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EDROPEAN REGIONAL TARGETS FOR HFAZQQG

At its thirty-third session in Madrid in 1983, the Regional Committee
studied the First draft of the document "Targets in support of the regional
strategy for HFAZ000"™ (EUR/RC33/9). Feeling that the document reflected the
spirit of the regional strategy and that it covered its main elements, the
Commitree endorsed the basic structure and the general orientation of the
doeument. However, the Committee felr that the documept should be revised
partienlarly with regard to reducing its length and the number of rargecs,
identifying more clearly the priorities and modifying some of its formulationm.

In vesolution EUR/RC3I3/R4, the Commirtee requested the Regiopal Directer to
submit the draft proposals of regional targets to Member States and to seek
their writtem comments, to continue the analytical studies in order to arrive at
final proposals for regiomal targets, to invelve the Eurcpean Advisory Committee
for Medicasl Research (EACMR) and the Regional Health Development Advisory
Council (RHDAC), in the further development of regiomal targets, and to submit a
final versienm of the regional target document to the thirty-fourth session of
the Regional Committee, together with a plan of action and a 1ist of indicators.

The present document is a new proposal of the European regional targets for
HFA2000, which takes into gccount the comments and suggestions of the Regional
Committee, Member States and the EACMR, When the RHDAC has given its advice on
this draft to the Regional Director, 4 revised version will be elaborated and

submitted to the thirty-fourth session of the Regional Committee for finmal
approval.
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OVERVIEW

The Thirtieth World Health Assembly resolved, in May 1977, that "the main social target of
governments and WHO in the coming decades should be the attaimment by all citizens of the world by
the year 2000 of a level of health chat will permit them to lead a socially aand economically
productive life".® The urgemey of this gozl is manifested by rwo basic issues:

{1} despite the financial resources devoted to heglth and the unprecedented development of a
whole new armoury of drugs and medieal techniques in the last 30 years, the health of people
is far below what could be expected;

{Z) despite the overall high level of development in the Region and the scientifie, gconomic
and educational level of most countries, there is still a vast challenge of inequalities in
health.

For these reasons, the comcept of health for all by the year 2000 is as relevant to Europe as
to other parts of the globa,

It is within this framework that the representatives of the 33 Member Stares of the WHO
European Region, on the occasion of the thirtieth sesgion of the Regional Committee at Fez in 1980,
approved their first common health policy, the European strategy for attaining health for all, and
requasted thac specific regional targets be formulated to support tha implementation of the
gtrategy.

How, ome might ask, could rhe Regional Cowmittes request that regional targets for YFA be
drawn up for the 33 Member States of the European Region, since these countries differ so much in
socioeconomic development, in health status and in political orientation? This can ouly be fully
understood on the bagis of two fundamentasl principles.

First, while it is true that the 33 Member States are different in various aspects, 1t is
equally true that many years of working together in the Regional Committee have clearly
demonstrated that they all share a wide common policy basis in health matters. Since they already,
in 1980, drew up the first common health policy of the Region — the regional strategy for HFA2000 -
setting regional HFA targets is ouly one further, albeit very significant, step along the same road,

Second, it is clear that regiomal HFA targets will in no way be legally binding for Member
States. At best, they can be inspirational for European countries in stimulating debate om
national policies and, hopefully, provide input to the formulztion of natienal HFA strategiss.
However, they car in no way infringe on e¢asch country's indisputable right to formulate its own
national healrh pelicy and its own natienal targets according to national values, priorities and
possibilities,

The present document was prepared im thig spirit and intends to:
- deseribe the improvements needed in the health of the people to achieve health for all by 2000;

- indicate areas where action must take place as well as the direction and amount of collective
effort that has to be made; and

- provide, when appropriate indicators are available, a tool! for countries and the Region to
menitor progress toward the goal and revise the course of aeriom if necessary.

1. Structure and comtent of the document

The document is divided into seven chapters, which ¢an be groyped into four main categories.
The first eategory is chapter 1, which is called "prerequisites for health", which basically
iavolves issues that are fundamental to health but which are outside the direct influence of the
health services proper. The second catezory is chapter 2, which describes the suggested
improvements in health status. The third eategory (the chspters on lifestyles and health, the
environment and appropriate care) sets targets relagive to the interventions needed to produce
improvements in health. Fimally, the fourth category - chapters 6 and 7 - contains cargets
relative te research, policy development, human reseurces, managerial procegs, ete., needed to
sypport those interventions,

2 Resolution WHA3Q.43.
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In the first chapter, the general prerequisites for health are set out. They are the
conditions which are so fundamental that without them people cannot be healthy, other social and
economic goals cannot be reached, societies canmot grow and develop, and actions needed to reach
health for all are unlikely to be undertaken. This chapter stresses that, without peace and goeial
equity, without enough food and water, without education, without decent houging and without a
useful role in society providing am adequate income, there can be no haglth for the people. Last
but net least, without strong political and public suppert, there csnm be no actionm and no rezl
change towayds health for all,

The second chapter of the document discusses the outcome of the health for all movement in
Europe, i.e. the improvement in health status that is proposed for the year 2000. Two issues are
stressed. The extent to which the Regionm successfully addresses them will determine the degree of
gttaioment of health for all in Europe.

(1) The first issue in chapter 2 coucerns the need to strengthen health ss much as to reduce

disease and its consequences. The emphasis is put first on "adding life to years" by offéring
peopla, and especially the elderly, a better opportunity to develop and use their own health

eapabilities. Thereafter, the targets aim at increasing the heslthy part of each parson's lifespan
by increasing at least 10% the number of years that people live free from major diseases and
disabilities. This could be achieved by two means: partly eliminsting seven diseases from the
Ragion entirely {namely measles, poliomyelitis, neonatal tetanus, congenital rubella, diphtheria,
congenital syphilis and indigenous malaria) and partly by reducing the incidence of specific
congenital disorders, as well as the incidence of, and the disgbility due to, gccidents, diseases
of the musculoskeletal system and comnective tissuas, mental disorders and gecupational diseases,

Finally, the targets focus on "adding years to life" by reducing premature death. It La
proposed that life expectancy at birth in the Region should be rzised to at least 75 years by
having no country with a life expectancy of less than 70 years. Infant mortality for the Ragion as
a whole should be less than 20 (with no country having mare than 30) per 1000 live births by
bringing down the mortality rate from the present extreme of well over 100. Matermal mortality in
the Region as a whole should be less than 15 per 100 000 live births, by reducing ir from an
extreme of more than 130 te less than 20 per 100 000 in every country. Premature death could alse
be reduced by decreasing mortality from diseases of the ¢circulatory system by 20%, from cancer by
15%, from accidents by 25% and by reversing the current rising trends in suicides.

(2) The second main issue of chapter 2, i.e. the health cutcome chapter, puts greab emphaszis on
the need to reduce health inaqualities between countries and between geographic, ethnic and
sociceconomic groups within countries, The importance of health problems and the quantity and
quality of health services provided to the population vary tremendously, both between and within
countries, e.5. thare is almost a 20-year difference in the life expectancy at birth between two
extrems ecountries of the Region; the difference in infant mortality ia enormous, ranging from less
than 7 to well over l00 par 1000 live births, and somewhat similar variations are observed for
maternal mortality and death in childhood.

The document states that the present disparities in health within countries between rich and
poor, between men and women, between majerity and minority racial groups, between urban and rural
areas, between those who live in shanty towns and those who live in luxurious apartments, hetween
those who inhabit decaying urban centres and those who dwell in plush suburbs are unecceptable. A
target therefore proposes to reduce these inequalities by at leaat 25%.

The subsequent three chapters {3, & and 5) deal with lifestyles, the enviromment and the care
system, and they identify the main areas for intervention to bring about the health improvements
cutlined ip chapter 2.

Chapter 3 of the document examines the changes needed in the ares of 1lifestyles, since
increasingly the cause of health problems in Furope is one of behaviour. The targets set in this
field would give people the necessary knowledge, awareness and opportunity so that they would
freely want, have the incentives to and the possibility for cheosing a healthy way eof life.
Individual lifestyles are to a grear extent the product of the wider political, social, cultural,
aconomic and physical enviromment. The targets therefore stress first the changes required in the
broad environmental conditions which influence individual and group behaviour so as to make the
healthy lifestyle not only the first choice but also the easiest choice.

The emphasis is subsequently given to strengthening the role of the family and other primary
social groups in motivating and enabling people to chopse and maintain healthy lifestyles and to
regard unheaithy behaviour as socially less acceptable, as well as te improve, through educational
programmes, people's knowladge and skill to acquire and protect their health.
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The focus is then placed on certain issues of lifestyles and health, where the first targets
aim at promoting positive health behaviour thzough more healthy eating habits and physical activity
conducive to health. It also aims at increasing to at least 80 the percentage of nonsmokers in the
population of all countries of the Regiom.

Another target is directed at preventing and reducing specific behaviours harmful o health.
It proposes to reduce by at least 20% the abuse of aleohol, and high priority is given to.fighting
the use of illicit drugzs and other dangerous chemicals, to reduce the abuse of pharmaceutical
products, and to curb dangerous driving =nd violent social behaviour.

Chapter 4 discusses the need for a healthy enviromnment and sets specific targets in relatien
to water pollution, air pollutiom, foad safety, hazardous wastes, human settlements and the working
environment. The targets stress rhat significant reduction of these envirommental risks requires
the establishment of an adequate machinery for the monitoring, assessment and control of
environmental hazards and the adoption of social policies that effectively protect the human
environment from health hazards, ensures commupity swareness and involvement as well as effectively
supports international efferts to curb hazards affecting wore than one country.

Chapter 5 describes the changes needed in the health services system. In the batrle for
better health, the primary health care system, based on the principles of the Alms-Ata Declaration
and fully supperted by secondary and tertiary care, will have a key role to play. The rargecs for
primary health care are crucial to achieving greater equity in health within countries,
strengthening health promotion and the prevention of ill health and ensuring the availability of
diggnestie, treatment and rehabilitative services at the community level. The targets call for a
primary health care system which provides the full range of services to meet the basic health needs
of the popularion, which is based on cooperation and teamwork between health eare personnel,
individuals, families and community groups, and which provides for ¢oordination at the community
level of actions in sectors other than health which may be of health relevance.

Targets in chapter 5 also emphasize the need for systematic assessment of the quality of care
gince the development, diffusion and use of new medical rechnologies have brought significant
progress in the struggle agsinst disease and disability, but have alsc had some adverse
consequences in terms of misuse, overuse and resultant cost increases.

The lasr two chapters of the document - 6 and 7 — identify the necessary actions to get a
change process going at country levael, The zixth chapter examines the contyibutions that research
can make and the new directions it will need to take to respond to the needs of health for all.
The seventh chapter stresses rhe important contyriburiems thar planning, legislatiom, education of
health personne} and other sactors, as well as health technology assessment, can make.

2. Chapter structure and formulation of targets

Apart from chapter 1, each chapter iz composed of sections inecluding a target, a problem
statement and suggested solutioms, Inevitably, the targers have different formulatiens which
depend mainly on the nature of the problem, the extent of our knowladge concerning the present
gituation of the problem, the efficiency of the actions suggested, as well as the time lags between
the implementation of the actions and the expected results. They also vary as to whom they
address. Targets in chapter 2, improvements in hezlth in the European Region, address the European
Region as a whole, thus representing the moral commitment that Member States rake on as a
collectivity. In contrast, targets in other chapters deal with mecessary interventions and
therefore address people and governments of individual countries.

While the base year for all targets iz 1980, they differ as to the year of suggestad
completion. This reflects the logical sequence of events that should occur if health for all is o
be reached by the year 2000. Targets related to health improvements {chapter 2) have 2000 as theix
completion year. Targers related to the reduction of health risks - whether behavioural
(chapter 3) or envirommental (chapter 4) - have 1995 or 2000 az their target date, the allocation
of a later year reflecting problems such as the degree of financial resources needed to reach the
target. Finally, targets embodying measures to bring about the change should all be reached by
1990 or before {chapters & and 7).

In the analysis done in the chapter called “problem gtarements', an attempt is made o plcrure
the Region as a whole., However, only in 2 few instances are data available concerning all
33 Member States, When such data are not available, the analyses are based on information cobtained
from 28 and sometimes even 23 countries only.
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3. Level of targets and their meaning

In formulating the targers, care has been taken to select levels rhat are known ro be
feagzible, either because they have already been reached by at least gome countries of the Region or
because the necessary techmology exists. However, it must be gtressed that, although the levels
retained are attempts Lo assess 4 reasonable level based on the historical trend of the problems,
the expected courses in the future, the efficiency of the actions suggested and rhe time required
after the implementation of the actions to observe the results, they are net the result of an
elaborate mathematical model which simultaneously takes into account all their combined effects.

Thus, the suggested target levels intend to be indicative of the improvements that may
reasonably be expected from a combined eaffort i1f all those concerned fully use the will, knowledge,

resources and technology already available in the pursuit of a common causa. As already mentioned,
they also iutend to inspire and motivate Member States to analyse their own situation, determine

their own priorities, targets and capabilities and, by so doing, determine the degree of their
contribution in reaching the regional targers,

a4, Thrust of the document

Six main thrusts run through this decument., By using them as basic criteria, the people and
the governments of the Regiom can measure their determination and progress towards health in the
vear 2000.

Heplth promotien amd prevention

Health is making the best use of whatever physieal, mental and emotional capacities we may
have. The main emphasis in the years ahead, therefore, should be on health promotion in order to
develop, maintain and fully use thoge capabilities and mot simply to reduce illpess and mortality.
That is why health for all is a positive goal.

Equal coppertunity ro health

Implicit in health for all is the premise that, to the extent possible, existing inequities in

health status should be removed. This applies to differences between countries as well a8 to
groups within countries; securing greater equity between and inside countries iz, therefore, a

majer challenge.

Communiry participation

1t is how people decide ta live their lives that is crucial for their healrh - atrongly
influenced though these choices may be by the sociloeconomic environment. If looking at the
totalicy of health care, in most countries it is also people who are the main providers of such
care and who ultimately decide whether or not to use the official health care system. Furthermore,
it 43 usually people themsalves whe provide the support needed for successful political actien te
create & healthier emvironment or to make a health care system more respensive to the publie's
needa. In these ways, building up 2 conatituency for health action through community participation
iz etucial for the success of the health for all movement, Ensuring a well informed, motivated and
aetively participating community is thus a key element in health policy-making.

Multisectoral cooperation

The key promotive and preventive actions te reaching many of the main targets Ffor health for
all often lie outside the health care sector, and thus health will be achieved only by pooling the
efforts of every sector concerned in a spirit of equality and positive cooperation.

Health care syatems based on primarvy healch care

Parallel to a change in attitude towards prevention and promotion is the need to reorient the
organizarion of health services. The starting point should be how best to deliver the services
where people need them most, e,g. at the community level. Im practical terms, that means that the
primary level should become the main focus of the health care system rather than the more
specinlized servieces (fertiary), as offen tends teo be the case at the momenb. In the context of
the Alma—Ata Declaration, primary health care means a2 range of services to meet the basic health
needs of the community, made universally aecessible to individuals and families through their full
participarion, at a cost they can afford and provided as ciose a possible to where they live and
work.
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International cooperation

The reots and solutions of many of today's major health problems stretch beyoud tercitorial
boundaries. The need for internationzl cooperstion is mest obvious in matters of peace, of
transfrontier pollution, &8 regards the internatioualization of health-damaging lifestyles, as well
ag in the field of international trade in goods ranging frem dangerous dyugs to consumer products
which mey endanger health. :

5. Conclusion = the fufure

The targets presented in this document are a deliberate attempt to change the course of
European health development. What is at stake is ultimately the health and wellbeing of Europe's
children, of the coming generations. The achievement of the targets would mean thar all children
of the Region would have s much better chance of:

- being born healthy te parents who want them and who have the time, means and skill to raise
and cere for them properly;

- being educated in societies which endorse the basie values of healthy living, encourage
individual choiece and allow it to be exercised freely;

- baing endowed with the basic requirements for health and being effectively protected sgainst
disease and accidents;

- growing up in a stimulating enviromment of social interaction, free from the risk of war with
full opportunities for meaningful and satisfying economic and social roles;

- growing old in a society which supperts the maintemance of their capacities, provides for a
secure, purpogseful retirement, offers care when care is needed and, finally, allows them ta
die with dignity.

