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The Plan of Action for implementing the Global Strategy for Health for All by 
the Year 2000 called on the Executive Board to monitor and evaluate progress in 
implementing the Strategy at regular intervals and to report thereon to the Health 
Assembly (resolution WHA35.23). The first global report on monitoring progress in 
implementing the Strategy was reviewed by the WHO governing bodies in 1984 and the 
first report on the evaluation - which formed the basis of the Seventh report on the 
world health situation1 - was reviewed in 1986. The Thirty-ninth World Health 
Assembly decided to modify the Plan of Action for implementing the Strategy, as 
recommended by the regional committees, by instituting reporting on monitoring 
progress in implementing the Strategy every three years instead of every two, to 
allow more time to strengthen the national monitoring and evaluation process and the 
related information support (resolution WHA39.7). 

This report is thus the second report on monitoring progress towards health for 
all, covering the period 1985 to mid-1988. Using a common framework for monitoring, 
143 Member States submitted reports on progress in implementing their national 
health-for-all strategies to their regional offices, which in turn prepared regional 
reports for review by the respective regional committees. The global report has been 
derived principally from the six regional reports, but wherever necessary, 
supplementary information has been used from other sources, especially programme 
reports and documents of other organizations of the United Nations system. 

The report focuses primarily on the measures taken and progress made by Member 
States in the development of health policies and health systems based on primary 
health care, as well as the main difficulties and obstacles encountered in achieving 
further progress. Each section ends with a paragraph (box) providing a summary. 
Trends in the availability of the primary health care elements and in health status 
have been reviewed on the basis of information received on the global indicators. 
Since this is a report on monitoring progress, it does not attempt to analyse the 
effectiveness or the efficiency of measures taken. This task will be addressed by 
Member States in the next evaluation of their national health-for-all strategies in 
1991. Finally, the report pinpoints the major challenges that lie ahead in order to 
accelerate progress in achieving the health-for-all goal. 

The report was reviewed by the Executive Board at its eighty-third session which 
adopted resolution EB83.R11 recommending that the World Health Assembly should 
propose wide dissemination of the report and use of its findings. 

1 World Health Organization. Evaluation of the strategy for health for all by the 
year 2000: seventh report on the world health situation. Vol. 1, Geneva, 1987； Vol. 2, 
Brazzaville, 11988; Vol. 3, Washington, D.C,, 1986; Vol. 4, New Delhi, 1986; Vol. 5, 
Copenhagen, 1986; Vol. 6, Alexandria, 1987; Vol. 7, Manila, 1986. 
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1. INTRODUCTION 

1. A full decade has passed since the decision by the World Health Assembly that the 
main social target of governments and WHO in the coming decades should be the attainment 
by all the citizens of the world of a level of health that would permit them to lead 
socially and economically productive lives (resolution WHA30.43, May 1977) . The vision 
was clear； the purpose was valid. It was a signal of discontent with the existing 
intolerable inequities between the "have-nots" and "haves" in health terms, and of 
recognition that health was essential to the satisfaction of basic human needs and to the 
quality of life. In May 1981, the Health Assembly adopted the Global Strategy for Health 
for All by the Year 2000 and decided that it would monitor the progress and evaluate the 
effectiveness of the Strategy at regular intervals (resolution WHA34.30). 

2. The year 1988 is singularly important. It is ten years since the Declaration of 
Alma-Ata, resulting from the International Conference on Primary Health Care, in which 
the concept of primary health care was enunciated, paving the way for the realization of 
the vision of health for all and forming the basis for the Global Strategy for Health for 
All. A major meeting was therefore convened by WHO in Riga, USSR, in March 1988. It 
brought together experts from all WHO regions and representatives of UNICEF, UNDP and 
nongovernmental organizations, to review progress and problems experienced in pursuing 
the goal of health for all and to consider reassessments that might be necessary. Its 
conclusions and recommendations, included in a statement of reaffirmation of commitment, 
were reviewed and endorsed by the Forty-first World Health Assembly in May 1988 
(resolution WHA41.34).1 

3. The year 1989 represents the half-way mark between the Alma-Ata Conference and the 
end of this century. This report therefore is both opportune and historically 
significant. It should help foster reflections on the following questions : 

Is the goal of health for all by the year 2000 through primary health care still 
intact? Is it still valid? Has positive progress been made, individually arid 
collectively? How close are the targets to attainment? What are the most important 
remaining gaps? Where are the key obstacles? How should they be dealt with? Does 
the current global, socio-political, economic and technological climate call for 
reconsideration of some of the fundamental issues and principles contained in the 
Strategy? Do some of the principles need further clarification, for example, 
through concerted research and development efforts, and should there be more precise 
understanding of how they are to be applied in practice? 

4. There appears to be little doubt that the systematic monitoring of the Strategy at 
national, regional and global levels has been, and can continue to be, a powerful process 
to measure progress, identify gaps, note challenges and promote action to meet those 
challenges. 

5. The first report on monitoring progress was reviewed by the Executive Board and the 
World Health Assembly in 1984. Three-quarters of the Member States reported on their 
progress. Understandably, this early review focused principally on the relevance and 
major thrusts of national health policies vis-à-vis the health-for-all goal. The report 
confirmed that the process to translate the vision into reality had begun in many 
countries. 

1 See also document WHA41/1988/REC/1, Annex 7. 



6. The first report on the evaluation of the Strategy, which also formed the basis of 
the Seventh report on the world health situation, was reviewed by the Board and the 
Health Assembly in 1986. One hundred and forty-six Member States provided information on 
the status of their strategies. The report in many cases provided the baseline for 
assessing action taken by countries to develop their health policies and health systems 
to achieve the health-for-all goal and improve the health status of their populations. 
It analysed the progress being achieved on the basis of 12 global indicators, and also 
the main issues and challenges for the future. 

7. Among the challenges identified were : the sustainment at the highest level of 
political commitment to equity and enlightened leadership to guide national policy 
decisions towards the reduction of existing disparities in health, and the need to 
mobilize the support of people from all walks of life. The motivation and commitment of 
health professionals to primary health care was singled out as a critical challenge. 
Strengthening the management of health systems, with particular attention to the 
intermediate level and its supporting role to the community, and appropriate use of 
research and health care technology, were among the other challenges. At the same time, 
the prevailing and persistent economic trends demanded bold initiatives in financing the 
health sector, including measures to expand the responsibilities and participation of 
people, voluntary agencies, social security institutions, and the private sector. 

8. The evaluation also recognized that for some countries - often grouped under the 
term "least developed countries", especially those most seriously affected by economic 
crises or by environmental hazards, including drought or hostilities, with the grave 
socio-political disturbances they caused - attainment of health for all would be a 
herculean task. Extraordinary efforts would be required of national authorities； and 
the international community would need to provide concerted and consistent support as a 
continuing social and moral responsibility. 

9. This is the second global report on the monitoring of the Strategy. Once again, it 
has been prepared principally on the basis of a synthesis of the six regional reports, 
which in turn were derived essentially from the monitoring of Member States' national 
strategies for the attainment of their goals, the global indicators being used to this 
end. The tables showing the information collected regarding the indicators are 
contained in Annex 1. Where necessary, use has been made of information from other 
sources, especially programme reports and documents of other organizations of the United 
Nations system. A bibliography and list of sources of information used is contained in 
Annex 2. 

10. Section 2 of the report briefly describes the monitoring process, the use of the 
common framework for monitoring and the mechanisms used by countries and regions. In 
section 3. the global socioeconomic development trends and their potential influence on 
equity in health are reviewed; progress in female literacy and in the reduction of 
income differentials as a measure of equity, and as an indicator of socioeconomic 
development (global indicators 11 and 12) have been specifically highlighted. 

1 World Health Organization. Evaluation of the strategy for health for all by the 
year 2000: seventh report on the world health situation. Vol. 1, Geneva, 1987； Vol. 2, 
Brazzaville, 1988; Vol. 3, Washington, D.C., 1986; Vol. 4, New Delhi, 1986; Vol. 5, 
Copenhagen, 1986; Vol. 6, Alexandria, 1987; Vol. 7, Manila, 1986. 

о 
World Health Organization. Global strategy for health for all by the year 

2000. Geneva, 1981 ("Health for All" Series, No. 3), pp. 74-76. о 
These are essentially the same as for the preceding period (see footnote 2 

above), and are described in the text or reproduced in footnotes as they occur in the 
body of the report. 



11. The principal thrusts and/or changes introduced since 1985 by Member States in their 
national health policies and strategies and the corresponding actions taken by them in 
the further development and strengthening of their national health systems have been 
reviewed in sections 4 and 5. Wherever relevant and applicable, examples from countries 
have been included to illustrate practical, innovative or successful actions. These 
sections also include a review in qualitative terms of information relating to political 
commitment to health for all and mechanisms for community involvement (global 
indicators 1 and 2). Resource-related indicators and issues are also covered (global 
indicators 3, 4 and 5). In monitoring progress in the development of their health 
systems based on primary health care, Member States have also pinpointed the major 
obstacles and constraints. This analysis points to some of the future challenges； these 
have been summarized at the end of each corresponding section. 

12. International action in support of the national health-for-all strategies, including 
the international transfer of resources, cooperation among countries and with WHO and 
other international organizations, is reviewed in section 6. 

13. In section 7 the report assesses the overall progress in achieving coverage of, and 
the remaining gaps in, specific primary health care elements (global indicator 7), 
including: safe water and basic sanitation, immunization against the six target diseases 
of the Expanded Programme on Immunization, care of women during pregnancy and childbirth, 
and care of infants and young children. Wherever the information is available a brief 
assessment of other measures being taken by Member States, especially in preventive and 
promotive services, is also provided. Information on global indicators has also been 
analysed for the 40 least developed countries to highlight their plight and the enormous 
challenges that lie ahead of them in their march towards health for all (Annex 3). 

14. Succinct information has been provided on the world's environmental health and 
health status worldwide in sections 8 and 9. which includes information on nutritional 
status of children (global indicator 8), infant mortality rates (global indicator 9), and 
life expectancy (global indicator 10). Since this is not an evaluation report, no 
attempt has been made to establish relationships between the actions taken and their 
impact. Such an in-depth analysis will be the subject of the second evaluation report 
scheduled to be reviewed by the Board and the Health Assembly in 1992. The principal 
purpose here is to highlight the main trends which could serve to focus further attention 
on the major thrusts required to improve the situation of the world's health. 

15. Finally, the key challenges and issues which could influence future national, 
regional and global actions and have implications for any adjustment of the Strategy are 
given in the final section under the Conclusions. 

2. MONITORING PROCESS AND MECHANISMS 

16. When Member States agreed to monitor and evaluate progress in the implementation of 
their national health-for-all strategies, they also agreed to report to WHO on progress 
at regular intervals. It was clear that reporting in a systematic mariner and the 
synthesis of information at regional and global levels would be greatly facilitated by 
the adoption of a common (standard) framework. Accordingly, in 1982 a common framework 
was developed to assist Member States in collecting and analysing relevant information 
for monitoring progress and to report to the regional committees, the Board and Health 
Assembly during 1983-1984. Two years later, in the light of experience, the framework 
was revised and expanded to facilitate reporting by Member States on the evaluation of 
the effectiveness of the implementation of their strategies. The outcome of the 
evaluation was presented to the WHO governing bodies during 1985-1986. The common 
framework for monitoring was further revised in 1986, and issued to Member States in 
January 1987. 

17. Member States were requested to forward their national progress reports to their 
respective regional offices by early 1988, so that six regional syntheses based on a 
consolidation of those reports could be prepared in time for the regional committees. 
Table 1 shows that 143 Member States (representing 96.1% of the world population) have 



reported on progress, reflecting a response rate of 86.1%. The consolidated regional 
reports were received in WHO headquarters by early August 1988 for the preparation of the 
global report. The regional committees reviewed their regional reports in September and 
October 1988. They urged Member States to strengthen further their national health 
systems based on primary health care including the monitoring and evaluation process. 
Some stressed the need to focus on the disadvantaged sections of the population and on 
resolving issues relating to the financing of health care. The need to simplify the 
monitoring process, including a review of the indicators, was also recognized, and WHO 
was requested to provide the necessary technical support in this respect. 

18. The Organization has consistently emphasized the use of the common frameworks as 
monitoring and evaluation tools to support countries‘ managerial processes for national 
health development. Final responsibility for reporting to WHO has rested with each 
Member State. The purpose of Member States‘ addressing the key questions contained in 
the common framework was to enable them to: (i) compare their health situation from one 
reporting period (1985) to another (1987/mid-1988); (ii) measure progress in relation 
to their targets； (iii) identify difficulties and obstacles encountered; and (iv) use 
the resulting analysis to improve their health plans, reprogramming as necessary. 
Ultimately the aim was to enable decision-makers to identify the key measures to be taken 
to accelerate the implementation of their national strategies. 

TABLE 1. NUMBER OF COUNTRIES REPORTING ON PROGRESS, BY WHO REGION 

Number of countries 
Reports 

Africa Americas South-East Europe Eastern Western Total 
Asia Mediterranean Pacific 

Member States 
of WHO 

Received 39 27 11 27 21 18 143 
Not received 5 7 0 7 2 2 23 

Total 44 34 11 34 23 20 166 

Response 
rate (%) 88.6 79.4 100.0 79.4 91.3 90.0 86.1 

Non-Member 
States/Areas 

Received 2 - - - 15 17 

19. A number of preparatory activities were carried out by WHO in collaboration with 
countries to "sensitize" further national health administrators to the monitoring and 
evaluation process. Member States do not appear to have encountered any major 
difficulties in applying the common framework. But, from the style and content of some 
of the reports submitted it is apparent that some countries have responded to it as 11 just 
another WHO questionnaire", and the extent to which the national reports are truly being 
reviewed and used at the highest policy/managerial levels in countries, not only in the 
health sector but also by other related sectors, is not clear. 

1 See also Annex 1, Tables 1-25 (part 3, where applicable) 



20. There is growing recognition in countries of the need to reorient health information 
systems to support the managerial process to achieve health for all, but the overall 
progress has been slow. In general, countries in the African Region have focused on the 
reorganization of structures and strengthening of capacities for monitoring, not only at 
central but also at intermediate and local levels； and on decentralizing the collection 
and analysis of data, increasingly to regional and district levels. In the Region of the 
Americas, although progress in the monitoring process varies greatly, in some countries, 
for example, Bahamas, Brazil, Chile, Costa Rica, Cuba, Guyana, Honduras and Panama, the 
mechanisms have been clearly defined and are functioning well. In others, progress has 
been partial, for instance, where it has been difficult to include social security 
institutions in the process. 

21. A monitoring process has been introduced in most countries in South-East Asia. In 
some countries, the process is not yet operational at the district and regional levels； 
in others, it is centralized and linked to other levels, built into other organizational 
structures. Some countries, for example, Bangladesh, India, Indonesia and Nepal, are 
engaged in reviewing and reorientating their national information systems. Over the past 
three years, Member States in Europe, together with the Regional Office for Europe, have 
made rapid progress in the development of computer-based information systems for health 
services. The experience gained from the 1984-1985 evaluation has been put to good use. 
The list of regional health-for-all indicators for Europe has been revised and concerted 
efforts have been made by Member States to improve the availability and quality of data. 
The Region now has a viable baseline for all quantitative indicators, and attempts have 
been made to sharpen the definitions used for the non-quantitative indicators. 

22. Health ministries in many countries in the Eastern Mediterranean Region report that 
they have not yet introduced monitoring as a systematic process at all levels of the 
health system. Information support generally is reported to be deficient; and where it 
does exist, it is not being fully utilized. In the Western Pacific Region, the 
health-for-all movement has had a significant impact on improving the managerial process 
of several countries, particularly at the central level. This is often not the case at 
the lower levels of the health system. The major issues are still data analysis, 
completeness and reliability, as well as better use of available information for 
monitoring. Only a few countries report significant advances in management information 
systems, such as measures to follow the effects of changes in health financing, resource 
allocation, or special programmes aimed at disadvantaged groups. 

23. Some difficulties were encountered in generating, analysing and using information 
for some of the 12 global indicators. Most countries indicated that information for the 
resource-related global indicators (3, 4, 5 and 6) was not easily acquired, particularly 
with reference to the equitable distribution of resources for primary health care. A few 
had difficulty with providing complete information for the assessment of coverage of 
primary health care services (global indicator 7), and some with data on the 
weight-for-age (global indicator 8), life expectancy (global indicator 10), and literacy 
(global indicator 11). In the European Region, several Member States emphasized that 
information on regional indicators was not readily available, particularly for breakdown 
according to socioeconomic or other relevant groups. The relevance of some of the 
indicators was being questioned and a critical review of the indicators and monitoring 
system before the next evaluation cycle has been suggested by the Region. 

24. Systematic monitoring in some countries appears to be hindered by: lack of a 
clearly defined national health strategy, absence of a coordinating body at the central 
level for monitoring, shortage of skilled manpower, lack of capacity at the local level 
to process data, poor vital registration systems, and inadequate communication between 
different agencies and levels of the health system. Poor utilization of available data 
and lack of feedback to field staff also contribute to low levels of awareness and weak 
attitudes of health staff towards information collection and monitoring. 

25. A number of countries are attempting to overcome these deficiencies. New measures 
include, for example, in some countries of the European Region (Belgium, France, 
Netherlands, Switzerland and United Kingdom of Great Britain and Northern Ireland), 



"sentinel networks" of general practitioners who are reporting regularly on special 
diseases and procedures in primary health care for a sample population. In the Western 
Pacific Region, considerable progress in developing health-for-all information support 
has been achieved in Australia following the establishment of the Australian Institute of 
Health in 1985. In many other countries in these and other WHO regions, emphasis is 
being placed on improving data collection procedures, training health personnel, 
developing computer-based information systems, and providing regular feedback of 
information to field staff. 

26. Member States' progress in integrating the monitoring and evaluation 
process for health for all within their managerial process for national health 
development has been for the most part uneven between regions and within 
regions. Their health information support systems urgently require further 
strengthening. Countries also need to ensure that the information in their 
national monitoring reports is used optimally to adjust their national 
strategies and accelerate implementation at all levels. 

3. GLOBAL SOCIOECONOMIC DEVELOPMENT TRENDS (1985-1988) 

General socioeconomic development trends 

27. The international recession which started in the early 1980s forced many countries 
to make substantial reforms entailing structural and sectoral adjustments. The pace of 
these reforms quickened in 1985-1988； however, deterioration continued in terms of a 
slow-down in the growth of demand and output, mounting burdens of debt, rising 
protectionism, trade losses sustained by commodity-exporting countries, uncertain 
financial markets, and volatility in interest-rate movements. In the larger Asian 
low-income countries, as well as in a number of the more industrialized export-led 
economies of East Asiat appreciable economic growth has continued; however, per capita 
incomes declined in most countries in Latin America and in sub-Sabaran Africa. The 
overall socio-political and economic situation in the African countries continued to be 
precarious and, in some, even deteriorated further. Latin America, after experiencing a 
3.8% average increase in the growth rate of gross domestic product during the triennium 
1984-1986, showed a decline in 1987. 

28. Table 2 shows that 135 Member States reported on their gross national product (GNP) 
per capita (global indicator 12)； 43 countries, representing more than 50% of the 
world population, indicated a GNP per capita below US$ 500. Out of these 43 countries, 
half are in the African Region. And while GNP per capita has grown by 4% to 5% in some 
countries in Asia, (e.g. Indonesia and Thailand), for the majority of the population of 
the South-East Asia Region the per capita income stands below US$ 500, and in some of the 
least developed countries (e.g., Bhutan), it is as little as US$ 110. Economic 
disparities also exist in the European countries； whereas only two countries reported a 
GNP per capita below US$ 1500, income differentials between the wealthiest and the 
poorest regions, adjusted for differences in cost of living, is of the order of 3 to one. 

29. A common feature in development policies, in both free market-based and 
centrally-planned economies, has been the move towards enterprise development with a view 
to achieving higher effectiveness and efficiency. The role of the State has had to be 
reassessed as a result of trends towards decentralization in decision-making, the 
involvement of the private sector in the supply of public services, and the autonomous 
development of production units. Attention has also been given to the change in the 
composition of public expenditures and their growth, especially of social expenditures, 

1 Global indicator 12 is the number of countries in which the GNP per head exceeds 
US$ 500— 



including education, health, social security and welfare. Such changes, compounded in 
many countries by sharp austerity measures, have often incurred high social and political 
costs. 

TABLE 2. GNP PER CAPITA (US$): DISTRIBUTION OF COUNTRIES, BY WHO REGION1 

(Latest available information) 

GNP Number of countries 
per capita 

US$ 
Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

Less than $ 500 21 1 8 0 6 7 43 
$ 500 and more 6 31 2 24 17 12 92 

Subtotal 27 32 10 24 23 19 135 
No information 17 2 1 10 0 1 31 

Total 44 34 11 34 23 20 166 

30. Food production has fallen drastically in Africa, parts of the Eastern Mediterranean 
Region, and the Americas (Latin America). While countries in the latter two Regions have 
made up for deficiencies through food importation, hunger has substantially increased in 
Africa, particularly in countries where political instability and armed conflicts 
prevail. The environmental development crisis in Africa, triggered off by drought, 
reached a peak during this period, putting the lives of 35 million people at high risk; 
and poor agricultural performance led to a further reduction of self-sufficiency in food 
production. Food shortages and food-price fluctuations have been most critical for the 
poor. Even in Europe, where generally food is available, undernutrition still affects 
some segments of the population, especially the elderly living alone. Yet world food 
production is sufficient to meet the needs of the entire world population. What is most 
needed in the short term is better distribution of food and, in the long term, 
intensified local agricultural production. 

31. In order to revitalize development in a world where people are increasingly 
interdependent, and to support growth-oriented adjustment programmes in the developing 
countries, cooperative efforts within a multilateral framework were a highlight of this 
period. They included: commitment to macro-economic policy coordination by the leaders 
of seven major industrial countries, as at the economic summits of Venice (1987) and 
Toronto (1988)； commitment by the "Paris Club" of industrial country creditors towards 
long-term debt service rescheduling, especially for sub-Saharan countries； the agreement 
by the Contracting Parties of GATT to launch a new round of multilateral trade 
negotiations called the "Uruguay Round", providing hope for further liberalization of 
trade barriers (Punta del Este, 1986)； the entry into force of the Agreement 
establishing a Common Fund for Commodities (Geneva, 1986)； the development of a Special 
Facility for sub-Saharan Africa by the World Bank; the decision by Japan to channel a 
part of its external surplus to developing countries； "UNCTAD VII" (1987) for 
revitalization of growth and development in a more predictable environment； and the 
adoption of the United Nations Programme of Action for African Economic Recovery and 
Development 1986-1990 (the Khartoum Declaration, 1988). 

1 See also Annex 1, Table 25. 



32. To this growing consensus on better global economic development should be added the 
trends in peace-making efforts through agreements between the United States of America 
and the Union of Soviet Socialist Republics (in December 1987 and May 1988) on the 
control of short- and intermediate-range nuclear weapons and disarmament, and the peace 
treaties in Chad and Central America. Some peace-making efforts are still in progress, 
such as those for Afghanistan, Angola, the Arab Gulf area and Nicaragua. However, local 
armed conflicts affecting the lives and property of people still prevail and are even 
escalating in several countries； and South Africa's continuing policy of apartheid and 
political destabilization in the southern subregion of the African continent is leading 
to unnecessary loss of human lives, destruction of property, and decline in productive 
capacity. 

33. As noted in the report in 1987 by the World Commission on Environment and 
Development, "Our Common Future", commonly known as the Brundtland Commission report: 
"The ‘debt crisis' is, in effect, but a part of the much broader development crisis. 
Debt-ridden Third World countries find themselves over-exploiting their physical and 
monetary resources in the face of falling prices for their exports and increasing costs 
of debt service, with environmental degradation and sporadic development the inevitable 
results." Population pressure on limited land resources, combined with inappropriate 
policies, has also led to soil degradation, forest devastation, water source depletion, 
air pollution and the emergence of "natural disasters" in which the poor are the main 
victims. 

34. In several international declarations on development and health policies adopted 
during the period increasing emphasis has been given to support to women. There is 
greater recognition that the effectiveness of agricultural development, family welfare 
and nutrition/health programmes indeed depends on women's involvement in development. 
This was the key focus of development initiatives such as the Nairobi Forward-Looking 
Strategies for the Advancement of Women (1985), the United Nations Medium-term Plan for 
Women in Development, and the global action programmes for Safe Motherhood and Child 
Survival.1 

Demographic trends 

35. In the summer of 1987, the world population passed the five thousand million mark. 
With an estimated 5112 million inhabitants, the world's population in 1988 was 14.9% 
larger than in 1980. 

36. Overall, the world's population is growing at an annual average rate of 1.73%, the 
population growth rates for developed and developing countries being 0.53% and 2.10% 
respectively. Between 1985 and 1988, 41 countries, accounting for 11.2% of the world's 
population, experienced an annual average population growth rate of 3% or more, implying 
a doubling of the population in 20 to 23 years. The majority of these countries are in 
the Eastern Mediterranean and African Regions. In the European Region, population growth 
is slowing down and, in some countries, the fertility rates are below replacement level. 

37. With the exception of the South-East Asia and Western Pacific Regions, where the 
crude birth rate declined somewhat, there has been little change in estimated fertility 
levels between 1980-1985 and 1985-1990. During this decade, the global rate fell from 
27.7 to 27.1 births per 1000 population. Currently, the crude birth rate in developing 
countries (30.9%) is roughly twice that of the developed countries. There is very little 
difference in crude death rates between developed and developing countries (9.8 and 9.9 
deaths per 1000 population respectively) owing in part to the significant reductions in 
infant and child mortality in many parts of the developing world as well as the increased 
aging of the population in developed countries. 

38. Growing urbanization, especially in developing countries, remains a significant 
feature of population change in many countries. Overall, 42% of the world's population 

1 For further details see paragraph 45 below. 



in 1988 lived in urban areas, compared with 38% in 1975. It is expected that, by the 
year 2000, roughly half (47%) of the population of the globe will be living in urban 
areas. 

39. In recent years, in Africa, the economic situation, political instability, natural 
disasters and internal and external conflicts have been forcing many people to leave 
their homes. The Economic Commission for Africa estimates that 5 million Africans have 
taken refuge in neighbouring countries； 10 million have been rendered homeless； and the 
lives of some 30 million are seriously endangered. Migration also continues to have a 
significant effect on the labour force in Europe, creating problems related to living 
conditions, work, education and health. Countries are becoming increasingly aware of 
this problem and have started to alleviate it in coordination with the countries of 
origin. 

Educational trends 

40. There have been consistent improvements in adult literacy rates due to national 
policies and actions to support educational endeavours. But marked disparities still 
prevail. Table 3 shows the information provided by Member States for global 
indicator 11, which sets the reference value for adult literacy of both men and women at 
more than 70%. Half of the Member States have provided information on average adult 
literacy rates separately for males and females. In all WHO regions, average literacy 
rates are higher for males than for females, especially in Africa, South-East Asia and 
the Eastern Mediterranean. Rates below 30% were reported by three countries for males, 
and by 17 for females； 65 countries reported that a literacy rate of at least 70% has 
been achieved for males, only 55 countries reported as high rates for females. 

The world economic climate and its implications for the health sector 

41. The economic recession and the social adjustment policies have, on the whole, 
continued to have a profound effect on people's welfare. The adverse effects of the 
economic recession on health status have been most evident in the developing countries 
and among the most vulnerable population groups, in particular children and women. Of 
the data available, those on the effects of economic recession on nutrition have been the 
most reliable and show a marked deterioration in the nutritional status of young children 
in many countries, especially in Africa and Latin America, where the rate of per capita 
economic growth is negative. 

42. Many countries throughout the world have had to reduce the rate of growth in 
government expenditure for social services, including education, health and subsidies for 
staple foods. Generally, greater concern over the potentially negative impact on health 
of such trends is starting to be observable, particularly for the high-risk groups which 
are most vulnerable to the adverse effects of austerity measures. 

