


The European way 
to Health for All 

by J. E. Asvall 

elcome to 
Europe , its 
diversity, its chal
lenges, its prob
lems and its 

many successes! It is likely that most of 
you in good faith believe that you 
know us pretty well . . . But I should 
like to introduce you to some different 
aspects of this Region. 

Maybe more than any other WHO 
Region, ours is characterized by its 
diversity and apparent contradictions. 
Arctic regions and tropical deserts, 
poor and rich countries, an abundant 
mixture of cultures and ethnic groups, 
a wide range of political views, social 
systems, and approaches to health-a 
mixture of experiences and ideas. 
However, this we do not see as a 
problem at all. On the contrary, in our 
diversity of views and actions lies the 
very strength of a society that believes 
progress can only come through free
dom to experiment, courage to be 
challenged by other views than your 
own and a willingness to continuously 
explore the most promising path 
ahead by sharing openly, with every
one, your own experience. Thus, in the 
European Region, we see diversity as 
being essential to our wealth and 
strength as an international com
munity! 

Geographically speaking, the 
Region spreads from the Pacific coast 
of the USSR in the east to Greenland 
in the west, the North Pole in the north 
to Israel and Turkey in the south. It has 
some 850 million inhabitants in 35 
Member States; about half of them live 
in the eight countries that used to 
belong to what only two years ago was 
called the "Communist Bloc", but 
which are now going their, democratic 
and different, ways. 

It is clear that, in a global perspec
tive, our Region has the best indicators 
in health, but we also have our 
problems. One of them, which we have 
not managed to solve yet--despite our 
richness-is a glaring inequity in 
health. Indeed, there are important, 
yes tragic, differences in health 
between the human beings who live in 
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our Region. For one who is born in 
any of the countries mentioned above, 
life expectancy will be 5-6 years less 
than for one who is born in the 
western part of the Region, while a 
newborn child in Turkey is even less 
fortunate. Furthermore, a child born to 
a lower class family in our most 
well-to-do countries, even today as we 
approach the year 2000, will live for 
5-6 years less than a child born in an 
upper class family. We are not proud 
of this and that is why equity in health 
is the first of the 38 Health-for-All 
targets made by our Member States. 

Building a common po6cy in 
health for Europe 

When the European Regional Office 
was established, just over 40 years ago, 
its commitments were to face 
situations and problems that had 
arisen from the Second World War: 
rampant tuberculosis, high infant and 
maternal mortality and morbidity, poor 
nutrition, and poor housing and sani
tation were our common challenges. 

During the 1960s and 1970s, we 
built impressive hospitals and other 
health institutions, introduced massive 
technology and trained a large number 
of health personnel. At the beginning 
of the eighties, Europe took a sharp 
and honest look at itself; it clearly 
appeared that there were serious prob
lems in health which were untouched: 
the unhealthy affluent life-styles, the 
decreasing quality of the environment 
and its effects on health , the 
unchecked development of health 
technologies-not always taking due 
account of patients' real needs--were 
but a few examples. It became 
apparent to the top European leaders 
in health, meeting in the WHO 
European Regional Office in 1980, 
that something was fundamentally 
wrong with the way countries went 
about trying to improve the health of 
their people. A new framework for 
health development was needed, one 
that could serve as a common policy 
for European countries and their 
people, and which, at the same time, 
would bring an inspirational framework 

for the formulation of each country's 
own health policy and development. 

With this decision, a new area of 
health development in the European 
Region started. Based on the basic 
philosophy of the global Health-for-All 
strategy, an intensive effort was made 
in 1980 to develop a European health 
policy and 38 targets were specifically 
tailored to the needs, characteristics 
and possibilities of the European coun
tries. Involving many hundreds of 
experts, from 25 scientific disciplines, 
the process also included an extensive 
written consultation with each individ
ual Member State and three annual 
sessions of the Regional Committee. 

It was an unprecedented step to 
design our own, very concrete, model 
towards the concept of Health for All, 
which, in 1984, all Member States in 
the Region endorsed as the Health-for
All policy, with 38 targets to reach by 
the year 2000. Keeping in line with the 
basic philosophy of target setting as a 
tool for systematic development, the 
Regional Committee in September 
1991 updated the 38 targets in order 
to adjust for achievements made, and 
new strategic lessons learnt, since 
1984. 

Thus, we had developed a cor;nmon 
language and a joint vision for the 
future. This led to a major debate, and 
then to profound changes in many 
countries. Today, a large majority of 
our Member States have designed 
entirely new health policies which are 
explicitly based on this European 
policy in health, and all countries of 
the Region have endorsed its values 
and approaches as being in line with 
their own wishes in health devel
opment. 

The eradication of cigarette 
smoking: more difficult than 
that of smallpox? 

Keeping up with the real challenges 
for Europe needs a different way of 
mobilizing society: the countries of 
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central and eastern Europe need to be 
lifted up and carried 20 years forward, 
in health terms, during the next ten 
years. Now that smallpox no longer 
exists, cigarette smoking, alcohol and 
other drugs, and misuse of medical 
technology are threats of even greater 
magnitude and difficulty. I should just 
mention that among the 850 million 
people who live in Europe today, 100 
million are likely to die from smoking 
tobacco. What makes it even more 
challenging is the fact that many of 
these have not yet started to smoke! 
Can we help them to stay that way? 

In spite of our many successes in 
reducing infectious diseases in Europe, 
AIDS now looms as an ominous threat 
for the years ahead. 

These dangers have to do with 
individual behaviour and choice. 
Influencing people demands informa
tion, education and persuasion, so that 
every single individual joins the search 
for improvement. It also calls for 
political will and a substantial 
economic commitment because the 
defenders of people's health now have 
to rely on resources which are a small 
fraction of what is spent on the 
promotion of unhealthy life-styles. 

New alliances for a new 
challenge 

Today, WHO in Europe is building 
new alliances for health by networking 
with many new partners. This is a key 
to our success. The medical, nursing 
and other health professions, local and 
nongovernmental organizations, con
sumer groups, labour organizations, 
and industry have become natural 
counterparts in our intensified search 
for progress in health. For several years 
we have promoted research and devel
opment on the health · problems 
related to affluent societies. This is an 
important part of our work with indi
vidual Member States, within the 
framework of the Regional Health-for
All policy. The following examples 
show where the emphasis lies today. 

- Recently we have made vigorous 
efforts to provide practical, opera
tional support to central and east 
European countries. We have also 
established specific country pro
grammes with Member States so 
that WHO's work is guided to key 
health development efforts in coun
tries, with perceived concrete 
outcomes. 

- By joining the Healthy Cities 
movement (which was originated by 
this Regional Office), city councils 
have paved the way and shown that 
Health for All can only become a 
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reality by involving the local authori
ties. They will be joined soon by 
schools, thus taking local action to a 
level which is even closer to the 
individual, and touches directly the 
Europeans of tomorrow. 

- We also cooperate with industry. 
There is no doubt that the worksite 
will soon become one of the key 
grounds where the life-style and 
health issue is going to be won--or 
lost! To use this setting we seek the 
active support of both the labour 
unions and the companies. 

- Another key area of development is 
appropriate care. Is it acceptable that 
in one country in Europe, a preg
nant woman should have a four 
times higher risk of being submitted 
to surgical delivery than in an other
wise very similar country? Today's 
motto is appropriate care, rather 
than more care. We can help 
Member States, health professionals 
and industry to tackle these new 
issues and they can increase their 
dialogue with the population by 
collaborating with us. 
Is all this a dream? Yes, but only to 

those with limited understanding and 
those who do not like--or dare-to 
open up new trails. But in WHO we 
have acted for many years as trail
blazers. Many approaches developed 
here have proved to be useful not only 
in Europe but to people in other parts 
of the world as well. You can help by 
joining us in the Health-for-All 
movement! • 

Or J. E. Asva/1 is Director of 
the WHO Regional Office for 
Europe, 8 Scherfigsvej, 2100 
Copenhagen 0, Denmark 

These young 
Europeans put all 
their enthusiasm into 
running a mini 
marathon. They learn 
early in life what is 
good for their health. 
Photo WHO/EURO/ 
H. E. Kristensen 
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Towards Health for 
All in England 
by William Waldegrave 

As the United Kingdom's Sec. 
retary of State for Health, I 
believe there is no more impor

tant task facing me than developing a 
comprehensive strategy to improve 
the nation's health. Thanks to our 
health reforms, creating and im
plementing such a strategy is now a 
reality. The time is right to do so . We 
can now focus attention on maximiz
ing health gains rather than on the 
day- to-day management issues of 
running our National Health Service. 

The overall aim of the strategy for 
England (Wales. Scotland and 
Northern Ireland are developing their 
own, but similar, strategies) will be to 
improve the population's health, 
making the best and most efficient 
use of available resources. In doing 
so we seek to strike an effective 
balance between the three fun
damental pillars of health : prevention. 
treatment and rehabilitation. 

Our consultative paper The Health 
of the Nation reflects the principles 
laid down in Health for All. I was 
delighted that Dr Jo Asvall. Regional 
Director of WHO (Europe) gave such 
a warm endorsement to our 
approach. "This is" , he said, "exactly 
what we would like every country to 
do." 

The Health of the Nation sets 
targets for improving health. Target 
setting is an essential discipline for all 
those involved . Targets give us both 
something to aim at and a set of 
benchmarks against which we can 
measure progress. We will initially 
base the strategy around a small 
number of health priorities such as 
coronary heart disease and smoking
related cancers. In time we will add 
new areas. so building up a rolling 
process of health improvement. 

Better health is a job for everybody, 
not just our health service. Individ 
uals , employers. voluntary organi
zations. trade unions and others must 
all recognize their part in the strategy 
and respond. Through a shared 
commitment to better health lies the 
path to success. • 

Mr William Wa/degrave is 
Secretary of State for Health 
of the United Kingdom, 
Department of Health, 
Wellington House, 133- 155 
Waterloo Road, London SE1 
8UG, England . 
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Health for All
theory and practice 

by Justin Westhoff 
Europe, summer 1991 . . . In hot 

countries, the elderly are suffering 
badly from a heatwave. Because they 
live in certain areas, more elderly 
people are dying prematurely than 
elsewhere. In view of climatic, genetic 
and other factors that cannot be 
altered, how meaningful is WHO's 
slogan 'Health for All'? 

Turkey, spring 1991 ... Kurds, 
maltreated for centuries, have fled 
from civil war in Iraq to find safety and 
compassion. In the refugee camps, 
children die every hour of the day from 
malnutrition and diarrhoea! diseases 
(which elsewhere would be easily con
trolled), the elderly die of weakness 
and young men and women from their 
wounds. The praiseworthy medical aid 
given by the international community 
appears to be merely a drop in the 
ocean. Health for All? 

France, or Germany, or the United 
Kingdom . . . A growing body of 
research findings show that immigrants 
are subject to considerably more health 
hazards than the nationals of those 
countries and have more obstructions 
to pass in order to gain access to the 
health care system. Equal health for 
all? 

Berlin . . . after unification of East 
and West. People in the former Ger
man Democratic Republic receive 
poorer medical care than those in the 
West, and in some cases the quality of 
care has worsened since unification. 
One example: following efforts by the 
health lobby to have health care 
privatized as far as possible and to 
close outpatient units and polyclinics, 
the number of diabetics suffering from 
diabetic coma has shot up in the 
eastern Ui.nder. Even for a rich 
country in the heart of Europe, the 
same questions must be asked: 
Equality in health and life? Health for 
All? 

Despite urgent questions like these, 
health care professionals and politi
cians in Germany (to judge by the 

The big question that faces health 
policy-makers in Europe: how to reduce 
inequalities in the struggle against 
sickness and death? 

situation in Berlin) mainly react posi
tively when they are asked about 
WHO's slogan and its regional strategy 
to achieve "Health for All by the year 
2000" in Europe. Where criticism is 
voiced, it is directed less at WHO and 
more at the lack of practical work 
towards WHO's targets in the European 
Member States. 

More research needed 
Ingrid Stahmer, Senator for Social 

Affairs in re-unified Berlin, was pre
viously Senator for Health (a senator is 
the equivalent of a minister in one of 
the German Ui.nder). For her, Health 
for All means that problems of "social 
cooperation" and the conditions from 
which disease arise must be linked 
together. Not enough research has 
been done on social and psychological 
questions. Poor communication, stress 
at the workplace ... too little attention 
has been paid to these and other 
issues. Medicine often pays only lip 
service to mental health. 

She feels that WHO has taken the 
right approach: tackling the different 
social causes of disease in appropriate 
ways with different "prescriptions", and 
not "steamrollering a uniform concept 
across Europe". In this way, one 
country can learn from another: Ger-
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mans, for instance, can acknowledge 
the value of social cohesion within the 
extended family in southern Europe, 
while others may value the relatively 
well-developed network of self-help 
groups in Germany. Innovations need 
not inevitably entail higher costs. Mrs 
Stahmer is particularly concerned 
about a number of issues: the wide
spread use of violence against children, 
a universal taboo in Europe; the lack of 
a lobby for the elderly; and inadequate 
social harmony between people of 
different origins. "Existential fears", she 
insists, "make people ill". 

