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Chapter 1 (Leading and responding]
examines the origins of WHQO and its history from 1948 to 1998, and describes
how the Organization works and what it does.

Chapter 2 (Measuring health]
summarizes the main trends in mortality since 1955, and gives an overview of
disease trends during the same period.

Chapter 3 [Health across the life span)

looks at the health problems encountered and progress made in the past 50
years for all age groups — infants and small children under 5, older children of
school age and adolescents (5-19), adults (20-64 years) and older people (over 65).

Chapter 4 (The changing world)
discusses the three main global trends that affect health: economic trends, popu-
lation trends and social trends.

Chapter 5 [Achieving health for all)

reports on the evolution of health systems and health care, including primary
health care, since the launching of the global strategy for Health for All at the
Alma-Ata Conference in 1978.

Chapter 6 (\WWHO worldwide)
summarizes health trends since 1948 for each of the six WHO regions, as well
as current activities or problems.

Chapter 7 [Global partnerships for health)

gives examples of cooperation since 1948 with the United Nations and other
entities within the system, as well as with NGOs, international and national
research institutions and collaborating centres.

Chapter 8 [Health agenda for the 21st century)
considers the unfinished agenda and shows the way to enhance health potential
worldwide in the future.



\We are slowly learning
one of life's most
iImportant lessons:
not just how to live
longer;, but also
how to stay longer
in good health with
less dependence

on others.

he desire for a healthier and

better world in which to live

our lives and raise our children
is common to all people and all gen-
erations. Now, as we near the end of
one century and enter the next, our
past achievements and technological
advances make us more optimistic
about our future than perhaps at any
stage in recent history.

Despite being threatened by two
devastating world wars in the first half
of this century, and by many other con-
flicts and catastrophes in the second,
humanity has, in general, not merely
survived; it has thrived. Today, at least
120 countries (total population above
5 billion) have a life expectancy at birth
of more than 60 years; the global aver-
age is 66 years compared to only 48
years in 1955; it is projected to reach
73 years in 2025.

However, one of the main mes-
sages of The World Health Report
1997 was the need to recognize that
increased longevity without quality of
life is an empty prize — that health ex-
pectancy is more important than life
expectancy. It is therefore particularly
encouraging to show evidence in this
year’s report of remarkable declines in
disability over periods of time among
older people in some populations.

In an era of global population age-
ing, this is not just good news for the
individuals concerned and the socie-
ties in which they live. It may be a vi-
tal signal for us all. Tt suggests that we
are slowly learning one of life’s most
important lessons: not just how to live
longer, but also how to stay longer in
good health with less disability, and

therefore, less dependence on others.

Issued as the World Health Or-
ganization marks its 50th anniversary,
The World Health Report 1998 offers
a cautiously optimistic vision of the
future up to the year 2025. It gives us
hope that longer life can be a prize
worth winning.

Based on a review of health trends
in the past 50 years, it finds that over-
all, remarkable improvements in health
have been due to socioeconomic devel-
opment, the wider provision of safe
water, sanitation facilities and personal
hygiene, and the establishment and
expansion of national health services.

Major infectious diseases, such as
poliomyelitis, leprosy, guinea-worm
disease, Chagas disease and river
blindness, are steadily being defeated.
There have been spectacular advances
in the development of vaccines and
medicines, and countless other inno-
vations in the investigation, diagnosis
and treatment of illness, in the reduc-
tion of disability and in rehabilitation.

Tragically, however, while average
life expectancy has been increasing
throughout the 20th century, 3 out of
4 people in the least developed coun-
tries today are dying before the age
of 50 — the global life expectancy fig-
ure of half a century ago. This year,
21 million deaths — 2 out of every 5
worldwide — will be among the un-
der-50s, including 10 million small
children who will never see their fifth
birthday though most children world-
wide are now immunized against
major childhood killers. Over 7 mil-
lion will be men and women in what
should be some of the best and most
productive years of their lives. Reduc-
ing these premature deaths is one of



the greatest challenges facing human-
ity at the dawn of the 21st century.
There are others challenges. For
while health globally has steadily im-
proved over the years, great numbers
of people have seen little if any im-
provement at all. The gaps between
the health status of rich and poor are
atleast as wide as they were half a cen-
tury ago, and are becoming wider still.
The prime concern of the inter-
national community must be the
plight of those most likely to be left
furthest behind as the rest of the
world steps confidently into the fu-
ture. These are the many hundreds
of millions of men, women and chil-
dren still trapped in the past by the
grimmest poverty. They live mainly in
the least developed countries, where
the burdens of ill-health, disease and
inequality are heaviest, the outlook is
bleakest, and life is shortest.
Worldwide, the majority of pre-
mature deaths are preventable. At
least 2 million children a year die from
diseases for which there are vaccines.
The report gives encouraging evi-
dence that premature deaths among
adults, too, can be significantly re-
duced. Deaths from heart disease
have been dramatically reduced in
many countries which are experienc-
ing a transition from high incidence
of circulatory diseases to low inci-
dence, mainly due to the adoption of
healthier lifestyles. It is imperative
that such a favourable shift, condu-
cive to further reductions in the inci-
dence of these diseases, should be
sustained and if possible accelerated.
Infectious diseases, meanwhile,
remain leading causes of premature
death among adults in much of the
developing world. Reducing these
tolls depends largely on the political
will and commitment of individual
governments, and the active support

and poor, and keeping it there. It is
time to realize that health is a global
issue; it should be considered as an
essential component of the continu-
ing globalization process that is re-
shaping our world; it should be in-
cluded in the growing interaction be-
tween countries that currently exists
in terms of world trade, services, for-
eign investment and capital markets.

With the help of instant interna-
tional communications and informa-
tion technologies, and global surveil-
lance systems to detect problems,
prepare for them and respond to
them, a wonderful opportunity now
exists to build the new international
partnerships for health, based on so-
cial justice, equity and solidarity, that
the world of the 21st century will so
urgently need.

They are partnerships involving all
countries, their governments, their civil
societies, and their individuals. All can
be partners who are willing to share and
exchange the life-enhancing informa-
tion and technology that is already at
the fingertips of the rich but as yet be-
yond the reach of the poor. Such a po-
litical vision is fundamental to ensure a
participatory approach to peace and
development at local, national and in-
ternational levels and thus enhance the
welfare of the individual and society.

The progress and achievements of
the past 50 years are solid foundations
for a healthier and better world. It is
already time to build on them. Life
in the 21st century could and should
be better for all. We can pass no
greater gift to the next generation
than a healthier future. That is our
vision. Together, the people of the
world can make it a reality.

/( . MHFOSN Nakajima, M.D., Ph.D.

Director-General
World Health Organization

of the international community.
This means putting health high
on the agenda of all countries, rich



The most important
pattern of progress
now emerging Is an
unmistakable trend
towards healthier,

longer life.

he 21st century offers a bright

vision of better health for all.

It holds the prospect not
merely of longer life, but superior
quality of life, with less disability and
disease. As the new millennium ap-
proaches, the global population has
never had a healthier outlook.

Weighing the evidence of the past
and the present, The World Health
Report 1998 shows that humanity has
many good reasons for hope in the
future. Such an optimistic view must
be tempered by recognition of some
harsh realities. Nevertheless, unprec-
edented advances in health during the
20th century have laid the founda-
tions for further dramatic progress in
the years ahead.

This report provides the latest ex-
pert assessment of the global health
situation, and uses that as a basis for
projecting health trends to the year
2025. Examining the entire human
life span, and sifting data gathered in
the past 50 years, it studies the well-
being of infants and children, adoles-
cents and adults, older people and the
“oldest old”, and identifies priority ar-
eas for action in each age group.
Women’s health is given special em-
phasis. The future of human health
in the 21Ist century depends a great
deal on a commitment to investing in
the health of women in the world to-
day. Their health largely determines
the health of their children, who are
the adults of tomorrow.

The report’s most disturbing find-
ing is that, despite increasing life ex-
pectancy, two-fifths of all deaths in the

world this year can be considered pre-
mature, in that more than 20 million
people a year are dying before the age
of 50, while average life expectancy
has risen to 66 years. Ten million of
these deaths are among children un-
der 5 years; 7.4 million others are
among adults aged 20-49.

Even so, the most important pat-
tern of progress now emerging is an
unmistakable trend towards healthier,
longer life. Supported by solid scien-
tific evidence of declines in disability
among older people in some
populations, this has considerable
implications for individuals and for
societies.

The explanation for this trend lies
in the social and economic advances
that the world has witnessed during
the late 20th century — advances that
have brought better living standards
to many, but not all, people. The
world saw a golden age of unparal-
leled prosperity between 1950 and
1973, followed by an economic slump
that lasted 20 years. A global eco-
nomic recovery has been under way
since 1994. The long-term benefits
are now becoming apparent. While
they are most evident in the industri-
alized world, they are slowly but
surely materializing in many poorer
countries, too.

For example, food supply has
more than doubled in the past 40
years, much faster than population
growth. Per capita GDP in real terms
has risen by at least 2.5 times in the
past 50 years. Adult literacy rates have
increased by more than 50% since
1970. The proportion of children at
school has risen while the proportion
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In many ways,
the face of humanity
Is being rapidly

reshaped.

of people chronically undernourished

has fallen.

These trends are changing the
world. Without question, the world of
2025 will be significantly different
from today’s, and almost unrecogniz-
able from that of 1950. The stunning
technological advances of recent
years, particularly in global telecom-
munications, have made the planet
seem smaller than ever before. By the
year 2025, it is likely to seem smaller
still — and, with continuing population
growth, it will certainly be much more
crowded. In many ways, the face of
humanity is being rapidly reshaped.

Two main trends — increasing life
expectancy and falling fertility rates
— mean that by 2025:

e Worldwide life expectancy, cur-
rently 66 years, will reach 73 years
—a50% improvement on the 1955
average of only 48 years.

e The global population, about 5.8
billion in 1997, will increase to
about 8 billion. Every day in 1997,
about 365 000 babies were born,
and about 140 000 people died,
giving a natural increase of about
220 000 people a day.

e There will never have been so
many older people and so relatively
few young ones.

e The number of people aged over
65 will have risen from 390 million
in 1997 to 800 million — from 6.6%
of the total population to 10%.

e The proportion of young people
under 20 years will have fallen
from 40% in 1997 to 32% of the
total population, despite reaching
2.6 billion — an actual increase of
252 million.

These demographic trends, which

have profound implications for hu-

man health in all age groups, follow
on the many positive changes that
have occurred in the past 50 years.

More people than ever before now

have access to at least minimum

health care, safe water supplies and

sanitation facilities. Most of the
world’s children are now immunized
against the six major diseases of child-
hood — measles, poliomyelitis, tuber-
culosis, diphtheria, pertussis and
neonatal tetanus.

During the same period there
have been steady and sometimes
spectacular advances in the control
and prevention of other diseases, the
development of vaccines and medi-
cines, and countless other medical
and scientific innovations. The past
decades have seen the final defeat of
smallpox, one of the oldest diseases
of humanity, and the gradual reduc-
tion in several others, including lep-
rosy and poliomyelitis.

Together, these and related achieve-
ments should help humankind to step
confidently across the threshold into
the new century. However, the future
will pose many new as well as con-
tinuing challenges.

The war against ill-health in the
21st century will have to be fought
simultaneously on two main fronts:
infectious diseases and chronic,
noncommunicable diseases. Many
developing countries will come under
greater attack from both, as heart dis-
ease, cancer and diabetes and other
“lifestyle” conditions become more
prevalent, while infectious illnesses
remain undefeated. Of this latter
group, HIV/AIDS will continue to be
the deadliest menace.

This double threat imposes the
need for difficult decisions about the
allocation of scarce resources. Expe-
rience shows that reduced spending
on controlling infectious diseases can
cause them to return with a venge-
ance, while globalization — particu-
larly expanding international travel
and trade, including the transporta-
tion of foodstuffs —increases the risks
of their global spread. At the same



time, the stealthy onset of chronic
conditions also saps a nation’s
strength. This trend will increasingly
be the main focus of attention in in-
dustrialized countries which, how-
ever, must not lower their guard
against infectious diseases.

The past few decades have seen
the growing impact on health of pov-
erty and malnutrition; widening
health inequalities between rich and
poor; the emergence of “new” dis-
eases such as HIV/AIDS; the grow-
ing problem of antibiotic-resistant
infections; and the epidemic of to-
bacco-related diseases.

These are only some of the prob-
lems representing the unfinished
agenda of public health actions at the
end of one century and requiring ur-
gent action at the beginning of the
next.

This report looks at the health
implications for all age groups — in-
fants and small children under 5;
older children of school age and ado-
lescents (5-19 years); adults (20-64
years); and older people (65 and
over). Some of the main findings of
the report, as they apply to each age
group, are summarized below.

Infants and small children

e Spectacular progress in reducing
under-5 mortality achieved in the
past few decades is projected to
continue, and could even acceler-
ate. There were about 11 million
deaths among children under 5 in
1995 compared to 21 million in
1955; there will only be 5 million
deaths in 2025.

e The infant mortality rate per 1000
live births was 148 in 1955; 59 in
1995; and is projected to be 29 in
2025.

e The under-5 mortality rates per
1000 live births for the same years
are 210, 78 and 37 respectively.

e In 1997, there were 10 million

deaths among children under 5 —
97% of them in the developing
world, and most of them due to
infectious diseases such as pneu-
monia and diarrhoea, combined
with malnutrition.

e Most of these under-5 deaths are
preventable. At least 2 million a
year could be prevented by exist-
ing vaccines.

e Some 25 million low-birth-weight
babies are born every year. They
are more likely to die early, and
those who survive may suffer ill-
ness, stunted growth or other
health problems, even as adults.

e While most premature and low-
birth-weight babies are born in the
developing world, many born in
industrialized countries owe their
survival to high-technology
neonatal care. Such care may have
increasingly complex ethical impli-
cations.

e Tomorrow’s small children face a
“new morbidity” of illnesses and
conditions that are linked to social
and economic changes, including
rapid urbanization. These include
neglect, abuse and violence, espe-
cially among the growing numbers
of street children.

e One of the biggest hazards to chil-
dren in the 21st century will be the
continuing spread of HIV/AIDS.
In 1997, 590 000 children aged un-
der 15 became infected with HIV.
The disease could reverse some of
the major gains achieved in child
health over the last 50 years.

e Better prevention and treatment of
some hereditary diseases in small

children is likely.

Older children and adolescents

Traditionally regarded as enjoying the
healthiest phase of life, these young-
sters have tended to receive insuffi-
cient public health attention. But to-
day theirs is a “prime time” for health

Introduction

HIV/AIDS could
reverse some of
the major gains
achieved in child
health over

the last 50 years.
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The continuing gains
in the survival of
infants and young

children means that

the adult population

IS Increasing.

promotion to encourage them to es-

tablish healthy patterns of behaviour

that will influence their development
and health in later years.

e There will be an even greater need
than at present for education and
advice on unhealthy diet, inad-
equate exercise, unsafe sexual ac-
tivity and smoking, all of which
provoke disease in adulthood but
have their roots in these early
formative years.

e Research suggests that stress, poor
physical surroundings and an inad-
equate care-giving environment
during early childhood are related
to violent and criminal behaviour
at later ages. More children than
ever are growing up in such cir-
cumstances.

e The transition from childhood to
adulthood will be marked for many
in the coming years by such poten-
tially deadly “rites of passage” as
violence, delinquency, drugs, alco-
hol, motor-vehicle accidents and
sexual hazards. For many, espe-
cially those growing up in poor ur-
ban areas, adolescence will repre-
sent the most dangerous years of
life.

e Sexuality and sexual activity, key as-
pects of affirming maturity and
adulthood, are becoming more
dangerous due to HIV and other
sexually transmitted diseases,
while globally there is still enor-
mous ignorance about sex among
young people, particularly adoles-
cent males.

e In 1995, girls aged 15-19 gave birth
to 17 million babies. That number
is expected to drop only to 16 mil-
lion in 2025. Pregnancy and child-
birth in adolescence pose higher
risks for both mother and child.
Earlier sexual activity increases
health hazards for women.

Adults

Globally, adults are now surviving
longer, largely because during the
past half century, when they were
children, epidemics of infectious dis-
eases such as tuberculosis and respi-
ratory disease were being better con-
trolled. The continuing gains in the
survival of infants and young children
means that the adult population is
increasing,

e Currently, just over half the popu-
lation is of working age, 20-64; by
2025 the proportion will have
reached 58%.

e The proportion of older people re-
quiring support from adults of
working age will have increased
from 10.5% in 1955 and 12.3% in
1995 to 17.2% in 2025.

e The health of the adult population
of working age will be vitally im-
portant if this age group is to sup-
port growing numbers of depend-
ants, both young and old.

e However, more than 15 million
adults aged 20-64 are dying every
year. Most of these deaths are pre-
ventable.

e Among the most tragic of these
deaths are those of 585 000 young
women who die each year in preg-
nancy or childbirth.

e 2-3 million adults a year are dying
of tuberculosis, despite the exist-
ence of a strategy that could effec-
tively cure all cases.

e About 1.8 million adults died of
AIDS in 1997 and the annual death
toll is likely to rise.