43. In a period of serious financial constraint and increasing demand for services the 
prospect of allocating and using resources more efficiently is a challenge both to the 
governments of poor countries and to the international aid agencies. On the basis of a 
"death-risk" approach, they have become more committed to reducing inequities by 
targeting for specific groups and focusing on a minimum package of cost-effective health 
activities. For example in the "child survival revolution" initiated in Bellagio (Italy, 
1984), emphasis is given to selective interventions against immediate mortality 
determinants, such as diarrhoeal diseases, vaccine-preventable diseases, acute 
respiratory infections, malaria, malnutrition and high-risk fertility behaviour. 



TABLE 3. ADULT LITERACY RATE, BY WHO REGION1 

(Latest available information) 

Number of countries 
Literacy rate 

(%) 

Males 

Africa Americas South-East Europe Eastern Western Total 
Asia Mediterranean Pacific 

<30 
30.0-49.9 
50.0-69.9 

70+ 

0 
1 
1 

18 

0 
2 
1 
6 

0 
0 
0 
21 

б 
б 

10 

3 
14 
15 
65 

Subtotal 18 
No information 26 

20 
14 

21 
13 

23 
0 

6 
14 

97 
69 

Females 

<30 
30.0-49.9 
50.0-69.9 

70+ 

0 
1 
4 
15 

0 
0 
0 

21 

0 
0 
0 
6 

17 
12 
12 
55 

Subtotal 17 
No information 27 

20 
14 

21 
13 

23 
0 

6 
14 

96 
70 

Total 44 34 11 34 23 20 166 

1 See also Annex 1, Tables 23 and 24. 



44. It is evident that while adverse socio-political and economic trends have 
affected many countries and subregions of the world during this period, at the 
same time there have been glimpses of hope and determination to ameliorate 
conditions through progressive and often courageous policies and actions taken 
by some Member States, individually and collectively. On the political front, 
there have been important peace-making efforts - some successful, others still 
in early stages of negotiations. These efforts can prevent further unnecessary 
loss of human lives and alleviate the profound misery that war and armed 
conflicts bring to human beings and, at the same time, conserve the world's 
precious resources for improving the quality of life of people still trapped in 
the vicious cycle of poverty, ignorance and disease. But there is little room 
for complacency. There are indications that the situation of the poorest of 
the poor might have even worsened, and that the vulnerable population groups 
are still permanently exposed to life-threatening conditions which could be 
alleviated or substantially reduced. A constant watch will have to be kept on 
the social adjustment policies which many countries are being forced to adopt, 
in order to safeguard the health and wellbeing of these groups. The social 
costs of economic development and growth will have to be gauged continuously by 
the policy- and decision-makers, in consultation with the people affected by 
these decisions. 

HEALTH POLICIES AND STRATEGIES 

45. Since 1985 a number of new events or initiatives at the international level, 
concentrating on specific health-related or broad development issues, have influenced or 
contributed to the development or refocusing of national health policies and strategies, 
or have provided special emphasis in such policies. Particularly noteworthy among these 
were: the Forward-Looking Strategies for the Advancement of Women. approved by the World 
Conference to Review and Approve the Achievements of the United Nations Decade for Women 
(Nairobi, 1985), calling among others for further concerted actions on the health needs 
of women and enhancing their role in health and development; the Declaration of 
Talloires (France, 1988) of the International Task Force on Child Survival. establishing 
specific targets for immunization to be achieved by the year 2000, including the 
eradication of poliomyelitis； the Safe Motherhood Initiative. born out of the 
International Conference (Nairobi, 1987), calling for action by governments to accord 
high priority to improving the health of women and reducing maternal mortality and 
morbidity; and the International Conference on Better Health for Women and Children 
through Family Planning (Nairobi, 1987), reiterating the urgent need for measures to 
decrease deaths and ameliorate the lives of women and children, including integrated and 
accelerated actions focused orí improving education of women, their employment 
opportunities and other social rights, and their access to family planning services. 

46. The London Declaration on AIDS Prevention (1988) adopted by the World Summit of 
Ministers of Health focused global attention on this rapidly accelerating, worldwide 
menace to the health of millions of people, and called for clear and coordinated national 
policies and programmes. The Ottawa Charter for Health Promotion and the Strategies for 
Action to promote Healthy Public Policies originating from the First and the Second 
International Conferences on Health Promotion, held respectively in Ottawa (1986) and 
Adelaide, Australia (1988), emphasized the need for a renewed thrust to promote the 
active and responsible participation of people in their own health, and called on 
governments to promote and foster greater participation through healthy public policies. 

47. On the broader front, in the report of the Brundtland Commission, which breaks new 
ground (see paragraph 33 above), attention is drawn to the deepening and widening 



environmental crisis. While the issue is receiving growing attention in developed 
countries, as reflected in some national policies and programmes, the problem is also 
affecting developing countries and will no doubt influence their current and future 
health and development policies and strategies. The decision by the United Nations 
General Assembly in 1987, International Year of Shelter for the Homeless, to prepare a 
global strategy for shelter for the period up to the year 2000, including a plan of 
action which will particularly address the needs of the homeless and underprivileged, 
should have a far-reaching impact on the health and general wellbeing of people. 

48. These major international events, and the broad policy directions which have emerged 
from them are complementary and reinforce the Strategy for Health for All; they provide 
additional impetus for national political leaders to pursue policies and action to 
improve health and the quality of life, especially for the underprivileged and other 
vulnerable groups. Many of the recently formulated or revised national policies have 
begun to reflect commitment towards these issues. 

49. It is now clearly evident that the health-for-all policy and Strategy has provided a 
continuing basis for national health development in a large majority of countries and, in 
some of the developed countries, a source of inspiration in the revision of national 
policies. Since 1985, for example, several countries in the European Region have 
formulated revised health policies and are using them as the basis for national, regional 
and local dialogues and debates with a view to action. 

50. Major themes receiving new or renewed emphasis in the national health policies of 
most countries are: the reduction of disparities, especially within urban and rural 
populations； an increase in social participation in health; and coverage of the 
vulnerable population groups. The health policies of developing countries in general 
give highest priority to the health of children and mothers. Some have set specific 
targets and dates for immunization, reduction in infant and maternal mortality, and 
provision of safe water. In some countries, these are even included in the national 
development targets. The promotion of health in urban areas, through initiatives such as 
the "Healthy Cities" project in the European Region and concern for special 
underprivileged groups feature prominently in some developed countries' policies and 
plans. For example, in Denmark, central and local measures have been initiated to 
improve the health status of priority groups such as the poor, mentally handicapped, 
young people and single mothers with children. Similarly, Australian policy ensures 
adequate response to the needs of population groups with special health requirements. 

51. But on the whole very few countries have achieved full integration of their health 
policies into their overall development policies. or have developed integrated social 
development policies on a national scale. Some examples of such progress have begun to 
emerge. Thailand, after nearly seven years of research and development effort, has 
successfully demonstrated the potential of achieving integrated development in the 
villages with the active involvement of people to foster a spirit of self-reliance. As a 
result, the Thai sixth five-year plan (1987-1991) has fully integrated the "basic minimum 
needs" approach to improve the quality of life of people by creating self-reliance; and 
a commitment to pursue this strategy has been expressed at the highest level. 

52. Undoubtedly, the prevailing economic trends have continued to affect the full 
development and implementation of national health-for-all policies and strategies. 
Countries from all regions have been affected by the economic crisis, but perhaps the 
hardest hit are those in sub-Sabaran Africa and Latin America. Many countries in Latin 
America have not been able to establish long-term or medium-term strategies for health 
development or to integrate these into their overall development plans. Economic 
constraints, on the other hand, have also led to the adoption of positive pQlicy measures 
(reviewed further in paragraphs 129-141 below) such as: a sharper focus on priority 
groups； structural adjustments and reforms with a view to increased efficiency and 
effectiveness of the health sector; decentralization; expansion of the involvement of 
community groups, nongovernmental organizations and the private sector； and 
strengthening of intercountry cooperation (reviewed in paragraphs 151-157 below). 



53. A high level of political commitment to the health-for-all principles (global 
indicator 1) and to achieving equity in health and other social needs is clearly 
evident in most countries. This has been further reinforced through the continuing 
"sensitization" of leadership at policy and executive levels, particularly of the health 
sector, by promoting their participation in many international events (such as those 
mentioned above), and through the "leadership development initiative" launched by WHO in 
1985. 

54. Political commitment to health at the highest level is also evident through examples 
such as: the adoption of a Declaration on Health as a Foundation for Development, by the 
Assembly of Heads of States and Governments of the Organization of African Unity (OAU) in 
1987； the adoption by the РАНО Directing Council of the goal to eradicate indigenous 
transmission of poliomyelitis by 1990 from the Americas (1986)； the decision to develop 
leadership for health for all and to pursue innovative approaches to primary health care 
by the Sixth Meeting of the Ministers of Health of South-East Asia; the affirmation of 
support for the basic principles of the European health-for-all policy by the Social and 
Health Affiliated Committee of the Parliamentary Assembly of the Council of Europe 
(1987)； and the guidelines on "Main trends and prospects in the development of Socialist 
Health" approved by the Twenty-seventh Meeting of the Health Ministers of the Socialist 
Countries in 1987. Examples from countries serve as concrete evidence of such high-level 
commitment: the decision in the Prime Minister's office in India to devote 40% of 
resources to infrastructure in rural areas and to give the highest priority to 
immunization and safe drinking-water; the affirmation that health is a human right in 
the new Constitution of Afghanistan; and, among the new economic and structural reforms 
in China, a strategy to prepare and involve leadership at all levels for health. 

55. Among the most frequently identified obstacles or constraints to developing and 
implementing health policies and strategies are economic constraints or insufficient or 
unclear understanding, particularly at the provincial and local levels, of the principles 
of primary health care and the Strategy for health for all. The approaches to achieving 
some of the strategic changes in accordance with the principles of primary health care 
(even when these are understood) have not always been clearly delineated. Changing 
existing structures, policies and attitudes has not been easy; and resistance is 
encountered from many groups having vested interests. 

56. Many countries recognize the need for further research and development for policy 
and strategic initiatives such as involving people in health matters, pursuing integrated 
social development, expanding the participation of nongovernmental organizations and the 
private sector in health, and developing community leadership to foster self-reliance. 

57. The overall response from countries reflects continued or renewed 
commitment to health-for-all principles, and consistent trends towards 
reorientation, adjustment, and clearer articulation (where this was not the 
case earlier) of national health policies and strategies to achieve the goal of 
health for all. It seems, however, that there is a better understanding of the 
strategic changes required especially by the political and executive 
leadership； but the processes to bring about these changes are not always 
clear or consistently pursued. The successful demonstration of innovative and 
practical approaches in these and other critical areas, and exchange of 
experiences in the spirit of intercountry cooperation, should lead to the 
requisite policy and attitudinal changes. These initiatives would require 
additional resources. 

Global indicator 1 is the number of countries in which health for all has 
received endorsement as policy at the highest official level, e.g., in the form of a 
declaration of commitment by the head of state； allocation of adequate resources 
equitably distributed; a high degree of community involvement； and the establishment of 
a suitable organizational framework and managerial process for national health 
development. 



5. DEVELOPMENT OF HEALTH SYSTEMS 

58. The first evaluation of the Global Strategy for Health for All in 1985 revealed that 
substantial efforts had been made by countries to develop their health systems based on 
primary health care, and noted that considerable progress has been made in terms of 
increasing the physical availability of health services for populations, especially in 
rural areas. The evaluation also disclosed that a full understanding of, and commitment 
to, the principles of health systems based on primary health care, especially among 
health professionals, were still partly lacking； the full potential of communities and 
community-based organizations had not been harnessed; and a genuine partnership between 
health systems and communities had yet to evolve in most countries. Furthermore, it 
revealed that vigorous efforts were required to strengthen the technological and 
managerial capacity of health systems, particularly at the intermediate level； efficient 
links needed to be established between the various levels of the health system; and the 
prevailing economic climate demanded a search for all feasible ways of financing the 
health-for-all strategies, including optimum use of all resources. The evaluation also 
rioted that research and technology had not yet received sufficient attention or proper 
emphasis in national strategies for health for all. Countries were further challenged to 
find creative solutions to the pressing logistical problems in delivering health care； 

to decentralize planning, resources and monitoring; and to improve the information-base 
for planning and managing resources and evaluating progress. 

59. This section deals with the efforts made by countries and the progress reported in 
these fields. It also pinpoints the remaining difficulties which require further 
attention. 

5.1 Organization of health systems based on primary health care 

60. The reports from most of the regions indicate that, while there is growing 
acceptance and understanding of the primary health care principles and concepts, full 
commitment to the implementation of these principles, particularly among physicians, 
other health care professionals, and certain influential community members, is still 
partly lacking. 

61. For example, many countries in the African Region report that there is still a need 
to clarify the concept and content of primary health care for health personnel. And 
while all countries in the Americas have adopted primary health care as a key to health 
systems development, acceptance and understanding of the strategy for it has been only 
partially achieved among the different levels of the system. The concept has, on the 
other hand, been generally well accepted and understood by countries in South-East Asia 
and the Eastern Mediterranean although pockets of resistance, especially among 
physicians, persist. In the European Region, the health-for-all principles have become a 
source of inspiration in the revision of health policies and in their implementation； 
and in a number of countries of the Western Pacific reorientation and training of health 
staff have improved their understanding of primary health care. 

62. Barriers to full understanding of primary health care reported by countries 
include : inertia and apathy of some health personnel in the face of change； unclear 
distribution of responsibilities； and inadequate orientation of health workers 
(especially physicians) to primary health care, resulting in continuing emphasis on 
curative services. Lack of understanding within the community of the role it should play 
in this care, as well as demands from certain influential groups for high technology 
tertiary care, also persist in many countries. There is still a tendency in some 
countries to interpret primary health care as a separate programme or a combination of 
vertical programmes. Undoubtedly, lack of resources to develop preventive and promotive 
health services in certain situations has eroded the confidence and commitment of health 
workers and the community to primary health care. 

63. There is clear evidence that countries are attempting to resolve these difficulties, 
mainly by reorienting health workers, mobilizing opinion among influential leaders of 
health professionals and communities, and giving priority to improving health 



infrastructure for the delivery of the elements of primary health care in rural areas. 
Some countries have found that leadership development activities provided a useful 
entry-point to foster better understanding and commitment to the principles of primary 
health care and have successfully brought together community leaders, associations of 
health professionals and educational institutions in active dialogue on health-for-all 
issues, resulting in a greater social conscience and commitment to these issues. For 
example, in Pakistan, a "Health-for-All Association" has been formed at the national 
level which aims at reaching out to various leaders among health professionals, 
particularly medical and nursing. In New Zealand strong support for primary health care 
has been affirmed by the organized nursing body; and in India a series of seminars and 
workshops have been organized by the Ministry of Health and Family Planning, involving 
senior health officials at state levels and leaders of prominent health-related voluntary 
organizations. Some countries, for example, India, Indonesia, Mozambique, Pakistan, 
Somalia, United Republic of Tanzania and Yemen have started formulating plans for 
leadership development at all levels. 

64. Over the period 1985-1988, the reorganization and restructuring of national health 
systems based on primary health care has continued slowly but surely. Many developing 
countries have achieved significant expansion of community health care facilities, 
especially in rural areas, and have introduced large numbers of new categories of health 
manpower, such as community health workers, village health aides, and multipurpose 
workers. Major measures taken by countries in the African Region since 1985 include the 
defining of district health systems and decentralization; training of personnel for 
primary health care management； and the creation of health or social and health 
development committees. In a majority of countries in the Americas, priority is being 
given to strengthening the health system at the local level, through local programming, 
and improving intra- and intersectoral coordination at the local and regional level. In 
South-East Asia efforts have focused on the expansion of village health facilities 
(e.g., in Bangladesh, Bhutan, India and Indonesia) and the extensive use of volunteers 
for community health work; examples are in Burma, through the "ten-household" health 
workers, and in Indonesia, which now has almost 200 000 posyandus - integrated village 
health units - and about one million volunteers, especially from women's groups of the 
Indonesian Family Welfare Movement. In the Eastern Mediterranean Region action taken 
includes : restructuring of ministries of health (Egypt)； decentralization (Kuwait)； 
integration of health programmes (Oman)； and extension of rural health services 
(Pakistan). Some countries have ceased building new hospitals (e.g., Democratic Yemen). 
Reorientation in the Western Pacific Region has involved structural measures such as 
decentralization, and special training to provide health workers with a better 
understanding of their new role in the health system. 

65. Countries in all regions are increasingly giving emphasis to decentralization and 
strengthening of district health systems as a way of improving planning, organization, 
coordination and delivery of primary health care services, facilitating community and 
intersectoral action, and a more efficient use of resources. The requisite structural 
and financial changes are becoming more clear to policy and managerial levels. Foremost 
among the changes seen to be needed are the decentralization of responsibility and 
authority to the lowest feasible administrative level with a view to providing continuous 
and effective support to the community level, and the improvement of referral mechanisms. 

66. The Regional Committee for Africa adopted a three-year "progressive scenario" for 
the acceleration of health development in 1985. This includes definition or redefinition 
of viable political administrative units which can assume administrative responsibility 
for health at the local level; establishment of district development committees； and 
annual allocation of budgets to all districts to enable each to implement decentralized 
multisectoral development activities, including health. All countries of the Region have 
started to follow this approach. Countries in all regions are experimenting with 
administrative procedures and reforms which promote decentralization and strengthen local 
health systems: some, such as Guatemala, have formulated models of health care based on 
better coordination and utilization of institutional resources at local and regional 
levels； in others, such as Nepal, multisectoral coordinating committees have been 
established. Action taken in countries to strengthen the health system at the district 



level includes : increased delegation of responsibilities by such means as the 
establishment of area health boards, as in the case of New Zealand following legislation 
enacted in 1984; teamwork training for township officials, for example in the Republic 
of Korea; and building-up of managerial expertise through district-level team-training 
with intersectoral participation as in Malaysia. 

67. Quality assurance in health care is becoming an area of concern particularly in the 
European and Western Pacific Regions, and legal measures are being taken or other 
mechanisms established in some countries. Malaysia, for example, has developed a quality 
assurance programme to ensure better services； and in Singapore new polyclinics with 
better equipment and laboratory services have replaced old dispensaries. 

68. Countries have continued to address the issues of coordination within the health 
sector, and especially the integration of delivery of primary health care elements within 
the health infrastructure. In Africa, emphasis is being placed on integrating 
immunization, diarrhoeal disease control, nutrition, and provision of essential drugs at 
the community level. Integration of preventive and curative services at regional or 
district level is being actively pursued in several countries in South-East Asia. 
Although bilateral assistance to combat specific diseases has sometimes encouraged the 
accelerated development of delivery of individual elements of primary health care, 
strategies for strengthening health infrastructure which can support an appropriate mix 
of these individual programmes are now emerging. For example, in Indonesia an integrated 
"package" of family health services (including immunization, diarrhoeal disease control, 
growth monitoring, family planning and general maternal and child care) is being 
successfully implemented at the village level through integrated family health units 
(posyandus). 

69. Coordination is being attempted at the central level in some African countries 
through the creation of a single entity for primary health care (e.g., in Côte d'Ivoire 
and Malawi), and at regional and local levels through the designation of regional 
coordinators (in Burkina Faso) and improved supervision. Some countries in the Region of 
the Americas (e.g., Brazil, Costa Rica, Mexico, Panama, and Peru) have reported 
significant progress in achieving coordination between social security institutions and 
ministries of health, including the development of a legal framework for such 
coordination, or integration of services using the same technical norms and procedures. 
In countries of the South-East Asia and Eastern Mediterranean Regions, several types of 
coordinating mechanisms have been established, such as interdepartmental committees and 
general coordinating councils at sectoral or intersectoral levels. Most countries in the 
Western Pacific indicate that decentralization is leading to improved coordination within 
the health sector, but that difficulty is experienced in achieving such coordination with 
the private sector and voluntary agencies. Several factors still restrict coordination, 
such as discrepancies in norms or administrative procedures, legislative rules, 
multiplicity of the institutions involved, and different sources of financing. 

70. Reports from all regions indicate that referral systems for health care are not 
functioning satisfactorily in most countries. Some, for example Chile and Mexico, have 
achieved adequate referral systems for patients with specific problems, such as for 
high-risk mothers and children, AIDS patients and those of emergency services. While 
countries are recognizing the need for increased hospital support. particularly at the 
first referral level, hospitals are not yet fully integrated with other local health 
services in most places, usually because traditional methods of administration do not 
favour integration; and conventionally trained medical officers and nurses are biased 
towards hospital-based curative care. Orientation and training to promote attitudinal 
change are required. An example of an institution-based community-oriented health care 
delivery system is the Aga Khan teaching hospital in Karachi, Pakistan, which is 
providing health services to urban communities with priority to mothers and children and 
the control of endemic diseases. Ten countries in Europe (Austria, Bulgaria, Greece, 
Ireland, Norway, Portugal, Romania, Union of Soviet Socialist Republics, United Kingdom 
of Great Britain and Northern Ireland and Yugoslavia) have undertaken a study of the 
support given by hospitals to primary health care services. 



71. A WHO Expert Committee on the Role of Hospitals at the First Referral Level 
(1987)1 examined the persistent problems that inhibited the more effective involvement 
of hospitals at the first referral level in community health services, and the approaches 
for tackling them; and suggested that the conceptual focal point for organizational and 
functional integration should be the district health system, encompassing the hospital 
and all other local health services, and that community-based education and training of 
health personnel was a prerequisite to improving hospital participation in primary health 
care. 

72. It is evident that, since 1985, countries have made progressive efforts to complete 
or expand primary health care networks. especially in rural areas. Some have achieved 
full coverage or that of well over 80% of their population with the essential elements of 
primary health care. But countries comprising islands or large land areas, with low 
population density and limited transport and communications still have highly inequitable 
coverage. In urban areas also, underserved population groups exist in many countries 
despite a comparative concentration of resources in towns and cities. In some countries, 
early and rapid progress in the use of the new categories of health workers has been 
followed by high drop-out rates due to lack of support and supervision, exacerbated by 
chronic shortages of even very basic equipment and medicaments. 

73. The health situation of the rapidly expanding urban populations steeped in poverty 
calls for immediate and concerted action to deal with existing problems and to prevent 
further deterioration. Policies which seek equity, maximize the use of existing 
resources and ensure community involvement need to be more actively pursued. Among the 
less poor urban dwellers, a major issue is that of promoting social and physical 
environments conducive to healthier life-styles to improve their health conditions. An 
example is WHO's "Healthy Cities" project which focuses on health promotion and creating 
awareness to stimulate positive change. 

74. While there has been a progressive reorientation and strengthening of 
health systems based on primary health care, many issues still remain to be 
resolved. The district-health-systems approach appears to be providing a fresh 
opportunity to improve coordinated delivery of the elements of primary health 
care and to strengthen managerial capacity at local and intermediate levels, 
but a full understanding of this approach has still to be achieved among the 
different groups and partners involved in countries if its implementation is to 
be accelerated. Referral systems and the support of hospital networks to 
primary health care remain weak in most countries. Research and development 
for new organizational frameworks and managerial procedures are needed in order 
to decentralize effectively responsibility for health to community and district 
levels, and to achieve integrated delivery of primary health care technology. 
Careful assessment of technology and of its implications in terms of resources 
for the infrastructure will be a prerequisite to achieving the latter. 
Improvement of quality of care and satisfaction of consumer groups remain among 
the principal concerns in the more developed countries. Finally, a more 
rigorous, systematic review of quantitative and qualitative improvements in 
health care delivery is called for in most developing countries. 

5•2 Intersectoral action for health 

75. There is growing awareness of the relation between health and other development 
determinants, and coordinated action among different sectors to improve health is being 

1 WHO Technical Report Series, No. 744, 1987. 



pursued in a number of countries. This aspect was further reinforced at the Technical 
Discussions on "The role of intersectoral cooperation in national action for health for 
all" held during the Thirty-ninth World Health Assembly in 1986. A number of activities 
have been initiated in all regions at various levels with emphasis on promotion of health 
through public policy; adoption of cost-effective intersectoral measures to improve 
health, particularly for underserved or vulnerable groups； and development of 
institutional mechanisms to facilitate coordination. For example, health programmes are 
linked with improvement of female literacy in Ghana, Kenya, Nigeria and Zimbabwe； with 
school education in several countries of the Eastern Mediterranean； with housing, water 
and sanitation in Sri Lanka； with slum improvements in Indonesia, Nigeria and the 
Philippines； and with nutrition in the United Republic of Tanzania. Intersectoral 
approaches at the district level to support community self-reliance through the 
development of community organization, community manpower and community financing schemes 
are receiving particular attention. Health promotion related to life-styles and 
environmental hazards in many developed countries is aimed at high-risk population 
groups. 

76. Intersectoral action has most often been concerned with education, nutrition, water 
and sanitation, and support to the health services themselves. However, collaboration in 
areas such as road safety, housing, food safety, agriculture, safer use of pesticides and 
other chemicals, workers' health, and anti-smoking action is also being increasingly 
pursued. New Zealand, for example, has encouraged the safe disposal of toxic chemicals 
by fostering effective communication between health officials and the agencies and 
special interest groups involved; and the Malaysian health authorities have stimulated 
the Agricultural Department to educate farmers about the elimination of pesticide 
residues in food. Intersectoral policies for health promotion and nutrition have been 
pursued in several Nordic countries in the European Region; there is also an increasing 
multisectoral approach in dealing with reported environmental problems in that Region. 
An outstanding example of an intersectoral approach to meet basic minimum needs and 
improve the quality of village life being implemented in Thailand is given in 
paragraph 51 (see also paragraph 83 below). 

77. The precarious economic situation has caused some countries to review critically its 
negative impact on the health and social conditions of their populations, especially the 
socially deprived and vulnerable groups. Studies aimed at identifying the implications 
for intersectoral policies, and approaches needed to alleviate them, have been carried 
out by eight countries in the Americas. The national development policies of some 
countries of South-East Asia reflect an awareness of the need for intersectoral 
coordination emphasizing water and sanitation, nutrition, shelter, elimination of 
poverty, and primary health care among the key objectives of these policies (e.g., in 
India and Sri Lanka). The incorporation of health objectives into development policies 
and planning was the key subject of several international meetings and conferences 
involving particularly the developed countries, notably in Canada, Portugal, Sweden, and 
United States of America. 

78. Some intersectoral collaboration in health exists in almost all countries but the 
policies and mechanisms established to promote and foster intersectoral action vary 
greatly. At the central level, in most countries, the ministry of planning is generally 
the focal point for intersectoral coordination. Interministerial bodies or specific 
committees at the central level, such as the national health councils or commissions 
existing in several countries, are important avenues for intersectoral collaboration, as 
are high-level legislative and executive organs. Countries in the Americas have 
established various mechanisms to improve intersectoral coordination in development 
policies, as in Brazil, Costa Rica, Honduras and Nicaragua. Similarly, general national 
health councils in Egypt, Jordan and Syrian Arab Republic have multisectoral 
representation. In Thailand, the National Social and Economic Development Board and the 
National Rural Development Committee are under the chairmanship of the Prime Minister. 
And in Sri Lanka, the national health council is chaired by the Prime Minister and 
includes among its members the Ministers of Health, Women‘s Affairs, Education and Youth 
Affairs, Food, Labour, Rural Development, Home Affairs and Social Services. Serious 
intersectoral involvement has even led to extensive informal and formal links, in 



New Zealand, for example. On the whole very few developing countries have a 
mechanism to monitor the impact of development projects on health, but many, 
among the rapidly industrializing countries, show a growing concern for this 
greater attention is being given to the evaluation of environmental impact, 
developed countries, this is generally well established. 

79. Coordinating committees on specific issues, such as manpower training, road safety, 
food hygiene, water and sanitation, school health, and environmental conservation, have 
functioned well in a number of countries in the Eastern Mediterranean Region. Joint 
intersectoral planning is being developed in, for example, Pakistan, Somalia and Sudan 
within the framework of integrated rural development projects. Several countries 
indicated that intersectoral collaboration has been more successful at community levels, 
where religious groups, local officials and informal community leaders have been actively 
involved. The district development committee in Malaysia, the provincial management team 
in Papua New Guinea, the area health boards in New Zealand, the local councils of urban 
and rural development in Guatemala, and the municipal councils in Mexico are examples of 
coordinating mechanisms at the intermediate level. In some countries, 
inter-institutional coordination has been successful for specific initiatives such as 
immunization campaigns, child survival activities, and water and sanitation. The 
participation of the armed forces and public security services in mass health campaigns 
(e.g., for immunization) in Colombia, are yet other examples of growing cooperation among 
sectors. 

