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Albania ALB
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former Czechoslovakia ex -CZE

Denmark DEN

Finland FIN
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Ireland IRE
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Malta MAT
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Norway NOR
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San Marino SMR
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Sweden SWE

Switzerland S W I

Turkey TUR

former USSR ex -SSR

United Kingdom UNK

former Yugoslavia ex -YUG

In the text, the terms "former Czechoslovakia ", "former
USSR" and "former Yugoslavia" are used to denote
those Member States that existed at the time of the
evaluation but no longer existed at the time of going to
press. The respective terms used in figures are "ex-
CZE", "ex -SSR" and "ex- YUG ".

The German Democratic Republic ceased to exist with
German reunification on 3 October 1990; whenever
Germany (DEU) is mentioned, this refers to the Federal
Republic of Germany before reunification and the re-
spective data are those for the Federal Republic of
Germany before 3 October 1990.
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FOREWORD 1

During the half century since the end of the Second World War, Europe has been a quiet place -a region where
political boundaries were sharply drawn and where individual countries proceeded at a slow and steady pace, each
seemingly content with its particular approach to social development. However, in the late 1980s a process of change
started, slowly at first and then gathering pace. Now a political change of enormous magnitude is under way in the
countries of central and eastern Europe. At the same time, most national economies are facing severe problems, and
unemployment is rising to levels last seen during the great depression of the 1930s.

During this period, and in line with a timetable agreed by Member States, a large -scale evaluation of the health
for all strategy was undertaken in each country of the European Region in 1990 - 1991. Its results were presented
to the Regional Committee in September 1991 and are being published as Volume 5 (European Region) of the Eighth
Report on the World Health Situation. It is possibly the last and most extensive overview of the health situation in
Europe on the brink of the new era, and presents the health of Europe at that time. This small publication is a summary
of the main findings of the evaluation.

The evaluation shows that, on balance, health in the European Region improved in the 1980s. Member States have
increased life expectancy, advanced towards eliminating some infectious diseases, reduced mortality from most of
the leading causes of death, and reduced infant and maternal mortality.

Progress in promoting lifestyles conducive to health is moderate, the most dramatic and visible change being the
growing trend towards the majority of people being nonsmokers. Progress towards healthier environments is also
moderate, although food safety is a cause for concern. Work to reform health services is widespread, but progress
towards quality and efficiency in health care remains a long way from being as good as it could be.

Endorsement by every Member State in the Region of the WHO- inspired framework for national policies for
health for all is very encouraging. Health policy development in Europe has taken a big step forward, and has provided
to other sectors an example of formulating common policies. There is as yet, however, no real progress towards the
primary target for health for all - equity. On the contrary, there is a widening gap between the northern /western and
the central /eastern parts of the Region. Because of this health divide, many targets have not yet been achieved for
the Region as a whole. Closing this gap as far as possible (at least to the level of the differences that existed at the
beginning of the 1970s) by raising the level of health of the appropriate population groups is the task for the coming
decade.

Since the Regional Office started working with the new democratic structures that have emerged in central and
eastern Europe, evidence has accumulated that the fundamental approaches laid down in the European strategy for
health for all and in its 1991 update do indeed provide the best framework for the analyses and choices that these
countries have to make.

It is also becoming evident that those countries in transition need to make their development priorities more clear
to themselves as well as to their international collaborators. So far, the debate in these countries has not adequately
addressed the fundamental issues that influence health risk factors or the quality of the health service systems. The
serious health problems of these countries can be addressed in new and imaginative ways by bringing together a much
wider array of partners who can contribute to better health development in a country. Unfortunately, more recent data
indicate a deterioration in health status - at least in some vulnerable population groups and particularly in some of
the former Soviet republics - due to acute shortages of vaccines, essential drugs and financial resources in general.

WHO's international mandate is to work for better health and quality of life for people all over the world, and
to help countries find more effective ways of achieving the same. In view of the current situation in Europe, central
and eastern European countries will for a considerable time have to be a priority focus for WHO's work. At the same
time, considerable effort has to be spent on finding a closer rapprochement between WHO, the European Community
and the Council of Europe, in order to exploit better the individual strengths of the three organizations. The health
for all evaluation exercise carried out by the Member States of the European Region offers a unique insight into the
state of health in Europe. The baseline, trends and priorities are there to provide the launching -pad for joint Europe -
wide action to improve the health of the new Europe of tomorrow.

J.E. Asvall
WHO Regional Director for Europe



ACOMMON HEALTH POLICY

FOR EUROPE

The 1980s saw the Member States of the
WHO European Region working to improve
health in unprecedented unity. In 1977, WHO
and its Member States had chosen as their
goal the attainment of health for all by the
year 2000. The European countries noted
that, despite the high development of their
health systems, many people's health was
worse than it could have been.

This knowledge spurred the European
Member States to adopt a regional strategy
for health for all in 1980 - thus choosing a
single health policy as a common basis for
development. In 1984, they adopted 38 re-
gional targets, whose attainment would mean
the realization of their goal.a

The targets showed the improvement
that could be expected if the will, know-
ledge, resources and technology already in
existence were pooled in pursuit of the com-
mon goal. All the targets share a base year of
1980 but their suggested dates for com-
pletion ranged from 1990 and 1995 to 2000.
The two main issues for Europe were equity
in health and strengthening health. Equity
meant reducing the gaps in health status
between countries and between groups within
countries. Strengthening health meant:

adding life to years by helping people
achieve and use their full physical, men-
tal and social potential;

adding health to life by reducing disease
and disability; and

adding years to life by reducing prema-
ture deaths and increasing life expect-
ancy.

Attaining these goals required the cre-
ation of healthy lifestyles and environments
and a shift in the health systems to primary
health care. Various types of support and
more active participation by individuals,
families and communities were needed to
make these changes.

While adopting the targets, the Member
States also accepted a number of indicators
to use in measuring their progress.

a Targets for health for all. Copenhagen,
WHO Regional Office for Europe, 1985 (Euro-
pean Health for All Series, No. 1).

Measuring progress
The health for all movement opened a new
era of cooperation in health development.
The widely different countries of the Region
would pursue their common policy and tar-
gets with their own methods and priorities
and they also agreed fully to share their
experience and progress within a common
framework. This framework included sys-
tematic monitoring, with reporting every
three years and a thorough evaluation of
progress every six years. The first such evalu-
ation took place in 1984/1985, followed by
a monitoring exercise in 1987/1988.

