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Summary

This document summarizes The world health report 1998, which will be released on 11 May
1998. The report is the fourth to be produced following decision EB93(6) concerning an annual
report on world health status that is, at the same time, a report on WHQO's activities.

As WHO is this year celebrating its fiftieth anniversary, in addition to examining recent
developments and the present health situation the report looks back over the past 50 years.
Also, on the basis of current trends, the report attempts to predict the way in which the global
health situation is likely to develop during the first quarter of the twenty-first century.

INTRODUCTION
Looking forward to health

1.  Thetwenty-first century offersabright vision of better health for al. It holds the prospect not merely of
longer life, but superior quality of life, with less disability and disease. As the new millennium approaches, the
global population has never had a healthier outlook.

2. Waeighing the evidence of the past and the present, The world health report 1998 shows that humanity has
many good reasons for hope in the future. Such an optimistic view must be tempered by recognition of some
harsh redlities. Nevertheless, unprecedented advances in health during the twentieth century have laid the
foundations for further dramatic progress in the years ahead.

3. Thisreport providesthe latest expert assessment of the global health situation, and uses that as a basis for
projecting health trends to the year 2025. Examining the entire human life span, and sifting data gathered in the

past 50 years, it studies the well-being of infants and children, adolescents and adults, older people and the “o
old”, and identifies priority areas for action in each age group. Women'’s health is given special emphasis.
future of human health in the twenty-first century depends a great deal on a commitment to investing in the he
of women in the world today. Their health largely determines the health of their children, who are the adult:

tomorrow.
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4.  The report’'s most disturbing finding is that, despite increasing life expectancy, two-fifths of all deaths in
the world this year will be premature in that more than 20 million people a year are dying before the age of 50,
while average life expectancy has risen to 66 years. Ten million of these deaths are among children under 5 years;
7.4 million others are among adults aged 20 to 49.

5. Even so, the most important pattern of progress now emerging is an unmistakable trend towards healthier,
longer life. Sipported by solid scientific evidence of declines in disability among older people in some
populations, this has considerable implications for individuals and for societies.

6.  The explanation for this trend lies in the social and economic advances that the world has witnessed during
the late twentieth century - advances that have brought better living standards to many, but not all, people. The
world saw a golden age of unparalleled prosperity between 1950 and 1973, followed by an economic slump that
lasted 20 years. A global economic recovery has been under way since 1994. The long-term benefits are now
becoming apparent. Although they are most evident in the industrialized world, they are slowly but surely
materializing in many poorer countries, too.

7. For example, food supply has more than doubled in the past 40 years, much faster than population growth.
Per capita GDP in real terms has risen by at least 2.5 times in the last 50 years. Adult literacy rates have increased
by more than 50% since 1970. The proportion of children at school has risen while the proportion of people
chronically undernourished has fallen.

8.  These trends are changing the world. Without question, the world of 2025 will be significantly different
from today’s, and almost unrecognizable from that of 1950. The stunning technological advances of recent years,
particularly in global telecommunications, have made the planet seem smaller than ever before. By the year 2025,
it is likely to seem smaller still - and, with continuing population growth, it will certainly be much more crowded.

In many ways, the face of humanity is being rapidly reshaped.

9.  Two main trends - increasing life expectancy and falling fertility rates - mean that by 2025:

» worldwide life expectancy, currently 66 years, will reach 73 years - a 50% improvement on the 1955
average of only 48 years

 the global population, about 5.8 billion in 1997, will increase to about 8 billion. Every day in 1997,
about 365000 babies were born and about 140 000 people died, giving a natural increase of about
220 000 people a day

« there will never have been so many older people and so relatively few young ones

» the number of people aged over 65 will have risen from 390 million in 1997 to 8i@d mfrom 6.6%
of the total population to 10%

 the proportion of young people under 20 years will have fallen from 40% in 1997 to 32% of the total
population, despite reaching 2.6 billion - an actual increase of 252 million.

10. These demographic trends, which have profound implications for human health in all age groups, follow
on the many positive changes that have occurred in the past 50 years. More people than ever before now have
access to at least minimum health care, safe water supplies and sanitation facilities. Most of the world’s children
are now immunized against the six major diseases of childhood - measles, poliomyelitis, tuberculosis, diphtheria,
pertussis and neonatal tetanus.

11. During the same period there have been steady and sometimes spectacular advances in the control anc
prevention of other diseases, the development of vaccines and medicines, and countless other medical and
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scientific innovations. The past decades have seen the final defeat of smallpox, one of the oldest diseases of
humanity, and the gradual elimination of severa others, including leprosy and poliomyélitis.

Crossing the threshold

12. Together, these and related achievements should help humankind to step confidently across the threshold
into the new century. However, the future will pose many new as well as continuing challenges.

13. Thewar against ill-health in the twenty-first century will have to be fought simultaneously on two main
fronts: infectious diseases and chronic, noncommunicable diseases. Many developing countries will come under
greater attack from both, as heart disease, cancer and diabetes and other “lifestyle” conditions become
prevalent, while infectious illnesses remain undefeated. Of this latter group, HIV/AIDS will continue to be tl
deadliest menace.

14. This double threat imposes the need for difficult decisitwsitathe allocation of scarce resources.
Experience shows that reduced spending on controlling infectious diseases can cause them to return w
vengeance, while globalization - particularly expanding international travel and trade, including the transporta
of foodstuffs - increases the risks of their global spread. At the same time, the stealthy onset of chronic condit
also saps a nation’s strength. This trend will increasingly be the main focus of attention in industrializ
countries, which, however, must not lower their guard against infectious diseases.

15. The past few decades have seen the growing impact on health of poverty and malnutrition, widening he
inequalities between rich and poor, the emergence of “new” diseases such as HIV/AIDS, the growing probi
of antibiotic-resistant infections, and the epidemic of tobacco-related diseases.

16. These are only some of the problems representing the unfinished agenda of public health actions at th:
of one century and requiring urgent action at the beginning of the next.

