
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one subelement (e.g., trained personnel for
childbirth). Similarly, data were available for
safe water and excreta-disposal facilities sepa-
rately, but not necessarily for both subelements.
A review of the profile of coverages by the dif-
ferent subelements gives an unbalanced and dis-
torted picture (Fig 7.2 and 7.3). For example, in
the least developed countries around 1990, the
coverage by trained personnel for antenatal care
was 53Vo, yet immunization of pregnant women
with tetanus toxoid vaccine was only 37Vo.
Similarly the coverage for immunization varied
from43Vo tol97o for the various six target dis-
eases, yet coverage for infant care was only
587o. These discrepancies indicate a lack of in-
tegration in the provision of essential health
services.

Health status
During the last 10 years, significant improve-
ments in health status as defined by such indica-
tors as infant mortality rate (global indicator
9.1), life expectancy at birth (global indicator
10), and birthweight status (global indicator 8.1)
have been noted. Infant mortality rates (IMR)
decreased globally, more markedly in the devel-
oping countries than in the least developed
counrries. The gap in IMR that existed in 1980
between the developing and the developed
countries has narrowed, while the gap between
the least developed and the other developing
countries has widened. Of the countries for
which values for life expectancy at birth were
available, the number of countries with a life
expectancy over 60 years increased from74 (to-
tal population, 2700 million) in 1980 to 91 (total
population, 3600 million) in 1990. However, of
the 37 least developed countries for which data
were available for 1990, only one had an IMR
below 50, and only two had a life expectancy at
birth of over 60 years. Reductions in IMR and
increases in life expectancy seem to be associ-
ated with the major gains made against
vaccine-preventable diseases primarily targeted

at infancy and early childhood. Nevertheless,
there is increasing evidence that these improve-
ments in life expectancy do not necessarily
mean a healthier life. Moreover, increases in life
expectancy have been consistently higher for
females than for males. Also there has been vir-
tually no improvement in the global situation as
far as birthweight status is concerned.

For the second evaluation, two indicators
were added: (i) maternal mortality rate (global
indicator 9.2) and (ii) under-5 mortality rate
(global indicator 9.3). Causes related to preg-
nancy and childbirth are among the leading
causes of death for women of reproductive age;
997o of these deaths occur in developing coun-
tries. The under-5 mortality rate (the probability
of a live born dying before the age of 5 years)
was about six times higher for the developing
countries than for developed market economies,
and for the least developed countries about 11
times higher.

It is difficult to assess comprehensively
health disparities between geographical areas,
among different population groups and also in
urban slums, since not enough data are avail-
able. There is, however, increasing evidence
that such disparities have increased within
countries since 1980.

Global socioeconomic environment
Education and income levels are associated with
the development of health systems and health
status. The indicators used to measure these lev-
els have been the adult literacy rate (global indi-
cator 11) and the per capita GNP(global indica-
tor 12), which have increased globally, includ-
ing in the developing countries, although not
significantly for the least developed. The na-
tional socioeconomic environment. however.
has not generally been conducive to the devel-
opment of health systems based on primary
health care, particularly where civil strife
and sociopolitical instability have prevailed.
Changes in priorities were also noted as a result
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ASSESSMENT OF ACHIEVEMENTS

of the global recession, natural or manmade di-
sasters and other emerging or new problems
such as cholera and AIDS. The smooth imple-
mentation of national health-for-all strategies
was sometimes hindered by certun groups rep-
resenting specific interests at the expense of
broader national priorities, including interna-
tional technical and funding agencies.

There has been a noticeable trend among
governments and international development
agencies towards the recognition of people as
the centre of development, and health as a basic
component thereof. The social and political di-
mensions of development have also received
more attention from intemational development
organizations and agencies. The global environ-
ment is becoming more favourable to decision-
making in health, given the general global trend
towards democracy and freedom, initiatives
such as universal literacy by the year 204A, and
the integration of women in the mainstream of
development policies. In health development
there is a general trend towards more involve-
ment of individuals, communities, professional
groups and development agencies.

The global economic environment was un-
able to support sustainable national develop-
ment owing to the slowing down of the pace of
economic growth in the 1980s, increasing bal-
ance of payment problems in many countries,
growing disparities in production performances
in different parts of the world, and emerging
new trade and foreign debt policies and prac-
tices.

Given the shrinking global availability of
government resources, it has become increas-
ingly evident that the developing countries, par-
ticularly the least developed countries, have
been looking for ways of implementing policies
and strategies that would enable them to make
judicious use ofthe available national and inter-
national resources. There is also little evidence
to show that the international funding agencies
have shifted their aid predominantly towards
low-income countries.

Overall assessment
The response by Member States to the second
global evaluation of health-for-all strategies has
been satisfactory and dataare now available on
a Targer number of global indicators than in
1985. Data and information on basic financial
and human resources and on coverage by essen-
tial care with all eight essential elements of pri-

mary health care have not always been avail-
able; one of the factors which inhibited a more
extensive analysis has been the lack of data on
the global indicators in a disaggregated forrn for
identifi able population groups.

Virtually every country is committed to
health-for-all goals and endorsernent at the
highest level; national health polieies and pro.
granmres have also been formulated in the
framework of the Global Strategy. Mechanisms
to facilitate community involvenient in health
are generally being developed, and in some
countries resources are being more equitably
distributed. Existing health services are being
reoriented to a health system based on primary
health care taking into account the role of
the individual, family, community and local
nongovenrmental otganizations, as well as
health personnel.

During the period since the World Health
Assembly adopted the Global strategy and
since the first evaluation, health status - as
measured by such indicators as life expectancy
and infant mortality - has improved globally.
However, the pace of improvement has been
slower for the least developed countries and, as
a result, inequities bet$reEn the developing and
least developed countries are greater now than
they were a decade ago.

The availability of essential health care has
also increased globally. Yet, millions of people
remain without access to either all or sorne ele-
ments of care.If the availability of certain ele-
ments of care increases, while the availability of
other complementary elements does not, the
positive impact on health status of the one can
be offset by lack of the other. Similarly, if the
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infrastructure is expanded but the means to use
that infrastructure to provide care is weak, no
improvements in health status will be evident. In
other words, in the development of health sys-
tems based on primary health care, the right
things are being done, but not necessarily in all
instances in the right form.

Worldwide, health systems development re-
flects increasingly the concepts, approaches and
philosophy of primary health care. However, the
health systems continue to give greater empha-
sis to specific diseases and conditions or to some
elements of care and specific types of services
(mostly vertical), which sometimes may not fa-
cilitate meeting the overall health needs of peo-
ple at different phases oftheir lives on a continu-
ing basis. Yet this ability of health systems to
consider the needs ofthe individual as a person,
i.e., the holistic view of health, is the very
essence ofhealth for all.

People are increasingly involved in improv-
ing their own health, which is one of the fun-
damental concepts of health for all, through
specific health care measures taken by them as
individuals and as members of families and
communities, and by nongovernmental organi-
zations and other health personnel. However,
governments, the health sector and interest
groups sometimes are reluctant to recognize the
value of such contributions by individuals,
nongovernmental organizations and health-
related sectors and to establish real partnerships
based on mutual respect and understanding.

In conclusion, it can be stated that improve-
ments have been made in health status in terms
of life expectancy at birth and infant mortality
rates, and coverage levels by various elements
of primary health care. Because such improve-
ments seem to be more rapid in the developing
countries than in the least developed ones, the
disparities in health status between the devel-
oped and developing countries appear reduced

but those between the least developed and other
developing countries have increased. There is
also some evidence that disparities in health sta-
tus have increased within countries between cer-
tain population groups. Coverages by various
elements of primary health care have been
unbalanced and distorted in that although pro-
grammes have achieved their targets, their
impact in terms of health status may not be sig-
nificant. There is also little evidence that inter-
national and bilateral funding agencies have sig-
nificantly shifted their aid priorities towards the
low-income and/or least developed countries.

With the high-level commitment and en-
dorsement of the Global Strategy and the estab-
lishment of mechanisms for involving people, a
basis now exists for activities to implement the
Strategy. However, it is not yet clear whether
this has actually led to equitable distribution of
resources and to shifting the available resources
to support local health services. There is, how-
ever, evidence that the health sector has been
able to mobilize at least central government re-
sources, in spite ofunfavourable economic con-
straints domestically and internationally. A ma-
jor problem has been ineffective cooperation
between programmes within the health sector
and insufficient coordination with other sectors.
Many countries have been developing innova-
tive ways of financing health care, reviewing
their medical education and training pro-
gmmmes for health personnel, and revising dis-
ease control prograrnmes so that they have a
more holistic, interdisciplinary and inter-
sectoral, approach ensuring global collaboration
in support of health protection and provision.

Reference
1. World Health Assembly resolution WHA34.36;

and Global strategy for healthfor all by the year
2000. Geneva, World Health Organization, 1981
("Health forAll" Series, No. 3).
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CHAPTER 8

Outlook for the future

Introduction
fF he purpose of this concluding chapter is

I ,o draw from the preceding chapters the
I- major lessons from this evaluation. par-

ticularly the accumulated evidence of progress
and problems as reported from the countries.
This information will then be used to identify
likely future trends (generally to the year 2000),
the major issues which these trends imply, and
the resulting challenges to be addressed in the
continuing effort to achieve national and global
health-for-all goals and targets. These issues and
challenges call for a new agenda ofnational and
international action in health.

In identifying likely future trends in health,
two kinds of environments have been consid-
ered, the "external environment" which pro-
vides to the health sector a variety of opportuni-
ties for and threats to national health-for-all
strategy development and implementation, and
the "internal environment?' characteized by the
strengths and weaknesses within the health sec-
tor currently reported by countries in this evalu-
ation.

Quantitative projections have been made for
only a few of these variables. Most of the trends
result from less sophisticated'analysis amount-
ing to a global review and accumulation of vari-
ous types of health system accomplishments
and difficulties within the changing political and
economic environments of today. The major
source of the information has been the country
and regional evaluation reports and summaries
of them appearing in earlier chapters. However,

this has been supplemented by a review of re-
cent health and development literature in order
to strengthen the health trends and projections.

The estimates of what is likely to happen
within the next decade are only educated
guesses at best, very often no more than the ex-
tension of current trends with some hypotheses
as to the causes of these trends and how the
causal factors may change in the future. The
subjective judgements of likely future tenden-
cies in health policy, organization, and manage-
ment are derived from prevailing national and
international opinion, mixed with a sprinkling
of logic, and hope.

The purpose of this guess at the future is to
highlight those factors which deserve attention,
either because they represent positive change
(opportunities and strengths) which should be
pursued and maximized in the years to come, or
because they are conditions (threats and weak-
nesses) which will become considerably worse
if no action is taken.

The report of the second monitoring of
health-for-all progress had identified five criti-
cal challenges in 1988. This evaluation provides
an update of those challenges, and identifies
specific tasks to be undertaken by governments
and by the international community, including
WHO. These tasks ne felt to be important as
the collective membership of WHO accelerates
the implementation of the Strategy for health
for all.

Emphasis will be placed on the fact that peo-
ple are central to health development. The proc-
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ess of human development, the well-being of the
individual and the importance of people's in-
volvement in, and their assuming responsibility
for, the maintenance of their own health all com-
prise a central theme of this concluding chapter.
There is a need to empower people with infor-
mation, ideas and responsibility, and to encour-
age free expression of concern and individual
and community action to solve health-related
problems.

Assessment of future trends
Economic growth is at a rather low level in most
of the world, with a fluctuating world economy,
and current health-financing systems can no
longer cope with the demands made on them,
even in affluent countries. There are signs that a
substantial improvement in real net resource
flows towards Africa and the LDCs is unlikely.
These trends are sure to have negative conse-
quences for human development, including
health, in many countries.

These future trends will now be examined
under six headings: socioeconomic develop-
ment, health status, development of health sys-
tems, health care, health resources, and health
and the environment.