This is a challenge which should touch the cove of human aspirations. A broad comsensus will
nead to be created smong the people of the Region that health for 211 is an objactive which sheuld,
can and will be attained by the year 2000. A joint endeavour of this kind will net omly give
better health and betcter 1ife to people in the Regiom, but can also help reduce international
tension by cutting across political, cultural and ethnic barriers. Tt will be a major force in
fostering more understanding and trust among people of the Region and thus comtributing te the
satisfaction of the most basic need of all ~ peace and freedom from the fear of war,
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Chapter 1

PREREQUISITES FOR HEALTH

Intreductian

Other chapters in this dot¢ument propose targets for health for all in the Region. To reach
these targets, much will have to be done to improve lifestyles, envirommental conditions amd health
care, but these improvements will have little effect if certain fundamencal conditions awe not
met. Without peace and social justice, enough food and water, without education and decent
housing, and without providing each and all with & useful role in society with an adequate inceme,
there can be no health for the people, no real growth and no social development of our societies.

The main responsibility for setting objectives in these areas lies outside the health sector.
This must be fully recognized by all countries so that priorities in overall natiopal development
take account of the need to strengthen those aspects of life that are a prerequisite for health.
This is in line with the United Mations General Assembly Resolution No. A/RES/34/58. If this
interdependence is net recognized, efforts to improve health will be at once more costly and less
effective.

Above all, it is only with the firm commitment of both governments and the people that the
targets can be reached in the European Regiom.

1.1 A Europe free from the fear of war

War is the most serlous of 21l threats to health. The devestatiou that a war would entail in
terms of persons killed, wounded and permanently disabled is simply beyond human comprehension. A
one-megaton bomb over a large city would kill more than 1.5 million people and injure as many. A
"limitad" nuclear war, with smalley tactical nuclear weapons delivering a total of 20 megatons on
military targets in a relatively demsely populated area, would exact a roll of about 9 million dead
and seriously injured.®

In the European Region at the present time, it is not wag jtself rhar presents health
problems, but the fear of war. The increasing internmational tension in recent years has raised
this level of apprehension to a point where strong peace movements of different kinds have sprung
up in virtually every country in the Region.

Howevey, peace is not just the absence of war. Ir is slso a positive sense of wellbeing and
security for people of all countries. It implies the opportumity to freely determine their own
destiny and fully exploit their human potemtial, It assumes the possibility of all nations
actively participating on a basis of equality and in a true spirit of solidarity and recipreeity in
the development of a move satisfying world for all people. Sadly, at present, international
tension and the fear of war gre severely hampering these opportunities in the Regicn.

Clezrly, asction to decresse international rension is not the central responsibiliry of the
health sector. There are, however, some thinmgsz that the health sector c¢an do gnd that fit in with
ity basic role,

Tn esch eountry, the health sector should take the lead in promoting close, long-term
coliaboration on health problems across national borders. The bilateral and internaticnal
research, meetings and contaets involved, in additien ro improving health, will increase
understanding and build links between individuals, institutions and countries, thus serving to
reduce international tension end demonstrating the value of wmutwal cooperztion.

Moreover, each national health sector should take responsibility for creating a bettex
understanding of what & war would really mean for health, and thus stremngthen the metivation for
peace. By analysing objectively the extent of human destruetion, suffering and disability which a
war would entail in their ceuntry, by giving a realistic analysis of how much (or how litrle) its
health services could do to treat the civilian and military casualties, and by making these facts
known and understeod by politicians and the general publie, the health sector could help to
encourage significantly & more active search for ways of preventing war from ever breaking out
Again.

d Effects of auclear war on health apnd health services, 36 WHA/12.
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1.2 Equal opportunity for all

In the commitment of the 33 Member States of the European Region to health for all by the year
2000 lies a fundamental principle of soclal poliey: all human beings have an equal right to
health. That right will be ensured by providing all the people of the Regiom with an equal
opportunity to develep health to the £ull and maintain it. This principle has two aspeets in the
European Region: equity among nations and equity among the people within each country.

Very large inequalities at present exist batween the countries of the Region. The annual
gross national product per capita varies from about US $700 teo over US $12 000. There are also big
differences in the zvallability and accessibility of health and social services. This is
indirectly shown by the variation in the number of health persomnel, or certain health facilities.
There is similar variation in other respects, such as sanitatiom, water supply, housing and the
availgbility of basic commodities. As is ghown in detail in chapter 2, thase diffaerences in
socioeconomic development alse translate into disturbing inequalities in health status, e.g. the
difference between the most and the least fortunate country of the Region differing with a factor
of almost 20 aa regards infant mortality.

A major challenge for the Furopean Region of WHO is, therefore, to what extent s more concrete
policy of solidarity can be created te help the less fortunate countries catech up faster. Most of
what ¢an be done to effect such a policy is elearly outside che inflyence of the health sector.
However, a major problem is the lack of funds for investment in the healch secteor. A special
European Health Development Fund, financed by voluntary contributions from individuals, private
organizations and governments, to assist the development of the health iafrastructure in the less
developed ¢ountries of the Region, could provide gifts and low-interest loans to help reach the
target of aocial equity among countries of the Regionm. If established, such a fund should be
operated under the overall guidance of the Regional Committee and be limited to development
projects in line with basic health for all policiea.

Social deprivation i not uncommon even in some of the more developad countries of the

Europaean Regiow. A study in eight western European countries estimated that in the mid-seventies
about 10% of the population lived in relative poverty, and this also translates into marked

differences in health status. Similar differences can alsc be found in other subgroups within
countries, e.g. geographical ones, ethnic minorities. A major emphasis in the health for all
poliey must therefore focus on the establishment of a comsistent and lomg-term policy to diminish
the social inequity in income policy, housing, etc.

The implications of this in health terms are dealt with in chapter 2, target 3.

1.3 Barisfaction of people's basic needs

If there iz to be a significant move towards genuine goeial equity in the Region, people musat
have the opportunity to satisfy their basic needs for decent foed, basiec education, safe
drinking-water, adequate housing and a useful sccupation providing an gdequate income.

L.3.1 Food

To abtain enough of the right kind of food is gril] an impertant problem in various parts of
the Region, affluent and developing. Among children inadequatre food lowers resistance to disease
and leads to impaired physical snd mentzl development. Figures for infant deaths and low birth
weight show that there is serious undernutrition and malautrition in parts of the Region. The
deficient diet of many elderly people, particularly those living alome, is of gpecial concern in
many countries.

Bagsic foods should be priced within everyone's meana. Well-planned and integrated patiomal
food and nutrition policies and programmes are needed to impreove the acceggibility, production and
distribution of food among deprived groups and in deprived areas.

1.3.2 Basie education

Education is the foundation for develeoping individual potential and for ensuring useful
participation in seeiety. It is alse a basis for understandimg heslth, for making informed choices
about lifestyles, and for leeking after personal and family health.

The level of educarion of the people of this Region iz amengst the highest in the world.
Dramatic differences seem nevertheless to persist. In some countries, it has been estimated that
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in 1980 half the people aged 15 and over were illiterate. In the case of women, illiteracy may be
as much as 80%. Even in well-developed countries significant percentages of the population are
funetionally illiterate.

Naticnal educstion policies and programmes must ensure that functiomal illiteracy is
eliminated. Two kinds of action are required: to ensure that all children have an opportunity te
attand sehool for basic educarion and to develop specific educational programmes aimed at .
eliminating adolescent and adult illiteracy, Particular attention should be given to groups which,
for histerical, social, economic, cultural or health reasons, have not had the same opportunities
of obtaining an adequate basic educationm.

1.3.3 Water and sanitatiom

Safe drinking-water and adequate sanitation are essential for the protection of human health.
In some countries, however, many rural people and even some people in towns lack adequate
facilities. Tt has been estimated that well over 100 million people iz the Region are without an
acceptable water supply and 250 million without proper sanitation. The importance of the problem
is ghown by the faet that in gome countries many infants gre gtill dying from enteric and
diarrhoesl diseasas.

The tarzet of the International Drinking Water Supply snd Sanitation Decaded implies that by
1990 all pecople should zlready he provided with a econtipuous supply of gsafe drinmking-water with
appropriate means of sanitarion and dispesal of faeces. Chapter 4 sets targets relative to these
particular issues.

l1.3.4 Decent housing

The level of hygiene in human dwellings iz a very significant envirommental health factor
especially for those who spend most of their time indoors, such as infants, young childrem, elderly
and handicapped. Housing conditions affect for better or for worse everybody's physical and mental
health and social wellbeing.

Many millions of people of Eurcpe live in grossly substandard housing. Several millioum people
live in shanty towns. It is clear that this sector represents a major problem for the European

Region a5 & whole. Chapter 4 sets a target in this area,

1.3.5 Secure work and a useful role in sociery

Having secure work and a useful rgole in society has always represented g fundgmental huran
need. Unemployment aznd underemployment therefore take a human and social toll on individuals,
their families and communities., Evidence is now accumulating that this can be health-damaging.

The social nature of work and payment and how they relate to leisyre gre changing in some
countyies, Paid employment peed not be the ouly recognized social role,

Employment policies, including responses Lo the econemic erisis in the training of young
people, should provide an opportunity of choosing satisfying social and economic activities, while
maintaining living standards, and fulfilling social and family roles. Serious artempts should be
made to provide the disabled and the elderly with useful occupations which make the best of their
talents. Research efforts should be deveted to finding new ways of redistributing work and work
opportunitias as economic and industrial patterns change. The political challenge is to find
acceptable mesns of proweting this development.

1.4 Pelitical will and public support

Given the magnirude of the task to be performed ro reach health for all, streng politieal wil}
and mobilizatien of public support are fundamental to reaching the goazl and form prerequisites to
initiate the necessary basic action. The ministty of health or other government autherity
responsible for promoting and sustaining the development of national health policies should take
tteps to ensure the clear commitment of the national governmment as a whole to the abjective of
health for all. The mobilization process may be set in motion by political decisions taken by
government and permeating all sectors throughout the country. It should zesult that all sectors,
whose services influence health, acknowledge that safeguarding the population's health is an
overriding concern in theip activities as well.

2 UNGA Resolutiom 35/10.
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The way people are mobilized depends on the cultural and social patterns and the political
system in the country concerned. Efforts should be made to ensure the strong suppert of religious
and e¢ivie leaders and other public figures, trade unions and influentis} nongovernmental
organizations. Sueh popular support could be mobilized by setting up special national associations
solely to promote the health for all goal and its realizatiom. Means must be found to make health
profesaions, other social groups and particular commmity organizations active collaborators in a
wide national movement for HFA, and extensive and gustained mass campaigns should be undertaken to
ensure wide and active suppert among the gemeral public.

In the European Region, the collective political commitment of Member States should be
wmaintained and should provide the impetus for the collective action required. It was the zdoption
of the health for all goal by the World Health Assembly that provided the first stimulus, later
reinforced by the endorsement of the regional strategy for health for zll by the Regional
Committee, and it has been further strengthened by the request of the Regional Committee to develop
regional targets in support of the regional strategy. It could culminate later in the adeption by
all Member States of a Regional Health Charter as a means of strengthening the feeling of shared
reaponaibility in a field of basic human aspirations and mobilizing efforts for peaceful
cooperation.
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Chapter 2

HEALTH FOR ALL IN BURCPE BY 2000

Introduction

1f health for all is ro be reached in Europe by the year 2000, two basic issues must be
tackled. The first is to strengthen health as much as to reduce disease and its comnsequences.
Efforts, energies and perhaps resources should be used as much to ensure the full development,
maintenance and use of people's physical and mental capacity, as to decvesse dissase, dizgability
and premature death.

The second basic issue is to reduce health inequalities between countries and between groups
within countries, All the people of the Region should be eunsured an equal opportunity to develop,
maintain and use their health. Particular efforts ghould thus be made te provide guch an
opportunity for the countries, groups and imdividuals who lack it most.

The extent to which the Region comes successfully to grips with these two basic issues will
determine the degree to which health for all is attained in Eurvpe. They must thus be pereeived as
the key to reaching health for all in the Region.

The targets formulatred in this chaptey deal first with the basic issues of promoting health
capabilities and reducing health inequalities. They then stress our capszbilities to eliminare
specific diseases and decrease disabilities and, finally, imclude suggestions to reduce infant and
maternal mortality as well 23 premature death related to diseases of the circulatory system,
cancer, accidents and suicide. In formulating these targets, care has been taken to select levels
that are known to be feasible, either because they have already been reached by at least zome of
the countries in the Reglon or betause the necessary technology exists.

2.1 Prometiag health capabilities

Target 1 BY THE YERAR 2000, PEQPLE SHQULD HAVE BETTER OPPORTUNITY TO DEVELOP AND USE THEEIR
HEALTH POTENTIAL TO LIVE SOCIALLY AND ECONOMICALLY FULFILLING LIVES.

Problem statement

The WHO concept of health asz physical, mental and social wellbeing, and not only the absence
of disezse and diszabiliry, defines health as a posirive state involving the whole persem in the
context of the life situation.

The implication of this positive and relative concept of health is rhat all people, whatever
their present circumstances or age, can achieve wellbeing by fully utilizing the potential of their
existing functionmal capacities.

Most health programmes have focused on disesse as a biological deviation from norms rather
than on the range of health and relative health as a pogitive value. Health for all thus requires
the creation of mechanisms which promote rhe health c¢apabilities of g1l people and the remaval of
any barriers which may prevent use of available capacities.

The achievement of the regional targets for health for all would rvesult in g very greac
improvement in the health of the pesple in the European Region. This will require policies and
programmes which énsure the prerequisites for health, promote healthy lifestyles, protect the
environment and in general promote the maintenagce of physical gnd mental fitnesg,

It is important to recognize that special population groups may sometimes be denied viable
opportunities to use their capabilities, so that handicaps or functionmal limitations may actually
be produced by the lack of opportunmities. This is g situation often faced by old people in many
communities.,

Although reduced functionmal capacity is ¢orrvelated to advancing age, it 1s not clear what
percentage of the reduced function is due to preventable loss of firmess amd/or of seeial
contacts. Most aging people do not show symptoms of mental and physical deeline; on the contrary,
they tend to smjoy & level of health that permits them te continve to lead soeially and
economically active lives. Most aging persons are indeed able, and would prefer, to remain in a
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productive accupation, but retirement policies discard experienced and skilled human resgurces that
no soclery can afferd to leave untapped. Other decisiens affecting the elderly are also often made
without them being consulted, aven though they usually know best what their needs are and how they
ghould be provided for.

Economic gecurity in old age is very important, but in many countries a dispropertiomately
high percentage of the elderly are poor. Housing conditions are also crucial; studies have shown
that even in highly developed countries many elderly people gpend the winter in an indeor air
temperature below 15°C, and between 10% and 20% live in apartments that do not contain bathrooms or
showers. Even more important, an increasing proportion of the aging live alone and in isolation.
The eurrent proportion is partiecularly high for women: around 50% of those aged 60-64 years in
many ¢ountries live alome. The growing body of evidence regarding the importance of social
interaction and social support for health and wellbeing make this s particularly important subject
to address in relation to the promotienm of healthy aging.

