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Foreword
to the second impression

When Dr Mahler wrote the Preface to the first impression af this
book, he stressed that any achievement would depend on the countries
orienting their own policies and straiegies according to the new
European health policy — the regional health for all (HIFA) strategy
and targets. What has happened in the eighteen months since then?
Has the pledge of WHQO's 33 European Member States led to any
concrete resulls — or has this book on “Targets for Health for All”
just been collecting dust on various library shelves?

For once, it seems that a new idea is really taking hold. Today,
only eighteen months after the Regional Comimirtee unanimously
adopted the 38 regional targets, almost one third of the Member
States have taken up the challenge to make a fundamental analysis of
their own health policies to bring them into line with the new regional
health policy. Of these, Finland has completed this task and had its
national HFA policy adopted by Parliament; Poland and Yugosilavia
are in the final stages of the same process; Malta has the first draft of
such anational health plan along the lines of the regional strategy, the
Netherlands has finished such policy analysis in the fields of aging and
cardiovascular disease (and is well on its way with regard to oncology,
lifestyles and health, accidents, health technologies, hospitals, and
the environment); Bulgaria and Hungary have made extensive
changes in their five-year development plans 1o incorporate such
issues as lifestyles and health;, Denmark, Italy and Norway are at
various stages of the process, and other counlries are contemplating
starting. Major new developments are taking place in Portugal and



several of the Mediterranean countries in their drive lo establish
effective primary health care systems, and a number of countries have
joined in a major intercountry project to develop broad, intersectoral
programmes on lifestyles and health. Almost all these developments
are collaborative projects with the WHO Regional Office for Europe.

No less encouraging is the recent trend for local communities or
subnational administrations — in provinces or regions — 10 under-
take simifar analyses for their own populations. A special multi-
country study (uniting Austria, Belgium, France, the Federal Repub-
lic of Germany, the Netherlands, Switzerland and the Regional
Office) is currently looking at how HFA development can be pro-
moled in countries with pluralistic systems.

Nongovernmental organizations, particularly those representing
various categories of health personnel, can have very important roles
to play in this process. The Regional Office is developing intensive
dialogue with many of these, such as the national medical and nursing
associations in Europe, the Association for Medical Education in
Europe, the Association of Schools of Public Health of the European
Region, the Association of Medical Deans in Europe, and the Furo-
pean Society for Medical Sociology.

In 1985 each of WHO's European Member States made an evalu-
ation of its own progress towards HFA, using the 65 regional indi-
cators adopted by the Regional Committee in 1984. This extremely
interesting exercise revealed that good progress had been made in
many areasin Europe but that serious problems remained, not least in
the areas of lifestyles and health and in information systems develop-
ment. It was realized that the knowledge of the regional HFA policy
was still restricted to a limited number of senior public health admin-
istrators and other health professionals. With this in mind, the
Regional Committee in 1985 approved a plan for a major promotional
campaign to make this new health policy widely known throughout
Europe.

Thus, a pan-European movement for health has been started and
is escalating. However, there is still a very long way 1o go before all
European Member States have truly made health a basic concern for
all sectors of development, have truly created the social, economic,



cultural and physical environments that make “healthy lifestyles the
easy lifestyles to choose” and have truly organized their health
services in such a way as to ensure an appropriate level of care to all
those who need it — a humane care, an effective care, and an efficient
use of health care resources.

Before the meeting of the Regional Committee in 1980, few people
thought that HFA had any relevance at all in Europe; nearly everyone
felt that it was a concern for developing countries only. Today, we
know that this is not so; the 33 countries of the WHO FEuropean
Region — north, south, east and west — have joined hands and
together developed a basic health policy with clear targets to be
reachedin Europe within the next 10-15 years. Each country needs to
adapt this health policy framework to its own specific situation, and —
as demonstrated above — recent developmen!s in many countries do
indeed reveal that there now is the political will, energy and drive 10
bring such changes about.

Thus, the European countries have, in a mere five years, conie out
as leaders in the HFA movement. This will not only change the health
policies of the Furopean countries, but will also have a profound
influence on the many other countries around the world that tra-
ditionally look to Europe for new trends in health care and scientific
development.

Making these many new developments flourish, take hold and
spread will present us all — the peoples of Europe, their politicians,
the health personnel and those of other sectors influencing health, the
universities, the public health administrators, the national and inter-
national organizations — with some formidable challenges. The start
has been very encouraging, and I believe that we have some fascinat-
ing years ahead in the health field in Furope.

JE. Asvall
WHQO Regional Director for Europe

Copenhagen, | March 1986
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Preface

The countiries of Europe, with their long experience and vast resources,
have a special responsibility to the rest of the world as front-runners
in exploring new avenues to solve health problems and reduce in-
equalities. Following the adoption in 1977 of health for all as the main
social target of governments and WHQ, the European Region has
laken very important steps fowards the attainment of that goal, with
the formulation of a common health policy in 1980 and the adoption
by the Regional Committee in 1984 of the texts presented here.

The regional targets have been developed for the European
Member States through the active participation of their experts and
their health and social institutions, in consultation with their health
authorities. These targels represent, therefore, a common view of
what could and should be health for all in Europe and are a challenge
that the Meniber States have set for themselves. But this commitnient
is more than just enlightened self~interest; one of the major principles
present throughout this book is that inequity in health can and must be
reduced, and thar people must be given the social and economic
opportunities 1o develop and maintain their health. This concerns not
only inequities within and among European countries, but also those
existing between Europe and the rest of the world.

Around this central preoccupation with equity, the book proposes
possible health improvements and possible ways of achieving these.
Emphasis is placed on the promotion of healthier lifestyles and a
healthy environment, and on the recrientation of health care systents
based on primary health care. Even when addressing issues of major
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concern o industrialized couniries, the targets offer a basis for
reflection to those countries that are just embarking on the industrial-
ization process.

Obviously, the improvements proposed by the regional targets
can only be implemented by the Member States themselves, and any
achievemen! will depend on the will of countries to orient their own
policies and strategies towards the common goal. The essential siep in
thisdirection is widespread dissemination of the message at all levels,
from policy-makers to the people, through all possible channels
involving the mass media, the health professions, consuiner groups
and the educational system. Such dissemination could stimulate wide
debate around the major issues and create the necessary conditions
Jor change.

The formulation of a regional health policy, iaking into account
the diversity of conditions and sociopolitical systems in the European
Region and the development of regional targets, Is the result of an
impressive amount of work by national experts, sustained by the
political will of the Member States. This comnion achievement is
largely due to the initiative, leadership, diplomacy and political tact
of the forimer Regional Director for Europe, Dr Leo A. Kaprio. For
some 18 years, Dr Kaprio contributed to building up the confidence of
the Member States in the work of WHO in Europe. He also helped
instif among them a sense of solidarity and shared responsibility that
has made it possible for them 10 adopt collectively a fundamenial
political approach that will shape health development for decades 1o
come.

Dr Kaprio retired in January 1985, leaving the European Region
with a head start in the race towards health for all by the year 2000. It
isup to those who follow him, and to the countries of Europe, to ensure
that the advantage is not wasted.

H. Mahier
Director-General
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The broad perspective

This book is intended to set out the fundamental requirements for
peopleto be healthy, to define the improvements in health that can
be achieved by the year 2000 for the peoples of the European Region
of WHO, and to propose action to secure those improvements.

The Thirtieth World Health Assembly resolved, in May 1977, that
“the main social target of governments and WHO in the coming
decades should be the attainment by all citizens of the world by the
year 2000 of a level of health that will permit them to lead a socially
and economically productive life” (resolution WHA30.43). The
urgency of this goal for the European Region is underlined by two
basic facts.

1. Despite the financial resources devoted to the health sector
and the development of new drugs and medical techniques in the
last 30 years, people’s level of health is far lower than it could be.

2. Despite the overall high level of development in the Region
and the scientific, economic and educational level of most coun-
tries, the massive challenge of inequalities in health still has to
be met.

Health for all



It is within this framework that the representatives of Member
States of the WHO European Region, on the occasion of the
thirtieth session of the Regional Committee at Fez in 1980,
approved their first common health policy, the European strategy
for attaining health for all (document EUR/RC30/R8 Rev.2).

Thisregional strategy called for a fundamental change in coun-
tries’ health developments and outlined four main areas of con-
cern: lifestyles and health; risk factors affecting health and the
environment; reorientation of the health care system itself; and,
finally, the political, management, technological, manpower,
research and other support necessary to bring about the desired
changes in those three areas. Calling for a basic change in coun-
tries’ health policies, the strategy urged that much higher priority
be given to health promotion and disease prevention; that not
merely the health services but all sectors with an impact on headlth
should take positive steps to maintain and improve it; that much
more stress should be laid on the role that individuals, families and
communities can play in health development; and that primary
health care should be the major approach used to bring about these
changes. The strategy also called for the formulation of specific
regional targets to support its implementation.

These events represented a landmark in health development
among the European peoples. Never before had the countries of
the Region agreed to adopt a single health policy as a common
basis for subsequent development, both in individual Member
States and in the Region as a whole. The 33 countries of the Region
went even further, urging Member States to review their health
developments and bring their health policies and programming in
line with the health for all strategy (resolutions EUR/RC29/R6,
EUR/RC30/R8 and EUR/R(C33/R4).

Toensure that the pledge they had made did not remain a mere
pious wish, but would be followed by concrete action, all Member
States of the Region undertook to ensure systematic follow-up of
their own progress in this development, by means of systematic
monitoring and submission of a report every second year (from
1983 onwards) for consideration by the Regional Committee and
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the World Health Assembly. They also undertook to make a
thorough evaluation of this progress every six years from 1985
onwards and to report the results in the same way.

Thus, a new era in health development was inaugurated in
which all governments agreed not only to intensify their efforts to
improve health, but in a spirit of international solidarity to fully
share their experiences and progress with other countries within
the framework provided by WHO.

It may seem rather ambitious to formulate specific regional
targets for health for all in the European Region, since Member
States differ so much in socioeconomic development, in health
status and in political orientation. However, while Member States
do differ in many respects, years of working together in the
Regional Committee have clearly demonstrated their common
concern for improving health and their similar approaches to
developing health policies. Setting regional targets is one more very
significant step on the road along which they set out when they
adopted the regional strategy for health for all by the year 2000.

Regional targets are intended to fuel the debate on national
health policies and the formulation of health for all strategies in
Member States. While not legally binding on individual countries,
they could help them to set their own targets — targets that will
reflect their specific needs, priorities and values.

This book was prepared In that spirit and its purposes are to:

® propose improvements in the health of the people in order to
achieve health for all by the year 2000;

® indicate where action is called for, the extent of the collective
effort required and the lines along which it should be directed;

® provide atool for countries and the Region to monitor progress
towards the goal and revise their course of action if necessary.

The way in which targets are formulated differs according to
the nature of the problem, the extent of our knowledge concerning
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the existing situation, the efficacy of the steps proposed, and the
time expected to elapse between taking action and obtaining the
desired results. It also depends on whom the targets concern.
Targets in Chapter 3 — health improvements — concern the
European Region as a whole, thus expressing the commitment to
achieving health for all collectively made by Member States, while
those in other chapters deal primarily with specific activities, and
therefore concern the peoples and governments of individual
countries.

The targets proposed are intended to indicate the improve-
ments that could be expected if all the will, knowledge, resources
and technology already available were pooled in the pursuit of a
common goal. The target levels set are not the result of elaborate
mathematical modelling, but are based on historical trends in the
fields concerned, their expected future evolution and the knowledge
available on the probable effects of intervention. These leveis are
intended to inspire and motivate Member States when they are
determining their own priorities, targets and capabilities and thus
the degree to which they can contribute to reaching the regional
targets.

The base year for all the targets is 1980. The suggested dates of
completion differ, however, in order to reflect the logical suc-
cession of events that will have to take place if health for all is to be
reached by the year 2000. The year 2000 is the completion date
retained for all targets in Chapter 3, related to health improve-
ments. Targets in Chapters 4, 5 and 6, related to lifestyles, the
environment and care respectively, have 1990 or 1995 as their date
of completion unless specific problems, such as the amount of
resources needed, justify the allocation of a later year. Finally,
targets embodying measures to bring about the changes, such as
those in Chapters 7 (research) and 8 (health development support)
should be reached before 1990. The practical ways used to reach
each target are the sole responsibility of Member States. They must
individually reach a decision on the basis of their legal, political,
social, cultural and economic position, as well as in the light of
their health systems and organizational structures.
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Theregional health for all targets clearly set forth the minimum
progress the European countries must make in improving health
and health-related problems by the year 2000. To enable systematic
monitoring and evaluation of progress in each Member State and
in the Region as a whole, a set of regtonal health for all indicators
has been devised (see Annex 2). They will be used by each country in
reporting every second year to WHO on the progress made. Further-
more, a regional health for all plan of action, outlining the major
steps that Member States and WHO should take in the yearsahead
to bring about these changes, hasalso beendrawn up (see Annex 3).

Six major themes run throughout the whole book.

® Health for all implies equifry. This means that the present
inequalities in health between countries and within countries
should be reduced as far as possible.

e Theaimisto give people a positive sense of health so that they
can make full use of their physical, mental and emotional ca-
pacities. The main emphasis should therefore be on health pro-
maotion and the prevention of disease,

® Health for all will be achieved by people themselves. A well
informed, well motivated and actively participating communiiyis a
key element for the attainment of the common goal.

e Health for all requires the coordinated action of all sectors
concerned. The health authorities can deal only with a part of the
problems to be solved, and multisecioral cooperation is the only
way of effectively ensuring the prerequisites for health, promoting
healthy policies and reducing risks in the physical, economic and
social environment.

® The focus of the health care system should be on primary health
care — meeting the basic health needs of each community through

5
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Structure and content

services provided as close as possible to where people live and
work, readily accessible and acceptable to all, and based on full
community participation.

® Health problems transcend national frontiers. Pollution and
trade in health-damaging products are obvious examples of prob-
lems whose solution requires international cooperation.

Chapter 2 sets out the prerequisites for health. Peace, adequate
food and income, decent housing, safe water, sanitation and a
satisfying role in society are all essential for health. Moreover,
there can be no effective action to secure health for all without
strong political and public support.

Chapter 3 proposes health improvements that can be achieved
by the year 2000 in the way of strengthening health as well as
reducing disease and its consequences. Such improvements have
four major aims.

The first aim is to ensure “equity in health” between and within
countries, initially by reducing differences in health levels between
countries and between different population groups within countries
by at least 25% by the year 2000. There is a 20-year difference
between the extremes of life expectancy in the countries of the
Region, and one country has an infant mortality rate over 17 times
as high as that of another. Even within one of the most highly
developed countries of the Region, infant mortality is 2-3 times
higher and life expectancy at birth almost 7 years less in the lowest
social group than in the highest.

The second aim 1s to ‘‘add life to years™, by ensuring the full
development and use of people’s physical and mental capacity to
cope with life a healthy way.

The third aim is to “add health to life’”, by increasing the
number of years people live free from major diseases and disabil-
ities. Thiscan be achieved by ridding the Region of those communi-
cable diseases that can be eliminated by the technology at present
available (measles, poliomyelitis, necnatal tetanus, congenital
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rubella, diphtheria, congenital syphilis and indigenous malaria);
by reducingdisability caused by accidents and certain diseases; and
by generally increasing the opportunities to use to the full individ-
ual capabilities for health.

The fourth aimis to *‘add years to life”’, by reducing the number
of premature deaths, thus increasing life expectancy at birth in the
Region at least to 75 years. It is proposed in particular to take
action toreduce infant mortality by the year 2000 to less than 20 per
1000 live births, maternal mortality to less than 15 per 100 000 live
births, and mortality from accidents by at least 25%, from diseases
of the circulatory system by at least 15% and from cancer by at
least 15%.

The next three chapters deal with the three major categories of
change that can bring about such improvements in the health of the
European peoples, such as changes in lifestyle, in the environment
and in the care system.

The starting point in changing lifestyles (Chapter 4) is to recog-
nize that to a considerable extent health depends on the political,
social, cultural, economic and physical environment. The first aim
is therefore to provide opportunities and develop capacities for
adopting healthy lifestyles by formulating general policies that are
consistent with the requirements of health promotion and pro-
tection, so that healthy lifestyles become the easiest choice. The
second aim is to strengthen and develop caring interpersonal and
family relationships that help protect health. The third aim is to
increase the interest of individuals, groups and communities in
actively promoting their own health and wellbeing and that of
others. More specifically, this chapter proposes targets aimed at
promoting positive types of behaviour, such as nonsmoking,
balanced eating and physical activity, and discouraging behav-
iour that damages heaith, such as alcoholism, drug abuse and
violence.

In Chapter 5, on the environment, specific targets are set for
reducing water, air and food pollution, hazardous wastes, and risks
in human settlements and in the working environment. A signifi-
cant reduction in these risks will depend partly on adequate
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Priorities

machinery to monitor, assess and control environmental hazards,
partly on community awareness and involvement, and partly on
effective international action.

Chapter 6, on appropriate care, lays stress on primary health
care, to which secondary and tertiary care provide crucial support.
This 1s the key to greater equity, to prevention and to health
promotion, as well as to the provision of adequate treatment and
rehabilitation services to meet the basic health needs of the popu-
lation. The targets call for a rational distribution, based on need,
of health care resources, for cooperation between heaith per-
sonnel, individuals, tamilies and community groups, and for co-
ordination at the community level of all activities relevant to
health. The need for systematic assessment of the quality of care is
stressed.

The last two chapters set forth the measures needed to support
health development. Chapter 7 deals with directing research strat-
egies towards giving effective support to the attainment of health
for all targets, and with the need to coordinate efforts in planning
and carrying out this reorientation of research. Chapter 8 stresses
that important prerequisites for health development in countries as
well as at regional level are a strong political commitment; efficient
management, supported by a good information system, that will
turn health policies into effective health programmes; adequate
planning of manpower requirements and education and use of
health personnel; the provision of information and education on
matters connected with health for personnel in sectors that have an
impact on health; and the systematic assessment of the effective-
ness, efficiency, safety and acceptability of health technology.

This book specifies 38 targets, the relative importance of which
will vary from country to country. Different countries will thus
need to choose, on the basis of their own situation, what im-
portance to attach to particular types of action in contributing to
an improvement in their own health as well as to the efforts of the
Region as a whole. There are targets for health improvement,
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targets for activities needed to bring them about, and targets
designed to promote implementation of the whole strategy.

In matters concerning the Region as a whole, priority will be
given to major health problems, in the case of which sufficient
knowledge is available about ways and means of achieving a
change for the better, and in respect of which the necessary political
drive for action will be forthcoming; typical examples are a re-
duction of infant mortality or of accidents related to work. Other
major health problems, about which too little is known as yet for
scientifically based action to be recommended, will become pri-
ority areas for research. Typical examples can be found in the field
of positive health behaviour. It is a special responsibility of the
Region to promote and coordinate concerted action on problems
that cannot be solved by individual countries alone. Examples of
this are transfrontier air pollution and efforts to change important
aspects of lifestyle by means of long-term educational campaigns
waged jointly by several countries, with a view to popularizing
health-promoting types of behaviour such as nonsmoking,.

The national priorities set will depend heavily on the basic
political and cultural characteristics of the country concerned. The
following paragraphs, therefore, can give only a general idea of the
way priorities can be selected in groups of countries or areas within
countries, since only an individual country can analyse its own
priorities.

In countries where this has not already been done, the first priority
must be to bring health policies closer to the principles of health for
all and, as far as possible and appropriate, to develop health
strategies setting out the major directions of change and how the
change is to be brought about. Atan earlystage, it will be essential
to determine what information is available so that steps can be
taken to fill any important gaps. Special importance is attached to
information on environmental risks and lifestyles, especially if it
helps to determine which groups are particularly at risk. The
education, training and retraining of health personnel will also
require early attention.

Activities
in Member States



Health development

A central aim must obviously be to ensure greater social equity by
reducing poverty in its widest sense, by securing the basic require-
ments for health — food, water, sanitation, education and decent
housing for everybody — and by ensuring that everybody has
access to primary health care. Major health improvements could
also be achieved through specific programmes such as immuniza-
tion. A major political challenge is to mobilize the necessary sup-
port of the general population and of the specific groups most
concerned, so as to make such programmes a priorityatall relevant
levels of health policy-making in Member States and to procure the
resources needed to carry them out efficiently. In the years ahead,
the richer countries of the Region should give more effective help to
developing countries in their efforts to improve their socio-
economic development in general and their health development in
particular.

However, problems of poverty, inadequate nutrition, bad
housing, functional illiteracy, poor sanitation and poorly de-
veloped primary health care are also to be found in countries with a
high per capita income. Such countries may need to develop dif-
ferent priorities for different geographical areas or different social
groups.

Strengthening people’s ability and opportunity to choose
healthy lifestyles and to reduce tobacco and alcohol consumption
are high priorities for all countries, especially the most industrial-
1zed ones. It is in these fields that effective action is most likely to
result in important improvements in health. No less important are
the specific programmes to give all people, and in particular such
groups as the elderly and disabled full opportunities to lead a
productive and satisfying life. It is of major importance for the less
developed parts of the Region to find paths to development thatdo
not bring in their train the serious health hazards that afflict the
more affluent countries. Cigarette smoking, alcoholism, accidents
and the breakdown of family and community networks are hazards
that are probably easier to prevent than to reduce once they exist. If
the developing countries fail to tackle these problems when they
first begin to arise, all their efforts to control their existing
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problems may not in the end lead to the overall improvement in
health hoped for.

One principle is true for all countries: the key to solving many
health problems lies outside the health sector or is in the hands of
the people themselves. High priority should therefore be given to
stimulating the contributions that other sectors and the public at
large can make to health development, particularly at local level. It
is essential in this respect to accept the basic principle that people’s
involvement in health development cannot be merely passive. [tisa
basic tenet of the health for all philosophy that people must be
given the knowledge and influence to ensure that health develop-
ments in communities are made not only for, but also with and by
the people. Primary health care is the most important single
element in the reorientation of the health care system and will
require very strong support. It is also important o ensure more
economical, effective and humane use of existing health care
resources.

The targets presented in this book are a deliberate attempt to
change the course of European health development. What is at
stake is ultimately the health and wellbeing of Europe’s children,
of the coming generations. Success of the health for all movement
will mean that all children of the Region will have a much better
chance of:

® beingbornhealthyto parents who want them and who have the
time, the means and the skills needed to bring them up and care for
them properly;

® being educated in societies that endorse the basic values of
healthy living, encourage individual choice and allow it to be

exercised freely;

® being provided with the basic requirements for health and
being effectively protected against disease and accidents.
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It also means that all people would have an equal opportunity of:

® living in a stimulating environment of social interaction, free
from the risk of war, with full opportunities for playing satisfying
economic and social roles;

® growingoldinasociety thatsupports the maintenance of their
capacities, provides for a secure, purposeful retirement, offers care
when care is needed and, finally, allows them to die with dignity.

This is a challenge that goes to the heart of human aspirations.
[t will be necessary to create a broad consensus among the people
of the Region that health forall is an objective that should, canand
will be attained by the year 2000. A joint endeavour of this kind by
the 33 Member States will not only ensure better health and a better
life for people in the Region, but can also help to reduce inter-
national tension by creating solidarity and mutual support in
health that will cut across political, cultural and ethnic barriers. In
this way, it can be a major force in fostering greater understanding
and trust among people of the Region and thus contributing to the
satisfaction of the most basic need of all — peace.

12



Prerequisites for health

Other chaptersin this book propose targets for health for all in the
Region. To reach these targets, much will have to be done to
tmprove specific health-related aspects of lifestyles, environmental
conditions and health care, but such improvements will have little
effect if certain fundamental conditions are not met. Without peace
and social justice, without enough food and water, without edu-
cation and decent housing, and without providing each and all with
a useful role in society and an adequate income, there can be no
health for the people, no real growth and no social development.

The main responsibility for attaining these objectives lies outside
the health sector. This responsibility must be fully recognized at all
levels of policy-making in countries so that priorities in overall
national development take into account the need to strengthen
those aspects of life that are a prerequisite for health. At the
international level, it requires collaboration among Member States
as well as concerted efforts by all the United Nations organizations
who share the main responsibility for setting specific objectives in
these domains and for ensuring that these prerequisites are met for
all. This is in line with United Nations General Assembly res-
olution 34/58, which calls on the relevant bodies of the United
Nations system to coordinate with and support by appropriate
action within their respective spheres of competence the efforts of
the World Health Organization in reaching the goal of health for
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Freedom from
the fear of war

all. Ifthis interdependence is not recognized, both within countries
and at the international level, efforts to improve health will be at
once more costly and less effective.

Above all, it is only with the firm commitment of both govern-
ments and the people that the action needed within Member States
and the required collaboration among them can be strengthened
sufficiently for the targets in the European Region to be reached.

War is the most serious of all threats to health. The devastation
that a nuclear war would entail in terms of people killed, wounded
and permanently disabled simply defies imagination. The drop-
ping of a one-megaton bomb over a large city would kill more than
1.5 million people and injure as many. It has been estimated that a
“limited” nuclear war, with smaller tactical nuclear weapons de-
livering a total of 20 megatons on military targets in a relatively
densely populated area, would exact a toll of about 9 million dead
and seriously injured, while a full-scale war exploding 10000 meg-
atons of nuclear bombs would kill 1150 million people and injure
1100 million, so that more than half the world’s population would
be immediate victims. The impact of such an event on the world
environment would be immense.

However, it must not be forgotten that conventional waris also
a terrible threat to humanity. The immense devastation of the
Second World War is only a small indication of what could result
from a major international armed conflict today given the more
destructive ‘‘conventional’ weapons now available.

But peace is not just the absence of war. It 1s also a positive
sense of wellbeing and security for people of all countries, implying
the opportunity to freely determine their own destiny and fully
exploit their human potential. It assumes the possibility of all
nations actively participating on a basis of equality and in a true
spirit of solidarity and reciprocity in the development of a more
satisfying world for all people. Animportant point in this regard is
that in Europe, at the present time, it is not war itself that presents
health problems but the fear of war. The increasing international
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tension in recent years has raised this level of apprehension to a
point that severely hampers the opportunities for all peoplesin the
Region to work together in harmony for a better future.

All these elements contributed to the recent decision of the
General Assembly of the United Nations to adopt resolution 38/113
stressing once again the urgent need for the international com-
munity to make every effort to remove the growing threat of war.

There are some things that the health sector can do that fit in
with its basic role and that can help to reduce international tension.
In each country, the health sector should take the lead in pro-
moting close, long-term collaboration on health problems across
national borders. The bilateral and international research, meet-
ings and contacts involved, in addition to improving health, will
increase understanding and forge links among individuals, insti-
tutions and countries, thus serving to reduce international tension
and demonstrating the value of mutual cooperation.

Moreover, each national health sector should take responsi-
bility for creating a better understanding of what a war, and
particularly a nuclear war, would really mean for health, and thus
strengthen the motivation for peace. By analysing objectively the
extent of human destruction, suffering and disability that a war
would entail in their country, by giving a realistic analysis of how
little its health services would be able to do to treat the civilian and
military casualties, and by making these facts known and under-
stood by politicians and the general public, the health sector could
help to encourage a more active search for ways of preventing war
fromever breaking out again. At the international level, the World
Health Organization has taken the initiative in this respect with the
adoption by the World Health Assembly and the later distribution
of the report concerning ‘‘Effects of nuclear war on health and
health services”. Such efforts should be continued.

In the commitment of the Member States of the European Region
to health for all by the year 2000 lies a fundamental principle of
social policy: all human beings have an equal right to health. That
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right will be ensured by providing all the people of the Region with
an equal opportunity to develop health to the full and maintain it.
This principle has two aspects in the European Region: equity
among nations and equity among the people within each country.

Very large inequalities at present exist among the countries of
the Region. The European Region includes countries with widely
different standards of living. Gross national product per head in
1980 varied from about US$700 in one Member State to over
US$12000 in another. Expectation of life at birth varied among
Member States from 55 years to 77 years. In some richer countries
there 1s a surplus of hospital beds and trained health personnel,
while in some of the poorest even the basic health infrastructure is
still not complete. These sharp contrasts in health status and health
services are reflected in the differences in the degree of poverty
among the various countries of the Region and within individual
countries, the richer nations being by no means exempt from the
overall problem of social inequity. There are similar variations in
other respects, such as sanitation, water supply, housing and the
availability of basic commodities. As is shown in detail in Chap-
ter 3, these differences in socioeconomic development also trans-
late into disturbing inequalities in health status.

A key problem in the less privileged countries of the Region is
the lack of funds for investment in the health sector. A major
challenge for the European Region is, therefore, how to bring
about a more concrete policy of solidarity through which the more
fortunate countries can collaborate more effectively with the less
fortunate ones to ensure development of the health sector. This is
in line with the Charter of Economic Rights and Duties of States
(resolution 3281 (XXIX)) adopted by the General Assembly of the
United Nations and with the International Development Strategy for
the Third United Nations Development Decade (resolution 35/56)
urging developed countries to significantly increase their public aid
to support the development of developing countries. In this spirit,
new ways of stimulating and channeliing voluntary contributions
to developing countries could be established. One possible means
would be to set up a special “European health development fund”
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to assist the development of the health infrastructure in the less
developed countries of the Region. If established, such a fund
should be operated under the overall guidance of the Regional
Committee and be limited to development projects in line with
basic health for all policies. However, a special feasibility study
would be required before it were decided whether or not to estab-
lish such a fund.

Social deprivation is not uncommon even in some of the more
developed countries of the European Region; even in the most
highly developed countries seven years less life expectancy and two
and a half times as much infant mortality have been found among
the lowest social class compared with the highest. By the mid-1970s
in the countries belonging to the European Economic Community
alone, there were still some 30 million people living in poverty.
People in other parts of the Region are also living below the
recognized social minimum. Their ranks have been swelled by the
“new poor”’, many of them women with dependent children who
are reliant either on low wages or on state benefits. Similar dif-
ferences can also be found in other subgroups within countries,
e.g. old people, ethnic minorities and people living in specific
geographical areas. A major task in any national health for all
programme must therefore be to establish a consistent and long-
term policy capable of radically reducing the present social in-
equity in income, housing, etc.

If there is to be a significant move towards genuine social equity in
the Region, pecple must have the opportunity to satisfy their basic
needs in the way of decent food, basic education, safe drinking-
water, adequate housing and a useful occupation providing an
adequate income.

Obtaining enough of the right kind of food is still an important
problem in various parts of the Region. Among children, in-
adequate food lowers resistance to disease and leads to impaired
physical and mental development. Figures for infant deaths and
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Basic education

low birth weight show that there is serious undernutrition and
malnutrition in parts of the Region. Furthermore, the deficient diet
of many elderly people, particularly those living alone, is of special
CONCern in many countries.

Basic foods should be priced within everyone’s means. Well
planned and integrated national food and nutrition policies and
programmes are needed to improve the production and distri-
bution of food at affordable prices among deprived groups and in
deprived areas.

The elimination of hunger and malnutrition is a fundamental
objective of the International Development Strategy for the Third
United Nations Development Decade mentioned above, and could
be achieved by ensuring inter alia that all human beings have access
to the basic food they need at prices within their means.

Education is the foundation for developing individual potential
and forensuring useful participation in society. It is also a basis for
understanding health, for making informed choices about life-
styles, and for looking after personal and family health. Member
States, by endorsing the Constitution of the United Nations Edu-
cational, Scientific and Cultural Organization (UNESCO) have
recognized the need for full and equal opportunities for education
for all.

The level of education of the people of this Region is among the
highest in the world. Dramatic differences nevertheless persist. In
some countries, it has been estimated that in 1980 half the people
aged 15 years and over were illiterate, and in women in the same
countries illiteracy may be as high as 80%. Even in well developed
countries, significant percentages of the population are now func-
tionally illiterate.

The United Nations General Assembly recently adopted res-
olution 37/178 on the right to education, stressing the urgency of
eradicating illiteracy, and invited all States to adopt appropriate
measures to ensure full implementation of this right through free
and compulsory primary education, universal and gradually free-
of-charge secondary education, and equal access to all educational
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facilities. Particular attention should be paid to groups that have
not had the same opportunities of obtaining an adequate basic
education. The resolution requested UNESCO to work on the
implementation of this right and invited all specialized agencies to
work with UNESCO towards this end.

Water and sanitation are essential for the protection of human
health. In some countries, however, many rural people and even
some people in towns lack the most basic facilities. It has been
estimated that well over 100 million people in the Region are
without an acceptable water supply and 250 million without proper
sanitation. The importance of the problem is shown by the fact that
in some countries many infants are still dying from enteric and
diarrhoeal diseases.

The target of the International Drinking Water Supply and
Sanitation Decade requires that by 1990 all people should already
be provided with a continuous supply of safe drinking-water and
appropriate means of sanitation. Chapter 5 sets targets in these
respects.

Decent housing is an important contributing factor in building up
and maintaining family life and social interaction. The level of
hygiene in human dwellings is a very significant environmental
health factor, especially for those who spend most of their time
indoors, such as infants, young children, the elderly and the handi-
capped. Housing conditions thus affect for better or for worse
everybody’s physical, mental and social wellbeing.

Many millions of people in Europe live in grossly substandard
housing. While this is particularly true of the developing countries,
a serious problem also exists in the more developed ones. Thus,
several million peoplelive in decaying city centres or recently built
substandard apartments. In many countries of the Region there is
also a lack of reasonably priced dwellings. Young couples es-
pecially may have to wait for years before they have an opportunity
to occupy their own dwelling, while low-income groups such as the
elderly may never be able to afford one. Owing to the housing
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Secure work and
a useful role in society

shortage or excessive prices, more than one family may have to
share the same apartment or members of the same family may be
obliged to live apart.

Thus it 1s clear that this sector represents a major problem for
the European Region as a whole, and Chapter 5 sets a health-
related target in this respect.

Secure work and a useful role in society have always been funda-
mental human needs. Unemployment and underemployment
therefore take a human and social toll on individuals, their families
and communities, that is also damaging to health.

The long-term economic prospect is uncertain. It would be
extremely rash to plan on the assumption that there will be a
return, even in the 1990s, to the rapid growth rates of the 1950s and
[960s. The older industries of the Region are facing powerful
competition from Third World countries, and new technology is
making it possible for both industry and many services to produce
more with the same or even less manpower. Unemployment in the
Region has reached persistently high levels unknown for two gen-
erations. Any realistic plan for health must therefore be based on
the assumption that the average annual rate of economic growth in
the Region up to the year 2000 will be modest.

The bleaker overall economic prospect does not necessarily
mean, however, that continued high levels of poverty and un-
employment must be passively accepted. The health and social care
services are, and will remain, labour-intensive, partly because they
rely on personal relationships and personal services. Expansion of
the health sector can provide satistying and useful jobs, paid or
unpaid, and thus offers a way of reducing unemployment if there is
the political will to do so.

In response to economic difficulties, education and training for
young people have been provided mainly in the economic sector,
but among the jobs for which young people need to be prepared is
the provision of social care. An important factor in this context is
that in the past, educational systems have not done much to
combat the sexual division of social roles. One consequence of that
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policyis that women tend to end up with skills suited only to poorly
paid jobs. This is of special importance in the case of family
breakdown, which often leads to the establishment of low-income
families consisting of a divorced mother and her children.

Employment policies, including responses to the economic crisis
in the training of young people, should provide people with an
opportunity for choosing satisfying social and economic activities,
while maintaining living standards and fulfilling social and family
roles. Serious attempts should be made to provide the disabled and
the elderly with useful occupations that make the best of their
talents. Research efforts should be devoted to finding new ways of
redistributing work and work opportunities as economic and
industrial patterns change. The political challenge is to find ac-
ceptable means of promoting this development.

This is in line with the aims and purposes of the International
Labour Organisation to further the achievement of full employ-
ment in occupations that provide people with the satisfaction of
giving the fullest measure of their skill and attainments, a basic
income to all in need of such protection and conditions of work
that ensure to all a just share of the fruits of progress.