Future trends in socioeconomic
development
Growth in the world economy decreased from
more than 4Vo in 1985 to 3Vo in 1990, and eco-
nomic growth of the developed countries is ex-
pected to continue at this lower level. Growth
prospects for the developing countries vary
from optimistic to disastfous, being fastest in the
rapidly industrializing countries of east Asia,
but growth is expected to continue to be slow in
sub-Saharan Africa, parts of Latin America and
the Caribbean and other countries of Asia. On
balance, resources are currently flowing from
the developing to the developed countries, a
condition which is expected to continue.

AWorld Bank forecast predicts that the inci-
dence of poverty in the developing world as
a whole will fall. but the number of
poverty-stricken people in sub-Saharan Africa
will rise by 85 million to reach 265 million by
the end of the century.

The average annual population growth rate,
running at 1.737o per year in 1990-1995, will
decline slowly to 099Vo in 2O2O-2025. But in
spite of a falling birth rate in the group of devel-
oping countries as a whole, world population is
projected to increase by almost one-fifth, from
5300 million to 6300 million, during the next
decade. Almost all of this growth will occur in
developing countries, where annual growth
rates are expected to average abottt2.l%o.This
will be accompanied by continued rapid urbani-
zation in those countries. The urban population
is expected to rise from 45Vo of the total global
population in 1990 to sIEa by the year 2000.
Eighteen cities in the Third World will have
populations greater than 10 million. Total popu-
lation growth rates as well as urban growth rates
will be highest inAfrica. This growth of popula-
tion often erases the gains made in health ser-
vice coverage; although the percentage of cov-
erage increases, the absolute numbers of people
without coverage continue to rise.

Globally, the proportion of the population
aged 65 and over is projected to increase from
6.2Vo in 1990 to 6.87o in the year 2000, which
implies that there will be an additional96 mil-
lion elderly citizens to care for, 70 million of
whom will be in developing countries.

The Office of the UnitedNations High Com-
missioner for Refugees (UNHCR) estimates that
as at January 1991 there were more than 17 mil-
lion refugees globally. lt is reported by UNHCR
that 28 million refugees have been assisted by
various international agencies over the past 40
years. The relaxation of restraints on movement
by many governments (in eastern Europe, for ex-
ample) could for a time result in an expanding
flow of refugees which will generate pressures
for services, including health services.
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There is an immense potential for posi-
tive effects of education on the health of
populations. The increase in primary school en-
rolment will lead to dramatic rises in literacy
rates in the developing world, which will trans-
late into improved family hygiene. Despite this,
from the expected population growth it may be
surmised that the number of illiterate people in
the world, which was around 950 million in
1985, may well reach 1000 million by the end of
the century.

According to the United Nations, the female
literacy rate in developing countries was still
only 50Vo in 1985, compared to TlVo for men.
Enrolment rates for girls have been increasing
rapidly and in 1989 had reached 907o of thente
for boys. It is expected that during the coming
decade there will be further enhancement of
women's status, equipping them with basic
knowledge and skills, giving them access to
services, and bringing them into the mainstream
of development as more equal partners. That
being said, UNESCO reports that there are
about 500 million illiterate women in rural areas
who have little chance of improving their educa-
tion.

The tendency towards more democratic
forms of government will lead to increasing
calls by the people for more equitably distrib-
uted, better-quality services, for a stronger voice
in decisions on priorities and for the means of
obtaining health services. The spread of educa-
tion in combination with the trend towards more
democracy and participation in decision-
making will intensify demands for more objec-
tive and understandable information about
health, health technology and necessary health
services, and pressure to complement the role
of the health professions in health care
decision-making.

Computing power and telecommunications
will continue to expand around the world, bring-
ing more information rapidly to more people.
This will help to improve health in two ways:
(i) by facilitating research and health service

delivery; (ii) by bringing more preventive, pro-
motive and curative information to the general
public. This expansion of public information on
health and health technology, however, may
raise public expectations of improved health
care excessively, far exceeding what can possi-

bly be made available to all in the near future.
The conflict between macroeconomic, in-

dustrial, energy and agricultural policies and the
need to protect the public from the unhealthy
side-effects of some of these policies will con-
tinue, but there is growing evidence that the peo-
ple's voice is being heard and that their health
concerns are increasingly being taken into ac-
count by development planners.

Future trends in health status
The United Nations Population Division
projects that life expectancy at birth for the
world as a whole will rise to about 68 years in
the year 2000. The projected increase for devel-
oping countries is likely to be twice that of the
developed world because they started at a lower
level. The gains in developing countries prima-
rily reflect the expected decline in infant mortal-
ity rates to 60 per 1000 by the year 2000. How-
ever, improvements in infant and child mortality
are expected to be more modest in sub-Saharan
Africa than in east Asia and Latin America,
largely because of the AIDS pandemic.

The projected decline in infant (including
perinatal) and child mortality is to a large extent
based on the assumptions of sustained, if slow,
improvement in socioeconomic conditions and
future expansion of coverage with effective
health technologies such as family planning,
immunization, oral rehydration, and appropriate
treatment for acute respiratory infection. The
success of these interventions in recent years
suggests that there are some grounds for further
optimism in countries where coverage is low but
is expected to jncrease.

The following brief survey of health trends
focuses on the most significant causes of mor-
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tality and morbidity, particularly in the develop-
ing world.

The leading causes of illness and death in
many developing countries are the respiratory
diseases. As childhood deaths from the vaccine-
preventable diseases have been falling, the pro-
portion of total deaths caused by acute respira-
tory infections, including pneumonia, has been
increasing. However, a simple method has been
developed by which a mother or local health
worker can recognize when a child with such an
infection needs treatment, and standardized an-
tibiotic regimens have been established. If these
can be implemented in as widespread a fashion
as immunization and oral rehydration, the pros-
pects are good that the consequences of acute
respiratory infections can eventually be re-
duced.

Diarrhoeal diseases are another major
cause of ill health and death in the developing
world. Although there are treatments for these
diseases, little progress can be made as long as
the patients retum to their insanitary environ-
ment to be infected again. The final report of the
International Drinking Water Supply and Sani-
tation Decade (1980-1990) showed that even if
financial resources could be assured at the same
level as the extraordinarily high one achieved
during the Decade, population growth will ex-
ceed the expansion ofthose services.

The malaria situation is stationary in many
areas and deteriorating in others, particularly in
new settlements. Strengthening malaria control
programmes that have been allowed to deterio-
rate will not be enough, given the spreading
drug resistance of the parasite and insecticide
resistance of the vector. Effective vaccines are
still a long way off. China has, howeveq
achieved notable success in reducing malaria
mortality by basing a widespread network of
malaria clinics on a good health infrastructure,
and continually evaluating the efficacy of drug
regimens.

Regarding malnutrition, only long-term
changes in food security, backed by good nutri-

tion education prograrnmes, will make a pefina-
nent difference. Emergency food aid is soon
gone, but damage to the protein-deprived grow-
ing brain is permanent, as is stunting. However,
village studies in Nepal have shown that even
illiterate mothers can leam to feed their children
local foods that reduce the incidence of vitamin
A deficiency and associated blindness. If this
type of initiative becomes widespread in the
next decade, the malnutrition situation will im-
prove. Obesity shows an upward trend, but in
many developed countries people are beginning
to watch their diets and protect themselves from
overweight and the accompanying disorders of
hypertension, heart disease, diabetes, gastro-
intestinal problems and various bone and joint
diseases.

The number of cases of pulmonary tuber-
culosis will continue to rise because ofreactiva-
tion of the disease in individuals infected with
human immunodeficiency virus (HIV). A large
proportion of these patients may in turn spread
tuberculosis further. New drug regimens are
available, but the ideal, single-dose medication
has not yet been developed. However, the pros-
pects for tuberculosis control have vastly im-
proved with the increased cure rates achieved
through new patient-management strategies and
short-course chemotherapy (6 months).

Chronic obstructive lung disease, which in-
cludes chronic bronchitis and emphysema, is a
major killer. Its causes are cigarette smoking, air
pollution, biomass and high-sulfur fuels, and
vehicle-exhaust emissions. The situation will
get worse before it gets better. since although air
pollution controls and antismoking legislation
are being implemented in the developed coun-
tries, unregulated tobacco smoking and pollut-
ing industries are increasing in developing
countries as they in tum industrialize without
such controls and their population explosion
leads to even more smoking, and to cooking and
home heating with biomass and other cheap,
polluting fuels.

Nearly 9O7o of theprojected HIV infections
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and acquired immunodeficiency syndrome
(AIDS) cases for this decade will be in the de-
veloping countries. In sub-Saharan Africa alone,
WHO projects that some 10 million HIV-
infected infants will be born by the year 2000,
and 10 million children will be orphaned by the
death of their parents from AIDS. During this
decade and the next, the projected deaths from
AIDS may increase child mortality rates in
some countries by as much as 507o, wiping out
the gains made in child survival over the past
two decades. In Asia the pandemic is still at an
early stage, but indications are that it is growing
quickly. The transmission of infection will in-
creasingly take place through heterosexual in-
tercourse, which will be the source of 

'75-80Vo

of all cases in the year 2000, rather than thrcugh
homosexual intercourse and drug abuse.

Among adults, cardiovascular diseases
will remain the leading cause of death during the
next decade, in line with the progressive aging
of the population and the adoption of unhealthy
lifestyles. But although the total number of
deaths from cardiovascular diseases will remain
high worldwide, in most developed countries
there has been a decline in the rates for these
diseases, and this will continue as people im-
prove their lifestyles.

Despite the expected progress in the early
detection and treatment of cancer, it will be an
increasingly important cause of death among
adults, in developing as well as developed coun-
tries. This increase will be associated with the
aging population, environmental pollution, and
the spread of unhealthy lifestyles. Perhaps the
most significant of the last-named is tobacco
use, which is a major risk factor for the principal
chronic diseases including chronic obstructive
lung disease (see above) as well as lung cancer.
If current trends continue, global tobacco-
related mortality will increase from about 3 mil-
lion now to 10 million in the 2020s, with the
vast majority of these deaths occurring in devel-
oping countries. As smoking becomes as com-
mon among women as it has been among men,

lung cancer is overtaking breast cancer as the
leading cause of cancer for women in some
countries.

There are prospects that mental illness will
continue to increase in view of the stresses
caused by the disruption of old ways of life, as
agricultural countries industrialize and rural
people continue to crowd into the cities. Institu-
tions for the mentally ill consume a large pro-
portion of the public health budget in some
countries, and ways to reduce this burden, for
instance by moving some patients into care by
the local community, will be explored by many
countries.

Mortality and disabilities due to traffic acci-
dents will rise further in many developing coun-
tries when the growth in the number of motor
vehicles outstrips the provision of new road-
works and safety measures. As industrialization
proceeds in the developing world without
adequate safeguards for workers' health, acci-
dents at work will increase, and so will major
technological disasters such as those which
have already occurred in the nuclear, chemical
and oil industries (tanker spills) and which are
likely to affect large populations and the envi-
ronment.

There is some progress, however. The child-
hood immunization strategy is working. En-
demic transmission of wild poliovirus may have
already stopped in the hemisphere of theAmeri-
caso and prospects for the global eradication of
poliomyelitis by the year 2000 remain goodpro-
vided that the increased funding needs can be
met. Immunization rates are expected to in-
crease during the decade, leading to further re-
ductions in illness and death due to vaccine-pre-
ventable diseases, prominent among them being
measles, neonatal tetanus and whooping cough.
The World Summit for Children has given a
boost to child immunization (as well as to a
broad range of other health interventions). The
programme components and management are
tried and tested, and the resources required to
sustain the immunization initiative are likely to
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be available thanks to massive support by inter-
national agencies, nongovemmental organiza-
tions and governments.

There are other vaccines available, some of
which are being added to the childhood immuni-
zation schedule in countries where they are ap-
propriate. They include vaccines against yellow
fever, hepatitis B and Japanese encephalitis
in some developing countries, and vaccines
against mumps, rubella and haemophilus influ-
enza B in developed countries. For epidemio-
logical reasons they will not lead to the eradica-
tion of all these diseases; however, they will
markedly decrease illness and death caused by
them. A major international effort to accelerate
the development of new vaccines and to facili-
tate the application ofthe existing ones has been
launched by WHO, UNICER UNDP, the World
Bank and the Rockefeller Foundation under the
title of the Children's Vaccine Initiative. This
initiative will further contribute to the role im-
munization can play in reducing morbidity and
mortality.

