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WHO worldwide

Map 11. WHO regional offices and the areas they serve, 1998

Chapter XI of WHO’s Consti-
tution provides that the
World Health Assembly may

establish a regional organization to meet
the special needs of a geographical area.
Each regional organization is an inte-
gral part of WHO, and consists of a re-
gional committee and a regional office.
Regional committees are composed of
representatives of the Member States
and Associate Members in the region
concerned, and their functions include
the formulation of policies governing
matters of an exclusively regional char-
acter, and the supervision of regional
office activities. The regional office is
the administrative organ of the regional
committee, and also carries out within
the region the decisions of the World
Health Assembly and Executive Board.
The head of the regional office is the
Regional Director appointed by the Ex-
ecutive Board in agreement with the
regional committee.

The decentralization of the activi-
ties of WHO was one of the most dif-
ficult and complex problems facing the
First World Health Assembly. How
many regions should be created? What
groups of countries should they in-
clude? How soon should regional or-
ganizations be instituted? What would
be the financial impact? It was sug-
gested that the following factors should
be taken into account: the health level
of countries to be included; the possi-
ble existence in those countries of a
permanent epidemic focus; the extent
to which they had managed to over-
come the health consequences of war;
the efficiency of their health adminis-
tration; and their capacity to resolve
their problems.

Six WHO regions were estab-
lished: Africa, the Americas, Eastern
Mediterranean, Europe, South-East
Asia, Western Pacific. The Assembly
decision as regards Europe was lim-
ited to the setting-up at an early date
of a temporary special administrative
office to deal with the health reha-
bilitation of war-devastated countries.
In the Eastern Mediterranean area,
it was decided to integrate the exist-
ing Alexandria Regional Bureau with
WHO as soon as possible. An agree-
ment was concluded with the Pan
American Sanitary Organization: the
Pan American Sanitary Bureau in
Washington, DC, would assume, in
addition to its former functions, the
new role of WHO Regional Office for
the Americas.

Map 11 shows the distribution of
countries among the six WHO regions
and the location of the regional
offices.
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46 Member States
Population (1997): 612  million

GNP per capita
● Regional average (1995) $ 564

min.: Mozambique $  80
max.: Seychelles $ 6 620

● Annual average growth rate
(1985-1995)
min.: Gabon -8.2 %
max.: Botswana 6.1 %

Africa

Almost all the countries of the Region
were under colonial rule up to the end
of the 1950s. The 1960s witnessed a
“bumper harvest” of independent
African countries. Over 30 countries
became independent between 1960
and 1969. The 1970s added six coun-
tries. Zimbabwe gained independ-
ence in the 1980s, and Eritrea,
Namibia and South Africa joined in
the 1990s.

Another important determinant
during this period was political insta-
bility. In some countries this culmi-
nated in civil strife and wars: eight
countries were affected, at one time
or another. In most of such affected
countries, hundreds of thousands of
people were displaced and the refu-
gee problems compounded the health
problems of the day. In some other
countries, political instability and the
attendant absence of peace destabiliz-
ed health sector development.

At independence, socioeconomic
development was a challenge, and the
opportunity of securing favourable
trade terms was not missed by some
countries. More school and health
facilities were built, not only in the
urban areas but also in the rural ar-
eas. By the end of the 1970s, access
to health and education had im-

proved. Literacy rates increased but
were still below 20%. The population
growth rate was still relatively low at
about 2.5%, and there was limited
growth in urbanization. Of the 25
countries that were recognized as
least developed countries at that time,
13 were in the Region.

The 1980s were the decade of
economic reform, following the 1979
oil crisis. The objectives of the re-
forms, for most countries, were to
respond to both internal and external
disequilibria created by the world-
wide economic crisis. They usually
involved the implemention of the
IMF/World Bank “packaged” struc-
tural adjustment programmes. The
1980s generally witnessed an increase
in economic uncertainty, little or no
investment, a decrease in food self-
reliance and an increase in external
debt. The population growth rate in-
creased to 2.8%, and unchecked
growth in urbanization created a new
class of poor people in the urban areas.

By the 1990s, the negative effects
of economic reforms became more
vivid. Twenty-one countries had a
lower real, as well as nominal, aver-
age growth rate in 1991-1995 than
they had in 1980-1985.

Health trends

During the immediate post-inde-
pendence period, health develop-
ment in the Region called for re-

Algeria
Angola
Benin
Botswana
Burkina Faso
Burundi
Cameroon
Cape Verde
Central African

Republic
Chad
Comoros
Congo
Côte d’Ivoire
Democratic

Republic of
the Congo

Equatorial Guinea
Eritrea
Ethiopia
Gabon
Gambia
Ghana
Guinea
Guinea-Bissau
Kenya

Lesotho
Liberia
Madagascar
Malawi
Mali
Mauritania
Mauritius
Mozambique
Namibia
Niger
Nigeria
Rwanda
Sao Tome and

Principe
Senegal
Seychelles
Sierra Leone
South Africa
Swaziland
Togo
Uganda
United Republic

of Tanzania
Zambia
Zimbabwe

Tables concerning demography, health indica-
tors and GNP are based on United Nations and
World Bank estimates. All other information is
from regional sources.
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sponses in four strategic areas: devel-
opment of human resources for
health; promotion of environmental
hygiene; epidemiological surveillance
and control of communicable dis-
eases; and strengthening of health
services.

Many countries made the devel-
opment of infrastructure the focus of
their health policy, to help improve
the coverage and management of the
health problems of their populations.
But the results obtained were uneven
because of limited investment capac-
ity. Quite often, achievements could
not be maintained except through
international cooperation and com-
munity initiatives. Infrastructure ex-
pansion was noted in some cases but
did not measure up to needs.

The deterioration of the economic
and financial situation in recent years
has been felt particularly in the health
sector. Health investment has virtu-
ally ceased. The social sectors, includ-
ing the health sector, have been the
hardest hit by the worsening trend of
budget deficits. There is still imbal-
ance between expenditure on terti-
ary care and expenditure for local
care, to the detriment of the latter.

The development of human re-
sources for health has been a top
priority and substantial efforts have
been made to provide a generation
of trained personnel of all categories,
such as physicians, nurses, midwives,
laboratory technicians, sanitary engi-
neers, etc. However, in most coun-

tries, the targets in terms of ratio to
the population have not been
achieved. Qualified specialists were
produced but did not always remain
in the countries or the public sector
because of the brain-drain phenom-
enon, or because they were lured
away by non-national institutions. In
some cases, the training provided was
not entirely adequate or appropriate.

The reform of medical education
has received special attention. Efforts
are being made to define the profile
and the skills of the 21st century medi-
cal practitioner, to improve the func-
tions of nurses and midwives and to
redirect them towards primary health
care services. Unfortunately, the im-
pact of these reforms has not yet been
felt. The low output of health institu-
tions and poor performance of health
personnel are still major concerns in
a large number of countries. The
impoverishment of health personnel
is undermining the public sector’s
capacity to respond.

An increasing number of countries
are worried about the general degra-
dation of the environment and the
inability of their health structures to
address the problem. The substantial
increase in the volume of industrial
and domestic wastes poses a threat,
given the inadequacies of waste dis-
posal systems in a large number of
countries. The risk of water contami-
nation and soil degradation by chemi-
cal pollutants is also a real problem,
yet to be solved in many cases.

1975 1997 2025 No. of Member States
Selected health-for-all which have not met
(HFA) indicators Average Max. Min. Average Max. Min. Average Max. Min. HFA targets the HFA targets in 1997

Life expectancy at birth 46 64 35 53 72 38 65 77 51 > 60 39
(years)
Infant mortality rate 125 197 47 89 169 16 47 99 7 < 50 40
(per 1000 live births)
Under-5 mortality rate 200 294 51 139 251 16 66 139 6 < 70 40
(per 1000 live births)
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Even so, plans were developed
without a clear vision and, in some
cases, there is no long-term planning
culture. Sometimes, lack of political
commitment and instability in coun-
tries have limited the capacity to re-
spond to needs. Management capac-
ity, including capacity to implement
plans, remains weak. Health informa-
tion systems are still inadequate. Ac-
cess to health care is generally ineq-
uitable, particularly for the rural
populations who are underserved.
Health for all, but not health for eve-
ryone, has been given due considera-
tion, but insufficient emphasis has
been given to ensuring access to a
minimum package of health care,
 including curative care.

Public interest in health matters
has grown in recent years, partly as a
result of the increase in the volume
and circulation of information pro-
vided by the media. More and more
newspapers and magazines are devot-
ing special columns and pages to
health. This has improved knowledge
and stimulated the quest for informa-
tion.

Economic difficulties and the de-
clining literacy rate in some countries,
or among certain population groups,
are hampering efforts made in public
education. Some countries have
therefore explored innovative means
of ensuring the adequate production
and distribution of information on
health. There is increasing recogni-
tion of the need for a national policy
on health information and education,
especially within the context of social
mobilization for health.

The countries in the Region have
made substantial investment in ma-
ternal and child health, and inte-
gration of activities has been im-
proved, especially immunization serv-
ices and maternal and child health
services. Even so, less than 50% of the
countries have a coverage rate of over
50% for antenatal care, and less than

Death rates: age- and sex-standardized, and age-specific,
1955-2025 estimates (per 100 000 population)

Age group 1955 1975 1995 2025

Age- and sex-standardized 2 670 2 013 1 645  936
0-4 7 243 4 966 3 439 1 431
5-19 1 178  821  612  238
20-64 1 446 1 099  994  544
65+ 9 299 8 011 7 159 5 717

A decline in food self-sufficiency,
as well as the risk of chronic famine,
have been observed in many coun-
tries of the Region in recent years.
Furthermore, food insecurity and
improper dietary habits bring a phe-
nomenon of deficiency malnutrition
which particularly affects preschool
children and pregnant women.