It is, however, not only in old age trhat many people face sarious constraints to the
develapment znd maintenance of their health. Single parents with young children, especially young
mothers, aften do not have the opportunity or resources for relaxatiom, social interaction and
balaneed physical activiries, People who work in jebs which require shifting work hours or night
work may also find it diffieunlt to develop thelr health capabilities. Ethnic minorities, migrane
workers, etc., may find themselves shut out from normal social interaction in many communities. AL
times, it might ba, however, only 3 lack of swareness of the important facters which develop and
preserve health which inhibit some people from developing their health potential,

Supgescted solutioma

The concepts of health developed in schoal curricula and pregented in the public wmedia should
be ¢ne stressing the development and use of one's own physical, mental and emotional capabilities.
In order for all individuals to develop their health petential, barrieras to heazlth-enhancing
behaviour must be removed and the life situation made conducive to using ona's capabilities.
Individuals in turn must agsume respousibility for developing and preserving thair capacities.

All human rights and privileges must be re-extended to aging peaple who have a aspacial claim
to a fair share of the benefits flowing from the development they contribured ro.

Social policies for the aging need to be adapted ro the ¢pltuyral patterns in particular
societies and should comprise a wide range of elements. Housing should be designed to promote
self-reliance in coping with the requirements of daily life while providing flexibility for living
independently and protecting oppertunities for social contact, including sexual contact and
meaningful personal relatiomships. Social insurance sehemes should engure economic security and
independence. Thera should be more flexibility in rhe age of retivement and in the distribution of
work over the lifesapan, and stimulating leisure faciliries or part-time work should provide people
with an incentive to lead 3 purpeseful life after retirement.

Societias should explore to the full the pessibilities of mobilizing and dexiving benefit from
the intellectrual and cultural resources of the old., Policies gshould rherefore be directed at
promoting cohesion between generations, HNeot only should the young be encourzged to participate in
the care of the elderly, but aging people should be encouraged te beceme involved with and help the
young.

Efforts to develop indicators of positive health ghew how diffieult it is to capture the
essence of the term "health" and measure it precisely. Each person is bast placed to assess
his/ker own health in the context of the life situation. Measurements of perceived health status
have been shown to predict health outcomes, including mortaliry, more accurately tham many other
health status indicaters. Therefore, i1t iz advigsable for Member States to aystematically collect
data regarding perceptions of health status in the pepulation, both te evalugte progress towards
health for all apnd to enhance underscanding of the potential use of this indicator.

2.2 Reducing health inequalities

Target 2 BY THE YEAR 2000, THE ACTUAL GAP IN HEALTH 5TATUS BETWEEN COUNTRIES AND BETWEEN
GROUPS WITHIN COUNTRIES SHOULD BE REDUCED BY AT LEAST 25%.

Problem statement

The health of people 1z determined by a variety of faectors, such as genetie gnesg, the baaice
prerequisites discussed in chapter 1, enviremmental conditions and individual behavioural patterus,
either beneficial or harmful. It alsoc depends on the availability and quality of medical care.




ICP/EXM 00Ll/m01/5
S443L
page 13

The above health daterminants should alsc be viewed from a historical perspective, the actual
health status of populations being in part a reflection of the experience of previous generations.
Similar to whsat was observed in the past, broad variations are expected to secur in the health
gstatus of people, and they do gecur with regard to all health indicators. Around 1980, life
expectancy in countries of the Region ranged from 73 years to 55 years in males and from 80 years
to 57 years in females, and infant wortality ranged from well over 100 to less rhan 7 deaths

per 1000 live births. Marked differences in mertality occurred in gll age groups, and they
concernad not only rotal mortality but also mortality from specific diseases, and more specifically
the most "preventable" ones, such 45 pneumonia or other infectious and parasitic diseases.
Although adequate dats do not exist for systematic intercountry comparisens, it seems very likely
that similar marked differences also exist with regard to morbidity and disability.

Marked differences in health status also exist between more and less privileged groups within
individual countries. Independent of the methods by which sociceconomic groups are distinguished,
it has been constantly shown that there are disadvantaged groups with regard to health ststus, as
measured by classical mortality indicators, the widest gaps concerning petentially preventable
cauges of ill health, such as infections or behaviocur-related conditions.

The differences between scciceconomic groups are frequently very large and may amount te
several years in life exupectancy. Several studies have shown a more than twofold difference in
infant mortality and mortality from accidents, poisoning and violenece, lung cancer and myccardial
infarction, as well as more than threefold for mortality from cirrhosis of rhe liver. The mean age
of retirement due to sickness or disability has been found to differ by 2-5 years between blue- and
white—collar workers. Similar variztions have been found in morbidity and disability studies.

While men experience higher mortality than women at all ages, the greatest differences oceur
in young adults. In a number of countries, the male death rate in the age group 15-34 years is
three times higher than that of females. However, marked differences persist in older age groups,
especially in moertality related to lifestyle; aceidents, poisoning and other violeunt deaths,
smoking-related cancers and respiratory diseases, ischaemic heart disease and cirrthosis of the
liver. Tt can therefore be stated with certainty that much of the current excess mortality in
males 1s preventable.

Suggestad solutions

The reduation of health inequalities will require first and foremost the general availability
of basic prerequisites for heglth and the reduction of risks related to lifestyles, Meost of the
present differences in heslth status are determined by living and working conditions. The
disadvantaged nations and groups are not only more exposed to environmental hazards but also to the
acquisition of health-damaging habits. The prosperous ones are not only more protected from
epviponmental rhyesats but also more likely to bemefit from health promotien. Therefore, if the
present trend continues, the actual paps will widen.

The target on health inequalities presents a challemge: to change rhe trend by improving
health opportunities of disadvantaged nations and groups £o cateh up with their more privileged
counterparts, Within the individual countries, this means above all a willingness to recognize the
problem, an initiative to undertake active search for information on the real extent of the
phenomenon and a politiesl will to design secial poliecles which goes to the root causes of social
group formation: the guaranteed minimum income principle, the assurance of the right te work, the
active outreach service delivery to reach the groups in need, erc. For the health care gystem, the
Latter has important repercussions, including the need for designing health care delivery in a way
which is acceptable ro such groups in need.

2.3 Reducing digease and disability

Target 3 BY THE YEAR 2000, THE AVERAGE NUMBER OF YEARS THAT FEOPLFE LIVE FREE FROM MAJOR
DISEASR AND DILSABXLITY SHOULD BE INCREASED BY AT LEAST 10%.

Problem statement

A challenge of the coming years 1s to decrease the incidence of disesses and their
consequences wherever preventive measures exist and reduce the disabling effects of the diseases
which still oceur despite intervention or which are at present not preventable,

The volume of disability as measured by its prevalence shows a definite age gradient: only
about 1=-2% of young people are physically disabled, but the figure increases to over 30% among
those aged 75 vesrs and more, The propertion of peeple having difficulties in coping with their
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day~to=day livea inereases from about 507 among those aged 60-64 years ro gver 70% among those aged
85 vears and more. Thus, the aging of the population aleme may affect the number of potentially
disabled persomns.

The causes of disease and disabiliry also vary with age. Some operate before birth. This
relates to genetic conditions, whiech inelude chromosomal aberrations, simple gene defects and more
complex and variable genetic predispositions to disease or fo congenital anomalies due Lo known and
unknown teratogens. Then there are birth traumas and certain perinatal conditions., During
childhood and young adulthood, the main eontpibuters to disabiliry are traffic, home and
occupational aceidents. In adulthood and old age, while traumatism still plays an important role,
new disabling conditions start to prevail: mental disorders, cardiovascular diseases, chronic
reapiratory diseases, diseases of the musculoskeleral system and connective tisgues and certain
types of cancer.

Great progress has been achieved in infectious disease control. However, many of these

diseases, although fully amenable te effaective contrel, still oceur rhroughout the Region.
Immunization and surveillance programmes are far from complete in many countries. Diarrhoeal
diseases arill cause high mortality and morbidity in the developing parts of the Region, while
salmonellosis is on the increase in the industrial countries, Acute respiratory infections are a
asignificant burden eon primary health care szervices, a major factor in child mortality and
morbidiry, and the most important medical cause of absenteeism. The continuing prevalence of
hepatitis A, the upsurge of hepatitis B, as well as some other viral infeections and hospital
infections and venereal diseases, represents problems. Although the prevalence of tuberculosis was
drastically reduced, further action iz still needad in a3 number of countries.

It is estimated that about 20% of disability is dye to noncommunicable somatic diseases,
15% to accidents (about a half of them are road traffic accidents), 15% to psychiatric disorders,
alcoholism and drug abuse, 10% to congenital anomalies including hereditary defects, and 7% to
mental retardation.

Dental caries and periodontal disoxders continue to show high prevalence. Although the
average number of decayed, missing and filled teeth per person (DMFT index) at 12 years of age
declined in several countries, it still ranges from two to well above seven in the European Region.

The social impaect of worbidity and digability depends on the degree of dependency resulting
from them and their duration. The severe handicaps originating early in life are of particular
importanca, but disablement occurring later in life also hampers the individual's and family'a
welfare unless compensated by society's support. The reverse is aqually true: morbidity and
disability are associated with worsening socioeconomic conditions. Episodes of illnegs, the length
of illness and occurrence of disability almest glways gffeet the zocigeconomically disadvantaged
groups more frequently.

Suggested solutions

The achievement of the target on reduction of disease and disability requires comprehensive
prograrmes in all relevant areas, and many of the targets in this document will contribute to the
reduction of rhesge problems.

The highest priority should be given to primary prevention of the most common disabling
conditiona, sueh ag cardiovascular diseases, accidents and violence, selected cancers and
occupational diseases. These have trheir own detailed targets (see latey), so only a few other
groups of conditions will be menticned here.

In regard te genetic conditions and congenital anomalies, the rational approach is to increszse
publiec awareness, provide diagnosis and advice and make suitable technical interventioms
available. However, extremely important and difficult ethical issues are involved, and technical
means should therefore only be used on the basis of the individuals concerned being offered an
extensive, informed ¢hoice, Possible actions range from genetic counselling, early trestment or a
protective alteration in lifestyle to the selective abortion of a severely affected foetus.

Intensified aceident prevention programmes will substzntially reduce disgbility due to traumas.
A vigorous resesreh effort 1s still needed to find effective ways of preventing rheumaric

conditions. As long as such effective prevention is not possible, the main emphasia in such
conditions should be put on approprieste pain-relieving treatment and better rehabilitation services.
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Much too little is at yet known about the cavses of mental illmess. However, although
intengified researeh is still needed on bioclegical facters (genetics, brazin biochemistry) and on
external factors (whether related to the social or to the physieal enviromment}, enough is already
known to warrant attempts to improve environmental conditions. Artainment of the targets specified
under c¢hapter 3 on lifestyles, especially those relating to social interaction, would certainly
lead to considerable improvement. Muech can alsoe be done by improved primary health care, including
better training of personnel to tackle mental health problems in the community, expleoiting te the
full the potential of the community itself and restoring self-respect in the patients concerned.

Reduction of the incidence and prevalence of infeetious disesses eczlls for improvement in many
areas mentioned elsewhere in this document and addressed by specific targets. Some are of general
character, such as safe water supply, sanitatiom, housing or nutrition. Others can be eliminated
by immunization and ¢omprehensive eradication programmes, Finally, improved epidemiolagical
surveillsnce and eontrol systems are needed for rapid derection of new cases of certain infeectious
and parasitie diseases and determination of the type of enviroumental "vehicle" invelved. $pecific
getivitieg wil] be needed to protect highly exposed groups and neutralize potential sources of
pollurien. The role of individual behaviour in the prevention of communicable diseases should be
taken inte account in health education programmes.

Dental caries and periodontal diseases are primarily lifestyle-dependent, since the risks are
related to excessive intake of fermentable carbohydrates, lack of appropriate oral hygiene and
ingufficient dietary intake of fluorides. The reinforcement and expansion of the population
coverage of oral disease preventive programmes, with emphasis on the need to reduce rhe risk
factors and te ensure a regular intake of the necessary amount of fluorides, are of paramount
importance. Fluoridation of drinking-water iz srill cousidered to be the safest, cheapest gnd most
effective caries prevention measure, but in situationg whera this method is not feasible or
seceptable, other techniques have alse shown to be very effective,

In the reduction of the present level of cecurrence of diseases and disabilities, apart from
action taken by other gectors, a special contribution is expected from the health svstem.
Reduction of risks, early detection whenever appropriate technologies exist, effective treatment
and tehabilitation will substantially reduce the burden of ill health and disability. Assuring
that all patients have easy access ro good gquality health care is therefore an assential element ko
reaching this target.

Target & BY THE YEAR 2000, DISABLED PERSONSZ SHOULD HAVE THE PHYSICAL, SOCTAL AND ECONOMIC
OFPORTUNITIES TQ USE TO THE FULL THEIR CAPARTLITIES FOR A SOCIALLY AND ECONGMICALLY
PRODIFCTYVE LIFE.

Froblem statement

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

) People are handicapped only when they are denied the opportunities gemerally availsble in
their community te enjoy the bagic elements of family life, education, employment, housing, aceess
to public faciliriesg, freedom of movement and the accepted standard of living.

The integration of disabled persons in their community is far frowm satisfactory in most
countries. HNowhere have 21l obstacles been overcome, despite important steps taken by gome
countries to eliminate or reduce barriers to the full participation of disabled persoms. Disabled
children and adults are still often excluded from school becanse of their limited mobility or
because those responsible for them are not sufficiently aware of their abiliries and potenrial,
Children with disabilities are too often confined to life in instirutionz that are more eaustedial
than educational. Many disabled persoms are denied employment or given menial and poorly paid
jobs. This is true, even though it can be shown that with proper assessment, training and
placemenc, most disabled pecple satisfy the prevailing work norms. Finally, the disabled are often
denied the right ro self-determination of their 1life and futyre development as well as of their
chance te take part in the social life of their community. This deprivation is a result of the
physical, social and ecomomie barriers that have often been cauged by ignerance, fear or
indifference.
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Suggested solutions

A major effort is needed to change the basic attitude of society towards the disabled. Thia
will require extensive campaigns, aimed at all age groups, showing the human being within the
disabled body. Special programmes should be grranged ro help disabled persons te develop their
skills in daily living, in spert and inm social interaction. Striect building and town planning
codes should ensure easy access and open up functiomal pessibilities for different cypes of
disabled person, High prierity should be given to the design of improved technical aids for the
disabled, Public funding should cover the extra cost for the disabled of specially designed
housing, transport and tools for daily life, work and leisure. The dizabled should be assured paid
eecupations commensurate with their residual functional capacity. All disabled persons, whether ip

institutions or iu their own hemes, should be guaranreed all the basic¢ human rights, including the
right to self-derermination of their own lives, to a reasonable degree of privaey, to gexual
relations, and to participation in community life,

2.3.1 Elimination of specific diseases

Target 3 BY THE YHAR 2000, THERE SHOULD BE NOQ INDIGENOUS MEASLES, POLIOMYELITIS, NEONATAL
TETANUS, CONGENTTAL RUBELLA, DIPHTHERTA, CONGENITAL SYPHILIS OrR INDIGENOUS MALARIA
IN THE REGICN.

Problem statement

A number of important diseases eould be completely eliminated from the Region, since the

technology to achieve thiaz already exists and needs only to be used effectively by the health
services.

In the period 1976-1980, more than 100 cases of measles per 100 000 populacion were reported
in the Region per year, with approximately 800 deaths reported every year. During the ssme peried,
there were more than 900 cases of diphtheria and more than 700 cases of poliomyelitis reported
annually im the Region. Im the laasr five years, a total of more than 4500 deaths from tetanus were
reported in the Region, of which about 15% occurred in the first year of life, Finally, the total
number of malaris cases reported in the Region decreased from over 115 000 in 1477 to about 35 000
in 1980, but increased again in 1982 to over 50 000. Although these figures are incomplete {such
diseases are not fully reported}, they still give some idea of the size of the problem.