New drugs from pharmaceutical research
and biotechnology are coming on to the market,
and new uses for old ones are being found. For
example, ivermectin is providing an invaluable
complement to vector control efforts in prevent-
ing blindness in the West African Oncho-
cerciasis Programme, and is now being intro-
duced alone in other endemic areas where vec-
tor control is not being applied. Multidrug
therapy has led to the first recorded reduction in
the number of registered leprosy patients. The
faster these new products and applications can
be brought into widespread use, the sooner an
improvement in the health situation will be
seen - but widespread use in developing coun-
tries will basically depend on price, as well as on
an efficient delivery system.

The application of simple technology to
provide clean water has resulted in a dramatic
decline in the incidence of guinea-worm infec-
tion in India and Pakistan, where it is expected
to be eliminated shortly, and similar progress in

West Africa has led to the target date of 1995
being set for global guinea-worm eradication.

Future trends in the development of
health systems
There has been a widespread trend towards de-
centralization in health management from the
central level to regions, provinces and districts.
This is a policy and organizational change
which, when undertaken, usually extends across
most govemment sectors. Therefore it is likely
to continue. However, the true extent of devolu-
tion of authority, responsibility and resources is
not always clear, nor is the effectiveness of such
decentralization.

Throughout the country-evaluation reports
runs a continuous thread regarding the burning
need to strengthen management skills in order to
proceed with implementation. And indeed, dur-
ing the reporting period the number and types of
health management training activities grew con-
siderably. Gradually it is being recognized that
management strengthening requires more than
training, and that health management must be
closely integrated with the programme subject
being managed. It is projected that the desire for
improving performance and quality will lead to
other styles of management strengthening, in-
cluding procedures review and revision, and
in-service problem-solving.

Two trends deserve specific mention. The
move to enhance community involvement has
been widespread. There is some question as to
how effective and sustainable are the various
types of community involvement and how much
more can be expected from communities, par-
ticularly those in the least developed countries.

The second trend relates to integration. It has
been more difficult to obtain consensus on this
health service concept than on any other. Most
health programmes which have received special
funding and management have achieved vary-
ing degrees of success, but they have,been ac-
cused of verticalization and are beins encour-
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aged to integrate their activities and support.
While this is occurring, the strengths of these
programmes should not be lost, and in fact such
programmes offer a point of entry for strength-
ening the management of primary health care
while increasing practical integration of ser-
vices. Further integration of services will occur,
particularly at the peripheral level, but each
country will be devising an approach which is
most appropriate in its circumstances for ensur-
ing that all its people receive basic minimum
care with sufficient quality to make it effective.

Health status is the outcome of many differ-
ent developmental and behavioural activities. It
is therefore the shared responsibility ofdevelop-
ment sectors, rather than the responsibility of
the health sector alone, and depends upon effec-
tive coordination between them. Clear under-
standing by other related sectors of the concept
and practice of health development is very im-
portant in enhancing health development as part
of socioeconomic development. Unfortunately,
in many countries this understanding is still
weak, and the situation may not be easy to solve
in the short term. In addition, the health sector
will increasingly need to support the goals of
other sectors in order to help achieve balanced
development.

There are few examples of countries in
which extensive and continuing intersectoral
coordination for health is taking place. Many
specialized organizational mechanisms for im-
proving coordination have been established, but
many soon became defunct or operate with little
benefit, particularly intersectoral councils and
committees at the central level. There may well
be a need to return to the simplified coordination
mechanisms more traditionally used for com-
munications between government agencies. It
has been observed that the participation of the
private sector and nongovernmental organiza-
tions in planned health development is growing,
and their participation is expected to dramati-
cally expand in the 1990s. There may also be a
revival of special intersectoral development

projects and programmes which combine the
efforts of several sectors in addressing a multi,
purpose development objective, benefiting a
particular geographical area or target group.
While such approaches have diminished in
popularity in recent years, their implementation
success and modest cost per beneficiary should
lead to their being reconsidered for certain pur-
poses.

Many countries commented on the problems
of managing international cooperation in health.
While the total amount of cooperation is likely
to continue to grow, there is the implication that
the inadequate coordination and varying techni-
cal quality of external collaboration in health
requires urgent attention by all governments and
agencies. Ministries will demand and obtain a
louder voice in the programming and manage-
ment of external support. Agencies will have to
propose more innovative styles of collaboration
which bring effective technologies and learning
processes under the control ofnational adminis-
trations and institutions, thereby increasing
sustainability. A related issue is the number of
least developed countries whose developmental
and operational resources for health come pre-
dominantly from external sources, which cre-
ates a continuing situation ofdependency.

Future trends in health care
The quantitative indicators of coverage with the
essential elements of primary health care have
for the most p.art demonstrated steady increases
since the first evaluation. These range from cov-
erage with safe water and excreta-disposal fa-
cilities to antenatal and infant care and immuni-
zation. The availability oflocal health services
has risen to almost 90Vo of the population in de-
veloping countries, attesting to the success in
efforts to expand health infrastructure. Although
the trend is significant, the validity of the cover-
age figures is sometimes questionable as there is
little information on the equity of accessibility
to the services and on their quality.
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There may be a slowing of the improvement
in coverage for two reasons. Firstly, the funds
from both national and international sources for
infrastructure expansion may decline. Secondly,
it is always harder to reach the last lV2IVo of
the population, even though these are usually
the groups that most need the health care. Nev-
ertheless, the original primary health care cover-
age goals are within reach, if the political and
prografilme commitment is maintained and
more resources are directed towards vulnerable
groups.

The trend in expansion of curative services
will continue to be strong, but this need not be at
the expense of preventive and promotive ser-
vices, if such services can increasingly be pro-
vided from curative care settings. On the other
hand, the expanding private sector may take
some of the load offthe public curative services.
This may allow govemments to concentrate
their resources and attention more on prevention
and promotion.

Future trends in health resources

Human resources
The deficiency most often cited by countries
was shortage of qualified health manpower.
This is despite the fact that manpower of all
types has been growing faster than operating
budgets. The problem of the inappropriate mix
and distribution of health manpower is also
growing. The current imbalances between phy-
sicians and nurses and olher paramedical and
technological staff will become more and more
widespread. The government health services in
many countries suffer from low productivity
due to poor working conditions, low pay and
lack of career opporfunities, which lead to low
motivation, reduced performance, and a high
wastage rate. It is unlikely thatthere can be rapid
increases in government health manpower or
salaries owing to the limited growth possibili-
ties of operating budgets, so these problems will
continue. More countries will prepare man-

power plans in the hope that the economic situa-
tion will improve, or in order to cope with re-
stricted budgets. Problems with inappropriate
curricula in training institutions will take many
years to coffect, and vested interests will con-
tinue to oppose the changes. Professional free-
dom will increasingly be monitored and ques-
tioned by those who pay for the services. How-
ever, some countries, particularly in Asia, are
concentrating on training paramedical staff
rather than more physicians, as well as upgrad-
ing existing staJf and providing incentives for
work in rural areas. These measures should lead
to an improvement in coverage and quality of
care.

Financial resouraes
Structural adjustment policies in many develop-
ing countries may continue to imply tight gov-
ernment control over expenditures on health and
social services, often to the detriment of poorer
populations who depend upon government ser-
vices. However, the effect of structural adjust-
ment has not been the same in all developing
countries. While some countries have had to cut
back, this has often occrured in capital develop-
ment budgets, which reduces the cuts to operat-
ing funds. Some developing countries have not
reduced government health expenditure at all.

During the evaluation period there was a
dramatic increase of national interest in experi-
menting with and developing various health fi-
nancing schemes. Health insurance, social secu-
rity and various fee-for-service and community-
support mechanisms were mentioned. This
trend will continue. The evaluation has dis-
closed that resources have often not been redi-
rected towards new health priorities and those
most in need. This suggests that many govem-
ments will need to develop new strategies and
prograrnmes which focus attention and re-
sources on special target groups (rural and urban
poor, minority groups).

The health sector will have to make prudent
use of the available resources by cutting down
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misplaced allocations, sharpening priorities,
and implementing policies and strategies that
improve effectiveness and impact and reduce
waste. Cost-consciousness will become an issue
of increasing importance within the health sec-
tors of developing countries as it has in the de-
veloped countries. Health authorities will have
to stress "healthy policies", for example: dis-
couraging smoking through raised prices and
education and agricultural policies instead of
reliance on treatment of the effects of smoking;
and promotion of safer highways through
healthy road policies instead of building more
facilities for the injured.

Harder to solve will be the concentration of
government health resources in major curative
institutions. The requirement for maintaining
the levels of operating funds for these institu-
tions limits the amount of reallocation that is
possible. Growth in the different areas of
nongovernmental health services (modern and
traditional) as well as not-for-profit health
sources offinance or service provision (such as
religious orcharitable concerns), may take some
pressure off the government. The government
will retain primary responsibility for ensuring
that the needs of the underprivileged are met,
and for coordinating different elements of the
public/private mix towards overall health policy
objectives. New and less directive mechanisms
will be sought to promote a greater harmony of
interests among different health care institu-
tions.

Science and technology
Research in vaccines, pharmaceuticals and
medical equipment is becoming ever more ex-
pensive, with the result that the end-products are
priced out of the reach of developing countries.
Yet pressures from manufacturers and donors to
adopt these costly new technologies, and even
from the general public, are intense. The trend
seems to be towards more and more expensive
treatrnents for diseases affecting fewer and
fewer people. However, the problem of costly

essential vaccines will be addressed by mobiliz-
ing private and public sector support to develop
new and improved vaccines for children under
the auspices of the Children's Vaccine Initiative.

The new gene technologies will first be tar-
geted towards the treatment of diseases for
which there are markets in developed countries.
Because there is no rich market in developing
countries, the big multinational drug and medi-
cal supply and equipment companies, with nota-
ble exceptions, have shown little interest in de-
veloping the low-cost products for which those
countries are crying out.

Yetbasic, appropriate technology does exist.
Oral rehydration salts are cheap and effective.
Bednets impregnated with the insecticide
permethrin protect against malaria. The WHO
basic radiology system is economical, robust,
easy to maintain and practical. In general, it is
hoped that research and development will gen-
erate new and improved preventive, therapeutic
and enabling technologies, giving attention to
simplicity and adaptability, to meet the needs of
developing countries.

Future trends in health and the
environment
It canbe predicted that because of past and on-
going deterioration of the environment, includ-
ing deforestation and misuse of land, floods and
drought are likely to be more frequent in the
coming decade. The people in developing coun-
tries inevitably are less prepared for these situa-
tions and are less able to respond to them. It is
expected that more attention will be given to
disaster preparedness planning, pre-positioning
of disaster supplies and other preparatory mea-
sures which will reduce the damage to property
and health caused by disasters.

Water resources for human, agricultural and
industrial use are diminishing around the world.
Yet the world's growing population demands
ever more water. Pollution of land with toxic
wastes is followedby their seepage into the water
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supply. Pollution of water with human wastes is
followed by the spread of disease. Pollution of
the air with sulfur and nitrous oxides and other
pollutants leads to respiratory problems. The
hesitant measures now being taken to limitemis-
sions and control these problems will take much
longer than the next decade to have a noticeable
effect, but atleastthey will go some way towards
protecting the health of future generations.

Strategic issues
It is clear from the previous chapters that
progress towards health for all is being made on
many fronts. Probably the greatest single
achievement of health for all so far is the almost
universal policy endorsement given to this aim.
The WHO Constitution, the resolutions of the
World Health Assembly, and various interna-
tional proclamations supporfing primary health
care all confirm health as a fundamental human
right and have indicated that health for all is in
reality a search for social justice and equity. It is
clear that these global pronouncements have
gradually been integrated within most national
health policies and legislation around the world.
This policy endorsement is reconfirmed by the
present evaluation and can be expected to
modify the trends in the health and health-
related sectors compared with those recently
observed. This gives cause for optimism about
the chances of achieving the goal.