The successes achieved in the past 50

years against microbial and parasitic

diseases stem from the creation of a

healthier environment, with improve-

ments in hygiene and sanitation;
treatment with effective and afford-
able antibiotic and antiparasitic drugs;
and the availability of vaccines. Un-
fortunately, these types of drugs can-
not be relied on to the same extent in



the future — because of the spread of
strains of pneumonia, tuberculosis and
malaria that are resistant to the most
powerful medicines. Steady increases
in cases of and deaths from tubercu-
losis are evidence of this trend.

e The future of infectious disease
control is likely to lie with vaccines
rather than drugs.

e Ingeneral, noncommunicable dis-
eases such as coronary heart dis-
ease, cancer, diabetes and mental
disorders are more common than
infectious diseases in the industri-
alized world. Coronary heart dis-
ease and stroke have declined as
causes of death in these countries
in recent decades, while death
rates from some cancers have
risen.

e In developing countries, as their
economies grow, noncommuni-
cable diseases will become more
prevalent, largely because of the
adoption of “western” lifestyles and
their accompanying risk factors —
smoking, high-fat diet, lack of ex-
ercise. But infectious diseases will
still be a major burden, none more
so than HIV/AIDS.

e Cancer will remain one of the lead-
ing causes of death worldwide.
Despite much progress in re-
search, prevention and treatment,
only one-third of all cancers can be
cured by earlier detection com-
bined with effective treatment.
However, many of the remaining
cancers could be prevented by a
range of measures, including
avoiding tobacco use and adopting
a healthier diet.

Some likely trends to 2025 are given

below:

e Overall, the risk of cancer will con-
tinue to increase in developing
countries, with stable if not declin-
ing rates in industrialized coun-
tries. In individual countries, some
cancers will become more com-
mon, others less common.

e Cases of and deaths from lung can-

cer and colorectal cancer will in-
crease, largely due to smoking and
unhealthy diet. Lung cancer deaths
among women will rise in virtually
all industrialized countries.
Stomach cancer will become less
common, mainly because of im-
proved food conservation, dietary
changes and declining related in-
fection.

Cervical cancer is expected to de-
crease further in industrialized
countries due to screening; the
possible advent of a vaccine would
greatly benefit both developed and
developing countries.

Liver cancer will decrease as a con-
sequence of current and future
immunization against the hepati-
tis B virus in many countries and
of screening for hepatitis C.
Diabetes cases in adults will more
than double globally, from 143
million in 1997 to 300 million in
2025, largely because of dietary
and other lifestyle factors.

Older people

e By 2025 there will be more than

800 million people over 65 in the
world, two-thirds of them in devel-
oping countries.

There will be 274 million people
over the age of 60 in China alone
— more than the total present
population of the United States.
Increases of up to 300% of the
older population are expected in
many developing countries, espe-
cially in Latin America and Asia,
within the next 30 years.
Population ageing has immense
implications for all countries. In
the 21st century, one of the big-
gest challenges will be how best to
prevent and postpone disease and
disability and to maintain the
health, independence and mobil-
ity of an ageing population.

Introduction

Population ageing
has immense
implications for

all countries.
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Today, the status
and well-being of
countless millions

of women worldwide

remain tragically low.

e Even in wealthy countries, most
old and frail people cannot meet
more than a small fraction of the
costs of the health care they need.
In the coming decades, few coun-
tries will be able to provide spe-
cialized care for their large popu-
lation of aged individuals.

e Some European countries already
acknowledge that there is insuffi-
cient provision to meet with dig-
nity the needs of all those over the
age of 75, who currently consume
many times more medical and so-
cial services than those under 75.

e Developing countries will face
even more serious challenges,
given their economic difficulties,
the rapidity with which popu-
lations age, the lack of social serv-
ice infrastructures, and the decline
of traditional caring provided by
family members.

e Many of the chronic conditions of
old age can be successfully de-
tected, prevented and treated,
given sufficient resources and ac-
cess to care.

e Worldwide, circulatory disease is
the leading cause of death and
disability in people over 65 years,
but there is great potential for pre-
venting and treating it.

Women’s health is inextricably linked
to their status in society. It benefits
from equality, and suffers from dis-
crimination. Today, the status and
well-being of countless millions of
women worldwide remain tragically
low. As a result, human well-being in
general suffers, and the prospects for
future generations are dimmer.

In many parts of the world, dis-
crimination against women begins
before they are born and stays with
them until they die. Throughout his-
tory, female babies have been un-
wanted in some societies and are at a

disadvantage from the moment of
birth. Today, girls and women are still
denied the same rights and privileges
as their brothers, at home, at work,
in the classroom or the clinic. They
suffer more from poverty, low social
status and the many hazards associ-
ated with their reproductive role. As
a result, they bear an unfair burden
of disadvantage and suffering, often
throughout their lives.

Global population ageing is result-
ing in the evolution towards societies
which are, for the most part, female.
Yet while women generally live longer
than men, for many of them greater
life expectancy carries no real advan-
tage in terms of additional years lived
free of disability.

The status of women’s health in
old age is shaped throughout their
lives by factors over which they have
little if any control. If longer lives for
women are to be years of quality, poli-
cies must be aimed at ensuring the
best possible health for women as
they age. These policies should be
geared towards the problems that
begin in infancy or childhood, and
should cover the whole life span,
through adolescence and adulthood
into old age.

Infancy and childhood. The
health of parents, particularly the
mother before and during pregnancy,
and the services available to her
throughout her pregnancy, especially
at delivery, are important determi-
nants of the health status of their chil-
dren. Infants whose health status is
compromised at birth are more vul-
nerable to various health problems
later in life. Girls who are inad-
equately fed in childhood may have
impaired intellectual capacity, de-
layed puberty, possibly impaired fer-
tility and stunted growth, leading to
higher risks of complications during
childbirth. Female genital mutilation,
of which 2 million girls are at risk
every year, or sexual abuse during



childhood, increase the risk of poor
physical and mental health in later
years.

Adolescence. Most reproductive
health and family planning pro-
grammes have not paid enough atten-
tion to the special needs of adoles-
cents. Premature entry into sexual
relationships, high-risk sexual behav-
iour and lack of education, basic
health information and services all
compromise the current and future
well-being of girls in this age group.

These girls are at increased risk
of sexually transmitted diseases, in-
cluding HIV/AIDS, early pregnancy
and motherhood, and unsafe abor-
tion. Adolescent girls are not physi-
cally prepared for childbirth, and are
much more at risk of maternal death
than women in their twenties. Inad-
equate diet during adolescence can
jeopardize girls” health and physical
development, with permanent conse-
quences. Iron-deficiency anaemia is
particularly common among adoles-
cent girls.

Adulthood. The consequences of
poor health in childhood and adoles-
cence, including malnutrition, be-
come apparent in adulthood, particu-
larly during the childbearing years.
This time is a particularly dangerous
phase in the lives of many women in
developing countries, where health
care services, especially reproductive
health facilities, are often inadequate
and where society puts pressure on
couples to have many children. More
than 50% of pregnant women in the
developing world are anaemic.

About 585 000 women die each
year of pregnancy-related causes.
Where women have many pregnan-
cies the risk of related death over the
course of their lifetime is com-
pounded. While the risk in Europe is
one in 1400, in Asia it is one in 65,
and in Africa, one in 16.

An estimated 50 million adult
women in developing countries are

classified as being severely under-
weight, and about 450 million suffer
from goitre.

Older women. Many millions of
women are made old before their
time by the daily harshness and in-
equalities of their earlier lives, begin-
ning in childhood. They experience
poor nutrition, reproductive ill-
health, dangerous working condi-
tions, violence and lifestyle-related
diseases, all of which exacerbate the
likelihood of breast and cervical can-
cers, osteoporosis and other chronic
conditions after menopause. In old
age poverty, loneliness and alienation
are common.

The World Health Report 1998 and
its three predecessors have helped
create a comprehensive map of the
major issues that have dominated
world health in the second half of the
20th century. The priorities for inter-
national action recommended in
these four reports chart the future for
health action in the 21st century.

The World Health Report 1995 —
Bridging the gaps, identified poverty
as the greatest cause of suffering and
showed the widening health gaps be-
tween rich and poor. It recommended
using available resources as effec-
tively as possible and redirecting them
to those who need them most.

The World Health Report 1996 —
Fighting disease, fostering develop-
ment identified three main priorities:
completing the unfinished business of
eradication and elimination of specific
diseases; tackling “old” diseases such
as tuberculosis and malaria, and the
problems of antimicrobial resistance;
and combating newly-emerging dis-
eases.

The World Health Report 1997 —
Conquering suffering, enriching hu-
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agenda for health,
poverty remains

the main item.

manity stressed the importance of
health expectancy over life expect-
ancy in the context of chronic
noncommunicable diseases. Its main
recommendation was the integration
of disease-specific interventions into
a comprehensive chronic disease con-
trol package incorporating preven-
tion, diagnosis, treatment, rehabilita-
tion and improved training of health
professionals.

This year’s report has shown the
major developments and achieve-
ments in health in the past 50 years
and described the economic trends,
population trends and social trends
which will influence health in the early
21st century. The third evaluation of
progress in implementation of the
health for all strategy, carried out in
1997, has shown substantial gains in
life expectancy and in infectious dis-
ease control and reductions in infant
and under-5 mortality. There have also
been great improvements in immuni-
zation coverage, as well as in access to
maternal care (including family plan-
ning services) and to essential drugs.
These need to be safeguarded.

On the unfinished agenda for
health, poverty remains the main item.
The priority must be to reduce it in
the poorest countries of the world, and
to eliminate the pockets of poverty that
exist within countries. Policies directed
at improving health and ensuring eq-
uity are the keys to economic growth
and poverty reduction.

Safeguarding the gains already
achieved in health depends largely on
sharing health and medical knowl-
edge, expertise and experience on a
global scale. Industrialized countries
can play a vital part in helping solve
global health problems. It is in their
own interests as well as those of de-
veloping countries to do so.

Increased international coopera-
tion in health can be facilitated by a
managed global network making use
of the latest communication technolo-
gies. Global surveillance for the de-
tection of and response to emerging
infectious diseases is essential. As a
result of increased global trade and
travel, the prevention of foodborne
infections in particular is of increas-
ing importance. Wars, conflicts, refu-
gee movements and environmental
degradation also facilitate the spread
of infections as well as being health
hazards in themselves.

Enhancing health potential in
the future depends on preventing and
reducing premature mortality, mor-
bidity and disability. It involves ena-
bling people of all ages to achieve over
time their maximum potential, intel-
lectually and physically through edu-
cation, the development of life skills
and healthy lifestyles.

The implications of healthy age-
ing — the physical and mental char-
acteristics of old age and their associ-
ated problems — need to be better
understood. Much more research is
required in order to reduce disability
among older age groups.

Concern for the older members
of today’s society is part of the
intergenerational relationships that
need to be developed in the 21st cen-
tury. These relationships, vital for so-
cial cohesion, should be based on eq-
uity, solidarity and social justice.

The young and old must learn to
understand each other’s differing as-
pirations and requirements. The
young have the skills and energies to
enhance the life quality of their
elders. The old have the wisdom of
their experience of life to pass on to
the children of today and of coming
generations.



Chapter 1

The health of all
peoples was
considered to
be fundamental to the
attainment of peace
and security

in the world.

The origins of WHD

ublic health beyond national

borders was considered in

1851 at an international sani-
tary conference held in Paris. Five of
the 12 participating countries signed
an international sanitary convention
to which was annexed the text of in-
ternational sanitary regulations. After
a succession of international sanitary
conferences, 12 States signed the
Rome Agreement in 1907, which pro-
vided for the setting up in Paris of an
international office of public hygiene
(Office international d’hygiéne
publique — OIHP). Its function was
to provide general information to par-
ticipating countries on public health,
especially infectious diseases, while
retaining a diplomatic orientation (as
illustrated by the majority decision
against restricting its directorship to
a physician). Progress was made on
control of the main infectious dis-
eases, including yellow fever, cholera,
malaria and tuberculosis. Activities
also covered food safety, hospital
building and administration, school
health, industrial hygiene, and from
1909, biological standardization.
Landmarks in international health are
given in Box 1.

When the League of Nations was
formed, there was a proposal to trans-
form the OIHP into the health organ
of the League, but this never hap-
pened. The Health Organization of
the League of Nations thus existed in-
dependently in Geneva. The OTHP’s
publications included a weekly epi-

demiological bulletin which was even-
tually incorporated in the Weekly epi-
demiological record of the League of
Nations (now published by WHO). Tt
was not until after the Second World
War that the functions of both bod-
ies were combined to form a new or-
ganization able to deal with large epi-
demics through a coordinated inter-
national effort. Meanwhile several re-
gional sanitary bodies were set up, in-
cluding a sanitary council in Egypt,
and an international sanitary office in
the Americas, which became the Pan
American Sanitary Bureau in 1923
(concerned mainly with combating
yellow fever).

In 1945, a United Nations confer-
ence was held in San Francisco to
consider the possibility of setting up
an international health organization.
The health of all peoples was consid-
ered to be fundamental to the attain-
ment of peace and security in the
world. In 1946, a preparatory techni-
cal commission was instituted, com-
prising not representatives of States
but experts selected on the basis of
their technical competence. This
commission proposed the name
“World Health Organization” and
suggested that the organization
should be run by three bodies: a
World Health Assembly, an Executive
Board and a Secretariat (Box 2).

The International Health Confer-
ence, the first international confer-
ence to be held under the aegis of the
United Nations, took place in 1946
in New York. The 51 Member States
of the United Nations were repre-
sented, as well as 13 non-members
and various specialized agencies and
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Box 1. Landmarks in international health

Cholera overruns Europe,

The first International Sanitary Conference is held in Paris to produce
an international sanitary convention, but fails.

The International Sanitary Convention, restricted to cholera, is
adopted.

Another international convention dealing with preventive measures
against plague is adopted.

The International Sanitary Bureau, later renamed Pan American Sani-
tary Bureau, and subsequently Pan American Sanitary Organization,
is set up in Washington, DC.

L Office international d'hygiene publique (OIHP) is established in Paris,
with a permanent secretariat and a permanent committee of senior
public health officials of Member governments.

The League of Nations is created and is charged, among other tasks,
with taking steps in matters of international concern for the preven-
tion and control of disease. The Health Organization of the League of
Nations is set up in Geneva, in parallel with the OIHP.

The International Sanitary Convention is revised to include provisions
against smallpox and typhus.

The International Sanitary Convention for aerial navigation comes into
force.

A United Nations conference in San Francisco unanimously approves the
establishment of a new, autonomous, international health organization.

The International Health Conference in New York approves the Con-
stitution of the World Health Organization (WHQO).

The WHO Constitution comes into force on 7 April (now marked as
World Health Day each year).

The text of new International sanitary regulations is adopted by the
World Health Assembly, replacing the previous International Sanitary
Conventions.

These Regulations are renamed the International health regulations,
covering only cholera, plague, smallpox and yellow fever.

A Joint WHO/UNICEF International Conference in Alma-Ata, adopts
a Declaration on Primary Health Care as the key to attaining the goal
of Health for All by the Year 2000.

A Global Commission certifies the worldwide eradication of smallpox,
the last known natural case having occurred in 1977.

The Global Strategy for Health for All by the Year 2000 is adopted by
the World Health Assembly and endorsed by the United Nations Gen-
eral Assembly, which urges other international organizations concerned
to collaborate with WHO.

The World Health Assembly resolves that poliomyelitis will be eradi-
cated by the year 2000.

\WHO's Executive Board launches reform of the Organization in re-
sponse to global change.

nongovernmental organizations.
Within four and a half weeks, the con-
ference drafted the Constitution, as
well as a protocol that brought the
Rome Agreement to an end and
transferred OIHP’s duties and re-
sponsibilities to the new organization.
The Constitution expressed clearly
the principles that were to govern the
new organization and went a long way
towards fulfilling the wishes of those
who favoured the creation of a single
body for world health matters.

One recurrent theme in all inter-
national discussions, that of non-
intervention in internal affairs of
States, played an important part at the
conference. WHO was requested to
act as the directing and coordinating
authority on international health
work, but its assistance to govern-
ments was to be subject to those gov-
ernments’ request or acceptance. The
World Health Assembly was given au-
thority to adopt regulations concern-
ing certain technical matters. This was
tantamount to investing it with legis-
lative powers, a measure allowing
governments to accept international
sanitary arrangements simultaneously
and with minimum delay.

It was agreed that the organiza-
tion should be open to all States with-
out exception. No provision was made
for expelling a Member State, only to
suspend the voting rights of those who
fail to meet their financial obligations.

WHD's first 38 years

On 7 April 1948, the Constitution was
accepted by the required number of
Member States of the United Nations
(26). There were 48 Members by the
opening of the First World Health
Assembly and 55 when it closed a
month later. Many more Members
subsequently joined the Organiza-
tion, bringing the total to 191 as of
1 January 1998 (Table 1 and Annex 1).
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Box 2. The World Health Assembly, Executive Board and Secretariat

According to Article 9 of WHO's Constitution, the work of the Organization shall be carried out by the World Health

Assembly, the Executive Board and the Secretariat.