Anette Schwarzenau is municipal 
councillor for health in Charlottenburg, 
a large district of Berlin. She considers 
WHO's concept to be "inspiring". 
Charlottenburg is to join the Healthy 
Cities network. WHO's targets are of 
great help to her in persuading people 
who are conservative in health policy 
matters that health is more than 
"bandages and pills". The slogan 
Health for All has become a self
imposed obligation for urban districts 
such as her own. 

One of the leading experts in pre
vention is Or Rolf Rosenbrock, a 
sociologist and health researcher at the 
Berlin Science Centre. Both WHO's 
overall slogan and its regional strategy 
for Health for All in Europe contain a 
large number of "sensible thoughts", 
he says. He agrees that health pro
motion should not be a matter of 
professional policy alone, that all activi
ties related to health must be coordi
nated with each other, that priorities 
must be set, and that prevention and 
cure must be seen as equally 
important. 

But what is the real situation today? 
WHO has reported that in recent years 
inequalities with regard to disease and 
death have not been reduced, as had 
been recommended, but on the con
trary have increased. Or Rosenbrock 
blames this on the fact that little 
practical work towards WHO's targets 
has been done in Germany. Politicians 
like to give verbal support to WHO's 
formulations without really putting 
them into practice. In Germany, in 
particular, the health professions are 
too resistant. "There is no powerful 
health movement", he says, while 
acknowledging WHO's efforts to push 
forward the goal of Health for All by 
means of top-level congresses and 
meetings, some of which have been 
held in Germany. But the Organization 
is not in a position to intervene in its 
Member States' social and political 
deliberations, and this is precisely why 
a slogan is only as good as the 
determination and vigour expressed at 
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national and local levels. 
The spokeswoman for a profes

sional medical association voices her 
thoughts forthrightly, almost with dis
approval. "I get annoyed every year," 
she says, "when the latest slogan for 
World Health Day is proclaimed. It 
yields just as few results as the claim to 
Health for All, so long as it remains just 
something on paper!" 

Involving the nurses 
Senior nurse Jutta Beikirch looks at 

matters in a different way. She is now 
responsible for nursing personnel in 
the Berlin civil service. "WHO has 
helped us to get nurses more involved 
in health planning and reporting, even 
if they are not yet involved enough", 
she says. Nurses and care personnel 
are in much closer contact with 
patients, and community nurses in 
particular see the whole social and 
economic situation and know what 
"primary prevention and care" means. 
This is often more important than 
scientifically oriented medical interven
tions. WHO was right to point this out, 
and nurses can often make practical 
progress towards such targets more 
effectively than politicians or phy
sicians. 

However, Mrs Beikirch would like 
many of the Organization's arguments 
to be worded in "less abstract" terms 
since, she says, "my colleagues are 
practical people and have not yet 
learned much about dealing with 
abstract concepts". Moves towards a 
frontier-free Europe in 1992 must be 

INTRODUCTION·TO 
THE WORLD HEALTH 

ORGANIZATION 
REGIONAL OFFICE 

FOR EUROPE 
The World Health Organization's 
Constitution took effect on 7 April 
1948. The Regional Office Jor 
Europe originated in January 1949 
as the Special Office for Europe and 
was located in Geneva. In 1952 it 
became a Regional Office and was 
transferred to Copenhagen in 1957. 
lt has some 270 permanent staff 
members from 44 countries (com
plemented by tempmary consul 
tants). who assist Member States 
with expertise and technical support 

In addition. more than 1000 
experts and scientists are involved 
each year in WHO meetings in 
Europe. and many more are working 
for WHO in the 375 collaborating 
centres and research institutes in the 
Europepn Region. 

Heath for all: "All it means is having 
the courage to dream that you will one 
day have the strength to act_" 

carefully monitored, she warns. There 
are both opportunities and risks here. 
Health service workers can learn from 
each other and offer mutual support in 
their demands for better training, but 
this could also lead to a reduction to 
the "lowest common denominator". 

Or Ellis Huber, chairman of the 
Berlin Medical Association, considers 
that Health for All is justified as a 
"strategy for democratization". If you 
want more health, you must get away 
from "expertocracy". A far-sighted 
health policy has the task of creating 
healthy living conditions and fighting 
against inequity. The home environ
ment, working environment, reformed 
medical and social services, more 
independence instead of dependence 
for people, more "health autonomy"
such calls by WHO are far more 
important than the introduction of 
more highly specialized medical tech
nology. 

"European thinking" must be 
pushed forward in this direction, says 
Or Huber, and governments must be 
reminded of their duty to bring about, 
ultimately, "equity in health". If some
one says to him that WHO's slogan is 
just a pious hope, he replies: "Only if 
you have the courage to dream do you 
have the strength to act". • 

Mr Justin Westhoff is a 
freelance scientific and 
medical journalist; his address 
is Silingenweg 5, D - 1 000 
Berlin 19. Germany 
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Reforming outdated health systems 
by Beatrice Majnoni d'lntignano 

hat is the best 
way of arriving at 
a compromise 
between equity 
and efficiency in 

health care? The countries of western 
Europe and Canada have reached this . 
goal by principles of: 

- Compulsory health insurance, with 
the. State taking responsibility for the 
poorest people. 

- Direct or indirect control of health 
expenditure by the State so as to 
ensure the right balance between 
costs and quality of care. 

- Each individual contributing accord
ing to his or her means, but also 
paying for health care according to 
his own wealth. 

This philosophy is radically different 
from that of the USA where-with the 
exception of the poorest and the 
elderly, who are covered by the 
Medicaid and Medicare systems
people are left to insure themselves, 
and where 35 million people are not 
covered at all despite the large 
amounts the nation spends on health. 

In northern Europe-in such coun
tries as Denmark, Sweden and the 
United Kingdom-the health systems 
stem from the Beveridge Report of 
1942, drawn up by the founder of the 
British "Welfare State", Lord Bever
idge. The principle of an individual 
"capitation" requires family doctors to 
filter access to specialized health care 
and to receive a per capita fee. This is 
not a salary, as many people believe, 
but consists of sums paid to the 
general physician according to the 
number of patients who inscribe them
selves on his list and then receive 
health care free of charge. Other fixed 
sums are involved in this system, for 
instance to encourage doctors to work 
as a group practice, to practise in 
deprived areas , or perhaps to 
complete their training. Such activities 
as the first consultation, night visits, 
and contraceptive advice are paid for 
separately, and so are private consul
tations which the patients pay from 
their pockets. 

In central Europe, particularly Ger
many, Austria and the Benelux coun
tries, the health systems adopted may 
be called Bismarckian, after the 19th 
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century German Chancellor, because 
they evolved from the first German 
laws on sickness insurance, passed in 
1893. Health care here is financed 
from professional contributions, and is 
controlled by those who represent the 
insured individual. Medicine is avail
able to all and is paid for according to 
the services used. 

Physicians who are paid "a fee for 
service" work harder, devote more 
time to each of their patients and earn 
more because they tend to stimulate 
an increased demand for their services. 
As a result, in countries where 
surgeons are paid · for their services, 
people have twice as many operations 
as people in countries where surgeons 
are paid a salary. As for technical 
interventions, these have sometimes 
become virtual money-making 
machines, as in the case of electrocard
iograms or echography during 
pregnancy. 

Payment according to the services 
has created a very active medical 
system oriented towards curative care 
rather than preventive action, based on 
the diagnostic, therapeutic, prognostic 
triad; its philosophy tends to be to take 
medical action rather than not to act. 
All the health systems in these "liberal" 
countries are at pains to make ever 
more precise diagnoses, even where 
truly effective treatments are lacking, 
and they still apply such treatments as 
they have, particularly when they are 
dealing with people of very advanced 
age. 

Countries of the east 
The countries of eastern Europe 

have their own national health 

systems, but a certain malaise has crept 
in because the doctors are officials of 
the State. They work less than doctors 
in western countries, and are more 
ready to sign sickness notes for their 
patients or order them to hospital. By 
giving their doctors a salary but only a 
low one, and by treating them as heirs 
of the bourgeois classes and therefore 
non-productive personnel, these coun
tries have sapped them of motivation. 

Health care is in principle free, but 
pharmaceuticals are practically unavail
able. Owing to shortages of contracep
tive pills in most polyclinics, abortions 
have become more frequent than 
births. Sickness notes to give people 
time off work, as well as the services of 
the few really competent surgeons, are 
paid for "under the table". In the 
USSR, it appears that legal health 
cooperatives represent 3-4% of the 
expenditure on health care, but the 
kickbacks could amount to eight to ten 
times more. 

The eastern countries only devote a 
tiny part of their gross national product 
to health: 3% in the USSR and 2.5% in 
Romania, compared to 7.5% in the 
countries of the Organization for 
Economic Cooperation and Develop
ment and 12% in the USA. As a 
consequence, medicine has come to 
be equated with "inequality and ineffi
cacity", and the attempt made by the 
USSR in 1985 to improve the 
situation by increasing the doctors' 
salaries by 30% ended in failure. 

Everybody ought to have access to 
medical services, whatever method is 
chosen for financing health care. 



The demographic indicators testify 
to the scale of the disaster. Expectation 
of life in USSR, Czechoslovakia and 
Hungary, which used to be compar
able with that of the western countries 
in 1970, is today some five to eight 
years less. In Romania, infant mortality 
ranges, from one area to another, 
from 17 to 50 per 1000 live births, 
compared to 7 in France. 

Health in the time of 
perestroika 

It will take decades to put this 
situation right, and medicine as a 
whole will have to be reorganized with 
the support of a healthy economy. 

From 1988 onwards, the USSR 
chose to introduce an experiment in 
free market mechanics and financial 
incentives into the national health 
system, which it wants to preserve. The 
polyclinics in St Petersburg (formerly 
Leningrad) will henceforth receive an 
identical per capita fee (75 to 100 
roubles) for each citizen in the zone 
which they serve, and from this they 
have to deliver health care free of 
charge, either directly or by paying for 
hospital services. The hospitals no 
longer receive a budget but rather an 
advance payment, and they then have 
to sell their services according to a 
fixed tariff: 17 roubles for an abortion, 
550 roubles for orthopaedic surgery 
and so forth. In certain cases where 
treatment fails, the patient may be 
taken into the hospital again without 
having to pay a second fee. 

The benefits of the new system are 
already being felt. The length of stay in 
hospitals has fallen, in St Petersburg 
dropping from 17 days to 12 days in 
the space of a year. The polyclinics 
seem to be accepting more responsi
bility and are obtaining equipment so 
that they can undertake minor surgery. 
The Fiodorov eye surgery centres are 
even going so far as to pay their 
surgeons "for each eye cured"
hoping in this way to reduce the 
numbers of failed operations and 
infections. 

The other countries of eastern 
Europe have adopted a different 
approach. The doctors there are often 
agents for change themselves. Fasci
nated by American liberalism in medi
cine, they have rejected the national 
system and cheerfully confuse the 
effects of liberal mechanisms with that 
of the wealth of the western clientele. 
The World Bank and WHO have 
sounded a warning that universal 
access to health care and controlled 
budgets are put at risk because of the 
wish to get rid of bureaucracy and 
mediocrity. 
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The financing of health cannot be 
reformed without · fiscal and salary 
reforms. The real question is to know 
whether it is best to continue paying 
fixed salaries, subject to the arbitrary 
ways of state bureaucracy, or to step 
up salaries in the health sector and 
create sickness insurance schemes so 
as to engage the general public in a 
process of responsibility, individual 
choice and democratic control of 
health expenditure. How otherwise can 
the present system of kickbacks be 

Eurohealth: a project 
for eastern Europe 

Europe is at present undergoing pro
found and . in some cases. d rast ic 
changes. Politica l. economic. socia l- no 
sector is spared . The hea lth sector in 
Europe had already been under 
critic ism- partly because it was becom
ing too expensive. partly because of 
ineffi ciency. People were becomi ng 
disenchanted. In some overly centralized 
and bureaucratic systems there was little 
room for public part icipati on- just at a 
time w hen people were becoming more 
and more aware of the importance of 
hea lth and more and more eager to take 
responsibility for their own health. 

The Eurohealth project was developed 
to contribute to the health ca re debate of 
the 1990s in Europe and more speci 
fi cally to cater to the needs of the 
countries of centra l and eastern Europe. 
where the debate about the fu ture of 
thei r health care systems is particularly 
lively. 

The aim is to collaborate with coun
tries in developing new and more appro
priate hea lth po li cies. t o promote 
innovative action in loca l communit ies. 
and to improve the organizat ion. man
agement and financing of health care. 
The project also seeks to improve the 
hea lth informat ion systems and the 
tra ining of health w orkers. Research into 
ways of improving the situation is also 
regarded as an urgent pri ority. 

Contributed by Or Constantino Sakellarides. 
Director. Division of Health Services. WHO 
Regional Off ice for Europe. Copenhagen. 

One objective of the health services 
must be to oHer high-quality care. 

turned into a legal one, and how can 
doctors be persuaded that other forms 
of payment would be more ethical? 

The health systems of eastern 
Europe do not need to fall into the 
same traps as those in the West, which 
were conceived at the end of the 19th 
century or after the Second World 
War. Perhaps they will avoid the pitfall 
of certain professional health insur
ance schemes, where the ratio between 
the number of contributors and the 
number of beneficiaries can sometimes 
be catastrophic, and will instead prefer 
freely chosen health insurance options. 