Given the magnitude of the task of attaining health for all, strong
political will and the mobilization of public support are funda-
mental prerequisites for launching the necessary action. The min-
istries of health or other authorities responsible for promoting and
sustaining health policies should take a strong line in ensuring the
clear commitment of the country as a whole to the objective of
health for all. This is in conformity with resolution 34/58 of the
United Nations General Assembly and World Health Assembly
resolution WHA30.43, calling on countries to develop their
national strategies for health for all and take the necessary steps to
ensure their implementation. The process of mobilizing support
shouid preferably be set in motion by political decisions taken at
the highest level and confirmed in all sectors throughout the coun-
try. This should result in all sectors with an impact on health
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acknowledging that safeguarding the people’s health is an over-
riding concern in their own particular field as well.

The way people are mobilized depends on the cultural and
social patterns and the political system in the country concerned.
Efforts should be made to ensure the strong support of religious
and civic leaders and other public figures, trade unions and influen-
tial nongovernmental organizations. Such popular support could
be mobilized by setting up special associations in countries solely
to promote the goal of health for all and its attainment. Means
must be found to make the health professions and other groups in
society, and particularly community organizations, active col-
laborators in a countrywide movement for health for all, and
extensive and sustained mass campaigns should be undertaken to
ensure wide and active support among the general public.

In the European Region, the strong, collective political com-
mitment of Member States must be maintained in order to provide
the impetus for the collective action required. It was the adoption of
the goal of health for all by the World Health Assembly in 1977 that
provided the first stimulus, later reinforced by the endorsement of
the regional strategy for health for all by the Regional Committee
in 1980. It was further strengthened by the adoption by the
Regional Committee in 1984 of specific regional targetsin support
of the regional strategy, to be reached by the year 2000 (resolution
EUR/RC34/R5)(see Annex |). Equally important as an expression
of the political will for effective change is the decision, already men-
tioned, by Member States to establish the machinery for monitor-
ingand evaluating progress towards health forall in each country.
The adoption by the thirty-fourth session of the Regional Commit-
tee of a list of indicators and a health forall plan of action, both of
which are currently only provisional, have further strengthened this
commitment. Although the Regional Committee in 1980 did not pur-
sue the matter at that time, the process could even culminate eventu-
ally in the adoption by all Member States of a Regional Health
Charter, as a means of further heightening the feeling of shared
responsibility for trying to fulfil certain basic human aspirations
and thus further intensifying efforts for peaceful cooperation.
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Health for all in Europe
by the year 2000

If health forall is to be reached in Europe by the year 2000, two basic
issues must be tackled. The first is to reduce health inequalities
among countries and among groups within countries. All the people
of the Region should be assured an equal opportunity to develop,
maintain and use their health. Particular efforts should therefore be
made to provide such an opportunity for those countries, groups and
individuals who lack it most. The second issue is to strengthen health,
as much as to reduce disease and its consequences. Thus, health for
all in Europe has four dimensions as regards health outcomes,
involving action to:

® censure equily in health, by reducing the present gap in health
status between countries and groups within countries;

® add life to years, by ensuring the full development and use of
people’s integral or residual physical and mental capacity to derive
full benefit from and to cope with life in a healthy way;

® add health to life, by reducing disease and disability;

® add years lo life, by reducing premature deaths, and thereby
increasing life expectancy.
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Target 1 £0
Reducing the
differences

Problem statement

Health for all will be achieved in Europe to the extent that the
Region is able to come to grips with the two basic issues: they must
thus be seen as the key to the attainment of the goal.

The targets in this chapter deal first with the concern to reduce
inequity in healfth and to promote individual capabilities with
regard to health. They then draw attention to the possibilities open
to us for eliminating specific diseases and decreasing disabilities
and, finally, make suggestions on ways to reduce infant and ma-
ternal mortality, and premature death from diseases of the circu-
latory system, cancer, accidents and suicide. In formulating the
targets, care was taken to propose levels of achievement that are
known to be realistic, either because they have already been
reached by at least some of the countries in the Region or because
the necessary technology exists.

Equity in health

By the year 2000, the actual differences in health status between
countries and between groups within countries should be reduced
by at least 25%, by improving the level of health of disadvantaged
nations and groups.

This target could be achieved if the basic prerequisites for health
were provided for all; if the risks related to lifestyles were reduced; if
the health aspects of living and working conditions were improved:
and if good primary health care were made accessible to all.

Health status can be measured by a large number of indicators, but
only mortality can be used with a reasonable degree of reliability
for intercountry comparisons owing to deficiencies in health statis-
tics in many countries (target 35 refers to the need to improve this
situation). Around 1980, life expectancy at birth in countries of the
Regionranged from 73 to 55 years in men and from 80to 57 years in
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women, compared with the 1960 figures of 71 to 47 in men and 76
to 47 in women. Infant mortality ranged from well over 100 to less
than 7 deaths per 1000 live births. Marked differences in mortality
occurred in all age groups, in respect not only of total mortality but
also of mortality from specific diseases, particularly the most *“*pre-
ventable® ones such as pneumonia or other infectious and parasitic
diseases. Although adequate data do not exist for systematic inter-
country comparisons, it seems very likely that similar marked
differences also exist with regard to morbidity and disability.

There are also marked differences in health status between the
more and the less privileged groups within countries. Irrespective
of the means by which socioeconomic groups are distinguished, it
has always been shown that there are seriously disadvantaged
groups with regard to health status, as measured by classical
mortality indicators, with the widest gaps concerning the pre-
ventable causes of ill health such as infections or behaviour-related
conditions.

The differences between socioeconomic groups are frequently
very large and may amount to several years in life expectancy.
Several studies have shown more than a twofold difference in
infant mortality and mortality from accidents, poisoning and vi-
olence, lung cancer and myocardial infarction, as well as more than
a threefold one for mortality from cirrhosis of the liver. Likewise,
the mean age of retirement dueto sickness or disability has been
found to differ by 2-5 years between blue- and white-collar
workers. Similar variations have been found in morbidity and
disability studies.

While men experience higher mortality than women at all ages,
the greatest differences occur in young adults. In a number of
countries, the male death rate in the age group 15-34 years is three
times higher than that of females. However, marked differences
persist in older age groups, especially in mortality related to life-
style, i.e. from accidents, poisoning and other violent deaths,
smoking-related cancers and certain respiratory diseases, ischaemic
heart disease and cirrhosis of the liver, It is therefore clear that
much of the current excess mortality in males is preventable,
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Suggested solutions

The reduction of inequalities in health will require first and
foremost the general availability of the basic prerequisites for
health and the reduction of risks related to lifestyles. Most of the
present differences in health status are determined by living and
working conditions. The disadvantaged nations and groups are
not only more exposed to environmental hazards but also to the
pressures that encourage the adoption of health-damaging habits.
The prosperous ones are not only more protected from environ-
mental threats but also more likely to benefit from health pro-
motion. It is clear that if the present trend continues, the actual
gaps will widen.

The target on health inequalities presents a challenge: to change
the trend by improving the health opportunities of disadvantaged
nations and groups so as to enable them to catch up with their more
privileged counterparts. Within individual countries, this implies
above all a need for willingness in recognizing the problem, for
initiative in actively seeking information on the real extent of the
phenomenon, and for political will in designing social policies that
go to the roots of social group formation, in terms of guaranteed
minimum income, assurance of the right to work, active outreach
services to assist the groups in need, etc. The latter requirement for
outreach services has important repercussions for the health care
system. It is particularly necessary to ensure that these services are
provided at such times and in such a way that they are acceptable to
the groups in need.

The aim of diminishing the differences among Member States
not only represents a task for the least developed; it also presents a
real challenge to the more developed to help them through more
efficient cooperation in the financial and technical aspects of build-
ing up the health care system, including its components of infra-
structure and manpower,

Tt is recognized that reducing differences as described above
will not be an easy undertaking in view of the existinginternational
and national constraints unless the political will and commitment
is backed by broad international cooperation and a reallocation of
resources,

26



Adding life to years

By the year 2000, people should have the basic opportunity to
develop and use their health potential to live socially and economi-
cally fulfilling lives.

This target could be achieved if health policies in Member States
gave a framewaork for developing, implementing and monitoring
programmes that provide the environmental conditions, social sup-
port and services required to develop and use each person’s health
potential.

The WHO concept of health as a state of physical, mental and
social wellbeing, and not only the absence of disease and disability,
views health as a positive condition involving the whole person in
the context of his/her situation. The implication of this positive
and relative concept of health is that all people, whatever their
present circumstances or age, can achieve wellbeing by making full
use of their existing functional capacities.

Most health programmes have focused on disease as a biologi-
cal deviation from the norm, rather than on the full range of health
and relative health as a positive value. Health for all thus requires
the creation of mechanisms that promote the health capabilities of
all people and the removal of any barriers that may prevent use of
the available potential. [t also requires the enhancement of people’s
awareness of health asan important resource for leading satisfying
lives and the development of attitudes and skills to enable them to
make full use of their health capabilities, whether whole or re-
sidual, to cope with life,

[tisimportant to recognize that certain population groups may
sometimes be denied viable opportunities to use their capabilities,
so that handicaps or functional limitations may actually result
from the lack of such opportunities. This is a situation often faced
by old people in many communities. Although reduced functional
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Suggested solutions

capacity is correlated to advancing age, it is not clear what per-
centage of the reduced function is due to preventable loss of fitness
and/or of social contacts. Most aging people do not show symp-
toms of mental and physical decline; on the contrary, they tend to
enjoy a level of health that permits them to continue to lead socially
and economically active lives. Most aging people are indeed able,
and would prefer, to remain in a productive occupation, but
national retirement policies usually discard these experienced and
skilled human resources that no society should leave untapped.
Other decisions affecting the elderly are also made without consult-
ing them, even though they usually know best what their needs are
and how they should be provided for. A sometimes serious prob-
lem arises from the fact that an increasing proportion of old people
are living alone and inisolation. The current proportion is particu-
larly high for women, with around 50% of those aged 60-64 years
in many countries being on their own. In many cases, these people
need to have their capacities stimulated as well as being given
opportunities to use them.

It is, however, not only in old age that many people face serious
obstacles to the promotion and maintenance of their health. Single
parents with young children, especially young mothers, often do
not have the opportunity or resources for relaxation, social inter-
action and balanced physical activities, People who work in jobs
that involve shift or night work may also find it difficult to develop
their health capabilities. Ethnic minorities and migrant workers
may find themselves excluded from normal social interaction in
many communities. In view of the growing body of evidence
regarding the importance of social interaction and social support
for health and wellbeing, particular attention should be paid to this
question in relation to healthy aging. Finally, it should be remem-
bered that in some cases, it is a lack of awareness of the factors that
promote and preserve health, or an absence of the necessary attitude
and skills, that inhibit people from developing their health potential.

A great improvement in the health of the people in the European
Region could be achieved through the implementation, within the

28



framework of the regional health for all targets, of policies and
programmes that would give people the prerequisites for health,
promote healthy lifestyles and provide a social and physical en-
vironment conducive to them and, in general, encourage the main-
tenance of physical and mental fitness.

The concept of health that is imparted in school curricula and
presented in the mass media should stress the need to develop and
use one’s own physical, mental and emotional capabilities. For this
purpose, barriers to health-enhancing behaviour must be removed
and life made conducive to the achievement of the goal. Individuals
in turn must assume responsibility for developing and preserving
their capacities.

All human rights and privileges must be reaffirmed in respect of
aging people who have an evident claim to a fair share of the benefits
flowing from the development to which they have contributed.

Social policies for the aging should be geared towards guaran-
teeing their economic independence, their right to make decisions
in personal matters and their right to be active contributors to the
society within which they live. Such policies need to be adapted to
the cultural patterns in particular societies and should be of wide
scope. Housing should be designed to promote self-reliance in
coping with daily life while allowing flexibility for independent
living and providing opportunities for social contact, including
sexual contact and meaningful personal relationships. Social in-
surance schemes should ensure economic security and indepen-
dence. There should be greater flexibility in the fixing of the age of
retirement and in the distribution of work over the lifespan, and
stimulating leisure facilities or part-time work should give people
an incentive to lead a purposeful life after retirement.

Societies should explore to the full the possibilities of mobil-
izing and deriving benefit from the intellectual and cultural re-
sources of the old. Policies should therefore be directed at pro-
moting cohesion between generations. Not only should the young
be encouraged to participate in the care of the elderly, but aging
people should be encouraged to become involved with and help the
young.
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Target 3 &0
Better opportunities
for the disabled

Problem statement

Efforts to develop indicators of positive health show how dif-
ficult itis to capture the essence of the term ““health’ and measure it
precisely. Each person is best placed to assess his/her own health in
the context of his/her situation. Measurements of perceived health
status have been shown to predict health outcomes, including
mortality, more accurately than many other indicators of health
status. Therefore, Member States should systematically collect
data regarding individual perceptions of health, both to evaluate
progress towards health for all and to gain a better understanding
of the population’s own assessment of such progress.

By the year 2000, disabled persons should have the physical, social
and economic opportunities that allow at least for a socially and
economically fulfilling and mentally creative life.

This target could be achieved if societies developed positive at-
titudes towards the disabled and set up programmes aimed at
providing appropriate physical, social and economic opportunities
for them to develop their capacities to lead a healthy life.

Despite all possible preventive and rehabilitative efforts, there will
always be some people with permanent functional impairments
and disabilities, but they need not be socially handicapped. It is
mainly the physical and social environment that determines the
effect of an impairment or a disability on a person’s ability to lead a
satisfying and productive life.

People are handicapped only when they are denied the op-
portunities generally available in their community to enjoy family
life, education, employment, housing, access to public facilities,
freedom of movement and the accepted standard of living.

The integration of disabled people in their community is far
from satisfactory in most countries. Nowhere have all obstacles
been overcome, despite the important steps taken by some coun-
tries to eliminate or reduce barriers to the full participation of
disabled people. In many cases, disabled children and adults are
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still excluded from school because of their limited mobility or
because those responsible for them are not sufficiently aware of
their abilities and potential. Children with disabilities are too often
confined to life in institutions that are more custodial than edu-
cational. Disabled people are often denied employment or given
menial and poorly paid jobs, even though it can be shown that with
proper assessment, training and placement, most can satisfy the
prevailing work norms. Finally, the disabled are often denied the
right to self-determination in their life and future development, as
well as their chance to take part in the social life of their com-
munity. This deprivation is a result of physical, social and econ-
omic barriers that have often been caused by ignorance, fear or
indifference. This socially inflicted deprivation is especially acute
with regard to the mentally disabled.

A major effort is needed to change the basic attitude of society
towards the disabled. This will involve extensive campaigns, aimed
at all age groups, and designed to make people concious of the
human being within the disabled body. Special programmes
should be arranged to help disabled people to develop their skills in
daily living, 1n sport and in social interaction. Strict building and
town planning codes should ensure easy access and open up funec-
tional possibilities for different types of disabled person. High
priority should be given to the design of improved technical aids
for the disabled. Public funding should cover the extra cost for the
disabled of specially designed housing, transport and tools for
daily life, work and leisure. The disabled should be assured paid
occupations commensurate with their residual functional capacity.
All disabled people, whether in institutions or in their own homes,
should be guaranteed all the basic human rights, including the right
to self-determination in their own lives, to a reasonable degree of
privacy, to sexual relations, and to participation in community life.
However, most important of all will be the need to ensure that the
disabled themselves exercise a decisive influence on the design of
such policies and programmes, at both national and, particularly,
local levels.
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Target 4 =0
Reducing disease
and disability

Problem statement

Adding health to life

Adding health to life by reducing disease and disability can be
achieved by a two-pronged strategy:

(@) reducing the incidence and consequences of accidents and
of diseases for which partially effective prevention and/or treat-
ment methods are available (target 4);

(6) eliminating completely from the Region diseases for which
there exists reliable control technology that can be applied with a
reasonable effort (target 5).

By the year 2000, the average number of years that people live free
Jrom major disease and disability should be increased by at least
10%.

This target could be achieved if, for instance, comprehensive pro-
grammes aimed at primary prevention of accidents and violence,
cardiovascular disease, lifestyle-related cancers, occupational dis-
eases, psychiatric disorders, alcoholism and drug abuse were de-
veloped, and adequate curative and rehabilitative services provided
to all; if current knowledge regarding infectious diseases preven-
tion were systematically applied; if genetic counselling services
were made more generally available; if research were intensified
with regard to disabling neurological and musculoskeletal dis-
orders; and if preventive measures in oral health were effectively
implemented.

It is estimated that about 20% of disability is due to noncommuni-
cable somatic diseases, 15% to accidents (about half of them road
traffic accidents), 15% to psychiatric disorders, alcoholism and
drug abuse, 10% to congenital anomalies including hereditary
defects, and 7% to mental retardation.
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The volume of disability as measured by its prevalence shows a
definite age gradient in that only about 1-2% of young people are
physically disabled, but the figure increases to over 30% among
those aged 75 years and more. The proportion of people having
difficulties in coping with their day-to-day lives increases from
about 50% among those aged 60-64 years to over 70% among
those aged 85 years and more. Thus, the aging of the populationin
itself affects the number of potentially disabled people.

The causes of disease and disability also vary with age. Genetic
factors that intervene before birth include chromosome aber-
rations, simple gene defects and more complex and variable genetic
predispositions to disease or to congenital anomalies due to known
and unknown teratogens. Birth traumas and certain perinatal con-
ditions are also of importance. During childhood and young
adulthood, the main contributors to disability are traffic, home
and occupational accidents. In adulthood and old age, while
traumatism still plays an important role, new disabling conditions
start to prevail: mental disorders, cardiovascular diseases, chronic
respiratory diseases, diseases of the musculoskeletal system and
connective tissues, and certain types of cancer.

Great progress has been achieved in infectious disease control.
However, many of these diseases, although fully amenable to
effective control, still occur throughout the Region. Immunization
and surveillance programmes are far from complete in many coun-
tries. Because of the contamination of food and drinking-water,
diarrhoeal diseases still cause high mortality and morbidity in the
developing parts of the Region, while salmonellosis is on the
increase in the industrial countries. Acute respiratory infections
are a significant burden on primary health care services, a major
factor in child mortality and morbidity, and the most important
medical cause of absenteeism. The continuing prevalence of hepa-
titis A and the upsurge of hepatitis B, as well as some other viral
and hospital infections and venereal diseases, pose problems.
Although the prevalence of tuberculosis has been drastically
reduced in most Member States, further action is still needed in a
number of countries.
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Dental caries and periodontal disorders continue to show a
high prevalence. Although the average number of decayed, missing
and filled teeth per person (DMFT index) at 12 years of age has
declined drastically in several countries following fluoridation
campaigns, it is still in the range of two to well above seven in the
European Region. The prevalence and severity of periodontal
diseases are high in almost all countries of the Region.

The social impact of diseases and disability depends on the
degree of dependency resulting from them and their duration.
Severe handicaps originating early in life are of particular im-
portance, but later disablement also hampers the welfare of the
individual and family unless compensated by support from
society. The reverse is equally true: morbidity and disability are
associated with worsening socioeconomic conditions. Episodes of
illness, the length of illness and the occurrence of disability almost
always affect the socioeconomically disadvantaged groups more
frequently.

The reduction of disease and disability will require comprehensive
programmes in all the areas concerned, and many of the targets in
this book are of relevance for this purpose.

The highest priority should be given to primary prevention of
the most common disabling conditions, such as cardiovascular
diseases {target 9), accidents {target 11), violence (target 17),
selected cancers (target 10) and occupational diseases (target 25).
Since these conditions are covered by specific detailed targets, only
some of the other major groups will be mentioned here.

With regard to genetic conditions and congenital anomalies,
the rational approach is to increase public awareness, to provide
diagnosis and advice, and to make suitable technical interventions
available. However, extremely important and difficult ethical
issues are involved, and technical means should therefore be used
only on the basis of the individuals concerned being offered an
extensive, informed choice, Possible actions range from genetic
counselling, early treatment or a protective alteration in lifestyle to
the selective abortion of a severely affected foetus.
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Vigorous research is still needed to find effective ways of prevent-
ing rheumatic conditions. As long as such prevention is not possible,
the main emphasis in such conditions should be put on the pro-
vision of appropriate pain-relieving treatment and better rehabili-
tation services if there is no breakthrough in the treatment methods.

As yet, much too little is known about the causes of mental
tliness. However, although intensified research is still needed on
biological factors (genetics, brain biochemistry) and external fac-
tors (whether related to the social or to the physical environment)
enough knowledge already exists to warrant attempts to improve
environmental conditions. Attainment of the targets specified in
Chapter 4 on lifestyles, especially those relating to social inter-
action, would certainly lead to considerable improvement. Much
can also be achieved through improved primary health care, and
particularly by training personnel to tackle mental health problems
in the community, making full use of the potential of the com-
munity itself, and restoring self-respect in the patients.

Reducing the incidence and prevalence of infectious diseases
calls for improvements in many areas mentioned elsewhere in this
book and covered by specific targets. Some are of a general nature,
such as safe water supply (target 20), sanitation and housing (tar-
get 24) or nutrition (target 16). Others can be eliminated by
immunization and comprehensive eradication programmes (tar-
get 5). Improved epidemiological surveillance and control systems
arc needed for the rapid detection of new cases of certain infectious
and parasitic diseases and determination of the type of environ-
mental “vehicle” involved. Specific measures are required to pro-
tect highly exposed groups and neutralize potential sources of
pollution. Finally, the role of individual behaviour in the pre-
vention of communicable disecases should be taken into account in
health education programmes.

Dental caries and periodontal diseases are primarily lifestyle-
dependent, since the risks are linked to excessive intake of fer-
mentable carbohydrates, lack of appropriate oral hygiene and
insufficient dietary intake of fluorides. The reinforcement and
expansion of the population coverage of oral disease prevention
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Target 5 20
Elimination
of specific diseases

Problem statement

programmes, with emphasis on the need to reduce the risk factors
and to ensure a regular intake of the necessary amount of fluorides,
are of paramount importance. Fluoridation of drinking-water is
still considered to be the safest, cheapest and most effective caries
prevention measure, but where this method is not feasible or
acceptable, other techniques have also been shown to be very
effective. In this way, it could well be possible by the year 2000 to
achieve a situation where in no country or group within a country
do 12-year-old children have more than four decayed, missing or
filled teeth.

Preventive action by other sectors will play a crucial role in
lowering the present level of occurrence of diseases and disabilities.
However, the contribution that the health system itself can make
will be no less important. Reduction of risks, early detection when-
ever appropriate technologies exist, effective treatment and re-
habilitation will substantially reduce the burden of ill health and
disability. Ensuring that all patients have easy access to good
quality health care is therefore an essential requirement in reaching
this target.

By the year 2000, there should be no indigenous measles, polio-
myelitis, neonatal tetanus, congenital rubella, diphtheria, con-
genital syphilis or indigenous malaria in the Region.

This target could be achieved through a well organized primary
health care system ensuring effective epidemiological surveillance,
vaccination coverage, malaria control measures, education on the
risks of syphilis, screening and, when necessary, treatmeni of
expectant mothers.

Although reporting of these diseases is not complete, the available
data give some idea of the problem they pose in the Region. In
particular, in the period 1976-1980, more than 100 cases of measles
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per 100000 population, with approximately 800 deaths, as well as
over 900 cases of diphtheria and 700 cases of poliomyelitis were
reported annually. In the last five years, more than 4500 deaths
from tetanus were reported, including about 15% in the first year of
life. Finally, malaria notifications decreased from over 115000 in
1977 to about 35000 in 1980, but the number rose again in 1982 to
over 50 000.

Today, satisfactory technology is available to establish systematic
and effective surveillance and vaccination programmes based on
primary health care that would make it possible to eliminate
measles, poliomyelitis, neonatal tetanus, diphtheria and congenital
rubella. Such action should include vaccinations against those
diseases under the Expanded Programme on Immunization, for
which the quality of the currently available vaccines is not yet
sufficiently good for complete eradication (tuberculosis, pertussis).
Furthermore, the action should be seen as part of a broader vacci-
nation programme also dealing with issues such as the use of
hepatitis B vaccine for selected groups. An important requirement
in this respect will be to undertake vigorous research (using new
laboratory techniques involving recombinant DNA, etc.) in order
to develop effective vaccines that are also better, safer, cheaper and
easier to handle.

Indigenous malaria could be eliminated through a vigorous
programme comprising a wide range of control methods applied
within a well organized primary health care system. This pro-
gramme should combine sound epidemiological surveillance with
environmental measures to reduce larval breeding sites, insecticide
spraying against adult mosquitos, and the use of drugs to prevent
and cure infections. The current intensive search for a malaria
vaccine may also produce new and simpler approaches to the
problem. Congenital syphilis could be eliminated through sys-
tematic education, and early diagnosis and treatment of expectant
mothers, carried out within a well organized primary health care
system.
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Target 6 O
Life expectancy
at birth

Problem statement

Adding years to life

This section deals first with a general issue, life expectancy, which is
a composite expression of all the other mortalities. Tt then sets out
targets for the reduction of six major forms of mortality: one
age-specific (infant mortality) and five etiological (maternal mor-
tality and deaths from diseases of the cardiovascular system,
cancer, accidents and suicides).

By the year 2000, life expectancy at birth in the Region should be at
least 75 years.

This target could be achieved if, by the year 2000, no country or
group within a country had a life expectancy of less than 65years; if
countries that reached this level in 1980 had a life expectancy of
more than 75 years; and if all countries had reduced by at least 25%
the differences in life expectancy among geographical areas and
socioeconomic groups and between the sexes.

Compared to the global figures for life expectancy at birth, the
levels in the European Region are high. The mean was over 70 years
around 1980, with figures for men and women of 67 and 74 years
respectively. As shown on p. 24, however, there are important
inequalities among countries of the Region, varying from 73 to
55 years in men and from 80 to 57 in women.

From 1960 to 1980, the expectation of life at birth rose by three
years in the European Region. There were great variations among
countries in regard to life expectancy at different ages and accord-
ing to sex. In women, an increase of varying magnitude occurred in
all the countries and at all ages. However, in men, there was a
decrease at age 15 in eight countries, and at ages 45 and 65 in ten.
This was due to the higher mortality in men from accidents and
lifestyle-related causes.

According to United Nations demographic projections, the
present trend in hfe expectancy at birth will continue in the Region,
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reaching 72 years in 1995-2000 and 75 in 2020-2025. Thus, target 6
clearly sets out to improve the situation beyond present trends.

Life expectancy should be regarded as an indirect expression of the
mortality of a given population. Therefore, the extension of life
expectancy as specified by the target represents a broad measure-
ment of reduction of mortality. In this perspective, all the targets in
the book should be viewed as potential contributors to the
achievement of the target on life expectancy. Accordingly, all the
proposed solutions, from measures to provide the prerequisites for
health such as social equity, food and sanitation, to action to
promote healthy lifestyles and environment, adequate care, sup-
port and research will play their part in extending life expectancy.

Nevertheless, special attention will be given to measures to
reduce the above-mentioned six major forms of mortality, as de-
scribed in targets 8-12.

The greatest possible improvement with regard to lifestyle-
related mortality would be achieved through the reduction of
deaths from cardiovascular diseases, diseases of the respiratory
system, cancer and accidents, and this would be of particular
importance for extension of the life expectancy for men. The sex
differences are greatest in respect of this group of causes of death
and genetic factors can at best explain only part of the phenom-
enon. Even the elimination of a single behavioural factor, such as
smoking, would result in a marked increase in life expectancy.

By the year 2000, infant mortality in the Region should be less than
20 per 1000 live births.

This target could be achieved if, by the year 2000, no country or
group within a country had an infant mortality rate of more than 40
per 1000 live births, if countries with a rate below this level in 1980
had a rate below 15 per 1000, and if ail countries attempted to
reduce significantly the differences among geographical areas and
SOCIoeconomic groups.
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Problem statement

Suggested solutions

In the European Region around 1980, over 500000 infants died
during the first year of life, giving an overall regional rate of just
under 40 deaths per 1000 live births, with the rates for individual
countries ranging from over 130 to less than 7 per 1000.

By comparison with the situation in 1960, infant mortality in
the Region as a whole declined by 20%. However, the level of
reduction of infant deaths varied according to countries, and the
difference between the highest and lowest rate increased from
12-fold to 19-fold.

In all countries, the decline in perinatal mortality was almost
parallel to the downward trend of the overall infant mortality from
1950-1954 to 1975-1979. Deaths due to diseases of the respiratory
and digestive systems have shown a marked decline, but there has
not been much change in the level of mortality from congenital
anomalies. Mortality from infectious and parasitic diseases, after
an initial fall in the 1960s in a number of countries, has shown an
increasing trend. Although precise information on cause-specific
infant mortality for developing countries is lacking, a recent survey
in one of them showed that over 80% of deaths in infants 1-
11 months old were due to infectious or respiratory diseases and
that within this total over 50% of the deaths were due to diarrhoeal
diseases alone. Deaths from external causes have been declining in
some countries, while tending to increase in a number of others.

While in some countries post-neonatal mortality still represents
a large component of infant mortality, in most countries of the
Region attention has focused on perinatal mortality. It is difficult
to make a proper comparison of the effectiveness of individual
country programmes in this field. However, one programme
initiated in 1970 with a target of 18 perinatal deaths per 1000 by
1980 brought the rate down to 13 per 1000, while according to
previous trends, without intervention, it was expected to reach 23
per 1000.

Priority should be given to preventing infant deaths due to respir-
atory, diarrhoeal and other infectious and parasitic diseases. For
this purpose, the provision of safe drinking-water and safe food,
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the use of oral rehydration salt and the delivery of other appro-
priate medical care at the primary level are essential. Pregnant
women should be encouraged to plan to breastfeed. Family plan-
ning advice and opportunities should be made widely available to
help prevent undesired pregnancies, in particular among the very
young. Better education of parents and children and measures to
ensure a safer environment would reduce infant deaths, such as
those due to accidents. Finally, more emphasis should be put on
the prevention of low birthweight by improved nutrition and the
elimination of smoking and the use of alcohol during pregnancy.
In all these measures, particular attention should be paid to
socially disadvantaged groups and immigrant communities.
Programmes should be developed to ensure proper preparation
for parenthood and adequate prenatal, obstetric and follow-up
preventive care. They should also provide for support services and
activities to give equal social, cultural and economic opportunities.
Systematic monitoring and evaluation showing variations in infant
mortality among countries as well as among population groups,
classified by social class and other characteristics such as occupation,
income, education or geographical location, would be necessary to
indicate the degree of success and failure of the programmes.

By the year 2000, maternal mortality in the Region should be less
than 15 per 100 000 live births.

This target could be achieved if, by the year 2000, no country or
group within a country had a maternal mortality rate of more than
25 per 100000 live births; if countries with a rate already below 25
in 1980 had a rate below 10; and if all countries had reduced
significant differences among geographical areas and socioecon-
omic groups.

Around 1980, there were 1500 maternal deaths per year in 28 coun-
tries of the Region for which data are available, giving a rate of 22 per
100000 live births for the Region as a whole. However, 25 countries
had lower rates, and 6 have already brought their rate to below 10.
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During the last decade there has been a decline in maternal
mortality rates. However, the magnitude of the decline varied
among the countries and there were marked fluctuations of the
rates from one year to another. In some countries, the overall rate
decreased by more than 90%, and the same level of reduction was
observed in deaths due to toxaemia in pregnancy, haemorrhage
and abortion. While further improvement in countries with low
levels would be difficult, in others much remains to be done.

Even at rather low levels of maternal mortality, large numbers
of maternal deaths are reported to be preventable and many of the
factors involved have been identified. Confidential inquiries into
maternal deaths conducted in one country since 1952 proved to be
a useful tool in analysing the causes of such deaths and providing
guidance on prevention and maternal care. The last (1982) report,
covering the period 1976-1978, showed that the considerable
improvements recorded in 1973-1975 compared with 1970-1972
had been maintained. However, the percentage of potentially pre-
ventable deaths was more or less unchanged: in more than a haif of
true obstetric deaths, one or more avoidable factors were involved.
A study in another country also showed that about half of the
maternal deaths could probably have been avoided.

In spite of the impressive reduction in maternal mortality during
the last three decades, a large proportion is still due to factors that
are considered avoidable. The causes of maternal mortality do, of
course, vary from country to country, and therefore special in-
quiries may provide crucial information on the circumstances
under which mothers die and on the causes that can be eliminated
by appropriate preventive programmes. Direct or indirect con-
tributory factors may intervene during pregnancy, delivery or the
puerperium. Where such factors are avoidable, the responsibility
for their occurrence is divided between the patient and the health
service. Thus, the preventive programme should start with good
family planning to avoid unwanted pregnancies, continue with
preparation for motherhood and be completed by appropriate care
during the antenatal period, delivery and the puerperium.
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By the year 2000, mortality in the Region from diseases of the
circulatory system in people under 65 should be reduced by at
least 15%.

This target could be achieved by a combination of preventive and
treatment methods that would reverse the trend in countries where
ischaemic heart disease mortality is increasing or stable, and
accelerate it in countries where the mortality is decreasing, thereby
contributing to the current decline in cerebrovascular mortality in
all countries.

In Europe, diseases of the circulatory system are the main kitlers of
the population as well as being an important cause of disability.
They account for about half of all deaths in the Region, and a far
higher proportion in the age group over 65. Cardiovascular mor-
tality shows a very wide variation among countries. In the age
group 35-64, the range of standardized rates extends from 572 to
207 per 100000 in men and from 246 to 68 in women.

Ischaemic heart disease is the single largest cause of cardiovascu-
lar mortality, being responsible for 30-60% of the deaths. Around
1980, the age-adjusted rates at 35-64 years ranged from 455 to 96
per 100 000 in men and from 123 to 18 in women. According to the
WHO international collaborative study on the subject, which was
coordinated by the Regional Office and conducted in 19 com-
munities, the annual attack rate of acute myocardial infarction for
all communities in the age group 20-64 was 3.4 per 1000 in men and
0.9 per 1000 in women. The variation in the attack ratesamong the
communities studied corresponded closely to the variation in mor-
tality from ischaemic heart disease in the countries.

During the last two decades in most of the countries, age-
adjusted mortality rates from ischaemic heart disease at 35-
64 years increased in men and decreased in women. However,
current trends in the age/sex-specific rates point to a recent decline
in mortality among younger men in a number of countries.
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Around 1980, age-adjusted mortality from cerebrovascular
diseases ranged from 132 to 20 in men and from 81 to 14 in women
at 35-64 years. In a morbidity study conducted under WHO spon-
sorship in 17 communities, including 7 in the European Region, it
was found that in this Region the age-adjusted annual rates for
stroke per 1000 persons of all ages ranged from 8.3 to 3.9 in men
and from 6.5 to 2.2 in women. In the last two decades, mortality
from cerebrovascular disease decreased in most countries of the
Region. However, the decline was more pronounced in women
than in men.

Numerous studies conducted in the last 30 years have substantially
increased knowledge of the possible causes of ischaemic heart and
cerebrovascular diseases and of means for their prevention. Several
intervention studies, including some community-based trials, have
confirmed the feasibility of preventing ischaemic heart disease. A
WHO Expert Committee recently summarized the available sci-
entific evidence and developed guidelines for preventive strategies.
In particular, it was noted that prevention should aim at altering
the characteristics of lifestyle and the environment that underlie
the occurrence of the diseases, preventing risks, identifying and
helping individuals in need of special protection, and avoiding the
recurrence and progression of the diseases.

The extent of the risk of the above diseases is significantly
influenced by a number of personal and population characteristics
acting separately or in combination. In turn, these characteristics
are largely determined by sociocultural factors and are therefore
modifiable. They include elevated blood pressure and blood chol-
esterol, associated eating and activity patterns, and smoking. Even
a small lowering of the average blood pressure of the population
could bring about a large reduction in disease.

The role of habitual diet and blood cholesterol-lipoprotein
levels is well established and is judged to be causal. In high-
incidence countries, a lowering of the population distribution of
blood cholesterol levels is recommended through progressive
changes in eating patterns.
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Smoking, especially of cigarettes, contributes significantly to
the occurrence of coronary heart disease, and high alcchol intake is
associated with an increased risk of the disease as well as high
blood pressure.

Lack of physical activity is associated with higher levels of the
major risk factors, primarily because of the increased prevalence of
obesity; regular exercise may help to reduce high blood pressure
and blood cholesterol.

The underlying atherosclerotic process begins in youth, along
with the appearance of its major risk characteristics of elevated
blood pressure and blood cholesterol and associated risk be-
haviour, including smoking. Preventive measures should be intro-
duced in childhood in order to prevent the risks from arising.