The number of smokers continues
to increase in the Region, particularly
among adolescents. Similarly, abuse
of alcohol and other toxic substances,
including drugs, calls for vigorous
action.

Access to safe water and ad-
equate sanitation is still far from the
set targets, including those of the In-
ternational Drinking Water Supply
and Sanitation Decade. This is par-
ticularly true in the rural parts of most
countries, where the average propor-
tion of people with access to safe
drinking-water is below 60%, while
access to appropriate sanitation is less
than 50% (as compared to the 90%
targeted for the year 2000).

National health systems have been
developed and consolidated, with
special emphasis on the district health
subsystems. Better integration and
management of priority programmes
such as immunization, control of
diarrhoeal diseases, essential drugs
and vaccines constitute important
achievements, since commendable
results have been observed in terms
of service coverage and impact on
diseases.
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40% of mothers have access to assist-
ance from qualified personnel during
childbirth.

The strategy of national immuni-
zation days has helped to maintain a
high level of immunization coverage.
Average immunization coverage in
the Region is 68% for BCG, 58% for
DPT3 and 60% for measles, but the
coverage rate in highly populated
countries is below 50%. Tetanus tox-
oid immunization coverage among
women of childbearing age is esti-
mated at 38%.

The effective prevention and con-
trol of communicable diseases called
for effective epidemiological sur-
veillance systems. A series of con-
certed efforts was made during the
1980s in all countries, but the capac-
ity to detect the epidemics that are
common is still weak. Consequently,
countries in the Region are still ex-
periencing high case-fatality rates and
disruption of health services due to
outbreaks. The reduction in the mor-
bidity caused by the most prevalent
communicable diseases such as ma-
laria, tuberculosis, leprosy and mea-
sles is still insufficient. Some diseases
that were thought to have been con-
trolled are re-emerging.

Reporting of epidemics is more
rapid, and accelerated responses are
provided as demonstrated in out-
breaks of epidemics of Ebola virus

haemorrhagic fever in the Demo-
cratic Republic of the Congo and Ga-
bon, as well as in outbreaks of chol-
era. Mechanisms for consultation and
cooperation have been established
among countries affected by epidem-
ics of meningococcal meningitis.

For some time now, countries
have been placing increasing empha-
sis on the prevention of, and prepar-
edness for, all kinds of emergencies.
Even so, they still have to establish
the structures and mechanisms
needed. Relief plans are only rarely
decentralized to the district level.
Moreover, ministries of health gen-
erally play a limited role in the prepa-
ration of emergency response plans,
except for the control of epidemics.

Future prospects

The following opportunities have
been identified in order to project
future improvements :
● a major aspiration of people is

health, which is placed far above
education in the order of priorities;

● health sector reform is recognized
as an important process;

● the role of the community is in-
creasing in the management, or-
ganization and financing of health
services, and the community as-
pires to more decision-making
power;

Leading clusters of diseases/conditions, African Region,
selected years (indicative list)

Disease category 1960 1980 1997 2025

Infectious and parasitic 1 1 1 1
Perinatal and maternal 2 2 2 2
Malignant neoplasms
Endocrine and nutritional 4 4 5 5
Mental and behavioural
Circulatory system 5 5 4 3
Respiratory system 3 3 3 4
All external causes

● there is recognition that everyone
has the power to do something for
her/his own health and for the
health of others;

● biotechnology as well as commu-
nication and information technolo-
gies are developing;

● there is an increasing desire for
technical cooperation among de-
veloping countries.

Whereas in the past, the multiplicity
of scenarios was not properly exam-
ined, there are now more complex
situations that need to be taken into
account. The uncertain factors that
could influence future health devel-
opment in the Region are both exter-
nal and internal to the health sector.
The external factors relate to the com-
bination of political and socioeco-
nomic determinants, particularly po-
litical stability and good governance.
The internal factors reflect the com-
mitment and priority given to health
development within sustainable over-
all socioeconomic development plans.

Health development in the Re-
gion in the past decades has unfortu-
nately been characterized by formi-
dable obstacles and constraints.
Therefore, the key questions for the
future are: can the tendency be re-
versed and can the situation be
changed by people and governments?
These questions and the means of
turning round the delayed health de-
velopment of the Region must be ex-
amined in the context of current glo-
bal changes. To this end, it is crucial
to recognize the causes and explain
the determinants, to learn lessons
from past trends and to elaborate a
proper regional policy for long-term
health development in the next
decades.
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The Americas

The Region has experienced signifi-
cant advances in the health of its
population, such as increased life ex-
pectancy, improvements in commu-
nicable disease control, important
reductions in infant mortality, the
eradication of poliomyelitis, increased
immunization coverage, and impor-
tant reductions in mortality rates and
in the incidence of several major dis-
eases. Yet in spite of this progress, the
Region also faces the challenges
posed by a deteriorating environ-
ment, mass urbanization, an ageing
population, and the threats of vio-
lence and of new and emerging dis-
eases. The general improvements ex-
perienced in the health of populations
do not hide the differences and gaps
which exist between and inside coun-
tries and population groups.

Regional trends affecting health

By the mid-1990s, nearly all the coun-
tries of the Region had moved to-
wards democratic and participatory
models of government. However, se-
rious problems of governance persist.
This shift has led to the need to rede-
fine the relationship between govern-
ment and civil society through the
speedy adoption of political and or-

ganizational reforms known as State
reform. These reforms cover a broad
spectrum, but basically pursue the
goals of increased efficiency, respon-
sibility delineation, and participation.
Some responsibilities have been
transferred to the private sector and
some have been devolved to the local
level through decentralization. This
has resulted in greater participation
of local government.

The principal trends that have af-
fected the 1990s have been the on-
going process of economic globaliza-
tion and the strengthening of
subregional trading blocks. Socioeco-
nomic trends show that there are
currently more poor people in Latin
America and the Caribbean than in
the early 1980s, with the greatest con-
centration in urban areas. In absolute
terms, the number of people below
the poverty line in Latin America
grew from 197 million in 1990 to 209
million in 1994, with 65% of this
population concentrated in urban ar-
eas, although the proportion of poor
in the total rural population remained
greater than in the cities.

During the present decade, coun-
tries have implemented economic
policies aimed at recovery of eco-
nomic growth which have evolved
into following models that seek
growth while promoting social equity.
Even though the average growth rate
of the gross domestic product (3%
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Barbados
Belize
Bolivia
Brazil
Canada
Chile
Colombia
Costa Rica
Cuba
Dominica
Dominican

Republic
Ecuador
El Salvador
Grenada
Guatemala
Guyana
Haiti

Honduras
Jamaica
Mexico
Nicaragua
Panama
Paraguay
Peru
Saint Kitts and

Nevis
Saint Lucia
Saint Vincent and

the Grenadines
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35 Member States
1 Associate Member
Population (1997): 792  million

GNP per capita
● Regional average (1995) $ 12 293

min.: Haiti $  250
max.: United States $ 26 980

● Annual average growth rate
(1985-1995)
min.: Nicaragua -5.4 %
max.: Chile 6.1 %

Tables concerning demography, health indica-
tors and GNP are based on United Nations and
World Bank estimates. All other information is
from regional sources.
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tween one-quarter and one-half of
1960-1964 levels) occurred in the
higher-income countries. For the
lower-income countries, the reduc-
tion has remained at levels between
25% and 38% of 1960-1964 levels.
The population aged over 65 years of
the countries with the lowest per
capita income has seen the most sig-
nificant increases in mortality.

Between 1960 and 1970, the over-
all birth rate was, on average, over
40 per 1000 population; whereas for
1998, it is estimated to be 19.2 per
1000. Fertility rates have also de-
creased significantly in all countries.
In general, it is predicted that both
birth rates and fertility rates will con-
tinue to decline, keeping total popu-
lation growth at a slow pace, despite
the reductions in mortality. The popu-
lation over 65 is expected to continue
to grow at an average of 3% per year,
accounting for the growing impor-
tance of this population group.

The working population consti-
tutes on average 40 - 60% of the gen-
eral population of the Region. The
economically active population was
estimated at 357.5 million for 1995
and is projected to grow to 399 mil-
lion by the year 2000. The changes in
the structure and composition of the
work force also have an impact on
health. The reduction in the real in-
come of families, as well as changes
in family structure, place on women
and children the major part of the
burden of developing subsistence

between 1990 and 1996) reflects im-
provement when compared to the
1980s, it still has not recovered to lev-
els achieved in decades before that.

Demographic trends in the Re-
gion have not changed. The decline
in fertility and the ageing and urbani-
zation of the population have per-
sisted and even intensified, as have
the inequities and inequalities evi-
denced in the socioeconomic and
demographic situation of the coun-
tries. By the mid-1990s, the popula-
tion of the Americas reached 774 mil-
lion (from 331 million in 1950), nearly
13% of the current world population,
with estimates indicating that it will
reach over 1 billion by the year 2025.
In terms of population, the relative
weight of Latin America has in-
creased over time: in 1950 it ac-
counted for 48.7% of the population
of the Hemisphere; in 1995, 61.3%;
and, according to current projections,
by 2025 it will have 65.1% of the Re-
gion’s population. The population of
North America, in contrast, has fallen
from 50.1% in 1950 to 37.7% in 1995,
with estimates putting it at 33.9% by
2025.

Total mortality, with rare excep-
tions, continues to present a decreas-
ing trend, with continued increases in
life expectancy at birth. These trends
are expected to continue into the next
millennium. The percentage of
deaths in children under 1 year of age
has decreased in all countries. How-
ever, the most marked reductions (be-

1975 1997 2025 No. of Member States
Selected health-for-all which have not met
(HFA) indicators Average Max. Min. Average Max. Min. Average Max. Min. HFA targets the HFA targets in 1997

Life expectancy at birth 67 74 48 73 79 54 77 81 64 > 60 1
(years)
Infant mortality rate 60 141 14 28 82 6 15 44 5 < 50 3
(per 1000 live births)
Under-5 mortality rate 77 208 18 33 109 7 18 54 7 < 70 3
(per 1000 live births)
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strategies in order to face poverty.
These can be most readily seen in the
massive incorporation of women into
precarious working conditions and in
the early insertion of adolescents and
minors into the workforce.