17. The report looks at the health implications of these trends for all age groups - infants and small child
under 5, older children of school age and adolescents (5 to 19 years), adults (20 to 64 years), and older p.
(over 65). Some of the main findings of the report, as they apply to each age group, are summarized belo
Infants and small children
18. Main findings for this age group are given below.
(a) Spectacular progress in reducing under-5 mortality achieved in the past few decades is projecte
continue, and could even accelerate. There were about 10 million deating e@midren under 5 in 1997

compared to 21 million in 1955.

(b) The infant mortality rate per 1000 live births was 148 in 1955, 8995, and is projected to be 29
in 2025.

(c) The under-5 mortality rates per 1000 live births for the same yee24@&r&8 and 37, respectively.
(d) By 2025 there will still be 5 ition deaths each year among children under 5 - 97% of them in the
developing world, and most of them due to infectious diseases such as pneumonia and diarrhoea, comt

with malnutrition.

(e) Most of these under-5 deaths are preventable. At least 2 million a year could be prevented
existing vaccines.
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19.

()  Some 24 million low-birth-weight babies are born every year. They are more likely to die early, and
those who survive may suffer illness, stunted growth or other health problems, even as adults.

(@ Although most premature and low-birth-weight babies are born in the devel oping world, many born

in industrialized countries owe their survival to high-technology neonatal care. Such care may have
increasingly complex ethical implications.

(h) Tomorrow’s small children face a “new morbidity” of illnesses and conditions that are linked to
social and economic changes, including rapid urbanization. These include neglect, abuse and violence,
especially among the growing numbers of street children.

(i) One of the biggest hazards to children in the twenty-first century will be the continuing spread of
HIV/AIDS. In 1997, 590 000 children aged under 15 became infected with HIV. The disease could
reverse some of the major gains achieved in child health over the past 50 years.

() Better prevention and treatment of some hereditary diseases in small children is likely.

Older children and adolescents

Traditionally regarded as enjoying the healthiest phase of life, these youngsters have tended to receive

insufficient public health attention. But today, they have “prime time” for health promotion, to encourage them
to establish healthy patterns of behaviour that will influence their development and health in later years.

20.

(@) There will be an even greater need than at present for education and advice on unhealthy diet,
inadequate exercise, unsafe sexual activity and smoking, all of which provoke disease in adulthood but
have their roots in these early formative years.

(b) Research suggests that stress, poor physical surroundings and an inadequate care-giving environment
during early childhood are related to violent and criminal behaviour at later ages. More children than ever
are growing up in such circumstances.

(c) The transition from childhood to adulthood will be marked for many in the coming years by such
potentially deadly “rites of passage” as violence, delinquency, drugs, alcohol, motor-vehicle accidents and
sexual hazards. For many, especially those growing up in poor urban areas, adolescence will represent the
most dangerous years of life.

(d) Sexuality and sexual activity, key aspects of affirming maturity andnexbali are becoming more
dangerous due to HIV and other sexually transmitted diseases, while globally there is still enormous
ignorance among young people, particularly adolescent males, about sex.

(e) In 1995, girls aged 15 to 19 gave birth to 17 million babies. That number is expected to drop only

to 16 million in 2025. Pregnancy and childbirth in adolescence pose higher risks for both mother and child.
Earlier sexual activity increases health hazards for women.

Adults

Globally, adults are now surviving longer, largely because during the past half century, when they were

children, epidemics of infectious diseases such as tuberculosis and respiratory disease were being better
controlled. The continuing gains in the survival of infants and young children means that the adult population
IS increasing.

(@) Currently, just over half the population is of working age: 20 to 64; by 2025 the proportion will
have reached 58%.
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21.

(b)  The proportion of older people requiring support from adults of working age will have increased
from 10.5% in 1955 and 12.3% in 1995 to 17.2% in 2025.

(c) The health of the adult population of working age will be vitally important if this age group isto
support growing numbers of dependants, both young and old.

(d) However, morethan 15 million adults aged 20 to 64 are dying every year. Most of these deaths are
preventable.

()  Among the most tragic of these deaths are those of 585 000 young women who die each year in
pregnancy or childbirth.

(f) Between 2 million and 3 million adults ayear are dying of tuberculosis, despite the existence of a
strategy that could effectively cure all cases.

(@ About 1.8 million adults died of AIDSin 1997 and the annual death toll islikely to rise.

The successes achieved in the past 50 years against microbia and parasitic diseases stem from the creation

of aheathier environment, with improvementsin hygiene and sanitation, trestment with effective and affordable
antibiotic and antiparasitic drugs, and the availability of vaccines. Unfortunately, these types of drugs cannot be
relied on to the same extent in the future - because of the spread of strains of pneumonia, tuberculosisand malaria
that are resistant to the most powerful medicines. Steady increases in cases of and deaths from tuberculosis are
evidence of thistrend.

22.

(@ Thefuture of infectious disease control islikely to lie with vaccines rather than drugs.

(b)  Ingeneral, noncommunicable diseases such as coronary heart disease, cancer, diabetes and mental
disorders are more common than infectious diseases in the industrialized world. Coronary heart disease
and stroke have declined as causes of death in these countries in recent decades, while death rates from
some cancers have risen.

(c) In developing countries, as their economies grow, noncommunicable diseases will become more
prevaent, largely because of adoption of “western” lifestyles and their accompanying risk factors
smoking, high-fat diet, lack of exercise. But infectious diseases will still dominate, none more so th.
HIV/AIDS.

(d) Cancer will remain one of the leading causes of death worldwide. Despite much progress in resee
prevention and treatment, only one-third of all cancers can be cured by earlier detection combined v
effective treatment. However, many of the remaining cancers could be prevented by a range of measi
including avoiding tobacco use and adopting a healthier diet.

Some likely trends to 2025 are given below.
(@) Overall, the risk of cancer will continue to increase in developing countries, with stable if nc
declining rates in industrialized countries. In individual countries, some cancers will become mao

common, others less common.