Even so, the evaluation and trend assessment
discloses a number of issues which demand
increasing attention in the future if sustained
progress towards health for all is to be main-
tained. There has been general recognition by
Member States of the need to further accelerate
the implementation of their health-for-all strate-
gies. The investment made thus far, both nation-
ally and internationally, is considerable. The
performance and effect of these investments
must be improved.

It is evident that every national health sys-
tem should have certain basic components.

Firstly, health for all means there should be an
equitable distribution of resources, equal access
to services and increased equity in health. Sec-
ondly, the system must recognize the right of
each individual to quality health care through-
out life. Thirdly, the system must generate and
distribute the resources needed to prevent or
take care of the health problems in each phase of
the life cycle. The responsibility of individuals
and their community in determining their own
health and welfare is a theme which must re-
ceive even more emphasis in the future.

The following paragraphs discuss five cat-
egories of issues confronting future health de-
velopment. These issues are chosen to summa-
ize the results of this second evaluation in a
manner that focuses attention on the accelera-
tion of implementation, i.e., getting on with the
job that remains to be done to achieve the object
of health for all, bearing in mind that people are
central to health development.

Clarifying the roles of governments and
communities
It has long been recognized that health must be
considered within the wider context of overall
socioeconomic development; there is now
growing rcalization that human development
must be at the core of all social and economic
development processes. How do these two ma-
jor challenges affect the manner in which gov-
emments and communities must define their fu-
ture responsibility in health development?

What are the most appropriate government
roles in health?
In the face of limited public resources for health
development and maintenance, and limited ca-
pacity to administer, many governments will
find it necessary to undertake a serious redefini-
tion of their responsibility within the health sec-
tor. It is probable that the direct administration
of medical services by central government will
give way to more decentralized and pluralistic
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modes ofregulation, and offinance. The expan-
sion of private practice and hospitals which is
taking place in countries at all levels ofdevelop-
ment should be recognized and regulated. Alter-
ing responsibility in this fashion may offer the
opportunity to strengthen the government-
supported public health prevention and promo-
tion functions, which are of little interest to the
private sector. Many governments must strive to
develop equitable health financing schemes and
ensure there are special care programmes for
those with the least physical access and finan-
cial means.

The monitoring and control of the quality of
both public and pnvate health care is a task of
growing importance. Intensive review and revi-
sion of health legislation and regulations are
needed. Many countries will introduce social
legislation to ensure the health rights of the un-
derprivileged. All governments will be seeking
ways to increase effective interaction between
health and other sectors in order to make health
promotion and protection a concern of all public
and private endeavours. In addition, govern-
ment health administrations will increasingly be
called upon to support human development
through programmes in other sectors and thus
not focus only on health and social services.

How to enable individuats and communities
to determine their most appropriate role in
self-care and communiU health
development
The health rights and responsibilities of the indi-
vidual must receive growing attention. In-
creased efforts are needed to enable citizens to
take more responsibility for maintaining their
own health, principally by providing them with
effective information on health protection and
self-care. The health professions must improve
the way in which they inform the public about
risks, interventions, the scope for self-care and
the potential for community action. The means
for effective community health action and con-
trol which can be built into community func-

tions in a sustainable manner are still to be
found. Health care and development must in-
creasingly come under community patronage;
governments must devise ways to facilitate such
community health management. There must be
more international effort to produce health in-
formation for the public.

A1l of this suggests that many governments
should develop andpromote new styles of com-
munity involvement which incorporate realism
and information into theirpromotion of and sup-
port for community health action. Indeed, fos-
tering healthy communities should be consid-
ered an investment in socioeconomic develop-
ment with a high potential for return.

How to strengthen the mananagement of
health development and health technology

How to strengthen health leadership and
management capability
New approaches are needed for strengthening
the management of public health and health
care, which recognize that management practice
and skills cannot be developed as a separate dis-
cipline, but must be integrated within the health
care administration and practice of a country.
This implies that the process of management
strengthening will depend less upon traditional
training approaches, but will rather be accom-
plished more often by means of learning
through action in problem situations, and by
means ofreview and revision of service proce-
dures.

Health leadership will be less concerned
with promotion and advocacy of health-for-all
strategies, and will rather address the impedi-
ments to strategy and programme implementa-
tion. Many existing sectoral and intersectoral
guidance and coordination mechanisms are not
effective and must be revitalized and consoli-
dated for the sake of efficiency and effective
prograrnme implementation.

Intersectoral approaches to health develop-
ment are needed which combine effective strate-
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gies from several sectors into manageable
intersectoral development programmes. Often
these intersectoral activities will be imple-
mented at subnational levels or be directed to-
wards specific population groups.

Finally, health management must be seen as
both a technical and administrative enterprise
which requires better information in a number
of areas: technological, epidemiological, com-
munity perspectives, professional attitudes, en-
vironmental trends, financial and personnel sta-
tus, and indicators of service performance, qual-
ity and efficiency.

How to strengthen health technology devel-
opment and health information and focus
them on national health priorities
Appropriate technology is needed at district and
peripheral levels and in the communities to help
close the equity gap. While health research and
development capabilities are expected to in-
crease, especially in developing countries,
health research resources are inadequately fo-
cused on the priority needs for appropriate
health technology, and on developing effective
strategies for the implementation of primary
health care. New research priorities must be
aimed at equity, lifestyle, quality of care and the
environment, as well as priority health problems
such as AIDS, malaria and cardiovascular dis-
ease.

The effectiveness of certain standard tech-
nologies commonly provided within primary
health care must be confirmed and continually
monitored. Evaluation of the implementation
and effectiveness of primary health care and
theirimprovement could benefit from more can-
dour, particularly when assessing the more com-
mon approaches such as decentralization, inte-
gration, community participation and the use of
community health workers.

There is a growing appreciation of the need
to develop a better understanding of the health
of underprivileged populations. More and better
information is needed to define the size, location

and conditions of the least privileged in order
that programmes can be directed towards recti-
fying current inequities in the health of the
population. Health research and evaluation must
be refocused to address these information needs.

It is generally admitted that both technical
and public health information are inadequate in
most countries. Strengthening epidemiological
surveillance and analysis is an urgentpriority, as
is facilitating the appropriate use of existing
case and community data maintained by health
services. Improved indicators for monitoring
health and managing health services must be
developed and incorporated in the information
systems.

Reorientation of health care systems to
focus on priority needs

How to focus health systems on priority
population groups and their health
problems
While international and national health policy
promotion and development have achieved a
certain degree of success in mobilizing interest
and action for achieving universal coverage
with primary health care, reorientation must
now focus squarely on ensuring that care is
available to those priority population groups
currently most in need and with least access.
Attention must also be focused upon major and
growing health problems and risk factors, par-
ticularly those affecting the least advantaged
population groups. The health problems to be
given priority should include those diseases
close to eradication, those which can be solved
with effective preventive and control technolo-
gies, and those expected to worsen in the com-
ing years because oFchanging demographic, so-
cial, economic, and epidemiological conditions.
AIDS, malaria, tuberculosis, cardiovascular dis-
eases, substance abuse, nutrition and pollution
will be among such priority concerns. The
necessary focus on priority problems and popu-
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lation groups must be achieved, while avoiding
the separate delivery of service activities, as
sometimes occurs when certain health activities
benefit from special funding and management.

The reorientation of the health system must
include a redefinition of the responsibilities of
the government and private health sectors men-
tioned above, with attention on how best to pro-
mote health, prevent disease and efficiently
manage expensive curative care processes.

Quality assurance in preventive and curative
services will take on added importance as higher
levels of coverage are achieved. The need for
improvement in quality is greatest at the peri-
pheral service levels, such as health centres and
district hospitals. Quality improvement must
be addressed by strengthening procedures to
ensure that essential tasks are performed cor-
rectly.

How to improve the production and use of
human resources for health
Several predominant themes must receive atten-
tion in future efforts to develop human resources
for health. Improving training processes, meth-
ods and materials will be a continuing theme,
particularly as priority primary health care tasks
will be given more emphasis by all categories of
staff. Raising the sense of public responsibility
in all aspects of health care, with quality im-
provement as the ultimate objective, must be
another central theme. Staff for the support of
priority areas and population groups should be
more carefully allocated, since increasing the
numbers of health personnel may not always be
possible. Manpower use must be rationalized to
ensure better correlation between the type of
service to be provided and the type of staff to be
assigned. In addition, attention must be given to
ensuring that the technical and material support
required by health professionals is available
(supplies, equipment, logistics, communica-
tions). All efforts to strengthen health man-
power must emphasize the need for "humaniz-
ing" health care.

It is likely that the expansion of private
sources of health care and the greater involve-
ment of nongovernmental organizations will
complicate the process of health personnel ad-
ministration, including the registration of all
qualified staff. Nevertheless, systems for health
personnel administration must be improved in
order for govemments to adequately oversee the
production and use of this valuable resource.
Finally, improved career development schemes
are needed in order to increase the productivity
of health personnel while addressing the dispar-
ity that often exists between the salaries of
health staff in the public and private sectors.

Health financing

How to design and implement appropriate
health financing mechanisms with special
concern for populations in greatest need
It is proving difficult to develop efficient health
care financing schemes in countries with wide
disparities in public earning capacity. There
needs to be a more active international exchange
of ideas and of experience in innovative health
financing schemes. While inequity is a problem
to be dealt with in this context, increasing atten-
tion must be given to finding the optimum effec-
tive funding level for health care that is respon-
sive both to real health needs and to the require-
ments of efficiency. Cost control will become an
increasing concern in developing countries in
both the public and private sectors.

Resource mobilization will remain a major
preoccupation in the health sector, with health
financing schemes, including fee-for-service
and health insurance, being only partial solu-
tions at best. In any case, health care financing
in any country will normally require a combina-
tion of schemes. The redefinition of government
responsibility in health may allow some shifting
of resources from costly curative care towards
health prevention and promotion.
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International cooperation

How to increase the amount and eflective-
ness of international cooperation for health
development, while giving pilority to the
least developed countries
The frequent mention in country reports of the
deficiencies in international collaboration in
health should challenge countries and interna-
tional agencies alike to develop improved types
of collaboration. It will be important that receiv-
ing governments strengthen their coordination
of external support while being aware of the
best that each external agency has to offer.
Sustainability must be the watchword in col-
laboration.

In particular, WHO will be faced with the
challenge posed by these implementation issues.
WHO must nurture its promotion of health for all
with realism and practical support. New styles of
collaboration must be devised that ensure that all
support is of a high technical quality, and is ad-
justed to the evolving country situations andcon-
straints. The formulation of WHO support to
countries must be given more thoughtful atten-
tion jointly by governments and the Organiza-
tion. WHO country offices must be strengthened
technically and managerially. Basic public
health practice must be re-emphasized in WHO's
collaborative programmes, along with health
care financing and the strengthening of impor-
tant health care support systems. There is also a
growing need to improve coordination in health
action across the United Nations system and
among all agencies concerned.

As WHO succeeds in strengthening its tech-
nical cooperation at country level it will simul-
taneously strengthen its other role as the direct-
ing and coordinating authority in international
health work. Emphasis must be given to the co-
ordination of research, to the broad dissemina-
tion of information on new technology and de-
velopment approaches, to setting of standards,
and to maintainance of specialized expertise in
priority health development subjects.

Finally, it is important that WHO's recent ef-
forts to assist least developed countries in mobi-
lizing external resources for health development
should be expanded and lead to similar efforts
by other international agencies. Thus, the focus-
ing of attention on populations in greatest need
will be increasingly applied at the international
level, in addition to being a sound principle
within countries.

Challenge for the future
This evaluation offers an opporfunity to review
and update the challenges presented at the con-
clusion of the second report on monitoring
progress of HFA (1988). At that time five criti-
cal challenges were identified as lying in the
path of progress toward health for all:

(i) to sustain commitment to resolve so-
cial inequities, resolve operational dif-
ficulties and expand people's responsi-
bilities for their own health;

(ii) to intensify efforts to expand manage-
rial capacities, including sound policy
decision-making and focusing on pri-
orities and targets based on valid infor-
mation;

(iii) to intensify efforts to strengthen
health infrastructure based on the
principles of primary health care;

(iv) to manage all available health re-
sources well while mobilizing addi-
tional resources;

(v) to provide support to the least devel-
oped countries on an unprecedented
scale.