By contrast, the example of the 
West ought to encourage them to 
prefer the European philosophy to 
that of the USA, to experiment with 
per capita fees for their family doctors, 
to ensure that their insurance schemes 
and their doctors have more respon
sible representatives than trade union 
officials, and to use payment mechan
isms better adapted to their true 
objectives-namely equity , full 
employment, and doctors' social 
status. The new philosophy of being 
able to shop around for the best 
available health insurance, public as 
well as private, ought to interest them 
as a first priority. 

Recent experiences in Europe have 
confirmed that it is financial incentives 
that shape the behaviour of doctors
hence the interest in choosing those · 
incentives well. • 

Professor Beatrice Maj
noni d'lntignano is a Pro 
f esso r a t t he P a r i s- X 11 
Unive rsities. Her address is 12 
ru e Debe ll eyme. 75003 Pari s. 
France. 
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Environment and health 
everyone's concern 

-

G
lobal warming, acid 
rain, urban smog, pol
luted beaches, nitrates 
in drinking water, sal
monella poisoning--

these are but a few of the environ
mental problems that make daily 
headlines. In particular, the countries 
of central and eastern Europe face a 
steep uphill battle to reverse environ
mental degradation and to balance 
"progress" against protecting human 
health and the environment. 

Throughout Europe, there is a 
common resolve not to repeat the 
mistakes of the past: the accidental 
release of dioxin at Seveso, Italy, which 
caused chloracne and other health 
problems in several hundred residents; 
the toxic oil syndrome in Spain, which 
killed hundreds and made many 
thousands chronically ill; and the 
nuclear power accident at Chernobyl 
in the Soviet Union, necessitating the 
relocation of hundreds of thousands of 
people and evoking the long-term 
spectre of increased numbers of 
cancers. 

Certainly Europeans are fully aware 
that "health" and "environment" are 
not separate concerns but are tightly 
linked-for better or for worse. They 
recognize that their environment 
encompasses all the physical, psycho
logical, social and aesthetic elements 
that are conducive to health, such as 
safe drinking water and food, well
planned housing, noise control, clean 
bathing water and green spaces in the 
cities. Powerful forces for change, such 
as the press, consumer activism, and 
the lowering of political and trade 
barriers, have sharpened. this aware
ness. And Europeans are showing a 
willingness to work together towards 
making the link between health and 
environment a positive one. 

Political commitment is trying hard 
to keep pace with this popular 
movement. It was against this back
drop that, on 8 December 1989, 29 

Green spaces are the "lungs" of the 
ci~ntial organs for the good 
quality of urban life. 
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European countries endorsed the 
European Charter on Environment 
and Health. This landmark event took 
place during the First European Con
ference on Environment and Health in 
Frankfurt, Germany. There, ministers 
of environment and health put aside 
their sectoral differences in favour of a 
common goal: safeguarding human 
health by safeguarding the environ
ment. By this act, the countries of 
Europe unanimously agreed to follow 
up a range of urgent environment and 
health issues-and to take action now. 

In recognition of the importance 
and relevance of the Charter, the 
Commission of the European 
Communities also adopted the 
Charter as a guideline for future work. 

A &amework for change 
The Charter touches every level of 

society in one way or another, from 
the individual to international organi
zations. Above all, it stresses the shared 
responsibility of everyone to safeguard 
the environment, to ensure adequate 
and accurate information, and to be 
involved in decision-making. In particu
lar, the media must play a key role in 
promoting awareness and a positive 
attitude towards protecting health and 
the environment. 

Fourteen principles for public policy 

support the Charter. Among them are 
the axioms that prevention is better 
than ct.ire, that the polluter should pay, 
and that human health takes priority 
over economic considerations. The 
environment is seen as a resource for 
improving living conditions and 
increasing well-being. 

The Charter outlines what needs to 
be done to put these principles into 
action, whether through improved 
technology, legislation, education or 
training. Strong information systems 

. Priority environmental health 
issues include: 

- global disturbances to the environ
ment 

- urban development. planning and 
renewal 

- safe and adequate drinking-water 
supplies; hygienic waste disposal 

- quality of surface. ground. coastal and 
recreational waters 

- safe food 
- environment and health impact of 

energy options. transport and agricul 
tural practices 

- ambient air quality (oxides of sulfur 
and nitrogen. photochemical oxidants 
and volatile organic compounds) 

- indoor air quality 
- persistent chemicals and those caus-

ing chronic effects 
- hazardous wastes 
- biotechnology 
- contingency planning for and in 

response to accidents and disasters 
- cleaner technologies. 



Taking noise measurements in the 
centre of Athens. 

must play a vital role in this strategy by 
helping to monitor the effectiveness of 
the measures taken on the basis of 
priorities set and of decisions made. It 
calls on countries to take all necessary 
action to reverse negative trends as 
soon as possible, and to work with 
each other and intergovernmental 
groups to tackle pollution problems 
that recognize no national borders. 

The Charter is only a means to an 
end; it is a framework, not a blueprint, 
for change. The blueprints are now 
being drawn up by the countries of 
Europe, each according to its needs 
and resources. Only then can the 
Charter have real meaning. Already 
more than 20 countries are working to 
make it come alive. As a basic step, the 
Charter has been translated into 17' 
languages. Regional workshops and 
seminars are bringing together coun
tries to share ideas and know-how. 
Spain, for example, convoked the chief 
medical officers and directors of 
environment from all 17 provinces to 
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create a policy for putting the Charter 
into action in all sectors, including 
energy, transport and trade. The 
United Kingdom has made the 
Charter a key element in the 
government's newly developed propo
sals for a health strategy. 

The Charter called for a European 
Centre for Environment and Health to 
be set up, and the governments of Italy 
and the Netherlands promptly stepped 
forward with resources and facilities. 
The Centre has operational units in 
Rome and Bilthoven. 

With an initial staff of 26, the Centre 
forms part of the Division of Environ
ment and Health of the WHO Regional 
Office for Europe. Its first priority is to 
prepare a comprehensive report on 
environment and health in Europe 
called "Concern for Europe's Tomor
row". Information from many sources 
is being collected and analysed to find 
out the status of environment and 
health in each country of Europe, as 
well as to forecast changes over the 
next 10 to 20 years. On the basis of 
the report, a longer-term programme, 
tailor-made for the countries of 

Europe, will be developed. 
The Centre's staff help countries in 

Europe on practical matters regarding 
air and water pollution, food safety, 
radiation protection, environmental 
epidemiology, toxicology, and informa
tion system management and opera
tions. Its studies include a long-term 
follow-up of the health of people 
affected by the Chernobyl nuclear 
accident in 1986, the strengthening of 
surveillance systems for foodborne 
diseases, and the development of an 
integrated approach for assessing and 
reducing human exposure to contami
nants in air, water and food. The 
Centre has also begun a US$ 3 million 
project to help Czechoslovakia, 
Hungary and Poland to put the 
Charter into effect. • 

Mrs Elaine C. Grandjean is 
an information specialist with 
the Division of Environment 
and Health. WHO Regional 
Office for Europe. 
Copenhagen . 

9 



Heartbeat Wales 

0 
ur health depends on 
more than just life-style 
behaviours, it is 
encouraged-or 
damaged-by the psy-

chological, physical and social factors 
which together make up our environ
ment. The best intentions and the 
strongest commitments can hit obsta
cles on the road to health. We may 
want to cycle to work, but we may not 
have cycle pathways to make cycling 
safe as well as healthy. We may try to 
reduce fat in our diet, but find it 
difficult when supermarkets don't sell 
low fat foods, or don't label food 
clearly. 

Environments that encourage and 
support us in reaching health targets 
can be created; conditions that inhibit 
high levels of health can be changed. 
In Wales, our aim is to make the 
healthy option the easy option-by 
working with retail shopkeepers so as 
to encourage easy access to healthy 
foods, by providing exercise tracks and 
trails, by working with local 
government on planning issues, and by 
involving employers in the health of 
their work force. 

Over the last 50 years, Europe has 
witnessed epidemic levels of chronic 
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diseases such as cancer and coronary 
heart disease. These in turn are closely 
related to life-style, such as smoking, 
drinking and overeating. Life-styles in 
Europe vary greatly. The French love 
good wine, and this results in a high 
level of alcohol consumption-twice as 
much per person per year as in the 
United Kingdom. The Dutch get plenty 
of regular exercise as they use bikes, 
not cars, for most short trips, and have 
planned their roads and cities to make 
riding bicycles safe and convenient. In 
Greece, more cigarettes are smoked 
than in most other European 
countries-five times as many as in 
Norway. Some countries in eastern 
and central Europe are showing 
increasing levels of cigarette consump
tion while others, such as the United 
Kingdom, are showing a decline. 
These patterns of disease and life
styles in Europe show where we need 
to concentrate efforts in progressing 
towards health targets for the region. 

Life-style behaviours are established 
at a very early age, but they can be 
changed with consequent benefits to 
health. Stopping smoking, eating a 
balanced diet, taking regular exercise, 
drinking sensibly, all these reduce the 
risk of a range of chronic diseases. 

Given the right kind of information, 
skills and encouragement, individuals 
and whole populations can adopt new 
behaviours and change to healthier 
life-styles. 

Coronary heart disease is a major 
killer in Europe, and many of the risk 
factors linked to the disease are asso
ciated with life-style. Levels of the 
disease vary greatly across Europe, and 
are particularly high in the United 
Kingdom. In Wales, heart attacks claim 
the lives of one in four men and one in 
eight women before their 75th 
birthday. "Heartbeat Wales", a 
community-based intervention pro
gramme, set out to meet this challenge 
and to put the health of Wales on 
course with the best in Europe, by 
tackling the problem among the popu
lation as a whole, not just those at high 
risk. 

Three risk factors 
Launched in 1985, Heartbeat Wales 

focused on the three most important 
risk factors for heart disease that are 
open to change: 
- raised blood cholesterol 
- raised blood pressure 
- smoking. 

It aimed to reach all levels of 
society-individuals and the com
munity; education; business and 
industry; government and the health 
sector. Full use of the press, radio and 
television helped to draw attention to 
the programme in its early days. 

Because it was seen as a demon
stration programme for other parts of 
Europe, it has been particularly well 
documented, with periodic evaluation 
to gauge the progress and show where 
more effort is needed. The programme 
was designed and carried out in part
nership with the people of Wales. 
From the beginning it was realized 
that, to be effective, simply "dropping 
leaflets from airplanes" wasn't going to 
work. Heartbeat had to belong to the 
community. In the planning stage, 

In response to public demand, the food 
industry is producing low-fat products 
for general consumption. 
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New-style pyscho-drama: an entire 
Welsh village "dropped dead" one 
morning in 1987 to dramatize the 
slaughter represented by cardiovascular 
diseases. 

people were invited to share their 
views and contribute their ideas, and 
these were later used in designing the 
various intervention components. 

The support of the food industry 
itself was canvassed to ensure that 
healthy foods were not only available 
in the high street, but were also 
competitively priced. 

One area of concern was overweight 
among the Welsh people, since the 
programme's own survey showed that 
as many as 50% of the population 
were too fat, to the point where their 
health was affected. Overweight is 
associated with a wide range of health 
problems ranging from diabetes to 
coronary heart disease. Losing weight, 
usually through a combination of 
dietary modification and increasing 
physical exercise, will reduce the risks. 
The "Lose Weight Wales" campaign 
was designed to raise public awareness 
of the problem and to encourage and 
support individuals and groups in 
doing something about it. Lose Weight 
Wales is working with Women's Insti
tutes on a major weight-loss competi
tion ending in September 1992; this 
offers an incentive to adopt a healthier 
life-style and healthy eating habits 
permanently. 

Today, five years after the pro
gramme began, the community is still 
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very much involved and is building on 
the success of Heartbeat Wales. The 
parent body, the Health Promotion 
Authority for Wales, has launched 
further initiatives to promote good 
health as part of its "Health for All in 
Wales" strategy. 

"Good Health Wales" addresses a 
range of health issues for adults, such 
as healthy sexuality and preventing 
HN infection. The "Make Health Your 
Business" Award encourages the busi
ness community to create working 
environments that support people in 
being healthy. Absenteeism from work 
is high in Wales compared to other 
parts of Europe, so ill health is very 
expensive. For every working day lost 
through strikes, more than 30 are lost 
through absence because of ill health. 
More than 500 businesses have 
declared their commitment to the 
"Health for All in Wales" strategy and 
have made provision for health screen
ing, exercise, family welfare, nonsmok
ing policies and healthier canteens. 

Unhealthy pressures 
Young people's contribution is 

channelled through the new "Youth 
Life Wales" initiative. A 1990 survey 
showed that nearly half of Wales' 15-
and 16-year-olds drank alcohol at least 
once a week, even though it is illegal to 
sell alcohol to children under the age 
of 18. A number of new schemes have 
been developed to tackle this, includ
ing mobile education units called Life 
Education Centres which visit schools. 
These centres seek to teach children 

the skills to resist peer pressure-to 
"immunize" them against unhealthy 
pressures from adults, advertising and 
society in general. 