Suggested solutions

Systematic vaccination coverage with effective surveillance and extension services to
alimipate messles, poliomyelitis, neonatal teranus, diphtheria and congenital rubella should he
provided by the primary health care system. Indigenous malaria could be eliminated by a vigorous
control programme using control methods applied by a well-organized primary health care system.
Thig should combine good epidemiclogical surveillamee with environmental measures to reduce the
breeding sites of mosquito larvaa, insecticide spraying against adult mosquitos, and the use of
drugs to prevent and cure malaria infections. Congenital syphilis could be eliminated through
systematic education, early diagnosis and the treatment of expectant mothers by a well-organized
primary health care systewm.

2.4 Redueing premature death

2.4.1 Life expectancy at birth

Target & BY THE YEAR 2000, LIFE EXPECTANCY AT BTRTH IN THE REGION SHQULL RE AT LEAST
75 YEARS.

This could be achieved i1f, by the year 2000, no country or group within a country had a lile
expectancy of lesg than 70 years; 1if countries thar had reached this level Iin 1980 had a life

gxpectancy of mare than 75 years; and if all countries reduced by at least 25% the
differanges in life expectancy between geographical areas, sociceconomic groups and the sexes.

Problem statement

Compared to the global figure for life expectancy at birth, that of rhe European Region of WHC
is high. It was over 70 years around 1980 with figures for males and females of 69 years and
74 years respectively. There are, however, important inequalities as shown in section 2.2,
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In the last two decades from 1960 to 1980, the expectatiom of life at birth increased by
three years in the Eurcpean Region, the incresse being greater in females than in males. The
increase shows great variatiom between countries, both in regard to the life expectancy at
diffareat ages and in regard to sexes. In females, the increase of varying magnitude occurred in
all the countries and at all ages. However, in males, there was a deerease in life expectancy at
gge 15 in eight countries, and at age 45 and 65 in ten Member States. This was due to the
increased mortality in men from accidents and lifegtyle-related causes..

According to UN demographic projections the life expectamey at birth will continue to increase
in the Region, reaching 77 in 1995-2000 and 75 in 2020-2025.

Suggested solutions

Life expectancy should be regarded as an indirect summary of the mortality of a given
population. Therefore, extension of life expectancy as specified by the target is 2 summazy
measurement of reduction of mortality. In this way, all the targets of this document should be
viewed as potential contributors to the schievement of the targets on life expectancy.
Accordingly, all the suggested solutions, starting with basic prerequisites such as social equicty,

food and sanitatienm through lifestyle, healthy enviroument, adequate care, support measures and
regearch, will have their shave in the extension of the life expectancy in the European Regien.

The extension of life expectancy to reach the target may be achieved through an improvement in
the three following areas: infant mortality, lifestyle~related mortality and social gradient in
mortality.

In countries of relatively high infant mortality, the life expectancy at birth is still lower
than thart at one year of age. In some inatances, this difference amounts to more than one year.
The present trend indicates that this difference will disappear in the majority of rhe countries in
tha next tem years,.

The greatest possible improvement in lifestyle-related gortaliry would result from the
reduction of death from cardiovaszcular diseases, diseagses of the respiratory system, cancer agud
accidents. The reduction of such mortality would be of particular iwportance for extension of the
life expectancy for men. The sex differences are highest in this group of causes of death and they
cannot be totally explained by genetic factors. Even eliminatien of g gingle behavieural factor,
guch as smoking, would result in a marked increase in life expectanecy.

2.4,2 Infsnt mortality

Target 7 BY THE YEAR 2000, INFANT MORTALITY IN THE REGION SHOULD BE LESS THAN 20 PER
1040 LIVE BIRTHS.

This could be achieved if' by the year 2000, no country or group withip a country had ap
Infant mortality rate of more than 30 per 1000 live births; If countries with a rate below
this level in 1980 had a rate below IS5 per I000; and if countries attempted to reduce
signifigaptly the differsnces hetween geographical areas and sociceconomic groups.

Problem statement

In the European Region around 1580, over 600 000 infants died during the first year of life,
giving an overall rate of over 40 deaths per 1000 live births in the Region as a whole. The rate
ranges from over 130 to less than 7 among the countries of the Region.

In comparison with the situation in 1960, infant mortality declined by 25%. However, the
reduction of infant deaths oeccurred at different magnitudes in individual countries, so that the
difference betweepn the highest and lowest rate increased from 12-fold to 19-fold.

In 21l countries, the decline in mortality during the perinatal period was almost parallel to
the dovnwazrd trend of the overzll infant mortality from 1950-1954 to 1975-1979. Marked decline
occurred in deaths due to the diseases of the respiratory and digestive systems while there has not
been mueh change in the level of mortality from cengenital anomalies. Mortality from infectious
and parasitic disesses, after an initial £all ip the 1960s in a number of countries, has showm a
tendency to increase. Although precise information om cause-specifie infant mertality for
developing countries is lacking, & recent gurvey in one of them showed thar over 80% of deaths in
infants one to eleven months old were due to infectieus or respiratory diseases and over 90% of
them were due to diarvhoeszl diseases alone. Deaths from external causes have been declining in
some countries, while they rend to increase in a number of others.
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While in some countries post-neonatal mortality still represents a large component of infant
mortality, in most countries of the Region the artention has been focused on perinatal mortality.
Proper comparison of the effectiveness of individual eountries’ programmes in this field is
difficult., However, in one country the programme initisted in 1970 with a target of 18 perinatal
deaths per 1000 by 1980 achieved a fall in the rate to 13 per 1000, while the expected rate
according to previous trends, if continued without any iutervention, was estimated at 23 deaths
per 1000.

Suggested golutious

Priority should be given to preventing infant deaths due to respiratory, diarrhoeal and othex
infectious and parasitic diseases. To achieve this, safe drinking-water, safe food and appropriate
mediczl care at the primary level are essential. Pregnant women should be encouraged to plan to
breastfeed. Family planning advice and opportunitiess should be made widely available te help
prevent undesired pregunancies, in particular among the very young. Better educarion of parents and
children and measures to engyre 3 safer environment would reduce infant deaths, sueh as theae due
to accidents, Finally, more emphasis should be put on prevention of low bhirthweight by improved
nutrition and elimination of smoking and aleohol use during pregnancy.

Programmes should be developed to provide proper preparation for parenthood and adequate
prenatal, obstetrie and follow-up preventive ¢are. Such programmes should alsc incorporate
supportive services and activities to provide equal social, cultural and economic opportunities.
Variations in infant mortality amemg countries as well as among population groups, clagsified
either by social elass or other characteristics such as occupation, income, education or
geographical location, would certainly indicate the degree of success and failure of sueh
programmes.

2.4,3 Maternal mortality

Target 8 BY THER YEAR 2000, MATERNAL, MORTALITY IN THE REGION SHQULD BE LESS THAN 15 PER
100 000 LIVE EBIRTHS.

This could be achiaved If by the year 2000, no country or group within a country had a
maternal mortallty rate of mere than 20 per 100 000 live births; 1f conntries with a rate
already helow 20 in 1980 had a rate below 10; and if countries reduced significant
dirferencas betwaen geographical areas and soclioeconomic groups.

Problem statement

Around 1980, thers were 1500 maternal deaths per year in 28 countries of the Region, far which
data are available, giving the rate of 22 per 100 000 live births for the Region as a whole.
Howaver, 25 countries had lewer rates, and 6 have already brought rtheir maternal death rate
below 10,

During the last decade, there has been & deeline ip maternal mortality rates. However, the
magnitude of the deeline varied ameong the countrries and there were marked fluctuations of the rates
from one year to another. In gome countries, the overall rate decreased by more than 904, the same
level of reduction being observed in deaths due to toxemia in pregnancy, haemorrhage and abortion.
While further improvement in countries where the rates reached low levels would be more difficult,
in others much remains to be done.

Even at rather lew levals of matemmal mortaliry, large numbers of maternal deaths are reported
ag preventable and numerous facters identified as being responsible for their occurrence,
Confidential inquiries into maternal deaths which have been conducted in one country since 1952
proved to be a useful tool in discovering circumstances and factors iuvolved in maternal death and
providing guidance for prevention and waternal eare. The last report published in 1982 and
covering the period 1976-1978 showed that the considerable improvements recorded in 1973-1975
compared with 1970~1972 were maintained. However, the percentage of deaths potentially preventable
remained comparatively unchanged: more than one half of true obstetrie deaths had one or more
avoidable factor. A study carried out im another country alse revealed that about a half of
maternal deaths could probably be aveided.

Sugpested soluticns

In spite of the impressive reduction in maternal mortality during the last three decades, a
large propoerticn is still due {o avoidable cayses., Certainly, the causes of maternal merctality
vary from country to country, and therefore special inguiries may provide erucial information on
the circumstances under which mothers die, as well as on facters which can be eliminated by
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appropriaste preventive programmes. The factors directly or indirectly comtributing may aet during
pregnancy, delivery or during puerperium. The respomsibility for the occurrence of avo;daple
factors is distributed between both the patient and the health service. Thus, the preventive
programme should start with the preparation for motherhood of the future mothers and be continued
through appropriate antenatal care and an adequate level of care during delivery and puerperium.

2.4.4 Diseases of the circulatory system

Target 9 BY THE YEAR 2000, MORTALITY IN THE REGION FROM DISEASES OF THE CIRCULATORY SYSTEM
IN PEQFLE UNDER 65 SHOULD BE REDUCED BY AT LEAST J0%.

Problem statement

Disesses of the circulatory system are the main killers of the European population and
important contributors to disability., They account for about a half of 3ll deaths, this proportion
baing far higher over 65 years of age, The level of cardiovascular mortality shows a wide
variation among the countries. In the age group 35-64 years, the range of standardized rates
extends from 572 to 207 per 100 000 in males and from 246 to 68 in females.

Ischaemic heart disease represents the single largest component of cardiovascular mertality,
being responsible for 30-60% of all cardiovascular deaths. Around 1980 im the age group
15-64 vears, the age—adjusted rates ranged from 455 to %6 per 100 000 in males and from 123 te 18
in females. According to the WHO International Collaborative Study coordinated by the Regiounal
Office for Europe and conductad in 19 communities, the annual attack rate of acute myocardial
infaretion for all communities in the age group 20-64 was 3.4 per 1000 in men and 0.9 per 1000 in
women. The variations in the attack rates amemg the communities studied corresponded cleosely Lo
the variation in mortality rates from ischaemic heart disease in resapective countries.

During the last two decades in moat of the countries, age—adjusted mortality cates from
ischaemic heart disease at ages 35-64 years inereassed in men and decreased in women. However, the
age/sex-gpecific mortality rates indicate thar a decline in mortality in younger males appeared
recently in a number of countries.

Around 1980, age—adjusted mortality rates from cerebrovaseular diseases rangad from 132 to 20
in men and frem 8l te 14 in women aged 35-64 years. A morbidity study sponsored by WHO was
conducted in 17 communities, seven af which were in the European Region. In the Euroepean centres,
the age-adjusted annuwal attack pates per 1000 persons for stroke for all ages ranged from 8.3
te 3.9 in men and from 6.5 te 2,2 in women. In the last two decades, mortality from
cerebrovascular disease decreased in most of the countries of the Regiou. However, the dec¢line wss
wore pronounced in women than in men.

Suggested solutions

Numerous studies conducted in the last 30 years have subsrantially enlarged the knowledge on
pogsible causarion of ischaemic heart and cerebrovascular diseases and the means for their
prevention. Saveral incervention studies, including some community-based trials, confirmed the
possibility of prevenrion of ischaemie heart disease. A recently conveped WHO expert committee
gummarized the available scientific evidence and developed guidelines for preventive strategies,
They should be aimed at altering the mass characteristics of lifestyle and environment which are
the underlying causes of rhese diseases, preventing the development of risks, identifying and
helping individuals ar special risk, and preventing the recurtence and progression of coronary
heart and cerebrovascular diseases.

The risk of the above diseases is significantly influenced by a number of personal znd
population characteristics and their combinarien., These, in turn, are largely determined by
soclocultural facters and are therefore medifizble. Such characteristics ineclude elevated blood
pressure and blood cholesterol and the associated eating and activity patterns, and smoking. Even
a small reduction in the average blood pressure of the population could bring gbout a large
reduction in disease.

The role of habitual diet and blood cholesterol~lipoprotein levels is well established and
judged to be ¢gusal. In high—-incidence countries, & lowering of the populatiom distribution of
blood-cholesterol levels is recommended through progressive changes in eating pattarus.

Smaking, especially of cigarettes, contributes significantly to the occurrence of coronary
hegrt disease, and high alcohol intake ig zsseciated with an inereased risk of CHD and high bloed

Pressurs.
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Lack of physical activity relates to increased levels of the major risk factors, primarily
through the high prevalence of obesity; regular exereise may help to reduce high blood pressure
and blood cholestarol.

The underlying atherosclerotic process begins in youth, aleng with the appearance of its major
risk chagaeteristics — elevated bloed pressure and blood cholesterol - and associated risk
behaviour, ineluding smeking. Preventive measures should be introduced in childhood in ordar to
avert the development of the risks.

The achievement of the target on cardiovascular diseagse ¢alls for countrywide community-based
programmes aimed at promoting healthy lifestyles and supported by appropriate social peliey; it
alse calls for preventive orientation of health services, especially at primary health care level.
However, while preventive actions will reduce the occurrence of the disease, complementary
programmes are required to prevent death, progression and recurrence of acute myocardial infarction
and stroke, as well as to rehabilitate the vietims. Although one should not lose sight of
community participation in such proprammes, the wain responsibility liea with primary, secondary
and tertiary care services.

2.4.5 Cancer

Target 1Q BY THE YEAR 2000, MORTALITY IN THE REGION FROM CANCER IN FEGPLE UNDER 65 SHQULL BE
REDUCED BY AT LEAST I5%.

Problem scatement

Malignant neoplasms are the second group of main causes of mortality, being responsible in age
group 35-64 years for zome 30% of all deaathsz in men and about 40% in women, For the same age
group, the age—adjusted mortality rates per 100 000 persona for the last available year ranged
from 308 to 113 in men and from 229 to 114 in women. During the last two decades, overall
mortality from maligpant neoplasm in men aged 35-64 yeara increased in most countrias. However, in
some countries a decline of moderate magnitude was noted. In women of the same age group, the
changes were much smaller and half of the countries experienced a decline.

Cancer of the trachez, bronchus and lung 1s the most frequent cancer amoug men, accounting for
33%Z of cancer deaths in the sge group 35-64 years. Around 1980, asgewadjusted wmortality rates from
lung cancer ranged from 114 to 14 per 100 000 men of this age. The corresponding range in women
was &1 to 6,

Lung cancer is the largest single contributer to toral cancer, most cases of which are due to
the smoking of tobacco, especially cigarettes; smoking also seems to be lipked to the development
of some other cancers. Already at least one fourth of zll cancer deaths in the Regionm are due to
tobacco, and this proportion is increasing chiefly as a result of the delayed health effects of
large increases in smoking during previeus decades. A viral origin has been postulacted for several
types of cancer, but firm evidence iz lacking.

The relative changes in lung cancer mortality over the last two decades showed marked
variation between individual eountries. In most of the c¢ountries, the age-adjusted rates in adults
increased in both zexes. However, 4 decrease wasd noted in a few countries.

The other most important types of cancer are those of the stomach and intestines. There have
been widespread rapid decreases in mortality from cancer of the stomach and meoderate increases in
mortality from ¢ancer of the intestines, but the underlying reasons for these decreages and
increases are not well underztood.

In women aged 35-64 yeara, the leading cancer is breast cancer, representing 244 of all cancer
deaths. It shows an overall inereasse and a shift towards younger age groups. Breast cancer
vequires further intemsive research, both in regard to prevention as well as early detection and
treatment, Around 1980, age—adjusted mortality rates from malignant neoplasm of the cervix ranged
from 21 to 2 per 100 000 women aged 35-64 years, and although they are decreasing in most of the
countries, the greatest decline was noted in countries having intensive screening programmes.