The second evaluation, made in 1990/
1991, is based on a detailed consideration of
the regional targets and indicators!' Mem-
ber States reported on their progress, as well
as routinely sending data to the WHO Re-
gional Office for Europe. The information
received was assessed and analysed by a
variety of experts, and used for this second
evaluation of progress towards health for all
in the European Region. The regional indi-
cators and mechanisms for evaluation and
monitoring have been continuously im-
proved. All the same, the data used in the
evaluation differ in reliability. Sometimes
data are not available, or the time series may
be too short to reveal trends. The accuracy
and completeness of data may also vary
between and within countries. Neverthe-
less, the data used are probably the best
source of comparative health information in
Europe.

Begun in the early 1980s, the European
health for all movement calls for fundamen-
tal changes in health development. Tremen-
dous political, social and economic changes
followed at the end of the decade, and con-
tinue today. This summary gives a picture of
long -term trends in health in a Europe on the
threshold of the 1990s and in the midst of
change.

h The results are given in full in Implemen-
tation of the global strategy for health for all by
the year 2000, second evaluation: eighth report
on the world health situation. Volume 5. Euro-
pean Region. Copenhagen, WHO Regional Of-
fice for Europe, 1993 (WHO Regional Publica-
tions, European Series, No. 52).



INFLUENCES ON HEALTH -

MAJOR TRENDS

Political, economic and social factors influ-
ence health. Changes in these factors form
the backdrop to conclusions about health in
Europe.

Changing population patterns
The population of the European Region was
around 842 million in 1990. It is expected to
increase slowly (Table 1), mainly in Turkey
and the republics that used to constitute the
former USSR.

Table 1. Estimates and
projections of population

in the WHO European Region,
1980 - 2000 (millions)

Area
Year

1980 1990 2000

Eastern Europe 109 114 117
Northern Europe 82 83 85
Southern Europe 139 141 145
Western Europe 154 156 158
Israel 4 5 5
Turkey 44 56 67
former USSR 266 288 308

Total 798 843 885

Source: Global estimates and projections of
population by sex and age, 1988 revision. New
York, United Nations, 1989.

Fertility rates have dropped everywhere
in Europe. Marriage is becoming less fre-
quent, and divorce rates are increasing stead-
ily. Childbearing patterns have changed
and are roughly the same in most countries.
Cohabitation is increasing, and births out
of wedlock account for as many as 40% of
all births in, for example, Denmark and
Sweden.

The population of the Region continues
to age, with a notable increase in people
aged 60 - 79 years. The economically ac-
tive population is also aging. These trends
have four implications.

Young people are growing up in smaller
families than ever before.

The percentage of active, middle -aged
people who can support those in need is
declining and may drop to a critically
low level.

Prolonging life in an aging population
has led to higher spending on services
and greater concern about the quality of
life; it is thus imperative to use the know-
ledge available to prevent disability and
ensure healthy aging.

Elderly people should have useful and
rewarding roles in the community; this
calls for special measures.

Immigration to the Region as a whole,
and particularly to Israel, has increased,
whereas emigration from the countries of
central and eastern Europe has increased
sharply and is likely to continue. As a
sizeable, if marginal, proportion of the popu-
lation in some countries, immigrants are
more often subject to inequities. In general,
immigrants have poorer health, less edu-
cation and poorer access to health services,
and they are more likely to engage in be-
haviour that endangers their health.

Wider economic gaps
At the end of the 1980s all countries for
which data are available, except Poland,
showed slower economic growth. Differ-
ences in wealth widened, however: the rich
countries, regions and social groups have
become richer and the poor relatively poorer.
The evaluation confirms the conclusion
reached in 1987/1988: problems of social
deprivation are growing worse.

Improvements in equity are difficult to
expect unless this issue is better known and
studied, put on the political agenda and
widely discussed.

Need for employment
In Europe, at least, employment is not so
much a matter of income as a prerequisite for
a dignified and meaningful life. Fulfilling
and rewarding employment is also a major
factor in promoting good health. Unemploy-
ment, on the other hand, is associated with
overuse of health services, self -destructive
and aggressive behaviour, suicide and homi-
cide.

Unemployment increased in western and
southern Europe throughout the 1980s. Re-
cent data indicate a possible reversal of the
trend in some countries, but unemployment
is expected to rise in the countries of central
and eastern Europe. The under -registration
of unemployment in these countries compli-
cates the problem. In all countries, there-
fore, but particularly those of central and



eastern Europe, training the employed and
retraining the unemployed in new skills is a
top priority.

Inequalities in education
Education is the basis for ensuring that each
person has a proper standard of living, an
understanding of health, and the ability to
participate usefully in society. The level of
education in the European Region is among
the highest in the world but great inequalities
still exist between and within countries.
Women still receive less education than men.
Certain groups, such as disabled people,
may need special education and training to
find useful occupations.

After the cold war
Peace and the absence of the threat of hos-
tilities are the most important prerequisites
for health.

With the end of the "cold war ", the fear
of war in Europe has markedly receded.
Nevertheless, hostilities between some eth-
nic and religious groups have erupted in
countries where antagonisms were pre-
viously under control, and have continued in
several others. For many people, the threat of
an uncertain future has replaced the threat of
war, and offers them difficult choices. There
is no reliable account of the human suffering
resulting from these civil conflicts. Health
authorities have a major role to play in
initiating broad intersectoral programmes to
lessen such suffering.

HEALTH FOR ALL IN EUROPE

All Member States endorsed the regional
policy, and many have made their own poli-
cies and strategies for health for all. Some
were developed at the national level and
others in counties, municipalities and com-
munes.

Implementation of health for all policies
in Member States has varied. In general,
northern and western Europe have reported
good progress; in central and eastern Euro-
pean countries, recently confronted with eco-
nomic and health problems, progress has
slowed down.

Equity - a receding goal?
Equity in health raises increasing concern.
Measures aimed at improving the health of
disadvantaged countries and groups reduce
inequities and improve health in general.

Despite increasing concern, measuring
equity and assessing progress are difficult.
Differences between social groups - in the
incidence of preventable diseases, conditions
that can be effectively treated and avoidable
deaths - indicate inequities and should be
closely monitored. In the Netherlands, the
municipalities receive data on the health
differentials that have been found and then
decide on the measures required.

Greater concern about equity has led to
intensified action in many countries. The
approaches used naturally depend on the
particular circumstances. Private and volun-
tary organizations, which disadvantaged
groups often approach, seem to be more
useful in some Nordic countries. Other coun-
tries, such as France, also make use of chari-
table organizations. The countries of central
and eastern Europe, too, are making obvious
progress along these lines. Further, the
Netherlands established a programme com-
mittee on socioeconomic differences in
health, and Norway a special project aimed
at reducing inequities. Some countries have
shown reductions in the infant mortality
rates of different social groups. Several coun-
tries report better access to health services.