80. Several barriers and difficulties still persist in achieving optimum and sustained 
intersectoral action in health. These included: lack of consensus on priorities among 
different sectors and institutions； technical and managerial difficulties in local 
programming with multisectoral and community participation; weak negotiating power of 
the health sector; lack of political will or commitment at the decision-making levels； 
firmly established procedures and mechanisms which are based on sectoral planning and 
implementation； and lack of information on activities and resources from health-related 
sectors. No systematic mechanisms exist to identify and analyse the effects or impact on 
health status of action taken by other health-related sectors. Very few attempts have 
been made to analyse the social impact of economic policies or the health impact of 
development projects. Clear policies from the highest political level, and legal and 
institutional frameworks for intersectoral action in health, are still lacking in most 
countries. 
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81. It is becoming evident that although the rationale and potential value of 
intersectoral action in health has been generally well accepted, there are many 
practical difficulties in operationalizing the concept. Few countries have 
been able to pursue successfully a true intersectoral policy and a 
comprehensive framework for health and social development. Preliminary 
experiences in some countries, such as Costa Rica, Sri Lanka and Thailand, show 
that this is a long-term process, requiring dedicated leadership and resources 
for research and development to enable innovative mechanisms to evolve that can 
eventually be sustained at the community level with support from other levels 
of the health system. 

5•3 Community involvement 

82. Involvement of people in a genuine spirit of partnership is inextricably linked to 
the national socio-political structures, cultural traditions and educational levels of 
society. Progress in such involvement therefore is largely determined by progress or 
action taken in these domains. Some degree of community involvement is feasible and 
accepted in almost all countries of the world; and the national health-for-all policies 
and strategies emphasize the desirability of involving people, individually and 
collectively, in health matters. Recent constitutional reforms and changes in 
governments through democratic processes in several Latin American countries have 
increased the potential of community participation in development activities. 



83. The type and nature of community involvement in countries varies from sporadic 
involvement in local health activities to extensive participation in identification of 
needs, planning, implementation and monitoring, including the generating and management 
of financial resources. Communities in the Asian countries have been perhaps the most 
active in planning, implementing and monitoring health activities. An outstanding 
example of full-scale community involvement with the ultimate objective of creating 
self-reliance to meet basic minimum needs, including health, at the village level, is 
found in Thailand where a process of reorienting government officials, from the 
provincial level down to the subdistrict level, for involvement of and collaboration with 
people on an intersectoral basis has been pursued, along with the training of villages 
leaders in data collection, problem analysis, implementation of community programmes and 
projects, and assessment of progress. Another example of community involvement is that 
of the posyandu system in Indonesia (mentioned in paragraphs 64 and 68 above) which is 
organized and run by community groups. In Cyprus, community members are included in the 
national health committee which advises the ministry of health on the health development 
plan; and in Bolivia, representatives of communities are involved in the formulation, 
implementation and execution of national policies and programmes. 

84. More commonly in most developing countries, communities are involved in local health 
activities, such as in selecting and being responsible for village health workers； 
contributing to the construction and functioning of infrastructure or collective funds 
for drug supplies； participating in recovering costs of services； participating in 
health campaigns and health days aimed at "sensitizing" people to health problems； 
monitoring the growth of newborn infants； and collaborating in vector control, 
environmental sanitation and diarrhoeal diseases control activities. The mass 
mobilization of communities for specific activities, that has taken place, for example, 
in Colombia, Morocco, Senegal, Syrian Arab Republic and Turkey, has dramatically 
increased the immunization coverage of children, in some cases from 10% to 70% in a 
period of two to three years. 

85. New or additional mechanisms have been established by some countries to facilitate 
community involvement (global indicator 2). The establishment of local health 
committees, comprising representatives of the local community, has proved to be an 
effective approach, particularly in countries in Africa, Asia and the Eastern 
Mediterranean. In some countries, for example, the Islamic Republic of Iran, local 
people's councils have health committees and, in Egypt, Guinea arid Senegal, the boards of 
directors for hospitals have community representatives. Malaysia has established special 
district posts to coordinate community development; and in the Dominican Republic and 
Peru the ministries of health have established programmes, offices or departments for 
this purpose. A growing number of formal arrangements are evolving in many European 
countries, including the participation of consumer groups in primary health care and the 
formation of self-help groups. 

86. To increase community understanding of health problems most countries are expanding 
health education - generally through conventional approaches. However, the need to use 
approaches combining mass media and direct person-to-person communication is recognized. 
In Africa, efforts to upgrade people's level of consciousness have included the 
introduction of education models for health in general schools (e.g., in Burkina Faso) 
and the use of such models in health centres and the mass media; and the organization of 
discussion by village health committees (e.g., in Burundi). An action-oriented school 
health education project has been undertaken by the Regional Office for the Eastern 
Mediterranean in collaboration with UNICEF and UNESCO. This innovative effort recognizes 

Global indicator 2 is the number of countries in which mechanisms for involving 
people in the implementation of strategies have been formed or strengthened and are 
actually functioning, i.e., active and effective mechanisms exist for people to express 
demands and needs； representatives of political parties and organized groups such as 
trade unions, women's organizations, farmers' and other occupational groups are 
participating actively; and decision-making on health matters is adequately 
decentralized to the various administrative levels. 



the primary school, where future generations develop their physical and mental potential 
to the utmost and learn to appreciate the need to protect and promote the quality of 
life, as the most important place for health education aimed at children. A prototype 
school health curriculum has been developed and national guidelines have been provided to 
countries for curriculum implementation. The promotion of healthy practices and 
behaviour among schoolchildren and adolescents is also receiving emphasis in the European 
Region; and the mass media, as well as key personnel such as teachers, are involved in 
health education campaigns. 

87. Promotion of healthy life-styles is an important objective of the European 
health-for-all strategy, which includes specific targets in this respect (targets 13, 14 
and 15). Integrating health promotion into the existing public health services structure 
is a challenge calling for new organizational and policy initiatives. These are 
beginning to emerge throughout the Region: several Member States have begun to formulate 
comprehensive health promotion policies, e.g., Netherlands, in "Health 2000 Memorandum"； 
Ireland in "Promoting health through public policy"; and Hungary in "Promoting health in 
Hungary". Interest in health promotion has also emerged at the local level and among 
professional bodies. Many of the health promotion activities have focused on encouraging 
and/or modifying health-related behaviour such as smoking, diet, physical activity, 
illicit drug use, alcohol consumption and stress. Two International Conferences on 
Health Promotion (Ottawa, 1986 and Adelaide, Australia, 1988) provided further impetus to 
new initiatives in health promotion and identified priority actions on women's health, 
food and nutrition policy, tobacco, alcohol and supportive environments. These events 
also affirmed that promotion of healthy life-styles and prevention of health-damaging 
behaviour are assuming growing importance in developing as well as developed countries. 
Along with the European countries, many others, for example, Australia, Canada, China, 
Indonesia, Malaysia, New Zealand, and United States of America, have initiated health 
promotion activities on a large scale through creative use of the mass media, often in 
cooperation with the private sector. 

88. Perhaps the most dramatic example of a health promotion activity is that related to 
tobacco use. An intensive worldwide campaign to reduce tobacco use was started in recent 
years in collaboration with WHO. Encouraging falling trends in smoking prevalence are 
apparent in several European countries and in North America. In at least nine European 
countries, smoking prevalence is showing a decline among males, though this decline is 
less evident among females. The most dramatic and sustained decrease has been observed 
in Sweden, where between 1971-1986 smoking among 16-year-olds fell by more than half (and 
from 15% to 1% at 13 years of age). Several countries have taken legislative action to 
regulate the advertisement and use of tobacco products, and to influence smoking 
practices such as smoking in public places. A legal mandate for health education 
concerning smoking has been given in 12 European countries. Smoking in the work-place 
has received particular attention; and in an increasing number of countries (as well as 
in WHO offices) smoking is prohibited; 7 April 1988 was declared as the first world 
"no-smoking" day, on the occasion of the fortieth anniversary of WHO. But smoking 
prevalence among young people, especially women, and in most of the developing countries, 
is increasing; and its reduction will require concerted efforts over the next decade. 
Promotion of "smokeless tobacco" for chewing and taking as snuff is giving rise to added 
concern in many countries where these practices did not previously exist. 

89. In all countries, community-based groups, voluntary agencies and nongovernmental 
organizations are providing important support to primary health care； and in some 
countries they form a major force for change. It is estimated that more than 3000 such 
organizations are now involved in activities related to improving the quality of life in 
the developing world. Collectively they contribute approximately US$ 3500 million 
annually, about a third to a half of this amount going to measures for health. 

90. Nongovernmental organizations are very active in promoting health activities in some 
countries in Africa (e.g., Lesotho, Mozambique), and particularly in South-East Asia 
where their potential in this regard is being increasingly recognized by governments. 
India is expanding the involvement of such organizations and is encouraging systematic 
planning and providing technical guidance to them. In Bangladesh, nongovernmental 



organizations are particularly effective in rural areas through outreach services, and in 
Indonesia they are collaborating with the formal health system; and the Indonesian 
Family Welfare Movement in particular is making significant contributions to health (see 
also paragraph 64 above). In the Americas, participation of nongovernmental 
organizations in primary health care is also promoted in all countries； in some they 
play mainly a supportive role through health education and promotion activities, in 
others they actually provide primary health care services at the local level, especially 
for populations not covered by the official sector. In Bolivia, Guatemala and Honduras 
agreements have been established between governments and the principal nongovernmental 
organizations in the health field in order to achieve better coordination in the 
programming and execution of activities. The role of such organizations in supporting 
home care and family-counselling services is particularly important in the European 
Region. Religious leaders are participating actively in health and health educational 
activities in the Eastern Mediterranean Region. Women's organizations along with a wide 
variety of religious and philanthropic groups are particularly active in the Western 
Pacific Region. In the Philippines, research has been carried out on the factors which 
facilitate or obstruct links between the work of nongovernmental organizations and that 
of the Government in order to systematize improved mutual cooperation. 

91. Along with these progressive trends countries also noted many constraints to 
effective and sustained community involvement in health and development. These are 
understandably serious where people are living in extreme poverty and are concerned 
primarily with their day-to-day survival. Involving communities in rural and dispersed 
areas or in urban slums has also been particularly difficult in view of the magnitude of 
logistic, cultural and organizational problems. Ignorance, apathy and illiteracy, 
especially in rural areas and among women, also constitute major obstacles. Excessive 
centralization and long-established reliance on government for all services further 
contribute to public apathy. Among health workers lack of knowledge and of motivation to 
prepare and support communities with the right attitudes and in a spirit of self-reliance 
are also important factors. In many countries, the inadequate capacity of the local 
health system to respond to community needs and demands creates frustration and erodes 
confidence. In some of the developed countries, the technical problems of organizing 
primary health care often tend to take precedence over informed community participation, 
requiring new attitudes, motivation, education and information. Existing training of 
health personnel does not sufficiently cover skills for the development of community 
involvement, and better strategies for managing community involvement must be developed. 

92. The development of leadership capacity in health at the community level, 
particularly among local political leaders, representatives of women's and youth groups 
and religious leaders, will be a prerequisite to accelerating community involvement. 
Innovative approaches are also required to reorient government workers in health and 
health-related sectors, in order to change paternalistic attitudes towards the community 
and to enable them to develop and support others in a spirit of building community 
self-reliance. Finally, it must be recognized that in extreme poverty and in vulnerable 
and unstable situations, people's essential needs must first be met before any such 
involvement can be reasonably expected. And, in many such situations, health may not be 
the most important vehicle for community involvement. Other basic needs, such as 
shelter, water and food, may be of higher priority and may provide a more opportune 
entry-point for engaging communities in building self-reliance. 



93. It is apparent that countries are progressively implementing mechanisms to 
increase community involvement in health and related matters. But very few 
have evolved truly creative or innovative approaches to build genuine 
partnerships with a view to developing self-reliance through community 
involvement. Policies in this regard are either ambiguous or non-existent. 
Communities in most situations are still viewed as complementary resources for 
health activities rather than as the principal actors. The need to accelerate 
actions - to increase the knowledge of communities in health matters, beginning 
in primary schools, to improve literacy among women, and to reorient and 
motivate health workers - is particularly urgent. Bolder initiatives, 
including decentralized responsibility for health and development through 
informed and well-prepared community leadership, are required. Further 
research and development may be needed to make the most appropriate mechanisms 
in different socio-cultural situations available more rapidly. 

5.4 Managerial process and mechanisms 

94. Member States are evidently concerned to strengthen the managerial capacity of their 
health systems and have taken a number of measures to do so. 

95. Noteworthy steps have been taken in a large number of countries to decentralize 
administrative responsibility for health care to the provincial and district levels 
(reviewed in paragraphs 65 and 66 above). With the progressive implementation of the 
three "scenarios" (1986-1989) adopted by countries in the African Region to strengthen 
management, committees for village and district social and health development have been 
established in several countries (e.g., Burundi, Ethiopia, Mali), and the responsibility 
for operational plans is gradually being transferred to the district level. Major 
efforts in some countries in the Americas (e.g., Guatemala and Mexico) have concentrated 
on creating and strengthening local health systems, with emphasis on local programming 
and on reinforcing the technical and managerial capacities of health management teams at 
local and regional levels； and legal norms and frameworks have been developed to support 
decentralization. In the Philippines, planning and budgeting responsibility has been 
decentralized, and monitoring mechanisms are being strengthened at all levels. 

96. Another aspect receiving greater attention is the improvement of coordinating 
mechanisms• especially within the health sector and between different levels of the 
health system (reviewed in paragraphs 68 and 69 above). 

97. The drafting of health policies has received increased attention in some countries 
in South-East Asia, such as Bangladesh and Burma. In the European Region, emphasis is 
now being placed on implementation, evaluation and revision of policies, although the 
legal basis for implementing the required changes needs to be further developed. Some 
work has started in this area; for example, three of the Nordic countries have adopted 
comprehensive public health acts based on the primary health care approach to support 
decentralized responsibility for the planning and operation of services. 

98. Other efforts include strengthening the roles of ministries of health and improving 
intersectoral coordination, especially between the institutions of ministries of health 
and of social security, as in Costa Rica and Panama. In Papua New Guinea, priority areas 
have been defined for immediate attention on the basis of national plans and assessments 
of current capabilities. Participatory planning is being encouraged, for example, in 
Malaysia. The general trend is towards developing a comprehensive system rather than 
tackling isolated aspects of management, such as information or evaluation. Notable 
among the many efforts made by countries of all regions to improve management are those 
for clarifying roles and responsibilities, increasing the use of health systems research, 
establishing criteria for assessing the appropriateness of new technology, reforming 
legislation, and strengthening supervision. 



99. There is widespread recognition of the need to increase managerial skills of health 
personnel at all levels, and most countries are pursuing short- or long-term training 
activities aimed at strengthening the administrative capacities of management teams at 
local and regional levels. 

100. In spite of some progress, many difficulties inhibit administrative reform and 
managerial improvement. Countries in most regions have identified these as: inadequate 
managerial skills and attitudes in applying these skills； established managerial 
procedures and practices which prevent change； weak information support systems for 
decision-making and management； absence of necessary legislation and motivation; 
scarcity of resources； insufficient managerial capacity at the local level； lack of 
coordination among the various entities； and lack of coherence of the policies of the 
different agencies involved in health. 

101. During 1987-1988 WHO undertook a country-based study to determine how the 
Organization could better support Member States in strengthening their health management 
capabilities and systems. The findings of the study confirmed that some developing 
countries, especially in recent years, have made significant efforts to strengthen the 
managerial process in support of the implementation of health for all. However, linking 
health-for-all policies with the mainstream of national policies has proved to be a task 
requiring continued attention and financing, and resource allocation patterns have seldom 
matched the implications of the policies. The study also identified poor service 
delivery, particularly at district and local levels, as the overriding weakness - calling 
for an emphasis on day-to-day operational support at these levels. Problems related to 
manpower needs, inadequate supervision, unclear delegation of authority, and weakness in 
managerial training and in information support still persisted. In addition, where 
countries had successfully dealt with questions of operational management locally through 
innovative approaches, their experience is often not available or applied elsewhere. 

102. It is clear that managerial deficiencies in the health system are 
generally well known, as are the measures required to overcome them. Many 
countries are addressing the issues in various ways, for example through 
institutional development, training, and improvement of information systems arid 
communication between the different levels of the health system. The capacity 
of the health system to undertake systematically an objective assessment of its 
own managerial strengths and weaknesses at all levels, arid to pursue vigorously 
the requisite corrective measures, urgently needs strengthening； this will 
remain a priority in the coming years. 

5•5 Health manpower 

103. During 1985-198^8 a growing concern for health manpower policy analysis and 
formulation has emerged in many Member States. Until recently, the long-term economic 
consequences of health manpower development policies and plans were generally 
overlooked. However, since manpower accounts for 60% to 70% of the recurrent costs in a 
national health budget, countries are beginning to recognize that economic stringency can 
indeed exert a powerful influence on the development of their health manpower policies 
and strategies. Thus, the need to ensure the relevance of manpower to the requirements 
of the health system has become urgent； greater emphasis is being placed on using 
available manpower more efficiently and avoiding imbalances in the production of 
professional health manpower. These are becoming an increasingly serious problem in a 
number of developed and developing countries, especially with regard to physicians, 
nurses and dentists. This situation usually reflects weakness, evident in a large 
majority of countries, in health manpower policies and planning. 

104. In most countries in the African Region, health manpower development plans either 
do not exist or are in the process of being developed. In the Region of the Americas, 
only four countries (Cuba, Haiti, Mexico, and Trinidad and Tobago) apparently have a plan 



for human resources development to meet the needs of primary health care, while eight 
other countries have either completed diagnosis of their needs or are in the process of 
preparing such plans. Although countries in South-East Asia have stepped up their health 
manpower development programmes through renewed strategies, objectives and targets, 
several countries (Bangladesh, India, Indonesia and Thailand) note that there is still a 
gap in coordination between health manpower production and utilization. Some 
(e.g., Indonesia, India) are attempting to adapt their health manpower planning so as to 
maintain a better balance between the production of physicians and other allied health 
workers and the capacity of the government and the private sector to absorb them. 

105. The national health-for-all policy documents in most of the European countries 
express the need for long-term planning of manpower requirements. Many countries have by 
now regulated the number of admissions to medical schools, but such measures have a 
delayed effect. Limitations are also placed on the number of specialists while, at the 
same time, there is a definite trend to improve the quality and proportion of physicians 
working in primary health care. A data base for monitoring trends in the demand and 
supply of health manpower has been set up by the Regional Office for Europe in 
association with the Centre de sociologie et démographie médicales in Paris. 

106. In the Eastern Mediterranean Region, with the exception of a few countries 
(e.g., Afghanistan, Bahrain, and Islamic Republic of Iran), not many Member States have a 
health manpower development plan, which causes imbalances in the production of health 
manpower, e.g., more doctors are being produced in many countries than can be employed 
nationally, while there is an acute shortage of nurses and middle-level staff. 
Increasing efforts have been made in the Western Pacific Region to ensure that human 
resources development is in harmony with the overall development of the health system. 

107. Attention to this persistent problem was the focus of a conference on "Health 
manpower out of balance", sponsored by the Council for International Organizations of 
Medical Sciences (CIOMS) and WHO in 1986. Immediate action is called for - i.e., to 
elaborate and implement appropriate manpower policies and plans - particularly as results 
will begin to appear only in the medium term. 

108. Few countries have a manpower distribution pattern that matches community needs, 
especially in rural areas and urban slums. All too often 80% of trained health personnel 
work in the cities although 80% of the population live in rural areas. Many Member 
States in the developing world also continue to experience shortages of certain 
categories of health workers. 

109. Among the measures being taken to achieve a more equitable distribution of manpower 
in urban and rural areas are : mandatory service in rural areas for all graduating health 
professionals； improvement of living and working conditions in difficult areas； and 
financial incentives and career opportunities. But few countries have been able to 
achieve much progress or overcome the persisting and well-known impediments such as lack 
of career structures, insufficient incentives, low motivation and poor living and working 
conditions. Where some progress is evident, especially with regard to deployment of 
physicians, it is due to the adoption of policies on compulsory posting in rural areas or 
the provision of financial incentives, such as special allowances or loans to set up 
private practice in rural areas. However, not all countries are in a position, 
economically or politically, to adopt such measures, and some are focusing their 
attention more on the relevance of education and career mobility. Smaller countries and 
those with unstable economic and socio-political environments continue to experience the 
"brain-drain", especially the loss of professional health manpower. 

110. The value and use of properly trained nurse practitioners in a cost-effective 
approach for extending primary health care is gaining recognition in a growing number of 
countries. Considerable progress has also been made in reorienting nursing to the 
primary health care concept and values. A WHO review of the role and function of nursing 
and midwifery personnel in the Strategy for Health for All, undertaken in 1988, revealed 
that, while positive changes have taken place, substantial efforts are still required. 
Some countries, especially in the Eastern Mediterranean, are attempting to attract more 
women into nursing. 



111. Many countries have recognized the changing roles of intermediate-level and 
peripheral health workers as well as of traditional birth attendants, and have set up 
training programmes to prepare them for their expanded roles at the district level. The 
training of community health workers has been given considerable emphasis. A number of 
issues related to the use of these new categories of community-based workers still 
require attention, such as their training, remuneration, relationship with the community 
they serve and with the formal health system, and their supervision and logistic support. 

112. Training and reorientation of health workers to primary health care (also reviewed 
in paragraphs 60 to 64 above) has continued in countries in all regions, in various forms 
and through many approaches. The objectives of such training are to increase the 
knowledge and motivation of health workers in preventive and promotive aspects of health, 
and to inculcate positive and supportive attitudes. Emphasis in most cases has been 
given to community-based in-service training and to building a team approach. Training 
has been reinforced through other supportive measures such as supervision, improved 
logistic support, involvement of community leaders in local administration, and career 
development opportunities. Improvement of management skills (as noted in paragraphs 99 
to 101 above) is also receiving priority emphasis in most countries. 

113. The relevance of education to community needs has continued to receive the 
attention of countries and WHO. The WHO-sponsored network of community-oriented 
educational institutions for health sciences, which aims at reorienting schools of health 
personnel to provide community-oriented training relevant to the health needs of the 
population, has led to innovative approaches and curricula. Nevertheless, in view of the 
resistance to change in most of the established schools, innovation remains a formidable 
challenge. A growing trend is the experimental use of "parallel tracks," whereby a 
percentage of the student intake follows innovative community-based, others conventional 
training. Through such approaches there is hope that the still grave problem of 
irrelevance of curricula to the needs of health systems, especially at the district 
level, will be overcome in the foreseeable future. These issues were also addressed at 
the World Conference on Medical Education, held in Edinburgh (United Kingdom of Great 
Britain and Northern Ireland) in 1988. 

114. There is now a growing interest among the professional associations in the 
relevance and adequacy of training of today's health professionals destined or assigned 
to work in broader community settings than the secondary or tertiary care institutions. 
It is generally recognized that traditional educational institutions such as schools of 
public health or community medicine are not preparing the broad-based public health 
specialist required to deal with the complex challenge of working in a community 
setting. Other emerging priorities with regard to education noted in the European Region 
include such subjects as accountability for the use of resources, educational 
implications of new technology of primary health care, the changing needs of society, and 
ethical and economic aspects. 

115. Associations of schools of public health and leaders of several public health 
facilities throughout the world recently reflected on the challenge this presented and 
agreed to ensure that the future public health professionals are well prepared to assume 
leadership roles in health development within the framework of the principles of health 
for all. Some of these professional health associations have been particularly active in 
recent years. The Latin American and United States' Associations of Schools of Public 
Health, in collaboration with the Regional Office for the Americas, launched a 
progressive approach to curricula reform for public health professional education. A 
network of pioneer schools of public health in the Region has been engaged in introducing 
changes and developing faculty resources. The Association of Schools of Public Health in 
Europe has established a task force on training of health professionals for health for 



all and the preparation of learning materials related to a number of regional targets. 
The Association for Medical Schools in Europe and the Association of Deans of Medical 
Schools of Europe have also declared their interest in this development. 

116. The above analysis pinpoints the urgent need for a greater thrust on the 
management and development of human resources to support national 
health-for-all strategies. While many countries are engaged in a number of 
relevant activities, more systematic approaches to the critical issues are 
required in almost all countries. The information base for assessment of 
health manpower availability, production and distribution is deficient in most 
developing countries. Clear policies for the development and deployment of 
human resources are needed. An appropriate quantitative and qualitative 
balance of human resources has not been achieved in most countries. An 
equitable distribution of human resources, especially between urban and rural 
areas, has also not been achieved. Changes in the educational content, 
especially its focus on primary health care and the emerging health needs of 
society, have been much too slow and often inadequate. There is a growing 
consensus that today's public health professional, particularly the physician, 
is not adequately prepared to provide leadership in health. For several years 
these issues have been the subject of intense debate in many forums in almost 
all regions. Yet the requisite changes are occurring too slowly or not at all, 
even when the reasons and the measures to deal with them are well known. Clear 
strategies to accelerate progress in this area must be further evolved and 
should include measures to increase the commitment among the political and 
health professional leadership to make the requisite changes. 

5•6 Research and technology 

117. Impressive advances have been made on the scientific front in basic and applied 
science, especially over the last ten years. Fundamental knowledge has considerably 
expanded the domains of physical as well as biological sciences, leading to the 
development of new technology in engineering and medicine, be it in the area of 
telematics, laser surgery or biotechnology. The combined impact of such developments is 
likely to bring about major changes in the structure of most social sectors, including 
the health sector. These scientific developments however are taking place against a 
background of population increase and poor socioeconomic progress in many parts of the 
world. 

118. It has been estimated that the industrialized countries annually spend 
approximately 2.3% of their combined gross national product (GNP), or more than 
US$ 200 000 million dollars, on research and development. About 10% of that sum, or 
US$ 20 per capita, is invested in health-related research. By contrast, the developing 
countries collectively spend some US$ 4000 million each year on research and development, 
of which approximately US$ 0.10 per capita is spent on health-related research. Thus, 
the industrialized countries spend about 200 times more than the developing countries per 
capita on health research; moreover, the North-South gap in financial resources for 
research and development is growing. Yet the health problems of the developing countries 
are formidable and constitute the major challenge to world health research efforts. 

119. Most Member States are sensitive to the need to strengthen their health research 
capabilities, even though financial resources are scarce； and in recent years there has 
been a growth of research activities in developing countries' support of the 



implementation of health for all. Whether in the African Region, in which the number of 
medical research councils has grown to 30 in the space of a few years, or in the 
South-East Asia Region, where institution strengthening is receiving particular 
attention, countries are becoming aware that research for health for all requires 
self-reliance and technical cooperation. 

120. There is relatively little variation in the major priorities for health research in 
most developing countries. Communicable diseases, nutrition, human reproduction and 
health systems feature predominantly in research efforts in most regions. Research in 
traditional medicine has received emphasis in the African and Eastern Mediterranean 
Regions. Interest in chronic diseases and social and behavioural sciences is growing in 
the Region of the Americas and the Western Pacific Region, and countries in South-East 
Asia also include family planning and environmental health among the priorities. In the 
European countries research occupies a prominent place in health-for-all policies, but 
the difficulty of reorienting existing research, and tension between biomedical and 
community health or health systems research, persist. 

121. Most countries indicate a need to improve research coordination as well as to 
promote better use of research in the development of health policies and improvement of 
health management. Some have made efforts in recent years to establish mechanisms to 
facilitate coordination, such as national medical research commissions or councils, 
national institutes of health, or analogous bodies. For example, in Sri Lanka, a 
Scientific Working Group and a Steering Committee have been established under the 
chairmanship of the Secretary of Health to identify research issues in health 
development, identify locally based technical expertise to undertake research, review 
results and make recommendations on the use and dissemination of the results. Some 
countries in Europe, however, state that a coordinated national research plan was not 
necessarily appropriate because this was not a federal matter (e.g. Federal Republic of 
Germany), or that an overall master plan was unrealistic in their particular situation 
(e.g. United Kingdom of Great Britain and Northern Ireland). In large countries with 
federal systems, where many institutions and agencies are engaged in research, 
coordination is often not feasible and may not even be appropriate. Research capacity is 
generally to be found in the scientific and academic institutions which are the main 
producers of information from research. The potential users of such information are 
government policy- and decision-makers and managers of health systems, community and 
political leaders, and private industry and other groups. The links between the 
producers and potential users of research in most countries are weak or non-existent. 
The information from research is often not disseminated or available in clearly 
understandable form, especially for the policy-level and community leaders. These 
factors continue to prevent the full use of the research potential which currently exists 
in many countries. 