The achievement of the target on cardiovascular disease calls
for countrywide community-based programmes aimed at promot-
ing healthy lifestyles and supported by appropriate social policy; it
also calls for a preventive orientation of health services, especially
at the primary health care level.

However, while preventive measures will reduce the occurrence
of the disease, complementary programmes are required to prevent
deaths as well as the progression and recurrence of acute myo-
cardial infarction and stroke, and to rehabilitate victims. But the
demand that this will make on the health services may be too great
for the developing countries of the Region before the year 2000,
and they may well have to adopt a somewhat later deadline.

By the year 2000, mortality in the Region from cancer in people
under 65 should be reduced by at least 15%.

This target could be achieved if tobacco-related cancers were
reduced as a result of a major decrease in smoking and cervical
cancer following the establishment of screening programmes; and
if current methods in early diagnosis, treatment and rehabilitation
were applied in an appropriate way to all cancer patients.
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Malignant neoplasms form the second group of major causes of
mortality, being responsible for some 30% of all deaths in men and
about 40% in women in the age group 35-64. In this group, the
age-adjusted mortality rates per 100 000 persons in the last year for
which statistics are available ranged from 308 to 113 in men and
from 229 to 114 in women. During the last two decades, overall
mortality from malignant neoplasms in men aged 35-64 increased
in most countries. In some, however, a moderate decline was
recorded. In women of the same age group, the changes were much
smaller and half the countries experienced a decline.

Cancer of the trachea, bronchus and lung is the most frequent
form of the disease among men, accounting for 33% of cancer
deaths in the age group 35-64. Around 1980, age-adjusted mor-
tality rates for lung cancer ranged from 114 to 16 per 100 000 men
of this age. The corresponding range in women was 41 to 6.

Lungcancer is the largest single contributor to total cancer,and
most of the cases are due to smoking, especially of cigarettes,
smoking is also linked to the development of some other cancers.
Already at least a quarter of all cancer deathsin the Region are due
to tobacco, and this proportion is growing, chiefly as a result of the
delayed effects on health of large increases in smoking during
previous decades.

A viral origin has been postulated for several types of cancer,
but firm evidence is lacking.

The relative changes in lung cancer mortality over the last two
decades showed a marked variation among countries. In most, the
age-adjusted rates increased in adults of both sexes; however, a
decrease was noted in a few.

The other most important types of cancer are those of the
stomach and intestines. There have been widespread rapid de-
creases in mortality from cancer of the stomach and moderate
increases in mortality from cancer of the intestines, but the under-
lying reasons for them are not well understood.

In women aged 35-64, breast cancer is the leading form of the
disease, accounting for 24% of all cancer deaths. The trend shows
an overall increase as well as a shift towards younger age groups,
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highlighting the need for further intensive research with regard to
prevention, early detection and treatment. Around 1980, age-
adjusted rates of mortality from malignant neoplasm of the cervix
ranged from 21 to 2 per 100000 women aged 35-64 and, although
they are decreasing in most of the countries, by far the greatest
decline was noted in those with intensive screening programmes.

The reduction in smoking, as envisaged in target 16, is the most
important contributor to the prevention of cancer morbidity and
mortality. Although there are indications that the modification of
nutritional, reproductive or infective factors may substantially
alter cancer risks, there is as yet no firm evidence, and multidisci-
plinary research on such risk factors should be encouraged.
Finally, small but worthwhile gains may be achieved by limiting
certain occupational exposures, especially to asbestos or to air
pollution from smoke and other factors; by limiting the iatrogenic
use of X-rays and certain drugs; and by decreasing individual
exposures to sunlight. Collectively, however, these factors are of
less importance than tobacco.

There is evidence that mortality from cancer of the cervix,
which accounts for about 2% of all cancer deaths in the European
Region, could probably be approximately halved by regular
screening. Women should, therefore, be encouraged to participate
in well designed cervical screening programmes based ona primary
health care approach.

Intensive efforts should be made to develop appropriate
methods for early detection of other types of cancer, which could
be applied at the primary care level; at present, breast cancer
screening methods are under careful scrutiny.

Finally, itis hoped that the progress made in the last decades in
the treatment of malignant tumours will be enhanced through
research.

Meanwhile, it is very important that the effective diagnostic
and treatment technologies now known should be rapidly available
to all in need — a situation that at present does not obtain in most
countries. It must also be recognized that it will be extremely
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Target 11 20
Accidents

Problem statement

difficult for the developing countries of the Region to reach the
proposed levels of screening, diagnosis and treatment by the year
2000, and they may well have to settle for a somewhat later
deadline.

By the year 2000, deaths from accidents in the Region should be
reduced by at least 25% through an intensified effort to reduce
traffic, home and occupational accidents.

This target could be achieved if, by the year 2000, no country had a
mortality rate from road traffic accidents of more than 20 per
100 000; if countries below that level reduced it to less than 15; if all
countries reduced the differences between the sexes, and age and
socioeconomic groups, furthermore, if the occupational accident
mortality in the Region were lowered by at least 50%; and if the
mortality from home accidents were significantly reduced.

Accidents constitute the third leading cause of death in the Region,
with a mortality rate of about 50 per 100000. About 50% of
accidental deaths occur in the age group 15-64, and they account
for 50% of all deaths in men aged 15-24.

The number of accidental deaths varies considerably among
countries of the Region. Among those for which data are available,
the death rates range from 30 to 65 per 100 000 people. Thereis also
a considerable variation within countries. In fact, accidents are one
of the causes of death for which the difference between socio-
economic groups is most significant.

In developed countries, the number of accidental deaths and
injuries has declined over recent years. However, the relative
importance of accidents as a cause of death and injury is growing,
especially among children, young people and the elderly. In devel-
oping countries, the numbers of accidents, accidental deaths and
injuries are rising as a consequence of increasing industrialization
and greater use of motor vehicles.
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Motor vehicle accidents account for about 40% of accidental
deaths. Death rates from such accidents in Member States range
from 9 to 30 per 100000 population, although 20 countries have
registered an overall reduction of 15% in traffic fatalities since
1974, For every death in a road accident, there are about 15 cases of
severe injury and 30 of slight injury. Motor vehicle accidents are
thus an important cause of hospitalization and a major factor in
permanent disability. They entail the use of complex and costly
technology for treatment as well as medical/social services for the
care of the disabled.

Accidental poisoning, falls and fires produce a combined death
rate of close to 25 per 100000 and account for about 45% of all
accidental deaths. Although the available information does not
allow precise identification of the places where accidents occur,
those in the home appear to be an important cause of death in the
Region.

Accidents at work are still an important cause of disability and
death. The available data indicate that in highly industrialized
countries the annual rate of reported occupational accidents is
about 6 per 100 working people. Accidents on the way to and from
work are about one tenth as frequent as those that occur at work.
The reported death rate varies from 2 to over 10 per 100 000. As
many as 10% of these accidents result in permanent disability, and
they are six times more frequent in men than in women.

During the past 10 years, some countries have achieved a
sizeable reduction of fatal accidents at work. However, the general
trend in Europe has been towards only a limited or no reduction of
accident frequency.

In the prevention of accidents, multidisciplinary and intersectoral
policies and programmes should be developed with a view to
determining and then eliminating or reducing hazards, especially
in the home, on the roads and at work, and to designing safer
goods. In view of the large and increasing trade in motor vehicles,
encouragement should be given to the adoption of internationally
agreed vehicle design changes that will improve health and safety
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Target 12 0
Suicide

and give better protection to occupants. More effective traffic
control and safety education for road users, better roads, im-
provements in the design of machinery, child-proof containers for
medicines, butlding codes, fire codes, protective devices and other
forms of occupational hazards control are some of the safety
measures that would help to reduce accidents. Legislation and
economic incentives should be established to encourage the design
and marketing of safer products. Consumer products should be
systematically tested from the point of view of health and safety,
and the results made widely available to consumers.

The health sector should play an important role in increasing
an awareness of risks among politicians, planners, professionals
and consumers. Systems for epidemiological surveillance, con-
tingency planning and response to accidents, including man-made
and natural disasters, should be developed in all countries, with
suitable machinery to deal with major emergencies that might
affect more than one Member State.

Consideration should be given to improving the system of
information on accidents so as to state the place of occurrence in
each case. This would allow better identification of the causes of
domestic accidents as well as of those people who are most at risk,
and thus give important feedback for the development of inter-
vention programmes.

By the year 2000, the current rising trends in suicides and at-
tempted suicides in the Region should be reversed.

This target could be achieved if improvements were made with
regard to societal factors that put a strain on the individual, such as
unemployment and social isolation; if the individual’'s ability to
cope with life events were strengthened by education and social
support; and if the health and social service personnel were better
trained to deal with people at high risk.
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The reported rates for suicide vary greatly among the countries of
the Region for which data are available; they range from 3 to
45 deaths per 100000 and are below 10 in eight countries and
above 20 in seven (two cases reporting above 26). In countries with
low suicide rates, religion and social beliefs may be the factors
involved; on the other hand, they may also be responsible for
considerable under-reporting of suicide. The trend in the last
20 years has been for suicide to increase in most European coun-
tries, particularly in the younger age group of 15-34 and in women.
Suicide rates are higher in the older age groups and in men.

A large proportion of suicides are associated with a recog-
nizable mental disorder — probably a treatable depressive illness
in at least half of the cases. Alcoholism is the next most common
condition predisposing people to suicide.

Another matter of great concern is that of attempted suicides.
The rates have doubled and in some countries even tripled over the
past 20 years. The average rate is now estimated at around 200 per
100 000 in men and 350 per 100 000 in women. Almost two thirds of
the cases occur before the age of 30. Although the majority of
suicide attempts are not intended to be lethal, 10-20% of people
who have made a previous unsuccessful attempt commit suicide at
a later stage in their lives.

The people most likely to attempt to commit suicide are young-
sters from families that are disrupted or have a history of suicide,
drug and alcohol addicts, failures in school, the unemployed and
people suffering from depression. The fact that both the suicide
and suicide attempt rates are increasing most among the younger
age groups can be attributed to the greater vulnerability of young
people to the social conditions that accompany economic and
cultural instability.

In the light of the facts presented above, it is evident that there is
considerable scope for prevention in at least three main areas.
First, making improvements with regard to the underlying
societal factors that seem to put a strain on the individual, such as
unemployment, the social isolation of elderly people living on their
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own, and failure at school, would be an important means of
intervention. Although our present knowledge of the intricate web
of contributory factorsinvolved is insufficient and greater research
in this field is necessary, enough is already known to warrant
positive action as from now.

Second, ways of strengthening the individual’s general ability
to cope with the events of life must be a key concern. The targets
related to developing that ability (target 15) and providing a better
network of social support {target 14) are particularly important for
this purpose.

Finally, since most people who commit or attempt suicide are
seen shortly before by general practitioners or other health pro-
fessionals, there is an opportunity for preventive action. There is
evidence, however, that owing to a lack of training in diagnostic
and treatment methods and of necessary skills, health professionals
are often not adequately equipped to deal with suicidal patients.
The same applies to the staff of emergency and intensive care wards
of general hospitals to which attempted suicide cases are referred.
Finally, public knowledge of the signs and circumstances of suicide
risk 1s still relatively sparse.

Both health personnel and the community should be involved
in the detection, assessment and care of those at risk. The training
of health professionals should include information on the social
and clinical characteristics and management of the individuals
most at risk, and on effective approaches to aftercare and super-
vision in the community. There is also a need for the education of
the public, and especially young people through schools, on the
causes and means of preventing suicidal behaviour and the mis-
management of life events that often leads to it. Since rates of
suicide and attempted suicide are important indicators of the
health status of a community, steps should be taken to improve the
registration of cases.
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Lifestyles conducive to health

Lifestyles are intimately bound up with the values, priorities and
practical opportunities or constraints of specific cultural, social
and econormic situations. A person’s particular way of life is shaped
by patterns of interpersonal interaction and social learning that
interrelate with and depend upon the social environment. Thus,
lifestyles, shaped by experience and environmental factors, are not
simply individual decisions to avoid or accept certain health risks.
There are limits to the choices open to individuals — limits im-
posed by their physical, social and cuitural environment and by
their financial means.

A greatdeal of knowledge is needed to understand the relation-
ships between health and the components of particular lifestyles.
Many lifestyles enhance health, develop physical and mental well-
being, and protect the individual from the effects of stress. Other
lifestyles include behaviour that may damage health. Harmftul prac-
tices, such as smoking or excessive alcoho! consumption, are some-
times ascribed to personal stress, but they often become routine
habits used by a majority of people to cope with life and ease social
contact. They can also symbolize certain stages in human devel-
opment, such as growing up. Cultural patterns of social inter-
action, symbolic behaviour and tension reduction are learned in
childhood and reinforced throughout life. Thus, they reflect ways
that members of a given society or group organize their daily lives.
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Lifestyle practices are increasingly influenced by public and
corporate policies that control the production of goods and pro-
mote products that may damage health. Opportunities and incen-
tives to select healthy lifestyles thus depend heavily upon public
policies that shape the economic and social conditions under which
people live. To be effective, therefore, health programmes con-
cerned with lifestyles must deal with structural influences on
behaviour as well as its specific individual components. There are
ethical issues to be considered when lifestyle policies and pro-
grammes are being devised. This means that a delicate balance
must be achieved between respect for individual rights of free
choice and the duty of society to promote the health of the
population,

One of the major factors shaping individual lifestyles is in-
equality between countries and within countries. Socially and econ-
omically privileged people have a wider range of options in seeking
a healthy lifestyle, while the disadvantaged are still grappling with
the basic problems of existence. 11l health and poverty are closely
related to each other and to lifestyles. Programmes for enhancing
health through changes in lifestyle must not only widen personal
choice, but also be supported by a resolve on the part of society to
improve the status and standard of living of the poor. Other
factors, such as rapid urban and industrial development, can also
negatively influence health by uprooting large numbers of people
and destroying cultural patterns and social ties; the negative impact
of unemployment on health has already been mentioned.

People may not have the necessary knowledge to make an
informed choice of lifestyle or they may be inhibited by traditional
attitudes. However, even when knowledge and motivation are
present, they are not always sufficient to induce change once a type
of behaviour has become part and parcel of daily life. Every
opportunity should therefore be taken to provide incentives that
make health-enhancing behaviour easier to choose and maintain,
in the awareness that people’s behaviour is largely determined by
the necessities of everyday life and by what they perceive as
pleasant and rewarding.
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A strategy to promote healthy lifestyles would thus include:

e making the physical, social, cultural and economic environ-
ment conducive to healthy lifestyles;

® strengthening the individual’s basic capacity to make choices
and to cope with stressful situations without recourse to types of
behaviour that may damage health;

e improvingindividual knowledge on lifestyles and health issues;

® strengthening the social support system (families, self-help
groups, etc.) that assists individuals and vulnerable groups to cope;

® drawingup specially designed programmes to deal with certain
aspects of behaviour that affect health.

Many additional targets could have been included in this chap-
ter, i.e. ones focusing on specific practices such as smoking or
alcohol abuse. Since, however, it is important to emphasize both
the variety of factors that shape and maintain lifestyles and the
multiple causes of disease, the targets are concerned with the
essential components of a strategy to promote healthy lifestyles
rather than with individual habits and suggest supportive policies
to make healthy lifestyles more readily attainable for all. To this
end, the following targets are grouped in three major categories,
those aiming at providing general opportunities and strengthening
capacities for living life in a healthy way, those promoting healthy
behaviour, and those preventing health-damaging behaviour.

Better opportunities

and improved capacities

Individuals and groups have to function within a particular physi-
cal, social, cultural and economic environment. The characteristics

of that environment and the policies that determine its develop-
ment are therefore basic factors affecting lifestyles and health.
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Target 13 &
Healthy
public policy

Problem statemernt

By 1990, national policies in all Member States should ensure that
legislative, administrative and economic mechanisms provide
broad intersectoral support and resources for the promotion of
healthy lifestyles and ensure effective participation of the people at
all levels of such policy-making.

The attainment of this target could be significantly supported by
strategic health planning at cabinet level, to cover broad inter-
sectoral issues that affect lifestyle and health, the periodic assess-
ment of existing policies in their relationship to health, and the
establishment of effective machinery for public involvement in
policy planning and development.

The ways in which public policies influence lifestyle choices are
manifold, and only a few examples will be given here.

In many countries, some industries are subsidized even though
their products are harmful to health and harmful products are
freely advertised. National economies may finance health pro-
motion programmes and at the same time depend heavily on
revenues from taxing unhealthy goods. Health-damaging products
are exported to and promoted in developing countries, compound-
ing their already serious health problems. Gross inequality in
income distribution may create poverty groups with such limited
financial means that choosing a healthy lifestyle is precluded. In
some countries over the past 10-20 years, alcohol has become
steadily cheaper in relation to the general cost of living, thereby
stimulating greater consumption. Products that will improve
health, even absolutely necessary ones such as focds needed by
diabetics, are allowed to increase in price sometimes to luxury
levels,

If communities, industries and governments are to become
aware of the influence of environmental conditions on the adop-
tion and maintenance of lifestyles and take effective steps to ensure
broad environmental conditions that are conducive to healthy
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lifestyles, the general public must be involved in policy and pro-
gramme development, taking into account the prevailing con-
ditions in each Member State. Pecple will be both less able and less
inclined to choose health-promoting types of behaviour if they
have no influence on decisions by the private and public sectors
that affect their own lives.

As declared in Alma-Ata in 1978, the key to health for all is
primary health care with active public participation. In most
countries of the Region, however, there is still a gross imbalance
between the influence on health policy of powerful interest groups
(such as the tobacco or food industry and professional groups) and
the public at large. Many Member States have not yet established
ways to ensure public involvement in policy development.

In every country, a scrutiny of policies and programmes that may
affect health should be made an obligatory step in the public
planning process and a systematic review of major areas of existing
policy should be carried out in order to:

® determine their influence on health choices, e.g. the effects of
tax policies on the consumption of harmful substances;

® recast existing policies so as to reduce health inequalities;

@ climinate subsidies to industries that manufacture harmful
products and subsidize those that are good for health;

® cnsure consumer protection;

® avoid the dissemination of dangerous products and practices to
other countries;

® ensure a coordinated effort in health legislation, especially by
restricting the advertising of harmful products and making easily
understood and comprehensive labelling practices obligatory;

® improve urban and rural planning in order to promote health.
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Target 14 20
Social support
systems

Already in several Member States, national intersectoral com-
mittees or councils have been established. In others, regional and
local plans for heaith promotion are being implemented that aim at
broad intersectoral cooperation. Two types of action are of par-
ticular relevance at the local level:

e theintensification of cultural and educational activities so that
people can be more easily involved in worthwhile leisure pursuits;

® the provision of opportunities for the easier and safer use of
healthy means of locomotion, e.g. walking, cycling.

The general public should be systematically informed regard-
ing health-related problems and developments, and care should be
taken to provide such information in a way that is easy to grasp,
will arouse interest and will enhance commitment.

The participation of the public will vary according to national
and local political, administrative and cultural patterns. However,
representative community participation should be the rule in all
official bodies (local, regional and national health councils, socio-
economic planning councils, etc.) that deal with developmental
issues that may have implications for lifestyles and health. Care
should be taken to include representatives both from vulnerable
groups and from groups that have shown particular interest and

initiative in improving the health of communities.

By 1990, all Member States should have specific programmes
which enhance the major roles of the family and other social groups
in developing and supporting healthy lifestyles.

The attainment of this targei could be significantly supported by
establishing close intersectoral links between health and social
welfare programmes, primarily at the local level, and by securing
JSunds for projects that enhance joint community action.
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The skills that enable people to control and direct their fives, and
thus to live in a healthy way, include the capacity to formulate
problems, find solutions, make decisions and then act on those
decisions, resolve conflicts, communicate effectively, and question
and intervene actively on their own behalf when necessary. These
skills are most easily learned in childhood and youth. It is more
difficult to change to a healthy lifestyle later in life once unhealthy
habits have become ingrained.

Routine health habits of daily living as well as practices ac-
quired to cope with special problems and strains are part of a
lifelong learning process and are not easily changed. Once estab-
lished, certain patterns of behaviour may be used as a way of
coping with the chronic stresses of everyday life. Some people
smoke more when under stress; others automatically take a drink
after work. Different forms of behaviour with animpact on health
may have similar origins, the pattern chosen being related to the
style in which a specific group copes. In some societies, it is more or
less acceptable for a man to take a drink “to forget his problems™.
Women are more often prescribed tranquillizers to try to help them
cope with their lives.

The early socialization and learning that take place in the
family are major determinants of decision-making and coping
skills. The patterns of problem-solving and conflict-resolution in
which small children participate as their personalities are develop-
ing will influence both the health practices they adopt and their
readiness and ability to modify or change their behaviour. Recent
research has shown, for example, that a sense of personal worth
and self-esteem growing out of acceptance and encouragement
during development is assoctated with more effective patterns of
coping and more frequent preventive health practices.

Another major aspect of the social environment important for
the preservation of health is satisfying social support and social
contact. The lack of these has been found to be connected with
higher rates of tuberculosis incidence, hypertension, heart disease,
multiple accidents, complications in pregnancy, various cat-
egories of mental disorder and reported episodes of illness of all
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types. Degrees of social contact, integration and/or support have
been found to have a bearing on death from suicide and stroke, and
in a few studies on mortality rates from all causes.

As can be seen, 1t is not only the learning but also the support
and caring functions of families that protect health and promote
health-enhancing behaviour. At the same time, the structure and
function of family units are changing rapidly. The composition of
households in the Region ranges from multiple generations of
relatives living together to individuals living alone. The number of
single parents, usually young women, living alone with small
children, has increased rapidly. So has the number of single elderly
women. New forms of family unit are developing in the Region.
Endeavours to provide opportunities and strengthen capacities for
selecting healthy lifestyles, to be effective, must take account of the
varying context and composition of social groups and environ-
ments and their changes over time.

As children grow older, peer groups have a progressively more
important influence on their behaviour, until in adolescence peer
influence becomes dominant. Therefore, the school and friendship
group experiences of children help to shape and maintain forms of
behaviour that may have a positive or negative influence on health.
Potentially health-damaging practices that may become imprinted
on lifestyles during adolescence include smoking, the use of habit-
forming drugs, eating disorders and unsafe driving behaviour. Not
enough attention has been given to the reinforcement of positive
health behaviour through peer groups.

Policies and programmes that enhance the problem-solving, sup-
portive and care-giving capacities of families and extended social
networks perhaps offer the greatest potential for health promotion
and for facilitating health-enhancing lifestyles.

There should be support services in the community to help
families according to their particular situation. Sometimes fam-
ilies may need help with patterns of conflict resolution or to
overcome the generation gap. Other family situations may require
community services for child care or to complement the family
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care of an 1ll or disabled member. Even where there are oppor-
tunities for social contact and/or community involvement, elderly
people, especially those living alone, may need help to find and use
them,

Special attention should be given to programmes in kinder-
gartens, nurseries, play groups, schools and youth groups, and they
should be carefully designed to cover active choice and decision-
making. School health education should encourage children to
look after thetr own health, to evaluate symptoms and to decide
whether they can deal with them themselves or should seek pro-
fessional care. Programmes designed for workplaces, educational
institutions and health facilities or broadcast by the media should
contain elements of problem-solving in difficult situations and
decision-making in health care settings. Research should be
encouraged to develop new and more effective approaches, for
example, to preschool and school education, that promote in
children and adolescents the ability to make decisions and think
independently.

Unhealthy behaviour sometimes arises from problems such as
loneliness, work stress or bereavement. Action designed to prevent
such behaviour must be related to its causes. Since individuals are
rarely able to solve such problems on their own, social programmes
are needed that encourage individuals’ families and wider com-
munity networks to solve their problems cooperatively. The estab-
lishment of integrated and informed social networks and problem-
solving groups in local communities should be actively promoted,
particular attention being paid to the needs of vulnerable groups,
such as the elderly, the disabled, migrants and unmarried young
mothers.

For example, the social network available to individuals, such
asthe newly widowed or parents alone with small children, may be
insufficient to satisfy the need for social support and social contact.
New forms of contact must then be found. Groups of people with
common problems who meet to provide each other with support
(mutual aid or self-help groups) have become a satisfying option
for many people.
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Target 15 &0
Knowledge
and motivation
for healthy behaviour

Problem statement

By 1990, educational programmes in all Member States should
enhance the knowledge, motivation and skills of people to acquire
and maintain health.

The attainment of this target could be significantly supported by
ensuring an adequate and effective infrastructure and funding for
health education programmes at all levels.

People may do things that damage their health because they know
nothing of the risks or of healthier alternatives, or because their
values do not give them sufficient motivation to change their
behaviour in response to what they know.

Information regarding the health implications of particular
forms of behaviour, however, is not enough. Smokers, for instance,
often know that smoking is bad for their health. Thisis also true of
children and teenagers, but many of them still start smoking. As
discussed above, complex factors shape potentially damaging
practices. Many people need help to change habits that have
become routine.

Being bombarded with advertising or with indirect sales pro-
motion, which associate potentially harmful practices such as
drinking and smoking with attractive and desirable lifestyles, may
increase or reinforce unhealthy behaviour. In the developing parts
of the Region, many people are captivated by corporate campaigns
presenting smoking and drinking alcohol as symbols of modernity
and wealth. In industrialized countries, advertising campaigns
using the themes of “maturity and independence” are aimed par-
ticularly at young people and women. An especially insidious
influence on the behaviour of young people is the sponsorship of
sporting events by companies that produce health-damaging pro-
ducts. Tt 1s therefore important that people be provided with
information through a wide range of effective educational methods
of presentation to counteract these negative health messages.
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Another area in which there is a rapidly growing need for
education of the public is the appropriate use of professional
services and the use of self-care.

Not all Member States have yet set up an adequate organ-
1zational structure for health education at all levels. There is little
or no coordination in preparing health education messages
between government agencies and nongovernmental groups and
organizations. In some countries, various industries are rapidly
moving into the health education field and — particularly using
new types of technology — developing programmes covering a
wide range of health issues.

Successful health education programmes must be based on local
social and cultural patterns and be intimately linked with the
formation of individuals’ value systems. Consequently, they must
start very early in life (e.g. traffic safety programmes should begin
when the child is very young) and be reinforced at those periods in
life (e.g. start of kindergarten, school, puberty, parenthood, re-
tirement) when changes in value systems are most likely to occur.

Health education efforts must cover a very wide range of ac-
tivities: teaching children in kindergartens and primary schools
about the role and function of their bodies and how behaviour
affects health; incorporating mental health information in all
health education programmes; and providing easy and free access
to the most recent facts about health by using major social insti-
tutions such as schools, trade unions and the media for distributing
the information. Nongovernmental organizations have a major
role to play in developing education programmes. Information on
when to use, and when not to use, professional services and which
type of professional to contact fora given problemis an important
aspect of health education. Consistent updated health information
must permeate public policy and professional education, as well as
being supplied to lay people.

The powerful influence exerted by peer groups and wider social
pressures that today so often strongly encourage unhealthy be-
haviour can be diverted to enhance healthy lifestyles. This has
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Target 16 20
Positive
health behaviour

Problem statement

already begun in some countries where nonsmoking is becoming a
valued norm. Celebrities and personalities can popularize healthy
behaviour, Similarly, self-help groups, such as those for people
wishing to stop smoking, control their weight or stop drinking,
provide an effective means of combining information and support
for people working to change their potentially damaging habits.

Finally, there must be planned, systematic monitoring and
evaluation of the public acceptability and relative success of health
education programmes to provide feedback to increase their rel-
evance and effectiveness. Accordingly, health education must also
be adequately integrated into academic structures.

Promoting healthy behaviour

By 1995, in all Member States, there should be significant increases
in positive health behaviour, such as balanced nutvition, non-
smoking, appropriate physical activity and good stress management.

This could be achieved if clear targets in these areas were set in each
Member State, e.g. a minimum of 80% of the population as non-
simokers and a 50% reduction in national tobacco consumption, and
if steps were taken by WHO and other international organizations
to promote cooperation In health promotion activities throughout

Lhe Region inorder to make a wider impact on basic health values.

Positive health behaviour constitutes a conscious effort by in-
dividuals to actively maintain their health and that of others. Re-
search indicates that practices such aseating a balanced diet, taking
regular physical exercise, ensuring rest and relaxation and en-
gaging in rewarding social and sexual relationships help to increase
an individual sense of wellbeing and act as a buffer against illness.

Most research hitherto has focused on health-damaging rather
than health-enhancing forms of behaviour, but the interest in
developing positive health indicators is growing. In a number of
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Member States, health education programmes have begun to pro-
mote health as an important cultural value. In some countries, a
new interest in health is manifest among the general public. Physi-
cal activity, sports, health foods, stress relief, meditation and non-
smoking are not only gaining individual attention but also con-
stitute part of a value change promoted by groups of environ-
mentalists and ecologists within the Region.

Positive health behaviouris by far the most challenging field for
a health promotion policy. It opens up important fields of research,
since more knowledge is needed of what constitutes positive health
behaviour and how individuals can be induced to take more re-
sponsibility for their own health and for that of others.

Nutrition Health-damaging problems include insufficient
nutritton, unbalanced nutrition, overnutrition and self-imposed
undernutrition. The problem of insufficient nutrition is related to
social equity and sufficient basic resources, problems that have
been discussed as prerequisites to heaith. Unbalanced nutrition
may be due to lack of knowledge, but is closely related to food
advertising, packaging, etc., as well as to the choice of menus in
fast-food outlets, cafeterias and restaurants. The food processing
industry is in some countrics the largest manufacturing industry —
much bigger than the alcohol or tobacco industries. The develop-
ment of food processing technology has influenced agricultural
production and the availability, distribution and consumption of
foods more than any conscious nutrition education campaign.
There is commonly too little fibre, too much fat and too much
sugar in diets in many European countries, and there may be
deficiencies in important micronutrients. Overeating of energy-
rich foods leads to obesity — an important problem in many
countries — which in turn is linked with cardiovascular diseases,
diabetes, etc.

Other problems are more complex, arising from the interaction
of learned eating habits, psychological conflicts and cultural values
and stereotypes. Adolescent girls are particularly vulnerable to
eating problems arising from the contradictory pressures of body-
image stereotypes and the association of eating with happiness and
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gratification during a time of considerable psychological conflict
and development.

Smoking This is the form of risk behaviour related to health
that has been most studied. It has been estimated that up to
10 million people in the European Region are at risk of death from
illnesses related to smoking between 1980 and the year 2000.
Smoking-related diseases include lung cancer and some other
cancers, ischaemic heart disease, chronic bronchitis, emphysema
and certain chronic arterial diseases of the leg. Furthermore, the
effects on the foetus of smoking by pregnant women are causing
increasing concern.

Over the past 30 years, the general pattern of smoking has
changed considerably within the Region. There are indications that
it may be levelling off in the Region as a whole, but there are still
considerable differences among countries and among different
subgroups within countries. In some countries, many people, es-
pecially members of high-status groups, have stopped smoking. In
general, women and young children constitute groups whose risks
are increasing. It is for this reason that the focus of smoking
programmes within the Region has moved towards active non-
smoking as a positive form of health behaviour.

Despite the high long-term social and economic costs to
society, tax polictes have often made the sale of tobacco of short-
term economic benefit to many governments. This fact, along with
the powerful business interests involved, often counteracts directly
or indirectly attempts by the health sector to reduce smoking. Little
attention has been given to programmes of crop substitution or to
the fundamental ethical question of whetheritis right to produce a
clearly pathogenic substance, even in countries with a state tobacco
monopoly. These problems are further complicated by the cross-
national promotion and distribution of tobacco and other pro-
ducts that affect health.

Stress Both the subjects just discussed are examples of be-
haviour that may be part of negative patterns of stress manage-
ment. A growing body of research evidence demonstrates the
consequences of stress-producing situations on both physical and

66



mental health. Coping behaviour, then, has both direct (the fre-
quency of stress reactions in the body) and indirect (tendency to use
health-damaging forms of behaviour in attempts to feel better)
effects on the preservation of health. Balanced physical activity,
relaxation and social interaction, all of which promote health, are
important components of effective coping. Unfortunately, the lives
of many people do not allow the balanced lifestyle most conducive
to health.

Physical activity Participation in healthy physical activity can
be a very joyful experience and thus be an important factor in
improving the quality of life. Physical fitness, acquired in youth
and maintained throughout life, seems to be essential for the body
to function healthily and at its best. Evidence suggests that
improved fitness through regular physical activity helps in pre-
vention and rehabilitation. It is especially important for elderly
people to maintain patterns of regular physical activity in order to
preserve their functional capacity in old age.

Over the past decades, there has been a basic change in the way
in which societies regard physical activity, Its contribution, not
only to people’s health but also to their general wellbeing, has been
acknowledged.

Since advertising, the sale of consumer goods, television shows,
films, etc., are increasingly influencing basic values across national
borders, efforts should be made to see how Member States, with
the cooperation of WHO and other organizations, can coordinate
their individual campaigns so as to enhance the effectiveness of
their health promotion policies and programmes. Action must be
taken with regard to programming as well, to ensure that pro-
grammes designed to promote healthy lifestyles recognize the
importance of balance, satisfaction and support in the situations of
life and respond to the special needs of the many people who are
attempting to alter their health-damaging habits.

Nonsmoking In relation to smoking, strong, persistent na-
tionally and internationally coordinated efforts are needed to
change basic social attitudes and practices so that nonsmoking is
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established as the positive social norm, and considerable attention
should be given to creating closer cooperation among Member
States in this respect in the years ahead. Legislative steps, such as
reducing the availability of tobacco to children, labelling all pack-
ages with a health warning, controlling the advertising of tobacco
products, and restricting smoking in public places, schools and
workplaces, also play a very important role; duty-free sales of
alcohol and tobacco should be abolished.

Since for some countries the growing of tobacco and the manu-
facture of cigarettes and other tobacco products are of short-term
economic importance, inttiatives should be taken in each Member
State and at the international level, to plan and gradually develop
substitute crops and industries.

Balanced diet In relation to nutrition, it will be necessary to
develop ways of ensuring the production and sale of healthy food
products so that those most commonly eaten provide a well bal-
anced diet. A positive image of healthy eating should be developed
with the cooperation of the media and popular public figures in
school health education and with the support of industry and
nongovernmental organizations, taking into account the cultural
values and pressures linked to eating behaviour. Increased in-
formation about and support for mutual aid groups, such as those
helping people cope with eating disorders, are needed.

Stress management Thus, health promotion programmes
should not only provide information regarding health-enhancing
behaviour but should also help individuals to obtain active support
for their endeavours to lead a healthier life. Health professionals
must develop an interest in health promotion and be ready to study
the effectiveness of new approaches, e.g. in stress management. It is
not enough to help people to overcome health-damaging ways of
responding to stress. Active health-enhancing methods of stress
management must be devised and promoted, including methods of
problem-solving, keeping a proper balance between work and
leisure and relaxing in stressful situations.

Physical activity Sports and physical activity programmes
should be promoted and made more accessible to people in all
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social and age groups. Physical activities combined with recreation
that strengthen social and family ties should be enjoyabie and
inexpensive. This requires town planning that protects nature areas
and parks for walking, relaxing and socializing and provides
opportunities for swimming, cycling, etc., while at the same time
guaranteeing access for the disabled. Imaginative health pro-
motion campaigns can stimulate interest and awareness in ac-
tivities that combine social involvement with physical activity.

It is clear from this discussion that only multisectoral cooper-
ation can achieve this target. Ideally, healthy behaviour patterns,
learned in childhood and supported by social conditions, op-
portunities and resources for maintaining them, offer the most
certain long-term strategy for promoting health in the population.
It is important to note, though, that group approaches, e.g. within
adult education, have yielded promising results and opened up
prospects for adult behaviour to change in a positive direction.

By 1995, in all Member States, there should be significant
decreasesin health-damaging behaviour, such as overuse of alcohol
and pharmaceutical products; use of illicit drugs and dangerous
chemical substances; and dangerous driving and violent social
behaviour.

The attainment of this target could be significantly supported by
developing integrated programmes aimed al reducing the con-
sumption of alcohol and other harmful substances by at least 25%
by the year 2000.