While this evaluation confirms that these
challenges continue to be relevant, it is neces-
sary to identify specific actions to accelerate the
implementation of national and international
health-for-all strategies. All such accelerating
actions must address the need to improve equity
in health, quality in health care, ard sus-
tainability in the national approaches employed.
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They must all confirm the central role of people
in health development.

(1 ) Sustaining commitment
The present challenge in sustaining commit-
ment is for governments to act decisively to re-
duce inequity in health in specific ways. Efforts
must be made to identify those populations who
continue to have least access to health care and
who, in all likelihood, have the greatest health
needs. These population groups include the ru-
ral and urban poor, unemployed, women, chil-
dren and the elderly, who may not have ben-
efited so far from the expansion of health infra-
structure. The government must also take action
in areas where action by the private sector is not
available. It is important to emphasize sustained
commitment of people to assume greater re-
sponsibility for their health and commitment of
health professionals to the principles of primary
health care. The focus also needs to be sharp-
ened to address specific health problems which
mostly affect these population groups: commu-
nicable diseases such as diarrhoea, acute res-
piratory infection, malaria, tuberculosis and
AIDS; malnutrition; and behavioural and envi-
ronmental factors affecting health. Govern-
ments must establish the means to confirm their
accountability to their people.

(2) Beorientation of health systems
Health care systems are in need of reorientation
in specific ways. Ministries of health must
closely review the breadth and focus oftheir re-
sponsibility and - given the concern for equity,
the moves towards democratization, the realities
of public sector financing and the obvious limits
to the management capacity in govemment ad-
ministrations - redefine the scope and roles of
their governments in providing health care.
Such redefinition must give further emphasis to
disease prevention and health promotion, and
focus on achieving and maintaining acceptable

quality in both public and private health care
and on strengthening the performance of dis-
trict-level services. This reorientation must also
make it easier for the community to assume
more responsibility for its own health protec-

tion, in a practical, sustainable fashion. Finally,
the reorientation must focus the development
and management of health technology on clos-
ing the equity gap, i.e., must direct health tech-
nology developmenttowards the health needs of
vulnerable populations. Further development of
human resources for health should also support
this reorientation.

(3) Financing of health care
Sustaining a steady growth of resources for
health implies that progress must be made in
devising efficient and equitable health financing
mechanisms. Funds must be assured for the op-
eration of government programmes and ser-
vices, as well as for payment by families for
health care received from private sources. The
trend towards an increasing role of the private
health care sector will challenge all govern-
ments to implement financing schemes thatad-
dress the needs of those who are least well off
economically. Establishing a proper balance in
health care responsibility between the govern-
ment and the private sector in this manner
should help to realize the redefined health role
ofthe governments as suggested above. Financ-
ing of health care must be implemented based
on considerations of equity, ethics, human rights
and efficiency. In general, the resources for
health must be brought closer to the people.

(4) Enhancing managerial capabil ity
The management challenges facing government
health sectors are changing. Earlier the task was
to provide political advocacy for health for all,
within and across sectors. Now the task is to
reorient public health management to empha-
size implementation. The intersectoral and
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intrasectoral coordinating mechanisms used for
promotion, policy formulation and planning of
health for all may be inappropriate for achieving
broad-based action. The health sector may find
it easier to play a supporting role in the pro-
grarnmes of other sectors, such as education,
food and nutrition, and the environment. Decen-
tralizing intersectoral action to provincial and
district levels will require new styles of organi-
zation and management. The empowerment of
communities to assume expanding responsibil-
ity for their own health will also entail efforts to
increase their health management capabilities so
that they can control better the services avail-
able to them. Management at both the
decision-making and programme levels must
emphasize efficiency in administration, ac-
countability to the people, quality and improved
performance in service, and should focus on pri-
ority problems and vulnerable population
groups. The efforts to raise individual capacity
and strengthen administrative and support sys-
tems must rely less on training and more on di-
rect involvement in procedural improvement
and problem-solving. A health information sys-
tem more comprehensive in scope is needed to
support such public health management.

(5) Strengthening international
cooperation

While the generation of more international re-
sources for health development will be a con-
tinuing challenge for governments and WHO,
several other challenges relating to international
collaboration need to be taken up. Governments
and WHO must work together to improve the
technical content, effectiveness, and administra-
tive efficiency of WHO's collaboration at all
levels, but particularly at the country level.
Styles of collaboration must change to become
more relevant, manageable and sustainable by
the governments. WHO's role as the directing
and coordinating authority in international

health work must be confirmed through the de-
livery of effective collaboration in these new
styles. WHO must continue to focus attention on
mobilizing resources for the least developed
countries in collaboration with other agencies.
In response to this new challenge in interna-
tional cooperation, WHO must redefine its func-
tion and structure with a view to ensuring the
rapid and realistic implementation of public
health action and sustainable development.

Conclusion
This evaluation has relied on: extensive work
done in countries to compile data and assess
progress; efforts at the WHO regional offices to
summarize the country submissions and make
intercountry comparisons; and the analysis at
the global level which produced the overall
summary of major trends and constraints. In
addition to providing this benchmark on the
road to health for all, it is hoped this global
evaluation effort will contribute substantially to
the definition of a new framework for public
health action. Such a framework must facilitate
sustainable health development directed to-
wards:

. developing and appropriately distributing
the resources (financial, human and tech-
nological) that are required for addressing
priority health needs;

. achieving equity in health status by under-
taking more effective health promotion
and protection, most of which takes place
in sectors other than health; and

. pursuing equality in access to primary
health care employing increasingly inte-
grated and high-quality services.

This second evaluation of the global strat-
egy, which focuses health development clearly
on people, has consequences for health policy in
all countries and implications for the work of
international agencies, particularly WHO, in
order to achieve effective implementation of
the health-for-al I strateeies.
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1. Global indicators for monitoring
and evaluating progress

In order to monitor and evaluate progress in the
implementation of health-for-all strategies,
WHO's Member States have agreed to provide
information periodically on a set of global indi-
cators devised for this purpose. These indicators
were reviewed in 1990 by the Executive Board,
which approved a revised list of indicators and
new definitions, particularly for the second
strategy evaluation in 1991. The list includes
three new indicators: the percentage of women
of child-bearing age using family planning, ma-
ternal mortality rate and the probability of dying
before the age of 5 years (i.e., under-5 mortality)
introduced for the first time for the Second
evaluation. Some of the indicators, such as
adequate excreta-disposal facilities, were
reformulated and a few were redefined (e.g.,
antenatal coverage). The changes are listed be-
low.

List of reformulated global indicators
The proposed reformulations, arrived at by con-
sensus between technical programmes at head-
quarters and the regions and adopted with
amendments by the Executive Board by resolu-
tion E885.R5, are shown below. Changes from
the original versions are in bold print.
No. 1 The number of countries in which

health for all is continuing to receive
endorsement as policy at the highest
level.

No.2 The number of countries in which
mechanisms for involving people in the
implementation of strategies are fully
functioning or are being further de-
veloped.

No. 3 The percentage of gross national prod-
uct spent on health.

No.4 The percentage of the national health
expenditure devoted to local health
services.

No.5 The number of countries in which re-

sources for primary health care are be-
coming more equitably distributed.

No.6 The amount of international aid re-
ceived or given for health.

No. 7 The percentage of the population cov-
ered by primary health care, with at
least the following:

safe water in the home or with rea-
sonable access, and adequate ex-
creta-disposal facilities available;
immunization against diphtheria,
tetarus, whooping-cough, measles,
poliomyelitis, and tuberculosis ;
local health services, including
availability of essential drugs,
within one hour's walk or travel;
attendance by trained personnel
for pregnancy and childbirth, and
caring for children up to at least 1
year of age.

The percentage of women of child-
bearing age using family planning.
The percentage of each element
should be given for all identifiable
subgroups.

No.8 The percentage of newborns weigh-
ing at least 2500 grams at birth, and
the percentage of children whose
weight-for-age and/or weight-for'
height are acceptable.

No. 9 The infant mortality rate (IMR), mater-
nal mortality rate (MMR) and prob-
abitity of dying before the age of 5
years (q5), in all identifiable sub-
groups.

No. 10 Life expectancy at birth, by sex, in all
identifi able subgroups.

No. 11 The adult literacy rate, by sex, in all
identifi able subgroups.

No. 12 The per capita gross national product.
These indicators were incorporated in a

Common framework for the second evaluation
(CFE{2), prepared to assist Member States in
carrying out the evaluation of implementation
of their national strategies. Even though the in-
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dicators are considered to be the minimum nec-
essary to assess progress with overall health de-
velopment, the statistical infrastructure required
to obtain the data is not yet operative in many
countries, reflecting the logistic and financial
difficulties associated with the installation of an
adequate health information system. In order to
provide maximum information support to
health-for-all strategy implementation, the data
collected must be representative, accurate, and
timely.

2. Explanatory notes
Of the 168 Member States. 151 communicated
their findings to WHO and provided data/infor-
mation on some or all of these global indicators.
It should be noted that information on the per-
centage of the population covered by all ele-
ments of primary health care (global indicator 7)
is not available. This indicator comprises four
selected elements of PHC, each of which may
comprise several subelements (e.g., the fourth
element of the indicator actually comprises two
subelements: attendance by trained personnel
for pregnancy and childbirth, and caring for
children up to at least 1 year ofage). Data are not
always available for all the subelements, but
only for one aspect of one subelement (e.g.,
trained personnel for childbirth). Similarly, data
may be available for safe water and excreta-dis-
posal facilities separately, but not necessarily
for both subelements. Thus in a number of
cases, data were provided for some sub-
indicators or subelements only and not for the
relevant global indicator.

For the first time in connection with the
monitoring and evaluation of health-for-all
strategies, the global review (based primarily on
the national and regional reports) has analysed
the availability and timeliness of data on the g1o-
bal indicators reported by Member States. Data
on global indicators are available in the respec-
tive regional reports/syntheses and hence are
not siven here.

It has been noted that the majority of Mem-
ber States are still experiencing great difficulty
in obtaining valid and timely data on key health
indicators. As a result, it is extremely difficult to
derive overall estimates of indicator values in
order to assess progress at the global level. For
this purpose, it has been necessary to prepare
estimates of the indicator values for major
groups of countries and the world as a whole by
drawing on information from other sources.
These include the data collected and reviewed
by WHO technical programmes, other interna-
tional agencies such as UNESCO, the World
Bank, the United Nations (in particular the
Population Division), as well as on the research
reports and data bases of other institutions. On
this basis, estimates have been prepared for the
two periods 1983-1985 and 1988-1990, cone-
sponding to the periods covered respectively by
the first evaluation of the strategies for HFA in
1985 and the second in 1991.

The estimates of infant mortality and life
expectancy are based on estimates prepared by
the United Nations in 1990 for 146 of the 168
WHO Member States with populations greater
than 300 000 in 1990. Demographic indicators
for populations below this size tend to be af-
fected by large annual variations in births and
deaths and hence no estimates were available.
The smaller Member States of WHO together
account for about 2 650 000 people or about
0.05Vo of the world's population.

For analytical purposes, the following coun-
try classifications as proposed by the United
Nations have been used for grouping the
Member States. It should be noted however that
the designations used in this publication
are those which were applicable during the
period 1985-1990, which is covered by this
evaluation.
Developing countries:

Latin America and the Caribbean, Africa
(excluding South Africa), Asia and the
Pacific (excludingAustralia, Japan and New
Zealand), Cyprus, Malta and Yugoslavia.
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ofwhich least developed countries (as ofJune
1991 )

Afghanistan, Bangladesh, Benin, Bhutan,
Botswana, Burkina Faso, Burundi,
Cape Verde, Central African Republic,
Chad, Comoros, Djibouti, Equatorial
Guinea, Ethiopia, Gambia, Guinea, Guinea-
Bissau, Haiti, Kiribati, Lao People's Demo-
cratic Republic, Lesotho, Liberia, Malawi,
Maldives, Mali, Mauritania, Mozambique,
Myanmar, Nepal, Niger, Rwanda, Samoa,
Sao Tome and Principe, Sierra Leone, Soma-
lia, Sudan, Togo, Uganda, United Republic
of Tanzania. Vanuatu and Yemen.