122. Major constraints identified in a large majority of developing countries include: 
lack of qualified manpower and career structures in research; limited technical capacity 
of institutions； inadequate financial resources； and insufficient awareness or 
motivation of health policy-makers and managers concerning research. 

123. The explosive development and spiralling costs of medical care technology are the 
object of increasing attention in many countries, particularly in the developed 
countries. The reasons for this include : financial constraints； the growing evidence 
that the outcome and quality of health care have not always been commensurate with the 
resources expended; and the general impression that the measures so far adopted for the 
rationalization and evaluation of technology and health care services have not had the 
expected impact. Most developed and all developing countries import technology, most of 
which is poorly assessed; however, the consequences are more serious in the latter where 
resources are so scarce. 

124. Although activities in countries for technology assessment and quality assurance in 
health care are increasing, the results are not being sufficiently disseminated and are 
not leading to the establishment of national policies in most cases. Very few developing 



countries have established formal policies or systems for the selection, assessment and 
use of health care technology, even though in many the need to "sensitize" political 
authorities and the public to the questions of science and technology essential to 
overall development is recognized. 

125. In some countries national commissions or academies or even ministries of science 
and technology have been given the task of overall coordination of policies on 
technology. These mechanisms, however, are fairly recent and their effectiveness cannot 
be assessed as yet. In most developing countries, health care technology assessmentf if 
carried out at all, is an "ad hoc" activity. In Sri Lanka, national consultative 
meetings are held once every three years to review the essential list of drugs and 
equipment appropriate to each level of health care, and a ministerial technical advisory 
committee selects appropriate technology with regard to medical equipment. In Pakistan, 
new technology is subject to assessment of their appropriateness and relevance for the 
target communities. In some European countries, "consensus conferences" are used to 
assess and provide guidance on certain types of medical care technology, but these have 
limited impact on overall policies. In Costa Rica and Mexico, an inventory and review of 
existing health technology have been made； and guidelines for establishing priorities 
have been developed. 

126. Important examples of more rational use of various medical care techniques as well 
as the development of appropriate technology in recent years are evident in the "cold 
chain" for vaccine storage, developed in response to the needs of the Expanded Programme 
on Immunization, in diarrhoeal disease control, oral health care, the technology for 
perinatal care, the basic radiological system, and efforts to rationalize the use of 
diagnostic imaging and to produce appropriate equipment for clinical laboratories. The 
full potential of highly advanced communication technology, including electronic 
technology, has yet to be realized in most developing countries, particularly in the 
public sector. Also, in most developing countries, informatics and telematics have not 
been tested or applied appropriately in processing health information. Lack of 
appropriately trained manpower and financial resources, as well as technical barriers to 
the application of technology (such as the lack of appropriate software), constitute the 
major constraints. 

127. There is a growing recognition that it is often a gap in application and not in the 
availability of technology that hampers and delays the development of health systems. 
Technology transfer is also a controversial and sensitive issue and is linked to the key 
development variables of economics, health, goods and services. The indiscriminate 
acquisition, or transfer, of sophisticated technology by small or poor countries has 
often aggravated the problem of irrational use of already scarce resources. In many 
cases the appropriate technology to deal with major health problems is available； 
indeed, much of it has been developed and refined in developing countries. This aspect 
is often not given adequate emphasis. The capacity and appropriateness of the health 
infrastructure to deliver available technology require more rigorous examination, 
especially at the community and district levels of the health system. And, efforts are 
needed to accelerate the use of health systems research as a vital tool to help apply 
existing technological and empirical knowledge. 

128. There is no doubt that research and technology will need to be given a 
higher priority in the development of health systems based on primary health 
care. They are even more critical in a period of economic stringency when it 
becomes vital to ensure that wastage is avoided and that limited resources are 
used more rationally and, indeed, optimally. Cooperation and partnership 
between the public and the private sector, and among countries, is of 
particular relevance in these areas. A framework for continuing and effective 
dialogue between the providers and users of technology, and among the 
scientists and policy-makers, is urgently needed. Information exchange will be 
an essential prerequisite to further progress in these areas. 



5•7 Resource utilization and mobilization 

129. The optimal use of existing resources and mobilization of additional ones are areas 
of critical importance to the implementation of health-for-all in all countries. Reports 
from all regions indicate that most countries are deeply concerned with the issue of 
resource constraints. This is reflected in a number of policy measures by countries. 

130. Establishing priorities for resource allocation is an integral part of measures to 
improve resource management. As indicated in paragraphs 50 to 52 above, the health 
policies of a large majority of developing countries reveal that high priority is being 
given to health programmes for vulnerable groups, particularly children and women, and to 
primary health care. Many countries in South-East Asia and the Eastern Mediterranean, 
for example, have been able to increase the resource allocations for primary health care, 
despite an overall reduction in total funds allocated to the health sector. 

131. However, resource constraints in most countries have not necessarily led to the 
formulation of adequate plans for financing their national health-for-all strategies. or 
for resource mobilization. Such plans have been prepared in only a few countries, such 
as in Costa Rica, where the major thrust is on integrating the mainly curative services 
provided by the social security institutions with the preventive services provided by the 
ministry of health; in the Netherlands, which envisages an annual growth in health 
expenditure of 1.2% in response to changing morbidity patterns, particularly caused by an 
aging population; in Sweden, which takes account of the growth in the elderly population 
and provides for effective collaboration between the medical and social sectors； and in 
Zimbabwe, where it is estimated that 90X of the additional expenditure required is for 
primary health care. 

132. A number of specific measures have been attempted by countries to make better use 
of available resources and improve efficiency. In the African Region, since 1985, 
efforts have been stepped up in a number of countries, e.g., Botswana, Burkina Faso, 
Guinea, Liberia, Mali, and Sierra Leone, to decentralize responsibility for the 
allocation and use of resources, and to reorient the deployment of personnel. In the 
Eastern Mediterranean, some of the measures taken include: the establishment of staffing 
patterns and services in health centres according to the needs of the community served, 
as in Bahrain; an increase in the proportion of management staff and improvement in the 
managerial capacities of health personnel, as in Cyprus； and the allocation of resources 
to each health region after a needs assessment study, as in Sudan. Action in some 
countries of the Western Pacific Region includes : setting up explicit procedures for 
routine financial monitoring and review of implementation； restructuring and 
reorganization to improve the use of resources, as reported in Viet Nam; and 
decentralization for the more effective use of resources, as in Papua New Guinea and the 
Philippines. In the industrialized countries cost containment for health services has 
become a critical objective, entailing an increase in cost sharing and the imposition of 
ceilings on public health expenditures. 

133. In most developing countries, the adverse effects of the widespread economic crisis 
have led to an intensive search for new ways of mobilizing resources for health, 
including the more active involvement of communities, the private sector and 
nongovernmental organizations. Some of the measures taken to increase the involvement of 
communities and these organizations in national health-for-all strategies are described 
in paragraphs 85, 86 and 89 above, Other measures to mobilize additional domestic 
resources for health include community health financing schemes, expanding insurance 
coverage for health care, and the introduction of cost-sharing schemes. Some examples of 
the mobilization of community resources for health development in South-East Asia include 
the training and use of volunteer health workers at village level, as in Bhutan and 
Indonesia; and the encouragement of communities to bear the construction cost of local 
health facilities, as in Burma. Community health financing schemes, such as village drug 
fund cooperatives and village development funds, have been further expanded in Thailand, 
which is also studying the extension of health insurance coverage to employees in the 
private sector. 



134. The concept of cost sharing for health services has been accepted by several 
developing countries which formerly provided free medical care. For example, Bangladesh 
has introduced nominal "user charges" for hospital care； Kuwait requests fees for 
certain services； Bahrain is extending employee health insurance schemes to all 
companies with 50 employees or more； and small charges for health registration have been 
introduced in the United Arab Emirates. The Parliament of the Islamic Republic of Iran 
has approved a proposal that income from hospital fees may be used by the Ministry of 
Health and Medical Education for strengthening health services. Cost sharing schemes are 
also being developed in the Philippines, Samoa and Viet Nam. 

135. Information on the proportion of the gross national product (GNP) spent on health 
is available for 131 Member States, 72 reporting a proportion of 5% or more of GNP spent 
on health. On average, health expenditure represents 4.6% of GNP, the highest regional 
rate being observed in the Western Pacific. The proportion of GNP spent on health in the 
least developed countries represents, on average, 2.3%. The data received for global 
indicator 3 are summarized in Table 4. Two regions (the Eastern Mediterranean and the 
Western Pacific) reported that the percentage of GNP spent on health showed virtually no 
change compared with the 1985 evaluation reports. 

TABLE 4. PROPORTION OF GROSS NATIONAL PRODUCT SPENT ON HEALTH, BY WHO REGION 

(Latest available information) 

„ Number of countries Proportion 
Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

<5 17 15 6 10 7 4 59 
5+ 8 18 3 24 7 12 72 

Subtotal 25 33 9 34 14 16 131 
No information 19 1 2 - 9 4 35 

Total 44 34 ] LI 34 23 20 166 

136. Countries on the whole have experienced a number of methodological problems in 
assessing trends in relation to resource allocation, equity and utilization (global 
indicators 4 and 5). Eighty-one Member States provided information on the proportion 
of national health expenditure devoted to primary health care (global indicator 4, 
Table 5), of which 19 reported a proportion of 50% or more. On average, the proportion 
is around 35%. An analysis by level of development indicates that the proportion is 
higher for the least developed countries and lower for the industrialized countries. 

1 Global indicator 3 is the number of countries in which at least 5% of the gross 
national product is spent on health, 

о 
Global indicator 4 is the number of countries in which a reasonable percentage 

of the national health expenditure is devoted to local health care. 
Global indicator 5 is the number of countries in which resources are equitably 

distributed in that the per capita expenditure as well as the staff and facilities 
devoted to primary health care are similar for various population groups and geographical 
areas, such as urban and rural areas. 



TABLE 5. PROPORTION OF NATIONAL HEALTH EXPENDITURE DEVOTED 
TO PRIMARY HEALTH CARE, BY WHO REGION 

(Latest available information) 

Number of countries 
Percentage 

Africa Americas South-East Europe Eastern Western 
Asia Mediterranean Pacific 

Total 

Rural 

20 
30 
40 
50+ 

<20 
0-29. 
0-39. 
0-49. 

0 
0 
0 
0 
0 

3 
4 
2 
2 
4 

16 
21 
13 
12 
19 

Subtotal 21 0 9 20 15 16 81 
No information 23 34 2 14 8 4 85 

Total 44 34 11 34 23 20 166 

137. The African regional report indicates that the percentage of health expenditure on 
primary health care in countries varies greatly, from 5% to 70%. Nevertheless, the 
majority of countries spend between 25% and 33% of their health budget on it. Nine 
Member States indicated that they spend more than 40% of health expenditure for local 
health care. Despite these efforts, imbalances in personnel, infrastructure and 
financing persist between rural and urban settings. 

138. The report for the Region of the Americas states that most countries find it 
difficult to provide information in this area. Six countries have been able to reorient 
some of the resources to disadvantaged areas and population groups, and some have been 
able to improve the infrastructure in the underserved areas. Ten countries have been 
able to increase the proportion of resources assigned for primary health care. 

139. Countries in South-East Asia report that increasing emphasis is being given to 
primary health care in the allocation of resources. For example, Nepal indicates that 
about 60% of its health budget has been allocated to these activities. In Mongolia, the 
rural health budget has been increased by 40% since 1985, through a redistribution of 
available resources. In the Eastern Mediterranean Region, the regional average for the 
proportion of national health expenditure devoted to primary health care increased from 
31% in 1982 to 53% in 1988. Data, on the whole, are inadequate to assess the shifts in 
equitable distribution of resources or to make any intercountry comparisons. 

140. The Western Pacific Region reports that the percentage of health expenditure 
devoted to primary health care showed virtually no change since 1985. Some countries 
reported new initiatives； for example, in Kiribati, the number of peripheral staff has 
been increased; in Malaysia, priority in the allocation and posting of staff is being 
given to remote areas； in New Zealand a mechanism has been established to review all new 
programmes with criteria related to primary health care policies； and a legal 
restriction on the further extension of services in overserved urban areas has been 
imposed in the Republic of Korea. Major constraints identified were inadequate links 
between the policy and resource allocation decisions, arid lack of information on equity 
according to needs. The European Region reports that the percentage of health resources 
devoted to local health care ranged from 10% to 80%. In some countries, e.g., Portugal 
and Czechoslovakia, the allocations to primary health care have increased considerably. 



141. The interdependence between national and international economies and 
health development is becoming increasingly obvious. It is also evident that 
the continuing scarcity of resources available for the health sector has 
serious implications for the effectiveness, efficiency and equity of health 
services. In order to help identify new ways of dealing with this critical 
challenge, the subject of the Technical Discussions which were held during the 
Fortieth World Health Assembly in May 1987 was "Economic support for national 
health-for-all strategies". It was noted that the search for additional 
resources for health may entail a reconsideration of the responsibilities of 
governments and the various social entities involved in health matters, the 
roles to be played by each, and the relationships between them. These entities 
include people, the community, the nongovernmental organizations, the private 
sector and the external agencies. But in countries facing extreme scarcity of 
resources options for mobilizing new resources domestically are even more 
severely limited, and careful surveillance will be required to ensure that any 
new policy measures do not further jeopardize the health of the poorest and 
most vulnerable. 

142. It is evident from the foregoing sections 5.1 to 5.7 that most countries are making 
serious efforts to strengthen their health systems based on primary health care. The 
review reveals progress, but also notes where there has been little or no progress, and 
identifies the main constraints and difficulties. Changing long-established health 
systems, administrative procedures and practices is a complex process requiring 
courageous and enlightened leadership, dedicated health workers and an informed 
community. The challenges that lie ahead can best be summarized by recalling the 
Statement of renewed and strengthened commitment to the goal of health for all by the 
year 2000 and beyond, adopted at a meeting held in Riga (Union of Soviet Socialist 
Republics) in March 1988, at the raid-point between the historic Alma-Ata Conference and 
the year 2000, and subsequently endorsed by the Health Assembly in May 1988 (resolution 
WHA41.34). It stressed the need for intensifying social and political action for 
health for all, seeking new mechanisms for promoting new partnerships for health, 
developing and mobilizing leadership in support of that goal, and enabling people to 
share in the opportunities and responsibilities for action in the interest of their own 
health. It emphasized the need to accelerate action for health for all by strengthening 
district health systems based on primary health care, by ensuring appropriate 
development, and by making better use of human and technological resources. It further 
stressed that, in order to accelerate progress in primary health care, new approaches are 
also called for, including new ways of analysing problems, new approaches to field-based 
research, and new forms of interaction with other sectors. 

6. INTERNATIONAL ACTION 

143. This section analyses major trends during 1985-1988 in the international transfer 
of resources to the health sector and in intercountry and international cooperation in 
the field of health. 

6•1 International transfer of resources 

144. The international transfer of resources in the field of health is closely linked to 
the general socioeconomic climate, the global concerns on social development issues and 
the political strategies adopted to deal with these issues, both at national and 
international levels. The recent global trends indicate a growing concern and consensus 
on the need to address human development issues more energetically in order to alleviate 
suffering and improve the conditions of life of millions of people trapped in conditions 

1 See also document WHA41/1988/REC/1, Annex 7. 



of extreme poverty. Over the past five years the much publicized plight of sub-Saharan 
Africa and the intensely debated external debt of the Latin American continent have 
mobilized public opinion and raised the level of social conscience in the international 
community. Many leading world figures from the public and the private sectors have drawn 
the attention of the global community to the deteriorating social and environmental 
conditions which endanger the very survival of millions of human beings and menace the 
earth's ecology. Several initiatives taken at the international level during the past 
three years testify to the emergence of a resolve at national and international levels to 
respond to these challenges. 

145. Eight years ago the United Nations launched its Substantial New Programme of Action 
for the Least Developed Countries. To support the needs of the least developed countries 
(the majority of which are in Africa), to mobilize new resources and to coordinate the 
input of external partners, UNDP assumed responsibility for a regular cycle of 
round-table meetings； and the World Bank supported a similar process for other countries 
through its consultative group process. These aid-coordinating mechanisms have probably 
led to better donor coordination and use of resources in countries, but the mobilization 
of new resources has been disappointing. New measures are under consideration in WHO and 
in the United Nations for providing more clearly focused support to the least developed 
countries. 

146. The situation in the affected countries of Africa was reviewed by the United 
Nations Special Session on Africa in 1986, and it was decided to initiate a new programme 
called the United Nations Programme of Action for African Economic Recovery and 
Development. An interagency task force was set up to guide the work of this programme 
and the United Nations office which serves as its operational base. In October 1987, the 
World Bank, UNDP and the African Development Bank agreed to establish a regional project 
facility aimed at strengthening the capacity of governments in sub-Saharan Africa to 
integrate social dimensions in the design of their structural adjustment and development 
programmes. The facility's total resources, US$ 1946 million (at 30 June 1987 exchange 
rates), are available for commitments in 1988. New sources of funds are being sought 
among bilateral and multilateral institutions in order to provide additional resources 
rapidly, both for funding the facility itself and for bilateral support to country 
projects. Collective efforts have also been made by groups of countries to identify 
their common needs in health and to solicit external resources to address these needs. 

147. Probably the most successful initiative for mobilizing resources for health on a 
geographical basis has been the PAHO/WHO-supported Central American initiative - "Health 
as a bridge for peace". Proposed in July 1983, it has united the countries of Central 
America and Panama in priority health actions； and there has been a substantial increase 
in external resources earmarked for the health sector. Over US$ 325 million has already 
been mobilized towards this initiative. The Caribbean "Cooperation for health" 
initiative, launched in 1986, is following a similar course； a number of commitments 
have already been made to provide part of the US$ 73 million which is being sought from 
external sources (with another US$ 53 million to be provided by the governments of the 
countries concerned). 

148. Many countries in Africa and in South-East Asia and groups of countries in Latin 
America and the Eastern Mediterranean Region have made systematic analyses of their needs 
for external resources to support their national health-for-all strategies. In general, 
the priorities for such assistance include training of health personnel, immunization, 
other measures for communicable disease control, essential drugs, and materials and 
supplies for primary health care services, mainly in rural areas. There is clear 
evidence of a focus on building up services or improving health infrastructure at 
community and district levels. Although most countries have found it difficult to 
provide precise information on the amount of resources received from external sources 
(global indicator 6) because the responsibility for negotiation and coordination 

Global indicator 6 is the number of developing countries with well-defined 
strategies for health for all, accompanied by explicit resource allocations, whose needs 
for external resources are receiving sustained support from more affluent countries. 



generally rests with ministries of planning or finance, indications are that the overall 
response has been encouraging. In some countries in Africa and South-East Asia, 30% to 
50% of new efforts in health development are being financed by external resources； but 
often the external support has been linked to specific multilateral global initiatives 
such as child survival, safe motherhood, family planning, immunization, and prevention 
and control of AIDS. 

149. International collaborative efforts (also described in paragraphs 45 to 49 above) 
focusing on the health of vulnerable population groups, particularly children, have 
gathered support from many world leaders and have been the subject of alliances with many 
interested partners, including nongovernmental organizations, religious orders, private 
philanthropic groups, and individuals. The "gathering alliance for children" - seen as 
part of a wider struggle for primary health care - has generated substantial resources, 
particularly for immunization of children. An example of an extraordinary response is 
Rotary International‘s contribution to the initiative of the Expanded Programme on 
Immunization called "Polio-Plus", which initially set out to mobilize US$ 120 million to 
cover poliomyelitis vaccine requirements for the developing world for a five-year period, 
and has now in fact already mobilized more than US$ 200 million in pledges for funds. 
More important, it has had an enormous impact in involving individual Rotarians, who are 
often very influential community members, in planning and evaluating national 
immunization programmes. 

150. Another example of an intensive and successful resource mobilization effort at the 
international level is the WHO Global Programme on AIDS. During 1987-1988, many 
countries in all regions began, with the support of WHO, to develop and implement 
national AIDS prevention and control programmes and, by the end of 1988, some 
20 countries will have held donor consultations to gather the external support required 
for programme implementation. The trust fund established for global support to the 
programme received US$ 32.7 million from the donor community in 1987, and the expected 
level of support for 1988 is in excess of US$ 65 million. 

6•2 Intercountrv cooperation 

151. Intercountry cooperation in the health field has expanded extensively in recent 
years. Groups of countries have engaged in the joint identification of their priority 
health needs and have developed joint plans of action, specifying requirements for 
external cooperation. Many examples of such cooperation at regional and subregional 
levels are emerging. The most successful initiative already noted is the Plan of 
Priority Health Needs for Central America and Panama, serving as a vehicle to promote 
intercountry cooperation in areas of common interest and priorities in health in an 
otherwise unstable situation. Since 1985 fifteen countries in the Region of the Americas 
have also established agreements for cooperation to promote joint health action in their 
frontier areas, especially in disease control and epidemiological surveillance. 
Bilateral and multilateral agreements have been signed between various countries : 
between Brazil, Cuba and Mexico in the area of research, training and biotechnology； 
between Argentina, Brazil, Central America and Mexico in the production and quality 
control of drugs； and between English-speaking Caribbean countries in rehabilitation and 
prevention of drug addiction. The latter group of countries have also embarked on a 
collective effort to address other common health needs, and to mobilize external 
resources. 

152. Initiatives for intercountry cooperation in Asia are facilitated by geopolitical 
organizations such as the Association of South-East Asian Nations and the South Asia 
Association for Regional Cooperation. In addition, the regular meetings of the Ministers 
of Health in the South-East Asia Region provide a useful forum for identifying specific 
areas of cooperation, which are wide-ranging and cover training, technology transfer, 
research, exchange visits of scientists, technical support in epidemiological 
surveillance, and multilateral and bilateral support to the less developed countries. 
Certain countries, such as India, Sri Lanka and Thailand, offer extensive training 
facilities for fellows from countries both within and outside the Region. 



153. In the European Region, intercountry collaboration is particularly significant in 
environmental health and research. Among the recent initiatives are the European plan 
against tobacco, the regional research action plan for health for all, and research in 
AIDS and cardiovascular and chronic diseases. The "Healthy Cities" project is also a 
good example of such collaboration. 

154. Arab countries in the Gulf area are cooperating in many health activities, such as 
bulk purchase and manufacture of drugs and equipment, food and drug control, and 
training. Countries with surplus medical manpower have shared their resources with 
others facing shortages. Bahrain, Oman, Qatar and United Arab Emirates have reduced the 
costs of specialized treatment by referring patients to facilities in Kuwait and Saudi 
Arabia. Even interregional links, such as those for Sudan and Egypt with Kenya and 
Uganda, have developed, particularly in disease control and information exchange. On the 
other hand, intercountry cooperation in the Western Pacific needs further strengthening； 
and there have been recent expressions of interest from countries in the expansion of 
such collaboration particularly in training and information exchange. 

155. While maintaining that cooperation among countries must originate with them and be 
financed largely by them, WHO has placed increasing importance on its catalytic role in 
promoting and supporting, particularly, technical cooperation among developing countries 
(TCDC)• 

156. At the international level, perhaps the most noteworthy example of TCDC is set by 
the non-aligned countries through their medium-term programme for TCDC for health for all 
(1984-1989), which was adopted in May 1984 by the Meeting of Ministers of Health of the 
Non-Aligned and other Developing Countries. The programme included promotional 
activities including: mobilization of political and technical support for health for 
all, strengthening of national capabilities through the development of a "critical mass 
of health leaders" in each country, development of national and international networks to 
support training, research and information exchange, and advancement of the role of women 
in health and development. Each year since 1985, the Ministers of Health of these 
countries have reviewed the initiative's progress and, at their meeting in 1987, they 
decided to concentrate their efforts on a few areas such as leadership development, 
provision of essential drugs, development of district health systems based on primary 
health care, and training in health financing and management. 

157. While TCDC has been effectively developed on a bilateral or geographical 
subregional level, it has been difficult to develop or sustain on a wider scale. 
However, two particularly successful examples of the latter are diarrhoeal disease 
control, in which more than 100 countries are participating, and leadership development 
for health for all, which has so far involved more than 50 countries. In general, 
countries continue to experience difficulties in financing TCDC activities. It appears 
that the application of the principle that collaborating countries should finance their 
TCDC activities entirely is not feasible in most developing countries. In some areas 
language barriers or political instability hinder this type of initiative. It has not 
generally been easy to mobilize financial resources from donor agencies for TCDC 
activities. WHO's catalytic role, therefore, will continue to be important in supporting 
national and regional efforts to find appropriate solutions to these problems； for it 
has become evident that where TCDC principles have been effectively applied, the results 
have been very successful, particularly as regards strengthening local expertise, 
development of appropriate technology, and generation of local solutions and resources. 
The long-term impact of TCDC activities in building up national capability is likely to 
be greater than the traditional technical or bilateral cooperation. 

6•3 International cooperation 

158. Countries on the whole have expressed satisfaction and reported improved 
cooperation with WHO in support of their national health-for-all strategies. WHO support 
has become increasingly focused on such crucial areas as strengthening of national 
capabilities and managerial processes, coordinated delivery of primary health care 
elements, programmes aimed at vulnerable and at-risk groups, technology transfer and 



adaptation, and research. Joint programming, coordination and monitoring mechanisms, 
such as the programme operations system (AFROРОС) in the African Region, programme 
evaluation system (AMPES) in the Americas, or joint country/WHO missions in other 
regions, the establishment of country support teams as back up to WHO country 
representatives, and financial audits in policy and programme terms are generally 
contributing to a clearer understanding of WHO's role and more rational and effective use 
of WHO resources in support of national health-for-all strategies. Increasing 
participation of high-level national officials in the meetings of WHO's governing bodies 
at regional and global levels has also led to better knowledge and understanding of WHO's 
policies and procedures, which in turn have influenced joint working mechanisms and 
relationships in countries. 

159. In recent years WHO has continued to clarify various actions which would help 
accelerate progress towards health for all. In addition to supporting research and 
development initiatives in primary health care, the Technical Discussions held during the 
Health Assembly in 1985-1988 focused on interrelated areas such as the role of 
nongovernmental organizations in health for all； intersectoral action in health; 
economic support for national health-for-all strategies； and leadership development for 
health for all. 

160. The biennium 1986-1987 was a period of exceptional financial difficulty for WHO 
which was thus obliged to apply contingency measures, and these had the overall effect of 
reducing budgetary implementation by US$ 35 million, or 7% of the regular budget. During 
this period, WHO's Eighth General Programme of Work covering the period 1990-1995, the 
second of the three General Programmes of Work to ensure continuing support to the 
Strategy, was prepared following extensive consultation with Member States. It 
identified priority areas for WHO action in the health sector as well as in other sectors 
concerned, and is based upon the results of the evaluation of the Strategy and the review 
of the implementation of the preceding (Seventh) General Programme of Work. 

161. Many developing countries have reported that continued support was being provided 
in health and health-related areas by other international. multilateral and bilateral 
agencies and nongovernmental organizations. Noteworthy among these are: UNICEF, mainly 
in child survival and immunization programmes； UNFPA, in family planning and women's 
health; UNDP, in human resources development; and the World Bank in health 
infrastructure development, especially for primary health care in rural areas, nutrition 
and strengthening of managerial capacity of the health system. Cooperation among 
international agencies at country level, although improving, still remains weak, at times 
creating duplication, competition or even wastage of resources. This issue has not been 
satisfactorily addressed by most countries. 