Suggested solutions

Reduction in smeking is the most important contributor teo the prevention of edncer morbidiry
and mortality, Although there are indicatioms that the modification of nutritiensgl, reproductive
or infective factors may substautially alter cancer zisks, there is as yet no firm evidence in this
regard; multidisciplinary research on such risk factors should be encouraged. Finally, small
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but worthwhile gains may be achieved by limiting certain occupational exposures, especially te
asbestos, or to air pollution by smoke and other facters; by limiting iatrogenic use of X-rvazys and
cartain drugs; and by decreasing individual exposures to sunlight. Collectively, however, these
factoars are of less importance than tobacco.

Thare iy evidence that screening programmes for cancer of the ecervix can substantially reduce
mortality from that disease. About 2% of all cancer deaths in the European Region are due Lo
cancer of the cervix, and this number could be approximately halved by regular screening.
Therefore, women should be encouraged to participate in a rationally designed eervical sereening
programne based on primary health care.

Intensive efforts should be made to develop appropriate methods for early detection of other
types of cancer which could be used at primary care level.

Finally, it is hoped that progress made in the last decades in the treatment of malignant
tumours will be enhanced. Meanwhile, presently known effective diagnostic and treatment
technologies should be made available to all in need, quickly - a situation which at present is net
satisfactory in most countries.

2.4.6 Accidents

Target 11 BY THE YEAR 2000, DEATHS FROM ACCIDENTS IN THE REGION SHOULD BE REDUCED BY AT LEAST

25% THROUGE AN INTENSIPIRD BFFORT TO REDUCE TRAFFIC, HOME AND CCCUPATTONAL
ACCTDENTS .

This could be achiaved ir by the year 2000 no country had a mortality rate from road traffic
accidents of more than 25 per 100 000; if countries below that level ware tp reduce it to

less than 15; apd if all countries reduced differences between the sexes, age apd
sociceconomic groups; 1f the occupational accident mortality in the region were reduced by ak
least 50%, and if the mortality from hame accidents were significantly reduced.

Problem statement

Accidents constitute the third leading cause of death with a mortality rate of about 50 per
100 000 in the Region. About 50% of accidenral deaths occur in the age group 15-64 vears, and they
reprasent 507 of all deaths in males aged 15~24 years.

The nuwber of accidental deaths varies considerably between countries of rhe Regiom. Amomg
those for which data are available, the death vates range from 30 to 65 per 100 (00 pevple. There
15 also considerable variation within countries. In fact, accidents are one of the causes of death
for which the difference between socioeconomic groups is most significant.

In developed countries, the number of accidenral deaths and injuries has deelined over recent
years., However, the relative importance of gacidents as a cause of death and injury is inereasing,
especially among children, young people and the elderly. In developing countries, with increasing

industrialization and greater use of individugl motor vehicles, accidents, accidental dearhs gnd
injuries are inereasing.

Motor vehicle accidents account for about 404 of accidental desths. Among countries, death
rates from moter vehicle accidents range from 9 to 30 per 100 000 people and sinee 1974,
20 countries have registered an overall reductiou of 15% in traffic fatalities. For every death in
a toad accident, there are about 15 cases of severe injury and 30 of slight injury. Motor wehicle
accidents are therefore an important cause of hospitalization and a main factor in permanent
disability. They entail the use of complex and costly technolegy for treatment znd medical social
services For ¢are of the disabled.

Accldental poisoning, falls and fires produce a combined dearh rate of clese to 25 per 100 DOO
and aecount for abour 43% of 21l aceidental deaths. Although the available information doss not

allow for the proper identification of the place where the accidents occur, home accidents appsar
to be an important cauze of death in the Region.

Accidents at work are still an important cause of disability and dearh. The available dara
indicate that ip highly industrialized countries the annual rate of reported occupational accidents
1s about 6 per 100 working population. Agceidents on the way to and from work are about one tenth
as frequent as those that ceecur at work. The reported death rate varies from 2 to over 10 per
100 00C. As many as 107 of these accidents result in permanent disability, and they are six times
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more frequent in men than in women. During the past ten years, some countries have achleved a
sizeable reduction of fatal work accidents, However, the general trend in Europe has been towards
only a2 limited or no reduction of geccident frequency.

Suggested solutlons

In the prevention of accidents, multidisciplinary and intersectoral policies and programmes
should be developed with 2 view to datermiping and then eliminaring or reducing hazards, especially
in the home, on the roads and at work, and to designing ssfer goods. In view of the large and
increasing international trade in moter vehicles, internatiomally agreed vehicle degign changes to
improve health and safety and give batter protection Lo pccupants should be encouraged. Better
traffic control, better rosds, improvements in machinery design, childproof containers for
medicines, building codes, fire codes and protective devices are some of the safery measures that
could play an effective part in reducing accidents. Legislation and economic incentives should aim
at encouraging the design and marketing of safer products. Consumer products should be
systematically tested from the point of view of health and safety and the results made widely
available to the consumers. The health sector should play am important role in inereasing
awareness of risks among politicians, planners, professionals and c¢onsumers. Systems for
contingency planning and response to accidents, including man-made and natural disasters, should be
developed by all countries, with suitable machinery to deal with major emergencies that might
affect more than one Member State.

Consideration should be given to improving the system of informatiom on accidents so as £o
state the place of occurrence in each case. This would allow identification of the cauges of
domegtic aceidents ag well as rhose people who are more at risk,

2.4.7 BSuicide

Target 12 BY THE YZ2AR 2000, RISING TRENDS IN SUICIDES OR ATTEMPTED 3UICIDES IN THE REGION
SHQULD BE REVERSED.

Problem statement

The reported rates for suicide vary conaiderably hetwsen the countries of the Region for whieh
data are available. They range from 3 to 43 deaths per 100 000, with eight countries having a rate
below 10, and seven reporting ome above 20 (above 26 in two cases). In countries with low suicide
rates, religion and social beliefs may be the factors involved; they may also, on the other hand,
be responaible for a possible under-reporting of suicide. Theve are higher rates in the older age
groups and in males. The trend in the last 20 years has been for suicide to increase in most
European countries, particularly in the younger age group (15-34 years) and in femgles.

A large proportion of suicides are associated with a recognizable mental disorder — probably
11t af least half of them g treatable depressive illness. Alcoholism is the next most common
condition pradisposing people to suicide.

Apother matter of great concern is that of attempted suicides. The attempted suicide rates
have doubled and in some countries even tripled over rhe past 20 vears. The average raté .3 novw
estimated to be arcund 200 per 100 Q00 for males and 150 for females. Almost two thirds of these
occur before the age of 30 years. Although the majority of suicide attempts are not intended to be
lethal, once a suicide attempt has been made there is more likelihood of suicide later on. Ten to
twenty per cent of the persons who have made a previous unsuccessful attempt commit sulcide at a
later stage in their lives,

Persons with an ineressed likelihood of tzying te commit suicide are youngsters from disrupted
families and from families with a history of suicide, drug and alcohel addicts, failures in acheol,
the unemployed and these suffering from depressiem. The fact that both the suicide and guicide
attempt rates are increasing most among the younger age groups can be actributad to the gresater

vulnerability of yeung people to the social conditiona rhat accompany economie and culrural
instability.

Suggested sclutions

In the light of the facts presented above, it will be apparent that the scope for prevention
iz considerable, comprising at least three main arsas.
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First, improving the underlying societal factors that seem to put strain on the individual -
unemployment, the secial isolationm of elderly people living on their own, failure at schoal, ete. -
would be ap important means of intervention. Although our present knowledge of the intricate web
of contributory factors in operstion 1s insufficient - and intensifiaed research in this field is
necessary — enough is known to warrant positive action here and now.

Second, ways of strengthening the individual's general ability to cope with the avents of life
must be of key concern. The targets related to developing that ability (section 3.2.1) and
providing a better network of social support (sectiom 3.2.3) are impertant in this connectionm.

Finally, sipce the majority of persons who commit or attempt suicide have been seen shortly
before by general practitioners or ¢ther healrh professionals, there has been an opportunity for
preventrive action. There is evidenge, however, that owing to lack of diggnostic and therapeutic
training and skills health professionals are frequently not equipped to deal appropriately with
guicidal patients, The same applies to the staff of emergeney and intengive care wards of general
hospitals te which attempted suicide cases are referred for medical treatment. Finally, public
knowledge of the sigus and circumstances of suwicide risk is still relatively sparce.

Borh health parsennel and the community should be invelved in the detection, assessment and
care of thoge st tigsk. The training of health professionals should include information on the
social and clinical characteristics and managewent of the individuals most gt risk and on how to
develop efficient policies for their aftercare and supervision in the community. This would also
entail education of the publie, and especially young people through the schools, in the causes gnd
prevention of suicidal behaviour and of the mismanagement of the events of 1ife that frequently
lead to it. Since rates of suicide and attempted suicide are important indicators of the health
status of g community, measures to improve their registration should be taken.
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Chapter 3
LIFESTYLES CONDUCIVE TO HEALTH
Intreduction

The concept of lifestyle and the subject of behavioural components of certain lifestyles
cannct be separated from the cultural context in which individusls develep. Lifestyles are
embedded in the valuas, priorities and practical opportunities or constraints of specific cultural,
gocial and economic situations. A persem's partieglay lifestyle is a way of life formed in
patterns of interpersonal interseticon and social learning which depend upon both the content of and
the opportunities availsble in the sccial environment, Thus lifeatyles, shaped by experience and
environmental faectors, are not simply individual decisions to gvoid or aceept certain health
rigks. There sre limits to the choices open to individuals — limits impased by their physical,
social and culturzl envireoument and by their financial means.

A great deal of information is needed to underatand the relationships between health and the
cumplex components of particular lifestyles. Many lifestyles are health enhancing, develop
physical and mental stamina, and protect the individual from the effects of stress., Other
lifestyles include behaviour which may damage health. Haymful practices, such as smoking or
exceasive alecohol consumption, are sometimes ascribed to personal stress, but they often become
routine habits used by a majority of people to cope with life and make soeial contact easiex. Such
cultural patterns of social interaction and tension reduction are learned in childhood and
reinforced throughout life. Thus, they reflect ways that membets of a given seciety or group
organize their daily lives,

Lifestyle practices are increasingly influenced by public and corporate policies which control
the production of gooda and promote products which may damage health. Oppertunities and incentives
te select healthy lifestyles thus depend heavily upon public policies that shape the economic and
social conditions under which people live. To be effective, therefore, lifestyle-oriented health
programmes must deal with structural influences on behaviour as well as gpecific individual
practices.

One of the complex factors shaping individual Iifestyles is inequality between countries and
within countries, The rich have a wider range of optiens in seeking a healthy lifestyle, while the
poor are still grappling with the basic problems of axistence. 11l health and poverty are thus
¢losely related to each other and to lifestylas. Programmes for enhancing health through changes
in lifestyle musr therefore not only widen personal choice, but also to an even greater axtent be
supported by a resolve on the part of society to improve the status and standard of living of the
POOT.

Paople may neot have the necessary knowledge to make an informed cheice of lifeatyle or they
may be inhibited by traditional attitudes. However, aven when knowledgze and motivation are there,
they are not always sufficient to induce change omes 3 behaviour has become patrerned into daily
life, Every opportunity should be taken ro provide incentives which make health-enhancing
behaviour easier to choose and maintain, recognizing that peoples' behaviour is largely determined
by what they perceive as pleasant and rewarding.

An affective plan of getiou to promote healthy lifestyles would thus enable people to be
healthy by:

- making the physical, seecial, eultural and economic environmenr conducive to healthy lifestyles;

- strengthening the individual citizen's basic capacity to make choices and to cope with
streasful situations without recourse to behaviours which may damage health;

- improving individual knowladge on lifestyles and health issues;

- strengrhening the social support system (families, self-help groups, ete.) bhacking up
individuals and vulnerable groups;

- establishing specially designed programmes to deal with certain aspects of lifestyles and
health.
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It can be seen from the content of this introduction that while the material included in this
chapter 1s concerned with individual behaviour, the framework for influencing the health practices
af individuals is the soclal environment. Many different targets could have been inecluded in this
chaptar. Specific practices such as smoking are related to mortality and morbidity. However, it
ig important to emphasize both the complex factors which shape and maintain lifestyles and the
multicausal etiology of disease. Otherwise it is posasible that Member States will initiate
campaigns, perhaps at great cost, which do not achieve the intepded reductions in morbidity and
mortality. Therefore, the targets address the important compoments of a strategy to promote
healthy lifestyles rather than individual habits, i.e. to create conditions so that the healthy
lifestyles become the easy ones to choose.

3.1 Building the opportunities and capabilities for living healthy lifestyles

Individuals and groups have to function within a particular physical, social, cultural and
gconomie environment., The characteristics of that euvironment and the policies that determine its
development are therefore basic factors affecting lifestyles and health.

3.1.1 BHealthy publie policy

Target 13 BY 1990, SOCIAL POLICY IN ALI, MEMBER STATES SHQULD ENSURE THAT LEGISLATIVE,
ADMINISTRATIVE AND ECONOMTC MECHANISMS PROVIDE BROAD INTERSECTORAL SUFFORT AND
RESQURCES FOR THE PROMOTION OF HEALTHEY LIFESTYLES AND ENSURE EFFECTIVE FPARTICIFPATION
OF THRE PEQPLE AT ALL LEVELS OF SUCE POLICY-MAKING.

Problem statement

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

In many countyies, industries are subsidized even though their products are harmful to health
and hagmful products are freely advertised, National economies may finance health promotion
programmes 4nd at the same time depend heavily on revenues frow taxing unhealthy goods. Gross
inequality in income distribution may ¢reate poverty groups with such limited finamcial means that
choosing a healthy lifestyle is precluded. For instance, in some places over the past 10-20 years,
aleohol has become steadily cheaper im relation to the cost of healthy or less damaging ways of
spending money, thereby stimulating greater consumption. Health enhancing goods, even absolutely
necessary ones such as foods needed by diabetics, are allowed to ineresse in price sometimes to
luxury levels. A high price is paid when urban and industrial development uproots large numbers of
people and destroys recreatiomal facilities. Healthy means of locomotion like walking or cyecling

have been made both difficult and dangerous by the uncontrolled growth of motor traffic in urban
areas,

Tf comsunities, industries and goveraments are to become aware of the influence of
envirommenty] conditions on the adoption snd maintenance of lifestyles and take effective steps to
ensure e¢nvirommentsl conditions that are conducive to healthy lifestyles, the general publie must
be invelved in pelicy and programme development. People will be both less able and less inclined
to choose health-promoting types of behaviour if they have no influence om decisions by the private
and publie secters that affect their own lives.

In mest countries of the Region, there is atill a gross imbalance between the influenmce on
health policy of powerful imtexest groups (such as the teobacco or food industry and professional
groups) and the public at large, and many Member States do not yelt have truly effective
institutionalized ¢onsumer participatiom. Yet, as declared in Alma-Ata in 1978, the key to health
for all is primery health care with active publiec participatiom.

Suggested solutions

In every country, a scrutiny of policies and programmes that may affect lifestyles should be
made an eobligatery step in the public planning process and a systemaric review of major areas of
national policy should be carried qut in order to:

- determine their influence on lifestyle choices (for example the effects of tax policies on the
consumption of harmful substances);

- recast national econowmic polieies so as to aeliminate poverty gToups;
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- make the manufacture of products harmful to health less profitsble (e.g. by eliminating
subsidies to industries that manufacture harmful products and subsidizing those that are good
for the health);

- restrict or ban the advertising of harmful products;
~ make easily understood and comprehensive labelliug practices obligatory;

- impreve urban and rural plauning in order to adapt development projects to the physical,
eultural and socizl characteristics of local communities;

- intensify cultural and educational activities so that people can be more easily invelved in
worthwhile leisure pursuits; and

- provide opportunities for easier and safer use of healthy means of locomotion (e.z. walking,
eyeling).