There is no doubt that the way many people live in industrial
societies Is hazardous to their health. This is not necessarily due to
the willingness of people to risk their health, since many are, in fact,
not always able to choose a healthier lifestyle. Health-damaging
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practices should not be thought of as discrete forms of behaviour,
but rather as aspects of a cultural life, oftent one of several inter-
acting problems,

Risk behaviour can be a way in which people try to resolve
conflicts within themselves and between themselves and society. In
such situations, risks, if calculated at all, may be calculated more in
terms of immediate benefit and social acceptability than in relation
to their health consequences. Unfortunately, risk behaviour is
self-reinforcing; it may not only allow people to cope with the
current conflict, but give them a sense of strength to face the same
conflicts again.

Feelings of powerlessness may also contribute to risk-taking
behaviour. Furthermore, many people feel or associate pleasure or
a sense of control with forms of behaviour that may damage their
health. These feelings will be felt more intensely when the be-
haviour is reinforced by peer group pressure and has become part
and parcel of daily life. Such motive forces are particularly strong
during adolescence, when they interact with a great deal of experi-
mentation and uncertainty.

Behaviour involving short-term or long-term health risks is
often highly acceptable in some cultures and is promoted by tra-
ditions, the mass media or advertising. Such phrases as, ‘““You need
adrink!”, “Takea pilland calm down!”", “Have a cigarette!”’, area
common part of everyday life.

Alcohol abuse As regards alcohol-related problems, there is
extensive evidence that alcohol consumption is one of the most
important factors contributing to social and health problems. The
catalogue of alcohol-related problems includes cirrhosis of the
liver, road traffic and other accidents, several types of cancer,
mental health problems and social problems, such as financial
difficulties within families, absenteeism, wife-beating, child abuse
and divorce.

The extent of alcohol-related problems is statistically closely
related to annual per capita consumption of alcohol, and it is
therefore a matter of great concern that the alcohol consumption
per head in the Region has shown a drastic and very disturbing
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increase over the past 30 years. During that period, all but one of
the 21 countries for which data are available have disclosed
increasesin their per capita consumption of alcohol. In 12 of these
countries, the annual consumption of pure alcohol equivalent per
person aged 15 years and over has more than doubled, and in four
countries it has more than tripled. There is also a trend towards
heavier drinking among women and young people.

Other drug abuse Patterns of drug use in European countries
are linked to social phenomena, such as changing living conditions,
alienation and lack of cultural identity, especially among young
people. The tnsecurity and conflicts arising from such social con-
ditions are exploited by unscrupulous people who promote drugs
for profit, including very dangerous addictive drugs such as heroin
and cocaine. This situation is exacerbated by the ineffectiveness of
nattonal drug control policies, insufficient coordination of drug
control programmes nationally and internationally, the ineffec-
tiveness of programmes for prevention, treatment and rehabili-
tation among drug users and failure to integrate them in the general
health services.

Problems related to the use of psychoactive substances are not
confined toillicit drugs, as there issubstantial misuse and abuse of
pharmaceutical products. It has, unfortunately, become a common
practice to choose drugs to deal with social and psychological
problems. The overprescribing of psychoactive drugs, especially to -
women and old people, is a serious component of this problem.
This 1s an aspect of appropriate care discussed in Chapter 6.
Amongchildren, a dangerous practice involves the use of chemical
substances, such as glue, to achieve sensory effects.

Dangerous driving Abuse of aicohol and other mood-altering
drugs not only has direct health effects but is also heavily related to
the death and disability that result from dangerous driving and
violent social behaviour. In traffic accidents, driving behaviour is
responsible for extensive death and disability, especially among
adolescent males. In this respect, it should also be remembered that
some societies have created a dependence on the motor car, which
places people at an unavoidable risk. In Europe, the number of cars
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in the public, corporate and private sectors 1s rapidly increasing.
Many factors are involved in road traffic accidents, but not using
seat belts, careless driving (especially under the influence of alco-
hol)and speeding are very significant factors. The protective effect
of seat belts is highest in children, with belt-restrained children
70-80% less likely to be injured or killed in a car accident. The
protective effect of helmets for motorcyclists is also high; a non-
helmeted rider is about five times as likely to suffer severe or critical
injuries and twice as likely to suffer a minor head injury as a
helmeted one.

Violence Violent social behaviour is perhaps the area where
the interaction of health-damaging forms of behaviour and their
complex relationship with life’s situations is most obvious. Child
abuse, wife-beating and rape are examples of violent social be-
haviour that are currently subjects of growing concern in many
countries. Violence is associated with high levels of situational
stress and/or inability to resolve conflict.

Patterns of adult behaviour that may contribute to the abuse of
children include being overwhelmed by life’s situations, inability to
handle stress, inappropriate expectations of children and low self-
esteem. Abuse, in turn, may contribute in the abused children to
retarded development, problems in school, a poor self-image,
delinquency in adolescence and abuse of children in adulthood.

Sexual abuse is a form of violence against children that has been
associated with many serious problems, and recent research in-
dicates that it may be more frequent than was hitherto believed to
be the case. Sexually abused children more often suffer from drug
addiction, eating disorders, depression and self-mutilation, in-
cluding suicide. Thus, stress-producing situations, coping and
health-damaging behavioural practices are complex, interacting
problems and can be self-perpetuating if associated behaviour
patterns are not altered.

In a recent study of the relationship among alcohol control poli-
cies,aggregate levels of consumption and chronic health problems
related to drinking, it emerged that controls are not rigid systems of
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legal regulations that can easily be changed but rather elaborate
networks of cultural, economic and political structures that reflect
and at the same time determine the magnitude of the alcohol
problem. They involve economics, culture and history, but most of
all they involve politics and the state apparatus. The profits, both
private and public, to be made from the sale of alcohol often lead to
a conflict between economic interests on the one hand and the
concern felt by health authorities regarding the possible health and
social consequences on the other.

Alcohol and drug abuse These may be influenced by regu-
iations concerning production, by changing advertisement policies
regarding alcoholic drinks and reducing their availability, by price
policies and by supplying alternatives to the drinking of alcohol.
Carefully planned educational campaigns to win acceptance of
these policies by the people are necessary. Specific drinking pat-
terns should be tackled not only through changes in the availability
of alcohol, but above all by attempts to achieve changes in the lives
of those who are particularly vulnerable. In addition, innovative
approaches to the treatment of people with established patterns of
health-damaging behaviour should be supported.

Better information material and programmes are needed for
use in schools, workplaces and the media concerning the influ-
ence of cultural beliefs, such as the tendency to use alcohol and
drugs as means of coping, and their consequences. More effective
mechanisms of social support for groups that are especially vul-
nerable to acquiring habits of drug abuse should be developed,
including a broad range of outreach activities, self-help groups,
treatment centres, haif-way houses, shelters, etc., so as to improve
services for prevention, treatment and rehabilitation in cases of
alcohol and drug abuse and social violence. A much stronger
research effort is needed to develop innovative approaches to
prevention, taking into consideration a broad range of possible
measures in different sectors. Similarly, the development of better
methods for evaluating treatment programmes and a systematic
search for more effective methods of treatment must be given high
priority.
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Driving Asregardsdangerous traffic behaviour, while itis the
responsibility of public authorities to ensure that roads are safe and
that vehicles are designed and built to protect the public, it is no less
important to plan and carry out extensive educational campaigns
for all road-user categories: drivers, cyclists and pedestrians. Such
programmes should start with very young children — not later
thanin kindergarten — and follow through in subsequent stages of
tife: children, adolescents, adults and the elderly. In the case of
drivers, particular emphasis should be laid on the danger of alcohol
or drugs for driving, as well as the creation of values making safe
and considerate driving the culturally acceptable norm in all age
groups.

Health promotion programmes that aim at modifying driving
and other forms of behaviour in young populations should recog-
nize the special importance during adolescence of peer pressure
and influence. Young people should be involved in developing the
programmes and determining ways of effectively using peer influ-
ence to stimulate the study of health problems and promote safe
and health-enhancing behaviour.

Violence Special efforts are needed to help victims of social
violence, i.e. physical, psychological and sexual abuse. Pro-
grammes that aim at reducing the incidence of social violence
should include services concerned mainly with problem-solving
and conflict resolution in families and other social groups. In-
formation developed for and aimed at vulnerable groups, such as
children and old people, should focus on ways of recognizing and
exposing abuse and obtaining help. Special arrangements must be
available to provide vulnerable people with safe environment when
necessary.

There are thus many approaches that can be used in attempts to
change individual habits, but clearly it is most important to con-
centrate on the causes, the structural factors that shape behaviour,
and to support people’s active and positive participation in their
own health,
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Healthy environment

The environment of the European Region is changing rapidly in
terms of demographic structure, human lifestyles, consumer
goods, energy sources, modes of industrial and agricultural pro-
duction, transportation, tourism and migration. All these factors
can cause, and can interact to produce, major impacts on health.

An important aspect of preventive health care is to ensure that
socloeconomic development is carried out in such a way as to pro-
tect, and where possible enhance, human health and wellbeing. In
addition to safeguards in relation to new socioeconomic develop-
ment, there is a need for improvements in the existing human envir-
onment, including the upgrading of housing, the reduction of long-
standing pollution and the provision of better working conditions.

Such measures involve many aspects of government, at central,
regional and local levels, and require well integrated, multisectoral
planning and management. Because many of the problems, such as
air and water pollution and the transportation of potentially harm-
ful materials, may affect more than one country, there is a need for
international collaboration on surveitlance and control measures.

The development of new technologies, e.g. in the areas of
energy production or chemical manufacture, must be such that it
minimizes the potential adverse effects on human health, and this
requires the establishment of systematic mechanisms for risk
assessment and the study of alternatives.
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Target 18 20
Aultisectoral policies

While rapid socioeconomic development has brought about
substantial changes in the European environment, some countries
still have major problems of water supply and sanitation, whose
solution could lead to a major reduction in the incidence of enteric
diseases, particularly those affecting children,

Environmental management should aim not only at safe-
guarding human health from the potential adverse effects of bio-
logical, chemical and physical factors, but also at enhancing the
quality of life by, among other things, providing people with clean
water and air, pleasant living and working conditions and ample
facilities for leisure pursuits. All are factors that can have sub-
stantial positive effects on health and wellbeing.

In all countries of the European Region, there is now wide-
spread interest in the quality of the environment and in its influence
on human health. Attainment of the targets in this chapter will be
facilitated by the provision of information on the issues involved,
and by promoting community and individual participation.

Environmental health policies

By 1990, Member States should have multisectoral policies that
effectively protect the environment from health hazards, ensure
community awareness and involvement, and support international
efforts to curb such hazards affecting more than one country.

The achievement of this target will require the acceptance by all
governments that well coordinated multisectoral efforts are needed
at central, regional and local levels, to ensure that human health
considerations are regarded as essential prerequisites for industrial
and other forms of socioeconomic development, including the in-
troduction of new technologies; the introduction of mechanisms to
increase community awareness and involvement in environmental
issues with potential implications for human health; and the
development of international arrangements for effective control of
transfrontier environmental health hazards.
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Preventive health care involves many matters of concern to
governments, within the fields of physical planning, housing, in-
dustry, agriculture, transport, energy production and environ-
mental protection. At present there is sometimes a lack of a multi-
sectoral approach towards environmental health management,
and an absence of effective coordination to ensure that socio-
economic development 1s not accompanied by detrimental effects
on the health and wellbeing of the population. In addition, insome
countries there is an overlap of functions, with two or more min-
istries or government agencies engaged in closely related work that
could be performed more effectively by a single body.

Particularly since the Conference on Man and the Environment
in Stockholm in 1972, there has been increasing concern in all
countries of the Region about the impact of environmental hazards
on human health, but the public are often confused and worried
about the nature of such hazards, both in the workplace and in the
general environment. In some countries, insufficient efforts have
been made to promote community awareness of or involvement in
such issues.

Increasingly, potentially hazardous goods and wastes are being
transported across national boundaries, and hence air and water
pollution may affect states other than the country of origin. In-
dustrial development close to frontiers can pose particular prob-
lems. Moreover, continuing trends in the migration of workers and
international travel can lead to an increased probability of in-
fections reaching other countries.

This target will be achieved only if governments regard environ-
mental health concerns as mandatory elements of socioeconomic
development. This means that there should be adequate legislation
in all areas affecting the environment, an increased awareness
throughout society of possible environmental hazards and how to
protect against them, more concern for health factors when plan-
ning for new developments, a free flow of information and public
involvement in these 1ssues, and more international collaboration
on transfrontier problems.
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Effective legislation and permanent machinery will need to be
established to ensure that all sectors of national, subnational and
local government, including those concerned with physical plan-
ning, housing, industry, agriculture, energy production and en-
vironmental protection, take health considerations fully into
account at the planning stage of new developments. Intensive
efforts are required to ensure that development takes place in
forms that minimize environmental hazards and enhance human
health and wellbeing.

The achievement of a significant reduction in health risk due to
environmental factors will require increased awareness among all
exposed groups, “risk producers”, all categories of professionals
involved, and the general public, as to the nature and extent of risks
and effective means of protection against them.

Greater awareness of environmental hazards will increase the
desire for safety and promote more active and enlightened public
involvement in theissues. This in turn should lead decision-makers
to exercise greater care in ensuring that environmental health
considerations are taken fully into account when planning and
assessing new developments.

Much attention should therefore be given to producing ma-
terial that provides information on health concerns and existing
risk factors for the general public, particularly at the community
level. The community should also be given a decisive voice in
decisions affecting its environment. This could be done, for ex-
ample, through representatives onlocal health councils with strong
mandates.

All countries will need to give support to agreements to control
the transfrontier pollution of air and water and the international
movement of hazardous goods and wastes. Examples of existing
cooperation are the Convention on Long-Range Transboundary
Air Pollution and the Convention for the Protection of the Med-
iterranean Sea against Pollution, in whose implementation the
WHO Regional Office for Europe is collaborating closely with
Member States and with the other international organizations
concerned.
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Monitoring, assessment and control

By 1990, all Member States should have adequate machinery for the
monitoring, assessment and control of environmental hazards which
pose a threat to human health, including potentially toxic chemi-
cals, radiation, harmful consumer goods and biological agents.

The achievement of this target will require the establishment of
well coordinated monitoring programmes with clearly defined
objectives; the development of methodologies and health criteria
for the assessment of data in relation to control procedures; the
investment of adequate levels of funding for control measures, and
their introduction and maintenance; and the training and utiliz-
ation of sufficient numbers of competent personnel for all aspects
of environmental health protection.

Chemicals The possibility of health hazards arising from chemi-
cal, physical and biological factors is a major concern in all
countries of the European Region. A total of about 60 000 chemi-
cals are produced commercially, and between 200 and 1000 new
compounds are introduced each year. A high proportion have
not caused any discernible adverse effects. However, although
some toxicity information is available for many of the products,
there is very little relating to human health risk assessment. For
example, the International Agency for Research on Cancer has
evaluated nearly 600 chemicals and industrial processes, and
found some 30 to be causally associated with cancer in humans.
Furthermore, cancer is only one of a variety of the potential toxic
insults from chemicals that can cause acute toxic effects, con-
genital abnormalities, skin lesions, neurological disorders, be-
havioural abnormalities, immunological damage, and mutagenic
effects.

Ionizing radiation The adverse effects of ionizing radiation on
human health, particularly in relation to cancer, have been clearly

79

&3 Target 19
Monitoring
and control mechanisms

Problem statement



demonstrated. Mishaps have occurred only when technical know-
ledge has been inadequately applied to the design and operation of
plant and equipment. [t is not always appreciated that the greatest
public exposure to ionizing radiation is from medical X-rays, and
attention is being paid to the limitations of diagnostic procedures
in many countries,

Noise Noise is increasing in urban and industrial areas with
an estimated 10-20% of the European population exposed to
sound well above acceptable levels. It is forecast that community
noise levels in the Region will increase by 30% by the year 2000
unless more stringent controls are imposed.

Biological agents These take a great public health toll, par-
ticularly in the Mediterranean area of the Region. Inadequate
sanitation has led not only to diarrhoeal diseases, which are the
major cause of morbidity and mortality in infants in that area, but
also to endemic typhoid and cholera. As regards tropical diseases,
there were 116 000 cases of malaria in one country in 1977, schisto-
somtiasis 1s still a problem and leishmaniasis is returning. In some
European countries with good reporting systems, the incidence of
food poisoning has shown a sharp increase in the last 10 years, and
itis often associated with new methods of production, storage and
preparation. Finally, the considerable damage caused by insects
and rodents not only as disease carriers but as destrovers of food
must be recognized.

Consumer goods An ever-increasing range of consumer goods
is available to the public. A small proportion are unsafe, either
because they are badly designed or constructed or contain poten-
tially dangerous materials, or because they can readily be misused.

Risk assessment There are widespread uncertainties and mis-
conceptions about the magnitude and probability of different types
of risk, and conjecture about impairments to health resulting from
exposure to chemicals and radiation and to unsafe consumer pro-
ducts has become a regular feature of the mass media. Public
concern often differs markedly in respect of risks that are sustained
individually, such as smoking, and those that affect the com-
munity, such as occupational conditions or pollution of air and
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water. Fears in the latter category frequently result in suspicion of
or opposition to certain kinds of technological development, and
in the past the lack of effective health safeguards has sometimes
justified such negative responses. Decisions have frequently been
made in a way that does not allow community involvement.

The risk to health arising from the contamination of water, air,
soil and food is often difficult to assess precisely. Specific episodes
of high-level pollution, resulting in widespread contamination,
have attracted considerable attention, but much less is currently
known about the cumulative risk of low-level, long-term contami-
nation, including the combined effects of exposure to a number of
different hazards.

Although there have been major efforts in all countries of the
Region to monitor and control the adverse health effects of unsatis-
factory environmental conditions, such measures have often been
incomplete and fragmented, with a lack of anticipatory action
which could have prevented the conditions from arising in the first
place.

To understand the potential impact of environmental hazards on
human health, there is a need for carefully designed monitoring
strategies, involving as appropriate the measurement of levels of
contaminants, the tracing of pathways of contamination in the
environment, the estimation of personal exposures and accumu-
lations in tissue, and the performance of epidemiological studies.
Assessment of potential health effects will involve the use of the
results of investigations together with toxicological information,
which is often based on experiments in other species. Use should
also be made of internationally developed health criteria in devel-
oping limits of exposure.

Control strategies may provide for legislative, economic and
technical measures, together with education and training, and they
would frequently involve more than one sector of government.
Efforts should be directed especially to the development of pro-
cedures whereby potential adverse effects on health can be antici-
pated and prevented at the planning and design stages of new
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Target 20 20
Control of
water pollution

development. Such measures should be counted as part of the cost
of such development, since prevention is almost invariably cheaper
than later cure. When control equipment Is introduced, e.g. to
reduce the levels of harmful emissions, it must be efficiently oper-
ated and maintained by appropriately trained personnel.

When possible, technologies with a low impact on human
health and the environment should be adopted. So far as possible,
waste materials should be recycled and reused.

An important requirement for the satisfactory control of en-
vironmental health hazards is the establishment of a well trained
corps of inspectors who, with the backing of sound and practical
legislation, can not only monitor and seek to remedy harmful
conditions, but also give expert advice on both preventive and
curative measures.

Because of the international nature of many environmental
health problems, there is a clear need for collaboration among
countries in relation to both monitoring and control. In addition,
because the available human and financial resources are limited,
risk assessment for particular hazards, such as new chemicals, can
often be best done through international endeavours.

By 1990, all people of the Region should have adequate supplies of
safe drvinking-water, and by the year 1995 pollution of rivers, lakes
and seas should no longer pose a threat to human health.

The achievement of this target will require, in the less developed
countries of the Region, the investment of higher levels of funding
for the construction and maintenance of drinking-water supply
facilities, with the appropriate mobilization of international and
bilateral assistance to reinforce national endeavours, and with the
training and utilization of adequate numbers of competent per-
sonnel; and in all countries of the Region, the introduction of
effective legislative, administrative and technical measures for the
surveillance and control of pollution of surface water and ground-
water, in order to comply with criteria to safeguard public health.
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The recognition that safe water and sanitation are essential for the
protection of human health led toe the adoption by the United
Nations General Assembly of resolution 35/18 on the Inter-
national Drinking Water Supply and Sanitation Decade. Water-
related diseases are an important public health problem and a
major cause of death of young children in developing countries. It
is estimated that over 100 million people in the Region are without
an acceptable water supply and 250 million without adequate
sanitation. Even in the most advanced Mediterranean countries,
some 10% of all children’s admissions to hospital are due to
diarrhoeal disease. Water-related vectorborne diseases (malaria,
schistosomiasis) are on the increase in some areas of the Region.
Population growth and the sudden influx of tourism in the warmer
countries have added to the demand for safe water supplies.

Even in the more developed parts of the Region, there are still
serious deficiencies in water supply and sanitation, particularly in
rural areas, and it is estimated that about 35 million people lack
safe water and 100 millicn adequate sewerage. Any defective
supply system, whether the shortcoming is in the form of leakage or
discontinuity of service or poor operation and maintenance, is a
potential danger to health. Every effort should therefore be made
to ensure that all systems remain in continuous and effective oper-
ation, and disinfection will play a key role in this respect.

Owing to increased demands on limited water resources, an
ever greater proportion of public supplies is being drawn from
lowland rivers and groundwaters that are subject to pollution by a
growing range of potentially toxic substances from domestic,
industrial and agricultural sources. Groundwater is particularly
difficult to rehabilitate once contamination has occurred. Natural
occurrences of substances such as arsenic and excessive concen-
trations of fluorides may pose a public health problem, and the
degree of softness of the water is even considered to be a factor in
cardiovascular disease. In older communities with plumbing sys-
tems in lead, appreciable concentrations of this element can occur
in the water. Some forms of treatment of public water supplies can
result in the production of potentially harmful substances.
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Control of pollution of major water resources is not always the
responsibility of a single nation. When rivers cross or constitute
international borders, or where large aquifers are shared by coun-
tries, international collaboration becomes essential.

The contamination of rivers, lakes and coastal waters may
represent a hazard when they are used for water supply, bathing or
aquaculture. Enteric diseases and hepatitis have been associated with
swimming in polluted Mediterranean waters, and the consumption
of seafood harvested from contaminated areas has resulted in
many cases of infection. On the other hand, unpolluted waters can
represent an important, health-enhancing recreational resource.

This target could be achievedifall countries ensured that the whole
population was served by supplies conforming to the WHO guide-
lines for drinking-water quality and that effective steps were taken
to protect both fresh and marine waters from pollution.

Specific measures to reach this target would include the invest-
ment of sufficient funds to provide adequate supplies of safe
drinking-water for the population, and the effective management
or maintenance of collection, treatment and distribution systems.
It will be necessary to draw up countrywide strategies on the
protection of water resources as part of overall water management,
and to entrust their implementation to effective pollution control
authorities. Particular stress should be laid on preventing ground-
water pollution and the leakage of potentially toxic materials from
non-point sources and from hazardous waste dumpingsites. Physi-
cal planning and land-use management may also have an im-
portant influence on water quality. Finally, agricultural practices
that can be detrimental to water quality need to be controlled.

Achievement of the targets would be facilitated by the adoption
of internationally binding agreements on the development and
implementation by all coastal countries of measures to protect the
quality of seawater, particularly in areas where there are bathing
beaches or where seafood is harvested. Protocols and agreements
on pollution control, between countries sharing water resources,
are also an important requirement.
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By 1995, all people of the Region should be effectively protected
against recognized health risks from air pollution.

The achievement of this target will require the introduction of
effective legislative, administrative and technical measures for the
surveillance and control of both outdoor and indoor air peliution, in
order 1o comply with criteria to safeguard human health.

In extreme instances, acute episodes of air pollution have been
shown to cause sertous illness and loss of life. Less is known about
the consequences of long-term exposure to low concentrations of
contaminants, although the adverse health effects of sulfur oxides
and particulates, nitrogen oxides and oxidants and hydrocarbons,
forexample, are recognized. Greater use of fossil fuels, particularly
coal, and oi! for energy production and transportation has led to
considerable increases in the discharge of suifur and nitrogen
oxides. Vehicular traffic in European countries has increased by at
least 30% 1n the last 10 years, producing harmful emissions with
both a direct and an indirect impact on human health. The trans-
boundary migration of sulfur and nitrogen oxides, together with
other pollutants and acid rain, are causing increasing concern in
northern and central Europe.

Long-term climatic changes resulting from air pollution may
ultimately have an influence on human health and welibeing, par-
ticularly in terms of the direct effects of increased carbon dioxide
emissions on atmospheric temperature and the possible effect of
the reduction of the ozone layer due to aerosol propellants on the
incidence of skin cancers.

Indoor air pollution by substances originating outdoors, emit-
ted by building materials or generated by man and his indoor
activities is a problem that is becoming more acute as new materials
are introduced and ventilation is reduced to save energy.

The attainment of this target would require the strengthening of
measures in Member States for control of emissions from industry,
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Target 22 &0
Food safety

Problem statement

domestic premises and motor vehicles, and a substantial re-
duction in indeor air pollutants. Legislative, economic and tech-
nical measures based on internationally accepted criteria will be
needed for this purpose. In some cases, air pollution would be
substantially reduced by the use of alternative raw materials or
technologies or the modification of production processes. More
effective international agreements would progressively enable
adequate control of long-range air pollutants, such as sulfur and
nitrogen oxides. More systematic investigations, inter alia in the
form of epidemiological surveillance, should be carried out in
accordance with internationally agreed protocols in order to
determine the long-term health effects of air pollutants.

By 1990, all Member States should have significantly reduced
health risks from food contamination and implemented measures
to protect consumers from harmful additives.

The achievement of this target will require the introduction of
effective legislative, administrative and technical measures for the
surveillance and control of food contamination at all stages of
production, distribution, storage, sale and use; and the imple-
mentation of measures to control the use of harmful food additives.

The reporting of foodborne infections is inadequate, and it is
estimated that no more than 5% of acute incidents are notified in
most countries. The relationship between such diseases and the
availability of safe drinking-water and sanitation is well established.

Chemicals, whether from natural, industrial or agricultural
sources, can adversely affect food safety. The possible effects range
from acute poisoning to carcinogenicity or reproductive damage in
the longer term. Although knowledge of the effects of the ingestion
of low concentrations of potentially harmful chemicals is limited, it
is clear that technological development is resulting in a steady
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increase in the number and range of chemicals to which the popu-
lation is exposed. For example, recent programmes for monitoring
cadmium in food have shown European levels to be close to the
weekly permissible dose. In addition, several hundred chemicals
are used as food additives to improve the quality and appearance of
prepared foods and, hence, toxicological evaluation and sys-
tematic surveillance are of paramount importance.

Changing soctal habits, tourism and the entry of a large pro-
portion of the female population into the workforce have led to
dramatic changes in the pattern of food consumption. In some
countries, the majority of meals are now produced outside the
home, and thus mass catering has replaced home cooking, leading
to new problems related to changing methods of food production,
storage and preparation.

The attainment of this target would involve the design and strict
enforcement of properly coordinated control systems covering the
production, distribution, storage, sale and use of food, and the
employment of well trained and effective food inspectors and food
surveillance teams. Furthermore, it will be necessary to change
public attitudes by means of information and education and to
include food hygiene in all primary school curricula. In view of the
rapidly growing international trade in food products, food safety
regulations in countries should be based on those agreed inter-
nationaily.

By 1995, all Member States should have eliminated major known
health risks associated with the disposal of hazardous wastes.

The achievement of this target will require the introduction of
effective legisiative, administrative and technical measures for the
surveillance and control of hazardous wastes; and the introduction
of effective measures to eliminate health risks due to previously
dumped wastes.

87

Suggested solutions

¢ Target 23
Control of
hazardous wastes



Problem statement

Suggested solutions

Very large quantities of waste are generated within the European
Region. In the member countries of the European Community,
for example, 2000 million tons are produced annually, including
about 30 million tons that are considered to be hazardous. The
chemical industry has expanded continuously for more than a
century and the manufacture of some of the most important sub-
stances has increased by 30% within the last 10 years; inevitably
this has been accompanied by a greatly increased production of
waste, some of which could pose a threat to health unless effective
disposal measures are adopted.

A number of major incidents have occurred during recent
years, resulting in gross contamination of soiland groundwater. At
the same time, there have been many less dramatic cases where
unsatisfactory methods of disposal have led to long-standing pol-
lution as well as health hazards on some occasions. Clandestine
disposal to rivers and public sewers sometimes occurs, and in the
90% of cases where hazardous wastes are dumped, the contents
and even the location of disposal are unknown to the authorities.

In some countries, pesticides are frequently handied without
proper care, and partly filled containers may be left to rot. Fa-
cilities are not always available for the collection and safe disposal
of hazardous consumer products such as waste o1l and household
chemicals. Potentially toxic materials are often transported and
stored without clear labelling and without adequate precautions o
prevent spills or seepage. In some countries, there are no arrange-
ments for educating the users as to potential dangers.

This target could be achieved if all countries adopted comprehensive
legislative, administrative, technical and educational measures for
the safe handling, transportation and disposal of hazardous wastes,
including effective international agreements relating to transfrontier
shipment. In some cases, technical measures will include the re-
cycling of wastes, the manufacture of useful by-products, alterna-
tive methods of production or the selection of alternative raw
materials. In some places, measures will be needed to eliminate
risks due to wastes dumped (sometimes many years) previously.
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Improving environmental conditions

Inadequate living and working conditions expose people to physi-
cal, chemical and biological pollution, and to various adverse
psychological and social factors, perhaps especially in the large
population centres. In spite of the major construction programmes
in the European Region during recent years, millions stili live in
dwellings that do not meet basic criteria for healthy living, suffer-
ing from overcrowding, damp, and inadequate heating, and having
no reasonable sanitary facilities. Health and safety in the work-
place isof major concern to most countries in the Region, although
small groups of workers do not always have the same protection as
those in large industrial units. It is the responsibility of the health
sector to initiate and participate in multisectoral efforts to improve
health conditions in the home and workplace.

By the year 2000, all people of the Region should have a better
opportunity of living in houses and settlements which provide a
healthy and safe environment.

The achievement of this target will require the acceleration of
programmes of housing construction and improvement; the devel-
opment of international health criteria for housing, space, heating,
lighting, disposal of wastes, noise control and safety, while taking
into account the special needs of groups such as young families, the
elderly and the disabled; legisiative, administrative and technical
measures 1o comply with such criteria; the improvement of com-
munity planning in order 1o enhance health and wellbeing by
improving traffic safety, providing open spaces and recreational
areas, and facilitating human interaction, etc.; and the equipment
of all dwellings with proper sanilation facilities and the provision of
sewers and an adequate public cleansing and wasies collection and
disposal system in all human settlements of sufficient size.
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Problem statement

The environment of human settlements is a basic factor governing
the physical and mental health, the social wellbeing and, generally,
the quality of life of the people who live in them. Despite much
improvement during the last few decades, environmental health
conditions in many cities, towns and villages in the European
Region, and in particular housing conditions, are often totally
inadequate. Some large settlements are still not fully sewered or do
not have an efficient service for public cleansing or for liguid
and/or solid wastes collection and disposal.

The level of hygiene in human dwellings is a very important
environmental health factor especially for those who spend most of
their time indoors, such as infants, young children, the elderly and
the handicapped. For better or for worse, housing conditions affect
everybody’s physical and mental health and wellbeing; yet today,
many millions of people in Europe still live in dwellings that are
grossly substandard. It has been estimated that 34% of the popu-
lation have less than 8 m? of floor space, 42% of dwellings are
inadequately heated, and 279% are without basic sanitation. In
some countries, a majority of the population do not have a flush
toilet, and in some parts of the Region millions live in shanty towns.

The population growth rate of the Region as a whole 1s pro-
jected at 0.5-0.7% up to the year 2000. However, in some areas,
especially around the Mediterranean, the rate is much higher. At
the same time, there is a steady movement of people from rural to
urban areas, thus increasing the pressure on housing in towns and
cities. The incidence of respiratory diseases is considered to be
related to such housing features as air quality and density of
occupation. In Mediterranean countries, there is a significant link
between poor housing and both tuberculosis and enteric diseases.

In some cases, social trends have led to the decay of inner city
areas, with its consequences of overcrowding, inadequate hygiene,
noise pollution, traffic hazards and a total lack of facilities for
health promotion. Migration patterns have placed an increased
burden on housing in some places. Areas in the vicinity of poor
housing are often derelict and open to infestation by stray animals,
rodents and insects.
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The mentally depressing effects of living in dirty, drab and
monotonous environments are difficult to quantify but are clearly
important in relation to human health and wellbeing.

In developed countries, the advent of air conditioning and
energy conservation measures have been accompanied by growing
problems of indoor air quality. Potentially harmful levels of nitro-
gen oxides, tobacco smoke, formaldehyde and radon can be found
in homes. Some pollutants arise from insulation products, some
from kerosene heaters, and others from modern housing materials.
As many Europeans spend up to 90% of their lives in buildings, the
health effects of the indoor climate are significant,

In all parts of the Region, there is an unacceptably high in-
cidence of accidents in the home leading to considerable mortality
and disability.

The situation could be substantially improved if all countries took
effective measures to reduce overcrowding in houses, to ensure the
provision of adequate means of heating, lighting, cooking and
hygienic disposal of wastes, and to reduce community noise to
acceptable levels.

Effective and enlightened community planning could have a
major impact on the creation of a healthy environment, by such
measures as traffic safety, adequate collection and disposal of solid
and liquid wastes, the provision of recreational areas and the
facilitation of human contact and interaction. In many countries,
the health sector should be more directly involved in housing and
settlement planning. Minimum standards should be set in relation
to the health aspects of housing, including provisions on hygiene,
safety, space, lighting and both noise and thermal insulation.
Criteria for indoor air quality should also be established. In ac-
cordance with the goals of the International Drinking Water
Supply and Sanitation Decade, all dwellings should not only havea
supply of safe water but also adequate means for the hygienic
disposal of wastes.

A special effort should be made to ensure that building designs
meet the needs of the disabled and the elderly and the requirements
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Target 25 20

Working environment

Problent statement

of harmonious family life. Comprehensive measures, including
specifications for the safe design and construction of buildings,
furniture, fittings and domestic equipment, together with con-
tinuing education programmes, should be introduced with a view
to substantially reducing the incidence of home accidents.

By 1995, people of the Region should be effectively protected
against work-velated health risks.

The achievement of this target will require the introduction of
appropriate occupational health services to cover the needs of all
workers; the development of health criteria for the protection of
workers against biological, chemical and physical hazards, the
implementation of technical and educational measures to reduce
work-related risk factors; and the safeguarding of specially vul-
nerable groups of workers.

Satisfying work in a safe and pleasant environment is a source of
health and wellbeing. Yet, the physical and psychological working
environment is all too often responsible for diseases and injuries.

Many workers are exposed to toxic chemicals, harmful dusts
and fibres, noise, and the hazards of fatal or disabling accidents. In
some European countries over the last 10 years, there has been little
reduction in the incidence of accidents at the workplace. In certain
industries, such as mining, quarrying or construction, there are
remarkable variations among the countries of the Region with
regard to the frequency of accidents per number of hours worked,
apparently due mainly to differences in the effectiveness of regu-
lations and safety education of workers. The self-employed and
workers such as those on farms, on construction sites and in small
manufacturing plants are often at most risk.

The total incidence of occupational disease in the Region is
unrecorded, although information is available on the effects of
particular substances, such as lead, arsenic, asbestos and vinyl
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chloride, and of processes such as coal mining, stone quarrying and
furniture making. Deaths from occupational diseases such as as-
bestosis, silicosis, pneumoconiosis and byssinosis are recorded in
some countries. Individual behaviour such as smoking can greatly
increase the risk of health damage due to occupational exposure.

As a result of the increasing employment of women who cur-
rently represent 30-40% of the civilian workforce in Europe, there
is now an interest in identifying and controlling the potential
effects of chemicals on reproductive processes, both male and
female. Mental disorders, hypertensive diseases and myocardial
infarction have sometimes been linked to psychological and social
stress associated with certain working conditions, changes in those
conditions and unemployment. Noise levels can have a disturbing
effect on workers and result in severe physical impairment.

In most countries of the Region, occupational health records
are inadequate, and it is not possible to establish clear links
between them and the overall morbidity and mortality statistics.
Coordination between occupational health services and the rest of
the health care system is often unsatisfactory.