The World Health Assembly

The Assembly is composed of delegates representing
Members, and meets once a year in regular session at
the Palais des Nations, Geneva. The length of its sessions
has been considerably reduced since the early days of
WHO, and now ranges between six and nine days. The
functions of the Assembly include: determining the poli-
cies of the Organization; the naming of Members entitled
to designate a person to serve on the Executive Board;
and appointing the Director-General.

Each Assembly elects a President and five vice-presi-
dents, who hold office until their successors are elected.
The work of the Assembly is conducted by two main Com-
mittees: Committee A to deal predominantly with pro-
gramme and budget matters, and Committee B to deal
predominantly with administrative, financial and legal mat-
ters.

Decisions are taken through the adoption of resolu-
tions, which may be tabled by any Member. There must
be a two-thirds majority of the Members present and vot-
ing for important questions such as the adoption of con-
ventions or agreements and fixing the amount of the ef-
fective working budget. Decisions on other questions re-
guire a simple majority.

The Executive Board

The first Executive Board comprised 18 Members — the
number has now increased to 32, to reflect the growing
number of Members since 1948. The World Health As-
sembly, taking into account an equitable geographical dis-
tribution, elects the Members entitled to designate a per-
son technically qualified in the field of health to serve on
the Board: Members are elected for three years. The Board
elects its Chairman, who serves for one year, and meets
twice a year, traditionally at WHO headquarters in
Geneva. lts functions include: giving effect to the deci-
sions and policies of the World Health Assembly, acting
as its executive organ; and taking emergency measures —
for example, to combat epidemics.

The Secretariat

The Secretariat comprises the Director-General and such
technical and administrative staff as the Organization may
require. The paramount consideration in the employment
of the staff is to ensure that the efficiency, integrity and
internationally representative character of the Secretariat
is maintained at the highest level, with due regard being
paid to the importance of recruiting staff on as wide a
geographical basis as possible.

The First World Health Assembly
was held in Geneva, at the Palais des
Nations, on 24 June 1948. One of its
tasks was to elect the first Director-
General, Dr Brock Chisholm, who re-
mained in office until 1953. Current
health problems were divided into six
groups according to priority: malaria,
maternal and child health, tubercu-
losis, venereal diseases, nutrition and
sanitation; public health administra-
tion; parasitic diseases; viral diseases;
mental health; and various other ac-
tivities. It soon appeared that this clas-
sification did not correspond to the
extreme diversity of national health
needs. It was therefore replaced later

by a more flexible method, better
suited to the real needs of Member
States and to their requests for assist-
ance, which allowed the stage of de-
velopment and the problems of each
country to be taken into account.
The decentralization of activities
was one of the most tricky problems
facing the First World Health Assem-
bly, which had to decide how many
regions should be created, which
countries they should include, how
soon the regional organizations
should be instituted, and what finan-
cial arrangements should be made.
The Assembly suggested that the fol-
lowing factors should be taken into
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One of the main
purposes of regional
offices was to provide

effective contact

between WWHO and

national governments.

account: the health level of the coun-
tries to be included; the possible ex-
istence in those countries of a perma-
nent epidemic focus; the extent to
which those countries had managed
to overcome the health consequences
of war; the efficiency of their health
administration; and their capacity to
resolve their problems.

Finally the six WHO regions (Af-
rica, the Americas, Eastern Mediter-
ranean, Europe, South-East Asia,
Western Pacific) were established.
The Assembly’s decision concerning
Europe was limited to the setting-up
of a temporary office to deal with the
health rehabilitation of war-devas-
tated countries. In the Eastern Medi-
terranean area, it was decided to in-
tegrate with WHO the existing Mari-
time and Quarantine Sanitary Coun-
cil of Egypt located in Alexandria. An
agreement was concluded with the
Pan American Sanitary Organization:
the Pan American Sanitary Bureau in
Washington, DC, was to assume, in
addition to its former functions, the
new role of WHO Regional Office for
the Americas. For further details, see
Chapter 6.

Between 1949 and 1952, a certain
number of transfers took place be-
tween the regions. In 1953, the World
Health Assembly reaffirmed the prin-
ciples that had prompted regional-
ization, found that they had been jus-
tified in practice, requested the Ex-
ecutive Board periodically to review
and report on regionalization, and
requested the Director-General to
provide the regional offices with guid-
ance and assistance, to ensure that
they conformed with the principles
and policies established by the gov-
erning bodies. The World Health As-
sembly recommended the inter-
change of staff among regions and
between headquarters and regions.
The Executive Board felt that there
should be no rigid allocation of func-
tions between the central and re-

gional offices, and it was also opposed
to the decentralization of certain
functions which in its opinion could
only be efficiently discharged cen-
trally. In 1953, the Executive Board
carried out a full-scale organizational
study of the regional structure. Its
report gave a complete functional
description for a composite or model
regional office. One of the main pur-
poses of regional offices was to pro-
vide effective contact between WHO
and national governments. To meet
their many requests for advice, re-
gional advisers were attached to re-
gional offices.

The working methods of WHO
which were established in the early
years are generally still in use today.
To meet a request from a country, the
regional director would consult with
the national authorities to determine
the form of international assistance to
be supplied. On the basis of the re-
quests received, the regional pro-
gramme was planned, examining the
various projects with regard to their
conformity with policy guidelines and
their suitability for inclusion in a co-
ordinated plan of development for the
region and country in question. For
specific projects, the Organization
would recruit and brief a suitable ex-
pert or team. The regional office en-
sured liaison and cooperation with the
national counterparts and local serv-
ices. International staff were assigned
to assist the government, not to con-
trol the project, the course of which
was determined by the local needs,
environment and epidemiological
conditions. Once the international
staff were withdrawn, the local serv-
ices applied, extended and continued
the work, which became an integral
part of the national health services.

Technical and scientific meetings
were used to give authoritative tech-
nical direction to the policies and pro-
grammes of WHO, to pool and ex-
change information, to suggest



Table 1.  Members and Associate Members of WHOF
1946 Canada, China, Iran (Islamic Republic of), New Zealand, 1966
Syrian Arab Republic, United Kingdom of Great Britain
1967
and Northern Ireland
1947 Albania, Austria, Egypt, Ethiopia, Finland, Haiti, Irag, 1290
Ireland, Italy, Jordan, Liberia, Netherlands, Norway, 1971
Saudi Arabia, South Africa, Sweden, Switzerland, Thai-
) 1972
land, Yugoslavia
1948 Afghanistan, Argentina, Australia, Belarus, Belgium, 1973
Brazil, Bulgaria, Chile, Denmark, Dominican Republic, 1974
El Salvador, France, Greece, Hungary, Iceland, India, 1975
Mexico, Monaco, Myanmar, Pakistan, Philippines, Po-
land, Portugal, Romania, Russian Federation, SriLanka, 1976
Turkey, Ukraine, United States of America, Venezuela
1949 Bolivia, Costa Rica, Ecuador, Guatemala, Honduras, Is- 1978
rael, Lebanon, Luxembourg, Paraguay, Peru, Republic 1979
of Korea, Uruguay
1950 Cambodia, Cuba, Indonesia, Lao People’s Democratic 1380
Republic, Nicaragua, Viet Nam 1981
1951 Germany, Japan, Panama, Spain 1982
1952 Libyan Arab Jamahiriya 1983
1953 Nepal, Yemen
1956 Morocco, Sudan, Tunisia 1384
1957 Ghana 1985
1958 Malaysia 1990
1959 Colombia, Guinea 1991
1960 Benin, Burkina Faso, Cameroon, Central African
Republic, Congo, Cote d'lvoire, Gabon, Kuwait, Mali,
. S 1992
Niger, Nigeria, Senegal, Togo
1961 Chad, Cyprus, Democratic Republic of the Congo, Mada-
gascar, Mauritania, Sierra Leone, Somalia
1962 Algeria, Burundi, Mongolia, Rwanda, Samoa, United 1993
Republic of Tanzania
1963 Jamaica, Trinidad and Tobago, Uganda 1994
1964 Kenya 1995
1965 Malawi, Maldives, Malta, Zambia 1997
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Guyana, Singapore

Barbados, Lesotho

Mauritius

Bahrein, Gambia, Oman

Bangladesh, Fiji, Qatar, United Arab Emirates
Democratic People’s Republic of Korea, Swaziland
Bahamas, Grenada, Guinea-Bissau

Botswana, Comoros, Mozambique, Tonga

Angola, Cape Verde, Papua New Guinea, Sao Tome and
Principe, Suriname

Djibouti

Seychelles

Equatorial Guinea, Saint Lucia, San Marino, Zimbabwe
Dominica

Bhutan

Saint Vincent and the Grenadines, Solomon Islands,
Vanuatu

Antigua and Barbuda, Cook Islands, Kiribati, Saint Kitts
and Nevis

Brunei Darussalam
Belize, Namibia

Latvia, Lithuania, Marshall Islands, Micronesia (Feder-
ated States of), Tokelau®

Armenia, Azerbaijan, Bosnia and Herzegovina, Croatia,
Georgia, Kazakstan, Kyrgyzstan, Puerto Rico,® Repub-
lic of Moldova, Slovenia, Tajikistan, Turkmenistan,
Uzbekistan

Czech Republic, Eritrea, Estonia, Slovakia, The Former
Yugoslav Republic of Macedonia, Tuvalu

Nauru, Niue
Palau

Andorra

@ Listed according to the year on which they became a party to the Constitution or the year of admission to associate membership.
® Associate Member.
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For many purposes,
WHO has directly
approached country
medical services and
individuals in every

part of the world.

outlines of coordinated research, and
to train those concerned directly or
indirectly with international health
and medicine. Expert advisory pan-
els and committees have been a use-
ful and effective means of securing
technical information and guidance
for WHO’s programmes. They com-
prise large numbers of the world’s
leading medical scientists and health
administrators in fields of interest to
WHO. Their views and recommen-
dations, contained in the reports of
expert committees or expressed by
panel members individually, are used
by the Executive Board and Secre-
tariat in preparing WHO pro-
grammes.

For many purposes, WHO has
directly approached country medical
services and individuals in every part
of the world. The Organization has set
up formal laboratory networks for
reference and exchange of informa-
tion on various subjects, and for co-
ordinated programmes of research.
Those for influenza and poliovirus
research and for biological standardi-
zation are among the best known. The
system covers most fields of health
and medicine. This association is of-
ten based on formal agreements be-
tween individual countries and
WHO. WHO’s assistance also consists
in facilitating an exchange of work-
ers, or in providing essential techni-
cal supplies. The cooperation of
nongovernmental organizations
(NGOs), in addition to governmen-
tal ones, has been most valuable for
obtaining information and ensuring
the wide application of any necessary
development or investigation. NGOs
have supplied technical data, made
known the objectives of the Organi-
zation, joined in various programmes
and assisted in developing interest in
international health work.

In order to increase knowledge, a
direct or indirect objective in most
WHO programmes, WHO has sys-

tematically used existing national cen-
tres and institutions whose services
are made available by the responsi-
ble national authorities. Various types
of activities are undertaken: general
or special surveys of existing condi-
tions; inquiries into a particular prob-
lem by a number of investigators in
the laboratory, the hospital or the
field; analyses of existing circum-
stances to guide further research; and
coordination of such activities in an
international health programme. A
natural adjunct to providing general
technical services for all countries and
direct services to individual countries
has been the use of international pub-
lications. From the outset, WHO
found it necessary and desirable to
continue and expand the international
publications programme that it had
taken over from its predecessors.

Whereas WHO?s first Director-
General had overseen the establish-
ment of the new Organization,
Dr Marcolino Gomes Candau, who
was elected in 1953 and served until
1973, made his mark in the applica-
tion and extension of the principles
enunciated in the Constitution to the
real-life situations prevailing world-
wide.

During the 1960s, cholera, plague
and yellow fever persisted and re-
mained potentially dangerous. In ad-
dition, new diseases or syndromes
appeared (e.g. mosquito-borne
haemorrhagic fever). Mass campaigns
and the development of new meth-
ods limited the extent of malaria,
yaws, poliomyelitis, yellow fever, tu-
berculosis and typhus. In the field of
virus diseases, new vaccines — such
as measles and freeze-dried smallpox
vaccines — brought new hope for the
future. There were considerable de-
velopments in chemotherapy and
chemoprophylaxis.

The 1970s witnessed the begin-
ning of a new awareness of the rights,
status, and role of women which re-



sulted in greater independence for
women and their increased participa-
tion in all aspects of economic, politi-
cal and social life. However, there was
still much to be done to achieve sex
equality in most countries. The in-
creasing involvement of women in
economic life influenced, in turn, the
family lifestyle. The demand for day-
care services, preschool care and edu-
cation facilities increased, and this
period saw the emergence of a new
type of family and new types of rela-
tionship between men and women
and between parents and children.

Considerable emphasis was
placed on the evaluation of develop-
mental progress in general and social
progress in particular, and there was
a shift towards the measurement of
social development and changes in
well-being by non-monetary indica-
tors and away from excessive reliance
on such indicators as per capita gross
national product. Ways of measuring
the impact of health action on the
improvement of health status were
given increasing priority. Among
health status indicators, life expect-
ancy and infant mortality were often
selected with other social indicators
for the construction of composite in-
dices of social progress. Long delays
in data processing which affected the
timeliness of information, and the
lack of coordination between the
health administration and other sec-
tors, limited the usefulness of health-
related socioeconomic statistics.
There were often no national or in-
ternational guidelines or standards on
data collection procedures, classifica-
tion schemes and coding rules, with
the result that statistics were hete-
rogeneous and incompatible, data
on health expenditure being one
example.

WHO’s third Director-General,
Dr Halfdan Mahler, took over in 1973
at a time of profound changes in in-
ternational political and economic re-

lationships. His mandate (until 1988)
encompassed the next significant
phase for the Organization, typified
by a new awareness of health as an
essential part of human development.

In 1974, the Sixth Special Session
of the United Nations General As-
sembly adopted the Declaration and
the Programme of Action for the es-
tablishment of a new international
economic order. In the same year, the
UN General Assembly approved the
Charter of Economic Rights and
Duties of States, and 1974 was desig-
nated as World Population Year.

1975 was the International Wom-
en’s Year. Special international con-
ferences relating to the environment
included the Human Settlements
Conference, held in 1976, the Water
Conference and the Desertification
Conference, both held in 1977.

The public and the mass media
showed a growing interest in the or-
ganization of health-related matters,
and at the international level, the de-
bate took place not only in health or-
ganizations such as WHO, but also
within groupings of countries repre-
senting all shades of social and eco-
nomic development and political
opinion (e.g. the OAU, groupings of
Latin American countries, the CMEA
countries, the European Economic
Community, and the OECD). Health
development was also given increas-
ing emphasis in the policies of a
number of organizations and pro-
grammes of the United Nations sys-
tem, such as UNICEF, UNDP, the
World Bank, UNFPA, UNEP, ILO
and UNESCO.

The concept of health develop-
ment, as distinct from the provision
of medical care, was a product of re-
cent policy thinking. Through WHO
in particular, countries elaborated a
number of fundamental principles for
health development. One was that
governments have responsibility for

the health of their people, and at the
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The concept of health
development, as
distinct from the provi-
sion of medical care,
was a product of
recent policy thinking.
Through WHQO in
particular, countries
elaborated a number
of fundamental
principles for health

development.
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took place in 1978

in Alma-Ata.

same time people should have the
right as well as the duty, individually
and collectively, to participate in the
development of their own health.
Governments and the health profes-
sions also have the duty of providing
the public with the information and
social framework that will enable
them to assume greater responsibil-
ity for their own health. These prin-
ciples led to the further principle of
individual, community and national
self-determination and self-reliance
in health matters, self-reliance not
being synonymous with self-suffi-
ciency.

The distribution of resources af-
fecting health came under close scru-
tiny. This led to the widespread ac-
ceptance of the need for a more eq-
uitable distribution of health re-
sources within and among countries.
Increasing emphasis was laid on pre-
ventive measures well integrated with
curative, rehabilitative and environ-
mental measures. Biomedical and
health services research underwent
critical analysis, and policies were
aimed at orienting such research
more closely to the solution of prob-
lems that are highly relevant to peo-
ple’s priority needs (socially relevant
research). Within WHO, two special
programmes were set up in response
to this trend: in 1972, the Special Pro-
gramme of Research, Development
and Research Training in Human
Reproduction; and in 1975 the Spe-
cial Programme for Research and
Training in Tropical Diseases. Health
technology underwent the same kind
of critical analysis, and the concept
of appropriate technology for health
emerged. This was understood to
mean a technology that is scientifi-
cally sound, adapted to local needs,
acceptable to the community, main-
tained as far as possible by the peo-
ple themselves in keeping with the
principle of self-reliance, and capa-
ble of being applied with resources

that the community and the country
could afford. This technology had to
be applied through well-defined pro-
grammes delivered through a
countrywide system incorporating the
above concepts and based on primary
health care.

from Rima-Rta to 1998

A landmark in the development of
health policy was the International
Conference on Primary Health Care
which took place in 1978 in Alma-Ata,
attended by delegations from 134
governments and by representatives
of UN system organizations, other
agencies and NGOs.