162. At regional and global levels, cooperation among agencies in health and 
health-related matters has intensified and improved considerably, and WHO has been an 
active promoter and partner in the broad international initiatives launched in recent 
years through multilateral cooperation. These have included areas such as the 
environment, education, shelter, the advancement of women, child survival, the effects of 
nuclear war and accidents, AIDS, youth, drug abuse and illicit trafficking, and human 
rights. Some of the particularly noteworthy among the more directly health-related 
initiatives launched during 1985-1988 through international cooperation are described 
briefly in the following paragraphs. 

163. In 1987, UNICEF, in collaboration with WHO, launched the Bamako Initiative aimed at 
mobilizing US$ 100 million to improve maternal and child health 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. 

164. The International Conference on Safe Motherhood (Nairobi, 1987) со-sponsored by 
WHO, UNFPA and the World Bank, with support from UNDP and many bilateral development 
agencies and private foundations, was a landmark in recognition of the prominent status 
of maternal mortality among health problems and priorities for their solution. Long-term 



international strategies to improve the health and social status of women and girls, as 
well as immediate action to strengthen maternal health and family planning programmes, 
were recommended. A practical outcome of the Conference was the creation of a fund in 
support of operational research on safe motherhood, for which WHO is the executing 
agency. 

165. Following the Conference of Experts on the Rational Use of Drugs (Nairobi, 1985), 
WHO's drug strategy was revised and endorsed by the Health Assembly in 1986 (resolution 
WHA39.27). The revised drug strategy combines a number of development activities, such 
as the preparation of guidelines for national drug policies and national drug regulatory 
authorities, the formulation of ethical criteria for medicinal drug promotion, and the 
expansion of the certification scheme on the quality of pharmaceutical products moving in 
international commerce. The strategy involves intensifying the provision to Member 
States of objective information on all aspects of medicinal drugs, and supporting 
countries that so desire in setting up and operating essential drug programmes. 

166. In 1984, in Bellagio (Italy), the Rockefeller Foundation, UNICEF, the World Bank, 
UNDP and WHO sponsored a meeting of bilateral and multilateral development agencies and 
representatives from developing countries, primarily to discuss the promotion of the 
Expanded Programme on Immunization. At the conclusion of the meeting, the Task Force 
for Child Survival was established, comprising representatives of the sponsoring 
agencies. Since then it meets periodically to discuss matters of common concern 
affecting the implementation of its work. At the conclusion of its most recent meeting 
in Talloires (France, 1988), the Task Force issued a "Declaration of Talloires" 
summarizing the main areas of consensus and suggesting a number of specific targets to be 
achieved by the year 2000, such as the eradication of poliomyelitis. Subsequently, the 
Health Assembly, in May 1988, adopted resolution WHA41.28 aimed at increasing coverage of 
poliomyelitis vaccines and eliminating the indigenous transmission of the virus by the 
year 2000. 

167. The Special Programme on AIDS, launched by WHO at the end of 1986, has served as a 
focus for a remarkable degree of international cooperation and global mobilization. A 
creative "mix" of multilateral and bilateral funding mechanisms has emerged in support of 
national AIDS control programmes in Member States. An alliance was formed by UNDP and 
WHO in 1988 to provide complementary arid coordinated support for national plans and 
programmes to combat AIDS. 

168. In spite of the discouraging world economic climate, there have been some 
encouraging signs in international cooperation and the international transfer 
of resources to the health sector, especially for vulnerable groups and the 
less developed countries. But the needs especially in the least developed 
countries by far exceed the resources available, and the external resources are 
often linked to specific programmes and initiatives rather than to the 
progressive strengthening of national health systems. A concerted effort is 
required from the international community to address this issue. In the health 
field, technical cooperation among developing countries (TCDC) is proving to be 
an effective strategy to enhance national capability, but it is also evident 
that political commitment for this is essential； and resources are required to 
provide the initial and catalytic impetus to develop effective TCDC. There is 
a further need for the industrialized countries to cooperate with developing 
countries in strengthening and using national capability especially in research 
and technology. Finally, the effective coordination and use of all available 
resources, including those of WHO, at the country level warrants greater 
attention by countries and must become a priority objective. 



7. AVAILABILITY OF HEALTH CARE 

169. A primary objective of the Strategy is to achieve equity in the availability of 
health care. One of its goals is to make the essential elements of primary health care 
available to all. The Alma-Ata Conference defined primary health care as including at 
least: education concerning prevailing health problems and the methods of identifying, 
preventing and controlling them; promotion of food supply and proper nutrition; an 
adequate supply of safe water and basic sanitation; maternal and child health care, 
including family planning; immunization against the major infectious diseases； 
prevention and control of locally endemic diseases； appropriate treatment of common 
diseases and injuries； promotion of mental health, and provision of essential drugs. 

170. The effectiveness of countries' activities in developing health systems may be 
measured by trends in the availability of these elements of primary health care, 
especially their availability to vulnerable and disadvantaged groups. Global 
indicator 7 is used to review these trends in availability of care. 

171. Many countries have reported increased population coverage by these elements of 
primary health care. The procedures for measuring coverage, however, vary among 
countries, which makes intercountry comparison difficult. Tables 6 to 12 provide a 
summary of the data reported by countries. 

172. After eight years of programme implementation in the International Drinking Water 
Supply and Sanitation Decade, 1981-1990, less progress has been made than was hoped 
towards the goals set. Table 6 shows that, of 123 countries providing information, 
91 reported that 80% or more of their population have safe drinking-water in urban 
areas. In rural areas, 53 countries out of 123 providing data have achieved this level 
of coverage, while 14 countries reported a coverage of less than 20%. There are thus 
substantial differences both between and within countries. The position regarding 
facilities for waste disposal is worse, particularly for rural populations, some 
countries reporting coverage as low as 1% (see Table 7). 

173. In developing countries, as of 1988, the proportion of urban residents having 
access to safe water supply is estimated at 78%, as compared to 75% at the start of the 
Decade, and those having access to appropriate means of excreta disposal at 66%, as 
compared to 57% in 1980. The slow progress has been due to a rapid increase in urban 
population which has almost overtaken the expansion of services. On the other hand, 
significant progress has been achieved in rural areas, where the coverage has increased 
from 31% to 47% for safe water supply, and from 14% to 20% for sanitation. In the world 
as a whole, over 1000 million people still remain without safe water supply, and over 
1500 million without adequate sanitation facilities. Thus, many countries are unlikely 
to reach the Decade goals, despite the progress made. 

1 Global indicator 7 is the number of countries in which primary health care is 
available to the whole population, with at least the following: 

-safe water in the home or within 15 minutes' walking distance, and adequate 
sanitary facilities in the home or immediate vicinity; 

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

-local health care, including availability of at least 20 essential drugs within 
one hour's walk or travel； 

-trained personnel for attending pregnancy and childbirth, and caring for children 
up to at least 1 year of age. 



TABLE 6. SAFE WATER: POPULATION COVERAGE, BY WHO REGION1 

(Latest available information) 

Number of countries 
Coverage 

% 
Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

Urban 

<20 1 0 0 
20.0-39.9 0 0 2 
40.0-59.9 6 3 2 
60.0-79.9 5 5 2 
80+ 9 19 5 

0 0 0 1 
0 1 0 3 
0 2 0 13 
0 1 1 14 
34 19 5 91 

Subtotal 21 27 11 34 23 6 122 
No information 23 7 0 0 0 14 44 

Rural 

<20 7 4 1 0 2 0 14 
20.0-39.9 9 7 5 0 6 1 28 
40.0-59.9 5 4 0 0 2 1 12 
60.0-79.9 1 4 2 2 4 3 16 
80+ 1 7 3 32 9 1 53 

Subtotal 23 26 11 34 23 6 123 
No information 21 8 0 0 0 - 14 43 

Total 44 34 11 34 23 20 166 

1 See also Annex 1, Tables 3 and 4. 



TABLE 7. ADEQUATE SANITARY FACILITIES : POPULATION COVERAGE, BY WHO REGION1 

(Latest available information) 

Number of countries 
Coverage 

% 
Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

Urban 

<20 1 0 0 0 1 0 2 
20.0-39.9 4 3 3 0 0 0 10 
40.0-59.9 2 4 2 0 3 0 11 
60.0-79.9 2 8 1 1 4 1 17 
80+ 9 11 5 33 15 6 79 

Subtotal 18 26 11 34 23 7 119 
No information 26 8 0 0 0 13 47 

Rural 

<20 10 7 5 0 6 0 28 
20.0-39.9 4 6 2 0 4 1 17 
40.0-59.9 1 4 2 1 3 0 11 
60.0-79.9 1 1 0 0 3 2 7 
80+ 2 7 2 33 5 2 51 

Subtotal 18 25 11 34 21 5 114 
No information 26 9 0 0 2 15 52 

Total 44 34 11 34 23 20 166 

1 See also Annex 1, Tables 5 and 6. 



174. The situation in industrialized countries is generally satisfactory, but there 
still remains concern about differences between urban and rural areas. In the European 
Region, for example, some countries report that in rural areas many small communities 
continue to rely on small, often uncontrolled, private water supplies； disposal of 
wastes in general, including industrial and agricultural pollutants, is also sometimes 
inadequate. The introduction of water conservation strategies has become a necessity in 
several European countries where water resources are scarce, and where advanced 
industrial and agricultural development has increased demand. 

175. Considerable efforts have been made by countries to improve coverage of children by 
vaccination against the six target diseases of the Expanded Programme on Immunization. 
Data availability has also improved. The number of countries reporting a coverage of 
less than 20% has decreased for all vaccinations (diphtheria-pertussis-tetanus down from 
20 to 13 countries since the 1985 evaluation; measles from 30 to 10; and poliomyelitis 
from 25 to 13 countries (see Table 8)). The number of countries which have achieved 80% 
coverage or more has also increased. In the developing world, immunization services, 
which reached less than 5% of children in 1974, are now reaching 60% with a third dose of 
either poliomyelitis or DPT vaccine, and 50% with measles vaccine. Nevertheless, over 
43 million infants out of 109 million born in developing countries every year are still 
left unprotected. With vigorous efforts in 1988-1989, it would appear possible to reach 
a global coverage level of 75% by 1990. Substantial regional disparities also persist, 
despite the progress made in all regions. 

176. Little progress has occurred in immunization of pregnant women against tetanus. 
The coverage has remained low, averaging 20%, in the countries providing relevant data, 
as shown in Table 9. No data have been received from the European Region. 

177. With the expansion of community-based health services, coverage of maternal and 
child health care has also increased in many countries. Data on attendance by trained 
personnel during pregnancy and during childbirth are given in Table 10 and those on care 
of children to at least one year of age in Table 11. Improvements over the situation at 
the 1985 evaluation are reported, especially in the Eastern Mediterranean Region. 
Although this time more countries have reported on all three items, there are still many 
countries from which no information has been received: pregnancy coverage (41 
countries), attendance by trained personnel during childbirth (34), and infant care 
(64). The reporting countries account for about two-thirds of the world's pregnant 
women: 60% of those received care from trained personnel during pregnancy and 63% were 
attended by trained personnel during delivery. However, only about one-third of the 
pregnant women in the least developed countries received antenatal care from trained 
personnel, and only one-fifth received that care during delivery. Reporting countries 
account for about 56% of the world's infants, and about half of these received care from 
trained personnel. 

178. Progress is also reported by countries in the availability of treatment for common 
diseases and injuries and of essential drugs at the first level of contact. Of the 
124 countries providing information on this item, as many as 95 reported a population 
coverage of 80% or more (see Table 12). However, overall, well over 500 million people 
still have no easy access to local care. The lack of essential drugs in the right 
quantities and at affordable prices is critical； it appears that as much as one-quarter 
to one-half of the world population is not benefiting from access to these drugs. As 
mentioned in paragraph 165, the Conference of Experts on the Rational Use of Drugs 
(Nairobi, 1985) has given impetus to the development and implementation of national drug 
policies, rationalization of procurement of drugs, and manufacture of drugs in developing 
countries. 



TABLE 8. IMMUNIZATION OF INFANTS : COVERAGE BY WHO REGION1 
(Latest available information) 

„ Number of countries Coverage 
% .^ . , . South-East „ Eastern Western „ , Africa Americas . . Europe „ „ . T o t a l Asia r Mediterranean Pacific 

DPT (3 doses) 
<20 8 1 2 0 1 0 12 

20.0-39.9 10 2 2 0 4 2 20 
40.0-59.9 7 9 2 1 0 2 21 
60.0-79.9 14 8 5 7 8 8 50 
80+ 4 13 0 25 10 6 58 

Subtotal 43 33 11 33 23 18 161 
No information 1 1 0 1 0 2 5 

Measles 
<20 5 0 3 0 1 1 10 

20.0-39.9 6 4 3 1 4 3 21 
40.0-59.9 13 10 3 4 3 0 33 
60.0-79.9 12 7 1 9 8 8 45 
80+ 5 13 0 18 7 6 49 

Subtotal 41 34 10 32 23 18 158 
No information 3 0 1 2 0 2 8 

Poliomyelitis 
<20 6 1 3 0 1 1 12 

20.0-39.9 8 2 1 0 4 1 16 
40.0-59.9 9 3 2 0 0 2 16 
60.0-79.9 12 8 4 3 8 6 41 
80+ 6 19 1 30 10 8 74 

Subtotal 41 33 11 33 23 18 159 
No information 3 1 0 1 0 2 7 

BCG 
<20 2 0 1 2 0 0 5 

20.0-39.9 4 2 1 3 3 1 14 
40.0-59.9 6 2 1 0 4 2 15 
60.0-79.9 8 6 8 2 5 4 33 
80+ 21 15 0 17 6 11 70 

Subtotal 41 25 11 24 18 18 137 
No information 3 9 0 10 5 2 29 

Total 44 34 11 34 23 20 166 

1 See also Annex 1, Tables 7 to 10. 



TABLE 9. TETANUS IMMUNIZATION OF PREGNANT WOMEN : COVERAGE BY WHO REGION1 

(Latest available information) 

Number of countries 
Coverage 

% 
Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

<20 11 6 4 0 11 3 35 
20.0-39.9 8 5 4 0 3 5 25 
40.0-59.9 9 4 1 0 3 2 19 
60.0-79.9 4 2 0 0 1 1 8 
80+ 2 2 0 0 0 0 4 

Subtotal 34 19 9 0 18 11 91 
No information 10 15 2 34 5 9 75 

Total 44 34 11 34 23 20 166 



TABLE 10. PREGNANCY AND CHILDBIRTH ATTENDED BY TRAINED PERSONNEL: 
COVERAGE BY WHO REGION1 

(Latest available information) 

Number of countries 
Coverage 

% Africa Americas South-East Europe Eastern Western Total 

Pregnancy 

<20 1 1 3 0 3 0 8 
20.0-39.9 8 0 0 0 1 0 9 
40.0-59.9 3 2 3 0 3 1 12 
60.0-79.9 9 10 2 0 7 3 31 
80+ 9 13 2 23 7 11 65 

Subtotal 30 26 10 23 21 15 125 
No information 14 8 1 11 2 5 41 

Childbirth 

<20 4 1 3 0 4 0 12 
20.0-39.9 9 1 2 0 1 1 14 
40.0-59.9 6 5 2 0 1 0 14 
60.0-79.9 5 6 0 0 10 2 23 
80+ 3 17 3 26 6 14 69 

Subtotal 27 30 10 26 22 17 132 
No information 17 4 1 8 1 3 34 

Total 44 34 11 34 23 20 166 

1 See also Annex 1, Tables 15 and 16. 



TABLE 11. TRAINED PERSONNEL AVAILABLE FOR CARE OF CHILDREN TO AT LEAST 
ONE YEAR OF AGE: COVERAGE BY WHO REGION1 

(Latest available information) 

Number of countries 
Coverage 

% 
Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

<20 1 0 0 0 1 0 2 
20.0-39.9 3 4 2 0 1 0 10 
40.0-59.9 4 1 1 0 0 1 7 
60.0-79.9 3 8 1 0 6 3 21 
80+ 10 11 4 21 7 9 62 

Subtotal 21 24 8 21 15 13 102 
No information 23 10 3 13 8 7 64 

Total 44 34 11 34 23 20 166 



TABLE 12. LOCAL HEALTH CARE (WITHIN ONE HOUR'S WALK OR TRAVEL): 
COVERAGE BY WHO REGION 

(Latest available information) 

Number of countries 
Coverage 

% — — — 
Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

Urban and rural 

<20 2 0 0 0 0 0 2 
20.0-39.9 4 0 1 0 1 0 6 
40.0-59.9 2 1 1 0 2 0 6 
60.0-79.9 6 2 3 0 3 1 15 
80+ 10 18 5 31 16 15 95 

Subtotal 24 21 10 31 22 16 124 
No information 20 13 1 3 1 4 42 

Urban 

<20 0 0 0 0 0 0 0 
20.0-39.9 0 0 0 0 0 0 0 
40.0-59.9 0 0 0 0 1 0 1 
60.0-79.9 0 0 0 0 1 0 1 
80+ 1 7 3 30 16 9 66 

Subtotal 1 7 3 30 18 9 68 
No information 43 27 8 4 5 11 98 

Rural 

<20 0 0 0 0 1 0 1 
20.0-39.9 0 0 0 0 0 0 0 
40.0-59.9 0 0 0 0 2 0 2 
60.0-79.9 0 0 0 0 2 0 2 
80+ 1 7 3 30 12 9 62 

Subtotal 1 7 3 30 17 9 67 
No information 43 27 8 4 6 11 99 

Total 44 34 11 34 23 20 166 



179. Some countries are including the promotion of mental and oral health as part of 
primary health care. Although there is a trend towards greater community care of the 
mentally ill, mental health programmes in most countries are still predominantly 
treatment-oriented, prevention arid rehabilitation often being neglected. There is a lack 
of appropriate training in mental health care and prevention for health personnel. 

180. In recent years, a levelling off of alcohol consumption is being noted in some 
countries in the European Region. Several countries now have a policy, where alcohol is 
concerned, and efforts to control alcohol problems include education, often aimed at 
special groups : drivers of motor vehicles； workers； fiscal legislation and 
restrictions on the advertising and sale of alcohol； and social protection of vulnerable 
groups. Some countries, e.g. Poland and the Union of Soviet Socialist Republics, have 
passed special legislation at the highest level to control the use of alcohol. Alcohol 
and drug abuse, however, still continue to increase, particularly in the developing 
world, leading to a demand for more care for these disorders. Responsibility for these 
problems often rests with different ministries rather than with just the ministry of 
health, and thus intersectoral policies and action with active community involvement are 
called for. 

181. As regards oral health, for the period 1985-1987, the weighted mean of decayed, 
missing and filled teeth declined from 2.8 to 2.5 globally. For the first time, the 
decline was of similar size in both developing and highly industrialized countries, a 
change which gives cause for cautious optimism. It indicates that the impact of the 
preventive strategy is not only continuing in industrialized countries but is taking 
effect in developing countries. Moderate improvements in periodontal conditions were 
also reported in a number of countries. 

182. In many developing countries, infectious and parasitic diseases are major causes of 
morbidity and mortality, to the list of which has recently been added AIDS. Most of 
today's malarious areas show a complex mixture of persisting and new epidemiological 
patterns, where control measures as presently being implemented produce only partial and 
short-lived relief. Chloroquirie resistant Plasmodium falciparum has now been confirmed 
in more than 60 countries, including 34 in Africa, which necessitates the intensification 
of diagnosis and more selective treatment. An effective home control measure recently 
introduced is insecticide-impregnated netting around beds and ventilation spaces. 

183. Local and home care of diarrhoeal diseases has expanded. By 1986 the rate of 
global access to oral rehydration salts (ORS) had increased to 59%, and the oral 
rehydration therapy (ORT) user rate to 23%. This level of ORT use is estimated to have 
prevented 700 000 deaths from diarrhoea in children under 5 years of age in 1986. The 
total number of developing countries producing ORS has risen to 55, the proportion of ORS 
manufactured locally has risen from 50% to 65% in the 1986-1987 biennium alone, and the 
number of packets available worldwide has tripled since 1983 to 330 million litres. By 
the end of 1987, 96 countries, comprising an estimated 98% of the population of the 
developing world, had operational plans for control programmes； and units for training 
in diarrhoea control had been established in 68 countries. 

184. By the end of 1987, programmes for the control of acute respiratory infections had 
been initiated in 17 countries - the majority in Latin America. Six intervention studies 
in Africa and Asia have shown that paramedical staff, including community health workers, 
can be trained to recognize pneumonia and to dispense antibiotics responsibly, and have 
provided evidence that a proper case-management approach can reduce pneumonia mortality. 

185. The introduction of the highly successful multidrug therapy for leprosy has led to 
a decline in the number of registered cases of leprosy worldwide, from 5.4 million in 
1985 to just over 5 million in 1987, while the proportion of cases on this therapy has 
increased over 10-fold, from 1.5% to more than 15%. In the many countries where 
short-course chemotherapy has been introduced for tuberculosis, it has increased the 
proportion of patients treated successfully from 50% to 85%. 



186. A community effort against sleeping sickness in the Côte d'Ivoire, in which the 
people erected, operated and maintained tsetse fly traps, has reduced vector density by 
99.99%. Field trials of the promising new drug, ivermectin, against onchocerciasis have 
begun in 11 African countries. Although schistosomiasis remains a serious problem, use 
of low-cost diagnostic techniques and new oral single-dose drugs, such as praziquantel, 
and school- and community-oriented health education, have brought about remarkable 
reductions in the prevalence and intensity of schistosomiasis infection over a very short 
period in Botswana, Egypt, Madagascar, Mauritius, and at Pemba, in the United Republic of 
Tanzania. 

187. Countries in Latin America report a 37% reduction in cases of human and canine 
rabies since the rabies elimination programme was initiated in 1983. Oral immunization 
of foxes has reduced the number of animal rabies cases reported from Switzerland by 90% 
since 1984, and freed almost 50% of the treated area of the Federal Republic of Germany. 

188. AIDS has been recognized as a serious public health problem by many countries, and 
more than 150 now have established national AIDS committees to coordinate national 
control programmes. In the absence of a vaccine or a cure, the main thrust of these 
programmes is on the protection of the blood supply by screening donated blood for HIV 
(human immunodeficiency virus) antibodies, and health education regarding the modes of 
transmission. Intensive research is being pursued in various countries so as to clarify 
the etiological factors, develop an effective vaccine, and treat the infected and the 
sick. Unfortunately, no breakthrough is yet in sight. On the other hand, health 
education seems to be making some favourable impact on the behaviour of people exposed to 
high risk of infection. 

189. Although cardiovascular disease has long been characteristic of industrialized 
countries, its prevalence is increasing in developing countries also. Some countries are 
setting up screening programmes for early detection, and even self-screening for 
hypertension, combined with community self-help groups to provide mutual support among 
sufferers from these diseases. Because cardiovascular diseases share similar causative 
factors, and therefore preventive measures, with other noncommunicable diseases such as 
some forms of cancer, diabetes mellitus, chronic respiratory diseases t oral and mental 
disorders and even accidents, their prevention and control are increasingly being 
combined under one programme. Such combined programmes now operate in 9 countries of the 
European Region and 15 countries in the Region of the Americas, as well as in 9 
developing countries elsewhere. Screening programmes for breast and cervical cancer are 
now available in many European countries. 

190. In both developed and developing countries, 10% to 30% of hospital admissions are 
the result of accidents• Such admissions are particularly costly, involving 
sophisticated technology and long-term rehabilitation. Legislation regarding speed 
limits, drunken driving, seat belt and crash helmet use, together with improvements in 
highway engineering, have contributed to a continuation in the downward trend of deaths 
from motor vehicle accidents in many European countries, the United States of America and 
Canada. 

191. Faced with the increasing prevalence of cataract, 57 countries now have programmes 
for the prevention of blindness. Blindness and other disabilities are increasingly being 
cared for at the local level. For example, Denmark, Finland, the Federal Republic of 
Germany, Israel and Netherlands have instituted new measures to provide home nursing, day 
centres arid home help for frail elderly people and for others with long-term disability 
or mental or physical handicap. There is an increasing trend towards providing services 
through local government and voluntary organizations. Vocational training and sheltered 
workshops are being provided to promote the economic independence of the disabled. 



192. The success of a health system may be measured by the availability, 
accessibility and utilization of essential services, and by their quality. As 
far as safe water supply and sanitation are concerned, availability has been 
improving, but there is still a long way to go in providing complete coverage, 
especially with rural sanitation. At the same time it is not clear that 
countries are distinguishing in their reporting between the provision of water 
and its safety. Immunization coverage continues to improve, but a greater 
acceleration of the programme is needed to meet the target of 100% coverage of 
children under 12 months of age by 1990; and the protection of pregnant women 
against tetanus has made no progress. Reporting on local health care coverage, 
and provision of care by trained personnel during pregnancy, childbirth and 
infancy, is deficient, about a third of the countries failing to report on 
these items. For the countries that did report, coverage by local care ranged 
from just under 50% of the target population in the least developed countries 
to 90% in the other developing countries and 100% in the industrialized world. 
But coverage for mothers and infants averaged only a little over 50% for all 
reporting countries. For all items concerning the provision of care by trained 
personnel, a breakdown by urban and rural category was usually not available, 
so that countries cannot focus on disadvantaged populations even at this broad 
level. Coverage is a measure of the availability of services. Information is 
generally lacking on the accessibility of these services and their 
utilization; countries which, for economic reasons, have had to introduce 
charges for consultations or drugs, for example, may be experiencing a 
falling-off in utilization. Information on the quality of service provided is 
almost totally lacking. 

8. ENVIRONMENTAL HEALTH 

193. The following brief review of the current environmental health status and issues is 
based primarily on information received from the European Region and on the relevant 
global reports. The Common Framework for Monitoring did not include any specific 
questions on trends in environmental health except on water supply and sanitation 
services which are described in paragraphs 172-174 in the analysis of global indicator 7 
on the availability of primary health care. Accordingly, the regional reports, except 
that of the European Region, do not include an analysis of the general trends in other 
environmental health issues, such as environmental pollution, housing, food and chemical 
safety, and the working environment. However, as the European Region has adopted a 
number of specific targets related to healthy environment (targets 18 to 25), its 
regional report contains a detailed analysis of relevant trends. 

194. The past few years have witnessed an increasing general awareness of the threats 
posed to health from environmental risk factors. Besides the traditional concern over 
chemical, biological and physical hazards to health, recent events, such as those that 
occurred at Bhopal (India) and Chernobyl (Union of Soviet Socialist Republics) have 
called for renewed attention to the risk of major industrial accidents, or have raised 
concern over the hazards to health of global environmental problems, such as depletion of 
the ozone layer, acid rain, climatic changes and the "greenhouse effect". Furthermore, 
the Brundtland Commission report has called for a "turn-around" in order to achieve 
sustainable development. 

195. In the European Region in particular there has been growing public concern about 
the environmental impact on health and wellbeing of new chemicals, new modes of energy 
production, and problems of waste disposal. There is increasing resistance by 
neighbourhoods to the acceptance of facilities, such as nuclear power stations, chemical 
waste processing plants and incinerators. Recent large-scale accidents in the Region, 
such as the pollution of the River Rhine following a fire at a chemical plant and the 



above-mentioned Chernobyl nuclear disaster, both of which had important trans-frontier 
consequences, have increased public disquiet. Expanded radiation monitoring systems are 
now being introduced. Various organizations, including IAEA, WMO, FAO and WHO, are 
collaborating on the establishment and operation of early warning systems and the 
collation and dissemination of information following nuclear accidents. 

196. Legislative measures reflect growing public concern about pollution. Although 
approaches still tend to be piecemeal, there are more and more examples of multisectoral 
action. The Federal Republic of Germany and Hungary are among several countries which 
have established a ministry of the environment in recent years. In March 1988 the 
Swedish Government presented a Bill on environmental policies for the 1990s, outlining 
environmental targets for different sectors. In 1987 Czechoslovakia adopted a global 
concept of protection of the living environment and rational use of natural resources. 
The environmental impact assessment is recognized as an important tool in some countries, 
including the Nordic countries, Netherlands and Israel. 