This target could be achieved by ensuring that occupational health
services cover the needs of all workers, with reporting systems that
faciliate identification of hazards, assessment of risk and evalu-
ation of the effectiveness of control measures.

Occupational health services should cover all places of work,
including the home. In some countries, it will be necessary to
introduce or intensify training programmes for the various cat-
egories of personnel required. It is important that workers, em-
ployers and the general public should be involved in developing
and should receive guidance on ways to improve working con-
ditions and prevent occupational risks, including reference to the
association between such risks and personal behaviour such as
smoking.

Legislation, economic incentives and improved employer/em-
ployee cooperation should facilitate health promotion and risk
prevention. In particular, the registration of workers and the
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recording of workplace exposure to potentially harmful processes
and materials should make it easier to take preventive action.
Special attention will have to be paid to high-risk vulnerable
groups. Measures to reduce risks should include the introduction
of safer procedures and in some cases the replacement or strict
control of chemicals known to be dangerous, especially those
having carcinogenic, teratogenic or mutagenic effects.

Methods and procedures for monitoring chemicals, dusts,
fibres and radiation in the workplace will need to be strengthened.
Internationally developed health criteria concerning all potential
hazards should provide the basis for the assessment of risks and the
establishment of control strategies. Epidemiological studies and
surveillance of workers’ health will need to be expanded in many
countries of the Region.

Efforts are needed to improve the linkage between occu-
pational health services and the overall health care system at all
levels, from the highest government authorities to primary health
care units.
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Appropriate care

Earlier chapters have discussed the relationship between wellbeing
and the social, economic, political and environmental situations in
which we live and work. Better nutrition, housing, education and
living standards in the Region as a whole have increased life
expectancy and reduced many health risks, but urbanization and
industrialization, in their turn, have contributed to the develop-
ment of new risks and new patterns of disease. Among other things,
the number of people with chronic disabilities has increased, pat-
terns of work and leisure are changing, and the structure of the
family and society is very different from what it was two gener-
ations ago.

Over the past 20 years, there has been a massive increase in the
resources allocated to health services in the European Region as a
whole, and technological developments in medicine have been
unprecedented. New equipment and new types of therapy have
expanded the possibilities of accurate diagnosis and effective
treatment, and a whole variety of drugs has been added to the
pharmacopoeia. As a result the quality of life for many patients
with specific physical conditions or mental ilinesses has improved
significantly.
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Despite these real achievements, however, the health of people
in Europe has not progressed as rapidly as might have been
expected. Two main factors appear to have played a crucial role in
causing this state of affairs: the relative speed of development of the
various components of health systems and the balance between the
different types of care provided. The most important trend in
recent decades has been a rapid increase in the hospital sector with
regard to both overall capacity and the degree of specialization.
Most countries of the Region now spend between 6% and 10% of
GNP on health care. In many of them, money spent on hospital
care already consumes three quarters of the health budget, and that
share is increasing.

Advances in health technology have allowed the safe and ef-
ficient ambulatory treatment of certain conditions, at home or in
hospitals. However, these same developments have also con-
tributed to the increasing numbers of diseases, with serious and
permanent sequelae, with which people can now live. Support
facilities to allow patients with residual or reduced capacities to
function as normally as possible are therefore increasingly needed,
and there is a great demand for rehabilitation and continuous care
at home and in the community. The need for terminal care has
grown, and it is becoming increasingly necessary to consider such
issues as the quality of life of the seriously ill and how to let people
die with dignity.

Clearly, we are faced with the dilemma of what to do in an
increasingly complex situation characterized by the emergence of
new health “problems” and challenges, changing expectations,
developing capabilities both within and outside the health sector,
and finite resources. Thus, linkages between all levels of the health
care sector need to be improved. In this context, therefore, primary
health care is increasingly relevant. Because of the way our health
care systems have evolved during the last few decades the phil-
osophy of primary health care needs to be reiterated. It is not well
understood, either by the public or by the professional health
workers, both of whom nevertheless stand to gain much if it is put
into practice.
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Because of this, an increasing responsibility lies with the public
to participate so far as possible under prevailing constitutional
provisions with politicians, health planners and providers in de-
cisions regarding financing, organizing, managing and evaluating
all aspects of health care. The purpose of the Conference on
Primary Health Care in Industrialized Countries, held in Bor-
deaux, France in 1983, was to assess the progress that industrial-
ized countries have made in implementing the concepts put forth at
Alma-Ata. While it was evident that much has been achieved since
1978, a great deal of work remains to be done, even for the most
developed parts of the European Region of the World Health
Organization.

The primary health care concept has not always been readily
accepted in industrialized countries. In Europe, primary health
care is often defined in a somewhat restricted way, being taken to
signify only physicians’ services sought by, and rendered to, people
at their first contact with the health system. Although such careisa
crucial component of primary health care, it ignores the role of
other categories of health personnel, such as nurses, midwives,
dentists and pharmacists, traditional sources of health care and
self-care. Legislation for health, and the orientation and organiz-
ation of the health care system, is often such that home care
services, nursing homes and other support programmes have been
undersupported, underfunded and slow to develop.

Furthermore, what sectors other than health, for example,
education, transport and industry, can do to improve or worsen the
health of communities is also an important aspect of primary
health care.

It is commonly recognized that if the full spectrum of dis-
ease — acute and chronic diseases, minor and major ailments — is
considered, only part of all personal health care is actually pro-
vided by health professicnals. The majority of care is self-care or
care provided by family members and friends. Unfortunately, there
is too little official recognition of this fact by health professionals,
planners and politicians. As a consequence, individuals and fam-
ilies are often not given sufficient information to make well
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informed choices or to participate on an equal basis with health
professionals in decision-making concerning their own health. All
in all, therefore, people and their communities are gradually
becoming less and less involved in a very important aspect of their
overall care.

As a result, many countries have health systems that are not as
sensitive to the needs of individuals and families as they should be.
In turn, because individuals and families belong to various work-
ing, social, recreational, etc., groups, attention must be paid to the
feelings of helplessness, anger, dependency and isolation that are
often caused when patients are neither given the opportunity to
participate in decision-making nor well enough informed to par-
ticipate effectively. The philosophy of health for all calls for a
significant reorientation of the health system, giving more em-
phasis to integration and coordination at all levels of the health
care system; a multisectoral approach to health promotion, pre-
vention, rehabilitation and care; and formal recognition of the
greater role that individuals, families and communities can play,
wish to play and should have the opportunity to play in health-
related matters. In so doing, due account should be taken of the
specific characteristics of each country.

In dealing with this wide range of issues, this chapter outlines
targets in three major areas:

® first, there are two targets that clarify the overall design of the
health care system, the need for health care resources to be al-
located according to people’s needs and other aspects of the ra-
tional use of resources;

® second, three targets outline the essential elements of primary
health care: the content, the coordination of human resources and
the intersectoral aspects;

® finally, one target specifies the need to ensure quality of
care.
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Priorities of a health care system

By 1990, all Member States, through effective community rep-
resentation, should have developed health care systems that are
based on primary health care and supported by secondary and
tertiary care as outlined at the Alma-Ata Conference.

This could be achieved by clear statements from the highest
national authorities and political leaders of all levels of authority in
the health field, backed by effective legisiation, regulations and
plans, making primary health care the hub of the health care
system, with secondary and tertiary levels in a supporting role and
only carrying out those diagnostic and therapeutic functions that
are too specialized to be carried out at the primary health care
level; the establishment of effective ways and means of bringing
consumer needs and interests to bear on the planning and delivery
of primary health care; and free discussion with all groups of health
personnel, supported by appropriate modifications of health man-
power policies and programmes, to obtain their full commitment
and support for carrying out this policy in their daily work. Such
developments should take due account of the constitutional pro-
visions of each Member State.

Although there are considerable differences among and within
countries of the Region, a “centralized’ notion of the role of the
hospital has characterized the health care system in almost every
country during the last 40-50 years. The hospital was considered to
form the basis of the system, providing leadership, controlling
other levels and generally exercising the main responsibility for the
entire range of care.

In many countries, the concept of primary health care has not yet
received much attention, and there has been little research con-
cerned with assessing needs or resources. In others, a great deal of
thought has been given to defining the functions and responsibilities
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of the health care sector, but often less attention has been paid to
implementing the changes called for and to integrating the ac-
tivities of primary, secondary and tertiary levels into a coherent
whole. Many countries see the decentralization of health matters as
the best approach to achieving this goal and satisfying the criteria
of primary health care first described at Alma-Ata. This is prob-
ably most readily achieved within the context of a general decen-
tralization of all sectors in the overall national administrative
apparatus, but no matter how a system is organized, criteria have
to be established and met if concrete goals are to be achieved.

The organization of primary health care varies very much
within the Region. In some countries, well coordinated teams of
primary health care physicians, nurses and/or midwives form the
established and recognized first point of contact with the official
health system. In others, access to health care may be through
general practitioners, specialists or nurses, all working alone. In
many countries, people belonging to special social groups or living
in special geographical areas are still without good access to pri-
mary health care services, while in other instances only curative
services are available, preventive, health-promotive, rehabilitative
and care services being lacking.

The organization of secondary and tertiary care also varies. In
many places, secondary-level district and local hospitals are part of
aregionalized structure, cooperating with primary health care and
tertiary units. In other countries, less organized systems are found,
based in many cases on the services of individual specialists work-
ing alone in the community, and with the responsibilities of in-
dividual hospitals poorly defined. A few Member States too small
to provide the full range of tertiary services meet their needs
through cooperation with other countries. In the great majority,
however, tertiary services are found at the national level, and in
most at the intermediate level as well.

A fundamental principle of the health for all philosophy is that
participation in planning and decision-making is an important
process by which individuals and families can contribute to their
own development and that of the various communities in which
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they live, work, socialize, etc. The form community participation
takes will depend on each country’s political, social and economic
system. At present, it may in some cases be little more than an
opportunity to air grievances and complaints, but in many other
instances, community participation enables people to become
active partners in change instead of passive recipients of someone
else’s decisions and perceptions.

Since the health for all movement started, there has been a shift in
orientation. All countries participating in the 1978 International
Conference on Primary Health Care at Alma-Ata formally en-
dorsed the concept that primary health care should ensure in-
tegrated health care for individuals, families and communities and
that it should become the foundation of countries’ health care
systems. Secondary and tertiary care services should be seen in a
supporting role, only fulfilling those diagnostic and therapeutic
functions that are too specialized or too costly to be implemented
by the primary health care services. Furthermore, the crucial
importance of actively involving individuals and the whole com-
munity in the planning and delivery of primary health care was
stressed.

Building trust and confidence in primary health care among the
general public and prestige for it among health professionals is
perhaps the most crucial issue and one that requires a long-term,
consistent policy. If a reorientation of the health care system is to
be achieved, it is clear that new approaches to the training of health
professionals, especially physicians and nurses, are needed. Clear
statements from political leaders that primary health care is to be
considered the true basis of the health care system must be followed
through by effective measures that increase the prestige of primary
health care and primary health care personnel. The potential of
continuing education for influencing the perceptions of practising
professionals in this regard and reinforcing the precepts of primary
health care learned as students must be acknowledged. The granting
of “specialist’s rights™ to general practitioners, the institution of
professorships and the creation of research institutes for primary
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health care, the launching of special medical journals for pro-
fessional discussions on primary health care issues, the creation of
“model primary health care areas’” where new concepts can be
demonstrated and given wide publicity, the preferential allocation
of research funds to primary-health-care-oriented research under
the auspices of research councils, and the broadcasting of carefully
planned mass media programmes on primary health care, are only
some of the many actions that must be forcefully and consistently
undertaken If there is to be a basic change in public and pro-
fessional opinion. In particular, there must be extensive exchanges
of opinion with professional organizations — medical, nursing,
sociological, etc. — to obtain their active support for such a
change.

Nolessimportant is the development of a clear concept of what
the content of primary health care should be, what the essential
services to be delivered should be, what kind of personnel should
be involved, what roles they should play, and how they should
cooperate with individuals, groups and communities. These 1ssues
are dealt with at greater length in the text relative to targets 28
and 29.

With those basic conceptsin mind, and taking into account the
specific conditions in each Member State, a systematic planning
exercise, covering all communities in the country and involving
local communities and health professional groups, should be
undertaken in order to develop a concrete plan as to how the
theoretical principles should be turned into practical realities in
every community. Needless to say, such planning exercises will
have to be organized quite differently in different countries, taking
into account their political and administrative systems. Sub-
sequently, systematic changes need to be ensured in the extent of
the resources allocated to the primary health care sector, so that it
is given preferential treatment with regard to new investments and
running costs.

Last but not least, in most countries, extensive changes will
have to be undertaken in the present system of educating health
personnel, but this topic is dealt with in detail in Chapter 8.
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By 1990, in all Member States, the infrastructures of the delivery
systems should be organized so that resources are distributed
according to need, and that services ensure physical and economic
accessibility and cultural acceptability to the population.

This could be achieved by a combination of planned development and
a wide range of carefully designed incentives 1o direct the necessary
health care resources to the primary health care services, in order
to ensure thal the distribution of the services and the care they
provide correspond to the needs of the population; and by similarly
gradually readjusting hospital resources, wherever necessary, to
form a system whereby secondary and tertiary care resources are
distributed in a regionalized system according to needs.

The great difference in socioeconomic development, political sys-
tems and administrative traditions among Member States of the
Region has resulted in widely varied patterns of distribution and
organization of institutions and personnel for health care. In some
countries, a well developed system of health centres exists that
makes primary health care readily available, while in other coun-
tries such services are organized in quite a different fashion. In
some countries, hospital services are “‘regionalized™, hospitals of
different degrees of specialization being distributed in a country-
wide network in such a way as to meet the needs of the population,
while in others there is little coordination. Some countries have too
few doctors; others have too many in urban areas and too few in
remote regions. Similarly, a number of countries have a shortage of
nurses or a maldistribution of their services and need more nu-
tritionists, dentists, physiotherapists, social workers, home helps,
etc., trained to work in the primary sector.

This problem is often compounded by a maldistribution of
available personnel and other resources. Urban areas are generally
better served than rural ones. There are also inequities within cities,
where poor areas often bear the brunt of the shortages.
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Accessibility to health centres, doctors’ premises, vaccination
clinics or hospitals may be hampered by long distances, poor or
costly transportation or by the inconvenient hours during which
health services are available. There may be economic, cultural and
organizational factors that limit the accessibility and acceptability
of health services. For example, although social security entitle-
ments have been steadily increasing throughout the Region, not all
countries have comprehensive coverage of the whole population.

Shifts in the financing of health care from the public to the
private sector raise very important questions of equity and equality.
Language or cultural factors can also have an effect on the use of
services, especially when health personnel do not make extra
efforts to communicate or understand. Because of religious or
cultural beliefs and traditions, some services may be unacceptable
to, or deemed unnecessary by, certain groups. Conversely, services
that would be useful may not be available. The way in which they
are organized or the times at which they are offered may make it
difficult to use them as efficiently or effectively as possible.

The question of organizing health care resources according to need
is currently a major problem in many countries, and decisions to
redress the situation will necessitate some painful choices in many
instances, Careful attention should therefore be given to what kind
of changes are needed, and Aow to make them. Three main issues
are involved: overall balance in resource allocation, the organiz-
ation of resources and the acceptability of the services.

First, in almost every country of the Region, hospitals receive
the largest — and continuously increasing — share of health care
resources. Consequently, many countries have serious shortages of
primary health care resources, such as nursing homes, home care
services, and suitable care for the mentally retarded, for alcoholics
and for drug addicts. Many people who should have been cared for
by the primary health care sector now fill hospital beds.

In most countries, therefore, a hard policy decision is needed
that gives clear preference in the allocation of resources to primary
health care services, thereby cutting down the sums assigned to the
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hospital sector. However, it is vital to study such shifts very care-
fully, so that there can be a gradual change that can alleviate
practical local problems that may arise, €.g. in connection with the
employment of health personnel in the local communities involved.

Second, there are often problems in the rational utilization of
existing resources. At present, the distribution of hospital resources
in many countries_is badly coordinated, resulting in duplications,
underserved areas and groups and/or a waste of expensive re-
sources. Much can be done in many countries in trying to define a
more rational organization of the hospital system, where indi-
vidual units have clearly defined roles and serve well defined popu-
fations: Practice has shown that, in many countries, a systematic
review of the situation with such principles in mind can release
substantial resources. Such institutional resources can often be
reallocated to primary health care, reducing the overall cost of the
health care system compared with what otherwise would have been
the case. The means used in making such changes will depend on
the political and administrative system in the country concerned.

Third, although the distribution of existing primary health care
resources — in particular, the number of physicians and nurses
working in primary health care services — is very uneven in dif-
ferent communities in many countries, experience has shown that
ways acceptable both to the public authorities and to the medical
profession can be found of ensuring a more even distribution of
health personne] based on needs.

In view of the overall economic development in European
countries, where this has not already been done, it would seem
necessary to undertake some basic revisions of the present system
of distributing health care. The overall goal should be improving
the quality of services without substantially increasing the overall
resources allocated to the health system. Countries without fully
comprehensive health insurance plans should undertake to im-
prove coverage, not only for diagnosis and treatment but also for
health promotion and rehabilitation services. Much more at-
tention needs to be paid to improving equity of access to health
care and health care resources, which in many cases may require
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Target 28 70
Content of
primary health care

Problem statement

tackling the issues of public versus private funding and the overall
control of national resources in their totality.

Characteristics of primary health care

By 1990, the primary health carve system of all Member States
should provide a wide range of health-promotive, curative, reha-
bilitative and supportive services to meet the basic health needs of
the population and give special attention to high-visk, vulnerable
and underserved individuals and groups.

This could be achieved by establishing clear policies in all Member
States with a description of the full range of services that the
primary health care system should provide, based on the principle
that most preventive, diagnostic, therapeutic and care services and
activities could be provided outside hospitals and other insti-
tutional settings; modifying basic and continuing education pro-
grammes for health personnel to ensure their active support for this
development; and reviewing planning, referral and incentive sys-
tems to ensure that they support these policies.

A wide range of services and personnel is needed to make com-
prehensive health care services available to individuals, families
and communities. In the developing countries of the Region,
variations in the range of equipment, supplies and essential drugs
that primary health care personnel have at their disposal result in
large differences in the levels of diagnostic, treatment and re-
habilitative services available to the population. In the more de-
veloped countries of the Region, the situation i1s somewhat better,
although maldistribution and problems of accessibility often
exist.

The avaitability of special types of care, such as home help,
half-way houses, day centres or apartments for the handicapped,
varies greatly both among and within countries. In many countries,
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the shortage of nurses and the lack of well organized nursing ser-
vices at the primary health care level significantly reduces the possi-
bility of working with individuals and getting to understand their
problems in the wider context of their families, their communities
and their own lives. This lack of nursing services also limits the
range of services that can be brought to the patient’s home.

In many instances, people who are no longer capable of caring
for themselves could stay at home with the help of home care
services or they could live in apartments or nursing homes adapted
to their functional needs. These new arrangements should be in-
tegrated into the community in which the individual lives, be
designed to include a wide range of services, and ensure the maxi-
mum possible degree of independence and self-determination
commensurate with the individual’s functional capacity.

In many countries, rehabilitative services are not well de-
veloped. As a result, the period of functional incapacity following
illness, especially for the elderly and disabled, is prolonged. People
are denied the opportunity to return to familiar surroundings as
soon as possible.

Satisfactory genetic counselling services are still lacking in a
number of countries. While prenatal and perinatal services exist
everywhere, their quality differs, and what is appropriate tech-
nology in the care of women before, during and after birth 1s
intensely debated in many countries. In many countries, family
planning services and information on, and methods of, contracep-
tion are not uniformly available, in particular for young people,
migrant workers orimmigrants. There is an underestimation of the
problems arising from restrictive abortion laws. Information on,
and access to, contraception for both men and women may be
lacking. Couples unable to conceive may not have access to fertility
clinics and people with other sexual problems frequently lack access
to appropriate counselling and treatment services. When termin-
ation of pregnancy is necessary or desirable, services or personnel
may not be available. Where needed, more opportunities to discuss
the social, ethical and religious aspects of these questions must be
made available, both to health professionals and to the lay public.

107



Suggested solutions

Better outreach services are required so that the elderly, single
parents, the physically or emotionally handicapped or drug addicts
and alcoholics can be helped to cope with their lives. Measures are
also needed to determine the geographically, socially or linguis-
tically isolated, the neglected or abused, and the mentally and
physically ill who are without adequate access to health care and
other social resources.

As regards immunizations important gaps in coverage still exist
in many countries of the Region. In some areas, for example,
measles and rubella vaccines have not yet come into routine use, and
some children still acquire poliomyetitis or die of neonatal tetanus.

The availability of occupational health services varies, and even
in countries with better systems, programmes tend to be less de-
veloped for small groups of workers, the self-employed and agri-
cultural workers.

Itis of crucial importance to establish clear policies, outlining what
should be the desired situation as regards services to be delivered
by the primary health care system. This is also important in coun-
tries with less planned systems, which may have to use a more
indirect, incentive approach to influence the development.

In the basic shift towards greater emphasis on primary health
care, a revision of present concepts i1s essential, such as what
situations pose potential health problems and what should be done
at primary, secondary and tertiary levels. While there will be wide
agreement that, for example, vaccination is a primary health care
task and heart surgery is a highly specialized hospital task, serious
doubts can be raised about a part of today’s hospital patients and
whether they would not be equally well or better served in a well
organized primary health care service. In most countries, an
answer to the question could be based on a systematic analysis of
each patient’s needs. Such an analysis should make a realistic
assessment of the patient’s essential diagnostic, therapeutic, re-
habilitative and care needs, seeing the patient as a whole, and of the
importance of his or her condition in relation to the home and
work environments.
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Most preventive and many diagnostic, therapeutic and support
services can be offered outside hospitals. For example, minor
surgery, physiotherapy, screening and laboratory tests, as well as
counselling for health promotion, mental health problems, alco-
holism, drug abuse, sexual problems, genetic problems, and family
planning services can be provided in various contexts, such as at
home and in health centres.

Countries should lay much more emphasis on multidisciplinary
evaluative research on these aspects of health care delivery; in such
research, effective means of ascertaining users’ opinions should be
utilized.

Countries will have to determine their own needs and resources
and establish their own priorities, but the critical element is the
need to offer integrated services. It is the responsibility of countries
in accordance with prevailing conditions to define the structure
and functions of primary health care units and to take more
effective steps to stimulate their development, no matter whether
the approach to planning and delivery of health care is more
centralized or more decentralized.

Support must be given to primary health care programmes that
provide a comprehensive, continuous and well integrated array of
health-promotive, diagnostic, therapeutic and rehabilitative ser-
vices for individuals, families and communities. Special con-
sideration should be given to the elderly, the disabled and the
chronically ill, to alcoholics and drug addicts, to minority ethnic
groups, and to migrant workers, nomads and travellers. In some
cases, certain adaptations of health services will be necessary to
meet the needs of religious or minority groups.

Programmes should aim at encouraging and supporting in-
dependence and self-determination among individuals, families
and self-help groups using these services. For example, legislative
or financial support could encourage and foster the development
of integrated health and social policies providing chronic care or
rehabilitation facilities as well as community support (sheltered
housing, home help, etc.) in the community as an alternative to
using acute hospital beds for such functions. There will also be a
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Target 29 =
Providers of
primary health care

Problem statement

need for a careful review of planning, referral and incentives sys-
tems toc ensure that they support rather than contradict (which now
1s often the case) such a development.

However, the most important step will be to develop basic and
continuing education programmes for all categories of health per-
sonnel, so as to provide them with the insight, motivation and skill
to provide such services in a primary health care setting.

By 1990, in all Member States, primary health care systems should
be based on cooperation and teamwork between health care per-
sennel, individuals, families and community groups.

This could be achieved by policies in the countries that clearly
define the role that different categories of health and social person-
nel should play in health care; basic, specialist and continuing
education programmies for health personnel that provide insight,
motivation and skill in interprofessional teamwork and in co-
operation with individual families, groups and communities; and
health education programmes that provide a realistic picture of
what services can be expected from health professionals and give
help in developing lay care skills.

In most countries, in past decades, health care has generally come
to be seen as the prerogative of professionals, and little attention
has been paid to studyving what people, families and communities
do, or could do, for themselves. However, people do, in fact, cope
with a wide range of health problems in their daily lives. It is
apparent that the majority of minor ailments and many major
conditions, including care of the disabled and elderly, are often
handled within the family. Although such tasks often place heavy
demands on the caring family member or members, such involve-
ment should not, in most cases, be considered only asa burdenora
matter of necessity. Self-care is attractive to people because it
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involves personal choice, lets people have control of their own
bodies and be directly involved in certain aspects of decision-
making. As health care systems are usually crganized, it may be
difficult or impossible for people to participate in major decision-
making processes and care is too often felt to be dehumanizing.
Since lay people frequently do not have the necessary infor-
mation to make certain choices, professionals and politicians may
make choices on their behalf without always being really aware of
what is needed, wanted, acceptable or useful, Improved com-
munication between everyone would contribute to resolving
some of these problems. However, politicians, planners and
health professionals must recognize how much is being done by
individuals and how effective it often is. While not everyone has
the training that health professionals have had, this does not
mean that lay people lack an understanding of their own prob-
lems and how to cope with them. Many health professionals must
be educated to a better awareness of the value of patients’ con-
tributions and must encourage the participation that this aware-
ness implies.

Major problems are also found in many countries as regards the
way that health personnel cooperate — or, rather, do not co-
operate — with each other and with other closely related personnel
groups, e.g. sociologists, psychologists and educators. In a number
of countries, there are still individual physicians who work without
a regular exchange of views with primary health care colleagues,
who have no personal contacts with physicians in the local hos-
pitals to whom they send patients, and who do not have any
systematic collaboration with nurses, social workers or physio-
therapists working in the community, Similarly, home nursing
organizations, phystotherapists, and so on may likewise work as
isolated units without much cooperation with other health per-
sonnel groups.

On the other hand, there are also many instances of the op-
posite, where major groups of health personnel work harmoni-
ously together in teams, supplementing each other’s knowledge
and skills and making a wider contribution to the solution of
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Suggested solutions

complex problems facing individuals, families and communities.
Countries vary perhaps more in this respect than in any other.

Although the situation varies greatly among Member States,
there is also a considerable range of types of health care provided
outside the official health sector. Some countries find these types of
care attractive, while others do not feel that they are necessary or
should be acknowledged. However, the fairly widespread ac-
ceptance and use of the until recently ignored technigue of acu-
puncture shows the willingness of many countries to adopt new
approaches. An important factor contributing to the widespread
scepticism among health professionals with regard to such forms of
care is the fact that they have rarely been the subject of strict
evaluative studies. [t should therefore be a basic principle that they
should be subject to systematic evaluation and be recognized only
when effective, in the same way as the forms of care offered by the
established health care system.

Of particular interest has been the growth of self-help groups
organized around specific health issues: groups of women with
breast cancer, diabetic patients, haemophiliacs’ family organiz-
ations, etc. Various groups have sprung up around other issues,
such as women’s groups (concentrating on women’s health prob-
lems) and environmental protection groups (fighting pollution).
Some groups of long standing, dealing with particularly difficult
health problems such as alcoholism (e.g. Alcoholics Anonymous),
drug addiction and overweight, have developed methods of treat-
ment in a group setting that have proved successful.

Two major issues are at stake: how to cooperate well with other
health and social workers and how to communicate better with
individuals, families, groups and communities.

A major shift is needed in many countries as regards physicians’
attitudes and methods in working with other professionals. Edu-
cational systems in many countries need to give more emphasis to
training medical students in settings that give them a broader
understanding of the need patients have for the services provided
by nurses, physiotherapists, social workers, etc. Medical students
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must be given broader concepts of patients’ health and health
needs, as well as a better knowledge of the contribution other
personnel can make in this respect. As a precondition for such
improved understanding, senior personnei in professions such as
nursing and sociology must be allowed to have a more direct say in
the education of medical students, who also need to be given
practical training in teamwork during their studies.

Similar principles also need to be applied to the training of
other categories of health personnel.

As for the need for more active cooperation between health
personnel and the community they serve, it is important to stress
during training how to communicate with lay people, how to
recognize what resources exist in the community and how to make
more effective use of them. In many countries, health personnel are
not sufficiently aware of the extent and type of health care given in
family settings or community groups. The need to support indi-
viduals, families or groups carrying out particular functions should
be considered.

A number of issues must be given closer attention, e.g. how to
achieve a symbiosis between the skills and self-help efforts of
individuals, families and communities, and the activities of health
providers. In most societies, there is a certain tendency to “medi-
calize” problems and to treat specific symptoms rather than
attempt to discover the underlying factors in the social environ-
ment and find solutions for them.

Since health professionals are not alone in having this propen-
sity, politicians, professionals from other sectors and lay people
must learn to accept that some situations cannot be either quickly
or simply dealt with. This will need a change in attitude, a new
approach to education and a new understanding of what health
and medical services can and should do. Topics for lay people
might include ways of handling common diseases and health prob-
lems, preventive measures, the early recognition of dangerous
symptoms on which professional health advice must be sought, the
management of simple ailments and the functioning and appro-
priate use of the official health system.
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Target 30 =0
Coordination of
COMMURILY YESOUFCES

Probiem statement

By 1990, all Member States should have mechanisms by which the
services provided by all sectors relating to health are coordinated
at the community level in a primary health care system.

This could be achieved by recognizing the responsibility of the
primary health care sector to determine what matters require
special attention, change and reorientation, and to coordinate
effortsin those directions; and establishing a permanent structure,
e.g. a health council, in each local community, where representa-
tives of the community itself, and health and other sectors can
make joint analyses of local health plans and determine what
contributions each sector should make to improving the health of
the community. Such mechanisms should, of course, be developed
with due regard to the various constitutional provisions of each
Member State.

Consideration of the factors involved in maintaining and im-
proving health makes it clear that the health sector per se has only
limited influence. This underlies the concept of primary health care
that must involve other sectors and community participation, as
set forth in the Alma-Ata Declaration.

School health programmes and preschool health and health
education activities, which have existed in most industrialized
countries for many years, are well known examples of successful
collaboration between two sectors. In occupational health and
environmental programmes, legislation and statutory provisions
have been instrumental in bringing activities closer to those of
other sectors. In mass media involvement in education or health
advertising, there is some variation in the willingness or ability to
coordinate efforts.

However, equally important are other sectors’ contributions
to health, e.g. the activities of the housing, transport and social
service sectors. The problem is not always a shortage of health
institutions, emergency transport, facilities or personnel, but a
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shortage of other alternatives. Elderly people may become ill with
malinutrition or pneumonia because they cannot negotiate the
stairs in their apartments to get to the shops or cannot afford to pay
for proper food or heating. Physically and emotionally frail or
handicapped people could live close to their families in their own
communities if support services were available to them or if they
had financial assistance.

The proper planning of human settlements could have avoided
the unhealthy exposure to industrial pollution, local traffic, noise,
etc. that is so prevalent today, and turned neighbourhoods into
healthy areas conducive to social contacts, varied physical activity
and community cohesiveness.

Achievement of this target involves a recognition of the fact that
health is not the prerogative of the health sector alone. The changes
necessary will vary from country to country according to their
present situation and their political system and administrative
structure, but health concerns must be systematically reflected in
the development plans of all sectors — water, transport, housing,
social services, etc. — not only at the national level but in particular
at the local level. The basic strategy should be to develop well
integrated, community-based programmes combining all aspects
of primary health care, with the support of appropriate advisory
bodies, such as community health councils, in which representatives
of the community, the health sector and other sectors can work
together. Inso doing, account must be taken of the specific charac-
teristics of each country.

The health sector has an important role to play in coordinating
these efforts, in helping to single out the major problems, in
suggesting possible preventive strategies and solutions, in pro-
posing shifts in priority and changes in resource allocation, in
encouraging other sectors, including the government, to take posi-
tive action, in devising methods for measuring the impact on health
of resource reallocations and developments in other sectors, and in
participating in advisory committees responsible for the necessary
assessments.
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Target 31 &0
Ensuring quality
of care

Problem statement

Quality of services

By 1990, all Member States should have built effective mech-
anisms for ensuving quality of patient care within their health care
systems.

This could be achieved by establishing methods and procedures for
systematically monitoring the quality of care given to patients and
making assessment and regulation a permanent component of
health professionals’ regular activities; and providing all health
personnel with training in quality assurance.

The approaches to assessing the quality of health care vary from
country to country and even within countries. Often, the level of
technical development is used as an indicator of quality, because it
is relatively easy to measure the mechanical components of care.,
But this approach does not ailow for any consideration of such
issues as overtreatment, iatrogenic disease, the alienation of
patients and their families, the unwanted prelongation of life or
emotional and financial costs. It sidesteps ethical issues and fosters
the belief that only expensive and complex types of treatment and
support measures are effective.

Clearly, assessing the quality of health care involves more than
measuring the level of technical development or expert skills. It
must also measure the effectiveness, safety, efficiency and adequacy
of care methods for the needs of the population. The acceptability
of services to those for whom they are provided and some assess-
ment of consumer participation, patient satisfaction and the con-
tribution of primary health care to overall socioeconomic devel-
opment are also vital components of measuring quality. Thus,
approaches are needed that will assess not only the technological
aspects of health services but also the extent to which the services of
a country, community, particular health establishment or indi-
vidual practitioner meet a variety of needs in an integrated way.
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In recent years, there has been a rapid increase both in medical
knowledge and in the availability of technical resources, such as
drugs and equipment, for health care. In addition to the difficult
problems of choosing among several different possibilities for the
diagnosis and treatment of a given clinical condition, physicians
are under increasing pressure from patients, industry, the mass
media and the profession itself to always perform a test, undertake
a procedure or prescribe a drug. An increased awareness and
acceptance that quality care does not always need highly sophisti-
cated or expensive equipment or medicine is urgently needed.

A large amount of research is currently being conducted in all
countries on the question of the evaluation of new methods in
clinical medicine. Some of the work is coordinated internationally
and some nationally, but too often data are not comparable, thus
making the exchange of information difficult and necessitating the
repetition of studies. In the vast majority of cases, studies are
performed on an ad hoc basis.

In a number of countries and in the case of a few diseases and
conditions, ‘““model health care programmes’ for the treatment of
such common conditions as hypertension or urinary tract infection
are being developed as one approach to improving the quality of
care. Criteria for treatment are drawn up that try to reflect an
awareness of the multiplicity of factors that influence the provision
of care: the availability of equipment, personnel, facilities and
drugs; the cost of training personnel and providing services; the
long-term emotional and physical costs and benefits to patients,
health professionals, families and society; ethical implications;
future developments; and patient involvement, satisfaction and
wishes. In some countries, undergraduate, postgraduate and con-
tinuing education programmes include elements of this approach
in their curricula, thereby fostering an awareness of the importance
of these factors among health professionals.

Where needed, and allowing for their particular situations, coun-
tries should draw up clear policies on quality assurance in health
care. Such policies should state what procedures are to be
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assessed, how the assessment should be organized, how health
providers, politicians and consumers should coordinate their
efforts in this respect and what the expectations and practical
consequences of quality assessment will be. Policies will have to be
formulated very carefully to ensure the involvement and coop-
eration of provider groups, researchers, public health authorities
and consumers. It should be made clear to everyone that the
purposes of quality assessment are not only to evaluate the tech-
nical aspects of providing care, but also to ensure that it is a
responsibility that all must share. Equally important, quality
assessment and quality assurance must be a continuous process
and must consider technical, econemic, social and ethical factors
from the viewpoints of the provider and the consumer. Individuals,
families and communities should receive the best possible and most
appropriate preventive, health-promotive, diagnostic, therapeutic,
rehabilitative and supportive care in a manner that is acceptable
to them.

The ways and means used forsystematically assessing the qual-
ity of care should aim primarily at giving information to individual
care providers and units regarding their own performance, as a
means towards constant self-improvement.

An important concern should be not only to make sure that
each patient receives the level of care required, but alsc to protect
against the unnecessary use of expensive, unpleasant, invasive and
potentially hazardous procedures or pharmaceuticals. Further-
more, health care practices should ensure that patients are able to
make informed decisions about undergoing procedures by being
given sufficient information about the methods proposed to be
used, including the effects and risks associated with them and the
possible alternatives, Better information of the public in general,
better counselling of individual patients in particular, and changes
in the attitudes of health professionals will be required to put this
principle into effect.