The Conference declared that the
health status of hundreds of millions
of people in the world was unaccept-
able and called for a new approach to
health and health care to shrink the
gap between the “haves” and “have-
nots”, to achieve a more equitable
distribution of health resources, and
to attain a level of health for all the
citizens of the world that would per-
mit them to lead a socially and eco-
nomically productive life. The Con-
ference further affirmed that the pri-
mary health care approach was essen-
tial to an acceptable level of health
throughout the world and acknowl-
edged that this could be attained
through a fuller and better use of the
world’s resources.

Thus, in endorsing the report of
the International Conference on Pri-
mary Health Care in 1979, the World
Health Assembly and the United
Nations General Assembly reaffirmed
that health was a powerful lever for
socioeconomic development and
peace, and that the goal of health for
all by the year 2000, which was es-
sential for raising the quality of life,
could be attained through the primary
health care approach. In 1981, the
World Health Assembly adopted the
Global Strategy for Health for All by



the Year 2000, inviting Member
States to formulate, or strengthen and
implement, their strategies for health
for all accordingly and to monitor
their progress and evaluate their ef-
fectiveness, using appropriate indica-
tors to this end.

Since the foundation of the World
Health Organization there has been
an evolution of international health
manpower policies, which has both
reflected and heightened national
health leaders’ awareness of key man-
power issues. Political pressure, and
societies’ demand for medical educa-
tion, brought for some years an almost
unrestricted expansion of training
capacity; manpower production de-
veloped a momentum of its own, in-
creasing demand and ignoring needs.
Soon countries had too many health
professionals who could only function
within a relatively narrow range of
skills and were unable, or unwilling,
to practise the kind of health care that
most people required or to go to the
places where they were needed. In
1979, WHO recommended that gov-
ernments take action to ensure the
availability of adequate numbers of
appropriate types of health personnel,
recognizing that this would involve
the reorientation of existing health
workers, the development of new cat-
egories of workers in health and re-
lated sectors, and training of all man-
power to serve the community. The
potential role of traditional medical
practitioners, birth attendants and
voluntary health workers, was also
evoked.

The Action Programme on Essen-
tial Drugs was established in 1981 to
promote the development of national
drug policies and essential drug lists.
These two activities were given a
strong boost by a major conference
of experts in Nairobi on the rational
use of drugs, a concept which placed
essential drugs in the context of a
comprehensive approach to the selec-
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Box 3. The WHO Model List of essential drugs

In the 1970s, whereas the developed countries were faced with problems of
overconsumption and misuse of drugs, in the developing countries essential
drugs were not available in sufficient quantities, were too costly, and were
sometimes of questionable quality.

There was a need to reorient WWHO's activities in this area so as to
develop a global approach relating priorities in the matter of drugs to health
priorities in general. All the parties concerned shared a common responsibil-
ity and should cooperate fairly, and all the partners must also abide by cer-
tain rules.

It was considered necessary that countries should formulate their own
national drug policies, setting their own priorities as regards research, pro-
duction, control and distribution of pharmaceuticals. It was clear that those
policies would differ in different countries, depending on many factors. For
countries that had difficulty in obtaining essential drugs it was also impor-
tant that WWHO should be able to give advice and information and assist with
the training of personnel responsible for drug control.

Accordingly, the World Health Assembly requested VWHO to advise Mem-
ber States on the selection and procurement, at reasonable cost, of essen-
tial drugs of established quality corresponding to their national health needs.
The first WHO Model List was published in 1977. This list contained 208
pharmaceutical products and received a mixed reception from both the phar-
maceutical industry and the health professions.

The List has since been revised nine times. Its definition as a “‘common
core” of essential drugs for basic needs, drugs which “satisfy the health care
needs of the majority of the population and should therefore be available at
all times in adequate amounts and in the appropriate dosage forms” remains
as valid today as it was 20 years ago. Over the years a total of 166 new
products have been added while 68 have been deleted, demonstrating the
dynamic nature of the ongoing review which focuses both on changing global
health needs and therapeutic options. As of 1997, there were 306 products
on the List.

The success of the Model List lies in its effectiveness as a tool for drug
supplies, for education and for highlighting lacunae in therapeutic needs,
thereby speeding up availability of new drug treatments. It should always be
considered in the context of national drug policies which address not only
drug use, but also procurement and supply strategies, drug financing, drug
donations and drug education for health professionals and consumers alike.

tion, procurement, prescription and
use of the most essential drugs and
gave impetus to the need for full pro-
fessional involvement, quality control,
reliable information and other ele-
ments of sound national drug policies
(Box 3).
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The developing
countries were
experiencing an
epidemiological
transition, with rapid
ageing of the popula-
tion together with an
increasing incidence
of noncommunicable
diseases linked to

changes in lifestyle.

The period 1985-1990 was char-
acterized by dramatic changes in both
the political and the economic situa-
tions. On the positive side, there was
a widespread move towards democ-
ratization of political systems and
greater participation of people in de-
termining their own future. Human
rights, equity and social justice in-
creasingly became basic concerns in
the political decision-making process.
The expression of individual and eth-
nic rights, however, led to increased
violence and local conflicts and strife
in some countries such as Afghani-
stan. Economic policy also changed
drastically and there was an increas-
ing trend towards recognizing the
importance of health as a basic ele-
ment of development. However, the
least developed countries faced diffi-
culties even in maintaining basic
minimum services in the social sec-
tor, including health. Structural ad-
justment programmes reduced pub-
lic expenditure and accelerated the
expansion of the private sector (the
drug market, private clinics, etc.).

And yet, the period witnessed per-
ceptible improvements in health care
coverage and health status, though
such progress was uneven, differing in
various parts of the world, among
population groups within countries
and in different age groups. While
commitment to the aims of health for
all remained firm and Member States
generally adopted the primary health
care approach as described in the Dec-
laration of Alma-Ata for the develop-
ment of their health care systems, the
implementation of strategies to
achieve those aims had in many cases
slowed down. This slowing down re-
sulted not only from economic factors
but also from the rigidity of health sys-
tems, weak infrastructure, the con-
straints on achieving real participation
by all related sectors and the inad-
equacy of efforts to promote health
and prevent specific health problems.

At the same time, the developing
countries were experiencing an epi-
demiological transition, with rapid
ageing of the population together
with an increasing incidence of
noncommunicable diseases linked to
changes in lifestyle. The growing
prevalence of cancer, cardiovascular
disease, diabetes and other chronic
conditions in addition to the long-
standing problems of communicable
diseases such as cholera, malaria and
tuberculosis imposed a double bur-
den on health care systems in these
countries. There were also worrying
trends in mortality from accidents and
suicide in young adults, particularly
in the developed countries. In addi-
tion, the pandemic of HIV infection
and AIDS imposed a particularly
heavy new burden on developing
countries. All these realities had to be
taken into account in implementing
public health action geared to achiev-
ing the goal of health for all through
primary health care.

The election of Dr Hiroshi
Nakajima as Director-General of
WHO in 1988 came at a time of glo-
bal political and economic upheaval
unprecedented since the end of the
Second World War. Local civil strife
and armed conflict became more
widespread, drawing WHO increas-
ingly into participation in humanitar-
ian emergency activities, and involve-
ment in issues of human rights
(Box 4). The end of the Cold War
stimulated a major realignment of
global political and economic rela-
tionships. In many countries, these
global changes were accompanied by
greater emphasis on market-based
economies and democratic reforms
which stressed individual rights and
responsibilities for health, food, hous-
ing, education and political represen-
tation. At the same time, the decline
in the pace of economic growth, the
growing debt burden in many coun-
tries and economic structural adjust-



ment resulted in fewer resources for
international development activities
and for national funding for health
and social sector programmes. Con-
fronting these serious limitations, na-
tional authorities worldwide were in-
creasingly preoccupied with health
sector financing, particularly the
sharply rising costs of medical care
which threatened the sustainability of
cost-effective primary health care in-
terventions.

These dramatic global changes
were accompanied by other transi-
tions that significantly affected health
status and disease patterns, such as
growing environmental health prob-
lems resulting from natural resources
degradation and pollution, and im-
proper use and disposal of hazardous
materials; significant demographic
changes caused by rapid population
growth in some countries, unplanned
urbanization, and mass migration of
refugees due to natural and man-
made disasters; and greater expecta-
tions regarding the level and quality
of health care created by expanding
medical technology and health aware-
ness. The spread of the AIDS pan-
demic and the resurgence of diseases
such as tuberculosis and malaria not
only threatened to jeopardize hard-
won improvements in health status,
particularly in terms of life expectancy
and infant mortality, but also led to
health deterioration in some coun-
tries, further inhibiting economic de-
velopment.

In spite of financial constraints
being a major obstacle to supporting
Member States in implementing and
sustaining their health services, WHO
was able to adjust to 12 consecutive
years of no real growth in the regular
budget through the use of extra-
budgetary resources, which increased
from about one-fifth of the budget in
1970 to slightly more than half in
1990. Paradoxically these extra-
budgetary programmes created a fi-
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Box 4. Health and human rights

WHO's Constitution states that “The enjoyment of the highest attainable
standard of health is one of the fundamental rights of every human being
without distinction of race, religion, political, economic or social condition”.
On two separate occasions, in 1970 and 1977, the World Health Assembly
has proclaimed that “health is a human right”, and the same affirmation was
made by the International Conference on Primary Health Care, held in 1978
in Alma-Ata under the joint auspices of WHO and UNICEF.

The 50th anniversary of the entry into force of WHQO's Constitution coin-
cides with the 50th anniversary of the adoption of the Universal Declaration
of Human Rights. The right to a standard of living adequate for health and
well-being is enshrined in Article 25 of the Declaration. It is fitting that the
two anniversaries will be commemorated in a combined, integrated manner
in 1998 by WHQO, and that “health as a human right” is one of the 10 themes
to be emphasized during WHO's 50th anniversary events.

The Task Force on Health in Development,, established pursuant to a reso-
lution adopted by the World Health Assembly in 1992, was mandated to
recommend appropriate arrangements for the protection of basic health as
a human right and, in consultation with all partners concerned, to initiate a
process of education and consensus-building to ensure that health status is
protected in the development process. VWHO identifies human rights and the
closely related domain of ethics as over-arching principles that should be
taken into account in all relevant VWHO programmes and activities.

Steps are now being taken to intensify WHO's role in the human rights
sector, in conjunction with its many governmental and nongovernmental part-
ners. This newly invigorated approach by WHQO to the field of human rights
should enable the Organization to give clear recognition to an infrequently
cited paragraph of the Preamble to the Constitution, which proclaims that
“The health of all peoples is fundamental to the attainment of peace and
security”.

nancial drain on regular budget pro-
grammes which subsidized the
extrabudgetary administrative activi-
ties. Moreover, while these extra-
budgetary resources usually sup-
ported important health interven-
tions, competing policy and budget-
ary considerations often arose be-
tween decisions of the Executive
Board, the World Health Assembly
and regional committees, and those
of the donor-dominated management
structures of the extrabudgetary pro-
grammes.

Concerned with the need to re-
spond to these profound changes, the
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The years since 1992
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deep commitment by
the WHO Secretariat
to undertake the
profound institutional
reforms required by
Member States to
ensure that the
Organization is ready
to assume its role
at the dawn of the

21st century.

Executive Board decided in 1992 to
undertake a review of the extent to
which WHO could make a more ef-
fective contribution to global health
work and in Member States. It found
that, although health for all remained
valid as a guiding principle, the Or-
ganization and Member States had
not been able to finance and imple-
ment their programmes at a pace
which would ensure the achievement
of the targets. The Organization was
at a pivotal decision point, and must
either redouble its efforts and con-
centrate its resources on achieving
health-for-all goals or revise those
goals to achievable levels in the light
of changing world conditions.

The association of health for all
with the year 2000 had been a moti-
vational concept for the past 15 years.
However, it had come to be seen as
limiting, sometimes misunderstood
and proposing a time-frame which
was not universally attainable. More
realistic operational targets and indi-
cators were needed to guide future
international health work by WHO
and Member States. Operational tar-
gets such as eradication of poliomy-
elitis or dracunculiasis, and extension
of primary health care, should define
minimum acceptable levels of health
status or services, consonant with the
principle of equity. Thus, the year
2000 could represent only the first
milestone in the continuum towards
health for all.

The years since 1992 have wit-
nessed a deep commitment by the
WHO Secretariat to undertake the
profound institutional reforms re-
quired by Member States to ensure
that the Organization is ready to as-
sume its role at the dawn of the 21st
century, and to respond more effec-
tively and efficiently to changing
needs in countries.

WHO must now take full advan-
tage of the opportunities provided by
the globalization of the economy,

technological innovations and the in-
formation explosion, which through
the impending knowledge revolution
can enable individuals wherever
they may be to achieve their health
potential.

The international norms and stand-
ards developed by WHO have served
public health by unifying diagnostic
and therapeutic procedures, improv-
ing the compatibility of research data,
containing the spread of disease, and
ensuring the quality of food, drink-
ing-water, and pharmaceutical prod-
ucts. At the same time, WHO also
operates as a goal-oriented organiza-
tion, working to achieve time-limited
objectives decided upon by its gov-
erning bodies and advisory groups.

Since 1948, the Organization has car-
ried out a wide range of normative
activities. Some were inherited from
the international health bodies which
preceded WHO (the International
classification of diseases and the In-
ternational health regulations). Some
relate to WHO's directing functions
(e.g. the list of International Nonpro-
prietary Names for pharmaceutical
substances, the Guidelines for drink-
ing-water quality, the Codex
Alimentarius, the Code of Marketing
of Breast-milk Substitutes). WHO’s
coordinating functions can be illus-
trated by its historically significant
work in the fields of biological stand-
ardization and vaccine research.
Classification is fundamental to
the quantitative study of any phenom-
enon. It is recognized as the basis of
all scientific generalization and is
therefore an essential element in sta-
tistical methodology. Uniform defini-



tions and uniform systems of classifi-
cation are prerequisites in the ad-
vancement of scientific knowledge. In
the study of illness and death, there-
fore, a standard classification of dis-
ease and injury for statistical purposes
is essential.

The International statistical
classification of diseases and re-
lated health problems (ICD), with
its associated rules and guidelines for
information collection, coding and
tabulation, is the standard interna-
tional statistical tool for the study of
causes of mortality and morbidity.
The main purpose of the ICD is to
permit the comparison of causes of
mortality and morbidity between
countries at the same point in time,
and within and between countries
over time, thus enabling the provision
of comparable statistics for decision-
making in disease prevention and the
provision of care at different levels,
and facilitating the obtaining of epi-
demiological data for research pur-
poses.

The statistical study of disease
began with the work of John Graunt
on the London Bills of Mortality in
the early 17th century. While over
three centuries have contributed
something to the scientific accuracy
of disease classification, there are
many who doubt the usefulness of
attempts to compile statistics of dis-
ease, or even causes of death, because
of the difficulties of classification.
To these, one can quote Professor
Major Greenwood: “The scientific
purist, who will wait for medical sta-
tistics until they are nosologically ex-
act, is no wiser than Horace’s rustic
waiting for the river to flow away”.

The first attempt to classify dis-
eases systematically was made in the
18th century, published under the ti-
tle Nosologia Methodica. At the be-
ginning of the 19th century, the clas-
sification of disease in most general
use was the Synopsis Nosologiae

Methodicae published in 1785. In
1839, the General Register Office of
England and Wales, found in William
Farr — its first medical statistician — a
man who not only made the best pos-
sible use of the imperfect classifica-
tions of disease available at the time,
but who laboured to secure better
classifications and international uni-
formity in their use. The utility of such
a classification of causes of death was
recognized internationally in 1853.
Numerous attempts were made
thereafter to establish a universally
acceptable classification but the gen-
eral arrangement proposed by Farr,
including the principle of classifying
diseases by anatomical site, survived
as the basis of the International list
of causes of death.

The Health Organization of the
League of Nations also took an active
interest in vital statistics and ap-
pointed a commission of statistical
experts to study the classification of
diseases and causes of death, as well
as other problems in the field of medi-
cal statistics. A monograph was pre-
pared that listed the expansion in the
rubrics of the 1920 International list
of causes of death that would be re-
quired if the classification was to be
used in the tabulation of statistics of
morbidity. This study was published
in 1928.

After WHO was created, it as-
sumed responsibility for continuing
the regular revisions of the Interna-
tional list of diseases and causes of
death, starting with the Sixth Revision
in 1948. The classification was sub-
sequently revised in 1955 and 1965.
The Ninth Revision in 1975 saw the
introduction of a system for the dual
classification of diseases according to
both their etiology and manifesta-
tions, as well as a classification of the
morphology of tumours. It was dur-
ing the currency of the Ninth Revi-
sion (1979-1992) that the use of the
classification was extended from the
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After WHO was
created, it assumed
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continuing the regular
revisions of the
International list
of diseases and

causes of death.
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to do so with the
minimum of
inconvenience to

the passenger.

traditional applications of statistics of
underlying causes of mortality and the
indexing of hospital medical rec-
ords to include medical insurance
schemes, the recording of adverse
effects in drug monitoring as well as
reasons for encounter in primary care
and resource allocation in health care.
This enormous growth in the use of
the ICD was largely due to the avail-
ability of personal computers which
enabled users to operate systems
which had previously only been fea-
sible on mainframe computers.