Despite these gains, in general, inequi-
ties seem to increase more often than de-
crease.

Creating better opportunities for
health The conditions facing European
countries seem likely to increase the number
and size of disadvantaged groups. Immi-
grants, the unemployed, the old, youth - the
list is still incomplete. Action that promotes
equity by improving health development in
these groups is thus more and more necess-
ary.

Countries have made some progress in
legislation, policies, programmes and social
movements for disadvantaged people. Bet-
ter access to health care facilities and the
development of social networks and support
to cope with physical and mental problems
have been constant concerns in many coun-
tries. In addition, the perceived health of
populations has been successfully used to
assess the quality of life. The proportion of
the European population reporting good
health ranges from 95% down to 78 %. As
estimated by means of representative popu-
lation surveys in several countries, the low-
est values are found in the countries of
central and eastern Europe. Women consist-
ently score lower than men on reported good



health, and this gap seems to be wider in
populations with poorer health. Information
is still very limited on the factors that deter-
mine women's health and how they are
changing over time.

Current trends towards less human con-
tact and weaker social networks may under-
mine progress towards better social health.
The increasing number of people living alone
is particularly significant.

Adding life to years
In some countries, recent legislation seems to
show more concern about disabled people
and specifically their opportunities in social
and working life. Other countries prefer to
avoid special legislation for the disabled and
focus on developing self -help programmes.
Large -scale action on particular issues (trans-
port, work and access to rehabilitation ser-
vices) has been found essential to maximize
opportunities for disabled people. The public
is taking a more favourable attitude, and
governmental and nongovernmental organiz-
ations are coordinating their activities better.

Comparative quantitative data are lack-
ing, however, to show whether the disabled
have moved much closer towards lives that
are socially and economically fulfilling and
mentally creative. To be able to monitor
progress, countries should make special ef-
forts to improve information on the quality
of life of disabled people.

Adding health to life - progress
against disease and disability
One of the regional targets calls for an in-
crease of at least 10% in the average number
of years that people live free from major
disease and disability. This requires a com-
bination of health promotion and primary
prevention with early detection and the
appropriate treatment of disease. Progress is
hard to measure because of the lack of appro-
priate systems to help gather relevant infor-
mation in countries. Nevertheless, some
countries certainly show improvements in
preventing or postponing a number of dis-
abling conditions when indicators are meas-
ured over periods longer than 4 -5 years.

Specific areas of success include the
reduced frequency of severe congenital
disorders, including Down's syndrome and
thalassaemia. Oral health also showed a sub-
stantial improvement between 1985 and
1989, when the average number of decayed,
missing and filled permanent teeth at the age
of 12 years decreased substantially in many

European countries. While oral health is
deteriorating in other continents, many pre-
ventive programmes in Europe have proved
successful.

Preventing chronic disease Some
chronic diseases that are highly likely to
lead to disability (such as cardiovascular
diseases, diabetes and cancer) can be largely
prevented. These diseases share a number of
common major risk factors that are linked to
lifestyle and can be changed. These risk
factors include:

an unhealthy diet with high intakes of
saturated fat and cholesterol, low fibre
intake and caloric imbalance;

sedentary habits and conditions linked to
them - such as obesity, high serum chol-
esterol and high blood pressure;

cigarette smoking; and

excessive drinking of alcohol.

Population surveys have examined the
prevalence of many of these factors, includ-
ing combinations that increase the potential
for contracting disease.

Their exceptionally high prevalence in
quite a number of countries in Europe, es-
pecially in men, cries out for more action
aimed at both individuals and populations.
Community -based programmes, tested in
demonstration areas, need greater support,
expansion and coordination. The concept of
addressing high -risk groups through pri-
mary health care systems should be con-
tinued. This approach has proved particu-
larly effective in middle -aged people.

Preventing communicable disease
AIDS poses an increasing problem in Eu-
rope. More effective solutions are not likely
to be found in the near future, although some
research raises expectations of a vaccine
against HIV infection for practical use by
the end of the century. By the end of 1990,
a cumulative total of 47 481 AIDS cases had
been reported; 45% of those affected had
died. Educating everyone about AIDS and
how to prevent its transmission remains a
central public health measure. This is ex-
pected also to prevent the spread of other
sexually transmitted diseases.

Immunization can prevent a number of
fatal or debilitating infectious diseases for



which treatment is not effective enough.
These include poliomyelitis, neonatal teta-
nus, diphtheria and rubella.

When outbreaks of infectious disease
occur, immediate publicity helps to increase
immunization coverage and thus reduce the
risk of further outbreaks. The countries of
central and eastern Europe suffered some
outbreaks of poliomyelitis in recent years, to
which the rapidly changing conditions in
these countries contributed. Immunization
programmes must be sustained.

Occasional cases of vaccine- associated
disease have been reported, a problem that
requires careful consideration, continued
vigilance and sustained work to produce
safer vaccines. It also requires factual and
unbiased reporting from public health auth-
orities and a responsible concern from the
mass media.

The incidence of diseases preventable
through immunization varies widely between
countries. These diseases are likely to be
eliminated by the year 2000, however, if
present progress in developing and imple-
menting national expanded programmes on
immunization is sustained.

Adding years to life - reducing
premature death
Data on death rates are available for all
Member States except Albania, Monaco,

San Marino and Turkey. These are used to
assess longevity and to describe health, be-
cause they are more accurate and more read-
ily available than other statistical data. Fur-
ther, mortality rates allow detailed compari-
sons between countries, and give clear evi-
dence of trends even over short periods.

The best overall indicator of mortality is
the expectation of life at birth. This figure
gives the average length of life for infants
born at a particular time and place, assuming
the prevailing death rates at all ages remain
constant.

Differences in life expectancy The
regional target for life expectancy at birth
calls for a level of at least 75 years by the
year 2000. Two thirds of the countries in the
European Region have already achieved this
goal or are very likely to do so. Given
current trends, however, eight countries -
Bulgaria, the former Czechoslovakia, Hun-
gary, Poland, Romania, Turkey, the former
USSR and the former Yugoslavia - seem
unlikely to reach the goal (see Fig. 1).

In the countries with figures available
throughout the period (which have 60% of
the Region's population) life expectancy at
birth increased from 73.2 years in 1980 to
74.9 years around 1989. After taking account
of estimates from Turkey and the former
USSR the regional average, representing

Fig. 1. Life expectancy at birth in the European Region
Annual change between 1980 and 1989 Latest year (around 1988/1989)
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99.6% of the Region's population, was only
about 72.4 years around 1989. The health for
all evaluation revealed the following facts.