There are encouraging signs of 
improvement in life-styles, and the 
results of regular surveys show that 
Heartbeat Wales and the health pro
motion activities of the Health Pro
motion Authority for Wales are indeed 
working. Between 1985 and 1986, the 
percentage of smokers in the Princi
pality fell by 4% for men and 3% for 
women-a sharper fall in the number 
of smokers in Wales than in any other 
part of the United Kingdom. The rise 
in overweight and obesity levels at last 
seems to be levelling and beginning to 
fall. There is also a growing trend 
towards healthier eating, with people 
opting for more fruit and vegetables 
and cutting down on foods high in 
saturated fats. More people are active, 
with almost half of the men and one 
quarter of the women exercising at 
least twice a week 

Heartbeat Wales has helped people 
to make healthy changes in their 
life-style. It has put the heart back into 
Wales, adding life to years and years to 
life. • 

Professor John C~ Catford 
is Executive Director of the 
Health Promotion Authority 
for Wales, Brunei House. 2 
Fitzalan Road, Cardiff CF2 
1 EB, Wales, United Kingdom. 
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The clock can't be stopped 

][ 

n 1960 the proportion of 
people in Europe aged 60 or 
over was 14 %; by 1980 it had 
risen to 17%, and by 2025 it is 
expected to be 25%. Mean-

while, fewer and fewer family members 
are available to care for the elderly. 
The best solution to this problem 
would be to create conditions allowing 
the elderly to remain healthy so that 
they could look after themselves. 

At present, Sweden has the highest 
proportion of elderly people in 
Europe; by the year 2000, however, 
the highest proportions will be in 
Germany and Greece; 25 years later 
this distinction will be shared by Ger
many, Luxembourg, the Netherlands 
and Switzerland. The fastest projected 
rate of population growth for elderly 
people, however, will be the USSR, 
where the number of those aged 60 or 
over will have risen from 35 million in 
1980 to 72 million in 2025. 

Problems brought by 
success 

These developments, which reflect a 
general increase in life expectancy 
since the Second World War, produce 
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new challenges that we must address if 
crucial problems are to be avoided. 

The number of people aged 80 or 
more is rising particularly rapidly. 
These people consume a greater pro
portion of health care and social 
services than any other age group. 
Because women live longer than men 
on average, the socioeconomic and 
health problems of elderly people are 
largely borne by women. As more 
women enter the job market, there are 
fewer of them available to care for 
elderly people than formerly. This 
factor, together with increased migra
tion by young people, is weakening 
family and community support and 
protection for the elderly. 

Why is the life expectancy of men 
less than that of women? Why do 
some people lose their ability to func
tion while others remain active and 
productive? What changes should be 
made in life-styles and behaviours to 
maintain our vital potential and auton
omy? Most such queries are still 
unanswered, but it is now widely 
accepted that progress can be made 
only through the search for healthy 
aging, which was first discussed in 

. 1990 by WHO's Regional Committee 
for Europe. 

Old age is not a disease and cannot 
be prevented! The occurrence of 
chronic, degenerative diseases in old 
people can, however, be diminished, 
though not by means of curative 
medicine alone: middle-aged people 
should be the main target for health 
promotion, with a view to preventing 
disability in old age. It should also be 
noted that there are differences 
between European countries in life 
expectancy and morbidity and disabi
lity rates. 

It is to be expected that the health 
and functional ability of people aged 
under 75 will improve and that they 
will look for better opportunities to 
remain active in society. At the same 
time, governments are likely to be 
seeking a balance between early 
retirement (to ease the job market) 
and late retirement (to reduce the cost 
of pensions). Meanwhile, a large 
increase in the proportion of people 
aged 85 or over can be expected to 

Plenty of daily activity helps the elderly 
to stay healthy. 
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create a growing demand for personal 
care and help with the tasks of daily 
life. 

Who will look after the very 
old? 

In most European countries it seems 
probable that community-based care, 
and home care in particular, will 
provide the best solution to the prob
lem of looking after the elderly. But as 
relatives and neighbours are likely to 
become decreasingly available as 
carers, it is important to consider wh~ 
might replace them. Of course, institu
tional care will remain necessary for 
some people, among them those who 
are severely disabled or live alone. 

A balance has to be struck between 
the provision of community services 
for home care and the provision of 
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This sturdy woman in China proves that 
it is possible to be happy and in good 
health at the age of 100 . .. 
... Unfortunately, loneliness and its 
negative effects on health are still the 
lot of many elderly people in Europe. 

institutional care. Rehabilitative facili
ties will have to be increasingly relied 
on to develop and maintain the func
tional ability of elderly people so that 
they can live as independently as 
possible. Changes in attitudes will have 
to be encouraged among health and 
allied professionals and the general 
public. Human and financial resources 
should be redistributed and people 
should become more closely involved 
in the development of medical ethics 
and play an active part in the choice of 
care and the protection of their own 
health. 

Dr Hana Hermanova 1s 
Regional Adviser on the 
Elderly, Disability and Rehabi 
litation, W HO Regional Offi ce 
for Europe, Copenhagen . 

• 
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Cities on the road to health 

P 
ublic awareness of the 
need for health develop
ment has increased 
greatly in Horsens , 
Denmark, since the city 

became part of a European project 
entitled "Healthy Cities-by the year 
2000". 

Although situated in a rich part of 
the world, Horsens certainly has its 
problems. Alcohol and drug abuse is a 
daily reality for the 5 full-time and 35 
voluntary staff who keep the Healthy 
City project of Horsens running. 
Failures in industry and businesses, 
unemployment, and resulting loss of 
income for a large part of the popu
lation have put the municipality in 
constant need of funds. Financial 
hardship goes back to the Wall Street 
crash in 1929, since when the munici
pality has never been able to make 
ends meet. As a result, the city has 
been under central government 

The small town of Horsens in Denmark 
forms part of Europe's Healthy Cities 
project_ 
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administration for decades. Although it 
has now recovered financial autonomy 
there are families receiving socioeco
nomic aid for four generations! This 
means that the young people from 
these families get their money from the 
social security office. They have given 
up from the beginning, because that is 
what they saw their parents do. And 
they did it, because that was the 
solution their grand-parents showed 
them. 

The situation began changing in 
1987, when Horsens, which has 
55 000 inhabitants, joined the 
European Healthy Cities project. Since 
then, great progress has been made in 
disease prevention and health pro
motion. The municipality's 5000 
employees are now much more aware 
than formerly of the health impli
cations of their actions and decisions. 
This applies to town planners, social 
workers, teachers, refuse collectors and 
many others. WHO recommendations 
will be implemented throughout the 
municipality over the next few years. 
This would not have happened if the 

start-up period had not been a visible 
and solid success. 

In 1990 a WHO study found that 
Horsens was performing better than 
the 29 other participating cities in 
respect of seven health-related criteria: 
political support, visibility, structure and 
process with leadership and direction, 
action for health, intersectoral action, 
community participation, and 
resources. For an eighth criterion, 

The Healthy Cities project 

The project embraces a network of 
European cities that experiment with 
new ways of promoting health and 

; improving the environment. The goal is 
to turn a vision of healthy cities into 
reality through political commitment the 
shaping of ideas and exp·eriences. inno
vative action and institutional change. 

As has been said by Dr Jo E. Asvall. 
Director of the WHO Regional Office for 
Europe, we already know what the 
problems are and much about how to 
solve them. A political w ill for action has 
to be created: the challenge is to deploy 
the managerial skill and innovation 
required to pull together the vast human 
and other resources that cities possess 
and to bring them to bear on this work. 
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A bar serving alcohol-free drinks is a 
popular rendezvous for youngsters in 
Gwynedd, North Wales; a healthy life 
doesn't mean you have to be miserable! 

equity, Horsens was adjudged to be 
inferior; this, of course, is a matter of 
taking initiatives that can close the gap 
between the deprived and the affluent. 

The people are being shown that 
change depends on themselves and 
on their community participation in 
recovery from social and ecological 
breakdown. People are rediscovering 
purpose and dignity as they begin 
taking care of their neighbourhood, in 
small but valuable daily actions. 

Some project cities 
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Another important development has 
been the bringing together of different 
services in the interest of health, in 
what is known as intersectoral collabor
ation. Both the education department 
and environmental department coop
erated in such a way that schoolchil
dren became involved in the disposal 
of domestic waste materials, such as 
chemicals, paints and solvents. This 
has helped to demonstrate to young 
people the practical significance of 
ecology teaching. Furthermore, the 
children tend to influence their parents 
in favour of healthy housekeeping. 
The environmental department 
thereby saves energy and resources, 
and pollution is reduced. Easy? Yes, in 
a way, but someone has to bring the 
two departments together. In Horsens 
it was the Healthy City project. 

At present there are some 60 colla
borative schemes in the city, including 
instances of cooperation between the 
public and private sectors. In fact the 
private sector is now happy to invest 
money in health promotion. Recently, 
a private consultancy, the Horsens· 
Health and Environment Group, was 
set up by the municipality with a view 
to exporting advice and know-how. 

The city is also using what it calls 
action-oriented health communication, 
a way of reaching out to people 
without adding unnecessarily to their 
already excessive burden of informa
tion. A Healthy City Shop has been 
established with exhibitions, 
workshops, telephones, fax and other 
facilities. The aim is to provide help for 

Qualities of a healthy city 

- A clean. safe physical environment 
(including housing) 

- A stable. sustainable ecosystem 
- A strong. mutually supportive. non-

exploitative community 
A high degree of participation and 
control by the public over decisions 
affecting their lives 

- The meeting of basic needs (food. 
water. shelter. income. safety. work) 
for all inhabitants 
Access to a wide variety of experi
ences and resources. with opportuni 
ties for diverse contacts. interactions 
and communication 
A diverse. vital and innovative 
economy 

- Encouragement of connections with 
the past. with th~ cultural and bio
logical heritage. and with other 
groups and individuals 
A form compatible with and enhanc
ing the preceding characteristics 

- An optimum level of appropriate 
public health' and sickl)ess care 
services accessible to all 
High health status 

all who visit the shop. Self-help groups 
have been formed and some 70 other 
health-promoting activities have been 
undertaken. 

Thank you, WHO, for the inspiration! 
And please take these ideas to all the 
other cities in the world where people 
are suffering urban deprivation. • 

Mr Flemming Holm IS a 
journalist in Denmark. His 
address is Healthy Cities Pro
ject. Radhustorvet 23. 8700 
Horsens. Denmark. 
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Health targets for E 

Smoke-free 
Olympics, Barcelona 
1992, a step towards 
a smokeless society 

A healthy, well
balanced diet is 

essential for physical 
and mental well-being. 

In 1977. WHO's 
Member States 
resolved that by the 
year 2000 people 
everywhere should 

have access to health services 
enabling them to lead socially and 
economically productive lives. 
The European Member States 
adopted a regional strategy in 
1984. it contains 38 targets that 
must be reached to make the 
dream of HEALTH FOR ALL 
(HFA) BY THE YEAR 2000 a 
reality in Europe. 

They enable us to assess 
whether politicians. health 
authorities and health profes
sionals support HFA. They tell us 
whether all sectors in society. 
such as agriculture and education. 
are working for better health. They 
measure whether we all. as indi
viduals. support it. All European 
countries agreed to follow the 
plan of action. without. of course. 
being obliged to follow it pre
cisely. Each country will develop a 
strategy based on its own specific 
problems and possibilities. 

The targets are about equity in 
·health. adding life to years. adding 
health to life and adding years to 
life; about healthy life-styles. 
healthy environment and appro
priate care; and about research. 
health policies. education. and 
appropriate technology. 

What is your country doing to 
reach these targets? 

Exercise is good
but not just 

anywhere. A 
polluted 

atmosphere will 
hamper the 

benefits. ~ 

Time is ticking 
away. Quick action 
is needed, if we are 
to achieve a 
healthier 
environment. 

A cleaner 
environment, 

appropriate health 
services and active 

leisure time will 
help us achieve a 

healthier life. ~ 

Our health is 
threatened by a 
polluted 
environment. 11le 
struggle for a 
cleaner planet must 
goon . 

.rile goal of Health 
for All is our 
common 
responsibility. We 
have to work 
together to achieve 
it. 



Lrope ••• 
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Clean air, water, 
earth and food are 

essential for a 
healthy life. ~ 

• A major task for the 1990s will be to 
find ways to prevent and better 
manage natural and man-made 
disasters. 

The quality of health care is veiY ~ 
important: merely providing care is 
not enough. 



Europe and smoking 
by Marc Danzon and Tapani Piha 

K 
n the fight against smoking 
undertaken during the last few 
decades in European coun
tries, not only the protection 
of people's health is at stake, 

but also the future credibility of health 
promotion measures. In this continent, 
smoking is responsible for 1 200 000 
deaths each year, a figure which makes 
it the biggest avoidable risk factor. Yet 
despite the vast scale of the problem, 
the protectors of public health are 
confronted by lobby groups rep
resenting those who profit from the 
epidemic. The success or failure of this 
fight will decide the future of preven
tive measures and health promotion, 
and perhaps even the future of health 
policies. Success would silence those 
who doubt the real effectiveness of 
well-planned and determined pro
grammes aimed at reducing the risk 
factors; failure, on the other hand, 
would mean that public health has 
very little influence by comparison with 
powerful lobbies. 