Fourteen years instead of the
usual 10 were allowed for the prepa-
ration of the Tenth Revision of the
ICD, in order to enable an in-depth
review to be made of the structure
and content of the classification in the
light of both national and interna-
tional public health requirements.
The main innovation in the Tenth
Revision, which came into effect on
1 January 1993, is the use of an al-
phanumeric coding scheme of one
letter followed by three numbers at
the four-character level. This had the
effect of more than doubling the size
of the coding frame in comparison
with the Ninth Revision, the greatly
increased clinical detail being con-
tained in 12 420 rubrics compared
with some 6700 in ICD-9.

WHO, through its network of 10
collaborating centres for the classifi-
cation of diseases, each based on a
particular language or geographical
area, has now established a mecha-
nism for the Tenth Revision which
enables the classification to be up-
dated periodically according to need.

In parallel with the development
of the Tenth Revision of the ICD, a
“family” of fully-compatible disease
and health-related classifications has
arisen to meet the needs of specialist
groups for greater clinical detail than
that provided by the four-character
classification. Such specialty-based
adaptations already exist for oncology,

psychiatry, neurology, dentistry and
stomatology, paediatrics and derma-
tology, while others are planned for
rheumatology and orthopaedics, and
external causes of injuries.

One of the first responsibilities of
WHO was to unify the separate in-
ternational sanitation treaties in a sin-
gle code. WHO adopted the Inter-
national sanitary regulations in 1951,
which replaced the previous set of
treaties among Member States. The
International sanitary regulations
were amended a number of times in
the 1950s and 1960s, and renamed
the International health regula-
tions (IHR) in 1969. The IHR were
amended in 1981 to remove small-
pox from the list of diseases subject
to the Regulations. Today, the IHR
represent the only international
health agreement on communicable
diseases that is binding on Member
States.

The purpose of the IHR is to help
prevent the international spread of
diseases and, in the context of inter-
national trade, to do so with the mini-
mum of inconvenience to the passen-
ger. This requires international col-
laboration in the detection and reduc-
tion or elimination of the sources
from which infection spreads rather
than attempts to prevent the intro-
duction of diseases by legalistic bar-
riers that over the years have proved
to be ineffective. Ultimately, however,
the risk of an infective agent becom-
ing established in a country is deter-
mined by the quality of the national
epidemiological services and, in par-
ticular, by the day-to-day national
health and disease surveillance activi-
ties and the ability to implement
prompt and effective control meas-
ures.

No regulations can be expected to
foresee every disease eventuality and,
in certain situations, diseases and
conditions other than those covered
by the IHR may be of concern to na-



tional health authorities and the trav-
elling public. The IHR cannot refer
specifically to diseases that were not
known at the time the Regulations
were last revised. This is the case with
AIDS. Nevertheless, any require-
ments for an HIV antibody test cer-
tificate (“AIDS-free certificate”) is
contrary to the Regulations, since
Article 81 states that “no health docu-
ment, other than those provided for
in these Regulations, shall be re-
quired in international traffic”.

The success of WHO in globaliz-
ing disease control programmes
might suggest that the defects of in-
ternational law have not hobbled its
effectiveness in improving health care
worldwide. However, despite having
the authority to do so, WHO has been
reluctant to use international law, and
its effectiveness has been questioned.
A 1975 WHO publication stated that
the IHR have not functioned satisfac-
torily at times of serious disease out-
breaks. More recently, WHO'’s efforts
with the IHR have been called a fail-
ure, and noncompliance with these
regulations has increased in connec-
tion with reporting disease outbreaks.

WHO?’s reluctance to apply inter-
national law has been attributed to its
organizational culture, which is domi-
nated by scientists, doctors and medi-
cal experts. The global threat posed
by these infections represents in
many ways a test case for international
public health law. The effectiveness
of international law depends on the
consent of States, which means that
sovereignty and its exercise deter-
mine the fate of international legal
rules. In adopting a legal strategy for
its emerging infectious disease action
plan, WHO has to convince its Mem-
ber States to take certain actions in
response to disease emergence.

International Nonproprietary
Names for pharmaceutical sub-
stances (INNs) are also referred to
as common or generic names. As a

result of the rapid industrial expan-
sion and development of a large
number of synthetic drug substances
which became available internation-
ally, the World Health Assembly in
1950 recognized the need to develop
one standard name worldwide to
identify newly developed pharmaceu-
tical substances. A single internation-
ally recognized name for an active
drug substance is vital for safe pre-
scribing and dispensing, and for ease
of communication among scientists
and health professionals. In contrast
to the tradenames, INNs are in-
tended to be used as public property
without constraint, i.e. nobody should
own any proprietary rights, thus the
inclusion of “nonproprietary” in the
designation INN. WHO collaborates
closely with national nomenclature
commissions to select a single name
with worldwide acceptability for each
active substance that is to be mar-
keted as a pharmaceutical. To date
some 6900 names have been selected.
The selection of an INN follows es-
tablished rules so that the name itself
communicates to medical and phar-
maceutical health professionals the
therapeutic or pharmacological group
to which the active drug substance
belongs. Newly selected INNs are
published first as proposed and, pro-
vided no objection was raised within
a permissible period of four months,
again as a recommended INN in
WHO drug information. The list gives
the names in Latin, English, French
and Spanish. The cumulative list
which is published periodically in-
cludes in addition the Russian version
and more detailed information, such
as references to pharmacopoeial
monographs and international and
national names that are identical or
different to INNs. A CD-ROM ver-
sion is in preparation.

The International standards for
drinking-water quality were first pub-
lished by WHO in 1958 as an aid to
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the improvement of water quality and
treatment. The second edition ap-
peared in 1963 and the third one in
1971. These publications were used
as guidance by many countries in the
formulation of national standards.
Consequently their name was
changed to WHO Guidelines for
drinking-water quality with a first
edition in 1984, and the second edi-
tion in 1993. The Guidelines now
consist of three volumes, containing
(i) recommendations; (ii) health cri-
teria and other supporting informa-
tion; and (iii) surveillance and con-
trol of community supplies.

The Joint FAO/WHO Codex
Alimentarius Commission was es-
tablished in 1962 to protect the health
of the consumer and, at the same
time, to ensure fair practices in food
trade. Codex has been working since
and has elaborated a number of food
standards, guidelines and recommen-
dations. However, while member gov-
ernments of Codex have been asked
to accept these standards, it has been
left for governments to decide
whether they should or should not
implement them. It has established
more than 200 food standards, over
40 codes of hygienic and technologi-
cal practice and more than 3000 maxi-
mum residue limits for pesticides and
veterinary drugs in foods, as well as
maximum limits for over 700 food ad-
ditives and contaminants, and has
contributed to harmonizing food
standards worldwide.

No matter where they live, con-
sumers should enjoy adequate protec-
tion against the risks of foodborne dis-
eases. This can be achieved, without
restricting international trade, if all
countries harmonize their regulations
by using international standards as a
basis for their sanitary measures. Co-
dex is also in the process of elaborat-
ing general standards covering food
additives, contaminants and toxins to
provide a wider basis for protecting

consumers’ health. Following the
Uruguay Round of Multilateral Trade
Negotiations in 1994, countries
agreed to reduce tariff barriers for
many agricultural commodities so as
to encourage free trade. As a result,
non-tariff barriers became a real con-
cern because they could undermine
the promotion of international trade
if put into practice in an arbitrary or
discriminatory way (Box 5).

When the World Health Assem-
bly adopted the International Code
of Marketing of Breast-milk Sub-
stitutes in 1981, it called on govern-
ments to translate it into legislation,
regulations or other suitable meas-
ures, and to involve all concerned
parties in its implementation. In pur-
suit of its aim to contribute to safe and
adequate nutrition for infants, the
International Code affirms that: gov-
ernments are responsible for ensur-
ing that objective and consistent in-
formation is provided on infant and
young child feeding; that there should
be no advertising or other form of
promotion to the general public of
breast-milk substitutes or other prod-
ucts within the scope of the Code; and
that health workers should encourage
and protect breast-feeding. 158
Member States have since reported
to WHO on a wide range of ap-
proaches they are using to give effect
to the International Code, such as
adopting new legislation and regula-
tions; reviewing and updating exist-
ing laws; preparing and updating
guidelines (e.g. for health workers,
manufacturers and distributors); ne-
gotiating and updating agreements
with health workers and infant-food
manufacturers; and establishing com-
mittees to monitor and evaluate the
impact of national measures.

The significance of biological
standardization for global health
programmes was recognized in the
early years of the 20th century by the
League of Nations and its Commis-
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Box 5. Links hetween health and trade

Trade in services is a rapidly growing activity accounting
for an increasing share of national product in both devel-
oping and industrialized countries. The World Trade Or-
ganization (WTQ) has organized multilateral negotiations
to liberalize trade in services, resulting in the General
Agreement on Trade in Services (GATS).

“‘Services” are generally described as being distinct
from physical commadities, being intangible, nontrans-
ferable economic goods. For trade purposes, GATS de-
fines services in terms of the ways in which they can be
supplied; e.g. across a border (in the health field, an ex-
ample would be telemedicine), or through people who are
service suppliers (such as health professionals warking
outside their home country).

Relatively few countries have made commitments in
the health sector under GATS. Some 27% of WTO Mem-
bers (half industrial and half developing countries) agreed
to open up hospital services to foreign enterprises, and
35% (in similar proportions) did so for medical and den-
tal services. Some 19% (mostly industrial countries)
scheduled the services of health personnel other than phy-
sicians.

It is much too early to assess the impact of the Agree-
ment on trade in health services. However, there is a grow-
ing awareness of its potential for both industrial and de-
veloping countries. In the general context of rising health
care costs coupled with a growing trend to reduce public
spending in the social sectors, the advantages of export-
ing health sector skills and technology, or of attracting
higher-spending foreign customers to health facilities, are
obvious.

But how can objectives of profitability and resource
generation be reconciled with that of improving the popu-
lation’s health status? VWWHO has identified three interim
policy objectives to further that goal: equitable access to

care (i.e. equal utilization of health services for the same
need, with users contributing according to their economic
capacity); quality of care (this refers to the standard of
the health care system); and efficient use of resources
(i.e. a given output is produced at minimum cost, or maxi-
mum output is produced at a given cost).

However, some health professionals tend to think of
international trade as an area of little relevance for public
health activity. Yet even as early as 1949 the \World Health
Assembly called the attention of the Director-General to
the need for eliminating quarantine restrictions of doubt-
ful medical value which interfere with international trade
and travel. But not until 1995 did an international trade
agreement come into force to respond to the concern
that as other trade barriers came down, sanitary and
phytosanitary measures might be used for protectionist
purposes. It therefore encourages countries to apply har-
monized measures based on international standards,
guidelines and recommendations which, in turn, reinforces
WHO's norms. For example, the agreement stipulates
that in the case of food safety the international refer-
ences are those of the Codex Alimentarius Commission —
which implements the Joint FAO/WHO Food Standards
Programme.

Nor is VWHQO called upon solely for its norms. Its exper-
tise is becoming increasingly valuable in a particularly sen-
sitive area of trade relations, that of settling disputes. Ina
dispute between the European Union and the United States
in 1997, WHO experts provided scientific evidence on risk
assessment procedures used to determine potential risk
to human health, a key element for the findings of WTO's
dispute settlement panel. As expanding trade raises the
likelihood of litigation, WWHO may well in the future be in-
creasingly called upon to advise as the only international
source of impartial scientific expertise in health matters.

sion on Biological Standardization.
This work was subsequently taken
over by WHO and its Expert Com-
mittee on Biological Standardization.
The importance given by WHO to re-
establishing international activities in
biological standardization in the post-
war era is indicated by the fact that
this was one of its earliest actions.
Since then, WHO has recommended
procedures for ensuring the safety

and efficacy of biological medicinal
products, which include vaccines,
plasma products and diagnostic
agents. It does this by establishing
WHO international biological refer-
ence materials, primary standards
that ensure the comparability of the
activities of biologicals worldwide,
and by drawing up requirements and
guidelines for ensuring the safety and
potency of specific biologicals. These
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are developed following extensive glo-
bal consultation and serve as guidance
for national health authorities. The
rapid expansion of the biologicals
field, together with the development
of novel biotechnologies, not only in
developed countries but also in a
number of developing countries,
raises new and specific challenges for
product safety and efficacy. There is
thus an increasing need for interna-
tional standards for ensuring the qual-
ity of biological products and for de-
veloping a coordinated international
approach to all aspects of regulation
and standard setting in this area.
From the earliest days of WHO,
formal laboratory networks were set
up by the Organization for reference,
exchange of information and coordi-
nation of research programmes, par-
ticularly in the area of vaccine re-
search (e.g. for influenza and polio-
virus). The global investment in ba-
sic research, begun about 50 years
ago, is now paying rich dividends in
the availability of new vaccines. The
pace of innovation is expected to in-
crease well into the next century and

beyond.

General programmes
of work and principles

Within the framework of WHO’s
Constitution, general programmes of
work lay down medium-term objec-
tives for a specified period (4-6 years)
(Table 2), while programme budgets
set out immediate objectives for ac-
tivities to be undertaken during a
biennium (formerly one year).

In 1950, the First general pro-
gramme of work stated five basic prin-
ciples: all countries and territories
should take part in the Organization’s
work; assistance in the development
of health services should be supplied

only at the request of the government

Tahle 2. WHO’s general
programmes of work

Adopted Period covered

First 1950 1952-1956
Second 1955 1957-1961
Third 1960 1962-1966
Fourth 1965 1967-1972
Fifth 1971 1973-1977
Sixth 1976 1978-1983
Seventh 1982 1984-1989
Eighth 1987 1990-1995
Ninth 1994 1996-2001

concerned; the services afforded
should foster national and local self-
reliance and initiative, and should be
adapted to the environment; WHO
should stimulate and coordinate cur-
rent research; services should be
available to all Member States.

Different emphasis was given at
different times to WHO’s role and
functions in response to the world
health situation. Functions have tra-
ditionally been grouped into two cat-
egories: direction and coordination of
international health work, and tech-
nical cooperation with countries.

The international directing and
coordinating function started with
the establishment of international
norms and standards inherited from
the preceding international organiza-
tions. The early work included drugs
and biological substances for prophy-
lactic or therapeutic use, the Inter-
national statistical classification of
diseases, injuries and causes of death
and the International health regula-
tions (see above).

Technical cooperation, on the
other hand, was a new task assigned
to WHO, which no preceding organi-
zations had undertaken. In 1950, the
First general programme of work
stated that regional offices should be
responsible for this activity, with
headquarters providing technical
guidance and coordination. The im-
portance of fostering self-reliance of



the country was stressed from the
outset, and repeated in every succes-
sive general programme of work.
When WHO’s involvement is fin-
ished, the country should be able to
continue on its own.

By 1960, the distinction between
the two major functions had become
artificial. By 1975, a study on the in-
terrelationships between the central
technical services of WHO and pro-
grammes of direct assistance to Mem-
ber States led to the recognition that
an integrated approach to the devel-
opment of programmes was needed,
all programme activities at all levels
being mutually supportive and parts
of a whole, with more responsibility
being given to WHO's country offices.
This led to a significant evolution in
the concept of WHO's technical co-
operation. Formerly, WHO activities
in countries tended to be based on
the traditional concept of technical
aid or assistance, implying a donor-
to-recipient relationship without mu-
tual exchange. This was replaced by
a new concept of technical coopera-
tion characterized by equal partner-
ship among the cooperating parties.
Towards the end of the 1970s, there
was a shift in the WHO regular
budget towards technical coopera-
tion: the proportion allocated in-
creased from 51% in 1977 to 60% in
1980. In the 1970s and 1980s, WHO
increasingly promoted technical co-
operation among developing coun-
tries. In the 1990s the Organization
made efforts to ensure that its re-
gional and global levels acted in com-
plete coordination.

Criteria for activities
and priorities

Within this framework, WHO’s activi-
ties were aimed at yielding results that
could be demonstrable to govern-
ments. The activities therefore fol-
lowed a careful analysis with countries

of their needs in support of their strat-
egies. WHO introduced a planning
process in the field of health during
the late 1950s, based on modern sci-
ence and technology. This was em-
phasized particularly in the Fifth gen-
eral programme of work, which iden-
tified four principal programme ob-
jectives: the strengthening of health
services; the development of health
manpower; disease prevention and
control; and the promotion of envi-
ronmental health. The Sixth summa-
rized the criteria for WHO’s involve-
ment as: the problem has been clearly
defined; the problem is of major pub-
lic health and socioeconomic impor-
tance; the potential for the solution
of the problem has been demon-
strated; there is a strong rationale for
WHO’s involvement; and WHO’s
non-involvement would cause serious
adverse health repercussions.

The programme also emphasized
the need to have specified targets, and
sometimes output indicators, for each
programme objective and stipulated
that the progress of the work towards
those targets was to be assessed by the
regional committees, the Executive
Board and the World Health Assembly.