(b) Cases of and deaths from lung cancer and colorectal cancer will increase, largely due to smoking
unhealthy diet. Lung cancer deaths among women will rise in virtually all industrialized countries.

(c) Stomach cancer will become less common, maietabse of improved food conservation, dietary
changes and declining related infection.
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23.

(d) Cervical cancer is expected to decrease further in industrialized countries due to screening; the
possible advent of avaccine would greatly benefit both developed and developing countries.

(e) Liver cancer will decrease as a consequence of current and future immunization against the
hepatitis B virusin many countries and of screening for hepatitis C.

(f)  Diabetes casesin adults will more than double globally, from 143 million in 1997 to 300 million,
largely because of dietary and other lifestyle factors.

Older people
Main findings for the age group over 65 are given below.

(@ By 2025 there will be more than 800 million people over 65 in the world, two-thirds of them in
developing countries.

(b)  Therewill be 274 million people over the age of 60 yearsin Chinaaone - more than the total present
population of the United States.

(c) Increases of up to 300% of the older population are expected in many developing countries,
especially in Latin Americaand Asia, within the next 30 years.

(d) Population ageing hasimmense implications for al countries. In the twenty-first century, one of the
biggest challenges will be how best to prevent and postpone disease and disability and to maintain the
health, independence and mobility of an ageing population.

(e) Eveninwedthy countries, most old and frail people cannot meet more than a small fraction of the
costs of the health care they need. In the coming decades, few countrieswill be able to provide speciaized
care for their large population of aged individuals.

(f)  Some European countries already acknowledge that there is insufficient provision to meet with
dignity the needs of al those over the age of 75, who currently consume many times more medical and
social services than those under 75.

() Developing countrieswill face even more serious challenges, given their economic difficulties, the
rapidity with which populations age, the lack of socia service infrastructures, and the decline of traditional
caring provided by family members.
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(h)  Many of the chronic conditions of old age can be successfully detected, prevented and treated, given
sufficient resources and accessto care.

(i)  Worldwide, circulatory diseaseis the leading cause of death and disability in people over 65 years,
but there is great potentia for treating it.

Women

24.  Women'’s health is inextricably linked to their status in society. It benefits from equality, and suffers froi
discrimination. Today, the status and well-being of countless millions of women worldwide remain tragical
low. As a result, human well-being in general suffers, and the prospects for future generations are dimme

25. In many parts of the world, discrimination against women begins before they are born and stays with tt
until they die. Throughout history, female babies have been unwanted in some societies and are at a disadve
from the moment of birth. Today, girls and women are still denied the same rights and privileges as tt
brothers, at home, at work, in the classroom or the clinic. They suffer more from poverty, low social status
the many hazards associated with their reproductive role. As a result, they bear an unfair burden of disadval
and suffering, often throughout their lives.

26. Global population ageing is resulting in the evolution of societies which are, for the most part, female.
although women generally live longer than men, for many of them greater life expectancy carries no r
advantage in terms of additional years lived free of disability.

27. The status of women'’s health in old age is shaped throughout their lives by factors over which they h
little if any control. If longer lives for women are to be years ofityygolicies must be aimed at ensuring the

best possible health for women as they age. These policies should be geared towards the problems that be
infancy or childhood, and should cover the whole life span, through adolescence and adulthood into old ac

28. Infancy and childhood. The health of parents, particularly the mother before and during pregnancy, an
the services available to her throughout her pregnancy, especially at delivery, are important determinants o
health status of their children. Infants whose health status is compromised at birth are more vulnerable to val
health problems later in life. Girls who are inadequately fed in childhood may have impaired intellectual capac
delayed puberty, possibly impaired fertility and stunted growth, leading to higher risks of complications duri
childbirth. Female genital mutilation, of which 2 million girls are at risk every year, or sexual abuse durir
childhood, increase the risk of poor physical and mental health in later years.

29. Adolescence. Most reproductive health and family planning programmes have not paid enough attentio
to the special needs of adolescents. Premature entry into sexual relationships, high-risk sexual behaviour an
of education, basic health information and services all compromise the current and future well-being of girl:
this age group.

30. These girls are at increased risk of sexually transmitted diseases, including HIV/AIDS, early pregnancy
motherhood, and unsafe abortion. Adolescent girls are not physically prepared for childbirth, and are much n
at risk of maternal death than women in their twenties. Inadequate diet during adolescence can jeopardize
health and physical development, with permanent consequences. Iron-deficiency anaemia is particularly com
among adolescent girls.

31. Adulthood. The consequences of poor health in childhood and adolescence, including malnutritic
become apparent in adulthood, particularly in the childbearing years. This time is a particularly dangerous pl
in the lives of many women in developing countries, where health care services, especially reproductive he
facilities, are often inadequate and where society puts pressure on couples to have many children. More thar
of pregnant women in the developing world are anaemic.
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32.  About 585 000 women die each year of pregnancy-related causes. Where women have many pregnancies
the risk of related death over the course of alifetime is compounded. While the risk in Europeis one in 1400,
in Asiaitisonein 65, and in Africa, onein 16.

33. Anestimated 50 million adult women in developing countries are classified as being severely underweight,
and about 450 million suffer from goitre.

34. Older women. Many millions of women are made old before their time by the daily harshness and
inequalities of their earlier lives, beginning in childhood. They suffer poor nutrition, reproductive ill-health,
dangerous working conditions, violence and lifestyle-related diseases, all of which exacerbate the likelihood of
breast and cervical cancers, osteoporosis and other chronic conditions after menopause. In old age poverty,
loneliness and alienation are common.

LEADING AND RESPONDING
WHO, 1948-1998

35. Thereport first examines the origins of WHO, including its precursor organizations in the nineteenth and
early twentieth centuries, the international discussions at the end of the Second World War on the need for a new
international health organization, and the setting up of WHO in 1948. It describes how the Organization
approached the health problems of that time, how it dealt with the need to decentralizeits activities and set up the
six WHO regions, and how it established its working methods.