197. One of the major issues identified by Member States and agencies involved in the 
International Year of Shelter for the Homeless was that the downward trend in quantity 
and quality of shelter is continuing, aggravated by the accelerating rate of urbanization 
in developing countries. From a recent survey covering 70 countries, it appears that 
although housing conditions are reported to be improving in about half the countries, no 
improvement is reported in one-third of them and the situation is deteriorating in about 
10%. From the same survey, it appears that health provisions in housing - considering 
only those that protect against disease - are less adequate than the housing itself. 
Housing problems in developing countries involve both quantity and quality. Demands on 
urban housing are particularly acute, as a result of continued population growth and 
urban migration. Provision of adequate housing in rural areas is also a major challenge 
for most developing countries. Some have initiated extensive government-supported 
programmes. For example, in Sri Lanka since 1985 the Prime Minister's "Village 
re-awakening movement" has been enlarged into a "Million houses programme" to provide 
shelter, sanitation, safe water and environmental protection schemes complementing each 
other to provide healthy living standards among the people. Model villages are being set 
up under this movement. 

198. Structural changes in commerce and indus try have also resulted in increased 
inner-city unemployment and poverty in the industrialized countries. In the European 
Region most countries have initiated legislation and programmes in response to the 
challenge of inner-city decay; some (notably the Federal Republic of Germany, France, 
Netherlands, and the United Kingdom of Great Britain and Northern Ireland) have taken 
into account the existence of low-income minorities, especially in terms of affordable 
and decent housing. Attention is also being directed to the indoor thermal environment 
and air quality (e.g., presence of radon gas and toxic substances such as formaldehyde 
which may be released from building materials). The use of construction methods and new 
materials for furniture and fittings, together with more effective thermal insulation, 
have enhanced the levels of potentially harmful contaminants within the indoor 
environment. At the same time, many of the poor are living in badly insulated, 
inadequately heated houses, where the elderly living alone are particularly prone to 
hypothermia. Clearly, accident prevention both in the home and in the streets will 
remain an important element for health in the urban environment. 

199. Air pollution is a priority problem, particularly in large metropolitan areas. It 
is estimated that over 600 million people live in urban areas where average sulfur 
dioxide levels exceed those in WHO recommended guidelines. The situation is even worse 
for suspended particulate matter, and more than 1000 million people may be living in 
areas where pollution exceeds WHO recommended limits. While there has been some 
improvement in industrialized countries, this is rarely the case in developing countries 
where the projected growth of cities and increasing industrialization call for urgent 
control of air pollution. Indoor air pollution is also a serious problem particularly in 
rural areas. It is estimated that some 800 million people, mostly women and children, 
are exposed to high concentrations of indoor air pollution. 



200. Water pollution from domestic, agricultural and industrial pollutants remains one 
of the major threats to human health from the environment, affecting drinking-water 
supplies, inland and coastal bathing areas, and water used in the production of foods. 
While massive contamination of surface and ground waters due to lack of or insufficient 
sanitation and sewage treatment is still the main cause of water pollution in developing 
countries, hazards to health from the discharge of industrial wastes and the use of 
agrochemicals are increasing all over the world. Accidental spills not only threaten the 
water supply of millions of people, but are also "the tip of the iceberg" where chemicals 
hazardous to biological life and human health are concerned. 

201. In many countries in the European Region, gross pollution of rivers and lakes has 
diminished over the past 20 years. Most countries have identified major pollutants, 
levels of contamination of water sources, points and modes of entry of pollutants and 
have inaugurated protection policies. Some have established computerized water quality 
monitoring networks, in order to facilitate immediate response in case of accidental 
pollution. Excessive use of nitrogenous fertilizers and infiltration of organic solvents 
and other highly toxic substances are threatening many municipal water supplies which 
depend upon ground water. 

202. Hazardous wastes from chemical industry and nuclear power production have become 
important environmental and public health issues in many countries. Most developed 
countries have implemented control measures, but action is needed in many developing 
countries to formulate and implement policies and programmes for the management of 
hazardous wastes. The dumping in developing countries of toxic wastes generated in 
developed countries is becoming a serious problem. In the wake of Chernobyl, many 
countries have placed even stronger emphasis on control measures for radioactive wastes, 
including the development of networks for the automatic monitoring of radioactivity, 
legislation, and information campaigns. 

203. Food contamination is a leading cause of illness and death in the developing world, 
affecting millions of people and frequently causing malnutrition. This contamination is, 
most frequently by far, biological and due to any of a variety of bacteria, viruses, 
protozoa, helminths and toxins. Most cases of foodborne disease do not result from lack 
of scientific knowledge, but from failure to apply well-known and well-established 
principles. The alarming data on health hazards caused by biological contamination of 
food contrast with the paucity of reported cases of illness with chemicals in food. 
Although significant progress has been made in the development of food safety services in 
most of Europe, the situation is still not satisfactory. National food safety 
legislation and services have been developed in many countries over the years and are 
being continually reviewed. 

204. Environmental health issues are intricately linked with population growth 
and economic and technological development. Over the past decade, 
life-threatening environmental hazards have come to light in both the 
developing and the developed world. In many parts of the world, the population 
is growing at rates that cannot be sustained by available environmental 
resources. In the face of expanding industrialization and energy use and 
growing urbanization the maintenance of a healthy and safe environment 
constitutes a major challenge. There is no doubt that environmental health 
concerns require increased attention in the socioeconomic development at policy 
level of all countries. Therefore, monitoring of environmental health trends 
should be given greater emphasis in the future monitoring of the Strategy for 
Health for All. 



9. HEALTH STATUS 

205. The ultimate objective of the Strategy is the improvement of the health status of 
all populations and the reduction of inequalities in health, both between and within 
countries. The 1985 evaluation of the Strategy reviewed in detail the global patterns 
and trends in mortality, morbidity and disability, health-related behaviour and 
life-style, and the relation between health and the environment. The reports provided by 
Member States on the second monitoring of the Strategy do not contain information on as 
wide a range of subjects as the 1985 evaluation. In general, however, there has been 
perceptible progress in the health status of the population. Some of the highlights 
particularly with respect to global indicators, 8, 9 and 10, are presented below. 

206. A target birth weight of at least 2500 g for 90% of newborn infants, and an 
adequate growth of children as measured by weight for age, together constitute global 
indicator 8 on the nutritional status of children. Table 13 shows the percentages of 
newborn at the target birth weight by WHO region. In a large number of countries the 
proportion exceeds 90%, which is the reference value to be attained by all countries. 
However, it is still difficult to obtain a population-based indicator. In many countries 
it is computed from deliveries in hospital. The data presented may therefore be biased 
and should be treated with caution. No appreciable change has occurred from the 
information provided by countries in the 1985 evaluation. 

TABLE 13. BIRTH WEIGHT STATUS, BY WHO REGION 

(Latest available information) 

Percentage of Number of countries 
newborns with 
birth weight 
of at least Africa Americas South-East Europe Eastern Western Total 
2500 g Asia Mediterranean Pacific 

<80 1 0 4 0 1 1 7 
80.0-84.9 1 1 1 0 1 3 7 
85.0-89.9 10 8 0 0 4 2 24 
90.0-94.9 10 22 2 24 12 9 79 
95+ 1 0 1 9 4 4 19 

Subtotal 23 31 8 33 22 19 136 
No information 21 3 3 1 1 1 30 

Total 44 34 11 34 23 20 166 

207. Information on weight of children has also remained difficult to obtain. Only 71 
out of 166 Member States were able to include it in their monitoring report. Many 
countries are now including weight measurements in children's growth monitoring, but the 
data are usually not aggregated to produce an indicator for a community and for the 
country as a whole. However, malnutrition and resulting retardation of growth in 
pre-school children remain obviously a worldwide phenomenon. For instance, in the 

1 Global indicator 8 is the number of countries in which the nutritional status of 
children is adequate, in that at least 90% of newborn infants have a birth weight of at 
least 2500 g and at least 90% of children have a weight for age that corresponds to the 
reference values given in Annex 1 to Development of indicators for monitoring progress 
towards health for all by the year 2000. World Health Organization, Geneva, 1981 ("Health 
for All" Series, No. 4). 



African Region it is likely that chronic undernutrition affects 30% to 50% of children 
aged 1 to 5 years. Acute malnutrition could affect 10% to 20% of young children in the 
drought-stricken countries (24 of the 44 Member States of the Region), though it is rare 
elsewhere. Vitamin A deficiency has reached such a level that it has become a priority 
health problem for 15 Member States. Iodine deficiency exists in 34 Member States, while 
anaemia of nutritional origin is prevalent in all countries in the Region. 

208. The continuing economic crisis has had an important impact on the health status of 
the population. The Region of the Americas reports, for example, that one study, carried 
out in Brazil, Chile, Jamaica and Peru, has shown an increase in poverty levels and a 
decline in general health and nutritional status. 

209. Infant mortality is an important indicator of health status, not only of infants 
but also of the community as a whole, and has been included as global indicator 9. 
Table 14 shows, by WHO region, the number of countries in each of five ranges of infant 
mortality rates. 

TABLE 14. INFANT MORTALITY PER 1000 LIVE BIRTHS, BY WHO REGION 

(Latest available information) 

Number of countries 
Mortality per 

1000 
live births Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

<50 2 26 4 30 12 14 88 
50.0-99.9 6 6 4 1 5 3 25 
100-149.9 18 2 3 0 2 1 26 
150-199.9 9 0 0 0 3 0 12 
200+ 1 0 0 0 0 0 1 

Subtotal 36 34 11 31 22 18 152 
No information 8 0 0 3 1 2 14 

Total 44 34 11 34 23 20 166 

210. Regional differences are apparent, a large majority of the countries in the African 
and South-East Asia Regions having rates higher than 50 per 1000 live births. The 
situation in Africa is particularly serious where the rate in many countries often 
exceeds 100 per 1000. Considerable differences persist between the most privileged and 
least privileged strata of the population in most countries. Nevertheless, there have 
been decreases in infant mortality in most countries in recent years, and this 
encouraging trend has continued since the 1985 evaluation. Many countries have also 
reported decreases in mortality among children below five years of age. 

211. Maternal mortality accounts for the greatest proportion of deaths among women of 
reproductive age in most developing countries. On the basis of the available data, it 
has been estimated that at least 500 000 women die from causes related to pregnancy and 
childbirth each year. All but about 6000 of these deaths take place in developing 

i 
Global indicator 9 is the number of countries in which the infant mortality rate 

for all identifiable subgroups is below 50 per 1000 live births. 



countries, which account for 86% of the world's births but 99% of the maternal deaths. 
Overall it has been estimated that the chances of dying in pregnancy or childbirth are 
between 50 and 200 times greater for women in developing countries than they are for 
women in the developed world. During recent years improvements have been noted in many 
countries, e.g. in the Western Pacific Region where no country has a rate higher than 
1.8 per 1000, which is well below the regional target of 3 per 1000. 

212. Table 15 shows the number of countries in each WHO region where life expectancy at 
birth - global indicator 10 - is less than 60 years or is 60 years or more. Although 
the information is not available for a third of the Member States, it is likely that a 
majority has achieved a life expectancy of 60 years or more. Furthermore, life 
expectancy seems to have improved since the 1985 evaluation. Many of the countries in 
the African and Eastern Mediterranean Regions, however, have a life expectancy of less 
than 60 years. In most countries, life expectancy is lower for males than females. 

TABLE 15. NUMBER OF COUNTRIES WITH LIFE EXPECTANCY AT BIRTH OF 
OVER 60 YEARS, BY WHO REGION 

(Latest available information) 

Number of countries 
Life 

expectancy 
at birth Africa Americas South-East Europe Eastern Western Total 

Asia Mediterranean Pacific 

Males 

<60 
60+ 

18 
2 28 

0 
27 

8 
13 

2 
14 

34 
88 

Subtotal 20 
No information 24 

32 
2 

27 
7 

21 
2 

16 122 
44 

Females 

<60 17 2 1 0 6 3 29 
60+ 3 30 5 27 15 13 93 

Subtotal 20 32 6 27 21 16 122 
No information 24 2 5 7 2 4 44 

Total 44 34 11 34 23 20 166 

213. In many countries of the African, South-East Asia and Eastern Mediterranean 
Regions, infectious and parasitic diseases and malnutrition continue to be major public 
health problems. They cause much of the mortality among infants and children and keep 
life expectancy short. In some countries, however, in these Regions and others -
e.g., in the Americas - rapid changes are taking place; though infectious and parasitic 

1 Global indicator 10 is the number of countries in which life expectancy at birth 
is over 60 years. 



diseases are highly prevalent, the noncommunicable diseases associated with aging, 
life-styles and behaviour are posing serious problems. In more advanced developing 
countries and in industrialized countries, the latter predominate, especially 
cardiovascular diseases, cancer, other degenerative diseases and mental disorders. 

214. The global malaria situation has not shown major changes : there are continuing 
downward trends in some countries and a worsening situation or oscillating trends in 
others. Some 100 million clinical cases are estimated to occur annually. Levels of 
mortality due to malaria vary considerably and information is generally lacking, so that 
global estimates are difficult to make. 

215. Other widespread parasitic diseases and infections include schistosomiasis (about 
200 million people infected), filariasis (90 million) and intestinal parasitic infections 
(extremely widespread, affecting more than 1000 million people). With regard to these 
last, positive trends are seen due to socioeconomic development, e.g., in improved water 
supply, sanitation and housing; to increased health awareness； and to control 
programmes. 

216. Diarrhoeal diseases in children continue to be one of the most serious health 
problems in developing countries. It has been estimated that every year more than 
1000 million episodes of diarrhoea occur in children under five years of age, causing 
some five million deaths. 

217. The situation regarding dengue and dengue haemorrhagic fever, yellow fever, plague 
and lymphatic filariasis has deteriorated. Urban yellow fever has reappeared in West 
Africa after an absence of more than 40 years. Aedes albopictus• a potent vector of 
dengue, has invaded the Americas, and the classical yellow fever vector, A. aegvpti. is 
spreading in many countries. Simulium. the onchocerciasis vector, has developed 
resistance to temephos. The South-East Asia Region is especially affected by dengue 
haemorrhagic fever and Japanese encephalitis. 

218. The increasing immunization coverage is preventing almost 240 000 cases of 
paralysis due to poliomyelitis and 1.9 million deaths per year from measles, 
whooping-cough and neonatal tetanus. But these diseases continue to be major scourges in 
developing countries and neonatal tetanus still kills over 750 000 infants annually. 
Tuberculosis and leprosy have continued to be leading public health problems in many 
developing countries such as those in South-East Asia. ' 

219. The sudden epidemic of AIDS has shocked all countries in the world, regardless of 
their level of socioeconomic development. By the end of June 1988 the cumulative world 
total of reported AIDS cases passed 100 000, with 138 countries having reported cases. 
Due to under-reporting, the real cumulative total of cases is probably over 200 000, and 
it is estimated that between five and ten million people are now infected, but not yet 
ill. The number of new cases has almost doubled each year. At that date the percentage 
of the world total of reported cases by WHO region was: African, 11.6; the 
Americas, 74.6; South-East Asia, 0.02; Europe, 12.6; Eastern Mediterranean, 0.1; 
Western Pacific, 1.1. 

220. Among the noncommunicable diseases• cardiovascular diseases constitute an important 
cause of morbidity, disability and mortality: it is broadly estimated that approximately 
one-quarter of the deaths occurring in the world every year are due to cardiovascular 
diseases. These diseases are especially important in the industrialized countries in 
which they account for about one-half of all deaths. Recently cardiovascular mortality 
has been decreasing in many of these countries, although in some countries in eastern arid 
southern Europe it has been rising. Hypertens ion, the most common cardiovascular 
disorder, affects 10% to 20% of adults worldwide (blood pressures of 160/95 mmHg or 
more)• Its prevention and control should be the first step in noncommunicable disease 
prevention and control in developing countries. 



221. Cancer is gaining recognition as a cause of concern for public health services in 
developing as well as industrialized countries. The International Agency for Research on 
Cancer (IARC) recently reassessed the frequency of major cancers throughout the world 
(around 1980). The most common neoplasm for both sexes was cancer of the stomach, 
incidence rates of which are high iri Europe, East Asia and South America. The number of 
lung cancer cases has been growing, and cancers of this site now come on second place for 
both sexes together. With the present rising trend in smoking by women, it is likely to 
become even more important among them in the near future. The twelve cancers most 
frequently occurring throughout the world are listed in Table 16. 

TABLE 16. TWELVE SELECTED CANCERS : FREQUENCY OF OCCURRENCE THROUGHOUT THE WORLD 

Rank Males Females Both sexes 

1 Lung Breast Stomach 

2 Stomach Cervix Lung 

3 Colon/rectum Colon/rectum Breast 

4 Mouth/pharynx Stomach Colon/rectum 

5 Prostate Corpus uteri Cervix 

6 Oesophagus Lung Mouth/pharynx 

7 Liver Ovary Oesophagus 

8 Bladder Mouth/pharynx Liver 

9 Lymphoma Oesophagus Lymphoma 

10 Leukaemia Lymphoma Prostate 

11 - - Bladder 

12 _ _ Leukaemia 

Source: Parkin, D.M. et al. Int. J. Cancer: 41• 
184-197 (1988). 

222. Injuries represent one of the principal public health issues, with individual, 
social and economic consequences that still remain largely underestimated by governments 
and the public. About 2.7 million deaths from injury and poisoning are reported yearly 
worldwide, 2 million of which occur in developing countries, and constitute the major 
cause of loss of potentially productive years of life. Motor vehicle accidents rank 
first in order of priority, followed by domestic accidents, including falls, burns, 
poisonings and drowning, which are particularly important among young people and the 
elderly. 

223. An emerging problem in many countries is disability due to chronic mental illness. 
Because a relatively greater proportion of people are living beyond childhood, the number 
with chronic schizophrenia (typically starting around the age of 20) and those disabled 
with dementia (typically occurring in the elderly) is increasing. Another trend common 
to all regions is the breakdown of traditional family patterns, leading to decreased 
ability to cope with stress and the consequent increase in mental disturbances. 



224. Although alcohol consumption has levelled off in some industrialized countries, the 
frequency and severity of health problems related to alcohol and drug abuse continue to 
increase in many countries, particularly in the developing world, e.g. in Africa, Latin 
America and the Western Pacific. Abuse of drugs appears to be spreading across national 
boundaries. In addition to the steady increase of heroin abuse and the explosive 
increase in cocaine abuse in North America, these drugs are now beginning to penetrate 
into some countries in the Western Pacific and Africa. The spread of AIDS through the 
use of contaminated needles for intravenous injection of heroin, amphetamines or cocaine 
has been reported from a number of countries. 

225. Tobacco is causing a large amount of morbidity and mortality. It has been 
estimated that between 2 and 2.5 million premature deaths yearly worldwide are 
attributable to tobacco smoking, and 600 000 new cases of lung cancer, due in the main to 
cigarette smoking. In most industrialized countries decreasing smoking trends are now 
visible, as a result of legislative measures, public information and education, and 
individual action, whereas, in most developing countries, smoking is becoming widespread, 
thus further widening the gap in health status between the rich and poor countries. 

226. In general, there has been perceptible progress in the health status of 
the population as evidenced by declining infant mortality rates, rising life 
expectancy and some improvements in maternal and under-five child mortality. 
The availability of new therapeutic agents, such as the multidrug therapy for 
leprosy and ivermectin for onchocerciasis and praziquantel for schistosomiasis, 
have increased the potential for the fight against these crippling diseases. 
On the other hand, there has been no promising breakthrough for malaria control 
or in the combat against the new enemy, AIDS, that the world is now facing, for 
which no satisfactory therapeutic or preventive agent has yet been developed. 
Research efforts and epidemiological studies will have to be continued and 
expanded in the coming years, especially for the development of technologies 
which can be applied effectively and safely at the community level, where the 
need is particularly urgent. A more detailed analysis of trends in health 
status will be made during the cscond evaluation of the Strategy in 1991-1992. 

10. CONCLUSIONS 

227. One hundred and forty-three Member States have submitted reports on the monitoring 
of their national health-for-all strategies, a significant indicator of their continuing 
commitment to pursue the goal of health for all, to assess periodically their progress 
towards it, and to identify the main obstacles blocking progress and the challenges that 
lie ahead. Although the overall application of the monitoring process has improved, it 
has not yet become fully integrated with the national planning and managerial processes 
in a number of countries. Despite efforts made over the years, a number of countries 
still lack basic health information that would enable them to generate essential data for 
monitoring and evaluation of the Strategy. Innovative efforts are needed to improve the 
collection and analysis of information, especially at the local level. The need to 
simplify the monitoring and evaluation process and framework is also recognized. 

228. Evidence of continued political commitment to the health-for-all goal is further 
manifested by the renewed thrusts in many national health policies and strategies on the 
health needs of vulnerable groups, the preferential allocation of new resources where 
such are available, or a shift of resources, where this is feasible, towards primary 
health care; and a general decline in creating large and high technology tertiary care 
facilities, especially at the expense of expanding primary health care networks. This 
commitment at the national level is further influenced by policies being promoted by the 
international community and the donor agencies. 



229. There has been slow but steady progress in reorienting health systems based on the 
principles of primary health care. Most countries are giving greater attention to 
strengthening the operational capacity and management of their health systems, 
particularly at the intermediate (district and local) levels. There is clear evidence of 
concern to improve effectiveness and efficiency, and many of the measures taken by Member 
States reflect how this concern is being translated into action. But it is also clear 
that countries are experiencing difficulties in this area, especially because of 
declining resources, both domestic and external. The impact of these new measures needs 
to be carefully assessed, particularly to avoid worsening the plight of the poor, already 
burdened by declining incomes. 

230. There appear to be many unresolved issues related to the development and management 
of human resources in the health sector. Lack of information and absence of clear 
policies for the balanced production and deployment of these resources continue to be 
among the major obstacles to achieving more equitable distribution. Changes in 
educational content, especially the need to focus on preventive and promotive health and 
the emerging health needs of society, have been too slow and often inadequate； and 
consequently greater drive and commitment to primary health care from the health 
professions and particularly the medical profession, is not forthcoming. 

231. Research and technology issues have not yet received the requisite emphasis in the 
national health-for-all strategies of most developing countries. A framework for 
continuing and effective dialogue, between the providers and users of technology and 
among the scientists and policy-makers, is urgently needed. The capacity and 
appropriateness of the health infrastructure to deliver the available technologies 
require more rigorous examination, especially at the community and district level of the 
health system. 

232. Although the^e appear to be increased efforts to involve communities in health and 
health-related actions, few countries have as yet evolved clear strategies to involve 
people in active and sustained partnership to improve their health conditions. In most 
situations communities are still seen as a complementary source for supplying resources 
for primary health care services rather than as full partners in defining their needs, 
managing their resources and monitoring their progress in health. This shift will 
require greater commitment to decentralization, information and education of people in 
health matters, and other supportive mechanisms which will generate community 
self-reliance in the long term. Some countries have demonstrated how this can be 
achieved. Their experience can form the basis for further progress by others in this 
area. 

233. There has been some progress in improving access to at least the essential elements 
of primary health care, particularly with regard to immunization, availability of basic 
curative health care including essential drugs at the local level, availability of safe 
water, and care of women during pregnancy and childbirth. But there is little progress 
in sanitation, especially in rural areas. Access to higher-level diagnostic and curative 
services through effective referral systems is also severely limited in most developing 
countries, especially in rural areas. This situation can be alleviated to a large extent 
by strengthening the technical and operative capacity of the district health system. 

234. Although the information provided on health status is not as extensive as in the 
1985 evaluation of the Strategy, some progress in the health status of populations is 
evident in most countries in terms of infant mortality, maternal mortality and life 
expectancy. But many of the leading public health problems associated with communicable 
diseases will constitute major challenges for the developing countries, in many of which 
the health services have also begun to feel the impact of the increasing prevalence of 
noncommunicable diseases. The AIDS epidemic has shaken the world's complacency about 
health, especially in the developed countries, particularly as no breakthrough either for 
prevention (except through behavioural change) or for treatment is yet in sight. In some 
of the developing countries, the continuing economic crisis which has led to an increase 
in poverty levels has also caused a decline in general health and nutrition status, 
particularly of vulnerable population groups. 



235. The economic climate of the 1980s has undoubtedly reduced the capacity of many 
countries, especially in Africa and Latin America, to fight for improvement in the 
quality of life of their people. Africa, afflicted by drought, economic recession, armed 
conflicts and socio-political turbulence, has undoubtedly suffered most. But the impact 
of the economic crisis in Latin America has also been very severe, reducing living 
standards in some countries to below the level of at least two decades ago. The burden 
of external debt is draining the ̂ e&onrces of many countries, making it impossible for 
them to maintain, let alone increase, their investment for social development. The 
impact of this situation on health and the health services has not been fully elucidated, 
but some studies have brought to light the rising infant mortality rates and declining 
nutritional status which show that, once more, the poor and the vulnerable are suffering 
most. 

236. There has been little progress in reducing social inequity in either the developing 
or the industrialized countries. The number of people living in absolute poverty has 
increased, creating an extreme situation of inequity. Within countries, inequities 
persist between urban and rural areas. A large proportion of the population in rural 
areas of the developing countries is still without the barest necessities of life such as 
safe drinking-water, hygienic shelter, essential health care, adequate food and a minimum 
level of economic productivity. Even in the developed countries there has been little 
progress in health-related social aspects such as employment, education, and social 
support systems. Social equity issues are intricately linked with the macro-economic 
climate and trends； these therefore need to be more sharply analysed and their long-term 
implications for the health sector need to be studied more closely. Measuring real 
progress in social equity should become part of the future monitoring and evaluation. 
This would require the involvement of many sectors, and cooperation from the highest 
level of decision-makers. 

237. But there are some grounds for optimism. There is a growing concern in the world 
community about the plight of the poor: many policies adopted at the international 
level, referred to in this report, bear witness to it. During the past three years there 
have been dramatic displays of world solidarity and increased public support for the 
world's suffering people. Public support in the industrialized nations from private and 
voluntary groups for the disadvantaged peoples of the world has been increasing. Even 
within the developing countries such trends are emerging. A foundation for a stronger 
alliance for social development in the spirit of partnership between governments, the 
nongovernmental sectors and people is thus evolving. This is also reflected in the 
spirit of cooperation among developing countries which, at least in the health field, is 
truly growing. But there is a need to strengthen this alliance between the developed and 
the developing countries； and it must be based on mutual respect, realistic 
expectations, and by generating self-reliance； not on the traditional provider-recipient 
relationship but rather on a facilitator-actor relationship between partners equally 
concerned with the health and wellbeing of people. 

238. To return, with this scenario in mind, to the questions raised in the introduction 
to this report: Is the vision of health for all still valid, arid has there been some 
real progress? What are the main obstacles, and where do the critical challenges lie if 
the same path is followed? 

239. From the above analysis, the answers to the first two questions would appear to be 
affirmative. The review has also clearly identified many operational constraints and 
difficulties which countries are experiencing in pursuing health for all, many of which 
are amenable to solutions through concerted, action-oriented efforts towards improving 
the managerial capacities of the health systems at all levels, as is evident in some 
countries. 

240. The first critical challenge. therefore, is one of sustained commitment : 
commitment at the highest level of political leaders to reduce social inequities； 
commitment of administrators at central and local levels to resolve the operational 
issues besetting health care delivery; commitment of health professionals to the 



principles of primary health care, inducing them to dedicate themselves to reducing the 
inequities in health care and health status； and commitment of people to assume greater 
responsibility for their health. 

241. The second critical challenge is the intensification of efforts to strengthen 
mana^eral capacities. including measures to ensure sound decisions on policies and a 
sharper focus on priorities and targets based on valid information. This is even more 
critical during periods of economic stringency. National capacities for assessing and 
projecting health needs and costs on a continuous basis as well as for developing or 
reorienting health strategies and programmes and monitoring and evaluating their progress 
and outcomes, will require considerable strengthening. The opportunity provided by 
periodic monitoring and evaluation of the national health-for-all strategies to adjust, 
refine and reformulate goals, priorities and strategies needs to be fully used. 
Furthermore, information on some of the successful experiences in primary health care 
needs to be analysed and disseminated. 

242. The third critical challenge is the intensification of efforts to strengthen health 
infrastructure based on the principles of primary health care. This would require 
careful attention to appropriate staffing, skills, technology and resources at each level 
of care and adequate referral system. Particular emphasis is needed at the district and 
the community levels, so as to improve interaction between health programmes and between 
health and related sectors. 