The Seventh and Eighth general
programmes of work were somewhat
more elaborate, indicating the main
thrust of each programme. Following
the Alma-Ata Conference and the
subsequent launching of the global
health-for-all strategy, the WHO Sec-
retariat produced a “medium-term
programme” for each programme in
respect of the periods covered by the
Sixth, Seventh and Eighth general
programmes of work, so as to facili-
tate the preparation of the pro-
gramme budgets to reflect directly
the objectives and targets that were
set. The annual programme and
budget estimates became the biennial
programme budget as from 1976-
1977 to allow for flexibility in imple-

mentation. To eliminate certain weak-
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nesses that had been observed (focus
on resources allocated and activities
planned, rather than on products or
outputs; lack of flexibility to cope with
changing situations and actual per-
formance; and fragmentation of pro-
grammes instead of their integration),
the Ninth general programme of
work simplified its contents, reduced
the number of programmes and set
25 numerical targets to be attained by
countries by 2001.

Programme orientation
and targets

Strengthening national health
services. The First general pro-
gramme of work stressed the need to
integrate specialized health service
activities in a general health pro-
gramme (or basic health services).
The Fifth general programme of work
emphasized the need for maximum
coverage of health programmes, par-
ticularly of the potentially underprivi-
leged, as was the need for pro-
grammes planned in advance, instead
of assistance to single services of lim-
ited scope. This led to the adoption
in 1975 of the new approach of pri-
mary health care for the promotion
of national health services. To coun-
ter the perception that the develop-
ment and strengthening of the health
system infrastructure is a “tedious and
bureaucratic job”, in comparison with
specific activities which appear “more
glamorous and more important” the
Eighth general programme of work
emphasized the strengthening of
health infrastructure. Education and
training of the various categories of
health personnel was given high pri-
ority from the beginning, both from
the quantitative and qualitative points
of view, to cope with the changing
needs of the community and with the
evolving health technologies.
Promoting and protecting
health. The Fifth, Sixth and Seventh

general programmes of work empha-
sized protecting mother and child
health, including family planning, and
health of workers and elderly people.
The Seventh stressed action against
undernutrition and nutritional defi-
ciencies, but also against nutritional
excess and imbalance.

The Fifth noted that a dark side
of industrialization and urbanization
was the emergence of factors detri-
mental to health, e.g. pollution, road
accidents and stressful city life, and
that the previous concept of environ-
mental sanitation had evolved into
that of environmental health.

The Eighth general programme of
work noted steady progress in the ef-
forts to address environmental and
social issues affecting health, and pro-
moting and protecting the health of
specific population groups such as the
elderly. It also stressed that the scope
of general health protection and pro-
motion extends beyond prevention
and control of diseases by medical
technology; it is an evolving concept
that encompasses fostering lifestyles
and other social, economic, environ-
mental and personal factors condu-
cive to health.

The Ninth general programme of
work envisages that WHO continues
its support to the implementation of
strategies agreed upon at the United
Nations Conference on Environment
and Development in 1992 to achieve
ecologically-sustainable development
and to prevent and control environ-
mental health risks.

Preventing and controlling spe-
cific health problems. The diseases
of great public health concern in the
early days of WHO included those
affecting maternal and child health,
malnutrition, tuberculosis, malaria,
venereal diseases, endemic trepone-
matosis, smallpox, plague, cholera
and yellow fever. The Organization
has adapted itself continually to the
changing world situation. Starting



from international quarantine and
epidemiological intelligence of com-
municable diseases, which WHO in-
herited from its predecessors, the
scope of epidemiological surveillance
has gradually been extended since the
1970s to cover environmental haz-
ards, noncommunicable diseases and
other existing and emerging health
problems.

Two major policy decisions were
taken in the 1950s, namely, on malaria
eradication in 1955 and on smallpox
eradication in 1958. The malaria
eradication programme could not
achieve its goal in spite of remarkable
initial gains. Countries’ failure in in-
tegrating the programme into the
general health services, as well as the
development of vector resistance to
insecticide and parasite resistance to
chemotherapy, are considered to be
the main factors involved. The strat-
egy was subsequently modified, with
renewed emphasis on control pro-
grammes as and where needed. Some
progress occurred in the 1970s and
early 1980s, but the malaria situation
has worsened since then.

The smallpox eradication pro-
gramme, on the other hand, was the
most brilliant success in WHO’s work.
After its initiation by the World
Health Assembly in 1958, the pro-
gramme was intensified in 1967, and
coordinated efforts of an unprec-
edented nature began on a worldwide
scale. Eradication was achieved in
1977, and the experience gained has
been used for programmes of eradi-
cation, elimination or control of other
communicable diseases.

Recognizing that substantial im-
provements have occurred in control-
ling many communicable diseases,
due to a greater coverage by, and ac-
cess to, affordable simple technology
to cope with specific problems, such
as by immunization programmes, the
Ninth general programme of work
envisages that poliomyelitis and dra-

cunculiasis will be eradicated, mea-
sles will no longer be an important
public health problem, and leprosy,
neonatal tetanus, and iodine and vi-
tamin A deficiencies will be elimi-
nated. On the other hand, the threat
from new and re-emerging diseases
such as HIV infection, tuberculosis
and cholera remains serious.

Mental health and occupational
health were included in WHO's pro-
gramme at an early stage of its devel-
opment. The growing importance of
noncommunicable diseases also in
some developing countries as public
health problems was soon noted. The
Third general programme of work
stated that WHO should be prepared
to assist countries to control cardio-
vascular diseases and cancer. The
Fifth expressed an increased concern
over noncommunicable diseases, dis-
abilities caused by disease and acci-
dents, and behavioural problems as
causative factors. Since the 1970s,
WHO has been increasingly involved
in the prevention and control of
noncommunicable diseases, besides
supporting and coordinating research
on them.

WHO has always responded to
countries’ requests for emergency
assistance. The Ninth general pro-
gramme of work stresses that WHO
should also facilitate the transition
from emergency relief to rehabilita-
tion and development.

Medical and health research.
The First general programme of work
stated that WHO should not as a rule
carry out direct medical or scientific
research as such, but should endeav-
our to stimulate and coordinate work
done in these fields. During the first
10 years of its existence, WHO con-
ducted some research as an integral
part of its programme activities, but
there was no special effort to promote
and coordinate medical research on
a large scale. The need to promote
research into determinants of health

Leading and responding
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— i.e. the interrelation of economic,
social and health development — has
also been recognized since the 1960s.
Following a study in 1958 on WHO’s
role in research, an intensified medi-
cal research programme was started
in 1960. The Advisory Committee on
Medical Research was established in
1959 to provide the Director-General
with the necessary scientific advice in
relation to the research programme;
in 1986 it was renamed the Advisory
Committee on Health Research.

Important developments in the
research programme included the
establishment of the International
Agency for Research on Cancer in
1965.

On the other hand, a major initia-
tive for interdisciplinary research in
epidemiology and communication
sciences launched in 1965 was not
successful. Subsequently, WHO fo-
cused its attention on well-defined
priority areas for health research,
such as human reproduction and
tropical diseases.

WHO?s role in research has since
been to identify research priorities,
strengthen national capabilities and
promote international coordination
and rapid transfer of information.
Research on health systems based on
primary health care has been given
priority since the 1980s.

Management of WHO’s own
work. The Seventh general pro-
gramme of work emphasized the ap-
plication of a managerial process for
WHO's programme development and
the optimal use of WHO's resources,
to be supported by permanent moni-
toring and evaluation of programme
implementation. The Ninth general
programme of work stipulates WHO’s
managerial requirements in a more
rigorous manner than earlier general
programmes of work.

Statistical services

Activities in health statistics and epi-
demiological surveillance were inher-
ited from WHO's precursors and re-
flected in the Constitution, which re-
quires the Organization to establish
and maintain such administrative and
technical services as may be required,
including epidemiological and statis-
tical services. Related obligations of
Member States are that each Mem-
ber shall communicate promptly to
the Organization important laws,
regulations, official reports and sta-
tistics pertaining to health which have
been published in the State con-
cerned and that each Member shall
provide statistical and epidemiologi-
cal reports in a manner to be deter-
mined by the World Health Assembly.

WHO has traditionally issued sev-
eral statistical publications on the ba-
sis of information provided by Mem-
ber States. The League of Nations
had already published an Annual epi-
demiological report from 1922 to
1938, and this was continued in the
Annual epidemiological and vital sta-
tistics first published in 1951, cover-
ing the period 1939-1946. The sec-
ond edition, covering the years 1947-
1949, was considerably enlarged and
developed so as to comply with the
expressed wishes of national statisti-
cal and public health administrations.
The World health statistics annual,
first published in 1962, is the continu-
ation of the series.

The Epidemiological and vital sta-
tistics report, a monthly supplement
for the Weekly epidemiological
record, was started in 1947. The pur-
pose of this supplement was to pro-
vide teaching institutions, certain
health administrations and statistical
services with a homogeneous periodi-
cal freed from episodic data which
were of comparatively little interest



to them. Each issue contained articles
and tables. By 1968, this monthly pub-
lication changed its name to World
health statistics report. The periodic-
ity remained unchanged until the ap-
pearance of the World health statis-
tics quarterly in 1979.

The need was very soon felt for
technical assistance to strengthen na-
tional capacity in health statistics,
since the countries giving satisfactory
information, both on the occurrence
of death and on its causes, were very
few. Development of vital statistics
and civil registration was given prior-
ity, and WHO proceeded to advise
and assist Member States in improv-
ing their epidemiological and statisti-
cal data collection and reporting to
WHO.

The 1960s saw the advent of com-
puter technology in the health field.
A computer was installed at WHO
headquarters in 1966 and a consider-
able part of the statistical work was
computerized during the 1970s. Sta-
tistical data processing was expedited
and the computer made it practica-
ble to store time series in an easily
retrievable form, including the data
received by WHO from Member
States since 1950.

With the rapid development of
automation in the industrialized coun-
tries, a new approach to health infor-
mation was advocated, so as to de-
velop comprehensive computer-
based management information sys-
tems. Unsuccessful attempts were
made to develop national health in-
formation systems. The main reasons
for the failure were the overempha-
sis on computerization and a lack of
clear recognition of the importance of
the prerequisites to such computeri-
zation: of adequate quality of source
data and ability to collect and prepare
input to an automated system, and of
capacity among health managers and
decision-makers to utilize the output
information to improve health care.

The movement towards national
health information systems, however,
was not entirely in vain. By the mid-
1970s health planners and managers
had begun to realize that the usual
epidemiological and statistical reports
they received did not suffice. Some
information had to be obtained from
other sectors concerning matters
closely related to health (economic
development, unemployment, educa-
tional status and literacy, food supply,
etc.). All the relevant data had to be
assembled from these various sources
and then analysed and digested by the
health decision-maker. Thus the
managerial purpose of the generation
of information was recognized more
clearly, and this was reflected in the
reorientation of WHO’s work in this
area during the 1980s.

At the request of the Executive
Board in 1994, WHO reoriented its
reporting style in response to global
change and to the expressed need for
an annual report on the status of
world health, which should at the
same time be a report on WHO’s ac-
tivities — The World Health Report.
Its objective was to provide, through
aself-contained, concise but compre-
hensive annual publication, a review
of the global health situation and
needs, and of problems faced by
health systems, in order to recom-
mend where priority should be given
to international health action and to
the Organization’s activities in that
context. Its target readership was new
to WHO: non-medical professionals
such as policy-makers and planners
for development, heads of donor
agencies and other international
funding institutions, policy-makers in
health (e.g. ministers of health, social
welfare, etc.), financial experts who
decide on the allocation of funds, and
the educated public as well as opin-
ion-makers in the media and else-
where.

Leading and responding
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Disease suruveillance

Since its creation the Organization
has given high priority to the timely
dissemination of epidemiological in-
formation, e.g. on the occurrence of
certain communicable diseases which
are of international interest. Informa-
tion received has been processed and
feedback provided to all countries
without delay through the Weekly epi-
demiological record (now available on
Internet).

WHO is also using electronic links
to monitor disease through a mecha-
nism to investigate rumours of out-
breaks. The information is made
available on the Disease outbreak
news web page. Information is shared
through electronic communication
links between WHO headquarters,
regional offices, country representa-
tives and other groups involved in dis-
ease surveillance.

Several agencies are cooperating
in a project to link with collaborating
centres, laboratories and other insti-
tutions electronically by means of lo-
cal telephone services, radio-to-tel-
ephone or radio-to-satellite, in order
to share restricted information on pri-
ority diseases almost immediately so
that countries are better prepared for
disease outbreaks and better able to
respond to them effectively.

WHO has an influenza surveil-
lance network of specialized labora-
tories which detect influenza viruses
that could trigger a pandemic. FluNet
is a prototype World Wide Web site
for the electronic submission of in-
fluenza data from participating na-
tional laboratories. Only designated
users can submit data, but the results
— graphics, maps and tables of influ-
enza activity on a global scale — are
available to the general public. As new
data arrive and are verified, the maps
and tables are revised to give users
an up-to-date overview of the influ-
enza situation. FluNet has speeded

up the sharing of information on in-
fluenza patterns and virus strains and
is becoming an essential tool in pre-
paredness for and prevention of in-
fluenza pandemics.

Health legislation

In 1948, the International digest of
health legislation took over from the
section Lois et réglements sanitaires
of the Bulletin mensuel de I'Office in-
ternational d’hygiéne publique.

During WHO?s first 10 years, the
comparative legislative surveys in the
Digest bore witness to the enactment
of legislation in the traditional areas
of quarantine and epidemic informa-
tion, nomenclature, international
standardization, statistics, public
health administration, mental health,
and maternal and child health. The
quarterly International digest of
health legislation remains the corner-
stone of the worldwide transfer of
information on health and environ-
mental legislation, and related ethi-
calissues. In 1951, the World Health
Assembly adopted the International
sanitary regulations, revised in 1969
to become the International health
regulations (see above).

In the 1960s, the scope of the is-
sues addressed broadened consider-
ably in view of technical and scien-
tific advances and the need to pro-
tect the population against unsafe
products and working and living con-
ditions. From 1970 to 1980, the scope
was further extended to address is-
sues such as abortion, drug abuse, en-
vironmental protection, and legisla-
tive action to combat smoking.

1977 marked a decisive turning-
point in WHO's health legislation ac-
tivities, which formerly were prima-
rily centred on the transfer of infor-
mation. The global health legislation
programme was to ensure its full con-
cordance with the goal of health for
all and the primary health care ap-



proach, embodied in the 1978 Dec-
laration of Alma-Ata. Since 1980,
WHO’s aim has been to work with
Member States, using an integrated
approach that combines technical co-
operation and information transfer in
the strengthening of national health
legislation. Thus the 1980s saw a ma-
jor change in emphasis in WHO’s leg-
islative work, shifting from the dis-
ease-specific, hospital-based and
technology-oriented approach to an
approach geared to the promotion of
universal access to basic health serv-
ices.

From 1990 onwards, legislation
bears witness to the decline of politi-
cal ideologies, with power vested in
people through more representative
structures. This extended the scope
of legislative functions to include a
greater use of enabling and norma-
tive roles, coupled with a revival of the
principles of ethics, equity and human
rights in public health. WHO has
been particularly active in legislation
and guidelines addressing research on
human subjects, vaccine trials, pa-
tients’ rights, reproductive technolo-
gies, genetics, euthanasia and organ
transplantation.

Increased international move-
ment of persons and goods and the
ever-increasing emphasis on global
health has led to an unprecedented
growth of international health legis-
lation, with closer international coop-
eration by intergovernmental organi-
zations and in the elaboration of com-
mon standards and guiding principles,
amovement amplified during the pe-
riod 1992-1995 by the recent United
Nations summits.

More specifically in 1997, WHO
extended its cooperation with the
Health Care Committee of the Rus-
sian Parliament with a view to draft-
ing a law on the structure of health
care in the Russian Federation. A
number of legislative strategies for the
realization of the right to health were

examined at the International Con-
ference on Human Rights, Bioethics
and Health held in cooperation with
CIOMS. WHO also collaborated in a
workshop on the rights of patients
organized by the Research Centre for
European Health Law, and an inter-
national colloquium on patients’
rights as a health-for-all objective,
organized by the International Asso-
ciation for Law, Ethics and Science
and the Turkish Medical Association.

Of the many areas which WHO
must address through a legislative
strategy (ranging from health as a hu-
man right to the biological determi-
nants of health and the need to safe-
guard medical confidentiality in the
face of the ongoing information and
communication revolution) the issue
of rapid advances in science and tech-
nology is of particular significance.
The benefits as well as the potential
risks of new technologies must be
evaluated in terms of the integrity,
dignity and health of the individual.
Seeking a balance is not easy, and the
problems created fall within the fields
of both medical ethics and health law.
Policy-makers will need to intervene
in accordance with the value system
of each country and culture.

The WHO Constitution asserts that
“informed opinion and active coop-
eration on the part of the public are
of the utmost importance in the im-
provement of health”. From the start,
WHO has used all existing means of
communication to convey informa-
tion around the globe (print, tel-
egraph, photographs, magnetic sound
recording and television). In 50 years,
WHO has built up extensive networks
providing regular input to its compre-
hensive data banks on health and dis-
ease. Communicating the informa-
tion generated by those networks is
one of WHO’s essential functions.