Health trends

Mortality indicators have shown im-
provement in all the countries of the
Americas over the last 35 years and,
with rare exceptions, in all age groups.
However, the favourable evolution in
mortality and in the health conditions
of the population hides enormous dis-
parities between and within coun-
tries. For children under 1 year, the
gaps in mortality were stable or de-
creasing for the countries in the mod-
erate income group, but they were
high and tended to increase in coun-
tries belonging to the lower income
groups.

However, when age-adjusted mor-
tality rates are compared between
countries of similar income, reducible
gaps in avoidable deaths are signifi-
cant. The variation of mortality in the
Region is notable. However, it is pos-
sible to state that in the country with
the highest per capita income, 4.7%
of mortality in the age group 45-64
could have been avoided, whereas in
the country with the lowest income,
preventable causes accounted for 62%
of mortality in the under-65 age group.

Violence in the Region is respon-
sible for 7-25% of mortality. If cur-

causes of death in the population un-
der 5 in most of the medium- and low-
income countries of the Region.
Chronic undernutrition has replaced
acute malnutrition in infancy, which,
together with micronutrient deficien-
cies, makes up the nutritional defi-
ciency of the lower-income countries.

The AIDS and HIV epidemic
continues, while malaria has ex-
panded its borders and the popula-
tion at high risk has increased, and
dengue continues to be a serious
threat. In the case of malaria, mor-
bidity (as measured by the annual
parasite infection rate) began a steady
increase in the mid-1970s. There was
a decrease in 1993 which reversed in
1994 and 1995, reaching rates that are
more than twice those registered two
decades ago. A similar trend can be
observed with the resurgence of den-
gue. Cholera has become endemic in
several areas and countries of the
Region, although case-fatality rates
have continued to be low.

In order to provide a broader re-
sponse to the threat posed by new
and emerging diseases, the Organi-
zation will be dealing with foodborne
illness and outbreaks through the
newly redefined Pan American Insti-
tute for Food Protection and Zoon-
oses in Argentina and with new and
emerging zoonoses such as hanta-
virus, plague and equine encephali-
tis through the Pan American Foot-
and-Mouth Disease Center.

Despite the progress in expand-
ing coverage, there are serious prob-
lems related to water quality and
water supply, as well as to solid waste
disposal. As a result of the cholera
epidemic, countries have increased
investment in water supply and sani-
tation. The 1995 coverage for the to-
tal population with access to water
supply through house connections
and other acceptable means was 73%.
In the field of sanitation, by 1995 the
total coverage of wastewater and ex-

Death rates: age- and sex-standardized, and age-specific,
1955-2025 estimates (per 100 000 population)

Age group 1955 1975 1995 2025

Age- and sex-standardized 1 173 873 636 462
0-4 2 709 1 690 722 374
5-19 287 160 86 52
20-64 730 544 409 340
65+ 6 105 5 650 5 289 4 348

rent trends persist, the problem is
likely to increase, reaching epidemic
proportions in some countries. In
Latin America and the Caribbean, the
average mortality and disability attrib-
utable to occupational accidents, is
calculated to be four times greater
than that notified by developed coun-
tries, at an estimated 300 daily deaths
of workers.

Because one of the major func-
tions of the Organization is to moni-
tor the human condition in order to
detect where inequities exist and
whether the interventions designed to
correct them are effective, methodo-
logical advances that allow the analy-
sis of differences among and within
countries have been developed. The
distribution and spatial dynamics of
inequalities in health status and liv-
ing conditions are being analysed by
coupling cartographic information
with basic data on health indicators.

Much has been accomplished in
the struggle against disease in the
Americas. The Region remains free
of circulating wild poliovirus, and
there has been enormous progress
towards the elimination of measles
and neonatal tetanus. The number of
episodes of acute diarrhoeal disease
have been markedly reduced, and
there have been significant reductions
in mortality due to intestinal and
acute respiratory infections. Despite
these advances, diarrhoeal diseases,
acute respiratory infections, and mal-
nutrition continue to be the leading
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spent over $1 billion on health, or
about $240 per capita.

Future prospects

In contrast to the 1970s, infrastruc-
ture development policy in the past
15 years has stagnated and is currently
one of the components with the great-
est need for state policy support. In-
frastructure development is one com-
ponent that requires strengthening
within the health sector reform proc-
esses. Another is improving mecha-
nisms to ensure the supply and avail-
ability of essential drugs and other
supplies.

There have been significant
changes in the formulation and im-
plementation of national and health
sector policy. Decentralization, social
participation, and inter- and intra-
sectoral coordination are part of the
strategies that have been promoted
and that in some places have yielded
positive results.

The countries have accorded high
priority to the care of children under
5 and women. Action has been geared
towards improving coverage. How-
ever, the population’s need for access
persists owing to a variety of con-
straints. The Organization is respond-
ing by promoting the trend towards
the delivery of integrated health serv-
ices to priority population groups.

creta disposal facilities had increased
to 69%. Urban services remained
constant at 80%; however, rural serv-
ices were extended to approximately
40% of the population. One of the
most critical sanitary problems in
Latin America remains the lack of
sewage treatment. A 1995 survey in-
dicated that the percentage of sew-
age collected that receives treatment
is just above 10%.

In response to increasing aware-
ness among Member States that
noncommunicable diseases account
for nearly two-thirds of deaths in the
Americas, that these diseases mainly
result from risk factors that can be
modified, and that increasing the em-
phasis on prevention could improve
health status, the CARMEN pro-
gramme was developed. It takes an
integrated approach that combines
clinical prevention for individuals with
health promotion directed at the gen-
eral population. CARMEN projects
reach their audience through commu-
nity, workplace and school settings, as
well as through local health services.

The financial constraints in the
social sectors over the past decade
have increasingly revealed the serious
limitations of institutions in terms of
resource management, a situation
that has worsened due to rising costs
in the services. In 1994 the countries
of Latin America and the Caribbean

The need for financing and other
resources has been considered a con-
straint to expanding and maintaining
health programmes. In many coun-
tries decentralization to the local level
and greater community involvement
could contribute to the sustainability
of activities.

Emphasis will also be given to the
crucial importance of actions directed
towards safeguarding the planet, par-
ticularly in light of events that are af-
fecting natural resources and produc-
ing ecological changes. The emer-
gence of new diseases which threaten
human existence is linked to these
changes. Natural disasters and their
effects on drinking-water safety and
the availability of food and shelter
could have been given more atten-
tion, particularly in light of the Re-
gion’s vulnerability to hurricanes, vol-
canic activity, earthquakes, and other
natural disasters.

The vision of health for all repre-
sents a desired future state that is
being approached by renewing com-
mitment to the goal and by imple-
menting suitable strategies and con-
crete actions. This vision may be sum-
marized as a shared understanding of
health in which the energies of the
Hemisphere respond to the chal-
lenges that arise for the achievement
of sustainable human development
with dignity and equity.

With the new millennium ap-
proaching, Member States should
renew their commitment to the
goal of health for all and its health
strategies within the context of the
social, economic, political, envi-
ronmental, and technological
trends that are affecting the health
of the populations, the environ-
ment, and the health services, giv-
ing priority to the adoption of poli-
cies to resolve their health prob-
lems in a sustainable manner and
steadily improve the quality of life
of their peoples.

Leading clusters of diseases/conditions, Region of the Americas,
selected years (indicative list)

Disease category 1960 1980 1997 2025

Infectious and parasitic 1 1 2 4
Perinatal and maternal 2 3 5 5
Malignant neoplasms 5 5 4 3
Endocrine and nutritional
Mental and behavioural
Circulatory system 4 4 3 1
Respiratory system
All external causes 3 2 1 2
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Eastern Mediterranean

Only six nations in what is now the
WHO Eastern Mediterranean Re-
gion were among those who helped
to lay the foundation of WHO. Many
of the 22 Member States now consti-
tuting the Region had not yet ob-
tained the status of sovereign and in-
dependent nations when WHO was
established.

During the first 20 years (1949-
1969) many Member States experi-
enced difficulties in achieving politi-
cal freedom and sovereignty, with
many changes aimed at building up
people’s health and happiness. At the
same time many countries enjoyed
considerable wealth, mainly due to
expansion of the oil industry, while
others passed through a regression in
their economy and lowered income.
Those who have made spectacular
advances towards better living stand-
ards have not neglected health: a rela-
tively high proportion of national in-
come has been devoted to improving
health conditions.

The fact that the Region has been
plagued with wars and political and
military conflicts has meant that ex-
penditure on defence has consumed
a large proportion of national re-
sources, including those needed for

health. Some governments passing
through economic reform were not
able to appreciate fully the signifi-
cance of health in the promotion of
human prosperity and thus did not
give priority to health, or reduced
their expenditure on health whenever
there was shortage of funds. This
trend has lately been reversed, par-
ticularly after the main players in eco-
nomic reform have realized the im-
portance of health, and are thus no
longer looking at health care as ex-
penditure without return but more as
an investment.

During the last 50 years all coun-
tries of the Region have moved to the
mainstream of modern life at various
rates and degrees of change. Mod-
ernization has significantly affected
the social and cultural values prevail-
ing in the Region. It has affected com-
munity ties, and had an impact on is-
sues such as care of the elderly, which
is shifting from pure family care to
more institutional care. Lifestyles
have also been affected negatively by
modernization with serious conse-
quences for health. Modernization
has also been linked to industrializa-
tion with its known problems of oc-
cupational risks, pollution of the air,
soil and water, mental and psychologi-
cal diseases due to maladjustment,
the development of megacities and
nutritional disorders.