Eastern Europe:
Albania, Bulgaria, Byelorussian SSR,
Czechoslovakia, Hungary, Poland, Roma-
nia, Ukrainian SSR and the USSR.

Developed market
NorthAmerica, northern, southern and west-
ern Europe (excluding Cyprus, Malta and
Yugoslavia), Australia, Japan, New Tnaland
and South Africa.
The above designations ofcountry groups in

the text and the tables are intended solely for sta-
tistical and analytical convenience and do not
necessarily express ajudgement about the stage
reached by a particular country in the develop-
ment process.

The reported and estimated values of (or in-
formation on) each HFA global indicator ac-
cording to broad development groups for the
first evaluation in 1985 and the second in 1991
are given in the Annex table. In the tables, val-
ues under 1985 refer to the period 1983-1985
and under 1991. to 1988-1990. Dara are pre-
sented for each of the three main country group-
ings - developing countnes (with one sub-
grouping - least developed countries), eastern
European countries and developed market
economieso as well as for the world as a whole.
Data for Yemen and former Democratic Yemen
as well as for the former German Democratic

Republic and the Federal Republic of Germany
are included separately for the computations of
the weighted values, since the data refer to the
period prior to the merger and unification. How-
ever, the respective populations of these coun-
tries have been added together accordingly to
reflect these changes in the tables. The estimates
or reported data for each of the country group-
ings are weighted values of the estimates or re-
ported data for each country in that group, with
the weighting procedure given in a footnote to
the table. Furthermore, for each of the two peri-
ods, the number of Member States in each coun-
try grouping reporting data or information, to-
gether with the respective percentage of the
population included in computing the weighted
averages, is shown along with the reported or
estimated indicator value. Not all data provided
for the second evaluation could be used to com-
pute the weighted values for 1991, because
some of them applied to years previous to the
period 1988*1990. For comparative purposes,
the weighted values for 1985 shown in the An-
nex table were based on data covering the period
1983-1985 only. For some indicators, such as
infant mortality, the weighted averages are
based on almost IO0Vo covenge of Member
States owing to the availability of national esti-
mates from other sources. In other cases, for ex-
ample the care of pregnant women by trained
personnel, there is no consolidated set of na-
tional estimates other than the data reported by
Member States in their evaluation reports, and
so the coverage of countries for that indicator is
considerably less than 1007o.

Even though efforts have been made to ar-
rive at a set of comparable values for different
global indicators for assessing progress since
the first evaluation in 1985, the weighted values
for the four groups of countries considered can
at best be considered reasonable estimates giv-
ing the direction of progress, and not precise
values appropriate for rigorous analysis.
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Annex table. Global indicators 1-124

Global indieator I - HFA endorsement continues

Country groupings Number of
Member
States

1991
population
(millions)

Number of Member States Population
responding positivelyl included, 1991'z

.1991 ek)
Developing countries

Iaret d.tlal^had

Eastern Europe
Developed market economies

t J z

I
27

4 142

460
391
837

96

JJ

2
1 2

91

90
1 2
c l

5 370

10utol168[4emberstates,151reported'ofwhich:110providedar0sitiveresponse;4providedanegatiVeresnse|37d|dnot
'? Population included: 4 230 million or 79% of the lotal populalion ol all Member States.

Global indicator 2 - Community involvement: mechanisms fully functioning / being further developed

791 1 0

Country groupings Number o{
l\ilember
States

1991
population
(mi l l ions)

Number of Member States Population
responding positivelyl included, 1991'z

199 1 ( % \

Developing countries

I6.et dot/ol^nad

Eastern Europe
Developed market economies

132

4 1
9

27

4 142

460
391
837

82

29
1

1 l

84

52
1 0
c l

Total 168 5 370 94

10utol168Memberstates,151reported,o1Which|94proVidedapositiVeresponse;7providedanegativeresponse;50didnot
2 Population included: 3 936 million or 73% of the totai population of all Member States.

Global indicator 3 - Percentage of GNP spent on health
(Central government expenditure on health as percentage of GNP)

73

Country groupings Number of 1991 Weighted value Number of
Member population (y.) Member States
States (millions) 19911 1985 included, 1991

Population Number of Population
included Member States included
1991'! (%) included, 1985 19853 (%)

Developing countries

la.cr daval^^6d

trrctarn trr 'r^na

Developed market economies

4142 0.9

460 1.4
391 1.2
837 3.3

9
27

0.9

1 .0
2.O
3.8

42

5
.1

1 4

42

I
3

c /

69

I O

1
22

59

O I

3
80

Total 5 370 41 58

1 Based on values for 57 l\,4ember States and weighted by their respective gross national producl
'? Population included: 2 218 million or 41 % of the total population of all lvlember States.
3 Population includedi 2 801 million or 58% of the total population ol all l\4ember States.

a lnformation reported by Member States for the 1985 and 1991 evaluations are used for global indicators 1,2, 4, 5, 6,7.5,7.6,7.7,7.8, 7.9 and B;
WHOest imatesareused lorg loba l  ind ica torc3 ,7 .1 ,7 .2 ,7 .3 ,7 .4 ,9 ,10 ,  11and12.  On ly thoseMemberSta tes forwh ichdataareava i lab le fo r the
period 1988-1990 are included for computation related to the l9g! evaluation, and only those for which data are available for the period 1983-1985 are
included for the i985 evaluation.
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Global indicator 4 - Percentage of national health expendlture devoted to local heatth services

Country groupings Number of 1991 Weighted value
Member population (%')
States (millions) 199tr 1985

Number of Population
Member States included
reportinq. 19912 19913(%)

Number of Population
l\4emberStates included
included. 1985 19854 (%)

77

73
9

27

61

27
3

't0

36

25

1 1

28 32 47

37 39 16
. . .  40 0
'16 25 3

I
27

4 142

460
391
837

Developing countries

la^et daval^^6d

Eastern Europe
Developed market economies

Total 168 5 370 t 8 74

1 Based on values for 50 Member States and weighted by their respective health expenditures.
'? Out ot 168 Member States, 151 reported, of which: 50 provided data referring to the period 1988-90; 26 provided data referring to other periods;

75 did not provide the required information, or any information.
3 Population included: 1 579 million or 29% of the total population of all Member States.
a Population included: 3 067 million or 63% of the total population of all Member States.

Global indicator 5 - Resources for primary health care: equitable distribution

63

Country groupings Number of
Member
States

1 991
population
(millions)

Number of Member States Population
responding positivelyl included, 1991,

1991 e/")

Developing countries

la.et dat/al^^6d

Eastern Europe
Developed market economies

44

24
3
J

27

7
1

132

9
27

4 ' t 42

460
391
837

Total 32168 5 370 u
1 Out of 168 Member States, 151 reported, of which: 32 provided a positive response; 1 1 provided a negative response;

108 did not provide the required information, or any information.
'? Population included: 1 851 million or 34olo of the total population ol all Member States.

Global indicator 6.1 - Aid received for health (US$)

Data available from OECD member countries onlv.

Global indicator 6.2 - Aid given for health (US$)

Data available for OECD member countries onlv.

Global indicator 7.1 - Safe water: population coverage

Country groupings Number of 1991 Weighied value Number of
Member population (y") Member States
States (millions) 19911 1985 included,1991

Population
included
1991'  (%)

Number of Population
Member States included
included, 1985 1985s ("/.)

Developing countries

Ia^et daval-nad

tract6rn tr! 'r^na

Developed-market economies

132 4142 68 55

41 460 49 30
9 3S1 100 98

27 837 100 100

o l

62
93
66

85

26
6

14

64

83
100
Aq

86

29
8

22

168 5 370 75 68  116 64 105

r Based on values for 1 16 Member States and weighted by their respective total population.
2 Population included: 3 445 million or 640l. of the total populaiion of all Member States.
3 Population included: 3 137 million or 65% of the total Dooulation of all Member States.
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Global indicator 7.2 - Adequate excreta-disposal facilities: population coverage

grouprngs Number of 1991 Weighted value Number of Population Number of Population
Member population (%) Member states included Member states included
States (millions) 19911 t 985 in"lude

Developing counlries

least developed
Eastern Europe
Developed market economies

4 142 56

460 23
391 100
837 100

9
27

o l

81
93
32

31 68

14 20
100 5
100  18

29

71
93
35

75

24
6

'11

Total 168 5 370 46 5991

1 Based on values for 91 Member States and weighted by their respective total population
'? Population included: 1 870 million or 35% of the total population of all Member States
3 Pooulation included: 2 858 million or 59o/o of the total population of all Member States.

Global indicator 7.3.1 - Six EPI diseases: percentage ol infants immunized

Data not available.

Gfobaf indicator 7,3.2 - lmmunization of infants: coverage by DPT vaccine

country groupings Number 01
Member
States

1991 Weighted value Number of Population Number of Population
population (y.) Member States included Member States included
(millions) 1991r 1985 included, 1991 1991'z (%) included, 1985 19853 (%)

Developing countries 132

Icasl devPlnnc.l 41

Eastern Europe I
Developed market economies 27

4 142 83 4 1

I O

90
79

131 100

100
100
100

121 98

91
100
92

460 69
391 75
837 88

35
8

23

4 1
8

27

Total 166835 370168 100 152

1 Based on values for 1 66 Member States and weighted by their respeclive number of live births
2 Popuiation included: 5 368 millid d 1007" of the total population of all Member States.
3 Population included: 4 71 0 million or 97% of the total population of all Member States.

Global indicator 7.3.3 - lmmunization of infants: coverage by measles vaccine

Country groupings Number of 1991 Weighted value Number of Population Number of Population
Member population (/.) Member States included Member States included
States (millions) 19911 1985 included, 1991 1991'? (%) included, 1985 19853 ('/")

Developing countries

laaat dawal^n6d

tr.etarn trr 'r^na

Developed market economies

4 142 79

4 1

27

1 1 4 75

82
87
89

460 43
391 87
837 80

100

100
100
100

33
o

1 9

4 1
8

26

44

26
86
72

I oral 168 E Q7N 80 78165 t00 139

' Based on values for 1 65 lvlember States and weighted by their respective number of live births
2 Population included: 5 368 million or 100% of the iotal population of all Member States.
3 Population included: 3 77 1 million or 78% of the total population of all Member States.
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Global indicator 7.3.4 - lmmunization of intants: coverage by poliomyelitis vaccine

Country groupings Number of 1991 Weighted value Number of
Member population (%\ Member States
States (miilions) 19911 1985 inctuded, 1991

Population Number of Population
included Member States included
1991'? (7') included. 1985 19853 (./")

Developing countries

least developed

t J l 4 142

460
391
837

131

8
27

97

89
100
92

I  t o

33
8

23

100

100
100
100

85 43

62 14
80 94
90 91

Eastern Europe 9
Developed market economies 27

Total 168 E 27n 97t o o5085 r00 147
I Based on values for 1 66 Member States and weighted by their respective number of live births.
'z Population included: 5 368 million or 100% of the total population of ail Member States.
3 Population included: 4 682 million or 97% of the total poputation of alt Member States.

Global indicator 7.3.5 - lmmunization of infants: coverage by BCG vaccine

Country groupings Number of 1991 Weighted value Number of population
Member population (%\ Member States included
States (milions) 19911 i9B5 inctuded, 1991 j9912 e/"\

Number of Population
Member States included
included.1985 19853 (%)

Developing countries

loaet d^/al^^6d

Eastern Europe
Developed market economies

98

t00
94
46

90 42

79 27
93 93
80 65

4 1
I

27

4 142

460
391
837

117

4 1
7

I J

108

34
7

t c

98

9 1
94
c l

Total 168 5 370 1309045 137 90
r Based on values for 1 37 Member States and weighted by their respective number of live births.
'z Population included: 4 828 million or 90% of the total poputation of ail Member States.
3 Population jncluded: 4 346 million or 9Oo/" ot the totat oopulation of all l\.4ember States.