Tne eight countries that seem unlikely to
achieve a life expectancy of 75 years by
the year 2000 account for some 54% of
the Region's population.

The difference in average life expect-
ancy between seven central and eastern
European countries that are not likely to
attain the target and the rest of Europe
(except Turkey) is more than six years.
Mortality differentials in all age groups
contributed to this gap.

The average gap in life expectancy be-
tween women and men in the Region is
6.8 years. Only ten countries have shown
any reduction in this gap since 1980, and
in several the difference is still increas-
ing.

The reduction in cardiovascular disease is
the most important cause of the increase in
life expectancy in the 1980s. Fig. 2 shows the
sources of this increase, according to cause of
death and age group. Declining infant mor-
tality contributed only 21% of the total in-
crease according to age group. The reduction
in mortality in people aged 65 years and over
made a larger contribution than the reduction
in deaths of people aged 1 - 64 years.

Mortality from cardiovascular diseases ac-
counts for much of the difference in mortality

between western Europe, eastern Europe
and the former USSR (Fig. 3). In addition,
the latest figures on mortality in countries
show:

a threefold difference between the low-
est and highest rates of death from dis-
eases of the circulatory system;

a twofold difference between the lowest
and highest rates of death from cancer;

a threefold difference between the low-
est and highest rates of death from exter-
nal causes.

These differences show the benefits of
reducing risk factors and of unrestricted
access to efficient health care.

Falling mortality in infants and
mothers Infant mortality (deaths under
one year of age per 1000 live births) has
continued to fall in the European Region,
often dramatically (Fig. 4). The slightly
increasing tendency in Norway is attributed
to an increase in the sudden infant death
syndrome. The average infant mortality for
countries with about 60% of the Region's
population was 16 in 1980, 12.8 in 1985
and 10.8 around 1989. According to the
latest available figures, only four countries
(Romania, Turkey, the former USSR and the
former Yugoslavia) have not yet reached the
regional target for infant mortality of fewer
than 20 per 1000 live births by the year 2000.

Fig. 2. Contributions to the increase of life expectancy in Europe,
1980 - 1989, according to causes of death and age groups
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Fig. 3. Differences in cause -specific mortality in different
parts of the European Region around 1988/1989
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These four, however, account for nearly half
of the population of the Region.

Apart from ensuring the availability and
rational use of technology at birth, appro-
priate prenatal and perinatal care will re-
main the essential factors in improving in-
fant death rates, along with other well estab-
lished socioeconomic factors. A further de-
crease in countries whose rates are already
very low will be more difficult and costly.
Nevertheless, the existing variations between
social groups offer considerable scope for
improvement. The most important issues
are low birth weight, appropriate infant nu-
trition, the sudden infant death syndrome,
and better prenatal diagnosis of malfor-
mations.

Maternal mortality (deaths related to preg-
nancy and childbirth) has also fallen remark-
ably (Fig. 5). Differences in the proportion of
women's deaths that follow abortion account
for much of the variation in maternal mortal-
ity. On average, 35% of maternal mortality is
attributable to abortions that could be avoided
through better family planning and sex edu-
cation. Almost all countries of the Region
have achieved or most probably will achieve
the regional target of fewer than 15 deaths
per 100 000 live births. Low maternal mor-
tality does not normally require expensive
technology and sophisticated equipment but
the scrupulous application of low -cost,

widely available techniques, particularly in
prenatal care.

Mixed progress against the major
causes of death Two of the regional
health for all targets call for reductions of
15% in deaths from cardiovascular diseases
and cancer in people under the age of 65.
Reaching these targets would be an impor-
tant contribution to increasing overall life
expectancy. Reducing accidents and suicide
would also lead to significant reductions in
premature mortality.

Clear gains against cardiovascular
diseases The latest available figures from
several Member States show clear progress
in reducing mortality from chronic heart
disease and cerebrovascular atherogenic dis-
eases. These are similar to trends observed
in Canada and the United States. It can be
confidently predicted that most countries of
the European Region will achieve the target
for cardiovascular diseases before the year
2000. The declining mortality figures in
countries where such figures are available
throughout the whole period of the 1970s
and 1980s support this prediction (Table 2).
This trend is very likely to have an impor-
tant economic impact, owing to the signifi-
cant saving in productive years before the
age of 65.



Great concern remains, however, about
five countries - Bulgaria, Hungary, Poland,
Romania and the former USSR - with 45%
of the European population. These countries
still show rising trends in mortality from
diseases of the circulatory system, and the
levels are twice those in the rest of Europe.
The two most likely reasons for this situation
stem from the slower overall socioeconomic
development in these countries. First, effi-
cient and effective disease prevention and
health promotion have not received real
priority either as policies or as action in the
community. Second, their health services
have not been as efficient and techological
capabilities have been inadequate.

If more accurate projections are to be
made, details of earlier mortality rates for
Turkey and the former USSR are needed.

Rising cancer mortality On average,
cancer mortality in European countries is
still rising, and the regional target calling for
a 15% reduction will not be achieved in the
Region as a whole.

Only six countries (with only 3.7% of the
Region's population) are likely to achieve
the target. In a further nine countries (with
26.4% of the European population) mortality
is falling, but not fast enough to achieve the
15% reduction by the year 2000. The outlook
for the rest of the European population is

worse. The evaluation of these regional
trends, along with age, sex and cancer site
comparisons, provides important infor-
mation; while not encouraging in itself, this
information points to the most useful strat-
egies for the European Region.

The trends in lung cancer are particularly
noteworthy. Lung cancer remains the lead-
ing cause of cancer deaths in Europe, par-
ticularly in men and in central and eastern
Europe. Its annual average increase exceeds
those for all other cancer sites. Lung cancer
also remains the main contributor to the
rising trend of total cancer mortality.

Nevertheless, some countries have al-
ready demonstrated that the reduction of to-
bacco use can prevent lung cancer, even
though the impact of smoking control pro-
grammes on lung cancer mortality takes some
time to appear. Thus, the European Region
should direct its long -term strategy for can-
cer control towards reducing tobacco use.
When coupled with improvements in nutri-
tional habits, carried out as part of an inte-
grated approach, this strategy can be ex-
pected to reduce the incidence of two or three
other types of cancer. Among these would be
breast cancer, whose mortality is still rising.
Organized screening programmes in coun-
tries, however, would have a positive effect
on breast cancer mortality within the 1990s.
Many countries have similar programmes for

Fig. 4. Infant mortality rate in the European Region in the 1980s
Annual change between 1980 and 1989
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Fig. 5. Maternal mortality in the European Region, 1970 - 1989
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Note. Latest estimate for Turkey (around 1989) is about 130 - 135 maternal deaths per 100 000 live births.