243. The fourth critical challenge is that of optimum use and management of all 
resources available for health (human, material, technological and financial), and 
mobilizing additional ones. Dynamic involvement of local groups at the community level 
and vigorous training of health personnel adapted to local health conditions would be 
important prerequisites to further progress. Health personnel should be technically 
qualified, socially motivated and should respond to the people's health and social 
needs. Courageous reorientation or the adoption of policies may also be required to 
bring about increased participation of people, nongovernmental organizations and the 
private sector in a spirit of partnership with governments. Strengthening of health 
research and development would be a very significant form of support for the 
implementation of national health strategy. 

244. The fifth and perhaps most crucial challenge is the status of the least developed 
countries• especially those with extremely high infant mortality, mortality of children 
under five years and maternal mortality rates. They will undoubtedly require support on 
an unprecedented scale in order to progress at all. In fact, the rate of progress in 
these countries should serve as the real indicator of the validity of the vision of 
health for all and the feasibility of attaining that goal. 



ANNEX 1 

ANALYSIS OF SELECTED GLOBAL INDICATORS 

Annex 1 presents detailed analysis of 
quantitative global indicators. As far as 
sex or by geographical location. Data are 
development. 

data provided by Member States for the 
possible indicators have been disaggregated by 
presented by WHO region and by level of 

The first part of each table shows for each indicator the number of countries 
reporting, together with the relevant population figures. 

The second part shows the percentage distribution of the relevant population figures 
as reported earlier according to the categories retained for each indicator. 

The last part of each table (where applicable) shows a comparison between the latest 
monitoring exercise (1988) and the evaluation undertaken in 1985. 



Number of countries Population (thousands) 

AA2/A 

Total Reporting Total reporting 
countries 

BY WHO REGION 

Africa AA 25 56. 
Americas 34 33 97. 
South-East Asia 11 9 81. 
Europe 34 ЗА 100. 
Eastern Mediterranean 23 14 60. 
Western Pacific 20 16 80. 

BY LEVEL OF DEVELOPMENT 

Least developed 41 25 
Other developing 87 68 
Industrialized 38 38 

61.0 
78.2 

100.0 

A73 74A 226 06A A7. 
685 658 675 583 98. 
232 858 1 210 050 98. 
832 546 832 5A6 100. 
355 677 262 852 73. 
428 604 269 378 18. 

A05 A70 319 356 78. 
A12 896 1 966 396 57. 
190 721 1 190 721 100. 

TOTAL 166 131 78.9 5 009 087 3 A76 A73 

Percentage distribution (population) according to proportion of GNP 
spent on health 

Total No data 

BY WHO REGION 

Africa 100Z 52.3X 37.3Z 
Americas 100Z 1.5X A8.8X 
South-East Asia 100X 1.9Z 93.6X 
Europe 100X 0.0X 51.9X 
Eastern Mediterranean 100X 26.1Z 5A.9X 
Western Pacific 100Z 81.IX 1.6Z 

1 0 . 
49, 

A8 
19 
17 

BY LEVEL OF DEVELOPMENT 

Least developed 100Z 21. • 2Z 67.71 11.IX 
Other developing 100Z A2, .AX 48.7* 8.9X 
Industrialized 100% 0, .OX 31.9X 68.1Z 

TOTAL 100Z 30. .61 46.2X 23.22 

Part 3. Comparison between monitoring (1988) and (1985) 

Number of countries 

South-East Eastern Western Africa Americas Europe Total Asia Mediterranean Pacific 

6 
11 
17 

39 
30 
A7 

No information 24 50 

Total 4A 34 23 166 



Part 1. Countries reporting and population covered 

Number of countries Population (thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa 4A 21 47. 
Americas 3 “ 0 0. 
South-East Asia 11 9 81. 
Europe ЗА 20 58. 
Eastern Mediterranean 23 15 65. 
Western Pacific 20 16 80. 

BY LEVEL OF DEVELOPMENT 

Least developed Al 23 56. 
Other developing 87 37 A2. 
Industrialized 38 21 55. 

TOTAL 166 81 A8. 

473 
685 
232 
832 
355 
A28 

405 
A12 
190 

009 

7AA 
658 
858 
546 
677 
604 

A70 
896 
721 

087 

2A8 

209 
402 
293 
298 

283 
799 
369 

0 
AA2 
618 
629 
619 

619 
301 
572 

69.9 
82.0 
31.0 

A52 A92 68.9 

Percentage distribution (population) according 
health expenditure devoted to primary health ca 

proportion of national 

< 20 20-29 30-39 40-49 50 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

00X 
00X 
00X 
00Z 

A7, 
100. 
1. 

51, 
17, 
9. 

22. 
0. 
14. 
1A. 

.21 
• 0 2 
• 6Z 
• 5Z 
.61 
.IX 76 

,9Z 
,01 
,8% 
.11 
.IX 
,21 

2 
52 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

100Z 
1002 
100Z 

30. 
18. 
69. 

82 
22 
21 

.AX 

.IX 
• 8X 

16.82 
27. IX 
12.9X 

32 
32 
7X 
62 

30. 
7. 
1. 

TOTAL 31.IX 22.91 8.2X 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number o£ countries 

South-East Eastern Western Africa Americas Europe Total Asia Mediterranean Pacific 

3 0 2 5 4 6 20 
A 0 3 1 5 3 16 

No change 7 0 3 9 k A 27 

No information 30 ЗА 3 19 10 7 103 



Countries reporting population 

Number countries Urban population 
(thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa AA 21 47 
Americas ЗА 27 79 
South-East Asia 11 11 100 
Europe ЗА ЗА 100 
Eastern Mediterranean 23 23 100 
Western Pacific 20 6 30 

BY LEVEL OF DEVELOPMENT 

Least developed 41 24 58 
Other developing 87 6A 73 
Industrialized 38 ЗА 89 

TOTAL 166 122 -73 

135 
A87 
300 
566 
147 
A09 

67 
126 
852 

137 
347 
476 
997 
945 
250 

51 
300 
300 
566 
147 
41 

318 
145 
A76 
997 
945 
990 

38 
61 
100 
100 
100 
10 

2 0A7 

935 55 329 81. 
794 791 031 70. 
423 562 511 66. 

152 1 А08 871 68. 

Part 2. Percentage distribution (urban population) according to 

Total < 20 20-39 40-59 

BY WHO REGION 

Africa 1 0 0 X 6 2 . . o x 

Americas 1 0 0 2 3 8 . , A X 

South-East Asia 1 0 0 Z 0 . OZ 

Europe 1 0 0 X 0 . .ox 

Eastern Mediterranean 1 0 0 Z 0 . .01 
Western Pacific 1 0 0 X 8 9 . ,11 

BY LEVEL OF DEVELOPMENT 

Least developed 1 0 0 X 1 8 . , 6 X 

Other developing 1 0 0 Z 2 9 . ,81 

Industrialized 1 0 0 Z 34. , 0 X 

21 0. • o x 1 7 

OZ 0, . O Z 1 

OZ 7 . 3 2 1 8 

OZ 0, . 0 Z 0 
OZ 1. . 8 Z 1 
OZ 0. . O X 0 

,21 

,12 
. 0 2 

,0Z 
,7Z 
,02 

9. 
68. 
0. 

02 12, ,6X 
9% 50. ,62 
62 6. .IX 
0% 100, ,0X 
IX 89. 
IX 7. .12 

4Z 36.AX 1A.92 7.7% 22.1Z 
OZ O.OZ 6.7Z 25.IX 38.AX 
0% o.oz O.OX O.OZ 66. OZ 

100Z .2% 14.IX 49.AX 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 

South-East Eastern Western Africa Americas Europe Total Asia Mediterranean Pacific 

Increase 10 9 6 0 8 0 33 
Decrease 7 8 3 0 5 1 24 
No change 4 7 2 0 8 1 22 

No information 23 10 0 ЗА 2 18 87 



Number of countries Rural population 
(thousands) 

Total Reporting 

BY WHO REGION 

Africa A4 23 52 
Americas ЗА 26 76 
South-East Asia 11 11 100 
Europe 
Eastern Mediterranean 

34 
23 

34 
23 

100 
100 

Western Pacific 20 6 30 

Total 
In 

reporting 
countries 

BY LEVEL OF DEVELOPMENT 

Least developed Al 25 
Other developing 87 64 
Industrialized 38 ЗА 

TOTAL 166 123 

73.6 
89.5 

74.1 

338 607 144 656 Wl. 
198 311 131 A 52 66. 
932 382 932 382 100. 
265 549 265 549 100. 
207 732 207 732 100. 
019 35A 95 A32 9. 

337 535 265 777 78. 
286 102 1 268 030 55. 
338 298 243 395 71. 

961 935 1 777 202 60. 

Percentage distribution (rural population) according with safe 

Total 20-39 40-59 60-79 80 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

00Z 
002 

57, 
33. 
0. 
0. 
0. 
90. 

18. 
7. 
0. 
0. 

1 2 . 

35 
9% 
92 
11 
4X 
92 
4Z 

,2X 
,92 
,02 
.62 
JX 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

100Ï 21.3X 15. IX 33.AX 2.42 27. .92 O.OX 
100* 4A.5X 2.2X 13.8Z 3.72 7. .51 28.2X 
1002 28. IX o.ox O.OX O.OX 3. ,7X 68.2X 

TOTAL 100X 40.02 .AX 1A.5X 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 

South-East Eastern Western Africa Americas Europe Total Asia Mediterranean Pacific 

Increase 15 13 9 0 11 1 A9 
Decrease 6 7 0 0 A 0 17 
No change 2 4 2 0 6 0 14 

No information 21 10 0 34 2 19 86 



Part 1. Countries reporting and population covered 

Number of countries Urban population 
(thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

4A 
34 
11 
34 
23 
20 

Al 
87 
38 

18 
26 
11 
34 
23 

25 
60 
ЗА 

40.9 
76.5 

100 
100 
100 
35 

69.0 
89.5 

135 
A87 
300 
566 
1A7 
409 

126 
652 

137 32 188 23. 
347 280 530 57. 
476 
997 

300 
566 

476 
997 

100. 

945 147 9A5 
1UU . 
100. 

250 59 523 1A. 

935 53 795 79. 
79A 788 213 70. 
423 5A5 651 64. 

TOTAL 387 658 

Percentage distribution (urban population) according to coverage with 
adequate sanitary facilities 

Total < 20 20-39 40-59 60-79 80 

BY WHO 

South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

1002 
1002 
100Z 
100Z 
100Z 
100Z 

1.8Z 
0.0Z 
0.0X 
0.0X 
1.8X 
0.0Z 

61 
9X 
82 
OX 
02 
02 

68 

3Z 
,8X 
,61 
,0X 
12 
0Z 

25 

12 

3X 10. 
21 5. 
2Z 8. 
91 
AZ 
6Z 

98, 
58. 
8 

BY LEVEL OF DEVELOPMENT 

Least developed 100Z 20. BX 
Other developing 100Z 30. ,0X 
Industrialized 1002 36. ,0X 

OX 33. .11 17.AX 5.7X 18. 3Z 
21 13. .9X 23. OX 15.OX 17. IX 
02 0. .OX O.OX 1.3Ï 62. 7X 

TOTAL 100Z 32.2Z .21 8.8Z 13.3X 9.OX 36.5X 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 

South-East Eastern Western Africa Americas Europe Total Asia Mediterranean Pacific 

No information 29 9 3 34 3 19 
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TABLE 6. COVERAGE WITH ADEQUATE SANITARY FACILITIES 
(GLOBAL INDICATOR NO. 7) 

Part Countries reporting and population covered 

Number of countries Rural population 
(thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa A4 18 40 
Americas 34 25 73 
South-East Asia 11 11 100 
Europe 34 34 100 
Eastern Mediterranean 23 21 91 
Western Pacific 20 5 25 

BY LEVEL OF DEVELOPMENT 

Least developed 41 22 53 
Other developing 87 59 67 
Industrialized 38 33 86 

TOTAL 166 11A 68 

338 607 118 188 34 
198 311 125 232 63 
932 382 932 382 100 
265 549 265 549 100 
207 732 189 901 91 
019 35A 59 7A9 5 

337 
286 
338 

535 
102 

237 
1 216 
237 

2 1 1 
640 
150 

70. 
53. 
70. 

2 961 935 691 001 57. 

Part 2. Percentage distribution (rural population) according to 
adequate sanitary facilities 

with 

Total No 20-39 AO-59 60-79 80 

BY WHO REGION 

Africa 100Z 65. .IX 
Americas 100Z 36. .9% 
South-East Asia 100% G, .02 
Europe 100Z 0. .ox 
Eastern Mediterranean 100Z 8. .6% 
Western Pacific 100X 94, .11 

BY LEVEL OF DEVELOPMENT 

Least developed 100% 29. .7% 
Other developing 100% A6. 
Industrialized 1002 29. .9% 

TOTAL 100X 42, .9% 

50.5% 
35.8% 
0.0% 

33.42 

,3% 
.51 
,0Z 

,8% 
,0X 

.8X 

.21 

.0Z 

.6Z 

3.4% 
5.4X 
6.0Z 
A.7Z 
3.5% 
0.0Z 

3.5% 
3.2Z 
3.7% 

3.3% 

5.5Z 
0.5Z 
0.02 
0.0Z 
15.5Z 
A.AX 

5.5X 
3.4Z 
0.0X 
• 3X 

0.3X 
2 . 1 2 
0.9Z 
95.3X 
0.9Z 
1.AZ 

0.1X 
2.6X 

66.4X 

9.6X 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 

South-East Eastern Western Africa Americas Europe Total Asia Mediterranean Pacific 

Increase 9 14 6 0 5 0 34 
Decrease 3 6 0 0 4 0 13 
No change 3 3 2 0 7 0 15 

No information 29 11 3 34 7 20 10A 



TABLE 7. FULL I№WNIZATION OF INFANTS - DPT (3 DOSES) (GLOBAL INDICATOR NO. 7) 

Countries reporting and population 

Surviving to one Number of countries (thousands) 

In 
Total Reporting 1 Total reporting 

countries 

BY WHO REGION 

Africa 44 
Americas 34 
South-East Asia 11 
Europe 34 
Eastern Mediterranean 23 
Western Pacific 20 

A3 
33 
11 
33 
23 
18 

97 
97 

100 
97 

100 
90 

20 248 
16 66A 

18 
12 

967 
885 

93. 
77. 

36 311 36 311 100. 
13 560 13 560 100. 
13 480 13 480 100. 
27 590 27 032 98. 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

Al 
87 
38 

41 
84 
36 

100.0 
96.6 
94.7 

16 
97 
U 

232 
130 
491 

232 
766 
237 

100.0 
9A.5 
98.2 

TOTAL 166 161 97. 122 23A 95.6 

Part 2. Percentage distribution (surviving to one year) according to coverage -
full DPT immunization 

Total 20-39 40-59 60-79 80 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

00Z 
00Z 
00Z 
002 
00X 
002 

6.3X 
22. 
0. 
0. 
0. 

11. 

0. 
2 , 
0. 

9 % A O , .91 
OX 2 . . 8 2 

A X 3 . . A X 

OX 0 , . 0 2 

21 1 A , • 7 Ï 

0% 0 , . O X 

43. 
5. 
0, 
0, 
0, 

6% 21. ,12 A. ,21 
42 21. ,7X 7. 3Z 
72 79. .51 0. .OX 
61 54. ex A4. .71 
OX 58. ,31 24, ,7X 
52 88. OX 9. .AX 

BY LEVEL OF DEVELOPMENT 

1002 
100X 
1002 

.OX 
• 5X 
.81 

A 6 . 

0. 
29. 14. 

9. 
0. 

,9Z 
,5X 
,3Z 

IX 
AX 
51 

TOTAL 100Z 



Number of countries Surviving to one year 
(thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

11 
ЗА 
23 
20 

Al 
ЗА 
10 
32 
23 
18 

93 
100 
90 
94 

100 
90 

20 248 18 285 90. 
16 66A 
36 311 

16 
35 

664 100. 
676 98. 

13 560 13 559 100. 
13 480 13 480 100. 
27 590 27 235 98. 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

TOTAL 

41 
87 
38 

166 

39 
84 
35 

95.1 
96.6 
92.1 

95.2 

16 
97 
14 

127 

232 15 291 94 
130 95 170 98 
491 1A 439 99 

852 12« 900 97. 

Part Percentage distribution (surviving to 
full measles immunization 

according 

Total < 20 20-39 40-59 60-79 80 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

100X 
100% 
100Ï 
100Z 
100X 
1002 

9.7Z 
0.0X 
1.7X 
0.0X 
0.0X 
1.3X 

1A.0Z 
0. 
1A. 

31.2Z 
9.02 
5.8Z 
A. 7% 
,7X 
.52 

14. 
0. 

25. AX 
55. 
77. 
2 0 . 
31. 
0. 

.31 

.ex 

.21 

.AX 
• 3X 
.5X 

6.3X 
30.8X 
0.0X 
27. IX 
19. 3X 
3.7X 

BY LEVEL OF DEVELOPMENT 

1002 
100Z 
100X 

• 8X 
• OX 
AX 

52. 11 ] L9.3X 11. .71 5. ,9X 5.2X 
OZ 9.2Z 47 .71 31. .72 9.AZ 
OZ 4.4Z 9 .ex 59, .8Z 25.7% 

TOTAL 100X 2.3X 6.6X 9.9Z 38.8Z 31.6% 10.7Z 



Countries reporting and population 

Number of countries Surviving 
(thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

AA 
34 
11 
ЗА 
23 
20 

Al 
87 
38 

Al 93. 
33 97. 
11 100. 
33 
23 
18 

97. 
100. 
90. 

40 97. 
83 95. 
36 94. 

20 248 18 
16 664 12 
36 311 36 
13 560 13 
13 480 13 
27 590 27 

16 232 15 
97 130 91 
14 491 1A 

285 

311 
560 

032 

926 
390 
237 

90 
77 

100 
100 
100 
98 

98. 
94. 
98. 

TOTAL 166 159 95.8 127 852 121 552 95. 

Part 2. Percentage distribution (surviving to one year) according 
full poliomyelitis inxnunization 

Total No data < 20 20-39 厶0-59 60-79 80 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

100Z 
100Z 
100Z 
100Z 
100Z 
100Z 

100Z 
100Z 
100Z 

9. 
22. 

.92 
• 9X 
• 8X 

1A 
14 

52 
0. 

39. 12.21 
1.U1 
5.7X 
0.0Z 
0.0X 
0.5X 

19. 
6. 

79. 
1 0 . 
58. 
87. 

1Z 20. .8X 1A.7Z 8.12 
5X 7. AX 3.6Z 68.0Z 
0Z 0. .01 o.oz 0.9Z 

92 
22 
21 
IX 
7X 
6X 

2.AZ 
1A.5X 
97. AX 

TOTAL 100Z • 9X 7.OX • 3Z .6X 52.8Z 22.4Z 
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TABLE 10. FULL IhMUNIZATION OF INFANTS - BCG (GLOBAL INDICATOR NO. 7) 

Part 1. Countries reporting and population covered 

Number of countries Surviving 
(thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa AA Al 93. 
Americas ЗА 25 73. 
South-East Asia 11 11 100. 
Europe 
Eesteirn Mediterrâneati 

ЗА 
23 

24 
18 

70. 
78 

Western Pacific 20 18 90. 

BY LEVEL OF DEVELOPMENT 

Least developed Al 40 97. 
Other developing 87 71 81. 
Industrialized 38 26 68. 

20 
16 
36 
13 
13 
27 

16 
97 
1A 

248 18 285 
664 12 2A2 73. 
311 36 311 100. 
560 12 527 92. 
A80 13 143 97. 
590 27 032 98. 

232 15 926 98. 
130 90 797 93. 
491 12 817 88. 

TOTAL 166 137 82. 127 852 119 5A0 93. 

Part 2. Percentage distribution (surviving to one year) according to coverage -
full BCG imnunization 

Total < 20 40-59 60-79 80 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

00Z 
00Z 
00Z 

9. 
26. 
0. 
7. 
2 . 
2 . 

IX 
01 
kX 
8X 

ox 
ox 

33. 6Z 
3.62 
0.1X 
19.6Z 
9.3X 
0.2X 

1A 

0 
22 
0 

14, 
46. 
85, 
i, 
AA 
7, 

2A.8X 
20. 7X 
0.0Z 
69. 7X 
2 1 . 0 2 
90.3Z 

BY LEVEL OF DEVELOPMENT 

Least developed 1002 1.92 29.4Z 21.6X 19.22 16.IX 11.8Z 
Other developing 1002 6.5X o.ox 6.8Z A.6X 48.5Z 33.62 
Industrialized 100X 11.6X 1.7X 8.92 0.02 1.2Z 76.6X 

TOTAL 100X 6.5% .9% 8.9Z 5.9X 39.0Z 35.7X 



BY WHO REGION 

South-East Asia 11 
Europe 34 
Eastern Mediterranean 23 
Western Pacific 20 

ЗА 
19 
9 

18 
11 

39 
13 
15 
29 

165 
113 
171 

18 
10 
38 

613 
282 
416 

15 Oil 98 
2 724 9 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

Al 
87 
38 

37 
5A 
0 

90. 
62. 
0. 

17 
100 
17 

712 
345 
A0A 

17 
67 

213 
832 

97.2 
67.6 

TOTAL 135 461 85 0A5 62. 

Part Percentage distribution (pregnant women) according to 

Total < 20 20-39 40-59 60-79 80 

BY WHO REGION 

South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

100Z 
100X 
100Z 
1002 
100Z 
100Z 

15. 
36. 
1. 

90 

45. 
16. 
13. 
0. 
A7. 
0. 

19.0Z 
4.AX 
19. IX 
0.0X 

A1.2X 
1.6Z 

17. 
17. 
65. 
0. 
9. 
6 . 

25 
7X 
IX 
0Z 
OX 
4Z 
5Z 

2Z 
,1X 
,0X 

.01 
ox 

BY LEVEL OF DEVELOPMENT 

100X 
100Z 
100Z 

32 
100 

8Z 
AX 
OX 

,5X 
OX 
OX 

13.5X 
16.7X 
0.0X 

13. 
33. 

.71 

.8X 

.OX 

.21 

.21 

.OX 

TOTAL 100Z 37. 18.62 14.IX 26.21 0.ZX 



Part 1. Countries reporting and population covered 

Number of countries Population (thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

TOTAL 

A4 
34 
11 
ЗА 
23 
20 

Al 
87 
38 

2A 5A. 
21 61. 
10 90. 
31 91. 
22 95. 
16 80. 

27 65. 
63 72. 
ЗА 89. 

473 
685 
232 
832 
355 
428 

A05 
412 
190 

7 “ 
658 
546 
677 
604 

470 
896 
721 

087 

179 884 38 0 
199 260 29 1 
215 070 98 6 
766 931 92 1 
355 305 99 9 
258 163 18 1 

318 
774 859 

665 

974 613 

78.A 
52.0 
7A.0 

59.4 

Percentage distribution (population) according to 

Total < 20 20-39 40-59 60-79 80 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

100X 
100X 
1002 
100X 
100* 
100X 

62. 
70. 

0, 
81. 

8Z 
.OX 
. 0 2 
OX 

.ox 
,ox 

10. 
0. 
3. 
0. 
6. 

0, 

1A. 
1. 
u, 
0. 

21. 
0. 

26 
72 
92 
70 
17 

0Z 
3X 
6X 
IX 
ZX 
8% 

BY LEVEL OF DEVELOPMENT 

developed 100Z 21. ,6Z 
developing 100Z 48. .OX 
•rialized 100X 26. .ox 

.71 
• 3X 
.OX 

27. 
0, 
0, 

1 1 . 
8. 

0. 
.21 

.OX 

. 0 1 

TOTAL 100X A0.6X 0.3X .8Z .AX 6.7X A7.2X 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 



1. Countries reporting and population 

Number of countries Urban population 
(thousands) 

Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

4
 A

 1

 A

 3

 о
 

4
 3

 1
3

 2

 2
 

7 20 
3 
30 

27 
88 

18 
9 

78 
U5 

135 
487 
300 
566 
147 

137 
3A7 
A76 
997 
9A5 
250 

7 
219 
A90 
136 
1A0 

AA8 
640 
313 
6A3 
757 
312 

BY LEVEL OF DEVELOPMENT 

Least developed 41 
Other developing 87 
Industrialized 38 

31 
32 

12. 
35. 
84. 

1 126 
852 

935 
79« 
423 

412 
576 

934 
591 
590 

8.7 
36.6 
67.6 

TOTAL 0A7 152 995 115 A8.6 

Percentage distribution (urban population) according 

Total 20-39 40-59 60-79 80 

BY VJHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

100X 
100Z 
100Z 
100X 
100X 
1002 

99. 
98. 
27. 
13. 
7. 
65. 

,0X 
.OX 
.01 

,ox 
,ox 
.ox 

BY LEVEL OF DEVELOPMENT 

1002 
100Z 
100Z 

91. 
63. 
32. 

• 0Z 
• OX 
• OX 

• 3X 
.0% 
.OX 

OX 
0Z 
OX 

1.4X 
36.6X 
67.6Z 

TOTAL 100X 51.4X • OX 0.1X 0.1Z 48.42 
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TABLE 14. COVERAGE BY LOCAL CARE WITHIN ONE HOUR'S TRAVEL 
(GLOBAL INDICATOR NO. 7) 

Part Countries reporting population 

Number of countries Rural population 
(thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa AA 
Americas ЗА 7 20. 
South-East Asia 11 3 27. 
Europe 34 30 88. 
Eastern Mediterranean 23 17 73. 
Western Pacific 20 9 A5. 

338 
198 
932 
265 
207 
019 

607 
311 
382 
549 
732 
354 

237 
103 
46 

616 
280 
237 
378 
595 
162 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

Al 
87 
38 

30 
32 

12. 
ЗА. 
84. 

337 
286 
338 

535 
102 
298 

16 
738 
240 

140 
831 
295 

32.3 
71.0 

TOTAL 166 67 AO. 961 935 997 267 33.7 

Part Percentage distribution (rural population) according to 
local care 

Total < 20 20-39 40-59 60-79 80 

BY WHO REGION 

Africa 100Z 99. ,8Z 
Americas 100% 98. ,3Z 
South-East Asia 100% 35. .OZ 
Europe 100X 10. 
Eastern Mediterranean 100Z 50. 
Western Pacific 100X 95. ,5X 

BY LEVEL OF DEVELOPMENT 

Least developed 100Z 94. .6% 
Other developing 100X 67. ,71 
Industrialized 100Z 29. .01 

OX 
02 
OX 
OX 
21 
OX 

AX 
.OX 
.OX 

OX 
oz 
02 
OX 
OX 
oz 

.02 

.0Z 

.0% 

0 
17 

6X 
IX 
01 

AX 
.21 
.01 

0 . 2 * 
1.7X 

65.OX 
89.AZ 
26.6Z 
A.51 

0.0X 
31.0* 
71.OX 

TOTAL 100X 66.3Z 0.2X .OX .21 0.2Z 32.0Z 



Mediterranean 
Pacific 

44 30 68. 
34 26 76. 
11 10 90. 
34 23 67. 
23 
20 

21 
15 

91. 
75. 

21 
16 
39 
13 
15 
29 

907 
165 
113 
171 
206 
899 

13 306 
14 943 
39 104 
9 230 
051 
181 

13 

60. 
92. 

100. 
70. 
85. 
17. 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

TOTAL 

Al 
87 
38 

166 

31 
66 
28 

125 

75.6 
75.9 
73.7 

75.3 

17 
100 
17 

135 461 

712 
345 
404 

14 
65 
1A 

371 
A90 
954 

81.1 
65.3 
85.9 

9A 815 70.0 

Part 2. Percentage distribution (pregnant women) according to 
by trained personnel 

Total No < 20 20-39 办0-59 60-79 80 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

100Z 
100X 
100Z 
100Z 
1002 
1002 

39. 
7. 
0, 
29. 

82. 

82 
8X 
,5X 
02 
,8X 
’0X 

10. 

0_ 
0, 
0. 

22 0 

7X 
12 
71 
0Z 
21 
OX 

29. 
59. 

15. 
29. 
1. 
70, 
6. 
15. 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

TOTAL 

100X 
100Z 
100Z 

100Z 

18. 
ЗА. 
14. 

38. 

30.0Z 

62 
.3* 
.OX 

• 3Z 

1 1 . 
ЗА. 

9. 
23. 