Global indicator 7.4 - lmmunization of pregnant womenr coverage by tetanus toxoid vaccine

Country groupings Number ol
Member
States

1991 Weighted value Number of Population Number of population
population (%\ Member States included Member States included
(mill ions) 19911 1985 included, 1991 19912 (%) included, tg85 19853 (%)

81

89

39 24 103 67

37 10 40 99
0
0

74

0
0

4  142

460
391
837

9
27

Developing countries

least developed
Eastern Europe
Developed market economies

Total 168 5 370 103 52
1 Based on values for 103 l\,lember States and weighted by their respective number of live births.
'? Population included: 2 767 million or 52olo of the total population ol all l\ilember States.
3 Populationincluded: 2962mill ionor6l%of thetotal ooputationof all l \IemberStates.
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Global indicator 7.5 - Local health sen icesr population coverage

Country groupings Number of 1991 Weighted value Number of Population Number of Population
Member population ( L l Member States included Member States included
States (millions) 19911 1985 reporting, 1991'? 19913(%) incluQg!, 1999--1999'i1).

Developing countries

least developed 41
Eastern Europe I
Developed market economies 27

460 69 48
391 . . .  100
837 100 100

11 52
0 . .
J  t o

132 4142 89 70 33 38 75 43

87
91
81

29
9

1 8

Total 168 5 370 90 36 102

1 Based on values for 36 Member States and weighted by their respective total population.
, Out of 168 Member States, 151 reported, of which: 36 provided data refetring to the period 1988-90: 34 provided data refedng to other periods;

81 did not provide the required information, or any information.
s Population included: 1 702 million or 3270 of the total population of all Member States.
a Population included: 2 553 million or 53o/o of the total population of all lv|ember States.

Global indicator 7.6 - Prenatal care: coverage by trained personnel

533281

Country groupings Number of
Member
States

1991 Weighted value Number ol Population Number of Population
population (per 100 live births) Member States included Member States included
(millions) 19911 1985 reportinq, 1991'? 19913(%) included, 1985 19854 (%)

Developing countries

least developed
Eastern Europe
Developed market economies

9
27

4 142

460
391
837

65 48 61

53 45 22
. . .  100 0

9 9 9 6 3

46

65

46

67

22
6

43

c t

83
6 t

Total C  J / U 64 42

1 Based on values for 64 Member States and weighted by their respective number of live births.
, Out of 168 Member States, 151 reported, of which: 64 provided data refetring to the period 1988-90; 27 provided data reletring to other periods:

60 did not provide the required information, or any information.
3 Population included: 2 280 million or 42ol. of the total population of all lvlember States.
a Population included: 2 387 million or 49ol" of the total population of all lvlember States.

Global indicator 7.7 - Childbirth attendance: coverage by trained personnel

85 49

Country groupings Number of
Member
States

1991 Weighted value Number of Population Number of Population
population (per 100 live births) Member States included Member States included
(mi l l ions) 19911 1985 report ing,19912 19913(7.)  inc luded,1985 19854 (%)

Developing countries 132

leact dcvFlonari 41

Eastern Europe I
Developed market economies 27

4 142 53 41 79 76

57 22
. . 7

47 14

63

19
0
5

460 32 36
391 . . .  100
837 99 99

46

56
84
72

Total 168 5 370 55 68

1 Based on values for 68 l\rember States and weighted by their respective number of Iive births.
'z Out of 168 Member States, 151 reported, of which: 68 provided data referring to the period 1988-90; 26 provided data refetring to other periods;

57 did not provide the required information, or any information.
3 Population included: 3 654 million or 68% of the total population of all l\,lember States.
4 Population included: 2 562 million or 53% of the total population of all Member States.

976853
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Global indicator 7.8 - Infant carre: coverage by trained peisonnel

Country groupings Numberol  1991
Member population
States (millions)

Weighted value Number of
(per 100 live births) Member States
1991r .1985 report ing,1991'?

Population Number of Population
included Member States included
19913(%) included, 1985 19854 (%)

Developing countries

least developed
Eastern Europe
Developed market economies

48

43

0

64 43 47

56 36 13
. . .  99 0

100 98 1

132

v

4 142

460
391
837

53

13
7

1 1

l c

4 1
84
25

Total E ?7n 37

r Based on values for 48 Member States and weighted by their respective number of live births.
,Outo f163MemberSta tes , l5 l repor ted ,o fwh ich :4Sprov ideddatare fer r ing to theper iod l9SS-90;2 lp rov ideddatare fer r ing too therper iods ;

82 did not provide the required information, or any information.
s Poputation included: 1 977 million or 370,6 of the total population of all lvember States.
a Population included: 1 084 million or 22ol" of the total population of all l\4ember States.

Global indicator 7.9 - Contraceptive use: coverage of women of child-bearing age

Country groupings Population
included, 19913

(%\

2271168

Number of 1991 Weighted value Number of
Member population 19911 Member States
States (millions) (k) reportinq. 19912

Developing countries

la.ct daval^^ad

Eastern Europe
Developed market economies

132 4 142

4 1
9

27

34

I

^;
o l

460
391
837

53

20
0
2

41

22

37

Total t o d 5 370

I Based on values for 55 l\4ember States and weighted by their respective female population aged 15-49 years.
'z Out of 168 Member States, 151 reported, of which: 55 provided data relerrjng to the period 1988-90; 26 provided data referring to other periods;

70 did not provide the required information, or any information.
3 Population included: 2 000 million or 37olo of the total population of all Member States.

Global indicator 8.1 - Birthweight: percentage ot newborns weighing at least 2SOO grams

Country groupings

3738

Numberof 1991
Member population
States (millions)

Weighted value
(7.)

1991'  1985

Number of Populalion Number of Population
Member States included Member States included
reportino,1991'? 19913(o/.) included. 1985 19854 (%)

Developing countries

l .act d^bl^^ad

Eastern Europe
Developed market economies

132

9
27

4 142

460
391
837

53

52
87
55

64

19
6

t c

44

42
20
39

87 78

76 88
94 93
93 94

55

19
4

.13

Total 5 370 88 72 85
1 Based on values for 72 Member States and weighted by their respective number of live births.
' zOuto f168MemberSta tes , l5 l repor ted ,o fwh ich :T2prov ideddatare fe t r ing to theper iod lgSS-90;33prov ideddatare fe t r ing too therper iods ;

41 did not provide the required information, or any information.
3 Population included: 2 996 million or 56% of the total population of ail Member States.
4 Population included: 2 005 million or 41 % of the total pooutation of all Member States.

Global indicator 8.2 - Acceptable weight tor ager percentage ot children

Data not available.

4179168
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STATISTICAL ANNEX

Global indicator 9.1 - Inlant mortality rate

COUntrygroupings NumberOl l99l WelgnledValue l\UmoerOl ropurauorr r\urrruer ur rupuratrurl
Member population (per 1000 live births) Member States included Member States included
States (mittions) 19911 1985 included, 1991 19912 (k) included, 1985 19853 (%)'
132 4 142 75 8 6  1 1 3 100 113 100

tturnfer ot 
-tgg1 

Weighted value Number of Population Number of Population

Developing countries

leastdeveloped 41
Eastern Europe 9
Developed market economies 27

460 119 130 37
391 22 24 8
837 14 16 25

100 37 100
100 8 100
100 25 100

146146168 5 370 68 100 100Total

' Based on values for '146 Member States and weighted by their respective number of live births
'z Pooulation included: 5 368 million or 1OO% of the total population of all l\,lember States.
3 Population included: 4 836 million or 100% of the total population of all Member States.

Global indicator 9.2 - Maternal mortalily rate

Country groupings Number of
Member
States

1991 Weighted value Number of Populatlon
oooulation l99lr Memberstates included, 1991'z
(millions) (perl000mlivebirths) included,1991 (%)

Developing countries 132

la.at riaval^^ad tl' eao t  wwvvtvPeu

Eastern Europe 9
Developed market economies 27

460 737 37
391 41 I
837 34 25

1 '13  100

100
100
100

4  1 4 2 421

Total 5 370 370 146

1 Based on values for 146 l\,lember States and weighted by their respective number ol live births
'z Population included: 5 368 million or 1000/. of the iotal population of all Member States.

Global indicator 9.3 - Under-five mortality rate (probability of dying before age five)

Country groupings Numberof
Member
States

1991 Weighted value Number of Population
population 19911 Memberstates included, 1991'?
(millions) (per 1000 live births) included ('/")

Developing countries 132

lq?ct rlavaloned 41

Eastem Europe 9
Developed market economies 27

4 142 117

460 198
391 25
837 18

100

100
100
100

112

36
I

25

Total 145168 5 370

173
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I Based on values for 1 45 Member States and weighted by their respective number of live births
'? Population included: 5 368 million or 100% of the total population of all Member States.
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Global indicator 10 - Lale expectancy at birth (both sexes)

Country groupings Number of 1991 Weighted value Number of Population Number of population
Member population (years) Member States included Member States included
States (millions) 19911 1985 included, 1991 1991, (%) included, 1985 19853 (%)

Developing countries 132 4 142 62 100 1 13 100

least developed 41
Eastern Europe 9
Developed market economies 27

100
100
100

o t

48
69
75

460 50
391 71
837 76

1 1 3

37
8

25

37
8

25

100
100
100

Tolal 168 5 370 64 100146 146 100
1 Based on values for 146 Member States and weighted by their respective total popLltation.
2 Population included: 5 368 million or 1 OO% of the total poDulation of alt t\4ember States.
s Population included; 4 836 million or 1 OOo/o of the total population of all Member States.

Global indicator 11 - Adult literacy rate

Country groupings Number of 1991 Weighted value Number of Population Number of population
Member population (7") Member States included Member States included
states (millions) 19911 1985 included, 1991 19912 (V") included, 1985 19853 (%)

Developing countries

least developed 41
Eastern Europe I
Developedmarketeconomies 27

132 4 142 65 61 90 97 90 97

4ffi 40 36 29 79 29 79
3 9 1  0 . . 0 . .
8 3 7 9 5 9 4 4 1 4 4 1 5

Total 7594665 370t 0 6 77
1 Based on values for 94 Member States and weighted by their respective population aged 1 5 years and above.
'z Population included: 4 1 1 9 million or 77ol" of the total oopulation of all lvlember States.
3 Population included: 3 649 million or 75% of the totat population of all Member States.