Table 2. Changes in mortality from cardiovascular
diseases in people under 65 years of age

between the 1970$ and the 1980s°

Annual percentage change
in age -standardized mortality

1970 -1980 1980 - 1989

All cardiovascular diseases - 0.5 - 1.5

Ischaemic heart disease + 0.4 - 0.6

Cerebrovascular diseases - 0.3 - 0.4

a Averages of figures from 27 countries with 60% of the population of the
Region.

the early detection of cervical cancer. The
steadily decreasing mortality from cervical
cancer shows the effectiveness of these pro-
grammes.

Progress against accidents Much of
the mortality from accidents could be pre-
vented. A regional target calls for a reduc-
tion of at least 25 %. The average mortality
from all external causes (accidents, injuries
and poisoning) for 27 countries fell from
63.4 per 100 000 population in 1980 to 56.1
around 1989. The target is predicted to be
achieved by the year 2000. Three facts are
particularly noteworthy.

A decrease in deaths from traffic acci-
dents accounts for about 40% of the
reduction in mortality from external
causes.

Men suffer 2.5 times more deaths from
external causes than women.

The average mortality from external
causes in central and eastern Europe,
including the former USSR, is almost
twice as high as in the rest of the Region.

The struggle against suicide Mortality
from suicide (the average for 25 countries
with 55% of the European population) peaked
around 1984 and now shows a slightly de-
clining trend. In 1989, the male suicide rate
was nearly three times the female rate. When
considered over a longer period of time, sex
differences in suicide mortality have tended
to increase, mainly due to male rates increas-
ing up to the mid- 1980s. The southern part of
the Region still has the lowest rates, but some
of the countries show increases.

LIFESTYLES CONDUCIVE

TO HEALTH

There is overwhelming evidence that life-
styles are one of the major determinants of
health. One of the major successes of the
regional health for all strategy during the
1980s was to draw attention in Europe and
elsewhere to the particular issues of healthier
lifestyles, and to forge the link between pub-
lic policy and health -related behaviour on the
political agenda. Work to improve lifestyles
and change behaviour increased at all levels
during the 1980s; it took many forms and



progressed at different rates in the Member
States. Nevertheless, despite the progress
towards healthier lifestyles much remains to
be done. The main potential for health gains
in the future will stem from action in the area
of healthier lifestyles. The momentum has
been established, and the commitment of
Member States to joint action has been dem-
onstrated by their endorsement of the Euro-
pean action plans on tobacco and alcohol.

Nutrition problems
The percentage of dietary energy derived
from fat - a major sign of how unhealthy
people's eating habits are - is unfortunately
rising steadily in nearly all European coun-
tries (Fig. 6).

Only about a third of European coun-
tries, mainly those in southern and east-
ern Europe, have a fat intake below the
recommended average level of 35 %.

Northern and western European coun-
tries have reached a level of around 40 %.

Countries in southern, central and east-
ern Europe used to have a lower level of
fat intake, but are experiencing a rapid
increase.

Further, southern European countries
have largely abandoned their traditional food
pattern to adopt that of northern and western
European countries. Meat, poultry and eggs
have replaced cereals as the main foods.

Obesity and overweight are still major
problems in most European countries. Se-
vere obesity (body mass index > 30) in the
population, reported by only eight countries,

ranges from 5% for men and 8% for women
in Sweden to 10% and 15 %, respectively, in
Ireland. Finland reports 51% overweight
women and 55% overweight men. In Swit-
zerland, overweight differs between cultural
regions, with ranges of 75 - 82% for women
and 54 - 66% for men. More generally, the
available data indicate that obesity is a par-
ticular problem in middle -aged women and in
the southern and eastern parts of the Region.

Only seven countries (Denmark, Fin-
land, Iceland, Malta, the Netherlands, Nor-
way and Sweden) have so far adopted a
nutrition policy, as suggested in 1974 by the
World Food Conference. The framework
for action discussed at the First European
Conference on Food and Nutrition Policy in
Budapest in 1990 should be used to start the
improvement of national food policies and
nutrition action plans. Measures to promote
the production of nutritious foods and to
ensure easy and equal access to them should
receive priority. In this connection, an im-
portant task is to improve catering at work,
in schools and in private settings so that
healthy, low -fat food is widely available.

In central and eastern European coun-
tries, some of which are still below the 35%
fat intake level, fat consumption is rising
and action is needed to prevent a further
increase. The requirements for better nutri-
tion include: better information on actual
dietary patterns, availability of everyday foods
low in fat and salt, information on modern
principles of nutrition for all population
groups, and training for nutrition experts.

Uneven progress against tobacco
In 1990, the ill effects of smoking killed about
1.2 million Europeans. Half of them were under
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Fig. 6. Proportion of total dietary energy derived from fat
in the European Region, 1970 and 1989
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65 years of age. Despite appalling mortality and
morbidity, progress in reducing tobacco con-
sumption in the Region is slow and uneven.

Thirteen countries achieved a steady de-
crease in tobacco consumption between the
mid -1970s and mid- 1980s, with a further
decline predicted for the future (Fig. 7).

Twelve countries had stable or rising
tobacco consumption. Such increases are
predicted to continue (Fig. 7).

Overall tobacco consumption in Europe
declined slightly between 1985 and 1990.
Nevertheless, tobacco production remained
almost unchanged, owing to increased ex-
ports to countries outside Europe. Cigarette
production in western Europe has recently
shown signs of increasing so as to cater for
newly opened markets, including those in
central and eastern Europe.

Current smoking patterns give little hope
of a significant reduction in mortality in the
Region in the near future. The picture in the
countries with declining cigarette consumption

is brighter; some may achieve a 50% reduc-
tion in consumption by 1995. These coun-
tries include Finland, Sweden and the United
Kingdom, which already have comparatively
low consumption levels. They also include
Belgium, the Netherlands and Switzerland,
where consumption is relatively high.

Because of the smaller proportions of
female smokers in most European coun-
tries, two thirds of the general population
are nonsmokers. This majority should form
an interest group for nonsmoking, and work
to extend strategies for smoke -free work-
places and public areas.