Over the last 20 'years, European 
countries have taken various measures 
to combat smoking. Many of them 
have launched information and edu
cation campaigns; others have passed 
legislation aimed at limiting or even 
eliminating tobacco advertising and 
protecting nonsmokers in public 
places; yet others have concentrated 
on making cigarettes very expensive, 
though usually for economic rather 
than health reasons. Serious and long
lasting measures have certainly had 
positive effects but, even in the best of 
circumstances, these positive effects 
have been slow to emerge. In any 
event, few countries apart from 
Finland and Iceland have pursued 
complete and consistent policies in this 
area. 

During the last four to five years, 
however, the fight against smoking in 
Europe seems to have changed in 
nature, and has acquired a force, 
energy and rationality that it did not 
have before. The WHO Regional Office 
for Europe has played an important 
role in this change by defining the 
fundamental criteria which should 
guide all anti-smoking policies and by 
securing their adoption. Stated briefly, 
success depends on attacking tobacco 
simultaneously on every front, making 
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full use of all sectors and all profes
sions capable of providing support in 
this fight. Accordingly, an action plan 
was adopted in 1987 by all the 
countries of the European Region, and 
at a conference held in Madrid in 
1988 a charter was drawn up which 
laid down certain principles and 
recommended strategies for putting 
this action plan into effect. 

Anti-smoking policies 
Despite vigorous opposition, the 

Commission of the European 
Communities has developed a very 
active policy since 1987 which seeks to 
amend legislation in the 12 Member 
States, particularly as regards lower tar 
content, health warnings on packaging, 
and restrictions on advertising. 

At the national level, the introduc
tion of anti-smoking policies has been 
given a boost by these international 
commitments. Today, Europe can be 
divided into three: 

- One third of countries have vigorous 
policies. The French Parliament, for 
example, recently passed an innovative 
law prohibiting all promotion of 
tobacco products and increasing 

cigarette prices. Passing such a law 
proved difficult because of opposing 
interests, but the determination of the 
protectors of health finally won the 
day, providing a positive example that 
other countries might like to follow. 
- In the second group of countries, 
the policies are more recent, but the 
pace of action has speeded up con
siderably over the last few years. Some 
eastern European countries such as 
Poland are in this group. 
- Finally, the third group is still not 
taking determined action. They include 
some countries where tobacco is 
grown and processed, and where the 
tobacco industry has close ties with the 
public sector. 

The countries of central and eastern 
Europe face a special challenge. Public 
places and public transport have long 
been the preserve of nonsmokers, and 
cigarette advertising used to be prohi
bited (though not for health reasons). 
Yet preventive measures were poorly 
funded and received little support from 
public opinion. The tobacco industry of 
western Europe now sees these coun-

Smoking is no recipe for happiness and 
can ruin your health 
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ANTI-SMOKING CHARTER 
The right to breathe clean air without 

tobacco smoke is an integral part of the 
right to live in a Clean and non-polluted 
environment. 

Every citizen has the right to be 
informed ·about the high risks that 
tobacco has on health. 

Every child and adolescent has the 
right to be protected from all forms of 
tobacco promotion. and to be given 
every assistance. whether by edu 
cational or other measures. to resist the 
temptation of starting to use tobacco in 
whatever form. 

Every citizen has the right to breathe 
air in enclosed public places and public 
transport. which is not polluted by 
tobacco smoke. 

Every worker has the right to breathe 
air at the workplace which has not been 
polluted by tobacco smoke. 

Every smoker has the right to be 
encouraged and helped in order to give 
up the habit. 

tries as a major market to conquer, 
and this could bring about an increase 
in smoking, particularly among young 
people and women. In order to pre
vent this, it is essential to make the 
ordinary people and opinion leaders 
really understand that in Western 
countries, which they often take as a 
model, the tendency today is towards 
nonsmoking and promoting a smoke
free environment 

It is still too early to assess what 
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beneficial effects on mortality and 
morbidity have been produced by the 
fight against smoking. Certainly there 
have been some behavioural changes 
in countries which have pursued a 
continuous and determined policy. In 
those countries there are fewer male 
smokers than there were in previous 
decades. 

Women smokers 
Women are the prime target for 

cigarette advertising. In countries 
where traditionally few women 
smoked, there are now more female 
smokers than in the past. However, the 
most recent statistics show a decline in 
countries such as Denmark and the 
United Kingdom where there have 
been many women smokers for a long 
time. 

Signs of a decline in the number of 
young people who smoke or who are 
starting to smoke in some countries 
are the most encouraging result. 

Clearly the fight will be long and 
arduous. Whatever the result, it will be 
a landmark in health promotion. The 
tobacco lobbies will use any means to 
defend their profits, as they recently 
proved in France by trying in vain to 
halt a poster campaign which 
humorously pointed out the lies used 

Anti-smoking education in North Kare
lia, Finland. 

in advertising to promote brands of 
cigarettes. The tobacco industry goes 
even further, and is making up for 
losses incurred in developed countries 
by investing in developing countries. It 
has no hesitation in adding to their 
existing problems by destabilizing the 
economy, agriculture, and slender 
family incomes. 

It follows that, as in many other 
areas, solidarity and collaboration at a 
global level are essential for the fight 
against smoking, and against risk 
factors in general which endanger 
public health. • 

Dr Marc Danzon is the 
General Delegate. French 
Committee for Health Edu
cation . 2 rue Auguste Comte. 
92170 Vanves. France (WHO 
Collaborating Centre for the 
fight against smoking) 
Dr Tapani Piha is Chief of 
the Tobacco or Health Unit. 
WHO Regional Office for 
Europe, Copenhagen. 
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Eurohealth: a programme for 
central and eastern Europe 

][ 

n 1980, when WHO's 
European Member States 
adopted the Regional strategy 
for "Health for All by the Year 
2000", they agreed that their 

first aim should be a higher level of 
equity-a reduction of inequities both 
within and between countries in 
Europe. This endeavour is as relevant 
in , the early 1990s as it was in 1980, 
and it is the foundation for the Special 
Programme of Cooperation with 
Countries of Central and Eastern 
Europe, launched by the WHO Regio
nal Office for Europe in September 
1990. 

Equity does not mean that everyone 
should have the same health status, or 
use the same amount of health serVice 
resources irrespective of need. Some 
people might dismiss equity as a goal 
altogether if they interpreted it along 
such lines. Solving problems of inequi
ty cannot be achieved by one level of 
organization or one sector, but has to 
take place at all levels and involve 
everyone as partners in health to meet 
the challenges of the future. Equity in 
health implies that, ideally, everyone 
should have a fair opportunity to attain 
their full health potential and, more 
pragmatically, that no one should be 
hindered from achieving this potential. 

Equity in health is not egalita
rianism. It is a fair chance for all. We 
have considerable evidence in Europe 
that this apparently obvious aim is in 
many cases far from being within reach 
of all. Disadvantaged groups have 
poorer survival chances and die at a 
younger age than more favoured 
people. A child born to professional 
parents in the United Kingdom can 
expect to live five years longer than a 
child born into an unskilled manual 
household. In Hungary, males living in 
the most depressed neighbourhoods 
have a life expectancy about four years 
less than the national average, and five 
and a half years less than those living 
in the most fashionable residential 
district. 

Disadvantaged groups do not only 
suffer a heavier burden of illness than 
others, but also experience the onset 
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by Jacques A. Bury 

of chronic illness and disability at prompted the emergence of new 
younger ages. Individuals are confron- needs, and the identification of new 
ted with all sorts of barriers in their priorities. In September 1990, the 
quest for health. Transport costs fall Regional Committee-in other words 
most heavily on low-income groups, the governments of WHO's European 
limiting their access to services, even Region-requested the Regional 
though these are theoretically avail- Director to develop a programme of 
able; clinics may have inconvenient intensified cooperation with those 
opening hours so that only limited target countries, namely Bulgaria, 
groups of people can make use of Czechoslovakia, Hungary, Poland, 
their services; ethnic minorities may Romania, the USSR and Yugoslavia. It 
find language and cultural barriers to can be foreseen that Albania will join 

J 

The new leaders of Albania, together 
with the international community, are 
working to reconstruct the country's 
health infrastructure. 

be major obstacles. 
Political options also play a promi

nent role in this respect. For example, 
rehabilitation services are scarce in 
many countries; they often concentrate 
on getting people back to work and so 
are biased in favour of people with 
jobs, and against the unemployed, 
retired people and housewives. The 
quality of care may be compromised 
by the poor quality of premises in 
disadvantaged areas, where experi
enced staff may be reluctant to work. 
Proposed solutions to economic prob
lems often involve restri'cting 
government expenditure in the social 
sector, and the disadvantaged are 
again hardest hit as a result. It is part of 
WHO's mandate to remind politicians 
and decision-makers that health is 
wealth; that money spent on infrastruc
ture and training is an investment, and 
not merely an "expenditure". 

Profound and rapid changes in the 
political situation of several countries 
in central and eastern Europe have 

-c the programme soon. 
j Health trends in those countries 
e from 1960 to the late 1980s had been 
8 very unfavourable compared to the 
~ rest of Europe, particularly as regards 
~ life expectancy at birth, infant mortality, 
=: mortality due to circulatory, cerebro
~ vascular and ischaemic heart diseases, 
if and cancers. Comparative data on 

women's health were also a cause for 
concern as well as abortion rates and 
abortion-related morbidity and morta
lity. The health status of the popu
lations was impaired because of poor 
economic conditions: low quality hous
ing and transport, scarce food and a 
general shortage of consumer goods, 
and fast-rising unemployment in 
several countries. Vaccines were often 
not available. 

Blueprint for health 
The Eurohealth programme was 

designed to help countries to redress 
the immediate deficiencies that are the 
source of popular and professional 
discontent. Eurohealth is a blueprint 
that individual countries can use to 
redesign their health systems and reo
rient their policies. This has practical 
implications. Decisions taken over the 
next 18 months will determine the 
future shape of health systems 
throughout central and eastern 
Europe. A unique opportunity now 
exists to move towards new, more 
imaginative patterns of health develop
ment that do not blindly copy any one 
system, but make use of the best 
experience from western Europe and 
elsewhere. 

Activities are carried out in constant 
cooperation with WHO headquarters in 
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Geneva. Numerous joint activities have 
taken place in regard to drugs, AIDS, 
health financing and human resources 
training. Other UN agencies, European 
intergovernmental organizations, non
governmental agencies, industry and 
health insurance funds are all lending 
support to Eurohealth and partici· 
pating in its success. 

Better liaison 
The countries which have joined the 

programme are aware that this success 
depends on a high level of liaison and 
active cooperation with WHO. Follow
ing the successful experience of having 
a WHO liaison office in Romania since 
January 1990, similar offices have 
been set up in Bulgaria, Hungary and 
Poland, and two are being established 
in Czechoslovakia. In all cases, the 
liaison officer is a national who is 
seconded by the country in question 
and acts on behalf of WHO. This 
ensures true commitment and effective 
coordination with the Eurohealth pro· 
gramme manager at the Regional 
Office. 

There are already encouraging signs 
that these efforts are truly improving 
people's health. In many areas, coop· 
eration is developed with the view to 
initiating directly effective activities. 
Eurohealth has logically started with 
efforts to provide direct assistance and 
mobilize international support for the 
provision of life-saving and essential 
drugs, vaccines, supplies and equip· 
ment. This need for drugs is part of a 
wider problem which includes all 
aspects of production, regulation, pres
cription and use. Thus the Netherlands 
has provided Eurohealth with funds to 
launch and develop national drug 
bulletins in Czechoslovakia, Hungary 
and Poland, and a pilot project on 
information leaflets for patients in 
Czechoslovakia and Hungary. Both 
projects are carried out in close colla
boration with the national authorities 
and experts, as a full part of the 
countries' drug policies. 

When it comes to health services 
reform, we use a three-step approach. 
First, WHO missions are sent to the 
field to assess needs and meet with 
national authorities to review their 
health services policies. Next, support 
is provided for initiatives aimed at 
innovation in local health services. A 
third level of action is reached through 
active support to improve efficiency in 
such technical priority fields as health 
insurance, management development 
and health economics. 

Eurohealth has also undertaken 
needs-assessment missions in the area 
of health promotion in some countries. 
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Equity in health means that evelJl 
individual should have the chance to 
realize their full potential for well-being. 

Healthy Cities networks are being 
developed, and a project on healthy 
schools will initiate a collaborative 
study on health behaviour for 
schoolchildren. 

In the field of sexuality and family 
planning, WHO is the executing agency 
for projects of UNFPA (the UN Popu· 
lation Fund), which place emphasis on 
countering disinformation on modern 
contraceptives, training the providers, 
facilitating access to modern con· 
traception, strengthening local con
traceptive production and developing 
networks of women's health asso
ciations. 

Centre for Environment 
Last, but not least, the severity of 

environmental pollution in these coun· 
tries and its consequences to human 
health have been placed under sharp 
scrutiny. The countries concerned 
have proved very willing to receive 
assistance and to cooperate with us in 
implementing appropriate program· 
mes, in line with the European Charter 
on Environment and Health, and the 
new European Centre for Environ
ment and Health will undoubtedly play 
an important role. • 

Dr Jacques A. Bury is 
Regional Adviser on Coun
tries in Central and Eastern 
Europe, W HO Regional Office 
for Europe, Copenhagen. 