Afghanistan
Bahrain
Cyprus
Djibouti
Egypt
Iran (Islamic

Republic of)
Iraq
Jordan
Kuwait
Lebanon
Libyan Arab

Jamahiriya

Morocco
Oman
Pakistan
Qatar
Saudi Arabia
Somalia
Sudan
Syrian Arab

Republic
Tunisia
United Arab

Emirates
Yemen

22 Member States
Population (1997): 473  million

GNP per capita
● Regional average (1995) $ 1 385

min.: Yemen $  260
max.: United Arab

Emirates $ 17 400

● Annual average growth rate
(1985-1995)
min.: Jordan -4.5 %
max.: Tunisia 1.9 %

Tables concerning demography, health indica-
tors and GNP are based on United Nations and
World Bank estimates. All other information is
from regional sources.
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WHO response to change

WHO has adjusted its activities to
respond to changing patterns of ill-
ness. Before 1970, emphasis was
placed on the control of infectious
and deficiency diseases. Malaria and
other parasitic diseases, tuberculosis
and other bacterial diseases received
priority attention through what be-
came known as vertical programmes.
In these programmes (at that time
called projects), WHO’s contribution
included the provision of a suitable
expert or a team of experts to provide
technical guidance and train national
counterparts. Support included the
provision of supplies and equipment
to ensure the success of the project.
Some of these projects were very suc-
cessful (e.g. the eradication of small-
pox and the control of bejel). Success
was less evident in malaria control/
eradication in some countries.

In the 1970s and early 1980s, the
vertical programme approach contin-
ued. These projects meant health for
some, but in some cases as soon as
WHO support came to an end, activi-
ties were not maintained by national
authorities, so the problem returned.
It became clear that the need was
rather for collaboration in the devel-
opment of national health care sys-
tems and health manpower develop-
ment, since many newly independent
states in the Region wished to build
up their public health infrastructure
and respond to the new move away

from health for some to health for all.
During this period, many nationals
who became responsible for various
aspects of public health were trained
through WHO fellowships. WHO
organized some regional and inter-
regional training courses, such as the
interregional training course on epi-
demiological surveillance.

Many countries of the Region
were in the vanguard of primary
health care, and the spirit of collabo-
ration between Member States was
evident. One example was the deci-
sion of seven countries (Iran, Iraq,
Kuwait, Libya, Qatar, Saudi Arabia
and United Arab Emirates) to curtail
their own demands on the Organiza-
tion’s budget in favour of expanding
activities in the less-favoured coun-
tries, in addition to their normal con-
tribution to the WHO budget. There
are many other examples of bilateral
support directly and through WHO
between the well-to-do countries and
the less fortunate ones.

The third period started in the
early 1980s when available regular
budget resources saw no real in-
crease, coinciding with increasing
emphasis on chronic noncommunic-
able disease. This meant globally and
regionally significant decreases in the
allocation for communicable disease
and unfortunately a resurgence of
these diseases which was realized
rather late in some cases. Many of the
achievements of WHO’s global pro-
grammes reflect those of the Region.

1975 1997 2025 No. of Member States
Selected health-for-all which have not met
(HFA) indicators Average Max. Min. Average Max. Min. Average Max. Min. HFA targets the HFA targets in 1997

Life expectancy at birth 52 73 39 64 78 45 72 80 57 > 60 5
(years)
Infant mortality rate 127 188 24 69 154 7 33 105 5 < 50 10
(per 1000 live births)
Under-5 mortality rate 185 291 25 94 246 8 41 142 7 < 70 8
(per 1000 live births)
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WHO’s role in this process was
mainly of a catalytic nature, such as
facilitating political commitment,
raising awareness, encouraging train-
ing and capacity building in commu-
nities, and supporting income-gener-
ating schemes, mostly on a loan
basis.

In just over 10 years, the basic
development needs approach has
gained momentum in the Region.
New areas have been established in
more and more countries. Its success
has attracted great interest and inputs
from many partners, mainly national
authorities and regional and global
development agencies. WHO sup-
ports the building-up of national ca-
pabilities to manage this programme,
as well as research to document suc-
cesses and to find ways of replication
and sustainability.

The Member States in the Region
no longer regard WHO as an extra-
neous agency providing technical and
financial assistance, but as a full part-
ner, thanks to innovative thinking
such as the joint programme review
missions which were initiated in
1983. These missions are carried out
every biennium and are intended to
review national achievements for
health for all and to identify and plan
programmes of collaboration for the
coming biennium. This exercise is no
longer restricted to reviewing pro-
grammes with WHO financial input;
it now also involves a process of think-
ing and introducing structured ap-

proaches in all national programmes.
As a result, whenever national pro-
grammes are being structured, it is
now the practice to formulate objec-
tives, to set measurable targets, to
identify approaches to reach these
targets, to clearly spell out activities
and to develop indicators for meas-
uring achievements.

In most countries of the Region,
the spiritual dimension plays a con-
siderable role in daily life. It is insepa-
rable from people’s behaviour and
beliefs. WHO has initiated activities
that help Member States to gain the
active support of religious leaders in
transmitting health messages to the
community. Information and training
materials for religious leaders and for
dissemination to the public have been
planned for many priority health pro-
grammes such as control of smoking
and drug abuse, prevention of water
pollution and control of communica-
ble diseases. Publications such as the
six booklets in a series on health edu-
cation through religion have helped
to show that the changes in behaviour
required to improve health conform
with religious teaching. The spiritual
dimension in promoting healthy life-
styles was the subject of a conference
held in 1989 in Amman which ended
in the Amman Declaration on Health
Promotion.

From the outset it was realized
that preparing school teachers by pro-
viding them with basic facts on the
promotion and protection of health
of schoolchildren is important, and
that the participation of educational
authorities in this regard is basic.
Until 1966, health eduction was
mostly mass-oriented and not focused
on the specific needs of various popu-
lation groups. In 1965, the Regional
Committee passed a resolution re-
questing national authorities to give
high priority to preparing teachers for
involvement in health education.
Scattered efforts were then made for

Death rates: age- and sex-standardized, and age-specific,
1955-2025 estimates (per 100 000 population)

Age group 1955 1975 1995 2025

Age- and sex-standardized 2 453 1 698 1 057 630
0-4 7 395 4 523 2 241 874
5-19 898 504 237 91
20-64 1 260 833 486 303
65+ 9 002 7 937 6 305 5 008

Programmes which were specifically
developed or initiated in the Region
are described below.

During the first regional commit-
tee held in 1949, the Regional Direc-
tor indicated that “health is not some-
thing which can be done to the peo-
ple, it must be done for themselves
by themselves”. This forward-looking
view anticipated the importance of
community participation, and be-
came 30 years later one of the pillars
of the health-for-all policy through
primary health care. Since in the ab-
sence of a satisfactory quality of life,
primary health care alone cannot
maintain and promote health in its full
sense, WHO has introduced the ba-
sic minimum needs (subsequently
called basic development needs) ap-
proach as a programme of collabora-
tion with Member States of the Re-
gion. In introducing this programme
in 1987, the Regional Director stated
that it would be a mockery to exhort
people to lead healthy lives when they
do not have sufficient or safe water
to drink, enough food, or access to
education for their children.

This new concept aimed at achiev-
ing a better quality of life. It is a par-
ticipatory process of integrated socio-
economic development based on self-
reliance, and self-management by
organized communities supported by
coordinated intersectoral action. It is
a clear way of involving people in run-
ning their own affairs, thus ensuring
accountability and transparency.
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health education in schools, mostly in
secondary schools and in the form of
special sessions. The impact was not
felt to be very great, and it was real-
ized that efforts should be directed
at younger age groups, particularly as
half of the children at that time did
not continue education beyond the
primary level. In 1986, following the
international consultation on health
education for school-age children,
WHO in collaboration with UNICEF
and UNESCO launched a new initia-
tive to reach and educate children
about health through the growing
network of primary schools which
emphasize action by the pupils them-
selves in spreading information about
health and about healthy behaviour
to their families and communities.
This project has continued to expand
during the last 10 years. In 1996, a
guide for evaluation of the pro-
gramme was developed.

In 1989, another initiative was
launched, the leadership develop-
ment training programme, which
aims at making individuals in leader-
ship positions (present and future)
understand more fully the process
involved in developing and imple-
menting the health-for-all strategy,
pursuing its values and developing the
qualities and abilities required to lead
the process.

In the early 1970s more than two-
thirds of the population of the world
had no access to diagnostic radiology.
A new concept for basic radiologi-
cal systems was initiated in 1974 and
adopted by WHO in 1978. The Re-
gion was proactive in field trials of the
system and in the translation of the
three manuals prepared with it, to
help countries to introduce it and
make best use of it.

By 1989 almost all Member States
had acquired and installed machines.
Unfortunately, interest and enthusi-
asm has waned considerably during
the last few years, partly due to low-
ered priority given by WHO to this
programme in view of the budgetary
constraints and due to lack of inter-
est on the part of the major compa-
nies producing X-ray equipment. Its
price increased to four times that at
the time of its initiation (from
around $15 000 to over $60 000) and
so it has lost one of its main compara-
tive advantages. Efforts for local pro-
duction in one of the countries of the
Region in the early days did not meet
with the necessary support. This is
one of the examples of an applied
technology which, though promoted
by WHO, could not survive or de-
velop, due to factors beyond WHO’s
control.