36. Up to and including the 1960s, the emphasis was on dealing with dangerous infectious diseases. In the
1970s there was more emphasis on the evaluation of developmental progressin general and socia progressin
particular, including the concept of health development, as distinct from the provision of medical care. A
landmark in the development of health policy was the International Conference on Primary Health Care which
took placein 1978 in Alma-Ata, following which it was universally recognized that health was a powerful lever
for socioeconomic development and peace. 1n 1981 the Health Assembly adopted the Global Strategy for Health
for All by the Y ear 2000 which has since governed the health actions of the Organization and its Member States.

37. Theperiod sincethe late 1980s has seen global political and economic upheaval, loca civil strife and armed
conflict, greater emphasis on market-based economies and democratic reforms, and areduction in the resources
available for internationa development activities and for national funding for health and social sector problems.
These global changes were accompanied by other transitions (environmental, demographic), that significantly
affected hedlth.

How WHO works and what it does

38. Thereport describes the way in which the Organization functions in order to carry out the mandate of its
Constitution. For instance, it fulfils a wide range of normative activities, setting standards Examples are the
International Classification of Diseases, the International Health Regulations, the International Nonproprietary
Names for Pharmaceutical Substances, the Guidelines for Drinking-Water Quality, the Codex Alimentarius, the
International Code of Marketing of Breast-milk Substitutes, and the Organization’s work in the field of biological
standardization.

39. General programmes of work lay down medium-term objectives for a specified period (4-6 years), while
programme budgets set out immediate objectives for activities to be undertaken during a biennium. Different
emphasis was given at different times to WHO's role and functions in response to the world health situation.
Functions have traditionally been grouped into two categories: direction and coordination of international health
work, and technical cooperation with countries. Within this framework, WHO's activities were aimed at yielding

results that could be demonstrable to governments. The activities therefore followed a careful analysis with
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countries of their needs in support of their strategies. Programme orientation and targets have included
strengthening national health services, promoting and protecting health, preventing and controlling specific health
problems, and promoting medical and health research.

40. Anessential task of the Organization is gathering vital information. Examples are the statistical services,
and disease surveillance. The information, once collected, has to be processed and disseminated. For the latter
purpose, WHO has public information, library and publishing services which use avariety of methods, including
the most up-to-date communication techniques.

MEASURING HEALTH

41. Inview of mgor limitations imposed by the lack of suitable measurements that can capture the meaning
of health as defined in the WHO Constitution, the assessment of health trends given in the report uses
conventional indicators such as life expectancy, mortality and morbidity. Efforts are under way, however, to
formulate indicators of positive health such as health expectancy and its variants, but problems of standardization
of definitions and comparability of values derived inhibit their usage for trend assessment at this stage.

Mortality trends

42. The generd trend in the number of deaths at different ages is downward (for both the devel oped market
economies and the least developed countries), except in the age group 65 and above. Overall, the number of
deaths worldwide was the same in 1995 asin 1955, but with a decline of about 50% among children under 5, and
about 30% in the age group 5-19. The working population aged 20-64 increased by about 5%, while the female
population in the reproductive age group 15-49 decreased by about 18%.

43. Intheleast developed countries, however, the decreasing trend in the proportion of deaths among children,
and arapid increase in the proportion of deaths among older people, are noticeable. The proportion of deaths
among adults - the working-age population - has been increasing from 25% in 1975 to 29% in 1995, and is
expected to be almost 36% in 2025.

Disease trends

44.  Of more than 50 million deaths worldwide in 1997, about one-third were caused by infectious and parasitic
diseases such as acute lower respiratory tract diseases, tuberculosis, diarrhoea, HIV/AIDS and malaria; about
30% were caused by circulatory diseases such as coronary heart disease and cerebrovascular diseases; and about
12% by cancers. Although deaths due to circulatory diseases declined from 52% to 45% of total deathsin the
developed world during the period 1985-1997, they increased from 16% to 25% of total deathsin the developing
world. Cancer deaths increased from 6% to 9% of total deaths in the developing world, but they formed a
constant proportion of 21% of total deaths in the developed world. Infectious and parasitic diseases decreased
from 5% to 1% of total deaths in the developed world and from 45% to 43% of total deaths in the developing
world.

45. During the past few decades, substantial progress has been made in controlling some major infectious
diseases. Some have disappeared or are almost eliminated as public health problems, but others remain daunting
threats.

46. Globa eradication of smallpox was declared in 1980 at the end of an eradication campaign which began
in 1967.

47. Thetropica disease yaws, which mainly affects the skin and bones, has virtually disappeared.
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48. Thelatest in aseries of cholera pandemics has been affecting much of the world since the 1960s, and the
disease is still endemic in some 80 countries.

49. Theglobal threat of plague has declined in the past four decades, largely due to the impact of antibiotics,
insecticides and other control measures, but cyclical epidemics still occur.

50. The largest yellow fever epidemic ever recorded was in Ethiopiain 1960-1962, causing about 30 000
deaths. There are about 30 000 deaths globally every year among about 200 000 annual cases, adecline largely
due to immunization. However, since the late 1980s there has been a dramatic resurgence of yellow fever in
Africaand the Americas.

51. Improvementsin sanitation and hygiene standards in recent decades have made outbreaks of relapsing
fever transmitted by licerare; they are most likely to occur in unhygienic and crowded conditions arising from
wars or natural disasters.

52. Recent environmental changes closely linked to water resources development and increases in population
densities, have led to the spread of schistosomiasisto previously low-endemic or non-endemic areas. The disease
remains endemic in 74 developing countries, mostly in Africa.

53. The onchocerciasis control programme which began in West Africa in 1974 has since protected an
estimated 36 million people from the disease. The African Programme for Onchocerciasis Control began in
January 1996 and covers 19 additional countries. The Onchocerciasis Elimination Programme in the Americas
was started in 1991 in six Latin American countries and aims to eliminate severe pathological manifestations of
the disease and to reduce morbidity in the Americas through the distribution of ivermectin. It is expected that
the global elimination of onchocerciasis as a public health problem will be achieved before 2008.