Middle East crisis 
The involvement of the Regional 

Office for Europe in the Middle East 
crisis. sometimes referred to in the 
media as the "Gulf War". started 
soon after Kuwait was invaded in 
August 1990. Immediately upon 
the arrival in Turkey of the first 
refugees. who had fears that Iraq 
would be counter-attacked, the" 
Turkish Minister of Health reques
ted our assistance in several areas 
related to the crisis. 

The most urgent task was to 
ensure appropriate training of rel
evant staff to protect the population 
against the consequences of pos
sible use of chemical or biological 
warfare. and to deal with possible 
war casualties. Although this was 
kept confidential in order not to 
spread panic among a population 
which was already under heavy 
pressure. a first visit was under
taken by WHO experts as early as 
October 1990, and a second series 
in January and February 1991. 
Experts and staff from the Regional 
Office also joined forces with those 
sent by WHO headquarters and 
other United Nations agencies to 
evaluate both the immediate and 
future needs in the perspective of 
any major population flow into 
Turkey. This resulted in a stan 
dardized approach designed to help 
both the Turkish national authori
ties and the international com 
munity to accommodate, shelter 
and take care of as many as several 
hundred thousand refugees. 

However. the reality exceeded 
our worst expectations. and when 
the vast human exodus took place 
in early April, it found us 
incompletely prepared. What the 
fate of these 1.5 million northern 
Iraqis would have been if · this 
preparatory work had not been 
done is difficult to imagine. Of 
those who fled to the rough moun 
tain areas bordering Turkey and 
I ran. thousands did not reach the 
sanctuary they sought Many child 
ren. women and old people 
perished from cold, hunger . 
exhaustion or mine explosions. 

The international response was 
considerable, and WHO's European 
Region played its part. We sent 
emergency health kits to cover the 
needs of 200 000 persons for three 
months. and our experts provided 
help and advice in hospital care. 
nutrition, epidemiology and the 
prevention of communicable 
diseases. After the repatriation was 
completed in June 1991, WHO pro 
vided supplies to clean up the 
abandoned camps and prevent 
environmental pollution. 
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From abortion to 
contraception in Romania 

0 
n Christmas Day in 
1989, the Romanian 
Parliament abrogated 
the law of 1966 which 
had made all legal 

abortions and all modern contracep
tive methods impossible. A simple 
signature representing the will of the 
people put an end to 23 years of 
suffering for Romanian women. @ 

By the 1966 law, the former regime j 
hoped to raise the birth rate, which by t1: 
that year had fallen to 15.6 per~ 
thousand. But 20 years later that ~ 
intention could only be described as a t 
failure; in 1985, the birth rate had s 
fallen back to the same low level, after 8 
a brief improvement. ~ 

In changing the law, Romania has if 
made abortion available in the obstetric ~ 
and gynaecological services up to the :=: 
12th week of pregnancy, and it has 
facilitated the introduction of con
traceptive techniques, thus joining the 
ranks of the progressive countries in 
the rest of Europe. 

At the same time, the creation of a 
private family planning association, the 
Society for Education in Contracep
tion , and assistance from the 
specialized agencies of the United 
Nations and nongovernmental organi
zations, have opened new perspectives 
in the field of reproduction. 

So where are we 18 months later? 
- 992 265 abortions were carried out 

in 1990, 92% of them legally. 
- More than one million abortions are 

expected in 1991. 
- Maternal deaths due to abortion 

have fallen by more than 60% in 
one year, and that tendency has 
accelerated this year. 

- 545 women died as a consequence 
of abortions in 1989; this total fell to 
180 in 1990 and will be below 100 
in 1991. 

- Family planning is just making its 
first timid appearance after a long 
sleep; 20 000 women attended the 
specialized clinics in 1990 and close 
to 50 000 in 1991. 
At this point, we can reach the 

following conclusions: 
- Whatever laws are decreed to deal 

with reproduction, they will have 
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by Daniel Pierotti 
only a slight effect on a woman who 
is determined either to continue her 
pregnancy or to end it. 

- The notion of abortion carried out 
under safe conditions is more 
important for the health and the life 
of women than the simple legali
zation of abortion. 

Every child should be a wanted child. 
And this means that every woman 
should have access to family planning 
advice. 

- It is easier to switch from illegal 
abortion to legal abortion than to 
introduce the practice of modem 
and effective contraception. 

- Legalized abortion allows a woman 
to feel secure, but in a passive way. 

- Introducing the practice of modern 
contraception is as complex a pro
cess as introducing new technology 
into a traditional rural context. 

The contribution of the specialized 
agencies in matters of abortion 
remains marginal and, since gynae
cologists have been trained in sophisti
cated techniques, the risks of the 
operation remain quite small. The only 
notable progress made in recent years 
has been the introduction of methods 
using aspiration, which are less 
aggressive than the classical methods. 

On the other hand, setting up a 
programme of modern contraception 
calls for a considerable effort on the 
part of the national authorities, who 
ought to be able to turn to the 
international organizations for help. 
Their tasks will include: 
- Convincing the medical corps and 

its clients of the universal superiority 
of contraception over abortion. 

- Ensuring the necessary training of 
health professionals. 

- Developing the right kind of public 
information programmes. 

- Creating acceptable conditions for 
women to come forward for advice. 

- Providing contraceptives in sufficient 
quantities and at affordable prices. 

- Stepping up local production of 
contraceptives. 

- Making audiovisual facilities avail
able nationally. 

- Arranging for evaluation techniques 
which will be essential to observe the 
progress made. 
In March 1990, WHO and the UN 

Population Fund (UNFPA) started an 
emergency family planning pro
gramme which included the training of 
personnel as well as the provision of 
basic equipment and contraceptives. 

A World Bank project costing 
US$ 12.5 million and a second phase 
of the WHO/ UNFPA programme should 
make it possible to reinforce the efforts 
made in these first years and to 
facilitate the transition from abortion to 
contraception. • 

Dr Daniel Pierotti heads the 
Sexuality and Family Planning 
Unit at the WHO Regi onal 
Offi c e for Europe, 
Copenhagen. 
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women's health in Europe 
s the 20th century 
draws to a close, we 
have witnessed a 
genuine revolution for 
which women have 

been waiting for thousands of years: at 
last it has become possible to control 
reproduction. From the contraceptive 
pill to the intrauterine device (IUD), 
from spermicidal suppositories (which 
destroy the male spermatozoa) to the 
good old condom (which has the 
added advantage of being the only 
effective way to prevent the sexual 
transmission of AIDS), there is a wide 
choice of simple, safe and effective 

Good family planning entails an equal 
sharing of responsibility between men 
and women. 

WORLD HEALTH. November~ December 1991 

by Mireille Didier 

methods for avoiding an unwanted 
pregnancy. 

Proper facilities 
Yet women and their partners still 

need to have access to them and to 
learn how to use them. Moreover, the 
psychological and social mechanisms 
governing the woman's choice as to 
whether or not to have a child at a 
given moment are highly complex. 
This explains why, despite the ready 
availability of contraceptive methods, 
we cannot hope to see unwanted 
pregnancies disappear completely. It is 
therefore all the more important to 
make sure that proper facilities are 
available for women who do not wish 
to continue with such pregnancies. 

Experience proves that, if family 

planning methods are to be used 
properly they must be accompanied by 
genuine sex education provided by 
professionals and volunteers. Respect 
for cultural habits and religious convic
tions, and a kind of apprenticeship in 
responsibility on the part of both 
partners, are essential prerequisites for 
efficacy in this field. In order to ensure 
that every child born is a wanted child, 
every woman's right to choose the 
means for fulfilling her sexual and 
reproductive life must be respected. • 

Mrs Mirei/le Didier is a 
freelan ce journalist based in 
Paris. Her address is: 2 Square 
Barthol ome. 7501 5 Paris . 
France. 
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The quality of health care 
by Kirsten Staehr-Johannsen 

0N drugs, n0N opera
tions and alternative 
ways to deal with 
health problems are 
frequently reported in 

the press. Some are soon forgotten, 
others are here to stay. But are they 
always beneficial to health? Are they 
always better--or cheaper-than what 
we had before? Is the patient more 
satisfied and happy about using them? 
In other words: is the quality of health 
care better than before? 

WHO's European Region is deeply 
involved in efforts to study-and to 
improve--standards of care both in 
hospitals and in the consulting rooms 
of family doctors. For example, in con
junction with 11 countries we studied 
the possible advantages of the insulin 
pump (see World Health, May-June 
1991, pages 5 and 11) compared to 
insulin injections made by patients 
themselves. Patients were asked their 
own personal opinion. We also exam-

WHO's European Region is deeply 
involved in efforts to study-and thus to 
improve--the standards of health care. 
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ined data about the costs of the two 
methods, and of their effectiveness 
from the doctors' point of view. 

It turned out that the pump did not 
bring much benefit for most patients. 
In some cases, it had some undesir
able side-effects, but we were able to 
improve on the existing treatment. 
Patients could be taught to check 
their blood-sugar level and thus 
decide more easily how much insulin 
they should inject. We also found that 
more efforts should be made to help 
patients to stop smoking and in 
general to adopt a healthier life-style. 
The pump itself had some drawbacks, 
but the study taught us how we could 
help patients to understand and cope 
much better with their own condition. 
Millions ·of people with diabetes will 
benefit from the study. 

Doctors and nurses, like most 
people, do not normally like to be told 
that they must change their ways. It is 
much better to involve them in the 
studies so that they can participate in 
the decisions. The computer is an 
excellent tool for such studies. Health 
workers can send their information to 

the researchers, and in return they 
can read the findings of the study on 
their computer screens. 

We developed a computer program 
called WHOcare to study wound infec
tions in hospital patients who had had 
an operation. The findings resulted in 
guidelines that were of immediate use 
to surgeons, as well as to hospital and 
health authorities. Better training of 
the doctors, nurses and others was an 
important recommendation. 

Everyone has his or her own ideas 
and impressions about what to do to 
solve a health problem. Studies of the 
quality of health care help us to come 
to common agreement about what 
really works to the satisfaction of the 
health staff, but most of all to the 
benefit-and satisfaction-of the 
patients. • 

Dr Kirsten Staehr
Johannsen is the Regional 
Adviser on Quality of Care and 
Technologies. WHO Regional 
Office for Europe. 
Copenhagen. 
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The elixir of life 
by Jack Apfel 

hen I was first 
diagnosed as 
diabetic in 1962, 
it was almost 
impossible for a 

diabetic on insulin to get life insurance, 
except at the most abnormal, penal 
rates. Today, we can obtain insurance 
at almost normal premiums, even 
though insurance companies are not 
in the habit of throwing their money 
away! They can see the improvement. 
Today we, the diabetic community, feel 
more in control and know that we can 
have a normal life. We can fit our 
diabetes into our lives and not fit our 
lives into the diabetes. 

This tremendous achievement is 
one result of the improved health 
technologies which are of benefit to all. 
Glucose test strips are simple and 
inexpensive, yet to me they are the 
elixir of life. Because thanks to them I 
can monitor my own blood sugar, and 
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I can vary my diet and dietary 
requirements accordingly. This is why, 
to the diabetic on insulin, the availabi
lity of blood glucose monitoring equip
ment has been almost as important as 
the discovery of insulin. We know what 
the unavailability of such basic, equip
ment may mean in terms of quality of 
life. 

I was very fortunate to be able to 
visit Romania immediately after the 
1989 revolution to see for myself the 
problems there. Although they had 
excellent, dedicated doctors and health 
workers, I was horrified to see the 
number of patients who had suffered 
amputations, who were blind, who 
suffered other complications from dia
betes and who clearly were no longer 
able to perform a useful job or enjoy a 
full and happy life-style. 

This child is measuring the level of 
glucose present in his urine. 

What the patient 
thinks 

What is the best way to treat bron 
ch itis? Doctors have their opinions. But 
so too do the patients. and their. 
relatives. The Quality of Care and 
Technologies programme of WHO's 
European Region ' recently launched in 
France two study projects on acute · 
tonsillitis and on the variations in diag 
nosis. treatment and outcome of severe 
bron cho-pulmonary infect ions as 
observed in general practice. 

The studies. under the French name 
of "Ouali -soins". are based on the use 
of the Minitel- a computerized te l e ~ 
phone network- to wh ich several mil
lions of households and professionals 
are connected. For both projects. about 
1 000 general practitioners have agreed 
to review three to five patients each . 
Data on diagnosis. therapy, clinical and 
social outcome (including duration of 
treatment and days of absence from 
work or school) are col lected and sent 
to the researchers' central computer. 

Each patient is also invited to answer 
questions that will ensure that his or 
her viewpoint is taken into account. 
The response has been very good. and 
more than 90% of the people involved . 
participated within a month of the 
project starting. 

This type of study is both quick and 
reliable . The results should enable 
policy-makers. physicians and manu 
factu rers of drugs and health equip
ment to agree on guidelines for dealiQg 
w ith these diseases. which are very 
common yet are responsible for much 
absence from the workplace and the 
school room. 