Leading clusters of diseases/conditions, Eastern Mediterranean
Region, selected years (indicative list)

Disease category 1960 1980 1997 2025

Infectious and parasitic 1 2 2 4
Perinatal and maternal 3 5 5
Malignant neoplasms 5
Endocrine and nutritional
Mental and behavioural
Circulatory system 5 1 1 1
Respiratory system 2 3 3 2
All external causes 4 4 4 3

Future prospects

On balance, the health situation and
quality of life of the people of the
Region has improved during the
1990s. Good progress towards achiev-
ing the set targets relating to percent-
age of gross national product devoted
to health, life expectancy and immu-
nization was recorded.  Current con-
cerns of the Member States of the
Region include appropriate health
technology,  the elimination and
eradication of diseases (especially
measles, tuberculosis and poliomyeli-
tis) and health informatics and
telematics. In 1997, the Regional
Committee urged countries to adopt
and implement strategies for the
elimination of measles by 2010.
Countries with low incidence of tu-
berculosis were urged to aim at elimi-
nating it by 2010 and countries with
intermediate to high incidence of tu-
berculosis to implement the regional
strategy of DOTS as a prerequisite for
its elimination.The role of WHO in
the Region is to provide technical re-
sources for ministries of health and
entities in other, health-related sec-
tors.  Collaboration with Member
States is mainly directed towards na-
tional capacity-building, investing in
human resources development and
strengthening national health sys-
tems.
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Europe

Health trends 1948-1995

Europe has gone through dramatic
political and socioeconomic changes
during the past 50 years. In the dec-
ade immediately after the Second
World War, economies and industries,
services and infrastructures had to be
rebuilt in the war-devastated coun-
tries: the main challenges within the
health sector were the reconstruction
of hospitals and institutions, and com-
bating malnutrition and a number of
communicable diseases. Although an
economic boom in the early 1950s
facilitated work somewhat, difficulties
arose from the political differences
between the eastern and western
parts of the Region, leading to the
Cold War which lasted for several
decades.

The very first task of the WHO
Regional Office for Europe was the
reconstruction of health services. Pri-
ority was also given to maternal and
child health, malaria, tuberculosis,
sexually transmitted diseases and en-
vironmental health problems such as
food hygiene, housing, sanitation and
water supply. Attention was given to
training and retraining of large num-
bers of European health personnel
and university teachers, and the fel-

lowships programme created tremen-
dous goodwill for WHO in Europe
because thousands of former fellows
were public health personnel work-
ing mainly in national administrations
or teaching institutions.

At the First European Confer-
ence on Public Health Administration
in 1964, the participants noted that
health services in industrialized coun-
tries were undergoing a number of
changes. For example, chronic dis-
eases were growing in importance.
The Conference report, published in
1965, became the first detailed post-
war report on the organization of
health services in countries.

By the end of the 1960s, Europe
was an area of fairly uniform and high
technical development. Planning and
evaluation became accepted as im-
portant tools in all health services.
Earlier ideological obstacles to na-
tional health planning disappeared.
WHO also turned its attention to
long-term planning. The Regional
Office established three long-term
programmes on cardiovascular dis-
ease, mental health and environmen-
tal health which required each pro-
gramme to work with larger and more
varied groups of partners. WHO be-
came the executing agency for many
important environmental projects
sponsored by UNEP and UNDP.

In 1979, WHO started advocating
the application of the principles of
Alma-Ata as part of comprehensive

Albania
Andorra
Armenia
Austria
Azerbaijan
Belarus
Belgium
Bosnia and

Herzegovina
Bulgaria
Croatia
Czech Republic
Denmark
Estonia
Finland
France
Georgia
Germany
Greece
Hungary
Iceland
Ireland
Israel
Italy
Kazakstan
Kyrgyzstan
Latvia
Lithuania
Luxembourg
Malta

Monaco
Netherlands
Norway
Poland
Portugal
Republic of

Moldova
Romania
Russian

Federation
San Marino
Slovakia
Slovenia
Spain
Sweden
Switzerland
Tajikistan
The Former

Yugoslav
Republic
of Macedonia

Turkey
Turkmenistan
Ukraine
United Kingdom

of Great Britain
and Northern
Ireland

Uzbekistan
Yugoslavia

51 Member States
Population (1997): 869  million

GNP per capita
● Regional average (1995) $ 11 126

min.: Tajikistan $  340
max.: Luxembourg $ 41 210

● Annual average growth rate
(1985-1995)
min.: Georgia -17.0 %
max.: Ireland 5.2 %

Tables concerning demography, health indica-
tors and GNP are based on United Nations and
World Bank estimates. All other information is
from regional sources.
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health services. The industrialized
countries of the Region took the reso-
lution seriously but believed that it
had no relevance to them except that
the new approach required them to
provide more assistance to develop-
ing countries. Many European gov-
ernments and associations of health
professionals mistakenly thought that
good primary care was available in the
Region. However, this was actually
primary medical care, delivered in
socialist countries with controlled
economies through systematically
planned state services, and in coun-
tries with free market economies
mainly through public and/or private
services, supported by sickness
insurance.

In 1984, 38 European health-for-
all targets were adopted. The report
of the 1984 European conference on
planning and management for health
was a watershed in the development
of health planning philosophy in
Europe. The point of departure was
no longer to be resources or prob-
lems, but desired outcomes: improve-
ments in health and the reduction of
health hazards. It was acknowledged
that health planning had to be
multisectoral; was not bound to any
specific ideology; could be centred on
the national or local levels; and should
include both the public and private
sectors.

The fundamental changes re-
quired to apply the “new” public
health in countries could not be made

quickly, but many promising initia-
tives were under way from the mid-
1980s. It was easier to introduce new
and exciting projects for health pro-
motion than to reverse long-standing
trends. Progress was gradually being
made, however, in the areas of qual-
ity of care and primary health care,
and health promotion initiatives
often contributed to it. By 1987, 10
countries had a health policy docu-
ment related to health for all.

At the end of the 1980s and be-
ginning of the 1990s the communist
system collapsed in the countries lo-
cated in the central and eastern part
of the Region, leading to the creation
of 21 new countries with democratic
constitutions. The process revealed
enormous problems in the countries
involved, of which health is only a
part. Another important event was the
reunification of Germany in 1990.

While the advent of these new
pluralistic societies brought many
positive developments, it also led – at
least initially – to a severe economic
downturn, an increase in tension (and
even to war in 10 countries), as well
as to a huge funding crisis and major
upheavals in the management of the
health sector and other areas. Con-
flicts and fighting over ethnic and
border issues within and among the
new democracies brought terrible
suffering to millions of people in the
Region during the early 1990s.

During the same period, almost
all countries in the western part of the

1975 1997 2025 No. of Member States
Selected health-for-all which have not met
(HFA) indicators Average Max. Min. Average Max. Min. Average Max. Min. HFA targets the HFA targets in 1997

Life expectancy at birth 70 75 59 72 79 64 77 82 72 > 60 0
(years)
Infant mortality rate 37 129 9 20 57 5 11 33 5 < 50 2
(per 1000 live births)
Under-5 mortality rate 39 133 11 27 75 6 14 42 5 < 70 2
(per 1000 live births)
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Region suffered stagnating economic
growth, rising unemployment, in-
creasing disparities in income distri-
bution, more extensive migration, a
loss of social cohesion and increased
violence, all of which have an impact
on health. Most countries were un-
der pressure to reduce costs in the
health sector, and people became in-
creasingly dissatisfied with the serv-
ices provided. There was a trend to-
wards the globalization of economic
activity, on the one hand, and one to-
wards decentralization, privatization,
and an increase in the number of
nongovernmental organizations in-
volved in health, on the other. How
far this is leading to a weakening of
national governments’ ability to influ-
ence health developments is not clear.

In 1990 the Regional Office cre-
ated a new programme – EURO-
HEALTH – to support the develop-
ment of health for all in the countries
of central and eastern Europe, includ-
ing the central Asian republics. Help-
ing these countries to close the health
gap that lies between them and other
Member States of Europe, and to
plan for a healthy future, is perhaps
the most important health-for-all
challenge that will continue into the
21st century.

Life expectancy at birth for the
Region as a whole  increased during
the period 1975-1991 except for a
decline in 1983. From 1992 to 1994
it declined again, but this negative
trend seems to have been reversed

eastern Europe, extensive pollution
continued during the 1980s but im-
proved somewhat in the 1990s, largely
owing to the economic collapse and
closure of big industries that followed
the major political and economic up-
heavals in 1989–1990. In the south-
eastern part of the Region, over 100
million people did not have access to
sufficient quantities of safe drinking-
water in the early 1990s. While many
of these problems (establishment of
safe drinking-water facilities, indus-
trial pollution control and waste man-
agement) could readily be tackled if
the necessary economic resources
were available, others, such as deal-
ing with the aftermath of the
Chernobyl disaster, represent formi-
dable, complex challenges with no
easy solutions in sight.

Current situation

There are now 51 Member States in
the Region (as opposed to 18 in 1951).
The overall population growth rate is
very low (under 1%) and in many
countries it is close to zero or nega-
tive. Throughout the 1990s, birth
rates have been decreasing in many
countries of eastern and central
Europe to levels previously observed
only in wartime. Consequently, popu-
lation ageing has accelerated. The
health situation has worsened consid-
erably in the transition economies of
central and eastern Europe, where
expectations in the early 1990s
quickly proved to be over-optimistic.

Although in some countries of
western, northern and southern
Europe there has been slight progress
towards increasing life expectancy, on
the whole the trend is now negative.
Average life expectancy in the Region
decreased from 73.1 years in 1991 to
72.4 in 1994, due almost exclusively
to a sharp deterioration in the situa-
tion in eastern Europe. If the trend
from 1980 to 1994 continues, the

Death rates: age- and sex-standardized, and age-specific,
1955-2025 estimates (per 100 000 population)

Age group 1955 1975 1995 2025

Age- and sex-standardized 949 749 660 473
0-4 1 426 811 561 288
5-19 150 88 73 32
20-64 655 536 499 375
65+ 6 523 5 908 5 819 5 112

since 1994. Standardized death rates
for infectious and parasitic diseases
have been declining between 1975
and 1991, when they started increas-
ing. For circulatory diseases, they
were stagnant between 1975-1985,
but overall the mortality pattern for
major disease categories has changed
little during the period 1980 and
1995. Transfrontier environmental
pollution and hazardous wastes were
more effectively controlled, and the
quality of drinking-water improved.
However, inequalities in health sta-
tus between countries had not gen-
erally declined and in some cases had
increased, particularly between the
central and eastern parts of the Re-
gion and the rest. Also, tobacco use
and alcohol and drug abuse contin-
ued to be serious lifestyle problems.
Progress in achieving cooperation
between different sectors of govern-
ment and with other sectors, such as
private industry, in the interest of
health were disappointingly low.