54. Chagas disease occurs only in the Americas from Mexico to Argentina, and the disease is targeted for
elimination of transmission in the Southern Cone countries of Latin America by 2003.

55. There has been a significant recrudescence of deeping sickness (African trypanosomiasis), particularly in
central Africa, where reported cases have more than doubled over the past few years. In 1997 the Health
Assembly acknowledged the danger of epidemicsin anumber of African countries.

56. Sincethefirst effective injectable vaccines against poliomyelitis were introduced in 1955, the disease has
gradually been eliminated in much of the world, with cases declining by more than 90% since the campaign for
global eradication by the year 2000 was launched in 1988.

57.  WHO developed and promoted a multidrug therapy for leprosy, which it began to recommend in 1981.
The global leprosy burden has since been reduced greatly. WHQO's goal is to eliminate leprosy as a public health
problem by 2000.

58. Progress towards elimination dfacunculiasis (guinea-worm disease) in the past decade has been
spectacular, with the number of cases falling dramatically worldwide; it is now confined to 17 countries, 16 of
which are in sub-Saharan Africa.

59. The outlook fofilariasis control and elimination is encouraging, and in 1997 the Health Assembly called
for the elimination of lymphatic filariasis as a public health problem globally.

60. For the blinding diseaseachoma the target is elimination by 2020 through long-lasting antibiotics.

61. Although there is hope of eliminatingeasles by the year 2000, it still kills nearly one million children a
year.

10
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62. Tetanusof the newborn isthethird killer of children (after meades and pertussis) among the six vaccine-
preventable diseases of the Expanded Programme on Immunization, and isaconcernin all WHO regions except
Europe.

63. Once aso a target for eradication, malaria remains a major threat, and the disease is endemic in
100 countries. The am of the current global malaria strategy isto reduce mortality by at least 20% compared to
1995 in at least 75% of affected countries by 2000.

64. Complacency towards tuberculosis in the past three decades led to a decline in control programmesin
many countries. The result has been a powerful resurgence of the disease, now estimated to kill 2.9 million
people ayear. One-third of the incidence in the past five years can be attributed to co-infection with HIV.

65. Epidemic meningitisis a recurrent problem in the “meningitis belt” of Africa stretching from Senegal to
Ethiopia and including all or part of at least 15 countries with an estimated population of 300 million people

66. Increasing urbanization during the past decades has led to an increase in the prevédegoe ahd

dengue haemorrhagic fever. These conditions are reported from over 100 countries in all WHO regions excej
Europe. Dengue fever, and in particular life-threatening dengue haemorrhagic fever, often occurs in mas
epidemics. WHO's strategy continues to be based on prevention of transmission by controlling the vector.

67. There is a disturbing increase in the numbekeishmaniasis infections. The disease is related to
developmental and environmental changes which increase exposure to the sandfly vector. More recently
combination of visceral leishmaniasis and AIDS has appeared with the spread of the AIDS pandemic.

68. ThehepatitisB virus infection (HBV) is a global problem, with 75% of the world’s population living in
areas where there are high levels of infection. More than 2 billion people worldwide have evidence of pas
current HBV infection, and 350 million are chronic carriers of the virus.

69. Firstidentified in 1989, theepatitis C virus (HCV) has now become a major public health problem. The
incidence of HCV infection worldwide is not well known, but WHO estimates that 30% of the world populatio
is infected with HCV and 170 million individuals are chronic carriers, at risk of developing liver cirrhosis an
liver cancer.

70. The increased life expectancy recorded in recent decades, together with changes in lifestyle stemming
socioeconomic development, have paradoxically favonoedommunicable diseases, especially circulatory
disorders, cancer, and some forms of mental illn€ssonary heart disease andstroke account for 12 million
deaths a year, cancer Kills 6 million, and 3 million deaths are due to chronic obstructive pulmonary dise
(COPD). These and other noncommunicable diseases now cause nearly 40% of all deaths in develc
countries, where they affect younger people than in industrialized countries. The epidemiological transition, v
its double burden of infectious and noncommunicable diseases, is common to many developing countries, w
64% of deaths due to circulatory diseases, 60% of cancer deaths and 67% of COPD deaths now occur.

71. In many parts of the world, dramatic shiftcamcer occurrence are being observed. In several newly

industrialized regions cancer has become, unexpectedly fast, one of the leading causes of death. Cancer
breast, colon and prostate have emerged in several countries in which they were hardly known 20 to 30 years
For all countries,ung cancer is the most common cancer in men, followed in developed regions by prosta
colorectal and stomach cancers. In developing regions, stomach cancer is second, followed by liver cance
cancers of the mouth and pharynx. In women, breast cancer is the most common in affluent populations, follc
by colorectal, lung and stomach cancers. In developing areas, cervical cancer is most common, with breast c
close behind, followed by stomach and lung cancers. The most remarkable changes in the rankings comj
to 10 years ago are the steep upward trend of prostate cancer (partly due to the introduction of early dete

11
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programmes), the increase in breast cancer, especially in developing countries, and the increase in lung cancer
worldwide.

72. Population ageing, unhealthy diets, obesity and a sedentary lifestyle are the main factors that explain the
alarming upward trend in recent years of diabetes mellitus.

73. Along with increased longevity and socioeconomic development has come an increase in some forms of
mental disordersin the past two or three decades. Socia and environmental factors play arole, particularly in
explaining increases in alcohol and drug abuse, suicide, violence and other behavioura problems.

74.  During the past 20 years numerous new infectious diseases have emerged and others have re-emerged in

many parts of the world. Of these, HIV, that causes AIDS, has had by far the most profound global impact.
Othersinclude Legionnaires’ disease, Ebola haemorrhagic fever, Rift Valley fever, monkeypox, and the new
variant of Creutzfeldt-Jakob disease.