How can this be today? Those who 
are governing us should be asking this 
question themselves. I refer not only to 
people from central and eastern 
Europe, but also to those from sophis
ticated "Western" economies. I under· 
stand that in one of the latter countries 
(perhaps the most sophisticated and 
the wealthiest) there is a problem in 
obtaining free distribution of glucose 
strips because the health insurance 
companies say they are too expensive. 
Too expensive to whom is the right 
question to ask. Improved and afford· 
able health procedures can work won
ders everywhere, and there is still a lot 
to do if we want this simple fact to be 
acknowledged. • 

Mr Jack Apfel, 55 , has been 
a diabetic for the last 30 years. 
He describes himself as " an 
ordinary patient" and is Vice 
Chairman of the International 
Diabetes Federation in Europe 
and President of the European 
Diabetes Union, 17 Notting
ham Street. London W1 M 
3RD, England. 
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water: a fragile resource 

J[ t is often said that Europe, 
especially compared with 
other, less privileged con
tinents or regions, is over
developed. Like all cliches, this 

contains an element of truth, but 
behind the fac;ade of privilege there are 
large areas of underdevelopment. 

Is it acceptable that even today-a 
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by Xavier Bonnefoy 

little over eight years from the year 
2000--more than ten million Euro
peans have to walk for more than ten 
minutes to reach a source of water, 
drinkable or othetwise? Can we believe 
that less than 30% of the waste water 
produced in Europe today is subject to 
purification? In fact, although Euro
pean countries can boast the most 

advanced techniques for the con
veyance and treatment of drinking 
water, and although most can afford 
them, we must all radically change our 
collective attitude to water. 

As in centuries past, we still like to 
pour our waste into the nearest lake. 
We are reluctant to treat the sewage, 
because that costs a lot of money. We 
also want to be able to swim in that 
same lake, in safety, and to build on its 
shore a food-processing plant, which 
may be indispensable to the economic 
development of the region. All these 
wishes, which on the face of it are 
reasonable, form a mass of contradic
tions which are hard to reconcile. 

A fad of daily life 
Europeans have all that it needs to 

ensure the success of a water policy 
which makes the right to clean water
if not something to be taken for 
granted (which would be dangerous) 
-at least a fact of daily life. This is 
possible since Europe, compared with 
other regions, has exceptionally favour
able climatic and geographic condi
tions: relatively abundant water 
resources, a dense and evenly distri
buted surface network, and a tem
perate climate. It is possible also 
because most of the countries in the 
Region have the requisite administra
tive structures, means of production 
and management, and even sufficient 
financial resources. 

We have the know-how. And the 
resources. What we perhaps lack is 
realism. 

We cannot blithely congratulate our
selves on the near disappearance of 
the epidemics of cholera or typhoid 
that still ravage other continents, yet 
remain blissfully unaware of the real, 
water-borne "epidemics" afflicting 
Europe today. Entire regions are still 
contaminated with lead or fluoride. 
Our water conveyance systems are 
better developed than in other regions, 
yet, as we have seen, they do not serve 
all Europeans, and hundreds of them 
lose in transit more than half of the 
water they are supposed to bring to 
the user's tap! 

Purifying the water is not the end of the 
story; we have to radically change our 
attitude towards this natura/ resource. 
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Europe is therefore exposed to risks 
that are unknown in other continents. 
Its resources are more threatened and 

What does WHO/ 
EURO do? 

WHO/EURO has four main roles: 
- to help spread existing knowledge 

by identifying innovative and 
improved approaches to health 
care in Member States; 

- to promote research in health; 
- to act as a catalyst in promoting 

the development of national health 
policies and programmes towards 
the principles of health for all; and 

- to improve cooperation and coor
dination between international 
organizations active in health 
matters. 

Through EURO. Member States 
exchange information on: 
- new discoveries. such as immuni

zation against measles/mumps/ 
rubella; 

- serious communicable diseases. 
such as AIDS; 

~ damaging substances. such as 
tobacco; 

- and new scientific results. 
In addition valuable knowledge and 
experience are continuously shared. 
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fragile each day, and it cannot afford 
to delay action. We have options that 
would support both economic devel
opment and the preservation of water, 
which is an essential capital for public 
health and for life in general. 

In the first place, we should work for 
greater solidarity between countries. 
Water is a common heritage, and its 
preservation has to cross geographical 
and political boundaries. We must also 
devote more resources to the main
tenance and renewal of existing water, 
otherwise the progress achieved on the 
one hand will be cancelled out by 
recession on the other. More resources 
are needed for water research (exploi
tation and treatment), where there are 
unexplored fields of study. 

Last but not least, we should mount 
an unprecedented international cam
paign to change the way we use water. 
Governments obviously must face up 
to their responsibilities as regards the 
infrastructure, for the distribution and 
treatment of water. Individuals, too, 
should act: admit that water is rare, 
and that it will become still rarer unless 
we are careful; realize that preservation 
of water is preservation of our future; 
accept the idea of paying what it is 
worth, even if there are sharp price 
rises in the short term. 

More than ten million Europeans still do 
not have water "on tap" in their homes, 
like this Polish farmer. 

Water seems the most humdrum of 
resources--clear, colourless, odourless 
and tasteless-yet it gives us the 
savour of life. At national level, volun
tary policies should aim to make the 
best use of existing potential, in terms 
of quantity and quality. The most 
underprivileged Europeans should be 
given permanent access to good water. 

As individuals, we must participate 
in this indispensable effort by changing 
our habits and our way of thinking 
about water: stop wasting and need
lessly polluting water, and accept the 
need to pay more to have better 
supplies, for a longer time. In effect, we 
did not inherit the earth from our 
parents: we have it on loan from our 
children. Each of us might keep this 
concept in mind in all our daily 
tasks. • 

Mr Xavier Bonnefoy. is 
Regional Adviser. Health 
Planning. Ecology, Division of 
Environment and Health. WHO 
Regional Office for Europe. 
Copenhagen. 
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Responding to disasters 
hether disasters 
are of natural 
origin or man
made, their 
effects in a 

country's life can be detected for 
months, and sometimes even years. It 
is therefore essential that any support 
operation be designed and implemen
ted with a long-term perspective. 

This is why all the interventions 
originating in the Regional Office to 
meet such situations extend from a 
preparedness phase (i.e., adoption of 
ad hoc action plans and development 
of adequate human resources) to a 
post-disaster support programme that 
includes preparing and carrying out
jointly with national and international 
counterparts-medium- and long-term 
rehabilitation plans for the health 
sector. 

Of course the main thrust of our 
action takes place immediately after 
the disaster itself, during the so-called 
disaster phase. First of all, both the 
extent of the disaster and its potential 
consequences on the health of the 

After a severe earthquake in Turkey, the 
survivors rapidly installed an emergency 
water supply, with technical coop
eration from WHO. 
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by J. Oltio Espinoza 

Where help was 
needed 

Earthquakes account for many dis
asters in the relief! of which the Re 
gional Office has been involved. Many 
people will remember Agadir 
(Morocco) in 1960. Skopje (Yugosla 
via) in 1963. Van and Erzurum (Tur
key) in 1975 and 1983. EI -Asnam 
(Algeria) in 1980. Kalamata (Greece) 
in 1986. and most recently in the Soviet 
Republics of Armenia (1988) and 
Georgia (1991 ) . 

Among recent man -made disasters in 
this Region. we can mention the toxic 
oil syndrome (Spain) in: 1981, and the 
Chernobyl (USSR) nuclear accident in 
1 986, when the Regional Office was 
put in charge of assessing the 
immediate health risks connected with 
the radioactive fallout. 

National or international crises can 
also lead to disaster situations. Massive 
migrations between Bulgaria and Tur
key (1989). the upheaval in Romania 
(1989- 90). and the crisis in the Middle 
East. known in the media as the "Gulf 
War" in early 1991 are typical instances 
when the Regional Office was reques
ted to help Member States in facing 
dramatic problems. 

population have to be assessed. This is 
usually done by a field mission which is 
sent within hours. A second step is to 
provide technical advice to solve the 
most urgent problems, and avoid 
stumbling blocks which could originate 
from a lack of coordination. Only then 
can we most efficiently mobilize relief 
assistance, either by relying on our own 
readily available but limited resources, 
or by calling upon potential donor 
countries and/ or relief agencies, 
whether within the United Nations 
system or among nongovernmental 
organizations. 

It may look like a complex process, 
but this sequence is essential in order 
to achieve coordination of effort and 
ensure efficiency. Working hastily can 
also lead to slowing down. 

As soon as the report of a disaster 
reaches us-and sometimes before the 
disaster itself when it can be 
anticipated, for instance in an interna
tional crisis situation-an internal task 
force is activated within the Regional 
Office. All relevant specialists from the 
Regional Office are involved and parti
cipate in both the assessment of the 
emergency situation and the first steps 
of assistance. 

A group of external assessors is also 
kept on 24-hour notice, and is of 
priceless support to the task force; its 
members' competence ranges from 
seismology to environmental pollution, 
and includes all the psychosocial 
aspects involved in emergency 
situations. Beside the fact that they are 
invaluable resource persons and can 
provide technical advice and support, 
these assessors are ready at any time 
to accompany a WHO field mission. 

We also rely on a network of WHO 
collaborating centres, usually national 
institutions which have signed an 
agreement with us to carry out a var
iety of activities at national level for the 
development of programmes on disas
ter preparedness, relief and rehabili
tation. They also collect and analyse 
data on disasters, and frequently partici
pate in the training of personnel. • 

Mr J. 0/tio Espinoza 1s 
Regional Adviser. Accident 
Prevention and Disaster Pre 
paredness. WHO Regional 
Office for Europe, Copenhagen. 

W ORLD HEALTH, November- December 1991 



T
his Spring I was walking 
through one of the 
beautiful parks of Kiev, 
talking with a friend, 
when suddenly he said, 

"All you hear now in Kiev is the cawing 
of crows". I listened. There were 
dozens of birds singing every kind of 
birdsong. My friend did not hear them. 
Then I remembered that when I came 
to Kiev · last year everyone was 
complaining about their thyroid glands. 
This year they all had sore feet. And 
they had only one explanation: radia
tion from Chernobyl. I know Kiev too 
well to try to disabuse my friends and 
acquaintances of their fears, which are 
simply inexplicable to outsiders. 

The Chernobyl disaster has clearly 
become a focus for all the political, 
economic, ecological and medical 
problems that are tormenting Soviet 
society today. Sociological surveys con
ducted by various centres for public 
opinion research have produced 
astounding results. 

A third of those canvassed are 
convinced that there will be no 
improvement in their lifetime. A further 
third believe that any improvement will 
be insignificant. Fully a quarter think 
that things will only get worse. 

While 25% believe that people have 
already run out of patience, 21% think 
that people will put up with the 
situation only for another few months 
and 23% are of the opinion that the 
patience of the Soviet people is 
infinite. 

These results are endorsed not only 
by sociologists and politicians, but by 
doctors too. 

There are regular outbreaks of lice 
infestation in the Soviet Union today, 
especially in schools and kindergar
tens. Mihail Narkevich, head of the 
Central Epidemiology Unit of the 
Soviet Ministry of Health, gives this 
explanation: "Admitting the extent of 
lice infestation would be like acknow
ledging the trouble that society is in. 
This is why such matters were hushed 
up in the past. In recent years, this 
particular health problem has taken on 
alarming proportions that bear witness 
to the scale of social upheaval in our 
country. Lice infestation affects first 
and foremost people who are in a 
state of depression. The main under
lying cause of such outbreaks is disor
ganization, uncertainty and fear of the 
next day." 

This example shows clearly enough 
that many Soviet citizens are living in 
constant expectation of calamity, with 
a feeling that a disaster is already upon 
them and its end is nowhere in sight. 

It is hard to disagree with People's 
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USSR: learning to 
think constructively 

by lgor Aleksandrovic Serkov 
Deputy Aleksej Jablokov, a corres
ponding member of the Academy of 
Sciences of the USSR, when he 
exclaims, "Ecological ignorance in our 
country often goes hand in hand with 
ecological recklessness, both of which 
lead to ecological crime." Yet it is just 
as hard to resolve the dilemma that 
would be posed by closing down, on 
ecological grounds, chemical plants 
producing drugs which are in desper
ately short supply. Death from disease 
related to air or water pollution or 
death from drug shortage? This is the 
kind of choice the Soviet people are 
often faced with. 

"I was recently in the Soviet Union", 
says Wilfrid Kreisel, Director of the 
Environmental Health Division at WHO 
headquarters in Geneva, "and my first 
impression was that they only began to 
think about ecology and people's 
health quite recently. Now times have 
changed, and people realize that they 
must not only work but also live. But I 
noticed too that many Soviet people 
are much too pessimistic about the 
future. With that kind of outlook 
nothing can be done. It's demoralizing. 

"You have to assess the situation 
without panic or hysteria, then estab
lish priorities and act. Given the 
present drug situation in the Soviet 
Union it would be crazy to close 
pharmaceutical plants. Life goes on 
even where there is harmful pollution, 
but without drugs people simply die. 
Furthermore, drug shortages cause 
panic, and no one knows what that 
can lead to. Of course, particularly 
dangerous factories must be closed, 
but first one must ascertain which are 
essential and which are not." 

This WHO expert is, of course, 
correct. And yet ... for many years the 
Soviet people have lived in ignorance 
of what was going on in their own 
country. They were led to believe that 
fires, floods and earthquakes caused 
neither loss of life nor serious damage. 
The main aim of Soviet propaganda 
was to create an atmosphere of well
being. Now the country is reaping the 
bitter harvest of that policy. Each new 
disaster shows up the inability of the 
Soviet people to cope with catas-

trophe. Each time the only hope is the 
army, which is not able to act with 
equal success in every situation. And 
the victims in their ignorance can make 
matters worse. There are amazing 
instances from Chernobyl: one of 
many examples is that none of the 
firemen had been trained in fighting 
fires in radioactive zones. The rescue 
workers and firemen had no idea of 
how serious the risk of contamination 
was. 