By the mid-1990s, the basic prin-
ciples of the health-for-all policy had
become widely accepted in virtually
every country of the Region, and al-
most all had incorporated at least
some parts of them in their national
policies. In countries that took this
challenge most seriously, major im-
provements were seen in the way re-
sources for health were mobilized.

There were noticeable improve-
ments in pollution levels in the west-
ern part of the Region. In central and
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Region as a whole will not meet the
target of 75 years of life expectancy
by 2000.

Countries in the western part of
the Region have shown a continuous
improvement in most aspects of
health status and by the year 2000 will
have reached almost all the regional
health-for-all targets related to the
reduction of mortality rates. As far as
disease eradication is concerned,
however, these countries are likely to
achieve only the eradication of polio-
myelitis – not of the other five target
diseases (diphtheria, measles, neo-
natal tetanus, mumps and congenital
rubella).

In central and eastern Europe, the
decline in health status is now being
halted in most countries and replaced
by a slight improvement. In the newly
independent States, on the other
hand, noncommunicable diseases, ac-
cidents and infectious diseases have
all increased during the 1990s. The
upsurge in sexually transmitted dis-
eases and HIV infection is particularly
worrying.

The Region is far from reaching
its target for smoking (80% non-
smokers by the year 2000), although
some countries have shown impres-
sive gains. In most western European
countries progress is very slow and in
the eastern part of the Region a rise
in smoking rates among women and

the young has been observed as from
the mid-1990s. Alcohol consumption
is slowly decreasing in western
Europe, while the drug abuse situa-
tion is showing little overall improve-
ment. The situation in eastern Eu-
rope however is worsening. There are
no signs of an effective, Region-wide
movement leading to a noticeable
change in people’s behaviour.

Outlook and challenges for 2025

The European population will grow
older. Older people currently repre-
sent 13% of the regional population,
and this figure will increase to over
15% over the next 30 years. Migra-
tion to western Europe from coun-
tries outside the Region will continue
to grow unless halted by restrictive
legislation. If countries take proper
steps to help migrants integrate eco-
nomically and socially, this can cre-
ate more effective community net-
works, contributing to better health.
Failure to take such steps will increase
alienation, social isolation, and vio-
lence, and the workload of the health
and social sectors.

Imaginative policies are needed to
combat the current high levels of un-
employment throughout Europe and,
in many countries also, the widening
income disparities and increasing
numbers of people living in poverty.

Leading clusters of diseases/conditions, European Region,
selected years (indicative list)

Disease category 1960 1980 1997 2025

Infectious and parasitic 5 5 5
Perinatal and maternal
Malignant neoplasms 2 2 2 2
Endocrine and nutritional
Mental and behavioural 5 4
Circulatory system 1 1 1 1
Respiratory system 3 4 4
All external causes 4 3 3 3

Otherwise there could be a further
rise in health problems such as alco-
holism and drug abuse.

Further urbanization is likely
throughout the Region. While this
trend certainly carries a danger of
more social and health problems it
can also be turned to advantage by
imaginative actions such as “healthy
cities”.

There is strong consensus among
decision-makers throughout the Re-
gion that WHO’s long-range regional
health-for-all policy is the path not
only to lead citizens of central and
eastern Europe out of their current
predicament in the health sector, but
also to bring further improvement in
health to western Europe, with for-
ward-looking health policies targeted
on equity, improved quality of life,
sound ecology and a continually im-
proving quality of care.

The years ahead are likely to see
important political, economic, social
and technological changes that will
provide new opportunities for achiev-
ing better health, but also create the
need for careful analysis in order to
maximize health benefits. Different
scenarios can be envisaged for
Europe. Whether the outcome will be
to enhance or to worsen the health of
the 870 million people in the Region
depends on the strategic choices that
Member States will make.
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South-East Asia

The health situation of the South-East
Asia Region today and in the future
is determined by many factors includ-
ing ageing and geographical distribu-
tion of the population, poverty and
economic progress, education and lit-
eracy levels, and infrastructure, func-
tioning and interventions of the
health care system.

Along with a slow decline of death
rates and gradual increase in life ex-
pectancy, the process of epidemio-
logical transition is under way in most
countries. Communicable diseases
are gradually being replaced by
chronic and degenerative conditions
(e.g. cardiovascular diseases and can-
cer) which in some countries are be-
coming the main causes of death and
morbidity. Countries of the Region
are thus bearing the double burden
of both communicable and noncom-
municable diseases.

The infant mortality rate has de-
clined during the last decade in vir-
tually all countries of the Region but
still remains high (60-100 per 1000
live births) in some. Under-5 mortal-
ity rates show a similar pattern. The
maternal mortality ratio has slowly de-
clined overall during the last decade
but remains high in most countries,
and 235 000 maternal deaths (40% of

the global total) occur in the Region.
Only Sri Lanka and Thailand have
attained relatively low maternal mor-
tality ratios. Maternal health data
show that countries with low mater-
nal mortality have a high proportion
of deliveries by trained personnel, a
well-established primary health care
infrastructure and good referral sys-
tems. Management and training pro-
grammes in safe motherhood need to
focus on midwives and to assign them
to the community level.

Health successes

The main change in the morbidity
and mortality patterns in the Region
during the last 10 years results from
a decline of polio, measles, neonatal
tetanus and other target diseases of
the Expanded Programme on Immu-
nization.

Polio eradication activities have
accelerated dramatically, particularly
with the implementation of national
immunization days in nine countries.
Health experts are confident that they
will be able to eradicate poliomyeli-
tis through effective universal immu-
nization and adequate epidemiologi-
cal surveillance. A 70% reduction in
the number of reported cases of diph-
theria and whooping cough has been
achieved as a result of the 90% im-
munization coverage. The total
number of measles deaths in the Re-
gion has decreased by about 87% and

Bangladesh
Bhutan
Democratic

People’s
Republic of
Korea

India

10 Member States
Population (1997): 1 457  million

GNP per capita
● Regional average (1995) $ 532

min.: Nepal $  200
max.: Thailand $ 2 740

● Annual average growth rate
(1985-1995)
min.: Bangladesh 2.1 %
max.: Thailand 8.4 %

Tables concerning demography, health indica-
tors and GNP are based on United Nations and
World Bank estimates. All other information is
from regional sources.

Indonesia
Maldives
Myanmar
Nepal
Sri Lanka
Thailand
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the number of reported cases has
fallen by about 67% as a result of
about 80% immunization coverage.
Bhutan, the Democratic People’s
Republic of Korea, Maldives, Sri
Lanka and Thailand have achieved
the target of no more than one
neonatal tetanus case per 1000 live
births.

Another positive epidemiological
trend is the fall in the incidence and
prevalence of leprosy. Multidrug
therapy has proved so successful that
it is expected to eliminate leprosy as
a public health problem by 2000.
There has also been a clear decline
in the number of registered cases of
guinea-worm disease in India since
1984. If the prevention and control
programmes of such diseases are in-
tensified, there is a real chance that
they may be eradicated, eliminated or
brought to very low levels of inci-
dence and/or prevalence during the
next few years.

Unfinished agenda

Despite overall improvements in so-
cioeconomic status and increased life
expectancy, communicable diseases
are still deep-rooted in the Region.
Old diseases like cholera and tuber-
culosis still dominate the disease pat-
tern, while malaria, plague and kala-
azar, which were on the verge of
eradication, have reappeared. An
added cause for concern is the ap-
pearance of drug-resistant strains of

tuberculosis, gonococcal infections
and malaria. New diseases such as
cholera caused by strain O139 and
HIV infections have appeared, with
HIV/AIDS assuming epidemic pro-
portions and becoming one of the
most menacing health problems in
some South-East Asian countries.
Diseases which were not previously
public health concerns are now as-
suming importance in association
with HIV in some countries. In light
of these trends, WHO has formulated
a strategy to strengthen national and
international capacity in the surveil-
lance and control of communicable
diseases representing new, emerging
and re-emerging public health prob-
lems. The underlying factors contrib-
uting to the high prevalence of com-
municable diseases include poverty,
malnutrition, ignorance, an insanitary
environment and lack of safe drink-
ing-water. Population growth and
rapid urbanization with attendant
overcrowding, poor housing and en-
vironmental deterioration have wors-
ened the situation, and have contrib-
uted to the emergence and re-emer-
gence of infectious diseases in the
Region.

It is estimated that acute respira-
tory infections cause about 1.4 mil-
lion deaths in children aged under 5
annually in the Region. Diarrhoeal
diseases continue to be one of the
leading causes of childhood death in
most South-East Asian countries, ac-
counting for about 25% of under-5

1975 1997 2025 No. of Member States
Selected health-for-all which have not met
(HFA) indicators Average Max. Min. Average Max. Min. Average Max. Min. HFA targets the HFA targets in 1997

Life expectancy at birth 52 66 42 63 73 53 72 78 67 > 60 3
(years)
Infant mortality rate 124 171 44 68 104 15 32 41 6 < 50 5
(per 1000 live births)
Under-5 mortality rate 177 240 50 85 142 18 38 50 8 < 70 5
(per 1000 live births)
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mortality. There are over 1 million
under-5 deaths each year from diar-
rhoea.

Tuberculosis still kills more adults
than any other single infectious dis-
ease. It is estimated that 3.5 million
new cases occurred in the Region
during 1995, representing about 40%
of the global disease burden. This in-
cludes 2.3 million new cases in India,
0.5 million in Indonesia, and 0.4 mil-
lion in Bangladesh. About 1 million
people died from tuberculosis in the
Region during 1997, accounting for
nearly 40% of global deaths from the
disease. HIV-positive persons with a
prior tuberculosis infection are espe-
cially vulnerable to developing active
tuberculosis. For example, 60-80% of
people with AIDS in India, Myanmar,
Nepal and Thailand develop tubercu-
losis.