75. The appearance in humans of a new influenza virus, A(H5N1), in Hong Kong at the end of 1997, whose
animal source is suspected to be poultry, was a reminder of the need for continuing stronigfilehaa
surveillance.

Health expectancy

76. For along time knowledge of life expectancy at different ages, the infant mortality rate and the distribution

of the causes of death according to the principal disease headings was sufficient to assess the health status o
populations and to determine national public health priorities. However, during the past 20 years the need for
a new type of indicator has arisen as a result of changes such as the lengthening of life expectancy due to the fall
in mortality at older ages, and the issue of quality of the years lived, at very old ages in particular.

77. As not much is known about the limits of human longevity, health expectancy indicators - which provide
information on the population’s functional state, its vitality, and its quality of life - are well adapted to the new
conditions.

78. Life expectancy without severe disability at age 65 in men has been shown to pogyelysin parallel

with total life expectancy. Whatever the country examined, the increase in life expectancy is not accompanied
by an increase in the time spent with severe disability. The results indicate at worst a pandemic of light and
moderate, but not of severe, disabilities.

HEALTH ACROSS THE LIFE SPAN

79. The main findings of the report are summarized in the introduction. WHOQO's response to the problems
identified is outlined below.

Infants and small children

80. WHO has participated in the achievement of outstanding improvements in child health during the past
50 years. Progress has been made in eliminating neonatal tetanus through maternal immunization and in
promoting breast-feeding and baby-friendly hospitals. WHO has shown that perinatal and neonatal deaths can
be reduced by 30%, by using an essential set of interventions for the mother during pregnancy and delivery and
for the newborn child after birth.

81. WHQO's efforts to reduce child mortality have evolved from single-disease programme$9ii@seo the
current strategy of integrated management of childhood illness. WHO has promoted the wide use of oral
rehydration therapy to reduce mortality from acute diarrhoea and associated malnutrition. In the late 1980s it was
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shown that acute respiratory infections, mainly pneumonia, were the major killers of children aged under 5.
Simplified standard case-management became the basis of WHO'’s efforts to reduce pneumonia mortality. Th
programmes for control of diarrhoeal diseases and for acute respiratory infections were merged in 1990. By
it was clear that most childhood deaths were caused by a small number of conditions: diarrhoea, pneum
measles, malaria and malnutrition. In 1992 WHO and UNICEF worked out clinical guidelines that integrat
all five conditions. The resulting strategy is called integrated management of childhood illness.

82. In 1992 the World Declaration and Plan of Action for Nutrition was adopted, including nine goals for tt
year 2000 and nine action-oriented strategies for improving nutrition. By 1997, more than 160 countries |
received technical and/or financiaipport from WHO for preparing and implementing their national food and
nutrition policies and plans. The WHO global database on malnutrition and child growth now covers more tt
90% of the world’s under-5 children, and its data bank on breast-feeding covers 65 countries. The baby-frie
hospital initiative is being implemented in over 170 countries.

83. WHO'’s Expanded Programme on Immunization was launched in 1974 and by 1995 80% of the worl
children had been immunized against diphtheria, tetanus, whooping cough, poliomyelitis, measles
tuberculosis, compared to less than 5% in 1974. After the successful eradication of smallpox, poliomyelitis
become the second disease targeted for global eradication. Virtually all endemic countries have now begt
implement the WHO-recommended strategies to eradicate poliomyelitis9dy estimated measles morbidity
and mortality worldwide had fallen by 78% and 88%, respectively, compared to the prevaccine era.

Older children and adolescents

84. Adolescence is a crucial time in the cycle of human development, with implications for individual ar
public health. The main objective of WHO'’s general approach has been to expand the knowledge base
adolescent health and development, to understand the meaning, parameters and status of adolescent ph
psychological and social health, and to elucidate the specific actions that will promote the health and developr
of young people in all societies. The main results so far have been dissemination of vital information, &
publicizing of priority needs.

85. The Health Assembly in 1989 called on Member States to provide resources and develop programma
meet the health needs of young people. A number of databases on major health issues for young people
established, including reproductive health.

86. The key to promoting health in children of school-age and adolescents is health education in the sc
setting. The WHO Global School Health Initiative recommends that the school environment must provide s
water and sanitary facilities; protect from infectious diseases; protect from discrimination, harassment, ak
and violence; and reject the use of tobacco, alcohol and illicit drugs. Every school must enable children
adolescents at all levels to learn critical health and life skills so that they can make sound choices and a
healthy patterns of behaviour throughout their lives.

Adults

87. Since 1971 WHO has specifically highlighted the family as the core unit for health care, leading to 1
concept of family health. By safeguarding the health of mothers and that of workers, the family unit is able
protect the health of dependent children and the elderly.

88. By the late 1980s and early 1990s it was clear that, on account of increasing co-infections with HIV ¢
the spread of multidrug-resistant strains,ttheer culosis epidemic was worsening. In 1991 the Health Assembly

called for the strengthening of district-centred tuberculosis programmes and the widespread implementatio
directly observed, standardized, free, short-course chemotherapy (DOTS). In 1993 the Health Assembly dec
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a global tuberculosis emergency. The DOTS strategy is being used to document and manage the cure of
tuberculosis cases, thus reducing the sources of infection in the community.

89. Inthe 1980s WHO spearheaded the emergency response to alert world authorities to national epidemics
of HIV/AIDS. Since 1986, the Organization has collaborated with Member States to establish or strengthen their
national AIDS programmes,; to carry out rapid assessment; to improve diagnostic, laboratory and blood
screening capacity; and to plan national activities and long-term response based on reliable projections. The
development of a cheap, safe and effective vaccine is a priority, athough the outlook is long term, at least
10 years. WHO, in collaboration with UNAIDS, has three mgjor rolesin thisarea: supporting and coordinating
research; negotiating with industry to ensure that the products of research will be available to those most in need;
and seeking mechanisms to encourage vaccine research which is commercially less attractive than research on
new drugs.