Leading and responding
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The exciting and rapid develop-
ments in communication and the dis-
semination of information that have
taken place during that half-century
have had a profound impact on how
WHO does its work. In 1977 the first
personal computers went on sale to
the general public, and are now com-
monplace in many parts of the world.
They enable the daily use by millions
of people worldwide of the Internet
(originally a network of computers in
government, academic and scientific
institutions developed in the 1960s in
the United States to enable research-
ers to share information). The
number of Internet users is predicted
to reach 700 million by the year 2000.
By connecting to WHO’s site on the
World Wide Web, Internet surfers
can find out about the work of WHO’s
programmes relating to all aspects of
health and disease, and have access
to the database of WHO?s library.
Abstracts from WHO’s journals are
available, as is the complete text of
many WHO newsletters and docu-
ments. The Internet user can choose
from the hundreds of books in WHO’s
publications catalogue and send in an
order, or can consult any of the reso-
lutions and decisions of the WHO
governing bodies dating back to 1948.
WHO has also produced several CD-
ROMs that contain either encyclo-
paedic collections of data or compi-
lations of journal issues.

Communication is not merely a
one-way process. WHO’s computers
are host to over 60 e-mail discussion
groups on a whole range of health
concerns and aspects of the Organi-
zation’s work. These e-mail lists exist
so that information can be shared and
ideas exchanged openly in an infor-
mal manner.

A strong working library was rec-
ognized as essential to the technical
work of WHO as early as 1946. By
1947 the library collection was begun
and a monthly Library news was dis-

tributed free of charge. In its early
years, the library supplied thousands
of books, journals, photostats and mi-
crofilms to Member governments to
replace collections damaged during
the Second World War and to furnish
core sets of medical literature to
countries. In the early 1970s, the
WHO Medline Centre operated from
the library, providing searches from
Medline, and photocopies of articles
to people working in developing
countries. In 1986 the library moved
from a manual to an automated li-
brary information system and all li-
brary functions were automated si-
multaneously. From the mid-1980s
onwards the library moved ahead with
its electronic library initiative. Library
services were offered 24 hours a day,
CD-ROM databases were intro-
duced, and an optical disk system re-
placed paper for full-text storage of
WHO technical documents.

The WHO library acts as a cen-
tral purchasing agent to obtain books,
journals and information material for
libraries worldwide, enabling librar-
ies with a lack of foreign currency to
order material under the WHO re-
volving fund. It also runs an interna-
tional exchange of free books and
journals in 72 countries (comprising
219 libraries). Document delivery is
provided under an agreement with
the National Library of Medicine in
Washington and the Library of the
British Medical Association.

In 1997, WHO’s reference librar-
ians answered an estimated 17 000
queries from around the globe deal-
ing with the work of WHO that came
in by letter, fax, e-mail, telephone and
in person. The indexing and catalogu-
ing of recently-acquired non-WHO
publications are being outsourced to
a commercial firm, and procedures
for online input of these data to the
library database have been estab-

lished.



While dissemination of informa-
tion by electronic means has become
a vital part of what WHO does, the
Organization is equally concerned to
ensure that information on health and
disease is also transmitted in more
conventional forms. WHO’s publish-
ing activities cover books and jour-
nals on a variety of topics, often in six
official languages (Box 6), such as
manuals on preventing and control-
ling disease, recommendations on in-
ternational standards and procedures,
guidance on health service manage-
ment, training materials for health
workers, and reports of expert groups.
Arrangements are often made with
other institutions or with commercial
publishers for translation and publi-
cation in national languages.

A commitment to the dissemina-
tion of information also means help-
ing others to disseminate it too. The
Bulletin of the World Health Organi-
zation regularly publishes research
papers from developing countries,
but WHO is aware that the results of
much health research in developing
countries do not come to the notice
of scientists elsewhere because of the
limited English writing skills of the
researchers. This can be remedied by
holding scientific writing workshops
in developing countries to guide
health researchers in presenting the
results of their work for publication.
A survey of the impact of workshops
already held in Latin America has
shown that, after attending the work-
shops, health researchers published
more papers than before and were
more confident in their ability to pre-
pare scientific papers for national and
international journals.

For WHO’s voice to be heard, the
publishing effort must also make an
impact within the global publishing
industry. This impact was achieved by
the development of a commercial ca-
pability for publications that has put
WHO at the forefront of commercial

success in terms of sales income
within the UN system. Commercial
capability was primarily achieved by
outsourcing country-level sales and
marketing to WHO sales agents, who
are generally among the most impor-
tant scientific, technical and medical
booksellers in their countries.

Accessibility and commercial
goals could not be achieved without
an efficient delivery system. The de-
livery system was gradually developed
using modern technology. WHO’s
master mailing list manages over
300 000 addresses, tracks dissemina-
tion patterns and provides geographi-
cal and reader category profiles to
achieve specific goals. This system has
recently been improved, by specifi-
cally developed technology to ensure
rapid invoicing, so that significant in-
creases in sales occurred without the
need to sizeably increase staff, thanks
to the productivity gains achieved.

Sales in 1997 were worth around
$4 million,* recording more than a
decade of uninterrupted sales growth
for WHO publications. Sales income
has doubled since 1986, the WHO
sales agent network has grown to
cover more than 100 Member States
(with more than a dozen new agents
or clients on account appointed in
1997), and the distribution function
is now more than 90% self-financed
through sales income. WHO publica-
tions were displayed at major book
fairs and scientific congresses
throughout the world, the Frankfurt
Book Fair, the International Confer-
ence on Health Promotion (Indone-
sia), the IFGO World Congress on
Gynaecology and Obstetrics (Den-
mark) and the World Congress of
Gerontology (Australia).

Large numbers of books are dis-
tributed free while many others are
sold at reduced prices in developing

@ Throughout the report, the sign $ denotes United
States dollars.

Leading and responding

Sales in 1997 were
worth around
$4 million, recording
more than a decade
of uninterrupted
sales growth for

WHO publications.
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Box 6. WHO’s language services

Recognizing that the extension to all peoples of the ben-
efits of medical, psychological and related knowledge is
essential to the fullest attainment of health, VWHO seeks
to communicate the best available health information to
all Member States in the most effective way. To ensure
equity of access to health information in a polyglot,
multicultural world, WHO must communicate essential
health information in different languages.

WHQO's translators — a judicious mix of fixed-term, tem-
porary and free-lance staff — work on a wide range of ma-
terial, especially scientific and technical information, and
policy documents for the deliberations of the governing
bodies.

The rules of procedure of the World Health Assembly
and Executive Board provide that Arabic, Chinese, Eng-
lish, French, Russian and Spanish shall be the official lan-
guages. Regional committees have their own distinctive
pattern of languages. In 1948, the Executive Board de-
cided that publications should appear in English and French.
Spanish was added in 1954. Russian became a language
of publication in 1960. Arabic and Chinese were included
shortly before the Alma-Ata Conference in 1978.

Recognizing that equity of access to health informa-
tion cannot be ensured by six official languages that are
unknown to many millions of intended readers,® WHO has
sought to encourage translations into national and regional
languages outside the Organization, in collaboration with
country and regional offices. By 1997, translations of VWHO
technical books and documents in over 60 target languages
had been published with some 100 translated \WHO books
published annually by publishers and scientific institutions,
ministries and professional associations in countries, at
no additional cost to WWHO.

While the principles of parity of official languages and

equity of access to health information have been consist-
ently affirmed, the means of communication of WWHO's lan-
guage services have kept pace with the development of
information and communication technologies. Thus, WHO's
wealth of expertise in technical terminology, built up over
90 years, is no longer archived on index cards and dis-
seminated in printed bulletins, but is maintained and dis-
seminated in the form of a computerized terminology da-
tabase.

A just-completed study of the translation process as
part of WHO's documentation chain has yielded recom-
mendations that, when implemented, will result in effi-
ciency savings. The integrated management of the multi-
lingual flow is to be achieved through a computerized job
tracking system, while an electronic document process-
ing system will make possible for the first time an elec-
tronic repository for all WWHO documents and publications
in all languages.

At the same time, technology is of little help without
the human values of scientific training, linguistic talent,
and respect for the author and the reader, as appears
daily in the work of WHQO's language services. Since any
information pertaining to human health must meet the
highest standards, WWHO translators must also render
ideas from one language into another with understanding
and accuracy of meaning, context and style. At WHO,
translation talent serves health workers in countries
throughout the world.

@ For example, it is likely that many of the 476 million speakers of Hindi,
207 million speakers of Bengali, 187 million speakers of Portuguese, 126
million speakers each of Japanese and German, 170 million speakers of
Malay and Indonesian — particularly primary or intermediate-level health
workers — are unable to read or work in one of WHO's official languages.

countries. In addition, hundreds of
documents for general or limited cir-
culation are issued every year by
WHO's technical programmes, giving
detailed reports on the latest devel-
opments in health and health care.
Accessibility through free distribu-
tion, primarily in developing coun-
tries, was improved in 1997 by the
expansion of the WHO depository li-
brary network to 158 and the growth

of the public reference point network
to 915 participants. Even so the total
number of publications distributed
free was kept at zero-growth.

Three issues are foreseen as pri-
orities in the next century. How will
technology continue to influence dis-
semination policies and procedures?
How will WHO be able to maintain
services to developing countries?
How can the Organization cope with



the ever-increasing demand for pub-
lications and information in an envi-
ronment of static staffing and shrink-
ing financial resources? Demand
from developing countries is increas-
ing, and servicing that demand is la-
bour-intensive. To satisfy it, innova-
tive ways to achieve economies must

be found.

Since 1950, WHO's successive gen-
eral programmes of work have em-
phasized the need for the Organiza-
tion to be effective and efficient and
able to yield results which can be de-
monstrable to governments. In 1965,
the importance of introducing evalu-
ation criteria into programme plan—
ning was stressed and in 1971 the use
of modern scientific and technical
methods in programme management
was recommended. In 1994, the
harsh political climate led to the rig-
orous stipulation of managerial re-
quirements for WHO, to an extent
never yet experienced in earlier gen-
eral programmes of work. WHO
keeps under constant review admin-
istrative procedures to ascertain con-
sistency with the Organization’s ob-
jectives, determining compliance
with established rules and regula-
tions, ascertaining the reliability of
internally-developed financial and
management data, reviewing the eco-
nomical and efficient use of the Or-
ganization’s resources and the extent
to which assets are safeguarded from
loss, as well as assessing measures
taken to prevent fraud, waste and
malfeasance.

The financial situation of the
regular budget for 1997 was difficult
owing to a serious shortfall in the col-
lection of contributions, which con-
siderably weakened WHO’s financial
position. Consequently, programme
implementation was unstable and re-
quired very close monitoring. During

the course of 1997, a modernized
computer programme for the regional
office administration and finance in-
formation system was introduced in
three regional offices. Extrabudgetary
contributions continued to increase.
As in previous years governments
were the main source of such volun-
tary donations, but significant sums
were also received from multilateral
development agencies, foundations
and nongovernmental organizations.

Providing an adequate and effi-
cient level of logistics support for the
smooth and effective functioning of
WHO's technical programmes is the
primary concern of the general ad-
ministration. This has required on-
going adjustment in response to the
reduction in resources. In order to
maintain acceptable levels of service,
the scope of several outsourced con-
tracts has been increased. Further-
more, with the recent deregulation in
the global telecommunications mar-
ket, important economies will be re-
alized through the renegotiation of
WHO’s communications contract.
With a view to taking full advantage
of new and emerging technologies,
video conferencing has been intro-
duced as a further means of commu-
nication, and multimedia technology
is under study for the production of
documents.

WHO?’s supply services have
adapted their role from a purely de-
mand-led procurement entity to be-
come a more active and efficient part-
ner of WHO's technical programmes,
thus responding better to country
needs. For example, important quan-
tities of vaccines and injection mate-
rials to meet the cyclical epidemics
of meningitis are kept in stock ready
for immediate shipment, and various
medical kits have been developed and
are available for use during emergen-
cies. Increased bulk purchasing
should lead to further economies.

Leading and responding

Since 1930,
WHO's successive
general programmes
of work have
emphasized the need
for the Organization
to be effective and
efficient and able to
yield results which
can be demonstrable

to governments.
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All staff members
of WHQO are
international civil
servants. Their
responsibilities are
not national but
exclusively

iInternational.

Organization.”

Box 7. Staff allegiance to WHO

All staff members of WHO subscribe to the following oath or declaration:

‘| solemnly swear (undertake, affirm, promise) to exercise in all loyalty, dis-
cretion, and conscience the functions entrusted to me as an international
civil servant of the World Health Organization, to discharge those functions
and regulate my conduct with the interests of the World Health Organization
only in view, and not to seek or accept instructions in regard to the perform-
ance of my duties from any government or other authority external to the

WHQO Staff Regulations, article 1.10

All staff members of WHO are
international civil servants. Their re-
sponsibilities are not national but ex-
clusively international. By accepting
appointment, they pledge themselves
to discharge their functions and to
regulate their conduct with the inter-
ests of the World Health Organiza-
tion only in view. In addition to dis-
playing the highest level of technical
competence and integrity, they must
also be sensitive to cultural differ-
ences in order to be effective in a
multicultural environment (Box 7).

The staff have traditionally had
the right of association for the pur-
pose of developing staff activities and
making proposals and representations
to the Organization concerning per-
sonnel policy and conditions of serv-
ice, and since 1976 the Executive
Board has invited a representative of
the staff to present a statement re-
flecting staff views on such matters.

During 1997, work continued on
implementing the reforms in the Or-
ganization’s personnel policy initiated

in 1996. In keeping with recent trends
in both the public and private sectors,
personnel management has been re-
directed to become less process- and
more service-oriented, with greater
emphasis on the role of human re-
sources management as a support
service and facilitator for the techni-
cal programmes in the achievement
of their goals.

In 1997 there was a 50% increase
in the number of short-term consul-
tancy contracts, and a 28% increase
in short-term professional contracts,
compared with the same period in
1996. While this was partly due to
the considerable reduction in the
number of posts in 1995, it also re-
flects a general tendency to rely
more on short-term professionals
and consultants to provide highly
specialized services for specific ac-
tivities of limited duration. While the
total number of staff in the profes-
sional category decreased in 1997,
the proportion of women rose
slightly (by 0.6%) to just over 27%.



Chapter 2

n view of major limitations im-
posed by the lack of suitable
measurements that can capture
the meaning of health as defined in
the WHO Constitution (“Health is
a state of complete physical, mental
and social well-being and not merely
the absence of disease or infirmity”)
this assessment of health trends uses

Fig. 1. Progress in achieving global targets for health for all
by the year 2000 *
A. Life expectancy at hirth -- target: ahove 60 years
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conventional indicators such as life
expectancy, mortality and morbidity.
Efforts are under way, however, to
develop indicators of positive health
such as health expectancy and its vari-
ants, but problems of standardization
of definitions and comparability of
values derived inhibit their usage for
trend assessment at this stage.

The Global Strategy for Health for
All by the Year 2000 (HFA2000) set
the following guiding targets:

e life expectancy at birth above 60
years;

e infant mortality rate below 50 per

1000 live births;

under-5 mortality rate below 70

per 1000 live births.

In 1997, nearly 3.8 billion people (64%
of the global population) lived in at
least 106 countries that had reached
those values. In 1975, there were at
least 1.2 billion (30% of the global
population) living in 69 countries.
At least 102 countries (60% of the
global population) reached all these
values in 1995. The percentage of the
global population living in countries
which have reached these values
since 1955, and which are expected
to reach them by 2025, are shown in
Fig. 1. There is, however, increasing
evidence that as national average
values are beginning to converge,
internal disparities among population
groups are widening.

Life expectancy at birth has in-
creased globally by 17 years, from 48
in 1955 to 65 in 1995, and is projected
to reach a level of 73 years by 2025,
when it is expected that there will
be no country with a life expectancy
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Fig. 2. Survival curves, 1955-2025
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and 2025, when life expectancy for
these countries will reach 65. In all,
more than 5 billion people now live in
120 countries where life expectancy
at birth is above 60. About 890 mil-
lion people live in 26 countries where
life expectancy at birth increased
by 10 years or more between 1975
and 1995. About 1 billion people
live in 56 countries where a similar
increase is expected between 1995
and 2025. Such spectacular progress
is not shared by all, however. More
than 50 million people are still living
in countries with a life expectancy at
birth below 45. About 300 million
people live in 16 countries which
experienced a decrease in life ex-
pectancy at birth between 1975 and
1995. The range in national values for
life expectancy at birth is expected
to decrease from 43 years in 1955 to
31 in 2025.

Some of the population who are
likely to be alive by the end of the
21st century are already born and
alive today. Their survival rates have

period 1955-1995. The same is true
of the equivalent survival rates in
the LDCs, but the percentages are
considerably lower than the global
percentages. For every 100 babies
born in 1995, globally 70 are expected
to live to at least 65 years, but in the
LDCs only 47 are expected to do so.
Globally for every 100 persons aged
20 in 1995, about 70 are forecast to
survive at least 50 years (to age 70).
Only 50 are likely to survive to this
age in the LDCs.