The number of people aged 15 - 24 years
who now smoke (Fig. 8) is a special concern.
This age group shows less difference be-
tween the proportions of men and women
who smoke. In some populations, female
smokers outnumber male smokers.

Faced with the high mortality from and
prevalence of smoking, all Member States
have taken steps to curb tobacco use and to
support the WHO action plan for a smoke -
free Europe. The measures used vary widely
in scope, application and effectiveness, and

Fig. 7. Changes in tobacco consumption in the European Region
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Fig. 8. Prevalence of smoking in the group aged 15 - 24 years
in selected countries, 1988
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include controlling or banning tobacco adver-
tising, printing a health warning on cigarette
packets, providing smoke -free public areas,
taxing tobacco, restricting the sale of cigarettes
(e.g. to minors and in certain places such as
hospitals) and a variety of educational activities.

Finland and the United Kingdom are
beginning to demonstrate the benefits of a
comprehensive, long -term tobacco policy.
They are the first countries to show a reduc-
tion in mortality from lung cancer.

Problems of alcohol use
Levels of alcohol consumption per head are
strongly correlated with the health, eco-
nomic and social problems resulting from
alcohol use. In all countries, these problems
rise or fall with consumption.

Since the late 1970s, consumption has
declined in one third of European countries,
remained stable in one third, and risen in one
third. Worldwide, Europe is the continent
with the highest alcohol production, export
trade and consumption: in 14 countries, con-
sumption exceeds 8 litres of pure alcohol per
head per year.

The health and social welfare, transport
and criminal justice systems and the
workplace bear the brunt of alcohol- related
problems. In some Member States, alcohol
use creates an economic burden estimated at
5 - 6% of the gross national product, and
alcohol -related deaths account for as much
as 8 - 10% of all deaths in people aged
between 15 and 74 years.a

a See, for example, GODFREY, C. & MAY -
NARD, A. A health strategy for alcohol; setting
targets and choosing policies. York, Centre for
Health Economics, 1992.

Dependence on and excessive con-
sumption of alcohol are widely known to
cause health and social problems. Such prob-
lems, however, also arise from moderate
drinking. Because of the larger number of
"normal" drinkers in the population, the
resulting problems have wider health, social
and economic significance.

Some developments could lead to fur-
ther increases in consumption and thus in
the harm associated with it. These include
political liberalization, industrialization,
migration, changes in family structure, in-
creases in purchasing power, reductions in
the real consumer prices of alcoholic drinks
and intensive alcohol marketing.

Progress in reducing consumption and
its immediate harmful effects has been made
through a number of measures. These in-
clude stricter regulations on drinking and
driving, increasing control of alcohol adver-
tising (partly on the basis of agreements on
stricter codes for self -regulation by the al-
cohol industry) and encouragement of the
consumption of non -alcoholic drinks. The
outstanding example here is the increasing
availability and consumption of alcohol -
free beer. Alcohol -free wine, though avail-
able, is still not consumed to the same extent
as alcohol -free beer.

Drug abuse - changes in trends
and approaches
Data on drug abuse in Europe are becoming
increasingly available, but theircomparabil ity
is low. At a very conservative estimate, the
Region has about 500 000 addicted users of
opiates and amphetamines, 400 000 cocaine
users, and more than 15 million users of
cannabis (hashish and marijuana).

13
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Reports from those countries that experi-

enced a drug epidemic relatively early show
that increases, particularly in the use of
heroin, seem to have stopped. On the other
hand, some countries that previously had
few problems with drugs, particularly those
in central and eastern Europe, now report
increasing drug abuse.

Approaches to drug abuse seem to be
changing. In general, there are few signs that
drug laws will be enforced more severely.
Countries are more likely to follow the rec-
ommendations of the ministerial summit in
London in April 1990 and shift the emphasis
from an attack on global supply towards
work to prevent and reduce demand.

Supporting health promotion -
policies and structures
The slow progress towards healthier life-
styles indicates a need for more emphasis on
multisectoral policies, community partici-
pation and the development of infrastructures
for health promotion.

Increasing multisectoral action Inter -
sectoral policies have been adopted more
widely, but are mainly confined to coordi-
nation between government departments.
Policies shared with other public bodies and
the private sector are needed. Environmen-
tal and ecological movements in many Euro-
pean countries provide good opportunities
for such policies. Linking health policies
with industrial policy and overall economic
development is particularly important; this
will require regarding expenditure on health
as an investment rather than a burden. In
addition, examples of good practice in coun-
tries should be thoroughly evaluated so that
other countries can use the experience
gained.

Another approach is to link multisectoral
action with urban planning. The WHO
Healthy Cities project provides an outstand-
ing example. With the aim of putting health
higher on the municipal agenda, it now in-
volves more than 30 WHO project cities,
and over 400 European cities in national
networks in 18 countries.

Increasing community participation
People's increasing demand fora say in mat-
ters concerning their health indicates favour-
able conditions for community participation.
Different forms of self -help, self -care and
local health initiatives have developed rap-
idly, particularly in western Europe. Major

European cities now have hundreds of self -
help groups and the numbers continue to
grow. At all levels, self -help support centres
and patient and consumer organizations have
become influential new pressure groups for
health.

The best way to activate these potential
social support systems is to concentrate on
places in which people live and work as the
best settings for health promotion.

Strengthening infrastructures Good
progress has been made in strengthening
infrastructures for health education and health
promotion. Government agencies, sickness
funds, adult education centres, universities
and other organizations have all contributed.
The 1986 Ottawa Charter for Health Promo-
tion is considered a general guideline in health
education and health promotion.

Coordination in this area is still at an
early stage. Setting up a European health
promotion network will be one of the major
tasks for the 1990s. Another will be to coor-
dinate the increasing number of health pro-
motion training courses in the Region and to
find new ways to give information and train-
ing to professionals outside the health sec-
tor. Finally, the emphasis of work on health -
related behaviour should shift from chang-
ing damaging behaviour to promoting posi-
tive behaviour in terms of appropriate physi-
cal exercise, balanced nutrition and good
stress management.

ENVIRONMENTS CONDUCIVE

TO HEALTH

In the 1980s, few issues advanced so mark-
edly and steadily towards the top of the
political agenda in all European countries as
the demand for a healthy environment. Pub-
lic concern and awareness of the fundamen-
tal importance of preserving the human en-
vironment has spurred countries to act. Work
to create environments conducive to health
addresses both particular issues and the need
for multisectoral policies.

Progress on policies, monitoring
and information
The regional strategy for health for all in
Europe urges countries to establish policies
on the environment and health that ensure
the involvement of:

all the sectors concerned



the community

other countries, when international
efforts are needed.