90. The majority of occupational diseases can be prevented through action in the work environment,
improvement of working conditions and the reduction of harmful exposure. WHO’s workcaupational

health dates back to 1950, when it set up with ILO a joint committee on the subject. At the beginning of the
1990s WHO set up a new agenda for work, development and health, which led to the Global Strategy for
Occupational Health for All. Member States are urged to devise national programmes, with special attention to
full occupational health services. WHO promotes health in the workplace in a wider sense through the concept
of the healthy company or healthy organization.

91. Many WHO programmes are now addresswogen’s health needsand the Organization is framing a

policy on gender and health which should facilitate thiswork. Some regional offices are collecting datain order

to draw up country profiles on women’s health. In 1997 WHO produced information packs containing the most
up-to-date prevalence data, and has worked with professional associations to raise awareness of issues related t
women’s health. A multicountry study on violence against women in families, looking at prevalence, health
consequences and risk and protective factors, was launched, covering countries from all regions.

92. The Global Commission on Women’s Health focuses on three key areas: education for the health of girls
and women, violence against women, and maternal morbidity and mortality. Activities at country and regional
levels have focused on data collection, literature reviews and research endeavours in areas where gaps in
knowledge about women’s health exist.

93. WHO'’s activities in reproductive health in 1997 include the expansion of the research initiative on the role
of men in reproductive health; publication of data from the WHO collaborative study of cardiovascular disease
and steroid hormone contraception; the completion of data collection - and initiation of final analysis - of a large
postmarketing surveillance study of Norplant contraceptive implants; and the launching of several regional
initiatives on the subjects of female genital mutilation, the increasing rate of Caesarean section and the quality
of antenatal care.

Older people

94. In 1979 the Health Assemblga@pted its first resolution specifically targeted to the health care of older
people, that led to the establishment of a global programme. WHO has organized scientific meetings on ageing-
related issues such as nutritional status, cardiovascular diseases, mental health, prevention of respiratory
infections, family life and support, prevention of accidents, and health promotion. Published inhEQ&és

of epidemiology in the study of the elderly stimulated new approaches to research on ageing. Activities from the

late 1980s to the mid990s focused on determinants of healthy ageing, osteoporosis and age-associated
dementias. In 1994 the programme was reoriented towards “ageing and health”.

95. The WHO programme deals with both old age and ageing. It emphasizes health promotion, with a focus
on healthy ageing, or ageing well. It takes account of gender differences evident in both health and ways of

14



A51/3

living, and of cultural settings, which also determine individual's health in older age. Itis concerned also wi
strategies to maintain cohesion between generations, and the many ethical issues of population ageing.

THE CHANGING WORLD
96. There are three main global trends that affect health: economic, population and social.

97. Undereconomic trends the report examines the growth of the economy during three periods: 1950-197.
an age of unparalled prosperity; 1973-1993, when most of the world economy operated below its potential,
the period since 1993, when economic recovery began. It gives an account of increasing inequalities anc
global burden of debt, and analyses sectoral changes and emerging opportunities.

98. The issues explored ung@pulation trends are: population size and growth; international migration and
refugees; age composition and dependency ratios; and fertility - with a discussion of contraceptive prevale
adolescent fertility, and infertility.

99. Undersocial trends, the report examines urbanization - about 45% of the world’s population now live ir
urban areas - followed by environment and housing. Housing is of central importance to quality of life, and
question of housing poverty is discussed. In almost all countries there are people who suffer from hunger
malnutrition, so food and nutrition - including food security, urban agriculture, and nutritional status - a
explored. Education has a direct impact on health, quality of life and employment prospects, and current attel
to increase the number of school enrolments of both boys and girls are highlighted in the report. The interrel
problems of unemployment (including youth unemployment and the need for educated labour) and pove
(including the need to implement poverty programmes) are also carefully examined.

ACHIEVING HEALTH FOR ALL

100. In 1977 the Health Assembly decided that the main social target of governments and of WHO shoulc
the attainment by all people by 2000 of a level of health that would permit them to lead a socially a
economically productive life. In other words, as a minimum, all people in all countries should have at least s
a level of health that they are capable of working productively and of participating actively in the social life

the community in which they live. The third evaluation of progress in implementing the Global Strategy f
Health for All by the Year 2000 (carried out in 1997) has shown significant improvements worldwide both

health status and in access to health care. Increasing numbers of Member States are carrying out monitorin
evaluation of their health-for-all strategies at specified intervals; for the first evaluation in 1985, 147 out
166 Member States reported, at least with respect to the global indicators. In 1997, 158 out of 191 Member S
did so, although some indicators were more widely covered than others - e.g. 90% of countries reportec
immunization, but only 30% on access to local health services.

101. Overall, there has been strontitipal commitment to achieving the health-for-all goals, and most countries
have endorsed at the highest level teeassary policies and strategies. EXxisting health services are bein
reoriented to a health system based on primary health care, taking into account the role of the individual,
family, the community, local nongovernmental organizations, and health personnel. Substantial attention
been given to the health of women and their role in development.

102. CGlobally there have been significant increases in the following elements of primary health care since
first evaluation in 1985: immunization against the six target diseases of the Expanded Programme
Immunization; trained attendance at childbirth; local health services; and water supply and excreta-disp
facilities. Gaps between the developing and developed countries have been significantly reduced, althc
improvements in the least developed countries have been less satisfactory.
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103. Coveragelevelsfor the various elements of primary health care have improved in the developing countries,
where 65% of pregnant women have access to antenatal care services and 53% to skilled attendance at delivery.
In rura areas, 75% of the population have access to a safe water supply, and about 34% to adequate sanitation.

104. Therapid increase in coverage of immunization programmes from 5% in the 1970s to over 80% in 1996
has had a big impact on the health status of children. These improvements, however, are less significant in the
least developed, than in other developing, countries.