.32 26.7X 18.4X 

13. 
6 . 
85. 

17. 

Comparison monitoring (1988) and evaluation (1985) 

countries 

Africa South-East Europe Total Mediterranean Pacific 

8 
3 
6 
17 

15 

17 

10 
0 

10 

36 
18 
AO 
72 
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Part 1. Countries reporting and population covered 

Number of countries Pregnant women (thousands) 

In 
Total Reporting Z Total reporting % 

countries 

BY WHO REGION 



BY WHO REGION 

Africa 100X 
Americas 100Z 
South-East Asia 1002 
Europe 100Z 
Eastern Mediterranean 1002 
Western Pacific 100Z 

BY LEVEL OF DEVELOPMENT 

Least developed 100Z 
Other developing 100Z 
Industrialized 100Z 

TOTAL 100Z 

BY WHO REGION 

Africa 

Pacific 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

TOTAL 

A
 A

 1

 4

 3

 о
 

4
 3

 1
3

 2

 2
 

Al 
87 
38 

166 

Part 2. Percentage distribution (pregnant women) according 
by trained personnel 

Total No data < 20 20-39 40-59 60-79 80 

Part 1. Countries reporting and population covered 

Number of countries Pregnant women (thousands) 

In 
Total Reporting X Total reporting 

countries 



Countries reporting population 

Number countries (thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

44 
34 
11 
ЗА 
23 
20 

21 47 
2A 70 
8 72 
21 61 
15 65 
13 65 

21 
16 
39 
13 
15 
29 

7
 5

 3

 1
6
 

о
 6

 1

 7

 о
 

9
 1
1
1
2
 

12 A70 
781 

33 
469 

12 

56 
23 
86 
6A 
79 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

TOTAL 

41 
87 
38 

166 

18 
60 
24 

102 

A3.9 
69.0 
63.2 

17 
100 
17 

135 461 

712 
345 
404 

496 
861 
275 

A2.3 
57.7 
59.0 

75 632 55.8 

Part 2. Percentage distribution (newborns) according to coverage - attendance 
by trained personnel 

Total No data < 20 20-39 AO-59 60-79 80 + 

BY WHO REGION 

South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

100Z 
100Z 
100Z 
100Z 
100Z 
100Z 

A3. 
76. 
13. 
35. 
2 0 . 
83. 

8.7X 
0.0Z 
0.0Z 
0.0Z 
1.1Z 
0.0X 

7. 
8. 

65. 
0. 
34. 

21 
1% 
IX 
02 
ox 
02 

8X 
4Z 
IX 
OX 
5X 
6X 

34. 

64 
17 
15 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industriali zed 

100X 
100X 
100* 

57, 
A 2 . 
Al. 

10.8X 
0.2Z 
0.0Z 

7. 
32. 

.82 

.21 

.01 

13. 9. 
1A. 
59. 

TOTAL 100Z • 5X .0% .82 19.5Z 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 

South-East Eastern Western Africa Americas Europe Total Asia Mediterranean Pacific 

7 A 2 3 6 0 22 
4 1 1 1 0 A 11 
1 10 1 12 6 U 34 

32 19 7 18 11 12 99 



Part 1. Countries reporting and population covered 

Number of countries Newborns (thousands) 

In 
Total Reporting X Total reporting 

countries 

BY WHO REGION 

Africa 
Americas 

A4 
34 

23 
31 

52. 
91. 

South-East Asia 11 8 72. 
Europe ЗА 33 97. 
Eastern Mediterranean 23 22 95. 
Western Pacific 20 19 95. 

21 907 13 139 60 
16 165 
39 113 

15 
38 

806 
345 

97 
98 

13 171 13 170 100 
15 206 1A 857 97 
29 899 29 581 98 

BY LEVEL OF DEVELOPMENT 

Least developed Al 24 58.5 17 712 11 
Other developing 87 75 86.2 100 345 95 
Industrialized 38 37 97.4 17 404 17 

913 
583 
404 

67.3 
95.3 

100.0 

TOTAL 166 136 81.9 135 461 124 900 92. 

Part 2. Percentage distribution (newborns) according to birth weights of at 
least 2500 g 

Total No data < 80 80-8A 85-89 90-94 95 + 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

100X 
100X 
1002 
100X 
100X 
100X 

AO.OX 
Z.2X 
2.01 
0.0X 
2.32 
1.1Z 

2.0Z 
0.0X 
78.3X 
0.0X 

34.3Z 
0.5Z 

23.21 
5.4X 
3.1X 
.OX 
.8Z 
.21 

0. 
13. 

18.83； 
18. 

0. 
12 
0 

9.22 
74. IX 
15. IX 
92.82 
33. OX 
82.0Z 

6.8X 
0.0X 
1.6Z 
7.2X 
13.22 
2.7X 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

100X 
100X 
100Z 

72 25.42 10.9Z 25.8X 
71 31.82 9.92 A.5Z 
OX O.OX O.OX O.OX 

z
 X

 X
 

1
2
 5
 

5
 4

 4
 

4.
 9
 

o.oz 
A.9Z 
5.5Z 

TOTAL 100Z .82 26.9Z .71 6.7Z .51 .31 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 

South-East Africa Americas Europe 



BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

44 
ЗА 
11 
34 
23 
20 

16 
27 

16 
8 

21 
16 
39 
13 
15 
29 

907 
165 
113 
171 
206 
877 

10 

829 
697 
98 
463 
138 

1 
0 

68 
13 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

TOTAL 

Al 
87 
38 

166 

12 
56 

71 

29. 6A. 17 
100 
17 

135 

703 
332 
404 

1 570 
31 798 

149 

8.9 
31.7 
0.9 

33 517 24. 

Part 2. Percentage distribution (newborns) according to level of reference 

Total No data < 65 65-7厶 75-84 85-94 95 + 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

BY LEVEL OF DEVELOPMENT 

00Z 
002 

57, 
A5. 
98. 
99. 
31. 
86, 

0. “, 
0, 0. 
37, 
13. 

AZ 
3X 
OX 
OZ 
OZ OZ 

ЗА. 
6 0 0 

21 0 

.UX 

.21 

.21 • OX 

.32 .0Z 

.0Z .0Z 

.6* 

.0Z 

.IX 

.22 

100X 
100Z 
100Z 

91. 
68. 
99. 

0Z 
31 
ox 

1.9Z 0.6X 
0.0Z 

• 5X 
.51 

.51 

0.SZ 
5.21 0.0X 

.0* 
ЛХ • 3X 

TOTAL 100Z 75.3Z 12.6X 0.7Z 6.7X • 9X 0.8X 



Number of countries Live births (thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

BY LEVEL OF DEVELOPMENT 

4
 A

 1

 4

 3

 о
 

4
 3

 1
3

 2

 2
 

36 81 
ЗА 100 
11 100 
31 91 
22 95 
18 90 

21 907 13 468 61 
16 165 16 165 100 
39 113 39 113 100 
13 171 13 096 99 
15 
29 

206 
899 

15 
29 

189 
575 

99 
98 

Least developed 41 36 87.8 17 712 17 525 98 
Other developing 87 81 93.1 100 345 91 750 91 
Industrialized 38 35 92.1 17 A04 17 329 99 

TOTAL 166 152 91.6 135 461 126 605 93. 

Percentage distribution (population at risk) according to infant 
mortality rate 

Total < 50 50-99 100-149 150-199 200 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

38. 
0. 
0. 

0. 
6 2 . 
8. 

88. 

2 0 . 
91. 

6
 4

 7

 1
2

 6
 

3
 7

 1
6
 

Al. • OX 
.oz 
.ox 
.ox 
• ox 
.ox 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

100Z 
1002 
100Z 

6. 
36. 
99. 

50 
8X 
3Z 
,02 

• 5X 
.11 
.OX 

17, 
0, 
0. 

.71 
,0X 
OX 

TOTAL 100Z 6.5X 41.OX 37.AX 12.OX .6Z 0.5X 



Number of countries (thousands) 

A42/4 
Annex 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa A4 20 45. 
Americas ЗА 32 9A. 
South-East Asia 11 6 54. 
Europe 
Eastern Mediterranean 

ЗА 
23 

27 
21 

79. 
91. 

Western Pacific 20 16 80. 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

Al 
87 
38 

23 
68 
31 

56. 
78. 
81. 

TOTAL 166 122 73. 

234 
339 
631 
401 
182 
729 

561 
686 
859 
966 
A 58 
215 

56 857 2Л 
339 509 99 
565 897 89 
249 184 62 
123 758 67 
723 262 99 

2 519 7A5 

203 227 83 497 Al.l 
740 АА2 1 551 676 89.2 
576 076 423 29А 73.5 

81. 

Percentage distribution (population at risk) according to life expectancy 

BY WHO REGION 

60 

Africa 100X 75. 
Americas 100Z 0. 
South-East Asia 100X 10. 
Europe 10OX 38. 
Eastern Mediterranean 100X 32. 
Western Pacific 100X 0, 

8Z 24, ,oz 0, .22 
1Z 6 .21 93. .8Z 
4Z 79 .21 10, ,3X 0% 0 .OZ 62. .0X 
21 30 .OX 37, .8X 8Z 0 .3Z 98, .9Z 

BY LEVEL OF DEVELOPMENT 

Least developed 100X 58. ,9X 31.4Z 9. ,6% 
Other developing 100Z 10. ,8X 32. 8X 56. 
Industrialized 1002 26. ,5Z O.OZ 73. ,5X 

TOTAL 100X 18. ,3X 25.2X 56. .5% 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 

South-East Africa Americas Europe Eastern Western 
Mediterranean Pacific Total 

14 24 15 
1 

No information 

11 
0 
5 

89 
9 

18 

Total ЗА 11 23 20 166 



Number of countries Females (thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa A4 20 45 
Americas 34 32 94 
South-East Asia 11 6 5A 
Europe ЗА 27 79 
Eastern Mediterranean 23 21 91 
Western Pacific 20 16 80 

BY LEVEL OF DEVELOPMENT 

Least developed Al 23 56 
Other developing 87 68 78 
Industrialized 38 31 81 

TOTAL 166 122 73 

239 
345 
600 
A30 
173 
699 

202 
672 
614 

183 
972 
999 
580 
219 
389 

2A3 
A54 
64 5 

58 
3A5 
538 
259 
119 
693 

85 
486 
AA3 

168 
794 
830 
863 
549 
550 

6
 о

 8
 

1
1
2
 

1
7
 9
 

24 
99 
89 
60 
69 
99 

42.1 
88.9 
72.2 

015 755 81.0 

Part 2. Percentage distribution (population at risk) according to life expectancy 

BY WHO REGION 

Africa 100Z 75 11 23. 8X 0.5Z 
Americas 100% 0 IX 1.9Z 98. IX 
South-East Asia 100Z 10 32 64. AZ 25.21 
Europe 100X 39 6Z O.OX 60.4Z 
Eastern Mediterraneai 100X 31 OZ 15.8X 53.2Z 
Western Pacific 100X 0 8Z 0.3Ï 98. 9Z 

BY LEVEL OF DEVELOPMENT 

Least developed 100X 57. .9% 32, .01 10.1Z 
Other developing 100X 11. ,12 .81 6A.1Z 
Industrialized 100Z 27. ,8Z 0. ,0X 72.2X 

TOTAL 100% .OX • 3Z .7% 

Part 3. Comparison between monitoring (1988) and evaluation (1985) 

Number of countries 

South-East Eastern Western Africa Americas Europe Total Asia Mediterranean Pacific 

Increase 12 27 5 23 17 9 93 
Decrease 2 0 0 4 0 2 8 
No change 4 2 0 0 A 5 15 

No information 26 5 6 7 2 A 50 



Countries reporting and population 

Number of countries Adult (thousands) 

Total Reporting 
In 

reporting 
countries 

BY WHO REGION 

Africa A4 18 40. 
Americas 34 20 58. 
South-East Asia 11 9 81. 
Europe 34 21 61. 
Eastern Mediterranean 23 23 100. 
Western Pacific 20 6 30. 

BY LEVEL OF DEVELOPMENT 

Least developed Al 19 46. 
Other developing 87 54 62. 
Industrialized 38 24 63. 

TOTAL 166 97 58. 

126 563 50 972 AO. 
230 806 201 525 87. 
387 553 357 655 92. 
311 075 208 A15 67. 
102 565 102 565 100. 
508 307 53 827 10. 

111 814 43 692 39. 
105 750 578 651 52. 
4A9 306 

666 870 

352 618 

974 960 

78. 

58. 

Percentage distribution (adult according to 

20-39 40-59 6 0 -

BY WHO REGION 

Africa 100X 59.7X 2.0Z 25.0Z 
Americas 100X 12.73： 0.0X 0.8Z 
South-East Asia 100Z 7.71 0.0Z 66.82 
Europe 100Z 33.0Z 0.0X 0.0Z 
Eastern Mediterranean 100X 0.0Z 1.6Z 46.2Z 
Western Pacific 100Z 89.AZ 0.0X 0.0X 

51 
OX 
11 
01 
91 
62 

BY LEVEL OF DEVELOPMENT 

100X 
100Z 
100Z 

6 0 . 
A7. 
21. 

ÔZ 11, .6Z 13.2Z 10.6X 
02 29, 3.7Z 19.1X 
0% 0. .02 O.OX 78.51 

TOTAL 100Z A1.5Z 0.3X 20.4Z .32 3A.5Z 



Number of countries Adult females (thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa AA 17 38. 
Americas ЗА 20 58. 
South-East Asia 11 9 81. 
Europe 34 21 61. 
Eastern Mediterranean 23 23 100. 
Western Pacific 20 6 30. 

BY LEVEL OF DEVELOPMENT 

Least developed Al 19 46. 
Other developing 87 53 60. 
Industrialized 38 24 63. 

129 
238 
370 
327 
97 
489 

111 
1 06A 
A75 

082 
013 
230 
182 
657 
733 

529 
580 

A9 
208 
3A2 
221 
97 
56 

A4 
556 
374 

206 38 
531 87 
22A 92 
26A 67 
657 100 
582 11 

383 
753 
326 

39.7 
52.3 
78.7 

TOTAL 166 96 57.8 651 897 975 463 

Part 2. Percentage distribution (adult females) according to literacy rate 

Total No data < 20 20-39 办0-59 60-79 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

00X 00Z 002 
00Z 00X 00X 

61.9Z 23.8X 
12 ЛХ 0.0X 
7.6Z 66.71 
32.AZ 0.0X 
0.0% 52.7X 88.AZ 0.0X 

9.22 0.8Z 0.0Z 0.0Z 
36.OX 0.0Z 

3.0X 2.ZX 
2.8X 8A.0X 
14.5X 11.3X 
O.OX 67.6X A.9X 6.AZ 0.0X 11.6% 

BY LEVEL OF DEVELOPMENT 

Least developed 100X 60 .3Z 21. .71 6.AZ 0.7X 10 .9% 
Other developing 100X A7 .72 28. ,6X 3.9Z 6.4X 13. .3Z 
Industrialized 100Z 21 .3Z 0. ,0X O.OX O.OX 78. .7X 

TOTAL 1002 AO.9% 19.9Z 3.02 .22 32.0Z 



TABLE 25. GNP PER CAPITA (US$) (GLOBAL INDICATOR NO. 12) 

Countries reporting population 

Number of countries Population (thousands) 

Total Reporting Total 
In 

reporting 
countries 

BY WHO REGION 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

BY LEVEL OF DEVELOPMENT 

Least developed 
Other developing 
Industrialized 

TOTAL 

AA 
ЗА 
11 
ЗА 
23 
20 

Al 
87 
38 

27 61.4 473 
32 94.1 685 
10 90.9 1 232 
24 70.6 832 
23 100.0 355 
19 95.0 1 428 

ЗА 
7А 
27 

82.9 
85.1 
71.1 

81.3 

405 
412 
190 

744 
658 

546 
677 

470 
896 
721 

087 

211 81A 44. 
649 713 94. 
211 469 98. 
483 832 58. 
355 677 100. 
A20 921 99. 

354 119 87. 
163 170 92. 
816 137 68. 

333 426 86.5 

Part 2. Percentage distribution (population) according to GNP per capita 
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ANNEX 3 

ANALYSIS OF SELECTED GLOBAL INDICATORS FOR THE LEAST DEVELOPED COUNTRIES 

While most countries have benefited from the health-for-all movement, some have 
shown little progress and a few may have even slipped further down the scale of 
development. In May 1988 the Forty-first World Health Assembly, in resolution WHA41.34, 
called on the international community to take unprecedented measures to support the least 
developed countries committed to improving the health of their people in line with the 
policy of health for all. It also urged the Executive Board to intensify its monitoring 
and evaluation of the Global Strategy for Health for All, paying particular attention to 
supporting countries in the strengthening of integrated approaches and to international 
support to the least developed countries. 

The following analysis of information on selected indicators constitutes an initial 
step towards strengthening the monitoring of the health status and progress towards 
health for all in the 40 least developed countries. An in-depth analysis of the 
information provided by countries on progress in implementing their national strategies 
for health for all facilitated consultations with these countries and the international 
community, in order to outline the practical steps required to intensify action in 
support of national health development efforts. It will be necessary to monitor and 
evaluate the outcome of these efforts. 

The list of "least developed countries" is 
organizations of the United Nations system, since 
explicitly by the United Nations General Assembly 

used uniformly among the 
these countries were thus designated 



TABLE 1. ADULT LITERACY, GNP PER CAPITA, INFANT MORTALITY, AND LIFE EXPECTANCY 

Adult literacy Infant Life expectancy 
Population rate (%) GNP mortality at birth (years) 

Country or area (in thousands) per capita per 1000 
(US$) live births 

Males Females Males Females 

Afghanistan 
Bangladesh 
Benin 
Bhutan 
Botswana 
Burkina Faso 
Burma 
Burundi 
Cape Verde 
Central African Republic 
Chad 

OS 
Yemen 

Djibouti 
Equatorial Guinea 
Ethiopia 
Gambia 
Guinea 
Guinea-Bissau 
Haiti 
Kiribati 

's Democratic Republic 

and Principe 

Sudan 
Togo 
Uganda 
United Republic of 
Vanuatu 

14 
106 

1 
8 
39 

709 
702 
309 
419 
157 
305 
141 
002 

3A8 
703 
268 
A72 
269 
372 
A10 

50.0 

43 

14 
17 

6 

6 

789 
380 
925 
146 

66 

779 
628 

627 
195 
569 
86A 

A55 

6 
23 

16 
24 

529 
165 
103 
8A9 
865 
128 

1A8 

599 
488 
151 
309 

56. 
59. 
ЗА. 

2 0 . 0 

AO.O 

50. 
52. 

51.8 

61.0 

32. 
18. 

47. 

1 0 . 0 

Al. 
25. 
14. 

20 .0 

35.0 

о
 1
 

5
 3
 

18.0 

33.0 

25. 

20 

205 
147 
349 
110 

1 500 
200 

239 
240 

158.0 
300.0 
A30.0 
276.0 

320 
200 

330 
324 
202 

«00 

170 
3A8 
170 
235 
105 

A2.0 

250 
301 
299 

300 
270 
105 

164 
270 
115 
520 

182.0 

116 
123 
102 

64 
152 
Al 
116 
70 
185 
139 
122 
147 

139.0 

162.0 

1 6 0 . 0 

1 8 0 . 0 

117.0 
8 2 . 0 

104.0 
97.0 
151.0 
58.0 

125.0 
130.0 
200.0 
108.0 

158.0 

127.0 

24.0 

140.0 
152.0 
140.0 

120.0 
115.0 

170.0 

Al.0 

54. 

60. 
АА. 

A3.0 
46.А 
49.0 
56.0 

A3.0 

53. 
50. 
4А. 

«6. 
4А. 
А2. 

42.0 

63.0 

А9.6 
49.2 
А9.0 

46.0 

61.1 

40.0 

АО.0 

61. 

6А.7 
48.1 

45.0 
А9.7 
52.0 
44.0 

А5.0 

56. А 
54.6 
47.5 

48.0 
А7.0 
45.0 

А5.0 

65.0 

50.1 
50.0 
51.0 

54.0 

59.3 
44.0 



TABLE 2. SAFE WATER AND ADEQUATE SANITARY FACILITIES 
(PERCENTAGE COVERAGE OF POPULATION) 

Safe water Adequate sanitary 
(% population) facilities 

Country or area (% population) 

Urban Rural Urban Rural 

Afghanistan 38 .0 17 • 0 5, .0 
Bangladesh 25 .0 66 .0 20 .0 6 .0 
Benin 79 • 0 34 .5 60, .0 10 .0 
Bhutan 100 .0 24 .0 100, .0 7 .0 
Botswana 100 .0 33 .0 90. .0 25 .0 
Burkina Faso 38. .0 5 • 0 
Burma 37 .0 27, .0 35. .0 26 .0 
Burundi 92 .0 27. .0 90. .0 15 .0 
Cape Verde 100 .0 49, .0 41, .0 
Central African Republic 
Chad 
Comoros 90. .0 80 .0 
Democratic Yemen 86 .0 35. .0 70. .0 30, .0 
Djibouti 50. .0 21, .0 94. ,0 50, .0 
Equatorial Guinea 
Ethiopia 
Gambia 
Guinea 61, .9 14. .5 
Guinea-Bissau 18. .5 22. .0 29. 2 18. .1 
Haiti 59, .0 32. .0 42. 0 14. .0 
Kiribati 
Lao People's Democratic Republic 
Lesotho 40. ,0 20. ,0 
Malawi 66. .0 49. .0 
Maldives 91. .0 17. .0 100. 0 2. 1 
Mali 48. .0 17. .0 100. 0 
Mauritania 
Mozambique 50. ,0 12. 0 80. 0 40. 0 
Nepal 77. ,0 24. 0 54. 0 1. 0 
Niger 
Rwanda 
Samoa 
Sao Tpme and Principe 
Sierra Leone 86. .0 20. 0 86. 0 20. 0 
Somalia 57. ,0 22. 0 44. 0 5. 0 
Sudan 90. ,0 20. 0 40. 0 5. 0 
Togo 
Uganda 45. .0 12. 0 40. 0 10. 0 
United Republic of Tanzania 80. 0 38. 0 90. 0 78. 0 
Vanuatu 95. 0 35. 0 
Yemen 90. 0 30. 0 66. 0 



TABLE 3. IMmJNIZATION OF INFANTS AND PREGNANT WOMEN 
(PERCENTAGE COVERAGE OF POPULATION AT RISK) 

Immunization of infants 

Country or area 

DPT 
(3 doses) 

Measles Polio-
myelitis 

BCG 

Immunization of 
pregnant women 

Tetanus 
(2 doses) 

Afghanistan 25. .0 
Bangladesh 8. ,6 
Benin 52. .0 
Bhutan 27. ,3 
Botswana 86. .0 
Burkina Faso 34. .0 
Burma 23. ,0 
Burundi 73. ,0 
Cape Verde 45. ,0 
Central African Republic 24. ,0 
Chad 13. ,0 
Comoros 71. ,0 
Democratic Yemen 25. .0 
Djibouti 60. ,0 
Equatorial Guinea 3. ,0 
Ethiopia 16. ,0 
Gambia 77. ,0 
Guinea 1. ,6 
Guinea-Bissau 56. .0 
Haiti 28. .0 
Kiribati 37. .0 
Lao People's Democratic Republic 71. .0 
Lesotho 77. ,0 
Malawi 55. .0 
Maldives 6. .5 
Mali 3. .0 
Mauritania 32. .0 
Mozambique 29. .0 
Nepal 45. ,6 
Niger 5. .0 
Rwanda 67. .0 
Samoa 89. .0 
Sao Tome and Principe 66. .0 
Sierra Leone 30. .0 
Somalia 25. .0 
Sudan 29. .0 
Togo 41. .0 
Uganda 39, .0 
United Republic of Tanzania 81. .0 
Vanuatu 31, .0 
Yemen 14. .0 

% Í % % 

31.0 25, .0 27. .0 6.0 
6.4 8. .4 13, .9 7.4 
38.0 52, .0 67. .0 8.0 
22.5 27. .2 38. .1 9.9 
91.0 88. .0 99. .0 40.0 
68.0 34. .0 67. .0 26.0 
14.0 12. .9 45. .2 24.5 
58.0 76. .0 89. .0 49.2 
59.0 58. .0 99. .0 
30.0 24. .0 53. .0 20.0 
16.0 13. .0 31. .0 15.0 
71.0 73. .0 97. .0 26.0 
35.0 25. .0 41. .0 8.0 
61.0 60. .0 42. .0 10.0 
11.9 4. .1 29. .1 16.8 
13.0 6. .4 27. .0 7.0 
82.0 83. .0 90. .0 85.0 
9.4 0. .7 5. .6 6.7 
60.0 54. .0 98. .0 22.0 
23.0 28. .0 45. .0 31.0 
7.0 15. .0 49. .0 , 2.0 
70.0 71. .0 77. ,0 62.0 
79.0 77. .0 84. .0 
53.0 50. .0 92. .0 20.0 
9.0 6. .2 60. ,1 1.9 
5.0 3. .0 15. .0 3.0 
69.0 61. .0 91. ,0 
39.0 25. .0 47. .0 40.0 

40. .3 78. ,4 15.0 
2.9 

78.0 86. .0 92. ,0 
81.0 93. .0 97. .0 21.0 
59.0 65. .0 90. ,0 59.0 
50.0 30. .0 73. ,0 59.0 
29.0 25. .0 33. ,0 6.0 
22.0 29. .0 46. ,0 12.0 
48.0 40. .0 66. ,0 64.0 
48.0 40, .0 74. .0 13.0 
88.0 65. .0 94. .0 54.0 
25.0 31, .0 75. .0 16.0 
15.0 14, .0 28, .0 2.0 



TABLE 4. LOCAL HEALTH CARE COVERAGE (PERCENTAGE POPULATION) 
AND AVAILABILITY OF TRAINED HEALTH PERSONNEL 

(PERCENTAGE POPULATION AT RISK) 

Coverage with local Availability of trained 
health care health personnel to attend 

Country 

Total Urban Rural Pregnancy Childbirth Infants 

Afghanistan 49, .0 65 .0 45 • 0 8 .0 8 .0 
Bangladesh 38 .0 12 .0 5, .0 
Benin 63 .7 44. .6 
Bhutan 65 .0 16 .0 7. .0 38 .0 
Botswana 85, .0 74, .0 79, .0 54 .0 
Burkina Faso 10. .3 30 .0 20 • 0 
Burma 48, .0 75, .0 25, .0 71 • 0 
Burundi 87. .0 30 .0 16, .0 
Cape Verde 81, .0 99 .0 100 .0 
Central African Republic 12, .5 68, .5 65 .7 67 .6 
Chad 30, .0 
Comoros 69. .4 24. .0 
Democratic Yemen 75, .0 100, .0 60 .0 10, .0 10, .0 
Djibouti 76, .0 79, .0 62 .0 
Equatorial Guinea 
Ethiopia 45. .0 9, .0 15 .0 
Gambia 90. .0 54. .0 
Guinea 32, .3 36. .0 25. .0 
Guinea-Bissau 80, .0 29, .0 38. .7 92 .5 
Haiti 45. .0 41. .0 40. .0 33 .0 
Kiribati 100. .0 100. .0 100. .0 
Lao People's Democratic Republic 66. .7 
Lesotho 80. .0 50. .0 40. .0 80, .0 
Malawi 80. .0 37. .0 45. .0 98. .0 
Maldives 75, .0 
Mali 20. .0 16. .0 
Mauritania 26. .5 20. ,0 47. .0 
Mozambique 30. .0 43. .0 30. ,0 23. .0 
Nepal 9. .0 6. .0 
Niger 
Rwanda 85. ,0 22. ,0 
Samoa 100. ,0 100. .0 100. .0 50. ,0 95. ,0 50. .0 
Sao Tome and Principe 88. ,0 64. .0 86. 0 80. ,0 
Sierra Leone 
Somalia 20. ,0 50. ,0 15. ,0 2. 0 2. 0 
Sudan 70. ,0 40. 0 60. 0 70. ,0 
Togo 
Uganda 
United Republic of Tanzania 
Vanuatu 
Yemen 

71.0 

80 
40 

86.0 
90.0 
75.0 

6 0 . 

8 6 . 
12. 

90.0 