In its search for a simple and mean-
ingful measure of health, WHO
proposed in its second Report on the
World Health Situation (in 1963), the
proportional mortality ratio — the
number of deaths at age 50 and above
as a percentage of deaths at all ages
—as apossible indicator. Applying this
measure to study historical trends,
globally the proportional mortality



ratio increased from 34% in 1955 to
45% in 1975, and 58% in 1995; it is
expected to be around 80% in 2025.
Here again disparities are striking
—in 1955, the LDCs had a value of
20% compared with 27% for other
developing countries and 75% for
the developed market economies; in
1995, the LDCs had a value of 26%,
other developing countries 56% and
the developed market economies
91%.

Overall mortality adjusted for
age and sex composition of the
population declined globally from
1860 deaths per 100 000 population
in 1955 to 910 deaths per 100 000
in 1995 — a 50% reduction — and is
projected to fall further to 610 deaths
per 100 000 in 2025; for the LDCs,
however, the standardized death rate
fell by more than 40% from 1955 to
1995 and should be about 950 deaths
per 100 000 in 2025. There was also
a reduction globally of 67% from
1955 to 1995 in death rates among
children under 5 and of 66% among
those aged 5-19. Among those aged
20-64, the reduction was about 50%.
In respect of those aged 20-64, death
rates declined by 56% for females but
only 49% for males. Here too, while
age- and sex-specific mortality has
been falling, the pace of decline is
not uniform.

Fig. 3 shows the number of deaths
at different ages and their distribu-
tion expressed as a percentage of
total deaths. The general trend in
the percentage of deaths occurring in
the various age groups, both for the
developed market economies and for
the LDCs, is downward, except in the
age group 65 and above. Overall, the
number of deaths worldwide was the
same in 1995 as in 1955 but with a sig-
nificant decline of about 50% among
children under 5, and of about 30%
in the age group 5-19. There was an
increase of about 5% in the working
population aged 20-64. However, a

relatively small reduction of 6% was
experienced by the female population
in the reproductive age group 15-49.
A comparison of the age distribution
of total deaths worldwide and their
trends reveal a changing pattern both
for the developed market economies
and the LDCs. Less than 2% of
total deaths in the developed market
economies in 1995 occurred among
the population aged below 20, and
about 1% is projected for 2025. In the
LDCs however, the decreasing trend
in the proportion of deaths among
children, and a rapid increase in the
proportion of deaths among older
people, are noticeable. In the case
of children, the proportion was nearly

Measuring health

Fig. 3. Age structure of deaths, 1955-2025°
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50% in 1955, had decreased to 41%
by 1995, and is expected to be 23%
in 2025 — about half of what it was in
1955. Unfortunately, the proportion
of deaths among adults — the working-
age population — has been increasing
from about 25% in 1975 to 29% in
1995, and is expected to be almost
36% in 2025.

Worldwide, there have also been
differential patterns in age- and sex-
specific death rates since 1955. The
death rate per 100 000 population
declined between 1955 and 1995
from 5280 to 1720 among children
under 5; from 620 to 210 among older
children and adolescents aged 5-19;
from 1040 to 500 among adults aged
20-64; and from 7550 to 6040 among
older people aged 65 and above.

The relative death rate among
females compared with males (the
ratio of age-specific death rates for
females to that of males) increased
from 96% in 1955 to 99% in 1995 for
children under 5, but decreased from
102% to 97% for older children and
adolescents aged 5-19, from 79% to
68% for adults aged 20-64 and from
85% to 81% for older people aged 65
and above. Even for the age group
15-49, the ratio of death rates among
women of childbearing age to men
aged 15-49 declined from 84% to
73%. At least in respect of mortality,
gender difference seems to favour
the female population at all ages,
although the relative decline in rates
among children under 5 has not been
so rapid as for other age groups.

The death rate among women
of childbearing age decreased from
620 per 100 000 in 1955 to 230 per
100 000 in 1995, and is likely to reach
140 per 100 000 by 2025. Globally,
about 585 000 women die each year
of pregnancy-related causes, most of
which are preventable. The mater-
nal mortality ratio, representing
the risk of pregnancy-related deaths
associated with each pregnancy, was

estimated at 430 maternal deaths per
100 000 live births in 1990 globally,
but it varies widely among and within
countries. For every 100 000 live
births there were about 13 mater-
nal deaths in the developed market
economies, but more than 1050 in the
LDGCs. In other words, one woman
dies of pregnancy-related causes for
every 100 babies born alive. Less
is known about the incidence and
prevalence of pregnancy-related mor-
bidity and disabilities. Although the
immediate causes of maternal mortal-
ity and morbidity are inadequate care
of the mother during pregnancy and
delivery, other factors include wom-
en’s subordinate status, poor health
and inadequate nutrition.

Under-5 mortality rates de-
creased from 210 per 1000 live births
in 1955 to 121 in 1975, and to 78 per
1000 in 1995 — a decrease of 42%
between 1955 and 1975 and of 36%
between 1975 and 1995, when the
child survival initiative was launched.
It is expected to decline further to 37
per 1000 live births by 2025.

In 1995, at least 105 countries
(with 50% of global live births and
50% of children under 5 worldwide)
have an estimated under-5 mortality
below 70 per 1000 live births. In 1955,
this was the case for 40 countries
(18% of global live births) and in
1975 for 75 countries (37% of global
live births). The pace of progress in
under-5 mortality reduction during
1975-1995 was not so fast as during
1955-1975. It is expected to acceler-
ate during 1995-2025 with 151 coun-
tries (89% of global live births) having
an under-5 mortality rate below 70
per 1000 by the year 2025. In 1955
there were only three countries with
an under-5 mortality rate below 20
per 1000 live births; by 2025 at least
84 countries are expected to have
such a low rate. While all countries
improved their under-5 mortality, at
least 82 countries (with about two-



thirds of live births worldwide) regis-
tered significant decreases in under-5
mortality — of at least 40 per 1000 live
births — between 1975 and 1995.

In the developed market econo-
mies, the under-5 mortality rate
declined by 52% during 1955-1975
and by 57% during 1975-1995. It is
expected to reach alevel of 7 per 1000
live births by 2025 from the present
level of 8 per 1000 live births. For the
developing world, under-5 mortality
declined by 45% during 1955-1975
and by 37% during 1975-1995 and
is expected to reach by 2025 a level
of 40 from the present level of 87
per 1000 live births. However, even
in countries that have made notable
progress, child mortality is still unac-
ceptably high. The LDCs in particular
continue to struggle to reduce mortal-
ity rates; under-5 mortality decreased
from about 280 to about 150 per 1000
live births between 1955 and 1995.
Seven countries — six of which are in
Africa — still have under-5 mortality
rates greater than 200 per 1000 live
births in 1995.

Infant mortality has continued to
decline in recent decades. Globally,
the infant mortality rate (IMR)
fell from 148 per 1000 live births in
1955 to 90 per 1000 in 1975, and to
59 per 1000 in 1995 — a decrease of
39% from 1955 to 1975, and a further
34% decrease from 1975 to 1995. The
IMR is projected to reach a value of
29 per 1000 live births in 2025.

Overall, the number of countries
with an IMR below 50 per 1000 live
births increased from 23 countries in
1955 to 70 in 1975, and to 102 (34%
of global live births) in 1995. It is
expected that by 2025 there will be
at least 151 countries (43% of global
live births) with an IMR below 50 per
1000. In 1955, the ratio of the highest
value of IMR to the lowest value was
13 to 1; in 1975 it was 25 to 1; and in
1995, the ratio was 42 to 1.

For the developed market econo-
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mies, the IMR declined by 58%
between 1955 and 1975 and by a
further 57% between 1975 and
1995. The present level is of 6 per
1000 live births and it is expected to
reach by the year 2025 a level of 5.
The developing world experienced
a decline in the IMR of 41% during
1955-1975 and of 36% during 1975-
1995, and it is expected to decline
further to reach a level of 32 by the
year 2025 from the present level of
62 per 1000 live births. In the LDCs,
the IMR changed only from 186
to 104 per 1000 between 1955 and
1995 — about 75% of the decline
experienced by developing countries
other than LDCs. In 1995, there were
24 countries — 20 of them in Africa
— where one in every 10 liveborns
died within a year of birth. By 2025
the IMR is expected to decline to 50
per 1000 — still double the average of
25 per 1000 live births for developing
countries other than LDCs.

While infant mortality declined
markedly during the early 1980s and
late 1990s, most of this improvement
was among older infants. The death
toll during the perinatal period (still-
births and during the first week of

[JPost-neonatal mortality
I Late neonatal mortality
[CJEarly neonatal mortality
I Fetal mortality
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Fig. 5. Global causes of death, 1997°
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life) has fallen only slightly from 64
to 57 deaths per 1000 live births. It
is also estimated that mortality dur-
ing the neonatal period (the first 28
days of life) has declined from 40 to
36 deaths per 1000 live births during
1983-1995 (Fig. 4). In all, there have
been about 4 million stillbirths, 3.2
million deaths during the first week
of life and 1.6 million deaths among
newborns living more than a week
but dying within 28 days after birth.
There are about 9 million deaths of
which 7.5 million are perinatal deaths
and 4.8 million neonatal deaths annu-

ally worldwide.

Based on available information,
WHO estimates that, of more than
50 million deaths worldwide in 1997,
about one-third were due to infec-
tious and parasitic diseases such as
acute lower respiratory diseases,
tuberculosis, diarrhoea, HIV/AIDS
and malaria; 29% were due to circula-
tory diseases such as coronary heart
disease and cerebrovascular diseases;
and about 12% were due to cancers
(Fig. 5). While deaths due to circula-
tory diseases declined from 51% to
46% of total deaths in the developed
world during the period 1985-1997,
they increased from 16% to 24% of
total deaths in the developing world
(Fig. 6). Cancer deaths increased
from 6% to 9% of total deaths in the
developing world but they formed a
constant proportion of 21% of total
deaths in the developed world. Infec-
tious and parasitic diseases decreased
from 5% to 1% of total deaths in the
developed world and from 45% to
43% of total deaths in the developing
world. This confirms earlier findings
that noncommunicable diseases are
emerging as a major killer in the
developing countries as well. An ap-
proximate distribution of deaths by
cause is given in Table 3. Table 4 gives
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Tahle 3. Global health situation: mortality, morbidity and disability, selected causes for which data

are available, all ages, 1997 estimates®

Diseases/conditions

(based on ICD-10)
ALL CAUSES

Deaths

New
Al

52 200

Certain infectious and parasitic diseases (selected), of which: 17 310

Acute lower respiratory infection (ALRI)
Tuberculosis

Diarrhoea (including dysentery)
HIV/AIDS
Malaria
Measles
Hepatitis B
\Whooping cough (pertussis)
Neonatal tetanus
Dengue fever/dengue haemorrhagic fever
Noma/cancrum oris
Trypanosomiasis, African (sleeping sickness)
Leishmaniases
Leishmaniasis, visceral (kala-azar)
Leishmaniasis, cutaneous and mucocutaneous
Amoebiasis (Entamoeba histolytica)
Hookworm diseases (ancylostomiasis and necatoriasis)
Rabies (dog-mediated)
Ascariasis (roundworm)
Meningococcal meningitis (see also bacterial meningitis)
Onchacerciasis (river blindness)
Trypanosomiasis, American (Chagas disease)
Yellow fever
Schistosomiasis
Japanese encephalitis
Trematode infections (foodborne)
Trichuriasis (whipworm)
Cholera (1996 notifications)
Leprosy
Poliomyelitis, acute
Plague (1995 notifications)
Giardiasis
Endemic treponematoses
Dracunculiasis (guinea-worm infection)
Hepatitis C
Trachoma
Lymphatic filariasis
Sexually transmitted diseases (selected), of which:
Trichomoniasis

Chlamydial infections, including lymphogranuloma (venereum)

Gonococeal infection (gonorrhoea)
Anogenital warts

Anogenital herpes

Syphilis

Chancroid

QOthers (including emerging diseases e.g. influenza, Ebola, Lassa)

3745
2910

2455
2300
1500-2 700
960
605
410
275
140
110
100
80
80

630

Number (000)

(incidence)

395 000°
7 250

4 000 0oo®
5800

300 000-500 000
31075
67 730
45050
415

3100

140

150

2000

500

1500

48 000

60°

300
200
a5

145
570
35
2.9
500
460
70

170 000
89 000
62 000
30 000
20 000
12 000

2 000

(prevalence)

16 300

30 600

770
400
12000
2500
9500

151 000¢

250 000
500
17 655
18 000

200 000

40 000
45 530°

1150

2 600
70

170 000
152 420
119100

113 000
85000
23 000

28 000
2 000

Persons with severe
activity limitation®

8420

30
200

60
770

120 000
3000
10600
260

5 600
119 100
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Diseases/conditions

Malignant neoplasms (cancers) - all sites

Trachea, bronchus and lung
Stomach

Colon and rectum

Liver

Breast (female)
Oesophagus

Mouth and pharynx
Prostate

Lymphomas”

Leukaemia

Cervix

Bladder

Ovary

Kidney

Body of the uterus
Melanoma of skin

Other malignant neaplasms

Diseases of the hlood and hloodforming organs and certain

disorders involving the immune mechanism (selected), of which: 240

Thalassaemias and sickle cell disorder
Haemophilia
Anaemia, of which:

Iron deficiency anaemia

Endocrine, nutritional and metaholic diseases (selected), of which: 370

Malnutrition including protein-energy malnutrition (PEM)
Diabetes mellitus
lodine deficiencies (disorders of thyroid gland), of which:
Goitre
Cretinoids
Cretinism

Mental and behavioural disorders (selected), of which:

Dementia

Mood (affective) disorders
Schizophrenic disorders
Anxiety disorders

Mental retardation (all types)

Diseases of the nervous system (selected), of which:

Bacterial meningitis (excluding neonatal meningitis)
Parkinson disease

Multiple sclerosis

Epilepsy

Diseases of the circulatory system (selected), of which:

Ischaemic (coronary) heart disease

Cerebrovascular disease

Other heart diseases (e.g. peri-, endo-, and myocarditis
and cardiomyopathy)

Rheumatic fever and rheumatic heart disease

Hypertensive disease

Diseases of the respiratory system (selected), of which:

Chraonic obstructive pulmaonary disease (COPD)
Asthma

Number (000)
Deaths Cases
New
6 235 9240 57 455
1050 1190 4 465
765 925 3715
525 890 6185
505 510 1415
385 895 7 995
355 370 1135
260 420 2810
235 460 3505
225 375 2740
215 260 1565
195 425 3955
140 300 2330
120 185 1 655
100 170 1255
65 160 1425
40 120 915
1055 1 585 10 390
240 290 2320
15 420
1987 300
1788 600
370" 170 000’
10540 142 540
. 844 700
49 600
16 500
200
200 2610 29 000
122 865 340 000
4500 45000
400 000
60 000
220
135 1200
60 305 3765
25 105 2 505
2000 40 000
15300
7 200
4 600 9000
3000
500 12 000
690 600
2890
2 890 600 000

155 000

Persons with severe
activity limitation®

49 600
16 500

15950
146 000
27 000

36 000

160
2635
750

10 000



Diseases/conditions

Diseases of the musculoskeletal system and connective tissue (selected), of which:

Neck and back disorders
Arthritis and arthrosis, of which:
Osteoarthritis
Rheumatoid arthritis

Pregnancy, childhirth and the puerperium (selected), of which:

Haemorrhage

Indirect obstetric causes

Sepsis

Abortion

Hypertensive disorders in pregnancy
Obstructed labour

QOther direct obstetric causes

Certain conditions originating in the perinatal period
(selected), of which:

Prematurity

Birth asphyxia

Congenital anomalies

Neonatal sepsis and meningitis
Birth trauma

Other causes

External causes (selected), of which:
Suicide

Occupational injuries due to accidents at work
Occupational diseases

Other and unknown causes

Visual disability (blindness and low vision), of which:

Blindness (total):
Onchocerciasis-related
Cataract-related
Glaucoma-related
Trachoma-related
Vitamin A deficiency-xerophthalmia (children under 5)
Other

Hearing loss (41 or more decibels)

Number (000)
Deaths Cases
New
1039 200
189 500
165 000
585 76 300
145 14 000
115 13 200
90 11 800
75 19700
75 6900
45 7 200
40 3500
3 630"
1120
920
495 3600
440
430
225
1165
835
330 250 000
217 000
4 055
44 800
45 290
19 340
6400
5600
2740
10430
123 000

Measuring health

Persons with severe
activity limitation®

25 000
20 000

179 200

44 800
290

19 340
6400
5600
2740
10430

123 000

@ No adjustments have been made for comorbidity. Caution should be exercised when using these data for comparative purposes as estimation procedures

may

b
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Permanent and long-term.
Incidence figure refers to episodes.
Number of infected persons is 1.25 billion.

have been refined from one World Health Report to the next.

In addition, approximately 50 million doses of vaccine are used for post-exposure prophylaxis.

Number of infected persons is 1.38 billion.
Number of infected persons is 1 hillion.

Includes Non-Hodgkin lymphoma, multiple myeloma and Hodgkin disease.

This excludes 4.8 million malnutrition-associated deaths among children under 5.

Figure refers to children under 5.

This excludes neo- and perinatal deaths due to neonatal pneumonia, neonatal tetanus and neonatal diarrhoea