The education and training of health personnel will need to give
more emphasis to the question of the quality of services, including
their acceptability to patients and their relatives. More attention
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will have to be paid to the humanization of services, especially
when attending the most important events: birth and death. Satis-
fying conditions of delivery that avoid unnecessary ‘““‘technical-
ization’ should be offered to pregnant women, and people must be
given the opportunity of dying with dignity. In this respect, par-
ticular attention must be paid to cultural and religious require-
ments.

By intensifying their efforts to achieve the systematic evalu-
ation of different types of care and by making the results of such
evaluations widely known, countries would take a very significant
step towards ensuring greater equality in patient care.

119



Research for health for all

The previous chapters of this book have reported serious gaps in
the knowledge needed to attain many of the targets. It is because
those gaps must be filled that stress is laid on the vital importance
of research as a support for the development of health for all.

In this chapter, research is discussed in relation to health for all,
1.e. as a process of obtaining the knowledge needed to attain the
targets set forth in this book and of understanding how that
knowledge can be applied. This concept has several implications
for the orientation of health research.

First, a key element in any successful strategy designed to meet
the challenge of attaining health for all by the year 2000 must, in
view of the short period remaining, be the application of the
knowledge that already exists. It is probably safe to say that if the
knowledge already available were put to good use throughout the
Region, the goal of health for all would not be so far away. Thus,
the first priority of a research strategy in support of health for all is
to understand the reasons why this knowledge is not applied and
find ways of overcoming them. However, the acquisition of new
knowledge in all areas influencing health is of crucial importance
and must continue. It will help to bring us even closer tc our goal
and provide a basis for further improving the health of the popu-
lation even beyond the year 2000.

Second, one of the most important aims discussed in this book
is the promotion and maintenance of health and the prevention of
disease. While it is vitally important to increase knowledge that will
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make it easier to intervene in already established diseases, what is
immediately needed is research that will provide a better under-
standing of the factors that contribute to health so that the onset of
disease can be prevented and people can make better use of their
own capacities for health. Another crucial problem dealt with in
this book is how to reduce health inequalities, and one of the major
research challenges is therefore to find ways to improve the health
of those currently most disadvantaged.

Third, given the great extent of the knowledge needed, efforts
should be directed towards drawing full benefit from the vast
amount, quality and variety of expert knowledge and experience
available inside and outside the health sector. Thus, a research
strategy in support of health for all should also concern itself with
ways and means of using to the fullest extent possible the knowledge
obtained in the course of scientific investigations, professional
practice and people’s experience in all areas related to health.

Before 1990, all Member States should have formulated research
strategies to stimulate investigations which improve the appli-
cation and expansion of knowledge needed to support their health
for all developments.

This target can be achieved if Member States establish machinery
to ensure the effective application of new knowledge in the devel-
opment of health policies and programmes; determine what gaps
there are in the knowledge needed to support the strategy of health
Jor all and set research priorities accordingly, ensure a balanced
representation of all academic disciplines reievant to health and of
providers and users of health services as well as health policy
makers, in the planning and coordinating of research for health for
all and make the research community an active contributor to the
development of health for all; stimulate relevant multidisciplinary
research; and allocate sufficient resources to conduct the research
needed, giving preference to aspects that have not received the
support they deserve.
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Problem statement

Six broad areas of study will provide the knowledge needed to
implement health for all strategies:

e a description of the health of the population in all its facets;
e ascertainment of the biological factors that determine health;
® determination of the role of lifestyles in maintaining health;

e determination of the ways in which the physical, psychological
and social environment, including the prerequisites for health,
influence the health of individuals and of populations;

e the devising of effective and efficient ways of providing people
with appropriate care;

® improvement in policy-making procedures, planning and
management in regard to health for all.

Research is needed to provide a more comprehensive picture of
the health problems facing countries and groups within countries
and the health risks to which they are exposed. Mortality data have
been extensively used to describe people’s health, but knowledge is
needed on the course of morbidity and disability, especially in
relation to those population groups whose health deteriorates
morerapidly than others. A greatdeal of researchis needed to test
existing and develop new methods in order to obtain valid and
reliable information on all aspects of health. Member States would
then be better able to set priorities, plan activities, monitor prog-
ress and evaluate results.

Knowledge is also needed on patterns of consumption of goods
and services, lifestyle practices and exposure to environmental
risks. In order to obtain this knowledge, data collection systems are
needed that will improve understanding of the relationships
between these different phenomena and of their separate and com-
bined effects on health.

More knowledge of the biological characteristics of the human
body is needed. A major priority is to determine the ways in which
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the human organism reacts to external factors and thus to find out
why there is a variation In the individual response (neoplastic
growth, the arteriosclerotic process, immunodeficiency, etc.) to
various pathogenic, toxic and other agents.

Improved understanding of the reproductive, growth, defensive
and repair processes could lead to new health-promoting and pre-
ventive measures as well as to better methods of diagnosis, treat-
ment and rehabilitation — not least in ways that can reduce dis-
ability. Recent developments in molecular biology and immunology
have provided new tools and hypotheses, and they may lead to a
better understanding of various autoimmune diseases as well as the
immunodeficiencies that sometimes develop in later life. Recent
biomedical research has opened up new prospects of finding ways
of dealing with certain disabling neurological disorders. The inves-
tigation of inflammatory processes has advanced significantly and
the results could be important, especially in regard to degenerative
diseases of the joints, one of the major causes of disability in the
elderly. Biomedical research is increasingly profiting from ad-
vances in other scientific disciplines, such as genetics, chemistry,
cell biology, computer science and fibre optics, which increase the
likelihood of significant contributions from research to the devel-
opment of health for all in the years ahead. The further develop-
ment of genetic engineering may lead to the mass production of
low-cost vaccines against malaria, viral hepatitis and influenza, as
well as to the improvement of several already existing vaccines
against other infections.

A better understanding is needed of the influence of lifestyles
on health. Investigations should be undertaken to determine the
separate and combined effects of specific types of behaviour on
health and to understand what factors determine each type. As
examples, studies are needed to determine the effect of early learn-
ing, peer pressure, patterns of coping, social support and environ-
mental conditions on lifestyles and on the capacity to change
behaviour. An important question for research is why people, in
spite of knowing the consequences, behave in a way that is hazard-
ous to their health, e.g. by overconsumption of alcohol, smoking
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and dangerous driving. In this connection, research is also needed
regarding effective methods of providing the public with infor-
mation. Questions that require investigation are how both the
content and the presentation of information can be improved so as
to increase public comprehension of and involvement in health
promotion and the protection of the environment.

The interrelationships between the psychological, socioecon-
omic, cultural and physical characteristics of people’s environment
and health and disease are also in dire need of scientific investi-
gation. Studies in which variables in the social environment have
been examined have resulted in a realization of the importance of
situational stress, especially in family life and at work. Intensified
research is needed to reach a better understanding of the effect of
unsatisfactory and stressful conditions and situations. Progress in
this respect will help clarify aspects of mental illness, social vi-
olence and suicide, regarding which current methods of obtaining
information are far from satisfactory.

Special attention should be given to the effect of under-
employment, overemployment or unemployment on health. Re-
search is needed to disentangle the complex relationship between
human settlements and housing design on the one hand and social
and family life on the other. With regard to the physical en-
vironment, more research is needed on the cumulative risk of
low-level, long-term exposure to dangerous substances, including
the combined effects of exposure to a number of different physical,
chemical and biological agents, whether at work, in the home or
outside. Studies are also required to develop better methods for
analysing, monitoring and assessing the various environmental
health hazards.

Further research on the organizational aspects of health ser-
vices is needed to increase the efficiency and effectiveness of the
services as well as the satisfaction of the consumers. Research
projects are needed to determine how best to focus the health
system on health promotion and primary health care, and what
organizational arrangements will produce the best mix of services
for effectively meeting the needs of the population.
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Studies are needed to evaluate the effectiveness and efficiency
of health services, procedures and products. In this connection,
priority should be given to examining present ways of looking at
health and present methods of promoting health, and preventing
and treating disease. Special importance should be attached to
effective methods of testing claims as to the benefits that will accrue
from new types of health intervention. This includes assessing the
cost-effectiveness of technology at all levels. Particular attention
should be given to assessing new technology from the patient’s
point of view, so as to determine the truth or otherwise of the
criticism increasingly heard that many modern health techniques
do not pay attention to the human factor. Investigations should
also be undertaken to unravel the intricate skein of factors re-
sponsible for the escalation of health care costs and to find ways of
using resources more effectively. Controlled trials should be
encouraged to develop alternative ways of meeting health care
needs, ways that are less costly but just as effective or acceptable.

Finally, research is needed to find more effective methods of
planning the changes suggested in this book; such methods should
be fully adapted to the differing sociopolitical conditions in the
various countries of the Region. Better knowledge is required to
make the training of health personnel more compatible with the
functions of primary health care and effective work in multi-
disciplinary teams. Research is also needed to find the best ways
and means of ensuring effective community participation and
multisectoral collaboration at all levels in the health system.

In each of these major areas, a great deal of knowledge awaits
application. As already mentioned, the reasons why available
knowledge is often not translated into action are not fully under-
stood. There might sometimes be a failure to communicate the
knowledge to those who can act upon it, but there could also be a
lack of awareness of the benefit to be obtained from applying it or
there may not have been sufficient practical experience collected to
substantiate the claims that have been made. Even in areas where
awareness and proof do exist, there are often important political,
social, economic or organizational constraints on the application
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of the available knowledge. Existing laws and regulations may
impede the application of recently obtained knowledge. Vested
interest groups may gain social, political and economic benefits
from the status quo and may lobby against the application of the
new knowledge. All these constraints need to be better understood
if ways and means of effectively overcoming them are to be found.
These are questions for research.

Asshown, there are gaps in knowledge of the way health is built
up and of how different factors interact to develop, maintain and
restore it. The methods at present used in treating individuals and
solving community health problems also require further study with
a view to their improvement.

At the moment, however, research efforts are concentrated on
the basic biomedical sciences, while in most countries much less
research i1s being done on lifestyles and health, environmental risk
factor control and health services research, fields in which 1t 1s
urgently needed. In many countries, not enough is yet being done
to set clear priorities for health and health-related research based
on the most important problems that come to light in the national
health planning and evaluation process. There is still, in many
countries, very little systematic review by policy-makers of new
knowledge arising from research projects — knowledge that could
influence health policies and programmes. This lack of coordi-
nation is often the result of weak organizational links between the
research community and health policy-makers, both within and
among countries. In fact, major decisions about health priorities,
policy and programmes need an adequate scientific basis that
should be provided by appropriate research that is often lacking.

To carry out the research required, studies are needed in a wide
range of subjects. The research potential of the various branches of
scientific study and of projects to which several of them make a
contribution is often underexploited. Moreover, there has been no
systematic attempt to make efficient use of the contribution that
could be made both by the health care providers and by the broader
public in defining research questions and analysing the impli-
cations of applying new-found knowledge.
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Research themes have often been too narrowly defined. In
many cases, it is essential to move beyond simple models based on
correlations between individual risk factors and negative impacts
on health to models that represent the complex reality of multiple
causation. Perhaps even more important in this respect is col-
laboration among researchers in interdisciplinary projects. This
kind of collaboration is often weak or nonexistent, thus reducing
the possibility of exchanging and developing ideas, approaches and
methods that will produce a better and more comprehensive
knowledge of health and its determinants.

In some instances, not enough consideration has been given to
the ethical, social, environmental or economic consequences of
advances in knowledge.

Finally, most countries of the Region have a fairly extensive
health and health-related research programme, and their support for
research has increased significantly in the past two decades. Attain-
ment of the targets will be made significantly easier by an increase
in the resources devoted to research. Many of the areas in which
new knowledge is required to support developments for health for
all have generally been neglected or have received low priority and
thus insufficient funding. In most countries, research funds need to
be reapportioned to give more weight to the new priorities. To
what extent this will lead to a reduction, a maintenance or an
increase of funds for present research areas will depend on the
overall limits of research funding for the health sector.

A prerequisite for the important first step of drawing up research
strategies to support health for all is the existence of clear strategies
for health for all. It is the responsibility of government bodies to
develop both the general and the research strategies for health for
all. The research strategies should define the major areas where
knowledge is needed, how the research to obtain it should be
developed and what institutions should be involved, how the
knowledge obtained should be put to practical use, what resources
should be used, and what arrangement should be made for evalu-
ation and quality control. How this is done in practice will vary
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from country to country, depending on the particular features of
each. However, as a general principle, systems should be estab-
lished (e.g. in the form of a council with working parties) through
which researchers, health care providers, user groups and public
health administrators can all contribute to the development of
research strategies for health for all.

It is of the utmost importance that scientists and health policy-
makers should regularly review new knowledge emerging from
research projects that could be of use in drawing up health policies
and conducting health care programmes. It would be easier to
carry out such jointreviewsif an appropriate body were set up, but
what is needed, above all, is a better understanding on the part of
policy-makers and researchers of their respective role and needs.
Policy-makers need the time and adequately trained advisers to
fully understand and foresee the practical implications of new
knowledge coming from research, while researchers must be better
aware of the need to demonstrate the practical value of their
research results and to develop the ability to do so effectively. The
research community would then become an active partner with
health officials, not only in the planning of research but also in
contributing to health development policies.

Ways must be found to encourage researchers to play a full part
1n the drive towards health for all and to take up questions related
to countries’ priorities for health for all. If full benefit is to be
obtained from the vast amount of research capacity available,
research establishments must be actively involved in discussions on
health for all, including the regional strategy, its targets and the
research needed to attain them. All media of communication must
be used to the utmost for this purpose. Constant efforts will have to
be made to ensure that the scientific community 1s fully aware of
the importance of expanding knowledge on matters of importance
for health for all.

Ways and means must be found to stimulate research on health
for all issues involving different disciplines and professions within
and outside the health sector. Universities and other research
establishments may wish to review their present arrangements so as
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to allow for and stimulate research activities involving several
faculties and different institutions. If they are to play an effective
part in influencing the society around them, the establishments
must find ways of bringing their various capacities and resources to
bear jointly on the problems facing that society. Health research
councils or similar bodies should be multidisciplinary in compo-
sition, sO as to possess the range of expert knowledge needed to
assess the quality of health research and be aware of the merits and
limits of the approaches and methods used in the various types of
health and health-related research.

Methods should be devised to ensure that the research carried
out is of high guality. Of crucial importance is the basic training,
further training and career structure available for research workers.
Here again, universities and other teaching institutes have a vital
role to play.

Last but certainly not least, there must be ways and means to
monitor research and development in the field of health from the
viewpoint of ethical standards and social, economic and environ-
mental consequences. The development of standards of “what
should be” and “what should not be” requires constructive co-
ordination among various sectors of the community and should
involve different disciplines and different sets of values. It is not the
primary task of the scientific community to develop ethical stan-
dards for the conduct and utilization of research in the health field,
but it is its responsibility to point out possible ethical and social
consequences and to consider and propose rules and mechanisms
that will ensure that, whatever research is performed and whatever
results are obtained, they do not infringe on recognized inter-
national ethical standards.

It is clear that the public sector will have to make a substantial
contribution to the financing of this research. Behavioural and
health policy research are more dependent in most countries on
public funding for their development, and countries should give
them due priority in public research allocations. Financial in-
centives and opportunities should be provided to enable re-
searchers on these subjects to carry out their work. A major effort
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should be made to inform research funding agencies about the
countries’ strategies for health for all and the research needs that
arise from them with a view to obtaining their financial support,

At the regional level, steps should be taken to establish closer
links between the European Advisory Committee on Medical Re-
search (EACMR) and countries’ health research bodies. The
EACMR is to produce before the end of 1985 a broad analysis of
research priorities related to the regional targets for health for all
for submission to the Regional Committee. This regional research
plan for health for all will be widely disseminated among the
European research community and will form the basis for dis-
cussions between the EACMR and academies of science or health
research councils on their research plans, and for drawing up
regional research programmes and projects in support of the
regional strategy for health for all.

An effort should be made to increase the resources available for
stimulating priority research in support of health for all in the
Region. A feasibility study is being conducted to see whether a
European health research fund should be established for this pur-
pose or whether alternative ways of improving funding should be
found.

The European Region has a great tradition of obtaining im-
portant new knowledge through research. Planned concentration
of the resources of the Region on problems of health forall will go a
long way towards attaining the ambitious targets outlined inearlier
chapters of this book.
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Health development support

The attainment of the targets set out in the preceding chapters will
require a fundamental change of attitudes and working practices
among politicians, health authorities, health personnel, people in
other sectors and, above all, the general public.

However, change will not occur by itself. It requires strong
political commitment and legislative support, ways and means of
bringing it about that are adapted to the characteristics of the
country, a good information base, health personnel capable of
playing their part in the process, personnel in other sectors willing
and able to cooperate, and an array of good health care techniques
and methods as tools. This chapter deals with the individual targets
set in each of these areas. How to ensure the most important asset
of all — an educated and cooperative public — has already been
dealt with in Chapter 4, in target 15 in particular.

All the targets in this section will have to be reached much
earlier than those dealt with in the previous chapters, as the sup-
port measures with which they are concerned are all prerequisites
for a successful health for all development process. The degree of
change to be introduced in these domains will depend on the
present stage of development and on the constitutional provisions
in the individual country concerned. However, no Member State
could at any moment say in all good conscience that its system does
not require substantial improvements.
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Target 33 &0
Policies for
health for all

Problem statement

Health policy formulation

Before 1990, all Member States should ensure that their health
policies and strategies are in line with health for all principles and
that their legislation and regulations make their implementation
effective in all sectors of society.

This could be achieved if all countries were to make a systematic
review of their health policies and health legislation in the light of
the regional health for all strategy and targets, and to develop
health for all strategies and targets and amend or extend their
health legislation accordingly, taking due account of the specific
legal, political and structural conditions in each Member State,

Given the magnitude of the change needed, it is vital to mobilize
political commitment to and support of the health for all goal and
all that it implies in all groups and organizations concerned.

The 1983 report from Member States of the European Region
on monitoring national progress towards health for all indicated
that, while no country had yet drawn up specific countrywide
health for all strategies covering all the main items dealt with in the
regional strategy adopted by the Regional Committee at its thirtieth
session in 1980, some governments had recently instituted the
systematic planning process required to produce such health for all
strategies. Nevertheless, it is clear that even in those countries the
fundamental change that the drive for health for all entails will
require the launching of a broad campaign, in a form appropriate
to each country on the basis of political decisions taken by the
government as a whole and which apply to all sectors, at all levels,
national, regional and local. One of the first steps must be to enlist
the support of political, social and community leaders, heaith
organizations, the professions and the mass media.

A problem already mentioned in this regard is that toc often
health tends to be seen as essentially the responsibility of health
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professionals and not primarily that of the people themselves, their
families and their communities. Furthermore, the importance of
the prerequisites for health, of individual and collective lifestyles
and of specific environmental conditions is also often severely
underestimated.

Many governments do not have all the legislative powers they
need to attain all the targets mentioned, and in many instances
existing laws may even hamper progress if they have been built up
on the basis of uncoordinated and ad hoc decisions. Some may be
difficult to enforce because they are too complex, because they
have failed to gain professional endorsement or because the ne-
cessary logistic support is lacking, while others are so specific that
they hinder the coordination that is so essential among ministerial
departments responsible for health and health-related regulations.

The ministry of health or other authorities responsible for pro-
moting and sustaining the development of health policies should
take the initial steps to ensure that, if it has not already done so, the
government commits itself unequivocally to the objective of health
for all, thus making health a key concern for all sectors of society.
The commitment could take the form of a statement by the head of
state or parliament, perhaps even of an amendment to the consti-
tution, or of other legislative measures. This should be followed by
the adoption of strategies for health for all. In countries with less
centralized or federal systems of government, the full mobilization
and participation of subnational and local authorities is essential
for the development and implementation of the strategy.

In all countries, efforts should be made to enlist the support of
political parties, religious and civic leaders and other public figures,
trade unions and influential nongovernmental organizations. Such
popular support could be mobilized by setting up special associ-
ations solely to promote the goal of health for all and its realiz-
ation. Health professions, other social groups and, in particular,
commnunity organizations should alsc be encouraged to give strong
support, and extensive and sustained mass campaigns should be
undertaken to ensure wide and active support among the public.
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Governments, as part of their important function of mobilizing
professional and public support for and participation in the de-
velopment and control of the new health policies, may find it useful
to establish or strengthen national, regional and local advisory
health councils. Such councils could be particularly valuable in
ensuring that the development of health systems forms an integral
part of overail social and economic development. They might be
composed of personalities representing a wide range of interests in
health and in political, economic and social affairs, as well as
members of the public. In this context, the whole range of policy
questions affecting health and socioeconomic development could
be explored jointly, thus making health leaders more aware of
social and economic realities and social and economic interest
groups more aware of health realities. In the process, they will gain
a better appreciation of the difficulties and opportunities facing
individuals, families and communities.

In most Member States, health legislation needs to be streng-
thened and decisive action taken to harmonize legislation with the
new policies of health for all collectively endorsed by Member
States and adopted nationally. Legislation would in this way
become a true expression of their health policies.

In ensuring that legislation is implemented, political will and
community acceptance are essential, but legislation can also be
used to strengthen such will and acceptance. This should be borne
in mind when drafting health legislation.

In the European Region of WHO, the strong collective political
commitment of Member States’is essential to provide a stimulus for
the collective action that is required. The Regional Committee has
a fundamental role to play in leading the health for all movement.
The adoption of the worldwide goal of health for all by the World
Health Assembly in 1977 provided the first stimulus, later re-
inforced by the endorsement of the first regional health policy —
the regional strategy for health for all — by the Regional Com-
mittee in 1980. This regional health policy was further strengthened
when, at its thirty-fourth session in 1984, the Regional Committee
adopted the regional targets for health for all.
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Managerial process

Before 1990, Member States should have managerial processes for
health development geared to the attainment of health for all,
actively involving communities and all sectors relevant to health
and, accordingly, ensuring preferential allocation of resources to
health development priovities.

Such a process should cover the systematic planning, monitoring
and evaluation of health for all activities, with due regard to the
specific legal, political and structural characteristics of each
country.

Management in many countries is still concerned mainly with the
functioning of the health care system more than with determining
where the health system should be going and whether it is going
where it should. When such questions are raised, it is often mainly
in terms of the resources needed to provide health services, in
particular hospital care. Far too rarely are they formulated in
terms of the levels of health to be achieved and the basic health
problems to be solved. Manageria! processes for health develop-
ment at various administrative levels are usually concerned with
the short-term task of solving problems that have already occurred
rather than with long-term considerations, Finally, in many coun-
tries, there is a lack of adequate coordination with othersectors or
local communities and of efforts to involve them in the process.

Often, present management systems do not bring resource
allocation in line with sound planning principles. Furthermore,
budgeting systems may have to be adapted so that budgets are
based on priority programmes and services, not merely on health
institutions.

As of 1983 countries started to monitor systematically their
progress towards health for all, and regional and global indicators
have been developed for this purpose. In resolution WHA37.17 the
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World Health Assembly urged Member States to ““accord the highest
priority to and assume full responsibility for the continuing monitor-
ing and evaluation of their strategies”. The results of this evaluation
will be reported to WHO at six-year intervals, starting in 1985.

To help formulate, implement and evaluate strategies for health for
all, countries will have to develop or strengthen their current
managerial processes for health development. The European Con-
ference on Planning and Management for Health, held in The
Hague in August 1984, formulated specific recommendations to
Member States in this respect. Managerial processes for health
development should comprise all approaches aiming at promoting
health, improving equity, and increasing the effectiveness, efficiency
and quality of health systems, whether such approaches take the
form of a comprehensive, systematic health plan or consist of less
structured rules, regulations and incentives. Managerial processes
should be outcome-oriented in terms of reducing health hazards
and improving of health status, and be capable of selecting long-
term solutions that favour health promotion and the prevention of
health problems. They should also be amenable to cost-effectiveness
analysis. An appropriate managerial process ought to reconcile
long-term outcome and strategic thinking with short-term ob-
jectives and day-to-day problem-solving, A multisectoral approach
to planning and management for health is considered essential, as
is the necessity of ensuring effective mechanisms for the partici-
pation of users and providers in the health development processes.
Recognizing that all health systems have varying degrees of
centralization and decentralization of their decision-making pro-
cess, the Conference stressed the need for flexibility, so that coun-
tries should strive towards an optimum balance, given their own
legal, political and structural systems. Whatever balance is de-
signed, countries should ensure the assignment of clearly defined
functions and responsibilities at every level, together with the
necessary authority and supporting information services.
Whatever the precise nature of its health development and the
administrative level concerned, each country should thus define
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objectives and targets to reach health for all. It should indicate the
main types of activity to be undertaken in the health sector and
othersectors of relevance to health and the authorities responsible
forcarryingthem out. It should set forth the measures required to
develop or strengthen a health system based on primary health
care and to link the different levels within it. Priorities in the
allocation of resources for the strategies and the way in which its
implementation and results should be monitored and assessed
should be clearly indicated, so as to improve the effectiveness of
any changes found necessary and increase the efficiency of the
methods used to bring them about.

To ensure better management practice, ministries or depart-
ments of health may wish to use a network of experts and insti-
tutions to help in developing and applying appropriate managerial
processes for health development and to give adequate training to
all those who will be actively involved, nationally, regionally and
locally, in the process of change. To ensure that national policies
and/or policies at lower levels are in line with local community
needs, health authorities may reconsider, in accordance with the
country’s political and administrative setting, delegating certain
responsibilities to intermediate and community administrative
bodies. By doing so the cooperation between sectors could be eased
and local authorities would be encouraged to develop their own
initiatives. The managerial processes should not ossify into a rigid
bureaucratic system, but should make full use of formal and
informal channels and encourage the broad participation and
cooperation of providers and consumers of health services. Such
managerial processes need to be compatible with and part of the
existing administrative system of each country. The community
should play an active part in decision-making and assume a bigger
responsibility for implementation and evaluation.

Irrespective of the type of approach a country considers
appropriate, emphasis should be laid on continuous and thorough
evaluation and, wherever necessary, reprogramming should be
undertaken according to the agreement now reached among all
Member States.
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Target 35 20
Health information
system

Resources for socioeconomic development should actively sup-
port health and health-related measures. This does not necessarily
mean an increase in expenditure: more resources could be allocated
to health-related activities within each sector concerned and ef-
ficiency could be improved. Within the health sector, resources
should be preferentially allocated to the local communities to
develop or strengthen primary health care, especially promotive,
preventive and rehabilitative services and possibly support to fam-
ilies and self-help groups. The attainment of the targets will help curb
the increase in health care costs, and thus enable countries to keep
them more in line with the general increase in national resources.

The developing countries of the Region are an exception, how-
ever, and will quite clearly need substantial additional resources.

To back up efforts by countries to develop and strengthen their
managerial processes, WHO should continue its efforts to support
them on request and encourage the international exchange of
information and expert knowledge. Regionally coordinated re-
search should be conducted to develop more effective management
techniques for solving conflicts among institutions, organizations
and sectors, and to find better ways of achieving community par-
ticipation. A regional network of national institutions will be used
by WHO for developmental and educational activities in support
of the managerial process.

Before 1990, Member States should have health information systems
capable of supporting their national strategies for health for all.

Such information systems should provide support for the planning,
monitoring and evaluation of health development and services, the
assessment of national, regional and global progress towards
health for all and the dissemination of relevant scientific infor-
mation; and steps should be taken to make health information
easily accessible to the public.
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Health information systems range in complexity from general
practitioners’ book-keeping to highly sophisticated computer-
supported hospital information systems. However, health in-
formation systems in the countries are often based on the col-
lection, analysis and publication of statistics that are not very well
adapted to management needs. Even in the case of the epi-
demiological surveillance of diseases, the responsibilities are often
divided among different institutions with insufficient coordi-
nation. Information systems for hospitals and primary health care,
where they exist, are sometimes incompatible.

Moreover, the main premises of the strategies for health for all
make new types of information necessary, e.g. information related
to lifestyles, preventable risks, services provided outside the official
heaith care system, patterns of service use, cost-effectiveness, and
the functional ability of patients, which are not routinely available.
This also applies to material on health promotion and health-
related issues from other sectors.

Communication with the public is essential if there is to be
more awareness of the problems and more political support. The
public not only needs greater access to health information but also
needs that information in a form it ¢an use.

The health sector will have to adapt to the rapidly increasing
automation of information and to the advent of the microcom-
puter. Long before the year 2000, the home computer will have
become almost as commeon as the telephone in many countries of
the Region, and individuals and communities may expect to obtain
their health and health-related information direct from data bases.

All countries should make an extensive review of their health
information systems and adapt them to the needs of their strategies
for health for all. Such systems should be so integrated — or at least
coordinated — as to meet the requirements for planning, manage-
ment and evaluation, support the epidemiological surveillance of
diseases and risk factors, and be a source of open information
easily accessible for the scientific community, the professions and
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the public at large. Only through this sharing of knowledge can
these different groups become active and informed participants in
a joint partnership for health development.

The existing information should be made more accurate and
useful by the development of methods of collection, analysis and
presentation as well as the promotion of research on health indi-
cators. WHO should initiate collaborative research projects in
these fields.

As stressed in Chapter 7, more knowledge 1s required of the
effects on health of many factors and of their possible combinations
in the physical and social environment. Research must also be devel-
oped with regard to the measurement of health status and health
resources and their utilization, with a view to devising better indi-
cators of morbidity, disability, positive aspects of health, perceived
health status, and the quality, accessibility and adequacy of services.
In all cases where routine data collection cannot satisfy information
needs, the use of censuses and random surveys must be encouraged.
To avoid unnecessary expenditure, relevant data should be ex-
tracted as far as possible from the findings of existing population-
based surveys in the health and other sectors. In some cases, it
could be useful to organize comparative intercountry surveys with
the support of WHO, every country using the same methods.

For monitoring and evaluating progress in national, regional
and global strategies, Member States will have to give priority to
the collection and analysis of information related to the targetsand
indicators adopted. They must realize that this effort will be subject
to technical, economic and sometimes political difficulties. It is,
however, essential that all Member States unite their efforts and
exchange their experience so that they can agree on the minimum
common set of indicators to be used for monitoring and evaluating
the regional strategy. The regional exchange and dissemination of
information should be further strengthened on the basis of existing
national institutions that specialize in the collection and analysis of
information in the relevant fields.

Public information methods should be reviewed and improved
and more use made of modern ways of communication by the
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promotion of direct access to information bases and the more
effective involvement of the media.

Human resource development

Human resources will play a key role in achieving health for all by
the year 2000, and governments, while avoiding wasteful over-
production, will have to take vigorous but carefully planned action
to ensure that there will be enough health personnel of the ap-
propriate types to implement their strategies. Likewise, steps are
needed to ensure that key personnel in sectors other than health are
encouraged to apply the principles of health for all effectively in
their own sectors.

Before 1990, in all Member States, the planning, training and use
of health personnel should be in accordance with health for all
policies, with emphasis on the primary health care approach.

This can be achieved if all countries analyse their needs for the
different categories of health manpower required to implement
their policies of health for all, adopt suitable health manpower
policies, and decide on the numbers and educational qualifications
required for each category of personnel.

The main problem of the health manpower development system in
many countries of the Region is that planning does not always
fully reflect needs. There may be wide divergences between aca-
demic training goals on the one hand and service requirements,
consumer expectations and the general socioeconomic situation
on the other.

Most of the countries in the Region now have over 200 phys-
icians and 400 nurses and midwives per 100000 inhabitants.
Between 1965 and 1978, there was a high rate of increase in such
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health personnel, in some countries over 70%. There was a smaller,
though still considerable, increase in the number of dentists. In
many Member States, the number of doctors is increasing at such a
pace that several countries have already taken measures to reduce
future output. In at least eight European countries, physicians are
now having difficulties finding employment, and the situation is
similar for dentists {owing to the effectiveness of dental caries
prevention programmes). The number of health personnel is often
determined mainly by the availability of people with the required
educational background who wish to undergo a particular form of
training.

In general, there is a gross maldistribution of physicians and
dentists, who tend to congregate in cities. Even in the cities them-
selves, distribution is far from equitable, so that it is almost the rule
for slum areas to be underserved. Large differences also exist in the
ratios to population of pharmacists, nurses and midwives, but
comparisons are difficult owing to the incompleteness of the sta-
tistics and to differences in the tasks allocated to the different
categories.

Health manpower planning Clear health manpower development
policies should be established in every country — due account
being taken of specific characteristics in each of the Member
States — in order to ensure the coordinated training of health
personnel in the right numbers and with the right qualifications to
meet the needs specified in our health for all strategies. When
health needs are being assessed, due account should be taken ofthe
findings of epidemiological and health services research. The type
of coordination machinery will depend on the national political
structure and health manpower system, but it must cover all health
training establishments.

Well thought out collaboration and coordination in the de-
velopment of health services and health manpower among the
different responsible bodies would put an end to oversupply, over-
specialization and the improper utilization of personnel. All
Member States should develop the training programmes required
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by their health manpower plans, particularly by making training
more relevant to primary health care. The capacity of the edu-
cational system to respond to the changing needs for certain types
of health personnel should be strengthened. This will help to ensure
appropriate staffing of the primary health care services, but will
require cooperation at all levels among decision-makers in health
and education as well as in other sectors concerned directly or
indirectly with health development. In countries with state-run
systems, such coordination will be easier than in other types of
society, although a proper balance between incentives and regu-
lations will achieve results in any system.

With a view to attaining health for all by the year 2000, the
training programmes should be reoriented to satisfy the health
needs and demands of individuals and communities and not pri-
marily to conform to professional interests. For that reason, the
health sector as well as the educational sector should be respon-
sible for and play an active part in deciding questions of syllabus
content. The health system should provide students with the
opportunity to be exposed during their formative years to the
realities confronting primary health care personnel, so that they
acquire skills and technical competence to deal with the most basic
and common health problems facing people and communitties.

There should accordingly be a systematic review of under-
graduate and postgraduate syllabuses for different categories of
health personnel in order to discuss any changes that may be
needed in curricula, training methods and the ways in which the
numbers trained are matched with anticipated needs. The teaching
of medical and allied sciences should be community-oriented and
should pay close attention to local health-promotive, preventive,
curative and rehabilitative activities. Account should also be taken
in medical education of the findings from research on the health
needs of the community.

Basic education In view of the need to make basic education
for the health professions more responsive to primary health care
and community needs, teachers should be better trained in ways of
bringing students into early contact with primary health care
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Target 37 o0
Education of personnel
in other sectors

activities and in designing curricula and syllabuses that make it
simpler to educate them for their new tasks.

Support will be given to educational institutions and pro-
grammes, especially in the training of front-line workers and their
supervisors, and emphasis will be laid on the importance of teacher
training in this context.

Continuing education Systems of continuing education should
be developed that will allow practising health professionals to
bring their work more closely into line with the health needs of the
population and to improve their qualifications. Continuing edu-
cation programmes should take into account the need for existing
health workers to adapt themselves to the changing patterns of
health care and public health administration and to give better
service to the community. Since most of the health professionals
who will be working in the year 2000 are studying now or have
already completed their studies, continuing education syllabuses
will be needed that take into account changing national health
needs and policies for health for all and lay emphasis on primary
health care. For this purpose, new methods, including self-learning
techniques, must be developed, and individual members of health
teams must be given an opportunity to learn how to solve problems
of common concern to all the team’s members so that they become
better aware of their role.

Before 1990, in all Member States, education should provide
personnelinsectors related to health with adequate information on
the country’s health for all policies and programmes and their
practical application to their own sectors.

This could be achieved if public policy stressed that health pro-
tection was also a key concern for sectors other than health, and if
training programmes for the personnel in such sectors siressed the
reasons for actively supporting health for all activities.
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The strategies for health forall rely heavily on action in sectors other
than health: the provision of adequate and safe waterand food, the
design of safe homes and population centres, the education of
children that enables them to make wise choices regarding lifestyles,
the reduction of alcohol consumption and smoking, greater social
equity in the distribution of resources, etc. These are all domains in
which it is other sectors that will have the major role to play.