Global indicator 12 - Per capita gross national product (US$)

Country groupings Number of
Member
States

Number of
Member States

Population
included

Number of
Member States
included,1985

Population
included

19853 (%

1991 Weighted value
population (US$)
(millions) 19911 1985 included. 1991 1991'

Developing countries

Ia^at datlal^^ad

Eastern Europe
Developed market economies

4 142 700 659

460 219 197
39' f  1931 2049
a37 17 777 11 423

t J t

9
27

105

32
2

25

106

32
2

25

91

100

93

82

100

8813387Total 168 5 370 3727 2692 132
1 Based on values for 1 32 Member States and weighted by their respective total population
'? Population included: 4 653 million or 87olo of the total population of all l\4ember States.
3 Population included: 4 236 million or 880/6 of the total population of all lvlember States.
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Main references are in bold type

Cardiovascular diseases, 115, l5l
Central African Republic, 52, 166
Chad, 1ll, 166
Children. carefot69-72

mortaliry, 102-104
Children's Vaccine Initiative, 152
Chile, 87, 90,96, ll5,129
China, 74,22,28,32,33,34, 43, 46, 56, 84,86,88,

9r,94,97, lr2, l l4, r2r,122, r29,130
Chronic diseases, 74-75
Colombia. 73.129
Communications, 29-30, 75
Community involvement, 51-55, 149
Comoros, 166
Cooperation with WHO and other agencies, 57-59
Costa Rica.41. 84
Council for Mutual Economic Assistance, 14
Cuba, 34,40, 130
Cyprus, 53,87,165
Czechoslovakia, 41, 55,87 , 166

Death rates, see Mortality patterns and trends
Deforestation, 134
Democratic People's Republic of Korea, 88
Demo graphic tr ends, 2l-27
Denmark.42. 56
Desertification and soil degradation, 134
Diabetes mellitus, 116-117
Diarrhoeal diseases, 109, 150
Disability, 118-119
Djibouti,166
Dracunculiasis . 66. lll-ll2
Drug abuse,74,l?2-l?3

Economic trends. 12-21
Education,28-29
Egypt, 44, 67 ,84, lll
Elderly, mortality in, 105

services for,77
Employment, 30-31

Accidents, 151
Afghanistan, 46, 92, ll2, 129, 166
Age structure of population, 23-Z
AIDS (acquired immunodeficiency syndrome), 71,

76,88,95, 114-115, 116, 151
Air pollution, 136
Albania. 87.166
Alcohol abwe,122-123
American Samoa,50
Angola, 111
Argentina, 34,52,96
Association of South-East Asian Nations (ASEAN),

56. 58. 61
Australia, 43, 84, 93, l2l, 165
Austria,40

Bahamas,44
Bamako initiative, 41, 89
Bangladesh, 22, 27, 41, 44, 52, 83, 85, 93, 94, 166
Belgium,47, 84
Benin, 89, 166
Bhutan, 41,46,166
Biodiversity, loss of, 133-134
Blindness, T4
Blood transfusion,76
Bolivia, 44,92,96, ll3
Botswana, 59,83, ll2, 116
Brady Plan, 16
Bta211,22,33,34, lll, ll2, ll3,129, l3l
Breast-feeding, 70
Bulgaria,87,166
BurkinaFaso, 34, 166
Burundi, 84,ll2,166
Byelorussian Soviet Socialist Republic, 166

Cambodia,92
Cameroon.98. 111
Canada, 13, 28, 84, 85, 123
Cancer, 114
Cape Verde, 104,166
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Endorsement of health-for-all policy, 4042
Enterprise for the Americas initiative, 16
Environment and health, l2l-132, 155-156
Environmental health hazards, 124-127
Environmental resources, management of, 133
Equatorial Guinea, 166
Equity in health, 36,4143

see also Poverty and socialjustice
Essential drugs,73
Ethiopia, 44, 47, 84, 92, lIl, ll2, 166
European Economic Community, 14
Evaluation, see Monitoring and evaluation of health-

for-all strategy
Expanded Programme on Immunizati on, 7 O, 7 l, 96,

r 0 7 , 1 0 8 , 1 1 3
Expenditure on health, see Resource allocation and

distribution

Family planning,68-69
Fiji, s4, rr7
Finland, 44,52,56, II5
Food and Agriculture Organization (FAO),27 ,28
Food and nutrition, 120-l2l
Food consumption and secnity, 27 -28
Fourth Development Decade, 2l
France, 41, 7 3, 84, 85, 90, 92

Gambia. 104. 166
German Democratic Republic, 31
Germany, Federal Republic of, 13, 18,31, 84, 85, 130
Ghana, 48, 85,89,92, 128
Greenhouse gases and global warming,134-136
Guatemala,96
Guinea.67.166
Guinea-Bissau, 47, 59, 89, 98, 166
Gulf Cooperation Council, 26

Hait i ,166
Health care, 63-81
Health education, T8
Health for all by the year 2000, passim

endorsement of policy, 4O-42
global targets, 39
and health systems, 39-40
implementation of strategy, 38-39

Health Fund forAfrica, 53
Health information, 158
Health promotion, 78
Health status, patterns and trends, 100-124,142,

t49-150
Health systems, coverage, l4l-142

definition, 39
development, 37 -62, 139, | 52-l 53

government role, 156-157, 16l
health for all and. 37-38
legislative support, 55-56
managerial process, 49-5I
organization on basis of primary health care,
4647
policies and strategies, 40-46
relevant global indicators, 40
reorientation to focus on priority needs, 158-159
see also Community involvement; Human re-
sources for health; Resource allocation and distri-
bution

Healthy Cities Project, 54
Hepatitis, 113
HIV infections, see AIDS
Honduras, 96,130
Hong Kong, 32
Housing and health, 132-133
Human resources for health, 154, 151
Hungary, 55,87,90,166

E O, see International Labour Organisation
Immunization, 7 0:7 l, l5l

see also Expanded Programme on Immunization
lndia, 22, 33, 40, 41, 46, 56, 68, 82, 83, 85, 87, 93, 9 4,

rr2, tt3, 116, t28,129
Indonesia, 22, 27, M, 46, 47, 53, 56, 67, 84, 9l
Infant and child mortality, 102-104
Infectious and parasitic diseases, morbidity and mor-

tality, 108-1I5
Injuries, 118
Intercountry cooperation, 56-57
Intergovemmental Panel on Climate Change, 136
International Conference on Population, 68
Intemational cooperation, 160
Intemational Drinking Water Supply and Sanitation

Decade, lll, 125, 126, l5O
International Labour Organization (ILO), 30
International Monetary Fund, 82
Intersectoral cooperation, 34-35
Intestinal parasitic infections, 108
Iran, Islamic Republic of,40,46,92, 128
Israel.43.47
ItaIy,47,84, 85,93

Japan,  13 ,84 ,85 ,  113,  165
Japanese Export Import Bank, 15
Jordan, 27 ,28, 46

Kenya,88
Kiribati.50. 166
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Laboratory services, T5
Lao People's Democratic Republic, 47 , 89, 92, 166
Leadership development, 44-46, 157 -158

Legislation in support of primary health care, 55-56
Leishmaniasis, 113
Leprosy, 73:74,114
Lesotho, 47,59,84,89
Liberia, 166
Libyan Arab Jamahiriya, 28
Lifestyle, 120-123
Local health eare, 7 2-73
Luxembourg,56

Madagascar, 112
Malaria, ll'2,150
Malawi, 44,59,111,166
Malaysia, 47, 50, 56, 129
Maldives, 166
Mali, 83, 84,92,166
Malnutrition, 150

see also Food and nutrition
Malta, 165
Maternal mortality, 104-105
Mauritania. 111. 166
Mauritius, 117
Mental and neurological disorders, 117-118, 151
Mental impairment,T4
Mexico, 22, 33, 68, 89, 92, 93, 130
Migration, intemational, 26-27
Mongolia, 34,43,56
Monitoring and evaluation of health-for-all strategy,

passim,S-ll
global indicators, 15G157

Montreal Protocol on Substances that Deplete the
Ozone Layer, 136

Morocco.68. 84
Mortality and morbidity patterns and trends, 100-120
Mosquito-borne viral diseases, 113
Mothers and children, care for, 66 -72

Mozambique, 53, 90, 92, 1ll, 166
Myanmar, 46,50,56,83, 85, 112, 166

Nepal, 46, 48, 116, l2l, 166
Namibia, 48, 52, 87 ,92
Netherlands. 43
New Zealand, 85, 165
Nigea 84, 166
Nigeria, 13, 22, 4'1, 82, 83, 87, 92, ll3, 128
Noncommunicable diseases, morbidity and mortality,

115-120
Nongovernmental organizations, passim, 7 6, 7 8
Norway,40
Nutrition, see Food and nutrition

Occupational health, see Working environment
Office of United Nations High Commissioner for

Retugees (UNHCR), 148
Oman,47,44,50
Onchocerciasis. 145, 152
Oral health, 116
Organisation for Economic Co-operation and Devel-

opment (OECD), 15, 19, 85, 91, 92
Ozone layer, depletion of, 136

Pakistan, 22,27,41,53, 84, 85, 93,94, 128
Papua New Guinea,47,83, 84, 86, 93
Paraguay, 96
Paris Club, 16
Peru,65,84, 109
Pharmaceuticals, see Essential drugs
Philippines, 34, 47, 68, 84, 92, l3l
Poland, 55,87,166
Political trends, 11-12
Population size and growth rutes, 22-23
Poverty and social justice, 19-20
Primary health cue, p as s im

elements of, 38

Qatar,41

Rabies, ll3-Ll4
Radiotherapy and radiology, 75
Refugees, 148
Republic of Korea, 33, 34, 86, 88, 130
Resource allocation and distribution, 44, 7 5, 82'89,

139-147.154-155
Respiratory diseases, 109, 1M16, 150
Rockefeller Foundation, 152
Romania. 87. 166
Rwanda, 84,112,166

SAARC, see South Asian Association for Regional
Co-operation

Samoa, 166
Sanitation, seeWater supply and sanitation
Sao Tome and Principe, 166
Saudi Arabia, 28, 44, 46, 53
Schistosomiasis, 111
Self-care,77
Senegal, 84, 98
Sex composition of population, 23-24
Sex differentials in mortality, 105-106
Sexually transmitted diseases, I I I

see also AIDS
Sierra Leone, 40, 83, 166
Singapore, 33
Skin infections, 111
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Smoking, see Tobacco
Social trends, 27-33
Socioeconomic development, trends in, ll-36, 145,

148-149
Solomon Islands. 50
Somalia, 84,92, lO4, lll,166
SouthAfrica, 11, 101, 103, 117
South Asian Association for Regional Co-operation

(SAARC),56,58
Spain, 84, 91,129
Sri Lanka, 46, 50, 83, 84, 88, 105, ll2,128
Sudan.92. 166
Suicide, 120
Strategy for health for all, passim

implementation of, 39-40
Swaziland, 59, 84, 89, ll2
Sweden, 43,51, 56,90
Switzerland,43, 56
Syrian Arab Republic, 48

Technical cooperation among developing countries
(TCDC), s',|,6r

Technologies, 33-35, 155, 158
Thailand, 34,46, 57,85, l l2
Third United Nations Development Decade, 11
Tobacco, l2l-122
Togo, 166
Tonga,50
Toronto Terms, 16
Treponematoses, endemic, 1 14
Trinidad and Tobago, 37
Trinidad and Tobago Terms, 16
Tropical Forestry Action Plan, 1 34
Trypanosomiasis, 113
Ttrberculosis, 7 4, 96, ll2, 150
Ttrkey,27

Uganda, 76,83,84, 166
Ukrainian Soviet Socialist Republic, 166
UNDR see United Nations Development Programme
Unemployment, 30-31
UNER see United Nations Environment Programme,
UNESCO, see United Nations Educational, Scientific

and Culnrral Organization
UNFPA, see United Nations Population Fund
UNHCR, see United Nations High Commissioner for

Refugees

UNICEF, see United Nations Children's Fund
Union of Soviet Socialist Republics (USSR), 13, 20,

38,87 , t3t, 166
United Kingdom of Great Britain and Northern Ire-

land,  13 ,  16 ,43 ,84 ,85 ,90 ,  l15 ,  116
United Nations Children's Fund (UMCEF), 10, 37,

41.59.152
United Nations Conference on Environment and De-

velopment, 134, 137
United Nations Decade for Women, 31. 67
United Nations Development Programme (LINDP),

10,21,59, r52
United Nations Environment Programme (UNEP),

25
United Nations Educational, Scientific and Cultural

Organization (UNESCO), 21, 29
United Nations High Commissioner for Refugees

(r-TNHCR),148
United Nations Population Fund (UNFPA), 10, 59
United Republic ofTanzania, 85, 90, 128,166
United States of America, 13, 16,28,41, 43,47,82,

85 ,101 ,  r t 7 , t 2 r , l 30
Urbanizatton,24-25
Uruguay,96
Uruguay Round, 15
USA, see United States of America
USSR, see Union of Soviet Socialist Republics

Vaccine-preventable diseases, 109-111
Vanuatu,50, 166
Venezuela,96
Vienna Convention for the Protection of the Ozone

Layer,136
VietNam, 112

Water supply and sanitation, 64-66,125-129
West African Onchocerciasis P.rogramrne, 152
Women and development, 31-33
Working environment, 1 18, 15 I
World Bank, 19,21,28,59,82, 152
World Conference on Education forAll. 67

Yemen. 46.166
Yugoslavia, 165

Zatre,76
Zambia,47, 59,84, ll2
Zinbabwe,4l,59, 84, 89, 111
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