The European Charter on Environment and
Health, adopted by the Region's ministers
of health and of the environment in 1989,
confirmed this approach. Under the Char-
ter, a European Centre for Environment
and Health was established, with project
offices in Bilthoven and Rome. (A third
project office was subsequently established
in Nancy.)

In addition to increased awareness of
the importance of the environment, there
have been positive developments in the
handling of environmental problems that
cross national borders. Countries have
signed several international conventions
and protocols, and worked together on some
issues, particularly in central and eastern
Europe.

In almost all countries, monitoring sys-
tems for drinking -water, food and ambient
air are improving. They are usually used to
control pollutant emissions and contami-
nants, and only rarely to assess human expo-
sure and health risks. Aspects of monitoring
that are directly linked to human health need
more emphasis.

People are showing more concern about
their right to know and the quality of the
environment as a whole. Better information
on environmental health is needed. Critical
indicators should be carefully selected and
used to facilitate the assessment of trends
and the setting of priorities for environmen-
tal health management.

Questions of water quality
Piped water is now available to 94% of the
European population, although the figure is
lower in rural areas. Easy availability, how-
ever, does not necessarily mean that the
quality of the water supplied is adequate. A
water tap in the home might sometimes
provide unsafe water, and water from a
fountain is not necessarily any less safe than
that piped to the home. The quality of water
supplies is therefore increasing in impor-
tance.

Water quality is improving as far as
microbiological standards are concerned,
but greater protection is needed against
chemical impurities in both groundwater
and surface water. Sanitation is also im-
proving, but there is still a long way to go to

ensure the adequate treatment of waste-
water.

The International Drinking Water Sup-
ply and Sanitation Decade, which ended in
1990, led to many activities to protect water
sources. Such work must be continued if the
objectives set -a safe water supply and good
sanitation for all - are to be achieved.

Mixed progress against air pollution
Progress towards protecting everyone in the
Region from the recognized health risks of
air pollution has been mixed. Air pollution
levels vary greatly, but the following trends
are discernible.

Emissions of solid particles and sulfur
dioxide have decreased, but this decline
has levelled off in recent years.

Countries have made a good start in
phasing out lead in petrol, but the intro-
duction of catalytic converters in all cars
still requires a major effort.

The increasing traffic on the roads has
increased total emissions of exhaust gas.
This has prevented a decrease in nitro-
gen oxide concentrations in the air.

Despite some improvement, the quality
of air in many large cities continues to
cause concern, especially in eastern
Europe.

More needs to be done to monitor the
health risks associated with indoor air
and to improve its quality.

Concern about food safety
In recent years agricultural practices have
changed greatly, often as a result of govern-
ment policies, with major implications for
the control of chemical and biological food
contaminants. Changes in the distribution of
foodstuffs and the increase in mass catering
have also been considerable.

The general trend has been for food hy-
giene to improve. Nevertheless, many coun-
tries have recently suffered from food con-
tamination with Salmonella, mainly from
poultry. Although the exact size of the prob-
lem is not known, as not all cases are notified,
epidemics of food poisoning have occurred
in the Nordic countries, the former Czecho-
slovakia, Germany, Hungary, the United
Kingdom and many other countries. Fig. 9
shows the increase in diarrhoeal diseases in
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one country - Sweden - over the last few
years. Similar increases have occurred in
many others.

Nevertheless, encouraging developments
have been seen in the Region. Except in
most central and eastern European coun-
tries, toxic chemicals in food have decreased
and the use of persistent pesticides reduced.

Hazardous waste - old and new
concerns
As more hazardous waste is produced, its
disposal presents a problem of which both
governments and the general public are in-
creasingly aware. Most countries have taken
steps to organize and control central plants
for waste disposal. The increasingly recog-
nized hazards of leaking from chemical dumps
and the international movement of toxic waste,
however, are arousing new concern.

Safer homes and workplaces
The quality of housing - particularly its
heating, insulation and sanitary facilities -
continues to improve. This has an enormous
influence not only on the incidence and
outcome of many diseases but also on well-
being in general. More important now is the
psychological environment in people's
dwellings, which influences social health.
Urban planning considers the social aspects
of housing and settlements, but the results
need more careful evaluation.

Only a small minority of the Region's
population is homeless. Countries define
homelessness in different ways, but some
show evidence of increasing numbers of
people sleeping out of doors, especially in
big cities.

As to health at work, the number of cases
of occupational diseases that are notified is
rising. It is difficult to know to what extent
this is a true increase in incidence and to
what extent it reflects more complete case
finding. The increase in knowledge of the
relationship between work and health has
led to more diseases being accepted as noti-
fiable. Nevertheless, both fatal and non-
fatal work -related accidents declined
throughout the 1980s.

The workplace is increasingly being seen
as a setting for health promotion and as an
important means of reaching out to the gen-
eral population. A number of countries re-
ported concerted programmes to improve
workers' health, organized either by com-
panies or by national institutes.

APPROPRIATE CARE

In addition to healthy lifestyles and healthy
environments, appropriate health care is re-
quired to attain health for all. The regional
targets on appropriate care underline the
importance of basing health care systems on
primary health care. This means that care at
the first level of contact between the com-
munity and the health care system should be
the centre of the system, supported by sec-
ondary and tertiary care.

Improved access and efficiency
The health care reforms in Greece, Italy,
Portugal and Spain in the late 1970s and the
first half of the 1980s stressed primary health
care. In Greece and Portugal, for example,
reforms throughout the 1980s helped make
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health care more easily accessible, particu-
larly in rural areas and smaller towns. They
also helped decentralize the making of de-
cisions about health care, down to the re-
gional level in Italy and Spain and down to
the local level in Italy. These reforms also
stimulated the development of general prac-
tice and fostered nurses' interest in primary
health care. The more efficient teamwork
that resulted can respond better to people's
health care needs.

The 1980s also saw health services re-
sponding more efficiently to health care
demands and making better use of resources.
Some southern European countries began to
address this need in the late 1980s and early
1990s. Portugal, for example, adopted a new
Health Act in 1990 to tackle these problems.
Many other countries showed renewed in-
terest in improving health care. All discus-
sions have addressed a difficult problem.
How can resources be used more efficiently
while work continues to ensure equitable
access to health care and to improve its
quality? Developments in a number ofcoun-
tries - reflected in the Dekker report in the
Netherlands (1988), Working for patients in
the United Kingdom (1989), the health care
reform law in Germany (1989), the recom-
mendation of the Israel High Commission
for Health Care Reform (1990) and the Swed-
ish "Crossroads" health care policy study
(1991) - illustrate the wide interest in this
question and its implications for health care
policies.