The degree to which they respond effectively to this challenge
will depend on several factors. Of key importance is a firm state-
ment by a country’s highest authorities (see target 33) that health 1s
an important concern for all sectors, as well as the readiness of the
health sector to discuss this point with other sectors. It is also
important that the public and the media should understand the
positive effects on health, in particular at the local level, that
intersectoral cooperation can exert.

Training programmes should be carefully reviewed in the light of
countries’ health for all policies and programmes.

Basic and continuing education programmes for personnel
outside the health sector should be based on a careful analysis of
the ways in which their activities may affect the drive towards
health for all. The programmes should not balk at innovation and
should inspire trainees to act. This will require much closer co-
operation between those in the health sector responsible for policy-
making and education and their counterparts in other sectors.

As will be apparent from the previous chapters, particularly
those on lifestyles and the environment, policies for health for all
present personnel in health and other sectors with many new
challenges.

When designing housing or planning population centres, archi-
tects should take into account not only their effect on general
wellbeing but also the need to improve accident prevention, social
contact and health-promoting activities. Teachers should master
techniques of helping children develop a capacity for making
sound decisions and choosing healthy lifestyles; they should also
understand the crucial influence their own behaviour has on the
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Target 38 =0
Appropriaie
health technology

children they teach, particularly with regard to adopting a lifestyle.
Economists should study the cost to society of ill health, disability
and premature death and learn the techniques and problems of
applying cost—benefit and cost-effectiveness analysis to health mat-
ters. Engineers should be alive not only to the safety aspects of
consumer goods, road design, etc., but also to such things as
methods ol assessing the technical devices used in health care and
the less obvious effects of technology on lifestyles and health.
Journalists should be grounded in the principles of health for all and
made aware of the active role that the mass media should play in
giving effect to strategies for health for all. In view of their influence
on the general public, actors and other public entertainers should be
encouraged to set a positive example in their own behaviour in
relation to health and by refusing publicity and other assignments
that glamorize unhealthy habits, such as smoking or excessive alco-
hol consumption. Policemen and other law enforcers should be given
an understanding of the psychosocial factors underlying drug abuse
so that they can cooperate sympathetically with self-help groups,
the community and the health and social sectors in such matters.

Health technology assessment

Before 1990, all Member States should have established a formal
mechanism for the systematic assessment of the appropriate nse of
health technologies and of their effectiveness, efficiency, safety
and acceptability, as well as vreflecting national health policies and
economic restraints.

This could be done if governments adopted a clear policy for the
systematic and comprehensive assessment of all new technical
devices designed for use in the health field, to be carried out in a
manner suited to the characteristics of their countries; and if an
international system for the exchange of information on this sub-
ject were sel up.
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The increasingly rapid advances being made in science and tech-
nology and their practical application have profound health and
economic implications. The industrialized countries have a par-
ticular responsibility to develope further applications of advanced
technology to health in all its aspects, particularly those that can be
used to advantage in primary health care and help to solve the
problems of the primary health care systern. However, all new
technical advances require thorough assessment from the point of
view of safety, effectiveness, cost-effectiveness and acceptability.
This applies not only to products connected with health that are
manufactured by industry for general consumption, but also, and
more particularly, to techniques, equipment and chemical sub-
stances developed specifically for use in the health sector. Any
assessment should be based on behavioural, physical, economic
and clinical criteria.

Governments should adopt national policies for the practical and
systematic assessment of all new technical advances that have a
possible application in health care, as well as any existing products
that have not yet been assessed, with a view to eliminating any
device or procedure that is harmful, unnecessary or not cost-
effective. Such policies need to take due account of the specific
characteristics of each Member State. This would require coordi-
nated action by the government departments concerned, industry,
the providers and consumers of health care and research insti-
tutions. Governments should also stimulate technical develop-
ment, with particular emphasis on its practical application and
assessment in previously neglected fields, such as primary health
care, lay care and aids for the disabled.

Sinceits scope 1s already too vast for many countries to deal with
on their own, technology assessment provides an opportunity for
international technical collaboration, to which WHO could con-
tribute by devising suitable methods and setting up an information
network for reporting on the results of assessments already made.

It will be particularly important for professional associations
and industry to intensify their existing activities in this field and to
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extend their criteria to include such issues as patient acceptability
and social cost. This will also include the introduction of special
sections on the assessment and use of technical advances in health
into the training programmes for health staff and for those cat-
egories of personnel in other sectors that will be involved in health
technology development.
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Conclusion

Health forall isa challenging goal for every country of the Region,
as well as for Europe as a whole. Through their resolutions in the
World Health Assembly and the Regional Committee, all Member
States have accepted the duty and responsibility of taking the
necessary action, both individually and collectively, to ensure its
attainment by the year 2000.

This book provides a framework for initiating such action,
stressing as it does the improvements needed in the health of the
people if they are to lead socially and economically productive
lives. It shows the directions in which action must be taken and
the amount of collective effort that will be needed. The regional
targets set forth in this book outline a European health policy
that should stimulate Member States — their public authorities,
professional groups and general public — in the development of
health for all policies and programmes, although they will not in
any way be legally binding on individual countries. Their
achievement depends, above all, on the capacity of the individual
Member States and the Region as a whole to mobilize the ne-
cessary support and to motivate all the different groups to take
their fair share of responsibility in the health for all movement.
At least five important groups of active participants can be dis-
tinguished, and their respective responsibilities are briefly de-
scribed below.
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The people

Health authorities

The health for all movement is for the people. On this basis, the
book has stressed the rights and privileges of people: the right to an
equal opportunity for health, the right to health care, the right to be
informed and the right to be involved.

Health for all is also a movement with the people. People are
partners in that movement; they share responsibilities. They must
therefore be fully conscious of the importance of their own active
contribution at individual, family, group and community levels
towards achieving health for all. They should play an activerolein
grasping the available opportunities to develop and maintain
health. It is people who ultimately decide on the value of health in
their lives, although their real options may be severely restricted by
the economic, social, cultural and physical environment. People
must develop the ability to define, recognize and express their
needs and should be aware of when and how to use health care to
satisfy those needs. People have the right to be informed; they
should actively use the opportunities that exist to obtain the
required information, to analyse it and to draw conclusions.

People have the right to be involved. They need to ensure
actively that their right can be given practical expression, that
satisfactory prerequisites for health exist for all, that the environ-
ment in which they live is healthy and provides conditions in which
it iseasy to select a healthy lifestyle, and that the health care system
is responsive to their needs. [t is for this reason that health for all s,
above all, a movement by the people.

It has been repeatedly emphasized, in the health for all resolution
of the World Health Assembly, in the global and regional strategies
and in this bock, that most of the action needed to reach health for
all falls within the responsibility of Member States, individually
and collectively.

The first task of governments is to launch the health for all
movement within their own boundaries. Ministries of health and
health authorities at all levels share a special responsibility in that
respect. The task of initiating the necessary action to ensure the full
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commitment of governments to this goal will necessarily tall on the
shoulders of ministries of health. They should also actively support
the principle that health should be an overriding concern of all
related public sectors, and should take steps to stimulate a wide
debate around the goal of health for all so as to mobilize the
support of the public, professionals and community groups.

Health authorities will also have to take responsibility for
leading the development of health for all strategies where they
have not yet been developed. To do this, countries may have to
strengthen their managerial processes for health development. A
main priority in this respect may have to be further development or
strengthening of their health information systems in order to make
it easier to determine countrywide health priorities. Special
emphasis should be put on developing appropriate ways and
means of obtaining adequate information on environmental and
behavioural health risks, as well as on the socioeconomic and
geographical groups that are at greatest risk. Another priorityisto
ensure that legistation and the allocation of resources give full
support to the implementation of countries’ strategies for health
forall. Finally, health authorities also have a special duty to ensure
that the public is better informed on health matters related to
lifestyles, environment and health care issues, so as to allow in-
dividuals, groups and communities to play an active part in health
for all development.

Health professionals have a very important role to play in health
development in all countries of the Region. Their expert knowledge
and the influence they have within the health sector vis-a-vis the
politicians and the general public may make them an important
force in mobilizing support and initiating change for the health for
all movement. To accomplish this, they must assume certain
responsibilities.

Collectively, they share the responsibility for broadening the
framework traditionally used to define and analyse health prob-
lems, by loocking more into the psychological, social, economic and
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Sectors
other than health

environmental determinants of health, establishing closer working
relationships with professionals in the fields concerned, and stress-
ing the importance of acting on those determinants if health is to be
improved. Health professionals should also help in making the
facts in this regard better known to the public, the politicians and
the health authorities. Individually, health personnel should give
higher priority to health promotion, disease prevention, care and
rehabilitation than is often the case at the moment. They should try
to take a more holistic view of health problems by also looking at
the family and the community in which people live for potential
causes of, and often solutions to, many individual health problems.

The quality of care provided also depends on health pro-
fessionals as a whole and individually.

Finally, health professionals face a particular challenge in
planning the studies and undertaking the research needed to pro-
duce a deeper understanding of the many problems involved and to
find more effective ways of solving them.

The importance of sectors other than health has been stressed
throughout this book. The health for all movement gives them new
and important responsibilities, i.e. to take fully into account the
impact of their activities on health and to try to attain their re-
spective goals in ways that are not detrimental, but beneficial, to
health. This gives many categories of professional from sectors
other than health important roles to play in health for all
development.

Employers and trade unions can do much to improve safety
and wellbeing at work. Industries are responsible for ensuring that
their products pose no risk to health. It is the duty of the mass
media to give health-related matters the space they deserve, to
inform the public as objectively as possible, and to dissociate
health-damaging behaviour from the concept of a socially exciting
and satisfying life. It is the responsibility of universities to review
the training of health personnel so as to prepare them better to face
the challenges of the health for all movement, as well as the training
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of people working outside the health sector to make them more
concerned with the health implications of their future work. Uni-
versities and research institutions should give priority to obtaining
the knowledge needed to implement countries’ strategies for health
for all.

Many of the major health problems facing Member States today
have their roots and their solutions outside national boundaries,
and for that reason international cooperation is needed. United
Nations agencies and other intergovernmental organizations have
animportant role to play in ensuring cooperation among countries
on various matters related to health, but it is WHO that bears
special responsibility in that respect.

It is the collective responsibility of Member States to ensure
that the WHO Regional Committee for Europe can piay its key
role in stimulating individual countries to take up the challenge of
health for all, and it is the responsibility of the Regional Committee
to develop the regional policy of health for all, to monitor its
implementation regularly, and to evaluate its effectiveness in
achieving the regional targets. It is also the duty of the Regional
Committee to ensure that the work done by the WHO Regional
Office for Europe and the resources allocated to it are used to give
full support to the development and implementation of health for
all strategies, both in the countries and in the Region.

The Eurcopean Region has the people, the knowledge and the
resources necessary to attain health for all. The greatest need is the
will to bring those forces more effectively to bear on the prevailing
problems. Each step made together will bring us closer to reaching
the regional targets for health for all however remote some of them
may seem at the moment, By jointly making a commitment to a
regional policy of health for all and by setting clear targets with a
view to their uitimate attainment, the Member States of the Region
can create a broad movement that will foster better understanding
among nations and leave a legacy of value beyond our time,
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Annex 1

Resolution EUR/RC34/R5

| adopted by

the thirty-fourth session of the
Regional Committee for Europe,
Copenhagen, 24-29 September 1984

The Regional Committee,

Bearing in mind resolution WHA30.43 which calls upon all
countries to collaborate in the achievement of the goal of health for
all by the year 2000 (HFA2000) through the development of cor-
responding health policies and programmes at the national, re-
gional and international levels;

Recalling resolution EUR/RC30/R8 which endorses the re-
gional strategy for attaining HFA2000 and acknowledges that it
should foster the development and implementation of national
health policies, strategies and plans of action;

Further recalling resolution EUR/RC33/R4 which requests
the Regional Director to submit a final version of the regional
target document to the thirty-fourth session of the Regional
Committee, together with a plan of action and a list of indicators
for monitoring progress towards achieving the targets in the
Region;
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Having considered:

(@) the proposed regional targets in support of the regional
strategy for health for all (EUR/RC34/7);

(b) the list of proposed indicators for monitoring progress
towards health for all in the European Region (EUR/RC34/13);

(¢} the proposed plan of action for implementation of the
regional strategy for attaining HFA2000 (EUR/RC34/14);

(d) the reports of the Consultative Group on Programme
Development (EUR/RC34/8 and EUR/RC34/8 Add.l), the Re-
gional Health Development Advisory Council (EUR/RC34/5),
and the European Advisory Committee for Medical Research
(EUR/RC34/6),

I. THANKS the Regional Director, the advisory groups and the
other experts involved in the preparation of these documents for
their valuable contributions;

2. ENDORSES, for application as appropriate, having regard to
the particular circumstances of individual Member States:

(a) the regional targets in support of the regional strategy for
health for all (EUR/RC34/7);

(b) the list of indicators for monitoring progress towards
health for all in the European Region (EUR/RC34/13) as being
preliminary only, to be used for the first time in the 1985 evalu-
ation — the results of which will be discussed at the next session of
the Regional Committee — and thereafter adjusted as necessary;

(¢) similarly,asbeing preliminary only, the plan of action for
implementation of the regional strategy for HFA2000 (EUR/
RC34/14);

3. URGES Member States:

(@) to step up their efforts to establish national policies and
programmes that are inline with the regional strategy for health for
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all, and to set national targets in such a way that they also con-
tribute to attainment of the regional targets;

() togivespecial emphasis, when so doing, to the managerial
processes and structures required to support national develop-
ments towards health for all, and to information systems in order
to ensure coverage of the lists of global and essential regional
indicators as far as possible;

{¢) whenreportingto the Regional Director, as far as possible
to provide all the necessary information on progress and ef-
fectiveness in implementing their strategies for health forall, and in
particular data related to the global and essential regional in-
dicators, as reflected in the plan of action and by resolution
WHA35.23;

(d) to seek cooperation as and when required for these pur-
poses;

4. REQUESTS the Regional Director:

(a) totransmitthese documents, amended where necessary to
take account of constitutional matters in particular Member
States, together with the minutes of the Regional Committee, to the
Director-General as a European regional contribution to attain-
ment of the global target of health for all;

() to give priority, in the programme of work and budget
allocations of the WHO Regional Office for Europe, to activities
designed to provide Member States with adequate support in work-
ing out national strategies for health for all, as well as to those
developments in the Region as a whole which may facilitate at-
tainment of the regional targets,

(¢) to report to the Regional Committee in accordance with
the plan of action.
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Annex 2

List of proposed indicators
for monitoring progress
towards health for all in
the European Region

Introduction

The regional strategy for health for all by the year 2000 (HF A2000),
adopted by the Regional Committee in 1981, has now been further
developed and specific targets have been formulated. Indicators
are needed to assess progress towards these targets.

When the regional targets were being drawn up, the tentative
list of indicators annexed to the first version of the strategy was
reviewed and refined in consultation with national experts. That
list was then submitted to the Regional Health Development Ad-
visory Council (RHDAC) and the Consultative Group on Pro-
gramme Development (CGPD) in April 1984. A consultation of
experts amended it in May 1984, taking into account the comments
of those advisory groups. A subcommittee of the CGPD met in
June 1984 to review the outcome of that consultation.

The list of indicators relates directly to the revised target docu-
ment (EUR/RC34/7), and will be used to monitor progress and
evaluate implementation of the strategy for health for all. To those
ends, the list will be included in the common framework and
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format (CFF) proposed for evaluation of the strategy at global
level. In the list, global indicators and items of the CFF are referred
to by number, in order to avoid repetition of information already
provided elsewhere.

Types of indicator

All countries of the world are expected to report at least on the
12 global indicators agreed upon by the World Heaith Assembly,
and these indicators have been included in the regional list. Most of
the countries in the European Region have already reached the
values proposed for these indicators. They should concentrate on
the “‘equity’” aspect of health for all, and analyse differences be-
tween geographical areas and socioeconomic groups as well as the
trends in such differences.

The proposed list is the result of a choice among hundreds of
possible indicators to measure progress towards attainment of the
regional targets. Owing to the nature of the targets, the list includes
different types of measurement related to health status, behaviour,
individual awareness, social and environmental factors, policy
decisions, health services coverage and utilization, existence of
regulatory mechanisms, etc.

In many cases, the information to be collected provides the
elements for construction of indicators rather than constituting
indicators as such. The Regional Office will have the task of
analysing and aggregating the information received, in order to
produce regional indicators. In most cases, these will be expressed
as ‘‘regional values” or as the number of countries having reached
a given level.

The indicators in the list do not all have the same importance or
periodicity for reporting. Those considered very important at re-
gional level, and on which all countries should report, are listed in
the column marked “Essential regional indicators”. Other sug-
gested indicators, on which reporting would be welcome, are listed
under the heading “Optional regional indicators™.

159

Global indicators

Regional indicators



Although each Member State is of course responsible for de-
ciding how often it collects information, a periodicity for reporting
to WHO is suggested for each indicator. Those considered ne-
cessary for monitoring should be updated at least every two years
and those considered useful mostly for evaluation should be up-
dated at least every six years, while for some only ad hoc reporting
1s required.

A large number of the indicators can be derived from existing
routine reporting systems but some will require special analysis,
while for others ad hoc surveys will have to be made.

Foreachindicator, a possible source of information is given by
a letter in brackets. The code used is as follows;

(a) indicators for which information is currently available in
routine reporting systems in most countries;

(b) indicators directly related to global indicators and/or
questions in the CFF;

(c) other indicators based on statements by countries con-
cerning existing processes and mechanisms;

(d) indicators for which information is currently available in
certain countries, but which in others would require special
surveys (e.g. sample surveys, censuses, national health surveys).

Countries are invited to concentrate first on the essential re-
gional indicators. Sixty-five indicators or groups of indicators are
proposed in this part of the list. Fifty-five of them belong to
categories (a), (b) and (c) above, and will therefore not require
additional information collection in most countries. For those
indicators in categories (a) and (b) for which information is avail-
able in the Regional Office, a data sheet will be issued for cor-
rection and updating by the countries concerned.

Ten of the essential indicators belong to category (d) and hence
a special effort will have to be made by those countries where they
are not currently being collected. They relate to measurement of
disability (indicators 4.1, 4.2 and 4.4), health promotion {(indi-
cators 16.1, 16.2, 16.3, 17.1, 17.2, 17.3) and use of contraceptive
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methods (indicator 28.2). These indicators should be considered
for progressive inclusion in population-based surveys.

Optional indicators are also proposed, mostly as examples of
the type of additional information that would be useful for further
evaluation. Member States should be encouraged to develop, with
WHO support, their capacity to collect and analyse information in
these fields.

Wherever relevant, Member States are asked to break down the
information supplied. For population-based indicators, values
should be disaggregated at least by age, sex, geographic location
and socioeconomic status. Other criteria may be used according to
the nature of the indicators.

The Regional Office would appreciate receiving any information
on additional indicators found useful in relation to national health
policies and strategies. This would help in evaluating the progress
made at country level, and also when reviewing the list of regional
indicators in the future,

Future developments

The final version of the list of regional indicators will be included in
the common framework and format for evaluation of the strategy
which will be used by Member States as a guide for reporting to
WHO in March 1985. The analysis of this first evaluation exercise
will serve as a basis for further adaptation of the list.

In a number of areas, especially those related to disability,
health promotion and environmental health, further studies
should be made with the aim of steadily refining the list of indi-
cators. The Regional Office intends to promote and support re-
search 1n this field, in order to develop and standardize measure-
ment instruments.
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Regional indicators for HFA2000
in relation to regional targets

Target Essential regional indicators

No. Description No. Description Reporting Comment

1 Reducing health
inequalities

Assessment of health inequalities will be based on observed range for indicators
listed below initems 4-12, using relevant disaggregation by age, sex, geographical
location, and sociceconomic categories

2 Promoting health 2.1 Existence of policies 6y (c) Description of policy, laws,
capabilities and programmes for regulation and programmes
the promotion of health for increasing the
capabilities of all opportunities for self-reliance
people, and especially the and independence and
elderly and handicapped developing and using the
individual’s health potential
See also indicators for
target 3
3 Increased 3.1 Existence of laws 6y (c) Major points to be considered
opportunities for and regulations should include measures for
disabled persons or other arrangements facilitating physical and

for improving the
social and economic
life of disabled
persons

economical accessibility
of services
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Optional regional indicators

Target

No. Description Reporting  Comment No. Description
1 Reducing health
inequalities
2.2 Measurement of 6y (d) The refinement of this 2 Promoting health
self-perception of type of indicator needs capabilities
health status more research on the
relationship between
individual perception of
health, expectations, and
**objective™ measurement
of health status
2.3 Measurement of ad hoc (d) For indicators 2.2
independence in and 2.3, WHO should
activities of daily contribute to the development
living and use of common methods;
countries are invited to
report on their experience
of function-based disability
indicators
3.2 Percentage of disabled 6y (d) To be collected by survey 3 Increased
persons aged 15-64 opportunities for
engaged in regular disabled persons

occupational activities
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Target

Essential regional indicators

No. Description No. Description Reporting  Comment
4 Reducing disease 4.1 Number of disability 6y (d) From OECD list of social
and disablement days per person and indicators (/); comparisons
per year, by level of will be made on trends; data
restriction could be obtained from
random sample interview
surveys
4.2 Percentage of the 6y (d) From QECD list of social
population experiencing indicators (/); comments
different levels of as for 4.1
long-term disability, by
age and sex
4.3 Incidence of: 2y (a) Figures in brackets refer to
® tuberculosis (010-018) 2y rubrics Of ICD9, i_nforr.nation
@ intestinal infectious from na.tl_on_al notification
diseases (001-009) 2y systems; _mc:denge of othqr
. . communicable diseases will
@ viral hepatitis (070) 2y be used whenever useful;
® venereal diseases registration systems should
(091-099) 2y be improved
@ influenza (487) 2y
4.4 Absenteeism at work 2y (d) Countries should use their

due to disease or injury

own definitions; research
needed for common
definitions; comparisons will
be made only on trends; data
from social security systems
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Optional regional indicators

Target

No. Description Reporting  Comment No. Description
4.5 Expectation of life free 6y (d) Indicators proposed by 4 Reducing disease
of disability Sullivan ¢2); obtained and disablement
by deducting from a
mortality table all years
spent in a given state
of disability; definitions
of disability need to be
adapted to national context;
more research needed for
comparative use of this
type of indicator
4.6 TIncidence and/or 6y (d) Member States should select
prevalence of selected the most important
major chronic conditions; conditions leading to
(the most important disability; data to be
conditions should include obtained from hospital
mental disorders, records, disease registers,
malignant neoplasms, health surveys; WHO should
diseases of the circulatory advise on common methods;
system, diseases of comparisons will be made
the musculoskeletal only on trends
system, chronic diseases of
the respiratory system)
4.7 Average number of 6y (d) From school health reports
decayed, missing or filled and/or surveys
teeth in 12-year-old
children
4.8 Incidence of selected 6y (d) The list should include at

hereditary diseases and
other genetic disorders

least thalassaemia, haemolytic
disease, Down’s syndrome,
Duchenne type muscular
dystrophy, phenylketonuria
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Target

Essential regional indicators

No. Description No. Description Reporting  Comment
5 Elimination of 5.1 Incidence of: Information from existing
specific diseases ® measles (055) 2y (a) notification systems
@ poliomyelitis (045) 2y
@ tetanus (037) 2y
® neonatal tetanus (771.3) 2y
@ congenital rubella
(771.0) 2y
@ diphtheria (32) 2y
@ congenital syphilis (090) 2y
® indigenous malaria (84) 2y
6 Life expectancy 6.1 Life expectancy at birth, 2y (a) Global indicator No. 10
by sex
6.2 Life expectancy at ages 1, 2y (a) Will be based on routine
15, 35 and 65, by sex reports on age- and
sex-specific mortality rates (3)
7 Infant morality 7.1 Infant mortality rate 2y (a) Global indicator No. 9;
disaggregation by
geographical area and
SOCIOECONOMmIC Broup;
disaggregation according to
birth weight recommended
8 Maternal mortality 8.1 Maternal mortality rate (4) 2y (a) Disaggregation by age, cause

and socioeconomic group
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Optional regional indicators Target
No. Description Reporting  Comment No. Description
5 Elimination of
specific diseases
6.3 Number of years of life 6y (a) Same comments as for 6.1 6 Life expectancy
lost due to deaths and 6.2
occurring before age 65
7.2 Neonatal mortality rate ad hoc (d) Disaggregation for 7 Infant morrality
(first 4 weeks of life) indicators 7.2, 7.3 and 7.4 as
for infant mortality
7.3 Post-neonatal mortality ad hoc {d)
rate (second to eleventh
months of life)
7.4 Perinatal mortality rate ad hoc (d)
{definition as
per ICD9, p. 765)
8 Maternal mortality
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Target Essential regional indicators
No. Description No. Description Reporting  Comment
Targets 9-12. Indicators will be calculated on large age groups using standardiz-
ation by age and sex. Data will be required using 5-year groups, as already done in
routine reperting to WHO. The proposed indicators have been limited to con-
ditions specifically referred to in the corresponding targets, but it will be possible,
using routine reporting, to make more detailed analyses. For example, breast
cancer and cancer of the digestive organs should be analysed. Whenever possible,
further disaggregation, including occupation, for example, is recommended.
9 Cardiovascular Mortality rates, by sex and Figures in brackets refer to
diseases age, from: rubrics of ICD9
9.1 diseases of the circulatory 2y (a)
system (390-459)
9.2 ischaemic heart diseases
(410-414) 2y (a)
9.3 cerebrovascular diseases 2y (a)
(430-438)
10 Cancer Mortality rates, by sex and
age, from:
10.1 malignant neoplasms 2y (a)
(140-234) (more detailed
information by site
recommended)
10.2 trachea, bronchus and 2y (a)
lung cancer (162)
10.3 cancer of cervix uteri (180) 2y (a)
11 Accidents Mortality rates, by sex and
age, from:
11.1 external causes of injury 2y (a)
and poisoning
(E800-E999)
11.2 motor vehicle traffic 2y (a)

accidents (E810-E819)
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Optional regional indicators Target

No. Description Reporting Comment No. Description
9.4 Incidence of ischaemic 6y (d) Countries should be 9 Cardiovascular
heart diseases encouraged to develop diseases

schemes for the monitoring
of trends in cardiovascular

diseases
9.5 Incidence of oy (d)
cerebrovascular diseases
10.4 Incidence of cancer of 6y (d) Recording of the incidence of 10 Cancer
cervix uteri cancer by site and type should

be facilitated by the
development of cancer

registries
11.3 Occurrence of motor 6y (d) Information from police 11 Accidents
vehicle traffic accidents reports
I1.4 Accidents and poisoning 6y (d) Information from routine
occurring in the home reporting, where available, or

from surveys
11.5 Accidents related to work 6y (d)
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Target

Essential regional indicators

No. Description No. Description Reporting Comment

12 Suicide 12.1 Mortality rates, by sex and 2y (a)
age, from suicide
(E950-E959)

13 Healthy public policy 13.1 Existence of laws, 6y (c) Reference to, and brief
regulations and summary of, the most
programmes aiming at the important developments
protection of the public concerning the safety of
against the distribution goods, their labelling, the
and use of potentially adjustments of tax and
harmful goods subsidy policies and

advertising practices to the
requirements of health
promotion
13.2 Existence of laws, 6y (b) Part of the information will
regulations and practices come from answers to item 7
integrating representative in the CFF
public participation in
bodies responsible for
health promotion
at all levels
14 Social support and 14.1 Existence of health ad hoc {(c) Description of the roles and

social network

and welfare programmes
directly aimed at
strengthening the learning
suppert and caring
function of the family and
other social groups

functions of family and social
groups; description of
programmes implemented
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Optional regional indicators

Target

No. Description Reporting Comment No. Description
12.2 Incidence of attempted From police and hospital 12 Suicide
suicide records
13 Healthy public policy
14.2 Existence, purpose and ad hoc (d) Where they exist, 14 Social support and
membership of recognized give information on the social network
mutual aid groups place and role of groups
of persens with commeon
problems
14.3 Propertion of the ad hoc (d) Or any other type of

population without social
contact

information on “‘loneliness”
in ad hoc surveys; more
research on type of indicator
will have to be promoted

by WHO
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Target

Essential regional indicators

No. Description No. Description Reporting  Comment
15 Education for health 15.1 Existence of national 2y (o) Description of current
information and education campaigns on alcohol,
campaigns aimed at smoking, physical exercise,
promoting healthy balanced diet, etc.
behaviour
15.2 Adult literacy rate, by sex 6y (b) Global indicator No. 11
16  Promoting healthy 16.1 Tobacco consumption per 2y (d) From sales and tax reports
behaviours capita
16.2 Proportion of nonsmokers 2y (d) To be collected through
and heavy cigarette current health surveys
smokers (20 cigarettes and
more per day), by sex
and age group
16.3 Average daily intake of 6y (d) To be coliected in
calories, proteins, lipids nutrition surveys
and carbohydrates, by age,
sex and level of activity
16.4 Percentage of newborns 2y (b) Global indicater No. §;
having a birth weight of collection through birth
at least 2500 ¢ (6) registration, maternity
records or surveys
16.5 Percentage of children 2y (b} Global indicator No. 8;
having a weight for collection through surveys;
age corresponding to reference values may be
reference values (7) nationally accepted values
or those developed by the
US National Center for
Health Statistics
17 Decreasing 17.1 Alcohol consumption per 2y (d) In litres of pure alcohol per
health-damaging capita in people aged 15 year {from sales and tax
behaviour and above reports)
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Optional regional indicators

Target

No. Description Reporting Comment No. Description
15.3 Time devoted to health 6y (c) In addition countries should 15 Lducation for health
education in primary and be invited to provide
secondary school information on any
programmes evaluation of the results of
specific health education
15.4 Time devoted to health 6y (¢) programmes
information and education
in television programmes
16.6 Percentage of children 2y (d) To be collected through 16 Promoting healthy
breastfed at five months interview surveys and MCH behaviours
of age records
16.7 Per capita amount of time 6y (d) OECD indicator (3); to be
spent daily on selected collected in interview surveys
free-time physical
activities
[7.5 Incidence of selected ad hoc (d) For 17.5 and 17.6, countries 17 Decreasing
alcohol-related diseases should select their indicators health-damaging
according to their own behaviour

priorities
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Target Essential regional indicators
No. Description No. Description Reporting Comment
17  Decreasing 17.2 Distribution of alcohol 6y (d) To be collected by surveys
health-damaging consumption, by quantity
behaviour consumed, age and sex
(contd)
17.3 Consumption of the 2y (d) Data from UN International
principal narcotic drugs Narcotics Control Board (9)
falling under the
convention per million
inhabitants
17.4 Occurrence of homicide 2y (a) Disaggregation by type of
and injuries purposely injury recommended
inflicted by other persons (including rape — E960.1,
(E960-E969) and child battering — E967)
18  Policies for 18.1 Existence of an 6y (c) Description of the system
environmenial health established system required; Member States are
for public information encouraged to develop
on environmental indicators of results, for
health hazards example, in terms of public
awareness
18.2 Existence of laws, 6y (c) Reference and short summary
regulations, bilateral of existing texts required
and multilateral
agreements for the
control of transfrontier
pollution and the
international movement of
hazardous substances
19 Assessment, 19.1 Existence of national 6y (c) Description of the national

monitoring and control
of environmenial risks

systems for monitoring
and control of
environmental health
hazards involving all
interested sectors

system required
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Optional regional indjcators Target
No. Description Reporting  Comment No. Description
17.6 Consumption of ad hoc (d) List of substances to be 17 Decreasing
psychotropic substances selected by Member States; health-damaging
see the list used by the behaviour
UN International Narcotics (contd)
Control Board (8)
17.7 Number of violations of 6y (d) From police reports
traffic regulations
involving speed limits,
alcohol, safety belts
I8 Policies for
environmental health
19.2 Existence of 2y (c) Agents may be lead in 19 Assessment,

programmes for
the screening of
toxic agents

blood, cadmium, mercury,
organochlorides and
salmonelia in food,
micropoilutants in
drinking-water,
sulfo-oxides in air, etc.

monitoring and control
of environmental risks
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Target Essential regional indicators
No. Description No. Description Reporting  Comment
19 Assessment,
monitoring and control
of environmental risks
{contd)
20 Water pollution 20.1 Propertion of the 2y (a) Part of global indicator
population served by No. 7; disaggregation
safe water in the home recommended by type of
or within 15 minutes’ water supply
walking distance and
adequate sanitary
facilities in the home
or immediate vicinity
21 Air pollution 21.1 Existence of laws, ad hoc (¢) Description of the existing
regulations, guidelines system required
and programmes for
monitoring and control
of air quality
22 Food safety 22.1 Existence of national 6y (c) Description of the systems
systems for evaluation required, including specific
and surveillance of measures concerning
food safety biological and chemical
pollutants and food additives
23 Hazardous waste 23.1 Existence of a national 6y (c) Description of the system

system for monitoring the
generation, transportation
and disposal of hazardous

wastes

required
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Optional regional indicators Target
No. Description Reporting  Comment No. Description
19.3 Existence of programmes ad hoc {c¢) Description of programmes 19 Assessmeni,
for the determination dealing with national monitoring and control
of human exposure to exposure, exposure at work of environmental risks
ionizing radiations and in the home, medical {contd)
application, proximity of
nuclear plants, etc.
20.2 Proporticn of the 2y {d) Information from water 20 Wazier poliution
population using water quality control services and
complying with WHO from the global water quality
guidelines for water monitoring project
quality (GEMS/WATER)
Member States are 21 Air pollution
encouraged to report on
exposure to selected types of
air pollution when such
information is available;
WHO will make use of the
information from the global
environmental monitoring
system {GEMS/AIR)
22.2 Qutbreaks of food 2y (d) See alse indicator of intestinal 22 Food safety
poisoning infectious diseases (4.3)
23.2 Major chemical accidents ad hoc (c) 23 Hazardous waste

reported
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Target

Essential regional indicators

No. Description No. Description Reporting Comment
24 Human seltlemen: 24.1 Existence of policies and 6y (c) National guidelines and
and housing programmes for housing standards in terms of indoor
and human settlements living space, occupancy, basic
amenities, etc, should
be indicated
25 Working environment 25.1 Existence of laws, 6y (c) Description required; as far
regulations and as possible, place of work
programmes for should be mentioned,
assessment and including the home
monitoring of risks
related to work
25.2 Incidence of certified 2y (a) Due to national differences in
occupational diseases recording, international
comparisens will be based
on trends only; national
definition of occupational
diseases required; see
also accidents related to
work (11.5)
26  Health system based 26.1 Proportion of the 6y (b) Global indicator Ne. 7;
on primary health population for whom information from CFF item 5
care (PHC) PHC is available
26.2 Existence of laws, 6y (b) Information from CFF

regulations and
established practices
for the orientation of
the health system
following the PHC
approach and
principles

item 5, where points to be
considered are listed

178



Optional regional indicators

Target

No. Description Reporting Comment No. Description
Member States are invited to 24 Human setilement
report on national indicators and housing
for monitoring their housing
and human settlement
policies, including elements
such as accessibility for
disabled persons, indoor
climate, etc.