Malaria still dominates the dis-
ease pattern in the Region, with 1.2
billion people in eight endemic coun-
tries living in malarious areas. The
overall malaria situation has been
static over the last 12 years, with re-
ported cases ranging from 2.5 to 3.4
million, and reported deaths from
5000 to 8000. During 1996 the re-
ported number of cases and deaths
due to malaria were nearly 3.4 mil-
lion and 8000 respectively. The esti-
mated incidence and number of
deaths are much higher. At the coun-
try level, the malaria situation is im-
proving in Nepal, Sri Lanka and Thai-
land, is static in Bhutan, India, Indo-

iour groups. The epidemic in Asia is
still at an early stage and the situa-
tion demands urgent control meas-
ures that need to be sustained. While
the spread of AIDS in various popu-
lation groups is particularly remark-
able in countries such as India,
Myanmar and Thailand, the potential
for spread within other South-East
Asian countries is enormous. It is es-
timated that by the end of the cen-
tury, 8-10 million men, women and
children are likely to become infected
with HIV within the Region, account-
ing for over 25% of the global cumu-
lative infections.

It is estimated that there were 150
million cases of curable sexually trans-
mitted diseases among adults in the
Region in 1995. Syphilis accounts for
approximately 5-8 million cases, gon-
orrhoea for 29 million, chlamydial
infections for 40 million, and tricho-
moniasis for 75 million cases. Al-
though data from countries in the
Region on the incidence and preva-
lence of sexually transmitted diseases
are inadequate, recent data from
Thailand show a declining trend.

In addition to the current commu-
nicable diseases, there are viral infec-
tions that have the potential to cause
epidemics, including hantaviruses,
yellow fever and filoviruses. Hanta-
virus infection in patients with
haemorrhagic fever and kidney in-
volvement have been clinically and
serologically documented only in
Myanmar to Sri Lanka. In addition,
antibodies to hantaviruses have been
detected in samples of human and
rodent sera from India, Indonesia and
Thailand. These findings suggest that
there is wide circulation of
hantaviruses in both human and ro-
dent populations in the Region. Al-
though Ebola haemorrhagic fever has
not occurred in the Region, antibod-
ies to Ebola-related filoviruses have
been detected in a species of mon-
key from Indonesia. Until now, how-

Death rates: age- and sex-standardized, and age-specific,
1955-2025 estimates (per 100 000 population)

Age group 1955 1975 1995 2025

Age- and sex-standardized 2 431 1 655 1081 643
0-4 7 298 4 290 1 992 797
5-19 849 473 254 73
20-64 1 234 865 569 383
65+ 8 939 7 657 6 771 5 363

nesia and Myanmar, and is deterio-
rating in Bangladesh. The resistance
of P. falciparum to various drugs con-
stitutes one of the main technical
impediments to malaria control in the
Region. Drug resistance has been in-
creasing and is now pronounced in all
of the malaria-endemic countries.
Vector resistance to insecticides and
changes in vector behaviour to avoid
sprayed surfaces are considered to be
some of the factors impeding malaria
control efforts. Other administrative
and operational constraints include
inadequate budgets, shortage of
trained personnel at all levels, uncon-
trolled large-scale population move-
ments, and inadequate intersectoral
collaboration and community partici-
pation. WHO is assisting Member
States in implementing the adapted
global malaria control strategy which
emphasizes early diagnosis and treat-
ment with effective antimalarial
drugs, and selective, cost-effective
vector control measures. Emphasis is
currently being placed on coordina-
tion of malaria control in border ar-
eas, upgrading managerial and tech-
nical capability and capacity within
national programmes, and develop-
ment of capabilities in applied re-
search methodologies.

The HIV/AIDS pandemic reach-
ed the Region relatively late, but has
spread rapidly in the last few years.
Infection rates have now begun to
increase in the general population in
addition to those in high-risk behav-



WHO worldwide

185

ever, there has been no report of hu-
man illness associated with the Ebola-
related virus. Yellow fever also has
never been reported in the Region.
The recent epidemic of yellow fever
in Kenya, however, makes it appar-
ent that the virus could spread to
coastal parts of East Africa and from
there to Asia. Since the mosquito vec-
tor of yellow fever is widely prevalent
in the countries of the Region, and
since the population has little or no
immunity to the disease, there is con-
siderable potential for yellow fever to
spread in epidemic proportions.

Challenges for the future

If health authorities vigorously com-
bat infectious diseases such as diar-
rhoea, acute respiratory infections,
malaria and vaccine-preventable dis-
eases, a reduction in infant and over-
all mortality can be achieved. The
countries which are in the early stage
of the epidemiological transition are
Bangladesh, Bhutan, most of the
states in India, Maldives, Myanmar
and Nepal.

As transition proceeds, the infec-
tive component is gradually replaced
by non-infective and noncommuni-
cable conditions such as cardiovascu-
lar diseases, cancer and congenital
anomalies, endocrine disorders and
accidents. This is the situation in the

Democratic People’s Republic of
Korea, Sri Lanka and Thailand, in
some states of India, which have
achieved high levels of life expect-
ancy, and to some extent in Indone-
sia, where noncommunicable diseases
have more recently become a major
public health problem and one of the
main causes of death. At present the
risk of death from noncommunicable
diseases during adulthood is consid-
erably higher in the developing world,
including South-East Asia, than in
established market economies.

Cardiovascular and cerebrovascu-
lar diseases have emerged as major
contributors to morbidity and mortal-
ity in many countries of the Region.
In India it is estimated that every year
almost 800 000 people die from coro-
nary heart disease and more than
600 000 from stroke.

The death rate from cancer is
rather consistent in some countries
in the Region where data are avail-
able, at around 37-38 per 100 000
population per year. This is lower
than in industrialized countries,
mainly because of the different age
structure of the populations, but it
means that more than 1000 persons
die every day of cancer. Due to lack
of good palliative care in most in-
stances, they die with unbearable
pain and suffering, for patients and
families alike.

Leading clusters of diseases/conditions, South-East Asia Region,
selected years (indicative list)

Disease category 1960 1980 1997 2025

Infectious and parasitic 1 1 1 3
Perinatal and maternal 3 3 3
Malignant neoplasms 2
Endocrine and nutritional 2 2 5
Mental and behavioural 4
Circulatory system 2 1
Respiratory system
All external causes

Another disease that is increasing
dramatically with urbanization and
changing lifestyles and nutrition hab-
its is diabetes mellitus. Whereas its
prevalence has been found recently
to be about 2% in rural populations
in India, its prevalence in urban ar-
eas is about 3% with local peaks as
high as 8%. Similar results were found
in Thailand in 1991.

Forecasts envisage morbidity and
mortality burdens still dominated pri-
marily by re-emerging and emerging
infectious diseases with the beginning
of a shift towards noncommunicable
chronic diseases for Bangladesh, Bhu-
tan, most of the states of India,
Maldives, Myanmar and Nepal.
Noncommunicable diseases and ac-
cidents will affect to a greater extent
the more advanced countries of the
Region which have achieved higher
levels of life expectancy. The HIV/
AIDS epidemic will be present
throughout the Region, being close
to its peak in India, Myanmar and
Thailand, and rapidly spreading in
some other countries.
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Western Pacific

Health trends, 1948-1997

When the Regional Office was estab-
lished in 1950, most of the countries
in the Region were recovering from
the devastation of the Second World
War. People were getting sick and
dying from diseases that were mostly
preventable, most of which were of
an infectious or nutritional origin.
Malaria, tuberculosis, yaws, venereal
diseases, filariasis, trachoma, cholera,
dysentery and typhoid were rampant.
In some countries, 50% of children
died before they reached 1 year.

During this period, very few ur-
ban communities had water supplies
and facilities for the sanitary disposal
of human waste. Nutritional deficien-
cies, particularly lack of proteins and
calories, were widespread, aggravat-
ing most infectious ailments. The
main problems were the paucity of
strong public health programmes
(health services were mostly con-
cerned with curative medicine and
little attention was paid to preventive
care); a severe shortage of trained
workers of all categories; and incom-
plete or inaccurate vital and health
statistics. The primary purpose of
WHO support in this period was to
help governments to develop,

strengthen and expand their health
services. The 1950s saw the first cam-
paigns aimed at controlling tubercu-
losis, yaws, malaria, diphtheria and
venereal diseases. Field activities
were directed towards the eradication
of epidemics. Where feasible, WHO
promoted the operational integration
of health services. Improving environ-
mental sanitation was another prior-
ity area of cooperation. Technical sup-
port was provided to countries to im-
prove the standard of teaching and
training in the health and medical
professions. Fellowships were
awarded to enable medical schools
and training institutions to upgrade
their teaching staff, especially in the
fields of tuberculosis, maternal and
child health, nursing, nutrition, ma-
laria and public health.