The general public should be systematically informed regarding health problems, ineluding
advance information omn impartant new private or public policies, or development projects, that may
influence their capacity to choose and maintain healthy lifestyles.

The participation of the public will wary accerding to natiopal and local political,
administrative and cultural patterns. However, representative community participation should be
incorporated into all official bodies (local, regional and national health couneils; sociloeconomic
planning councils, ete.) that deal with developmental issues that may have implicarions for
lifestyles and health. Care should be taken to include representatives both from vulnerable groups
and from groups that have shown particular interest and initiative in improviang the health of
communitias,

3.1.2 Social support systems

Target l4 BY 1990, AL MEMBER STATES SHOULD HAVE SPECIFIC PROGRAMMES WHICH ENHANCE THE MAJOR

ROLES OF THE PAMILY AND OTHER FRIMARY SOCTAL GROUPS IN DEVELOPING AND SUPPORTING
HEALTHY LIFESTYLES.

Problem statement

The skills that enable people to control and direct their lives, and thus to live healthy
lifestylas, include the capacity to formulate problems, find solutions, make decisions and then act
on those decisions, resolve conflicts, communicate effectively, and question and intervene actively
on their own behalf when necessary. These skills are most easily learned in childhood and yoyuth
and it is when learned thenm that they contribute most teo the fulfilment of individusl potential.

Thus, there are two different types of health-related behaviour: routine habits acquired
through training and practices acquired to cope with special problems and straine. Both types of
behaviour are part of a lifelong learning process and are, therefore, not essily changed. It has
been shown, for example, that children are mote likely to begin smoking if their parents, older
brothers and sisters or schoolteachers smoke. Once established, such behaviour may be used az a
way of coping with the chronic stresses of everyday life. Some people smoke more when under
stresa, others automatically take & drink after work. Different forms of health behaviour may have
similar origins, the coping pattern chosen being related to the coping style of a specifie group.
In some societies, it is more or less acceptable for a man to take a drink "to forget his
problems", Women more often use tranquillizers te try to cope with their life situatioms.

Recent research has identified specific ways in which the social enviroument influences
health. For example, a sense of personal worth and self-esteem growing out of acceptance and
encouragement during development has been associated with more effective patterns of coping and
more frequent preventive health practices.

Similarly, the early socialization and learning which take place in the family are major
determinants of decision-making and coping skills, The parterns of problem-sclving and
conflict-resolution in which small children participate as their personalities aze developing will

influence both the health practices they assume and their readiness apd ability to madify or change
hehaviour.

A second major aspect of the social enviromment important For the preservation of healrh is
satisfying social support and social contact., The lack of these has been related to higher
ineidence rates af tuberculosis, hypertemsion, heart disease, multiple accidents, complications in




ICP/EXM 001/mOl/3
5443L
page 27

pregnancy, various categories of mental disorder and reported episodes of illness of all types.-
Furthermore, mortality rates are influenced by social support varigbles, BSeeial contact,
integration and/or support have been associated with death from suicide and stroke, and in a few
studies with mortality rates from all causes.

As can be seen, it is not only the learning, but alse the support and caring functions of
families which protect health and influence health-enhancing behaviour. At fhe same time, the
structure and functioning of family units are changing rapidly. The composition of households in
the Region ranges from multiple generarioms of relatives living together to individuals living
alone. The number of single parents, usually young women, living alome with small children, has
increased rapidly., New forms of family units based on common interests and/or needs are
developing. Endeavours to build opportunities and capabilities for living healthy lifestyles, to
be effective, must take account of the varying context and composition of social envirommuents.

As children grow older, peer groups become progressively important iafluemezs on their
behavieur until in adolescence they become a dominant influence. Therefore, the schoel and
friendship group experiences of children help to ghape and maintain behaviours which may damage
health, Potentially heslth-damaging practices which may be patterned inte lifestyle behaviour
during adolescence are smoking, use of other habit forming drugs, eating disorders and unsafe
driving behaviour.

Suggested solutions

Policies and programmes which enhance the problem-gelving, support and care-giving capacities
of families and extended social networks perhaps offer the greatest potential for health promotion
and for facilitating health-enhanecing lifestyles.

Services should be available in the community which support families according ro their
particular problem, need or situation. Sometimes families may need help with patterns of conflict
resolution or intergenerariomal communicarioun, Othey family situations way require commnity
services for child eare or to complement family care of an ill or disabled member. Elderly
persons, especially those living alone, may need help to find and use opportunities for social
contact and/or community involvement.

Special attantion should be given to programmes in kindergartens, nurseries, play groups,
schools and youth groups, and they should be carefully desigped to cover active choice and
decislon—making. School health services should encourage children to look after thelr own health,
to evaluate symptoms and to make decisions regarding self-rreatment or the seeking of professional
care. Programnes designed for workplaces, educarional institutions and healrh Facilities or
broadcast by the media should contain elements of problem—solving in difficult situations and
decision—making in health care settings., Research should be encouraged to develop new and more
effective approaches, e.g, to school and pre-school educatien, which promote in children and
adolescents the ability to wmake decigions and think independently,

Unhealthy behaviour sometimes arises from problems such as loneliness, work stress or
bereavement., Action designed to preventr such behaviour must be related to its causes. Since
individuals sre rarely abls to solve such problems on their ewn, social programmes are neadad that
encourage family and wider community networks to solve their problems coeperatively. The
eatablishment of integrated and informed social networks and problem~solving groups in local
commmnities should be acrively promoted.

For example, the social network available to individuals, perhaps elderly persons or parents.
alone with small childrem, may be insufficient te sarjsfy the need for sccial suppert and secial
contact. WNew forms of contact must thenm be found. Groups of people with common problems who meet

together to provide each other with support (mutual a2id or self-help groups) are a satisfying
option for many people.

3.1.3 Knowledpge and motivation for healthy behaviour

Target 15 BY 1990, EDUCATIONAY FROGRAMMES TN ALL MEMBER STATES SHOULD ENHANCE THE KNOWLELGEH,
MOTIVATION AND SKILLS QF PEUFLE TO ACQUIRE AND MAINTAIN HEALTH.

Problem statement

Peaple may do things that damsge their health because they know mething af the risks or of
healthier alternatives, or because their own values de not give them sufficient motivation Eo
change their behaviour in response to what they know.
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Being bombarded with advertising or with indirect sales promotion, which associate potentially
harmful practices such a2g drinking and smoking with attractive and desirable lifestyles, may
increase or reinforce unhealthy behaviour. In the developing parts of the Region, many people arve
captivated by corporate campaigns presenting smoking and drinking alcohel as symbols of modernity
and wealth., In industrialized countries, advertisement campaigns using the themes of "maturity and
independence" are aimed particularly at young pecple and women., An especially insidious influence
on the behaviour of young people is rhe sponsorship of sporting events by companies which produce
health-damaging products. Therefore, it is important thar people be provided with informatien
through a wide range of effective educational metheds of presentation to counteract thesze negative
health messages.

Information regarding the health implications of partieculay behaviours, however, is not
enough. Smokers, for instance, often know that smoking is bad for their health. This is alsc true
of ehildren and teenagers, but meny of them atill srart smoking. As discussed above, complex
factors shape potentially damaging practices. Many people need help to change habits which have
become routine in their behaviour.

An area in which there is a rapidly growing need for education in lay populations is the
appropriate use of professional services. Syuptoms are most often self-limiting and best left
alone or cared for at home. It is important to know when this wmay not be the case and what
professional service is appropriate.

Suggested solutions

Successful health education programmes must be based on local soeiasl and cultural patternms,
and intimately linked to the formation of individuals' value systems. Consequently, they must
start very early in 1ife (a.g. traffic safety programmes should begin when the child is very young)
and be reinforeed at those periods in life {e.g. start of kindergartem, school, puberty,
parenthood, retirement)} when changes in value systems are more likely to occur.

While concentrating on institutions for learning, educational efforts must cover a very wide
range of activities: teaching children ip kindergartens and primary schools about the structure
and functioning of their bodies and how their behaviour affects them, incorporating mental health
information in all health education programmes, providing easy and free access to the most recent
facts sbout health by uriliging major seeial inatirutions guch ag achools, trade unions and the
media for distributing the information. Information on when to use, and when not to use,
professional services and which type of professicnal te contaet for a given problem, i3 an
important gspect of health education. Consistent updated health information must permeate publie
policy and professional education, as well as being supplied to lay people.

The powerful forecea of peer group and wider social pressures which today so often atrongly
encourage unhealthy behavigur can be diverted to enhance healthy lifestyles. This has already
begun in some countries where nonsmoking is becoming a valued porm. Popular celebrities and
personalities can popularize healthy behaviour. Similarxly, self-help groups such as those for
persond wishing to stop smoking, Weight Watchers and Alcoholics Anouymous provide am effective
means to combine information and support for people working to change potentially damaging habits.

Finally, there must be planned, systematic monitoring and evaluation of the public
acceptability snd telative success of health aducation programmes to provide feadback to inerease

their relevance and effectiveness.

3.2 Promoting healthy behaviour

3.2.1 Positive health bahaviour

Target 16 BY 1995, IN ALL MEMBER STATES THERFE SHOULD BE SIGNIFICANT INCREASES IN POSITIVE
HEALTH BEHAVIOUR SUCH AS STRESS MANAGEMENT, NONSMOKING, BALANCED NUTRITION,
PHYSICAL ACTIVITY AND FAMILY PLANNING.

For example, in relation to nonsmoking this could be achieved If, by the year 1995, 50% of
the population in all countries were NOn=sSmoKkers.

Problem atatement

Types of behaviour aimed at preventing illness can be sither direct (such as not smoking) or
indirect {such a3 coping patterns whiech will reduce the number and facilitzte the management of
stressful problems). The form of risk behaviowr related to health rhat has been most studied iz
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smoking., Researeh has shown that smoking is the largesr single factoar in i1l health and premature
death in developed countries, and a factor of growing importance iu developing countries.
Furthermore, the effects on the fetus of smoking by pregmant women are causing inerzasing concern.
It has been egtimated that up to ten million people in the European Region are at risk of death
from illnesses zelated to smoking between now and the year 2000. Swmoking-relared diseases include
lung ¢apcer apd some other cancers, ischaemic heart disezse, chroniec bronchitis, emphysema and
certain chronie arterial diseases of the leg.

Over the past 30 years, the general pattern of smoking has been changing considerably. Ia 16
of the 19 countries of the Regiom for which data are available, smoking increased significantly
between 1950 and the beginning of the 1970s. There are indications that since then it may be
levelling off in the Region as a whole and even decreasing in some developing countries.

Within countries, there agre considerable differences between different subgroups. In some
countries many people, especially members of high status groups, have stopped smoking. On the
other hand, manual workere and young femalea in the same countries may not yet have started to cut
down on swmoking, although in a few ¢ountries during the last ten years the nupber of teenagers
taking up smoking has decreased.

Desgpite the high lomg-~term secial and economic costs to society, tax policies have often made
the sale of tobacco of short-term economic benefit to many govermments. This fact, along with the
powerful business interests involved, often countersets directly or indirectly attempts by rhe
health sactor to reduce smoking, Little attention has been given to programmes of crop
substitution or to the fundamental ethical queation of whether it is right to produce a e¢learly
pathogenic substance, even in countries with a state monopoly of tobaceo.

Heslth-damaging nutrition problems include insufficient food, unbalanced nutrition,
over-nutrition and self-imposed undernutrition. The problem of insufficient food is relared to
social equity and sufficient basic resources discussed as prerequisites to heslth. Unbalanced
nutrition may be due to lack of knowledge, but is closely related to food advertising, packaging,
etc. as well as to the choice of menus in fast~food outlets, cafeterias and restaurants. The
food~processing industry is in some countries the largest manufacturing industry - much bigger than
the aleohol or tobacco industries. The development of feod-processing technology has influenced
agricultural production and the availability, distribution and consumption of foods, more than any
conscious nutrition education campaign. There is commonly too little fibre, too much fat and tee
much sugar in diets in many Eureopean countries, and there may be deficiencies in important
micronutrients. Overeating of energy-rich foeds leads to obesity - an important problem in many
countries - which in turm is linked with cardiovascular diszeases, diabetes, ate.

Other problems are more complex, arising from the interactiom of learned eating habits,
paychological conflicts and culrtural values and stereotypes. Adolescent girls are particularly
vrulnerable to eating problems arising from contradicting pressures of hody—image stereotypes and
those associlating eating with happiness and gratificarjon during a time of considerable
psychological conflict and development.

Both of the subjects just discussed are examples of behaviour which may become involved in
negative patterns of stress management. A growing body of research evidence deocuments the
consequences of stress-producing situations on both physical and mental health., Coping behaviour
then, has both direct (the frequemcy of stress resctions in rhe bedy) and indirect {tendency to use
health-damaging behaviours im attempts to feel better) effects on the preservation of health.
Effective coping behaviours are most easily learned in childhood as discussed above, bulb ecan be
lesrned later in life as well. Balanced physical activity, relaxation and so¢ial inkeractiom, all
of which promote health, are important components of effective coping.

Participation in healthy physical activity can be a very joyful experience and thus be an
important factor in improving the quality of life, Physieal fitnesgs, acquired in yourh and
maintained throvghout life, seems to be essential for the body to function healthily and at its
best. Evidenece suggests that improved fitness through regular physical activity helps in
prevention and rehabilitation. It is especially impovtant for elderly people to maintain patterns
of regular physical activity in order to preserve functional capacity in old age.

Over the past decades, there has been a basic change in the way in which societies regard
physical activity. Its contribution, not only teo health, but alsc to the general wellbeing of
people has been acknowledpged. Similaxly, the value to health of sarisfying social interaction,
including sexual contaect, is increasingly recognized. Unfortumately, the life situations of many
people do not allow the balapnee in lifestyle most econducive to healtkh.
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Sugpgested solurions

Te achieve this target action must be taken at both the policy and programme level.

If programmes designed to promota healthy lifestyles are to be effective, they must recognize
the importance of balance, satisfaction and fulfilment in the life situation and address the
special needs of many people attempting te alter health-damaging practices, This requires health
promotion endeavours nat only to provide information regarding the subjects discussed, but alse to
see that individuals know how te obtain instruction and services for family planning, sex
counselling, and help to broaden social contacts or develop new interests. Even the ownership of
pets has been found to igflusnce health positively.

The advertising of tobacco products runs directly counter to health education activities and
may even influence important target groups more efficiently than “tobacco-and-health" education
with its more limited resources, A banr on gll advertising of tobacco products is therefore a very
important desideratum.

Tndeed, in relation to smokiag, there needs to be strong, persisteut nationmally and
internationally coordinated effort to change basic social attitudes and practices to re—sstablish
nonsmoking as the social norm, and comsiderable attention should be given to creating closer
cooperation ameng Member States in this area in the years ahead. In some ¢ountries, legislationm
prohibits selling or supplying tobacco to youug people and requires that all packages be labelled
with 2 health warning; such legislative steps should be given wider consideratiom.

Resrrictions on smoking in public places, schools and in workplaces play a very important
role. They give the non-smokers the pessibility of breathing smoke-free air, and "break up" the
habit of the smokers, thus making nonsmoking social’ situstions more common ameng smokers. However,
most impertant, they imply a clear message regarding what is considered socially desirable.

For some countries, the growing of tobacco and the manufacture of cigarettes and other tobacco
products may be of economic importance. For those countries, in the short term, it may seem LO be
economically sound to subsidize tobacco—growing and the tobacco industry, but this fails to take
into account the long-term costs of illness and suffering frouw smoking-related diseases; in some
cases even internatiomal organizationa have subsidized tobacco growing. It is important that
national and intermational initiatives be taken to plan and gradually develop substitute crops and
substitute industries for the production of tobacco.