105. Itisestimated that in 1997, 106 countries representing 64% of the global population had an average life
expectancy at birth of more than 60 years, an infant mortality rate below 50 per 1000 live births, and an under-5
mortality below 70 per 1000 live births. 1n 1975, 69 countries representing 30% of the global population met
these targets.

106. There isinevitably concern about resources for health in view of the growing costs of health services.
Countries use various methods to finance their health systems, but few countries, even the most prosperous, are
satisfied with the distribution of financial resources between promotive and curative services. There are aso
many problems associated with the provision of human resources for health that relate to education and training
and to distribution.

107. As hedth systems become more complex and costly, and as the application of new and existing
technol ogies becomes more refined, making the right decisions about the alocation of often scarce resources has
become more difficult. For health laboratories to be successful, test procedures followed and results obtained
have to be reproducible and comparable. The concept of quality assurance - comprising external quality
assessment and internal quality control - has been promoted by WHO and accepted worldwide. The Organization
has also emphasized the provision and improvement of the quality of radiological services for diagnosis and
therapy, areas that have seen spectacular progress.

WHO WORLDWIDE

108. For each of the six WHO regions, the report summarizes health trends since 1948, and current activities
or problems in particular areas such as health sector devel opment, human resources for health, materna and child
hedlth, epidemiological surveillance systems, new and emerging diseases, water quality and supply, and malaria.
It considers for each region future prospects and challenges for the twenty-first century.

GLOBAL PARTNERSHIPS FOR HEALTH

109. WHO has always worked in partnership with the United Nations itself and with other entities within the
system. Examples are its longstanding cooperation with the United Nations in the sphere of drug dependence,
and its more recent participation in the system-wide Specia Initiative on Africa. There has always been very
close cooperation between WHO and UNICEF, especidly in the field of immunization. Other examples of
partnersin the United Nations system are ILO (for occupational health), UNESCO (for school health) and FAO
(for nutrition).

110. WHO aso workswith the World Bank, regiona development banks, the European Union, and awide range
of nongovernmental organizations - some engaged in a particular branch of medical science and others
representing a more general interest.

111. Inresponse to emergencies - natural and other disasters - WHO works with Member States, UNHCR and
other international bodies. WHO links emergency management policy to development in order to cooperate with
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affected countries in achieving long-term improvements in public health systems - a prerequisite for sustainable
development.

112. Inthefield of research, IARC, subject to the general authority of WHO, concentrates on environmental
biology and cancer epidemiology. With UNDP, UNFPA and the World Bank as cosponsors, WHO has since

1972 had a Specid Programme of Research, Development and Research Training in Human Reproduction. There

is a similar arrangement with UNDP and the World Bank for WHO’s Special Programme for Research ar
Training in Tropical Diseases, established in 1975.

113. ACHR with its regional groups continue to guide and support the Organization in health research «
technological development. Research strategy in the context of health-for-all policy for the twenty-first centt
Is being formulated, taking cognizance of the rapidly evolving communication technology that can narrow |
gap between the developed and developing countries in access to scientific and technical information and t
experience of different countries in its application.

HEALTH AGENDA FOR THE TWENTY-FIRST CENTURY

114. Theworld health report 1998 and its three preceding issues have helped create a comprehensive map
the major issues that have dominated world health in the second half of the twentieth century. The priorities
international action recommended in these four reports chart the future for health action in the twenty-f
century.

115. Theworld health report 1995 - bridging the gaps identified poverty as the greatest cause of suffering and
showed the widening health gaps between rich and poor. It recommended using available resources as effec
as possible and redirecting them to those who need them most.

116. The world health report 1996 - fighting disease, fostering development identified three main priorities:
completing the unfinished business of eradication and elimination of specific diseases; tackling both “o
diseases such as tuberculosis and malaria and the problems of antimicrobial resistance; and combating 1
emerging diseases.

117. Theworld health report 1997 - conquering suffering, enriching humanity stressed the importance of health

expectancy over life expectancy in the context of chronic noncommunicable diseases. Its main recommend:
was the integration of disease-specific interventions into a comprehensive chronic disease control package
incorporated prevention, diagnosis, treatment and rehabilitation, and improved training of health profession

118. This year's report has shown the major developments and achievements in health in the past 50 year
described the economic, population and social trends that will influence health in the early twenty-first centt
Substantial gains have been made in life expectancy and in infectious disease control; these need t
safeguarded.

119. On thaunfinished agenda for health, poverty remains the main item. The priority must be to reduce it in
the poorest countries of the world, and to eliminate the pockets of poverty that exist within countries. Polic
directed at improving health and ensuring equity are the keys to economic growth and poverty reduction.

120. Safeguarding the gains already achieved in health depends largely on sharing health and medic:
knowledge, expertise and experience on a global scale. Industrialized countries can play a vital part in hel
to solve global health problems. It is in both their own interests and those of developing countries to do sc

121. Increased international cooperation in health can be facilitated by a managed global network making
of the latest communication technology. Global surveillance for the detection of and response to emerc
infectious diseases is essential. As a result of increased global trade and travel, the prevention of foodb
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infections in particular is of increasing importance. Wars, conflicts, refugee movements and environmental
degradation also facilitate the spread of infections as well as being health hazards in themselves.

122. Enhancing health potential in the future depends on preventing and reducing premature mortality,
morbidity and disability. It involves enabling people of all agesto achieve over time their maximum potential -
intellectual and physical - through education, development of life skills, and healthy lifestyles.

123. The health implications of healthy ageing - the physical and mental characteristics of old age and their
associated problems - need to be better understood. Much more research isrequired in order to reduce disability
among older age groups.

124. Concern for the older members of today’s society is part of the intergenerational relationships that need to
be developed in the twenty-first century. These relationships, vital for social cohesion, should be based on equity,
solidarity and social justice.

125. The young and old must learn to underseauth other’s differing aspirations and requirements. The young
have the skills and energies to enhance the quality of life of their elders. The old have the wisdom of experience
to pass on to the children of today and of coming generations.
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