The profound political, economic and
social changes in the countries of central and
eastern Europe since 1989 have led to many
initiatives to transform their health care sys-
tems. These systems are likely to change
significantly throughout the 1990s.

Improved quality
The quality of services is central to appropri-
ate care. Interest in quality assurance has
continued to develop and has reached the
political agenda of many countries such as
Belgium, Israel, Italy, the Netherlands, Nor-
way, Spain and the United Kingdom. Certain
approaches are fairly widely used; these in-
clude quality control in pathology labora-
tories, consensus reports on particular issues,
and the collection of a minimum set of data
on patients. Nevertheless, a systematic ap-
proach to quality assurance is often lacking.
As a result, countries can rarely provide
quantitative data - on, for example, surgical
wound infections, readmissions to hospital

or diabetes complications - to measure the
quality of care.

High -quality care implies the appropri-
ate use of health technology. Systematic
assessments, however, remain extremely
rare, particularly for low -cost technology.

Tasks for the 1990s
The health care reforms under way in Eu-
rope provide an important challenge for
health for all in the 1990s. Three tasks lie
ahead.

First, the principles of health for all and
the experience gained in working to-
wards the goal should form part of the
current debate on health care. The vari-
ous roles of the citizen and the various
settings of care should be at the centre of
the debate. This would contribute to a
further democratization of health care.

Second, a clear and practical primary
health care framework should form the
basis for new developments in health
care financing. This would balance the
need to keep costs low with the need to
deliver high -quality services.

Third, the importance of the appropriate
use of resources in increasing the effi-
ciency of health care systems needs con-
tinuous emphasis. This requires not only
better use of financial and technical re-
sources but also stress on the fundamen-
tal role of well educated and well trained
people in effective care and better health.

RESEARCH AND HEALTH

DEVELOPMENT SUPPORT

Health development in the sense and spirit
of health for all demands support with know-
ledge, good management, information and
trained personnel.

Research in Europe remains traditional
and dominated by the biomedical sciences.
Important new topics such as equity, life-
styles, environmental effects on health, and
the quality of care still do not receive enough
attention. Many countries have research poli-
cies or priorities in accordance with the policy
established by the Regional Office, but only
two (Finland and the Netherlands) have spe-
cific research policies for health for all.

The failure to manage resources prop-
erly causes slow implementation of health
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policies in many countries. Resource man-
agement is the area in which most progress
should have been made, because it is largely
the responsibility of health authorities.
Changes in management procedure are at the
heart of health service reforms in most coun-
tries. Financial constraints and concern about
the health of the population as a whole are
important factors in triggering such reform.
While spending on health tends to increase in
most countries, it is probably too low (below
5% of gross national product) in large parts of
the Region. Countries in central and eastern
Europe generally have very small budgets for
health.

Information support for health for all is
improving only slowly. Comparable data
are lacking on indicators that are measured
by population surveys (such as perceived
health, disability and lifestyles) and on the
environment. In many respects, a lack of
common standards and definitions, and not
of data collection mechanisms as such, ham-
pers the monitoring of key aspects of poli-
cies for health for all.

In the training of health personnel, the
tide has started to turn in favour of health for
all. Important policies have been made on
education. The changes, however, have been
confined mainly to postgraduate training
and the medical professions. Unfortunately,
there is little evidence of better planning for
and utilization of health personnel.

CONCLUSION - NARROWING

THE HEALTH GAP

The second evaluation of progress towards
health for all shows that, on balance, health
in Europe improved during the 1980s. In
general, progress towards better health was
good and moderate progress was made in
lifestyles and the environment. Reforms in
health services are under way, but progress
towards appropriate care is not as good as it
could be.

Although the endorsement of policies for
health for all by all Member States of the
WHO European Region is very encouraging,
there is no overall progress towards equity.
On the contrary, a widening gap in health
status between the northern /western and the
central /eastern parts of the Region, with south-
ern Europe intermediate in most respects,
means that many targets cannot be achieved

for the Region as a whole. Narrowing this gap
as much as possible, by improving the health
of the populations concerned, is the task for
the coming decades.

Of course, closing the health gap in the
Region will depend on many developments
outside the immediate responsibility of health
authorities. Nevertheless, governments could
foster this goal in all areas, including health,
through technical assistance and incentives
for effective collaboration. Health should be
one of the leading sectors in this process, not
only for humanitarian reasons, but also to
avoid the danger of subordinating or under-
valuing health issues.

Health has been sacrificed far too long to
be traded off again for dubious economic
priorities. This notion is based on several
observations of health developments in the
1980s, which the second health for all evalu-
ation has confirmed.

Advances in health are slow - slower
than is often assumed - and require sus-
tained and cumulative effort.

On balance, health development on the
basis of the principles of health for all is
the most economic way of maintaining
and promoting health.

Health and welfare are resources, not
just areas of expenditure. They are just as
important as other national resources,
and therefore investment in them should
be on a par with that in other sectors. This
means that health and welfare must be
put on the political agenda, regardless of
the direction of current reforms.

All policy- makers should accept their
social responsibility for health by being
aware of the direct and indirect health
consequences of their daily decisions.
The responsibility for health for all policy
does not rest only with governments or
health professionals; it depends on the
creativity, resources and commitment of
a wide range of people and social groups
outside the traditional health sector, in-
cluding those in business and industry,
legislation and jurisdiction, education
and the media. These conclusions indi-
cate the line of action for the 1990s that
will be essential for the achievement of
health for all.



The health of Europe

In the late 1980s, Europe saw the beginnings
of a process of change. Slowly at first and then
gathering pace, this process developed into the
enormous political and social changes now
under way in central and eastern Europe and
the former Soviet Union. At the same time, all
European countries are faced with severe eco-
nomic problems.

It is against this backdrop that the results of
the second large -scale evaluation of WHO's
health for all strategy in Europe must be seen.
Undertaken in each country of the Region in
1990 -1991, the evaluation is possibly the last
and most extensive overview of the health of
Europe on the brink of the new era.

The evaluation shows that, on balance, health
in the Region improved in the 1980s, with
increased life expectancy, progress on elimin-
ating infectious diseases, and reduced mortality
from the leading causes of death.

Development on other fronts, however, was
moderate to disappointing with no real pro-
gress at all on the primary target for health
for all - equity. But there are real grounds for
optimism in the fact that health policy devel-
opment has taken a big step forward.

It is surely within the framework of national
policies based on health for all that the future
health of all European peoples lies.
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