Similarly, it will be necessary to develop ways of controlling the production and sale of
foods to ensure that those most cowmonly eaten provide a well-balanced diet, to obtain the
cooperation of the media and popular public figures in the development of health—conscious
tood-advertising policies and practices, especially those directed at young people, to devalop
educational materials for primery schools that include concepts of the influence of social pressure
and cultural values on personal behaviour and development, and to provide information about and
support for mutual-aid groups like Weight Watchers for helping people who have eating disorders.

Sports and physical activity programmes should be promoted and made more accessible te people
in all social and age groups, special attention being paid to groups benefiting from little or no
physical exercise, such as the elderly or the disabled, Physical activities combined with
recreation which strengthens social and family ties showld be enjoyable and inexpensive. This
requires c¢ity planning which protects nature areas and parks for walking, relaxing and soeializing,
and which provides opportunities for swimming, cycling, ete., guaranteeing access to the disablad.
Imaginative heslth promotionm campaigns can stimlate interest and awareness in activities which
combine social invelvement with physical activity.

It is clear from this discussion that only multisectoral cooperation can achieve this target.
Ultimately, healthy behavieur patterns learned in childhood and supported by social conditiems,
opportunities, and resources for maintaining them offers the most certain strategy for promoting
health in the population.

3.2.2 Health-dgmaging behaviour

Target 17 BY 1995, IN ALL MEMBER STATES THEERE SEOULD BE SIGNIFICANT DECREASES IN
HEALTH-DAMAGING BEHAVIOUR SUCH AS ABUSE OF ALCODHQL AND PHARMACEUTICAL PRODUCTS, USE
OF ILLICTT DRUGS AND OTHER DANGEROUS CHEMICAL SUBSTANCES, DANGERGUS DRIVING AND
VIOLENT SOCIAL RBEHAVIOUR.

This gould be gohieved (F, for example by the year 1995, the abuse of alcohol had been
redused in all countrics by at least 2U%, and increases in total consumption were réversaed.
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Problem statement

There is no doubt that the way many people live in industrial societies is hazardous te their
health. This is not necessarily due to the willingness of people to risk their health, since many
are, in fact, not always able to choose an glternative lifestyle due teo limitationsz imposed by
their physical, secial, cultural or economic environment, or they are net aware of rhe need to deo
3o, Health-damaging practices should neot be thought of as discrete behaviours, but rather as
aspects of a cultural life situation, often one of several interacting problems.

Feelings of powerlessness may contribute to risk-taking behaviour, since in deciding how te
react in a social situation individuals do not always consider risks rationally. This is
particularly true if there are few altermatives, or in comflict gituvarions, where people may prefer
or may have learned to choose short-term gaing or satisfaction in preference to 2 long-term
solution (if any) of the conflict or problem. Furthermore, many people feel or associate pleasure
or a sensa of control with behaviours which may damage their health. These feelings will be felt
more intensely when the behaviours are reinforced by peer group pressure and have been patterned
into daily life. These dynamics are particularly strong during adelescence when they interact with
a great deal of experimentation and uncertainty.

Risk behaviour can thus be a way in which pevple try to resolve conflicts within themselves
and between themselves and sociaty. In such sitpations, risks, if calculated at all, may be
calculated more in terms of immediate benefit of their social aceeptability or health
consequences. Unfortunately risk behaviour is self-reinforcing: it not only allows people to cope
with the current confliet, but it may give them a sense of strength to face the same conflicts
again.

"Solving" a conflict by using alcohol or drugs, for example, is gn atfempt to escape from the
situation, rather than to cope with ity the conflict iz repressed with the use of the drug, Suwch
behaviour is often acceptable in some cultures, even to the point of being promored by the mass
media, advertising and traditioms. Such phrases as, "You need a drink.™, "Take a pill and cool
downl", “Have a cigarettel!™ are common. They supgest that escape from conflict through risk
behaviour is normal and therefore socially acceptabla, The individyal benefit of risk behaviour
lies in rhis escape, in the repressiom of the eonflict.

There is extensive evidence that aleohol ¢onsumption 15 oue of the most important factors
contributing to social and health problems. The catalogue of alc¢ohol-related problems includes
cirrhosis of the liver, road traffic and other asccidents, several types of cancers, gnd social
problems, such as financial difficulties within Families, absenteeism, wife-beagting, child abuse
and divorce,

The extent of alcohol-related problemz is statistically closely related to aanual per capita
consumption of alcohol, and ir is therefora a marter of great concern rhat rhe aleohol consumption
per head in the Region has shown a drastic and very disturbing intrease over the past 30 years.
During that peried, all but ome of the 21 countries for which data are available have disclosed
inereases in their pexr capifa consumprtion of aleohel. Im 12 of these countries, the annual
consumption of pure alcohol per person aged 15 years and over has more than doubled, and in four
countries it has more than tripled. There is also a trend rowards heavier drinking among women snd
voung people, who should now be comsidared as new risk groups.

Patrerns of drug use and abuse in European countries are linked to social phenomena such as
changing living condirions, alienation and lack of cultural identity. They have also been
associated with the ineffectiveness of national drug abuse control policies; insufficient
coordination of drug abuse control programmes nationally and internatiomally; the ineffectiveness
of programmes for prevention, treatment and rehabilitation of drug abusze and their lack of
integration in the general health services.

Problems related to abuse of psychoactive drugs are not confined to illicit drugs, as there is
substantial misuse and abuse of sueh drugs sold lieitly by pharmacies. Furthezmore, abuse of
2leohel and other mood altering drugs is heavily related to the death and disability which results
from dangerous driving and vioclent social behavieur.

In the Field of traffic gceidents, driving behaviour is respensible for extensive death and
disability, especially among adolescent males, One should alse be aware that some societies have
created a dependence on the automobile which places people at an unaveidable risk. The rapidly
growing affluence in Zurope is incTeasing the numbers of cars ia the public, corporate and private
sectors. It Lz the respomsibiliry of public officials to assure that roads aond vehicles are
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designed and built to protect the public. At the same time, part of the responsibility must
address the driving behaviour of the public, as most traffic accidents are due to the behavieur of
the driver.

Many factors are invelved in road traffic aceldents; but not using seat belts, careless
driving (especially under the influence of alcohol) and speeding are all significant factora., The
protective affect of sear balts is highest in children, with restrained children 70-80% less likely
to be injured ar killed in a car accident, The protective effect of helmets for motorcyclists ia
also high; a nonhelmeted rider is about five times as likely to suffer severe or critical
injuries, and twice as likely to acquire a winor head injury than a helmeted one.

Vielent social behaviour is perhaps the area where the intersction of health—damaging
behaviours and their complex relationship with the life situstion are woat obvious, Child abuse
and wife-beating are examples of violent social behaviour which are currently subjecta of growing
econcern in many nations. Both are associated with high levels of sitwacional stress and/or
inability to resolve conflict.

Patterns of adult behavieur which may contribute to abuse of children include feeling and

acting overwhelmed, inability to handle stress, inappropriate expectations of children and low
self-esteem. Child abuse in rurn may contribute to retarded development, problems in scheel, peoor

self-image, delinquency in adolescence and abuse of children in adulthooed.

Sexual abuse ig a form of vielence againsr ¢hildren which has been associated with many
sericus problems. Sexually abused children more often suffer from drug addiction, eating
disorders, depression and self-mutilation, including suicide. Thus, stress producing life
gituations, coping and health-damaging behavioural practices are complex, interacting problems and
can be circular if associated behaviour patterns are not altered.

Suggested soluticns

In a vecent study of the relationship between alcohol control policies, aggregate levels of
consumption and chronic health problems related to drinking, it emerged that cemtrola are not rigid
systems of legzl regulations that can easily be changed, but rathar elaborate networks of cultural,
economic and political structures that veflect and at the sgme time determine the magnitude of the
alcohol problem. They invelve ecounowics, colture and history, but most of all, they invelve
politics and the state apparatus. The profits, both private amd public, t¢ be made from the sale
of aleohol often lead to a conflict between economic interests on the one hand, and the concern
felt by the health authorities regavding the possible health and social consequences on the other
hand,

Alcohol and dyug abuse may be influanced by regularions c¢onecerning production, by changing
advertisement policies regarding alcohbolic beverages and reducing their availability, by price
policies and by supplying alternatives to the drinking of alcohel. Carefully planned educational
campaigns to win acceptance of these policies by the people are necessary. However, actionm
programmes must be developed for sach problam that take into account its cultural and stryetural
featurss. Specific drinking patterns that contribute to these problems should be tackled not anly
through changes in the availability of alcohel, but ghove all by attempts to achieve changes in the
life situation of persons who are particularly vulnerable. In addition, innovative approaches to

the treatment of persons with established patterns of health-damaging behaviour should be
supported.

Better information material and programmes are needed for use in scheols, workplaces and the
media concerning the influence of cultural beliefs, such as the tendency to use alcohel and drugs
as means of coping and the comsequences. More effaective mechanismg of gocial support for groups
gapecially vulnerable to acquiring habits of drug abuse should be developed including a broad range
of outreach activities, self-help groups, tréatment centres, half-way houses, sheltars, etc. 80 as
to improve services for prevention, treatment and rehabilitation of alcohol and drug abuse and of
social violence. A mueh stronger research e¢ffort is needed to develop innovative approaches to
prevention, giving congideration to 2 broad range of possible measures in different sectors.
Similarly, the development of better methods for evaluating trestment programmes and a gystematic
search for more effective methods of treatment must be given high priority.

There are thuz many approaches om which to focus attempts to change individual habits, but

clearly it is most important to comcentrate on the causes, rhe structural factors that shape
behaviour.
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Chapter &4

HEALTHY ENVIREOMMENT

Introduction

The European Region is part of a world enviromment that is changing rapidly in terms of
demographic structure, human lifestyles, consumer demands, energy sources, methods of agriculture,
industrial production, transportation, tourism and migration. All these factors ¢anm cause, and can
interact to produce, major impacts on health.

The study of enviromnmental conditiomns may be approached in several different ways, involving:
= the milieu: air, water, soil, food;
- the agent; physical (e.g. temperature, radiation), chemical (toxic substances, either natural

or produced by human activity), biolegical (e.g. micreorganisms, animals) and psyehosocial
factors;

- the place where exposure to tisk factors occcurs; e.g. home, work, school, tranmsport;

- the consequence of exposure: injuries, intoxicatioms, infections, parasitic or chronie
diseases;

For the purpose of target setting, combinations of these diffarent elements must be selacted
in sueh a way that they refleer the priority problems in the Regionm and the possibility of
interventioun. The following chapter has three main parts: the first contains targets related to
overall policies, the second deals with control of hazards in water, air, food and waste while the
third presents targets related to the work and living envirounment.

4,1 Environmental health policies

Target 18 BY 1990, MEMBER STATES SHOULD HAVE SCOCTAL POLICIES THAT EFFECTIVELY FROTECT THE
HUMAN ENVIRONMENT FROM HEALTE HAZARDS, ENSURE COMMUNITY AWARBNESS AND INVOLVEMENT IN
ASSESSING AND PROTECTING THAT ENVIRONMENT , AND BEFFECTIVELY SURFORT INTERNATTONAL
EpFQRTS TO CURE SUCH RAZARDS AFFECTING MORE THAN ONE COUNTRY.

Problem statement

Preventive health care involves many concerns of goveruments, within the field of physical
planning, housing, industry, agriculture, transport, energy production and environmental
protection. It is essential that there is a multisectoral approach towards environmental health
management with effective coordination to ensure that socioeconomic developmenf is net accompanied
by detrimental effects to the health of the population.

Increasingly, potentially hazardous goods and wastes are being transported across natiomal
boundaries, and air and water pellution may affect neighbouring states as well as the country of
origin. Industrizl development close to frontiers can pose particular problems. Moresover,
contipnuing trends in the migration of workers and inteynational travel can lead ro an increased
probability of infections reaching other countries.

Particularly since the Conference on Man and the Enviromment which was held in Stockholm in
1972, there has been increasing ¢ontern in all countries of the Region about the impact of
envirommental hazards on human health.

Supggested selufions

This target could be achieved if governments ensure that envirommental health comcerns ara
marndatory elements of seciceconomic development plans, 1f permanent machinery is established to
ensure intersectoral input to the planning process and if all countries give support to agreements
to control transfrontier pellution of air and water and the internatiomal movement of hazardous
goods and wastes. An example of such cooperation which has already been achieved is the Convention
on Long-Range Transboundary Air Pollution, in the implementatien of which the European Office of
WHO collaborates closely with ECE and Member States.
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The achievement of a significant reduction in harm to health due to envirommental risk facters
will require inereased awareness among exposed and vulmerable groups, "risk producers"”, all
categories of professionals involved, and among the geuneral public, as to the nature and extent of
risks and how to take effective measures to ensurve protection against them. Countries will
therefore need to develop special mechanisms to ensure that local populations get good informatiom

on the nature and sources of envirommental riske in their lecal community.

Betrer awareness of environmental hazards will increase the desire for safety by individuals
and groups and promote more active and enlightened public involvement in such issues. But if this
motivarion ghall be ¢hanmelled inte a constructive, not a frustrated or destructive, force, care
must be taken to design special machinery which gives the public a direct imput inte the
decigion-making process. Thig should im turn lead to greater care being taken by decision-makers,
te engure that environmental health considerations are fully taken into account when planning and
assessing new develepments. The process should also give more atremgth and effectiveness to
measures of health protection taken by govermments and public authorities.

4.1.1 Monitoring, assessment aud control of environmental risks

Target 19 5Y 1990, ALL MEMBER STATES $EOULD HAVE ADEQUATES MACEINERY FOR THE MONITORING,
ASSESSMENT AND CONTROL OF ENVIRONMENTAL HAZARDS WHICH POSE A THREAT T0 BUMAN HEALTH,
INCLUDING POTENTIALLY TOXIC CHEMICALS, RADIATION AND BIOLOGICAL AGENTS.

Problem statement

The possibility of health hazards arising from physical, chemical and biological factors is a
major comcern in all countries of the European Region, BSome 60 000 chemicals are produced
commercially and between 200 and 1000 new compounds are introduced sach year, A high proportion of
thess have caused ne discernible adverse effects, but although some toxicity data are available for
many of these chemicals, for only a small propertiom is a human health assessment available. For
example, the Internatiomal Agency for Research on Cancer has evaluated wvearly 600 chemicals and
industrial processes, of which some 30 are causally assoeciated with cencer in humans. This is only
one of a variety of toxic insults from chemicals which can cover acute effects, birth deformities,
skin lesjions, neurological disorders, behavioural abnormalities, immunological damage, and
mutagenic effects.

Physical agents include both iomizing and non-ionizing radiation and noise. The adverze
health effects of jonizing radiarion to humans, particularly in relation to eancer, atre well
established., The public has exaggerated fears of this hazard, with concomitant effects on policy
dactisions relating to the development of nuclear energy as a source of electricity. The grzatest
public axposure to ionizing radiarion is from medical x-rays and limitatioms of diagnestic
procedures are being considered in many counrries. Noise levels are increasing in urban and
industrial areas with an estimared 10=-20% of rhe European population exposed to gound well above
acceptable levels. It is forecast that community noise levels in Europe will increase by 30% by
the year 2000.

Biological ageuts exert a great public health toll particularly in the Mediterranean avea of
the Region where tuberculosis and enteric diseases are linked to poor housing conditions.
Inadequate sanitation has led not only to diarrhoeal diseases as the major cause of morbidity and
mortality in infants in these areas but also to endemic typhoid and outbreaks of chelera. There
were 116 000 cases of malaria in one country in 1977. Schistosomiasis is still a problem and
leishmaniasia is returning. In some Zuropean countries with good reporting systems, the incidence
of food poisoning has shown considerable inerease in the lzst ten years, oftapn due to new methods
of production, storage and preparation. Fimally, the considerable damage caused by insects and
rodents not only as disease carriers but as destroyers of food must be racognized.