25 Working environment
26 Health system based

on primary health
care (PHC)
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Target Essential regional indicators
No. Description No. Description Reperting Comment
260  Health sysiem based 26.3 Existence of a mechanism 6y (b) Global indicator No. 2;
on primary health for involving people in the information from CFF item 7
care (PHC) implementation of
(contd) national health strategies
27 Distribution 27.1 Percentage of national 2y (b) Global indicator No. 4;
of resources health expenditure description in CFF item 9
devoted to local health
care (first-level contact)

27.2 Distribution of resources: 2y (a) Global indicator No. 5;
ratio between population this series of indicators may
and health facilities and be disaggregated by
personnel (primary care geographical area (urban,
units, hospital beds, rural) and by type of service
physicians, qualified provided (primary care,
nurses, auxiliary nursing preventive/curative, ¢tc.)
personnel, midwives,
dentists, pharmacists)

28 Content of primary 28.1 Proportion of children 2y (a) Disaggregation by age,

health care under 5 fully immunized according to national

regulations; global indicator
No. 7 includes immunization
against diphtheria, tetanus,
whooping cough, measles,
poliomyelitis and
tuberculosis

28.2 Proportion of the Information to be coliected in

population using
contraceptive methods,
by age, sex and type
of method

interview surveys and from
family planning services;
WHO should advise on
proper methodology and
survey instruments, and
disseminate examples
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Optional regional indicators

Target

No. Description Reporting Comment No. Description
26 Health system based
on primary health
care (PHC)
(contd)
27.3 Proportion of doctors and 2y (d) Disaggregation by type of 27 Distribution
nurses working in primary service and geographical area of resources
health care
27.4 Percentage of the 6y (d) Information from national
population covered by health services, public
public or insurance funds insurance funds, private
insurance funds
28.3 Proportion of children ad hoc (b) Extension of global indicator 28 Conten!t of primary
under 5 having permanent No. 7; information from CFF health care
services for child care item 5
available in the
community
28.4 Proportion of pregnant ad hoc (b) Information for
women receiving antenatal indicators 28.3 to 28.6 from
care according to routine reporting systems,
nationally recommended MCH reports and/or analysis
schedule of samples of hospital and
maternity records
28.5 Induced abortion per 2y (d)
1000 live births, by age
28.6 Deliveries before age 15 6y (d)

per 1000 girls aged [0-14
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Target

Essential regional indicators

No. Description No. Description Reporting  Comment
29 Providers of primary 29.1 Existence of mechanisms ad hoc (b) Description of measures
health care for ensuring full utilization taken for reorienting
of human resources in the the work of health
implementation of manpower, facilitating
primary health care teamwork, public
involvement, family care,
mutual aid groups, etc.;
more research needed for
further development of
indicators; information
from CFF items 7 and &
30  Coordination of 30.1 Existence of 6y (b) Health councils; see also CFF
community resources mechanisms at community items 7 and 13, and global
level for the coordination indicator No. 2
of services provided
by different sectors
31 Quality of services 31.1 Existence of mechanisms 6y (b) Infant mortality, maternal

for the assessment of
quality of care

mortality and perinatal
mortality will also be used
as indicators of quality of
care; information from
CEFFitems 17 and 18
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Optional regional indicators Target

No. Description Reporting  Comment No. Description

29 Providers of primary
health care

30 Coaordination of
community resources

31.2 Incidence of 2y (a) Information for 3l Quality of services
accidental poisoning by indicators 31.2to 31.4
pharmaceuticals and from routine reporting,
biologicals hospital reports and/or
sample survey of
31.3 Mortality due to: 2y (a) hospital records; Member
® appendicitis (540-543) States are invited to

report on the indicators

they use for assessing

quality of services;

further research is needed

on other indicators to
measure the “commitment to
quality™, such as frequency
of post-mortem examinations,
utilization of supporting
services (X-ray,

laboratory, etc.)

® inguinal hernia (550}

31.4 Incidence of nosocomial 6y (d)
infections
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Target

Essential regional indicators

No. Description No. Description Reporting  Comment
32 Research support to 32.1 Existence of a research 2y (b) Information from CFF
strategies for HIFA plan based on the national item 19
strategy for HFA
32.2 Existence of a national 2y (b) Information from CFF
mechanism for the item 19
coordination of health
research
32.2 Proportion of public 6y (c)
health expenditure spent
on research
33 Health policies 33.1 Endorsement of HFA ad hoc (b) Global indicator No. [;
Sformulation policies at the highest CFF item 2
official level
33.2 Existence of a national ad hoc (b) Information from CFF
strategy for HFA item 3
34  Planning and resource 34.1 Percentage of GNP spent 2y (b) Global indicator No. 3; in
allocation on health addition, Member States
should report on measures
taken for the reorientation of
the health management
process; information from
CFF item 6
35  Health information 35.1 Existence of a national 6y (c) Description of the system
system information system should include information
covering the information for health management,
needs of the national reporting on strategies, health
strategy documentation and
information of the pubtlic
35.2 Number of regional and 2y (¢)

global indicators for
which information is
available
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Optional regional indicators Target
No. Description Reporting  Comment No. Description
Member States are invited to 32 Research support to
report on naticnal indicators straregies for HFA
used to assess the support
given to research projects
directly oriented towards the
national strategy for HFA (in
terms of financial resources,
number and type of
institutions involved, etc.)
33 Health policies
Jormulation
34 Planning and resource
allocation
35 Health information

system
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Target Essential regional indicators

No. Description No. Description Reporting Comment

36  Health personnel 36.1 Existence of national 6y (b) Information from CFF item §
plans for the training,
continuing education and
utilization of health
personnel, in relation to
the strategy for HFA

37  Education in 37.1 Existence of training oy (c) See afso CFF item 13
other sectors programmes on HFA
principles and implications
for professionals in other

sectors
38  Technology assessment 38.1 Existence of a mechanism 2y (e) Description of the system and
for systematic evaluation its outcome, and the type of
of health technology evaluation performed (safety,
effectiveness, efficiency,
cost, etc.)

Notes

(1) McWhinnie, J.R. Measuring disability. Paris, OECD, 1982 (OECD Social Indicator Development Programme,
Special Study No. 5). (Definitions of disability day, level of restriction, long-term disability and level of
disability are given, with model of questionnaire for data collection.)

(2) Sallivan, D.F. A single index of mortality and morbidity. HSMHA health reports, 84: 347-354 (1971).
(3) WHO Health for All Series, No. 4, p. 70.
(4) WHO Health for All Series, No. 4, p. 74.

(5) As, D. Measuring the use of time. Paris, OECD, 1982 (OECD Social Indicator Development Programme,
Special Study No. 7).

(6) WHO Health for All Series, No. 4, p. 63.
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Optional regional indicators Target

No. Description Reporting Comment No. Description
36.2 Yearly number of 2y (d) Reports should give at least 36 Health personne!
students starting information for doctors,
education in nurses, midwives, dentists,
each category of pharmacists and selected
health personnel specialists considered
per 1000 population important at national level
36.3 Yearly production in 2y (d)

each category of
health personnel
per 1000 population

37 Education in
olher sectors

38  Technology assessment

Notes (contd)

(7) WHQ Health for All Series, No. 4, p. 64.
(8) UN International Narcotics Control Board. Statistics on psychotropic substances. 1982 (DCOC. E/INCB/15983.4).
(9) UN International Narcotics Control Board. Statistics on narcotic drugs. 1982 (DOC. E/INCB/1983.3).
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Annex 3

Proposed plan of action for
the implementation of the

regional strategy for attaining
health for all by the year 2000

Introduction

This plan of action is an operational continuation of the regional
strategy and regional target documents in the sense that it shows
who should exercise the main responsibility for taking each type of
action and by what date. [ts aim 1s threefold:

® first, to provide guidelines for countries to formulate their own
plans of action for the development and implementation of their
national HFA strategies;

® second, together with the list of indicators, to constitute a tool
for the Regional Committee to monitor the implementation of the
regional strategy and to evaluate the attainment of the regional
targets;

® third, to link, even more closely, the programme of work and
the allocation of resources of the Regional Office to the support
needed by Member States and the Regional Committee in carrying
out their share of the plan.
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Actors

The plan addresses itself to the three actors who, within the context
of this Organization, share the main responsibiiity for initiating
activities for implementing the regional strategy and attaining the
regional targets: (@) Member States, both individually and collec-
tively through intercountry cooperation; (&) the Regional Com-
mittee and, through it, the consultative bodies for the European
Region; and (¢) the Regicnal Director and, through him, the entire
secretariat of the Regional Office.

It i1s strongly emphasized, in both the regional strategy and the
regional target documents, that most of the action needed to
achieve HFA 1n Europe falls, individually or collectively, within
the responsibility of Member States.

The plan stresses three types of action that may be undertaken
by Member States, namely action:

1. to determine, through the formulation of their own na-
tional HFA priorities, strategies and targets, the extent of their
contribution to the attainment of the regional strategy in general
and the regional targets in particular;

2. toreview their national machinery forintervention in HFA
priority areas and to revise it as necessary, so as to bring it more
into line with, and make it more supportive of, their own national
strategy;

3. to report at intervals to the Regional Committee on the
progress made in implementing their own national strategy and
reaching their own national targets.

Ten major areas are identified in the plan. Their listing below
reflects only the time sequence of their realization and not their
relative importance in the target document:

® managerial process and health information,;

e primary health care development;
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Regional Committee

Regional Office

quality of care assurance and health technology assessment;
health personnel;

health research;

policies affecting lifestyles;

policies and mechanisms related to environmental health;
health education;

policies ensuring the prerequisites for health;

support for social groups whose activities influence health.

In May 1982, the Thirty-fifth World Health Assembly approved
a global plan of action for implementing the global strategy for
health for all (resolution WHA35.23). It was thereby envisaged
that the regional committees would monitor the implementation of
the regional strategy every two years from 1983, and evaluate the
effectiveness of the strategy in reaching the targets every six years
from 1985.

The main responsibilities of the Regional Committee are:

e first, based on the reports by Member States, to monitor the
implementation of the regional strategy every two years and to
evaluate its effectiveness in reaching the regional targets every
siX years;

® second, on this basis, to update as necessary the regional plan
of action, strategy and targets, and list of indicators;

® third, to submit proposals on the European regional contri-
bution to the General Programme of Work every six years and on
the biennial programme budget every two years, which fully sup-
port the implementation of the strategies and the attainment of the
targets at both national and regional levels.

The main responsibility of the Regional Office is to give full sup-
port to Member States and the Regional Committee in carrying out
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their respective shares of the plan. In so doing, the four main roles
given to WHO in the European Region for the Seventh General
Programme of Work should be kept in mind:

I. to help make existing knowledge better known by identify-
ing innovative and improved health care approaches in Member
States;

2. to promote priority health research;

3. to act as a catalyst in promoting national health policy
development towards HFA principles;

4. to improve cooperation and coordination between inter-
national organizations active in the health field.

This support 1s outlined in general terms in the European
regional contribution to the General Programme of Work and, in
more detail, in the biennial programme budget. The plan of action
sets out only the major action to be taken by WHO to support
Member States and the Regional Committee in their efforts to
reach the regional HFA targets.

Future amendments
to the plan of action

The plan will have to be amended in the light of the progress that
Member States make in their HFA development, which can be
influenced by many factors. It would therefore seem logical to
update the plan in accordance with the monitoring of the imple-
mentation of the regional strategy every two years and with the
evaluation of the effectiveness of the strategy every six years.
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Plan of action

Member States

Date . . . Regional Committee  Regional Office
Action for national Reporting to
health development Regional Committee
1984
September Thirty-lourth session
to review and
endorse:
® regional target
document
@ list of indicators
® plan of action
® [986/87 pro-
gramme budget
by October Has distributed the
agreed list of regional
indicators and the
common framework
and format lor
evaluating HFA
strategies
1985
by March Have submitted Has launched a

information on global
and essential regional
indicators as a base
for evaluating the
implementation of the
global, regional and
national HFA
strategies

publicity campaign to
make both the
regional strategy and
the target documents
fully known to health
authorities at all
levels, health
professionals and the
general public
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Date

Member States

Action for national
health development

Reporting to
Regional Committee

Regional Committee

Regional Office

1985 (contd)

by June

September

Thirty-fifth session to:

® evaluate the
progress made since
the adoption of the
regional strategy
in 1980

® update the plan of
action, as necessary

Has developed and
disseminated modules
for forecasting health
situations, as a tool
for priority-setting

Has set up regional
information bases to
be used by Member
States for inter-
naticnal comparisons

Has developed and
published guidelines
enabling decision-
makers to identify
needs for information
to support their
managerial process
relative to the
regional HFA
strategy and targets

Regional Director to
stbmit a report on
the result of the
evaluation of the
regional HFA
situation and trends
since the adoption of
the regional strategy
in 1980
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Date

Member States

Action for national
health development

Reporting to
Regional Commitiee

Regional Commitiee

Regional Office

1985 (contd)
by December

Have reviewed the
health information
systems and adapted
them, as necessary, so
thai they are fully
supportive of the
managerial process
and cover at least the
list of indicators
agreed upon (36)¢

Have analysed the
national health situ-
ation in the light of
the HF A strategies
and have identified
major national health
development pri-
orities  (35)

The EACMR to sub-
mit an HFA regional
research plan based
on priorities related
to the regional targets

Has developed and
issued guidelines for
formulating the
national HFA
strategy with regard
to certain critical
European health
pelicy issues

Has developed and
disseminated scenario
methodology for
formulating the
HEA2000 strategies

1986

September

Thirty-sixth session

to:

® review and endorse
the 1988/8%
programme budget

@ review and endorse
the HF A regional
research plan

@ sct policy for in-
creased extra-
ordinary support to
regional HFA
development

Regional Director to
submit a proposal for
the regional HF A re-
search plan, for the
1988/89 programme
budget and for in-
creased extra-
budgetary financial
support to regional
HFA development

9 Numbers in parentheses refer 1o the 1arget number 10 be reached by the proposed action.

194



Date

Member States

Action for national
health development

Reporting 1o
Regional Committee

Regional Committee

Regional Office

1986 (contd)

by December

Have analysed the
national HFA policy
and strategy and
revised them, as
necessary, to ensure
that they are in line
with the regional
HFA principles and
contain clear national
targets, supportive of
the overall regional
HFA targets (34)

Have reviewed and
revised, as necessary,
the managenal
process for HFA
development, imple-
mentation, monitor-
ing and evaluation,
while ensuring full
community and
multisectoral involve-
ment  (35)

Has developed and
publicized the guide-~
lines on functional
criteria for selected
PHC issues specific to
the European context

Has diffused infor-
mation on effective
organizational pat-
terns of health service
delivery existing
throughout the
Region and identified
certain pitfalls to

be avoided

Has collected and dis-
seminated particularly
interesting national
experiences of
policies, mechanisms,
methedologies and
achievements with
regard to quality of
care and technology
assessment

1987

March

Have submitted a

monitoring report on

the formulation and

implementation of the
national HFA strategy
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Member States

Date Action for national Reporting to Regional Committee  Regional Office

health development Regional Committee

1987 (contd)

by June

September

by December

Have analysed the
overall organizational
pattern of health
service delivery and
prepared a com-
prehensive national
plan, as necessary, for
improvement of PHC
(26-30)

Have assessed and re-
viewed, as necessary,
the policy on quality
of care and health
technology assess-
ment (31,39)

Thirty-seventh session

to:

@ review a report on
monitoring of the
implementation of
the regional strategy

@ revise the regional
plan of action, as
necessary

Has diffused the re-
gional HF A research
plan and contacted
naticnal health
research councils or
equivalent authorities
to convince them of
the research needs for
HFA development

Regional Director to
submit a report on
menitoring of the
implementation of the
regional strategy

Has developed and
diffused case studies
and guidelines on co-
ordinated health man-
power planning and
on health manpower
scenarios

Has promoted the
development of model
projects on environ-
mental health
improvements for
industrialized areas
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Member States

Date . . . Regional Committee  Regional Office
Action for national Reporting to

health development Regional Committee

1987 (contd)

by December
(contd)

Has provided
guidelines and given
assistance for the
development of
policies for health
promotion, especially
in relation to schools,
workplaces, the
family and the
community

1988

September

by December

Have analysed health
manpower develop-
ment experience

and adopted com-
prehensive plans

for such development
in line with the
national HFA
strategy (37,38}

Thirty-eighth session

to:

® c¢ndorse the regional
coniribution to the
Eighth General
FProgramme of
Work

® cndorse the 1990/91
programme budget

Submit proposals for
the 1990/91 pro-
gramme budget and
the regional compo-
nent of the Eighth
General Programme
of Work

Has disseminated
basic principles and
guidelines on public
information through
collabeorating centres

Has developed guide-
lines regarding critical
HFA issues relative
1o sectors other

than health

197



Date

Member States

Action for national
health development

Reporting to
Regional Committee

Regional Committee

Regional Office

1988 (contd)

by December
(contd)

Have developed a
national HFA2000 re-
search plan that gives
priority to major areas
where knowledge is
lacking, in order to
reach the national
HFA targets (32,33)

Have reviewed public
policies that affect
lifestyle and revised
them, as necessary, to
make a healthy life-
style the easier one to
choose (13)

Have reviewed
environmental health
policy as well as
mechanisms for
mMonitoring, assessing
and controlling en-
vironmental hazards,
and revised them, as
necessary, 5o as to be
fully supportive of the
national strategy
(18,19,24)

1989
by March

Have submitted a
monitoring report on
implementation of the
national strategy
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Date

Member States

Action for national
health development

Reporting to
Regional Committee

Regional Committee

Regional Office

1989 (contd)

September

by December

Have analysed and
revised, as necessary,
public policies related
to income security,
employment, housing,
food and education,
50 as to eliminate
pockets of poverty
and areas of
deprivation and give
preferential treatment
and special support
to the most needy
and thereby provide
equal opportunities
for all to develop,
maintain and make
full use of their
health potential
(Chapter 2)

Thirty-ninth sesston

to:

® review the report
on monitoring of
the implementation
of the regional
strategy

® revise the plan of
action, as necessary

Regional Director to
report on the
monitoring of the
regional strategy

Has developed
model projects in
consumer-griented
health care

and health policy

Has prowvided
guidelines for the
special reporting on
national progress with
regard to:

@ the Expanded
Programme on
Immunization
(EPI)

@ the International
Drinking Water
Supply and
Sanitation
Decade (IDWSSD)

which is required in

the light of the global
target dates set

for 1990
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Date

Member States

Action (or national
health development

Reperting to

Regional Committee

Regional Committee

Regional Office

1989 (contd)

by December
{contd}

Have reviewed
health education
programmes and
revised them, as
necessary, 5o as
to reinforce
basic aspects of
the national
strategy

1990

by March

September

Have reported on
the national progress
in implementing
programmes which
have 1990 as their

target date:
® the EPI
® the IDWSSD

Forueth session
to:

® review the
reports on:

O the EPI
O the IDWSSD

® approve the
1992/93 pro-
gramme budgel

Regional Director
to submit a report
on regional progress
in reaching the
global targets
related to:

® the EPI]
@ the [DWSSD
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Date

Member States

Action for national
health development

Reporting to
Regional Committee

Regional Committee

Regional Office

1990 (contd)

by December

Have reviewed
activities and
practices with regard
to social groups
involved in lifestyle,
environment and self-
help issues and
adopted policies and
programmes, as
necessary, 10
strengthen their
impact in priority
areas of the national
strategy (14)

1991

by March

September

Have submitted an

evaluation report on
the effectiveness of the
national strategy and

the degree of attain-
ment of the national
targets

Forty-first session to:

® review the evalu-
ation teport on the
effectiveness of the
regional strategy
and the degree of
attainment of the
regional targets

Regional Director to
submit an evaluation
report on the
effectiveness of the
regional strategy and
the degree of atrain-
ment of the regional
rargets
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FURTHER READING

You can learn in more dctail about what you can do te help achieve health for all in other WHO publications, mwany of which
contain recommendations for practical action in specific targel areas.

Recent publications from the WHQ Regional Office for Europe have dealt with AIDS, Alcohol policies, Catering hygiene,
Childbirth, Children in hospital, Demographic trends, Drugs for the elderly, Heart disease, Infectious discases, Occupational
health. Planning, Primary health care, Sex and family planning, and Unemployment (see list of titles on the next page).
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1o the War tn Orgamization, Ristnibution ana Sales Service, 1211 Ganeva 27, Switzariand.
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Some recent books from the
WHO Regional Office for Europe

Guidelines on AIDS in Europe (1985), 45 pages, Sw.fr. [0.-

Alcohol policies edited by Marcus Grant (1985), 155 pages, Sw.fr. [9.-

Mass catering by R.H.G. Charles (1983), 72 pages, Sw.fr. 13.-

Having a baby in Eurape: report on a siudy (1985), 157 pages, Sw.fr. 13.-

Care of children in hospital: report on a study by Else Stenbak, with illustrations by Lilian Brogger
(1986), 68 pages, Sw.fr. 12.-

Demographic trends in the European Region.: health and social implications edited by A.D. Lopez &
R.L. Cliquet {1984), 188 pages, Sw.r. 22.-

Drugs for the elderly (1985), 147 pages + index, Sw.fr. 25.-

Protecting the health of the elderly: a review of WHQ aciivities by M. Skeet (1983), 125 pages,
Sw.fr. I1.-

Primary prevention of coronary heart disease.: report on a WHO meeting (Anacapri 1984) (1985),
96 pages, Sw.fr. 10.-

Infectious diseases in Ewrope by B, Velimirovic (1984), 330 pages, Sw.fr. 35.-

Qccupational hazards in hospitals: report on a WHQO meeting (The Hague (981) (1983), 68 pages,
Sw.fr. 7.-

Qccupational health aspects of construction work by P. Grandjean (1983), 28 pages, Sw.ir. 4.-

Women and accupational health risks.: report on « WHQ mecting (Budapest 1982) (1983), 41 pages,
Sw.fr. 4.-

The planning of heaith services: studies in eight Luropean comniries edited by G. McLachlan (1980),
252 pages, Sw.fr. 20.-

The health cenire concept in priniary heaith care by R. Kohn (1983). 236 pages, Sw.{r. 20 .-

Sexand fumily planning — howwe teach the young: report onasrudy by B. Lewin (1984), 170 pages,
Sw.ir. 15.-

Health policy implications of unemployment by G. Westcott, P.-G. Svensson and H.F.K. ZdlIner
(1985), 409 pages, Sw.fr. 40.-

WHO ““health for all”® series

Selected important documents on WHO's policies, strategies and processes
(separate editions in Arabic, Chinese, English, French, Russian and Spanish)

—

. Alma-Ata 1978, Primary health care (1978), 79 pages, Sw.fr. 5.-
2. Formulating sirategies for health for all by rhe year 2000, Guiding principles and essential issues
(1979), 59 pages, Sw.fr. 5.-
Global strategy for health for all by the year 2000 (1981), 90 pages, Sw.fr. &.-
4, Developmeni of indicalors for monitoring progress iowards health for all by the year 2000 (1981),
91 pages, Sw.fr. 8.-
5. Managerial process for national health development. Guiding principles for use in suppoit of
strategies for heaith for all by the year 2000 (1981}, 61 pages, Sw.fr. 6.-
6. Health programme evaluaiion. Guiding principles for its application in the managerial process for
national health developnient (1981), 47 pages, Sw.ft. 4.-
7. Planofaciion for implementing the global strategy for health for all by the year 2000 and index ro
the “health for all” series, No. 1-7 (1982), 58 pages, Sw.fr. 6.-
Seventh general programme of work covering the period 1984-1989(1982), 153 pages, Sw.fr. 8.-
9. Glossary of terms used in the “healith for all’” series No. -8 (1984), 36 pages. Sw.fr. .-
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WHO publications may be obtained, direct or through booksellers, from:

ALGERIA : Entreprise nationale du Livre (ENALY 3 bd Ziroul Youcel.
ALGIERS

ARGENTINA ; Carlos Hirsch SRL, Florida [63. Galerias Guemes. Escri-
torio #51/465, BUENQS AJRES

AUSTRALIA : Hunicr Publications, $8A Gipps Strect, COLLINGWOOD,
VIC 3066 — Ausiralian Governmen! Publishing Service [Maif order
safes). P.O. Box 84, CANBERRA A.C.T. 2601 or aver the counter fromn
Ausiralian Government Publishing Service Bookshops of: 70 Alinga
Street, CANBERRACITY AC.T. 26001 294 Adelaide Streel, BRISBANE.
Quecnsland 4000 347 Swansion Sirect, MELBOURNE. VIC 3000;
309 Pi Sirecl, SYDNEY. N.S.W. 2000: M1 Newman House,
200 SL George's Tecrace, PERTH. WA 6000; Industry House, 12 Pirie
Sireel. ADELAIDE, SA 5000: 156 -162 Macgquarie Sireet, HOBART,
TAS 7000 — R. Hill & Sen Lid, 608 51 Kilda Road, MELBOURNE.
VIC 3004; Lawson Hause, 10-12 Clark Sueel, CROWS NEST.
NSW 2065

AUSTRIA : Gerold & Co.. Graben 31, 1011 VIENNA I

BAHRAIN: United Schools Internalional, Arab Regional Office. P.O.
Box 726, BAHRAIN

BANGLADESH: The WHO Progmmme Coordinator, G.P.O. Box 250.
DHAKA §

BELGIUM : For books: Offce International de Librairic s.a., avenue Mar-
nix 30, L0350 BRUSSELS. For periedicals and subscriptions.: Office Inter-
national des Péciodiques, avenue Mamix 30. 1050 BRUSSELS — Swb-
seriptions fo World Health only: Jean de Lannoy. 202 avenuc du Roy,
1060 BRUSSELS

BHUTAN : sec India. WHO Regional Office

BOTSWANA; Botsalo Books (Piy) Lid.. P.O, Box 1532, GABORONE

BRAZIL: Biblioteca Regional de Medicina OMS/QPS, Unidade de Venda
de Publicagses, Caixa Postal 20.381, Vila Clementino, 04023 5AQ
PAULO. S.P.

BURNMA : see India. WHO Regional Office

CANADA: Canadian Public Health Association, 1335 Carling Avenue.
Suite 210, OTTAWA. Oni. KIZ B3N8, {[Tel: (613)725-3769.
Télex: 21-053-3841)

CHIMNA : China National Publications Impan & Export Corporation, P.O.
Box 88, BEJING {PEKING)

CYPRUS: “MAM™ P.O. Box 1722, NICOSIA

CZECHOSLOVAKILA : Ania, ¥e Smeckach 30. 11127 PRAGUE |

DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA : s¢e India, WHO
Regional Otice

DENMARK: Munksgaard Export and Subseription Service, Nerre
Sogade 35, 1370 COPENRAGEN K {Tcl: +45 | 12 85 70)

ECUADOR: Libreria Cientifica S.AL P.O. Box 362, Luque 223, GUAYA-
QUIL

EGYPT: Ositis Office lor Books and Reviews, 50 Kasr Eb Nil Sireel,
CAIRO

FLJ1: The WHO Programme Coordinator. P.O. Box 113, SUvA

FINLAND: Ak inen  Kirjak Keskusk 2.
HELSINKI 10

FRANCE: Librairtc Arnetie, 2 rue Casimir-Delavigne. 75006 PARIS

GABOMN: Librairiec Universitaire du Gabon, B.P. 3831, LIBREVILLE

GCERMAN DEMOCRATIC REPUBLIC: Buchhaus Lezipzig. Posl-
lach 140, 7G1 LEIPZIG

GERMANY, FEDERAL REPUBLIC QF : Govi-Verlag GmbH, Ginnhei-
mersirasse 20, Postfach 5360. 6236 ESCHRORN — W.E Saarbach
GmbH. Tradis Diffusion, Neuc Eiler Sirasse 50, Postfach $00369.
5000 COLOGNE | — Buchhandlung Alexander Hom, FEriedrich-
sirasse 39, Postfach 3340, 6200 WIESBADEN

GHANA: Fides Entreprises. £.0. Box 1628, ACCRA

GREECE: G. C. Eleltheroudakis S.A.. Librairic intemationale. rue Ni-
kis 4, ATHENS (T. 126}

HAITI: Max Bouchereau, Librairie « A la Caravelic », Boite postale 111-B.
PQRT-AU-PRINCE

HONG KONG- Hong Kong Government Information Services, Beacons-
ficld House, 6th Floor, Queen's Road, Cenurl, VICTORIA

HUNGARY: Kulura, P.O.B. 149, BUDAPEST 62 — Akadémiai Kény-
vesboll, Vici uiea 22, BUDAPEST V

ICELAND : Snacbjom Jonsson & Co.. P.O. Box 1131, Hafnarstraei 9.
REYKJAYIK

INDIA : WHO Regional Office for South-East Asia, World Health House,
Indraprastha Estate. Mahatma Gandhi Road, NEW DELHI | 10002

INDONESIA: P.T. Kalman Media Pusaka. Pusat Perdagangan Senen,
Black 1. 41h Floor, P.O. Box 3433/JkL JAKARTA

TRAN (ISLAMIC REPUBLIC OF): Iran University Press, 85 Park
Avenue, P.O. Box 54/551, TEHERAN

IRAQ: Ministry of Informartion, National House for Publishing, Disiribut-
ing and Advertising, BAGHDAD

IRELAND: TDC Publishers. 12 MNonh Frederick Street, DUBLIN |

. (Tel; 734835-749677)

ISRAEL: Heiliger & Co., 3 Nathan Strauss Strees. JERUSALEM 94227

ITALY: Edizioni Minerva Mcdica. Corso Bramante 8385, 10126
TURIN: Via Lamarmora 3, 20100 MILAaN

JAPAN: Maruzen Co. Lid. P.O. Box 3030. TOKYO [nternational,
100-31

JORDAN: Jordan Book Centre Co. Lid., University Street, P.O. Box 301
(Al-Jubeiha), AMMAN

KUWAIT: The Kuwait Bookshops Co. Lid. Thunayan Al-Ghancm Bidg.
P.C. Box 2942, KUWAIT

LAC PEOPLE'S DEMOCRATIC REPUBLIC: The WHO Programme
Coordinator. P.QO. Box 343, VIENTIANE

LEBANON: The Levant Distributors Co. S.A.R.L., Box 118), Makdassi
StrecL Hanna Bidg. BEIRUT

LUXEMBOURG : Librairic du Centre. 49 bd Royal. LUXEMBOURG

00101

MALAW]:  Malawi
BLAMNTYRE 3

MALAYSIA: The WHO Progremme Coordinator, Room 1G04, 10th
Floor, Wisma Lim Foo Yong (formerly Filzpatrick’s Building). Jalan
Raja Chulan, KUALA LUMPUR 05-10; P.Q. Box 2550, KuAaLa
LUMPUR 0} ~02 — Parry’s Book Cenier, K. L, Hilton Hotel. Fn.
Treacher. P.Q. Box %40, KUuALA LUMPUR

MALDIVES: sec India, WHQ Regional Office

MEXICO: Libreria Internacional, S.A. de €. V., av. Sonora 206, 06100-
MEXICO, D.F.

MONGOLIA: see India, WHO Regional Office

MOROCCOQ: Editions La Porie. 281 avenue Mohammed ¥. RABAT

MOZAMBIQUE: INLD. Caixa Postal 4030. MAPUTO

NEPAL: see Lndia, WHO Regional Office

NETHERLANDS: Medical Books Europe BV, Noordcrwal 38, 7241 BL
LOCHEM

NEW ZEALAND: Government Printing Office. Publications Section,
Mulgrave Strect. Privaie Bag, WELLINGTON 1: Walier Streei, WEL-
LINGTON: World Trade Building. Cubaeade. Cuba Street. WELLING-
TON. Gavernment Bocksheps et : Hannaford Burton Building, Rutland
Sireet, Privale Bag, AUCKLAND: 159 Hereford Sireel, Privaie Bag.
CHRISTCHURCH . Alexandra Street, P.C. Box 857, HAMILTON . T& G
Building, Princes Street, P.O. Box 1104, DUNEDIN — R. Hill & Son,
Ltd. Ideal House. Cnr Gillies Avenue & Eden S1.. Newmarkel, AUCK-
LAND!

NIGERIA: Unmiversity Bookshop Migeria Lid. University of I[badan,
1BADAN

NORWAY: 1. G. Tanum A/S, P.Q, Box 1177 Sentrum. GSLO |

PAKISTAN: Mirza Book Agency. 63 Shahrah-E-Quaid-E-Azam. PO,
Box 729. LAHORE 3: Sasi Limiled, Sasi Centre, G.P.O. Box 779. L1
Chundrigar Road. KARACHI

PAPUA NEW GUINEA: The WHO Programme Coordinalor, P.Q.
Box 646, KONEDOBU

PHILIPPINES : World Health Qrganizalion, Regianat Office for the Wes-
1lem Pacific, P.O. Box 2932, MANILA — The Modem Book Company
Inc.. P.O. Box 632, 922 Rizal Avenve, MANILA 2800

POLAMD: Skladnica Ksicgarska, ul Maxowiecka 9, 06052 WARSAW fex-
cepi periodicals) — BKIWZ Ruch, ul Wronia 23, 00840 WARSAW {per-
iedicals onfy)

PORTUGAL: Livraria Rodrigucs, 186 Rua da Ouro, LISBON 2

REPUBLIC OF KOREA : The WHQ Programme Coordinitor. Central
P.O. Box 340, SEQOUL

SIERRA LEONE : Njala Universily College Bookshop (Universily of Sier-
ra Leone). Privaic Mail Bag. FREETOWN

SINGAPORE: The WHO Programme Coordinalor, 144 Mou!mein Road.
SINGAPOQRE 1130; Newton P.O. Box 31. SINGAPORE 9122 — Sclect
Books (P1e} Lid. Tanglin Shopping Cenire. 19 Tanglin Road 03-13,
SINGAPORE 10

SOUTH AFRICA : Contacl inayor buok stares

SPAIN: Ministerio de Sanidad y Consumo. $ervicio de Publicaciones,
Paseo del Prado 18-20, MADRID-14 — Comercial Athencum S.A .,
Conscjo de Ciento | }-136, 08015 BARCELONA: General Moscar-
46 29, MADRID 20 — Libreria Diaz de Santos. Lagasca 95 y Maldon-
ado 6. MADRID 6: Balmes 417 y 419, 08022 BARCELONA

SRI LANKA : see India, WHO Regional Office

SWEDEN: for books: Aklicbolaget C.E. Fritzes Kungl. Hovbokhandel,
Regeringsgatan 12. 103 27 STOCKHOLM. For periodicols : Wennergren-
Williams AB, Box 30004, 104 25 STOCKHOLM

SWITZERLAND: Medizinischer Verlag Hans
Strasse 76, 3012 BERN ¢

THAILAND: sec Endia, WHOQ Regional Office

TUNISIA: Socicié Tunisienne de Dsffusion. 5 avenuc de Carthage,
TUNIS

TURKEY : Haser Kilapevi, 469 Istiklat Caddesi. Beyoglu, ISTANBUL

UNITED KINGDQOM : H.M. Siationery Office: 49 High Holbom, LON.
DON WCIV 6HB; L3 a Casile Sirect, EDINBURGH EH2 JAR ; 80 Chi-
chester Sireer, BELFAST BTI 4)Y : Brazennose Streel, MANCHESTER
MGO BAS: 258 Broad Strect, BIRMINGHAM Bl 2HE: Southey House,
Wine Sireet. BRISTOL BSI 2BQ. AN mail orders should be sent to:
HMSO Puhlications Cenire, 51 MNine Elms Lams. LONDON SW8
5DR

UNITED STATES OF AMERICA : Copics of individue! publications fror
subscripiionst: WHQO Publicadons Cenler USA, 49 Sheridan Avenue.
ALBANY.NY 12210. Swbscripiion orders and correspondence concerning
subscriptions showld be addressed to the Wortd Health Organization.
Distribution and Sales, 1211 GENEVA 27, Swiizerland. Publications are
afso available from the Uniled Nations Bookshop, NEW YORK.
NY 10017 frerzil only?

URUGUAY : Libreria Agropecuaria S.R. L., Casilla de Corree 1755, Alzai-
bar 1328. MONTEVIDEO

USSR Forreaders in the USSR requiring Russiar editions | Komsomolskij
prospekt L8, Medicmskaja Kniga, MOSCOW — For readers owlside the
USSR requiring Russion ediifons : Kuzneckij most 18, MeZdunarodnaja
Kniga. MOSCOW G-200

VENEZUELA: Libreria de) Esic. Apartado 60,337, CARACAS 106 —
Libreria Médica Paris, Apartado 6G.651. CARACAS 106

YUGOSLAVIA: Jugoslovenska Knjiga, Terzije
BELGRADE

ZAIRE: Librairic universitaire, avenuc de la Paix N9 167, B.P. 1682,
KINSHASA |

Book Service. P.O. Box 30044, Chichil,

Huber,  L3nggass

1L 11000

Special terms for developing countries are obtainable on application to the WHO Programme Coordinators or WHO Regional
Officas listed above or 10 1he World Health Organization, Distribution and Sales Service, 1211 Geneva 27, Switzerland. Orders
from countries where sales agents have nol yetl been appointed may alsc ba sent to the Geneva address, but must be paid for in
pounds sterling, US dollars, or Swiss francs. Unesco book coupons may also be used.

Price: Sw. fr. 20 .—

Prices are subject to change without notice.
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