In the 1960s, the general policy
of strengthening public health admin-
istration was maintained. The main
emphasis was on the training of all
categories of health personnel; con-
trol of communicable diseases; devel-
opment of specific services such as
maternal and child health and nurs-
ing; and stimulation of environmen-
tal sanitation. Considerable progress
was made in malaria eradication.
WHO supported the establishment of
technically strong central administra-
tions capable of building long-term
health development plans and carry-
ing out intensified development/

Australia
Brunei

Darussalam
Cambodia
China
Cook Islands
Fiji
Japan
Kiribati
Lao People’s

Democratic
Republic

Malaysia
Marshall Islands
Micronesia

(Federated
States of)

Mongolia

Nauru
New Zealand
Niue
Palau
Papua New

Guinea
Philippines
Republic of Korea
Samoa
Singapore
Solomon Islands
Tonga
Tuvalu
Vanuatu
Viet Nam
Associate
Member:
Tokelau

27 Member States
1 Associate Member
Population (1997): 1 634  million

GNP per capita
● Regional average (1995) $ 4 253

min.: Viet Nam $  240
max.: Japan $ 39 640

● Annual average growth rate
(1985-1995)
min.: Mongolia -3.8 %
max.: China 8.3 %

Tables concerning demography, health indica-
tors and GNP are based on United Nations and
World Bank estimates. All other information is
from regional sources.
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expansion of rural health services. As
a result, the integrated approach to
public health became more widely
accepted and implemented. Long-
range plans for comprehensive rural
health services were developed, with
maternal and child health as an inte-
gral component. There was a greater
awareness of the necessity to
strengthen environmental health in-
volving both public health depart-
ments and public works agencies
through community water supply
programmes. Hospital services were
developed in order to enable the rela-
tively small number of existing insti-
tutions to fill gaps in curative services.
As for the antimalaria programme,
the concept of eradication was ac-
cepted by most governments. With
regard to tuberculosis, chemotherapy
on a domiciliary basis had become
more widely accepted and there was
more understanding of the value of
BCG vaccinations. There was a bet-
ter understanding of the benefits of
more community-based and less in-
stitutional and segregated treatment
of leprosy.

In the 1970s, communicable dis-
eases were still the major causes of
morbidity and mortality in develop-
ing countries. However, cardiovascu-
lar diseases, cancer, accidents and in-
juries were assuming increasing im-
portance as causes of death. In coun-
tries which experienced industrial
growth, there was a rise in accidents
and pollution. In countries where

there were problems of internal se-
curity, services were disrupted. Epi-
demics of diseases such as malaria
broke out. On the other hand, in-
creasing expectations were evident in
requests for more health centres, hos-
pitals, health insurance and social se-
curity schemes, community water
supply and sewerage systems. There
was a need for many countries to have
more staff flexibility and more cover-
age of the population by multipurpose
health workers. For malaria, attention
was given to training personnel and
promoting national training centres.
For tuberculosis, BCG immunization
had achieved remarkable results in
both coverage and quality but the
problem was one of case-finding.
Other communicable diseases such as
cholera, typhoid fever, dengue
haemorrhagic fever, Japanese en-
cephalitis, plague and venereal infec-
tions were causing concern. Pro-
grammes to counter these diseases
were hampered by lack of trained
personnel and the absence of an effi-
cient system of reporting and regis-
tration of vital events. The maternal
and child health programme however
continued to expand basic health
services.

In the 1980s, communicable dis-
eases were still major health problems
in most of the countries in the Re-
gion. WHO paid special attention to
the strengthening of national capabili-
ties in all aspects of the managerial
process, including policy formulation,

1975 1997 2025 No. of Member States
Selected health-for-all which have not met
(HFA) indicators Average Max. Min. Average Max. Min. Average Max. Min. HFA targets the HFA targets in 1997

Life expectancy at birth 64 74 36 70 80 53 75 82 67 > 60 3
(years)
Infant mortality rate 57 222 10 36 102 4 15 40 4 < 50 5
(per 1000 live births)
Under-5 mortality rate 63 317 16 40 140 6 17 46 5 < 70 3
(per 1000 live births)



The World Health Report 1998

188

programming, evaluation and infor-
mation support. Most activities fo-
cused on strengthening or reorienting
primary health care through training,
operational studies and technical ad-
vice. The objective was the integrated
delivery of health services, especially
in the areas of maternal and child
health, immunization, diarrhoeal dis-
ease control, water supply and sani-
tation. However, most countries still
had to address inappropriate training
and deployment of staff, inadequate
patterns of service and low quality of
maternal and child health and family
planning services.

Malaria prevention and control
deteriorated in a number of countries
owing to administrative difficulties or
lack of resources. Leprosy pro-
grammes were integrated into general
health services and there was a gen-
eral improvement in leprosy case-
finding. Improved programmes led to
a significant decline in mortality and
morbidity due to tuberculosis. How-
ever, there was a general increase in
the incidence of sexually transmitted
diseases, especially gonorrhoea. Com-
munity participation and health edu-
cation were key components in the
provision of safe drinking-water and
adequate sanitation. Pollution and
food safety problems were emerging.
The Regional Office has provided ex-
pertise for industrial waste effluent
control, water quality monitoring
management and environmental
monitoring.

tives in most countries and areas to
strengthen individual and community
participation in development. Coun-
tries in the Region are at different
stages of the health transition.

Cambodia, the Lao People’s
Democratic Republic, Papua New
Guinea and some smaller Pacific is-
land countries all have segments of
the population at the early stage of
the health transition, experiencing in-
fectious diseases, high maternal mor-
tality ratios and infant mortality rates.

Fiji, Malaysia, the Federated
States of Micronesia, Mongolia, the
Philippines, rural areas of China and
Viet Nam include populations in the
middle stage of the health transition,
who experience a comparatively high
incidence of communicable diseases
and maternal morbidity, while at the
same time suffering strokes and a
variety of cancers.

Considerable progress was made
towards the eradication of selected
diseases. Supplementary immuniza-
tion with the aim of eradicating po-
liomyelitis began in 1992, and in the
period from 1993 to 1997 approxi-
mately 100 million children were im-
munized each year in a series of na-
tional and subnational immunization
days and high-risk response immuni-
zation initiatives.

As demonstrated by the marked
decline in diseases attributable to
poor water quality and sanitation, the
Region has achieved many collective
goals in environmental protection.
For the majority of developing coun-
tries, efforts focus on the emerging
physical hazards associated with
chemicals, air pollution and large con-
struction projects. Community sani-
tation and waste management are
high priority concerns in most island
states.

Human resources are often con-
centrated in urban areas where con-
ditions of work are usually better. In
some countries, critical nationwide

Death rates: age- and sex-standardized, and age-specific,
1955-2025 estimates (per 100 000 population)

Age group 1955 1975 1995 2025

Age- and sex-standardized 2 150 826 725 510
0-4 5 768 1 364 926 343
5-19 681 149 87 31
20-64 1 272 452 371 346
65+ 8 695 5 665 6 058 5 298

In the 1990s, a stronger emphasis
was placed on the six regional priori-
ties – development of human re-
sources for health, eradication or con-
trol of selected diseases, health pro-
motion, environmental health, ex-
change of information and experience
and strengthening management. A
seventh regional priority – control of
emerging and re-emerging commu-
nicable diseases – was added in 1996.

Considerable progress was made
towards the eradication of selected
diseases. Supplementary immuniza-
tion with the aim of eradicating po-
liomyelitis began in 1992, and in the
period from 1993 to 1997 approxi-
mately 100 million children were im-
munized each year in a series of na-
tional and subnational immunization
days and high-risk response immuni-
zation initiatives.

The annual incidence of tubercu-
losis did not decline, although the
mortality rate fell. The resurgence of
malaria continued to pose problems.
The control of other diseases such as
acute respiratory infections and
diarrhoeal diseases made consider-
able progress. AIDS prevention and
control programmes were established
in most countries and areas.

Current situation

Since 1991, two primary trends have
influenced health policies in the Re-
gion: the evolution of new organiza-
tional structures in the former cen-
trally-planned economies and initia-
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public service downsizing measures
are being implemented with conse-
quent effects on distribution of the
workforce. Shortages of skilled work-
ers continue to be a concern in many
island countries.

Some of the most interesting and
challenging recent developments re-
late to the promotion and support of
new structures for the delivery of health
services (China and New Zealand).

One of the more significant efforts
in most countries in the Region is the
strengthening and realigning of
health promotion programmes to
meet the challenges posed by emerg-
ing health conditions associated with
lifestyle and individual behaviour.

Future trends

The primary health care approach as
a fundamental value for health poli-
cies will remain valid into the 21st
century. However, a number of domi-
nant themes are emerging, including
the use of more comprehensive
frameworks for planning new struc-
tures for the delivery of care and the
involvement of the community.

Rapid economic growth in the
majority of countries in the Region
has provided most communities with
significant improvements to their
quality of life and has reduced the

burden of traditional communicable
diseases and other conditions that
typically affect young children. How-
ever, it is apparent that this new pros-
perity has also led to many new influ-
ences that have the potential to re-
duce the quality of life.

Individuals and communities will
have a greater role, while the influ-
ence of governments will be less per-
vasive.

The epidemiological transition is
one long-term trend directly influenc-
ing the needs of the health sector. The
other is demographic changes, and in
particular, the significant rise in the
number of people living beyond 65
years.

The health sector in the 21st cen-
tury will face three major challenges.
First, there is a need to ensure that
all citizens enjoy equal access to
health care. In a market-oriented
economy, special attention will be
needed to ensure that health care is
accessible for those unable to pay. The
second major challenge concerns the
provision of quality care. The issue of
quality also applies to the best and
most appropriate care given for acute
conditions. The third major challenge
is that of costs. The health industry is
very labour-intensive, so its costs will
typically increase more rapidly than
costs in the economy as a whole.

Leading clusters of diseases/conditions, Western Pacific Region,
selected years (indicative list)

Disease category 1960 1980 1997 2025

Infectious and parasitic
Perinatal and maternal
Malignant neoplasms 3 2 2 2
Endocrine and nutritional
Mental and behavioural
Circulatory system 2 1 1 1
Respiratory system 1 3 3 4
Digestive systema 5 5 5 5
All external causes 4 4 4 3
a Category used by Western Pacific Region only.

There is no unique solution that
will achieve the best results in every
situation. Nor is there even any ideal
solution that can be foreseen. The re-
newal of health for all framework is a
guide for setting directions and an
attempt to highlight the most signifi-
cant issues.

The next step is to develop imple-
mentation plans for the movement
from policy to action. The implemen-
tation of policies in the 21st century
calls for close monitoring, further re-
finement and development of appro-
priate, useful and relevant indicators.
It also calls for implementation to take
place through an appropriate infra-
structure, which includes standards,
guidelines, workforce development
and technical support.