The Soviet Union today is faced 
with a possible new danger: huge 
numbers of people could become 
refugees if civil disturbances in various 
republics deteriorate. And so far 
neither the legal nor the medical 
aspects of how to cope with such 
colossal movements of peoples have 
been worked out. 

The WHO Constitution promises to 
provide the necessary aid to member 
states in emergencies; its regional 
offices have their own programmes of 
emergency preparedness and 
response. The Soviet people are pin
ning their hopes on the assistance of 
international organizations, but they 
may be hoping for too much. All the 
same, most of the Soviet population 
realize that their problems will not be 
resolved without extensive interna
tional support. They cannot do without 
the expertise and experience of WHO. 

As Wilfrid Kreisel says, "I have been 
in situations where people felt there 
was no hope, that the end of the world 
had come; and yet a way out was 
always found. You just have to think 
positively. There is a lot that people 
can do, however hard their life is." The 
dearth of constructive thinking is really 
one of the most serious shortages in 
the USSR today. But we want to 
believe that the help of the interna
tional community will enable us to 
overcome it. • 

Mr lgor Aleksandrovic 
Serkov is Deputy Editor of 
Nedelja w eek ly ma gaz in e. 
Pu skin s k a j a plo sca d 5. 
M oscow. USSR. 
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Baby-friendly 
hospitals 

WHO and UNICEF have 
launched a new initiative 
aimed at promoting breast 
feeding in hospitals The plan 
was adopted during a meet
ing of paediatricians. obste
tricians. community health 
workers and members of 
nongovernmental organi 
zations held in Ankara. Tur
key. on 28 June 1991 . In 
order to promote the adop
tion of the "Ten Steps to 
Successful Breast- feeding " 
by hospital s and maternity 
services and to get the Ten 
Steps rapidly into action. 
establishments which adopt 
them will be designated as 
"Baby -friendly" 

6 Give newborn infants no ~ 
food or drink other than s 
breast milk. unless medically~ 
indicated 6:: 
7 Practise room ing - in
allowing mothers and infants 
to remain together-24 
hours a day. 

The Ten Steps ca ll for 
every faci I ity providing 
maternity services and care 
for newborn babies to: 

1 . Have a written breast
feeding policy that 1s 
routinel y communicated to 
all health care staff. 
2 Train all health care staff 
in skills necessary to imple
ment this policy 
3. Inform all pregnant 
women about the benefits 
and management of breast 
feeding. 
4. Help mothers to initiate 
breast -feeding within a half 
hour of birth. 
5. Show mothers how to 
breast - feed. and how to 
maintain lactation even if 
they should be separated 
from their infants. 
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8 Encourage breast-feeding 
on demand. 
9 Give no artificial teats or 
pacifiers (also called dum
mies or soothers) to breast
feed ing infants. 
10 Foster the establishment 
of breast - feeding support 
groups and refer mothers to 
them on discharge from the 
hospital or clinic. 

The ten steps can be found 
in Protecting. promoting and 
supporting breast-feeding. 
the special role of maternity 
services. a JOint WHO/UNICEF 
statement. WHO. 1989. This 
publication is available in 
Arabic. English. French and 
Spanish (price Sw fr 6) and 
is being prepared in 23 other 
languages. 

A resolution adopted last 
year by UNICEF called on 
"manufacturers and distribu
tors of breast -milk substitutes 
to end free and low-cost 
supplies of infant formula to 
maternity wards and hospi
tals by December 1992." in 
order to reduce the detri
mental effect that this prac
tice has on breast -feeding. 

Following a meeting in 
Geneva with Or H iroshi 
Nakajima. Director-General 
of WHO. and Mr James 
Grant. Executive Director of 
UNICEF. the President of the 
International Association of 
Infant Food Manufacturers 
(IFM). Mr Pete1· Borasio. con
firmed that the Association's 

members agreed with the 
goal of ending this practice. 
and pledged their full coop
eration in these efforts. • 

Strengthening the research capac ity 
of developing· count ri es . 

Trials of 
vaccines against 

AIDS 
WHO has selected four 

developing countries for the 
study of potential vaccines to 
prevent infection with the 
human immunodeficiency 
virus (HIV). the virus that 
causes AI OS. The four 
countries- Brazil. Rwanda. 
Thailand and Uganda-wi ll 
receive support from WHO in 
strengthening their capacity 
to undertake vaccine studies. 
This will ensure that. w hen a 
vaccine against H IV infection 
is ready to be tested in large
scale studies in people. 
developing countries will be 
in a position to participate. 

At the present time. experi
mental vaccines are being 
tested in small numbers of 
human volunteers in North 
America and Europe to 
determine their safety and 
their ability to produce an 
immune response. Once an 
experimental vaccine has 
been shown to be safe and 
to indu ce an immune 
response. the next step is to 
carry out vaccine 
effectiveness studies in 
which up to a thousand or 
more volunteers who are not 
infected with H IV are vac
cinated and studied to 
determine whether they have 
been successfully protected. 
lt will be important to test 
promising vaccines in coun
tries where they will be used. 
since different HIV strains are 
found in different parts of the 
world. In other words. a vac 
cine which is suitable for use 
in one country may not be 
effective in another that has 
different strains of H IV. 

Therapeutic vaccines 
against H IV. that is. vaccines 
that may be useful in pre 
venting the onset of AIDS .in 
persons already infected with 
HIV. are also being stud1ed 1n 

developed countries. Should 
these trials suggest that such 
vacci nes are effective. they 
could also be tested in coun
tries selected by WHO. 

Some industrialized coun
tries are also establishing 
national centres for vaccine 
trials and are working in part
nership with developing 
countries to strengthen 
centres for perfecting HIV 
vaccines. If effective vaccines 
are developed . WHO is com 
mitted to doing all it can to 
ensure their ava ilability 
worldwide. Discussions have 
already started with vaccine 
manufacturers. through the 
International Federation of 
Pharmaceutical Manufac
turers· Assoc iation. to 
explore ways in which WHO 
and vaccine manufacturers 
can co llaborate in vaccine 
development and plan for 
eventual worldwide distribu 
tion of H IV vaccines • 

Worldwide 
mobilization 

against malaria 
About 1 50 officials 

working in malaria control in 
over 50 African. Asian and 
Latin American countries met 
from 21 to 25 October 1991 
at the WHO Reg ional Office 
for Africa in Brazzaville to 
pave the way for a new 
global strategy against 
malaria. Representatives of 
cooperation and develop
ment agencies of the UN 
system and bilateral bodies 
also attended the meeting. 

Participants at this inter
regional conference ca lled 
urgently for the World 
Ministerial Conference on 
Malaria. to be held 1n 
Amsterdam. Netherlands. in 
October 1992. to mark the 
beginning of a new thrust 
and to adopt a realistic global 
strategy to fight this disease. 

Once again this year. more 
than one million lives will be 
lost to malaria throughout 
the world. the great majority 
being children aged under 
five in tropical Africa. 
According to WHO estimates. 
more than 110 million people 
contract the disease every 
year. and 90 million of them 
come from the African 
region. At present. almost 
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half the world's population in 
more than 100 cou ntries are 
threatened by malaria. which 
tops the I ist of the most 
severe tropical diseases. 

In the face of this serious 
public health problem. WHO 
is launching a new world 
initiative against the disease. 
which draws lessons from 
past efforts on the part of the 
entire i nternati on a I com
munity in this fie ld. whether 
in· the countries concerned. 
bilateral agencies or interna 
tional organizations. 

As one WHO official put it 
"After the malaria eradication 
efforts made in the 1 9 50s 
and the 1960s. the interna 
tional community slackened 
its pace. Poverty, lack of 
infrastructure. and resistance 
to drugs and insecticides 
have led to persistence of the 
disease. In some areas. the 
malaria s ituation has 
worsened considerably, and 
it can only be conquered . 
through the application of a 
range of measures." 

This trap to catch mosquitos is 
placed near a person sleeping under 
a bednet 

The new strategy advo
cated by the participants in 
the Brazzaville conference is 
based on three fundamental 
principles: better case man
agement with early diagnosis 
and rapid treatment: selective 
application of mosquito con
trol methods according to 
the local ecology; and pre
vention and contro l of epi 
demics through 
epidemiological monitoring 
and emergency intervention. 

As long as the interna
tional community is not 
committed to this fight at the 
highest political level and in 
an explicit manner. good 
results are unlikely to be 
obtained Thi s is why WHO 
hopes that the Amsterdam 
Conference will unanimously 
mobilize the international 
comm unity in favour of 
malaria control. • 

Nevvsbriefs 
"Tobacco-free workplaces: safer and healthier." 

This is the slogan chosen by WHO for the next World 
No- Tobacco Dav. to be celebrated on 31 May 1992. The Day 
will offer an occasion to draw attention to the risks of 
smoking at work. and to the fact that evervbody should have 
the right to work in a smoke- free environment The workplace 
is where people spend most of their waking lives. So the least 
that evervbody can ask is to be able to breathe healthy air 
there. unpolluted by tobacco smoke. 

An International Jurv met on Monday 25 November 1991 
at the School of Decorative Arts in Geneva. to select a poster 
for World No- Tobacco Day on 31 May 1992. A poster 
competition had been organized among fourth-year students 
of this prestigious school. They had been asked to illustrate 
the theme "Tobacco -free workplaces" in a poster that would 
be culturally acceptable to all countries. The winner. Samuel 
Bruder. will receive a Tobacco or Health medal and his poster 
will be translated into many languages. 

Mobilizing global action against ARI. In order to 
appeal for worldwide support for action against acute 
respiratorv infections (A RI). an International Consultation on 
the Control of ARI was held in Washington. DC. from 11 to 
13 December 1991. These diseases are the number one cause 
of child mortality in the world. killing more than four million 
children aged under five everv year. mostly because of 
pneumonia. ARI need not be a major killer. since simple 
treatment. provided it is administered earlv. can save lives. But 
this effective treatment requires access to trained health 
workers who are adequately supplied with a small number of 
essential drugs-and this is still far from being the case 
evervwhere. 

Maternal mortality: contrasting estimates. Over 
500 000 women still die each year in certain parts of the 
world during pregnancy or in childbirth. New data collected 
by WHO show that the situation has slightly improved in Asia 
and in parts of Latin America However. the situation remains 
critical in sub-Saharan Africa. where a pregnant woman is at 
75 times more risk than a European woman of losing her life 
in giving birth. Two WHO specialists. Car/a Abou Zahr and 
Erica Royston. have just published a set of statistics on 
maternal mortality in 11 7 developing countries. with the title 
Global factbook on maternal mortality. This may be obtained. 
in English onlv. from Distribution and Sales. WHO, 1211 
Geneva 27. price Swfr.50/US$ 45 (special price for 
developing countries Swfr.35). 

* The once and future killers. The concept of healthy 
living has been gaining ground evervwhere since the 1980s. 
As a result. mortality from cardiovascular diseases has 
declined in a number of industrialized countries. thus setting a 
good example for all governments and citizens to follow 
However. these heart diseases still remain the No. 1 killers 
worldwide. In particular. death rates are on the rise in eastern 
Europe and in the developing world These facts provide the 
framework and the title Heart diseases: the once and future 
killers for WHO's new 17-minute video. This is available as a 
VHS video casette (in English only) from Distribution and 
Sales. WHO. 12 11 Geneva 27 (Price Swfr.40!US$36. 
postage and handling included) • 

In the next issue 
The slogan chosen for World Health Day 

1992 is "Heartbeat-the rhythm of health". 
The January-February 1992 issue discusses 
what can be done to prevent heart disease. it 
will also include a health game. 
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If you would like to 
obtain the catalogue 
of WHO publications, 
or receive sample 
copies of other WHO 
periodicals which you 
want to evaluate be
fore placing a sub
scription, please con
tact: World Health 
Organization, Distri
bution and Sales, 
1211 Geneva 27, 
Switzerland 

Did you enjoy 
this issue? 

Why not take out a subscription to 
World Health and enjoy reading 
about the world's major health 
issues six times a yea r. 1992 
subscription rates are listed below. 

WHO also offers its popular 
"Health Horizons" subscription . a 
comb ined subscription (at a 
reduced rate) to World Health and 
the quarterly World Health Forum. 

Order form 
D World Health ( 1992 subscrip 

tion) at Sw.fr. 28.-/US $22.00 

D Health Horizons (1992 subscrip-
tion) at Sw.fr. 80.-/US S64.00 

D Payment enclosed 

D Please charge to my credit card 

D Visa D American Express 

D Eurocard /Mastercard! Access 

Card no . . 

Exp iry date . 

Signature: . 

Name 

Address: . 

Date of order .. 

WHO · DSA 1211 Geneva 27 Switzerland 
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This poster, designed by Ulla FreUsen as one of six published by the Danish 
-.... _Committee for Health Education on the occaston of the 40th anniversary of WHO 

in 19BB:Ts a Eoro~n contriBution to the goal of Health for All by the year 2000. 