There are widespread uncertainties and misconceptions about the magnitude and probability of
diffevent types of risks, and conjecture concermning impairment to health due to eXposure to
chemicals and radiation has become a regular feature of the mass mediz. Public concern often
differs markedly between those risks which are sustained voluntarily, such as smoking and
motercycling, and those, for example, whieh result from occupational hazards or pellution of air
an water. Fears of the latter category frequently result in suspicion of ar oppesition to certain
k;nds_of technological development and the lack of effective health safeguards has in the past
sometimes justified such negative responses. Decisions have frequently been made in such a way
that community involvement has not been possible.

Ineressing industrial development and the accompanying introductiom of new products,
techniques and materials have a major impact on the quality of the epviromment. The risk to health
arising from concamination of water, air, soil and food is often difficult to assess precisely,
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Specific episedes of high-level pollution, resulting in widespread contaminatiom, have atrracted
considerable attentiom, but much less is currently known gbout the cumulative risk of low-level,
long=term ¢ontaminarion, including the combined effects of exposure to a number of different
hazards.

Sugerested solutions

In order to understand the potential impact of environmental hazards on human health,
carefully desiguned monitoring strategies are required, selectively invelving the measurement of
levels of contaminants and tracing pathways in rhe environment, the recording of personal exposures
and of accumplations in tissue and the carrying out of epidemiological studies. Assezsment of
potential effects involves the use of such information together with toxicological data, often
based on experiments utilizing other species. Use should be made of internatiomally developed
health criteria in developing limits of exposure. Contrel strategies may embody legislative,
economic and technical measures, together with education and training: they frequently involve
more than one sector of government.

4,2 Gontral of envirommental hazarpds

4.,2.1 Water pollution

Target 20 BY 1990, ALL FPEOPLE QF THE REGTION SEQULD RAVE ADEQUATE SUFFLIES OF SAFE DRINKING

WATER, AND BY THE YEAR 2000 POLLUTION OF RIVERS, LAKES AND 3SEAS SHOULD NOQ LONGER
POSE A THREAT TQ HUMAN HEALTH.

Froblem skatement

The rezlizatioun that safe water and sanitation are essential for the protection of human
health led te the adoption of the Internatiomal Drinking Water Supply and Sanitation Decade.
Water-related infeetioms are a major public health problem in developing countries. The impact of
waterborne infections on youmg children is the greatest cause of death in these ecountries. It is
estimated that over 100 million people in the Regiom are without an acceptable water supply and
250 million without adequate sanitation. Ewen in the most advanced Mediterranean countries, some
10% of zll children's admissions te hospital ave due to diarrhoeal disease. The reporting of these
disesses throughout the Region is inadequate, but a rough estimate suggests the incidepce of
probably 200 000 cases of enteric infections per year of whiech half can be aseribed to inadequate
drinking-water and sanitation. Water-telated vector diseases, malaria and schistosomiasis are on
the increase in some areas of the Regiom. Population growth and the sudden influx of tourism in
the warmer countries have added to the stress on safe watar supplies.

Even in the more developed parts of rhe Regionm, there still exist serious shortcomings in
potable water supply and sanitation, particularly in the rural areas. Any defective supply,
whether the shortcoming is leakage or discontinuiry of gervice or poor operation and maintemance,
is a potential danger te health., Every effort should therefore be made to ensure that all supply
systems remain in continnous and effective operation; in this, disinfectionm will play a key role.

Industrialization, urbanization, and modern agricultural practices hgve resulted in water
gources being exposed to g wide ramge of potentially texie chemicals. In older communities with
lead plumbing, appreciable concentrations of lead ¢an oceur in the water.

It is essential for the provision of an adequate and safe supply ro protect both surface and
groundwater sources from pollurion, CGroundwater is particularly difficult to rehabilitare once
contamination has oeccurred, Naturally occurring substances such as arsenic and excessive
¢coneentrations of fluorides may pose publie health problems, and the degree of softness is even
considered ta be a faetor in cardiovascular disease. In such cases, speclal treztment of the water
may be required bafore use. Agrieultural practices, such as the rapidly increasing use of
synthetie fertilizers which has resulted in greatly ephanced levels of nitrates reaching
groundwaters, may have a serious impact on water quality.

Control of pollution of major water resources is not slways the sole responsibility of a
single nation. When rivers cross or comprise international bhorders, or where large aguifers are
shared by two or more countries, internatiomal collaboration bacomes essential.

The contamination of rivers, lakes and coastal waters may represent a hazard when they are
used as a source of drinking-warer, for bathing or for aquaculture. Enterie diseases and haepatitis
have been associated with swimming in pelluted Mediterranean waters snd sesfood harvested frem
contaminated areas has resulted in many cases of infection.
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Suggested selutions

This target could be achieved if all countries ansure that there is complete population
coverage by supplies of drinking-water which are compatible with the WHO guidelines for
drinking=-water quality and that effective pollution control measures have been implemented to
mrotect both fresh and marine waters.

Specific measures to reach this target would include sufficient investment to provide adequate
supplies of safe drinking-water for the population and effective menagement or maintenance of
collection, treatmeat and distribution systems, National strategieas are required for water
resources protection as part of overall water management and their implementation needs to he
entrusted to effeetive pollution control authorities. Particular stress should be laid on
preventing groundwater pollutien apmd the leaching of potentially toxi¢ materials from non-point
gources and from the dumping of hazardous wastes. Physical planning and land-use management can
have importanr influences on water quality.

Achievement of the targers would be facilitated by the development and implementation of
internationally binding agreements on the development and implementation by all coastal countries
of meagures to protect the quality of seawater, particularly in areas with bathing beaches or where
geafood ig harvested, The establishment of effecrive protocals and internationally binding
agreements for pollution control, between countries sharing common water resources, is also
important.

4.2.2 Air pollutiou

Target 21 BY 2000, ALL PEQPLEZ OF THE REGION SEOULD BE EFFECTIVELY PROTECTED AGAINST
RECOGNIZED BEALTH RISKS FROM ATR POLLUTION.

Problem atatement

In axtreme instapces, air pollution c¢an cause gerious illneas and loss of life. The
congequences of long<term exposure to low concentrations of contaminants are less well understood,
although the adverse health effects of sulfur oxides and particulates, nitrogen oxides and
oridants, and hydrocarbons, for example, are recognized. Expansion in the use of fossil fuels,
particularly coal, for energy production and rransportation, has led to considerable increases in
the discharge of sulfur and nitrogen oxides. Vehicular traffic in European countries has increased
by at least 30% in the last 10 years, producing harmful emissicus with both direct and indirect
impacts on human health. The trausboundary migration of sulfur and nitrogen oxides, togethexr with
cthey pollutants, is causing increasing comeern in northern and central Eurcpa.

Long-term climatic changes resulting from air pollution may ultimately have an influence on
human health and wellbeing, including the direct effects of increased carben dioxide emissiona en
atmospherie temperarure and the effect on incidence of skin cancers which it has been suggested
might result from the reduction of the pzone layer due teo aerosol propellants.

Indoor air pollution by pollutants generated cutdoora, emitted by building materials, or
generatad by man and his indoor activitiea, is 2 problem thar is becoming more acute with the
intreduction of new building materials and the trends towsyds a reductiom in ventilation ratres with
a view Lo saving anergy.

Suggested aalutioms

The attaimment of this rarget would require the strengthening of pational contrel of emissions
from industry, domestic premisas and motar vehicles and a substantial reduction in indecr air
pollutants. Legislative, economic and rechnical measures based on intermatiomally accepted
criteria will be needed to reduce the emission of pollutants. More effsctive international
agreements would progressively provide for adequate control over long-range air pollutants, such as
sulfur and nitrogay oxides. More systematie researel, inter alia through epidemiological
surveillance studies, ghould be garried gut te datermine the long-term health effects of alr
pellutents.
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4.2.3 Food safety

Target 22 BY 1995, ALL MEMBER STATES SHOULD HAVE SIGNIFICANTLY REDUCED HEALTE RISKZ FROM FOQD
CONTAMINATION AND IMPLEMENTED MEASURES TO PROTECT CONSUMERS FROM HARMFUL ADDITIVES.

Problem statement

Bacterial, parasitic, viral and fungal diseases can have adverse affects on human health. The
reporting of foodborne infectioms is inadequate: it iz estimated that ne more than 8% of acute
incidents are reported in most countries. The relationship between such diseases and the
availability of safe drinking-water and sanitation is well established.

Chemicals, whether from natural, industrial ot agricultural soureces, can adversely affact food
safety. The effacts can range from scute poisoning, to more long—term effects such as
carcinogenicity or reproductive damsge. Knowledge of the effects of the ingestion of low
concantrrations of potentially harmful chemicals is limited, yet technological treunds result in a
progressive increase in the number and ranmge of chemicals to which the population is exposed. For
example, recent monitoring programmes for cadmium in food have shown European levels to be ¢loge to
the weekly permissible dose. In addition, several hundred chemicals are used as food additives to
improve the quality and appearance of prepared foods: tozicelogical evaluation and systematic
gurveillance are of paramount importance.

Changing social habits, tourism, asud the entry of a large proportiom of the female population
inte the workforce have all led to dramatic changes in the patrern of food consumption. In some
countries, the majority of meals are now produced putside the home; wmass catering has replaced
heme cooking, leading to new problems related to changing methods of produckion, storage and
preparation.

Suggested solutions

The attairment of this rarget would invelve the zound design and strict enforcement of
carefully coordinated food safety control systems covering the production, storage, distributiom,
sale and use of food, and would require the employment of a well~trained and effective national
food inspectorate and of food safety surveillance teams. Furthermore, it will be essencial te
change public attitudes by means of informarion and education; food hygiene should be included in
all primary school currieula, In view of the rapidly growing international trade in food products,
national food safety regulatiouns should be based on those agreed internationally.

&,2.4 Hazardous wastes

Target 23 BY 1990, ALL MEMBER STATES SHOULD HAVE ELIMINATED MAJOR KNOWN HEALTH RTSKS
ASSOCIATED WITH THE DISPOSAL OF HAZARDOUS WASTES.

PFroblem statemant

Very large quantities of waste are generated within the Europesan Region. In the countries of
the European Community, for example, 2000 million toms are produced amnunally, of which about
30 million tons are conaidered te be hazardous. The chemical industry has expanded continuensly
for more than a century and wanufacturz of some of the most important substances has increased by
30% within the last 10 years; imevitably this has been accompanied by greatly increased production
of waste, some of which can pose a potential threat to health unless safe and contrelled measures
are adopted for its disposal.

A number of major incidents have occurred during recent years which have caused gross
contamination of so0il and groundwater; there have been many less dramatic cases where
unsatisfacrory methods of disposal have led to long-standing pollutiom and sometimes a danger to
health, Clandestine dispo=al te rivers and public sewers sometimes occurs. Ninety per cent of
hazardous wastes are disposed of by dumping and eoften the coutents and even the location of
disposal sites are unknown to the aunthorities,

In some countries, pasticides are often handled carelessly aand, sfrer use, partly filled
containers may be left to rot. Facilities are not always available for the collection and safe
disposal of hazardous consumer products guch as waste ¢il and household chemicals. Patentially
toxic materials sre often transported and stored witheut clear labelling and without adequate
precautions to prevent spills or seepage, In some counfries, there are no arrangements for
educating users of hazardous materials as to potential dangers.
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Suggested solutions

This target could be achieved if all countries institute comprehensive legislative,
administrative, technical and educative measyres for the safe handling, transportation and disposal
of hazardous wastes, including effective international agreements yelated fo tranafrontier shipment.

In some eases, technical measures will inelude the recycling of wastes, the manufacture of
naeful by-products, alternative methods of production or selection of alternative raw materials.

4.3 Improving environmental conditious

Inadequate living and working conditrions expose people not anly to physical, chemical and
biological pellution, but alse to many kinds of adverse psychological and se¢ial factors, perhaps
particularly in large population centres. In spite of major housing counstruction programmes 1n
almeoat all countries in the European Region during recant years, many millious of people still
continue to live ip conditions whiech do not meet basie eriteria for healthy living, suffering from
overcrowding, damp, and inadequate heating, and with no reasomable sanitary facilities, Health and
safety in the workplace is of major concern to most countries in the European Region, although
small groupa of workers do not always have access to the same protection as those employed in large
industrial units. It is the responsibility of the health sector to initiate and actively
participate in multisectoral efforts to improve the health condiriens of daily life in both home
and workplace.

4.3.1 Human settlemenrs and housing

Target 24 BY 2000, ALL FEQPLE OF THE REGION SHOULD HAVE A BEPTTER OFPORTUNITY OF LIVING IN
HQUSES AND SETTLEMENTS WHICH PROVIDE A HEALTHY AND SAFE ENVIRONMENT &

Problem statement

The enviromment of human getrlements is 3 basic factor im determining the physical and meantal
health status, the social wellbeing and, gemerally, the quality of life of the people who live in
them, Despite much improvement during the last few decades, enviroumental health conditions in

many human settlements in the European Region, and in particular housing conditioms, are often
totally inadequata.

The population growth rate of the Regiom as a whole is projected at 0.5-0.7% to the year
Z000. However, in some areas, especially arouynd the Mediterranean, there iz a much greater rate of
increase. Ar the same rime, there is g progressive movemaent of people from rural to urban areas,
thus inereasing the pressure on housing in towns gnd cities, Many millious of people in Europe
live in grossly substandard housing; it has been estimated that 34% of the population have less
than eight square metres of floor space, 427 of dwellings are inadequately heated, and 27% are
without basic sanitation. In some countries, a majority of the population do not have a flush
toilet, snd in some parts of the Region milligns live in shanty towns, The incidence of
respiratory diseases is regarded as related to such housing features as air quality and densgity of
oecupation. In Mediterranean countries there iz a significant link between poor housing and both
tuberculogis and enterie diseages.

Social trends have resulted in the decay of the inner city in some countyies with resulrant
overcrowding and indequate hygzienme. Migration, mainly from the southern countries, has placed an
increased burden on housing demands in some cities. Areas in the vicinity of poor housing are
often derelict and open to infestation by stray animals, rodents and insects.

In developed countries, the advent of air conditioning and epergy conservarion measures have
led to increasing problems related to indoer air quality. 1t is known that potentially harmful
ievels of radon, nitregen oxidesz, tobaceo smoke and formaldehyde can be found in homes. Some
chemicals arise from insulation techniques, seme arise from kerosene heaters, others from rhe
chemicals used in modern housing materials. As many Europeans spend up to 90%Z of their lives in
buildings, the health effects of indoor climate are clearly important.

Suggested gsolutions

+ This could be achieved if all countries took effective measures to reduce overcrowding in

houses, to ensure adequate means for hearing, lighting, cooking and hygienic digposal of wastes,
and to reduce community noise to acceptable levels.
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Community planning can have a major impact on the ereation of a healthy enviromment, including
such elements as traffic safety, the provision of recreational areas and the facilitation of human
contact and interactiom. In many countries, the health sector should be more directly involved in
housing and settlement plamning. Minimum housing standards should be defimed in relation to
health, including regulations for hygieme, safety, space, lighting and insulation. In accordance
with the provision of the International Drinking Water Supply and Sanitation Decade, all dwellings
should not only have a supply of safe water but also adequate means for the hygienic disposal of
wastes. Criteria for indoor air quality should be established. A special effort should also be
made to ensure the adaptation of building designs to meet the needs of the disabled and the alderly
and the requirements of harmonious family life.

4.3.2 Working environment

Target 25 BY 2000, PEOPLE OF THE REGION SEQULL BE EFFECTIVELY FROTECIED AGATNST QCCUDATIONAL
HAZARDS,

Problem statement

Satisfying work in a safe and pleasant enviromment is a source of health and wellbeing.
However, the physical and psychological working envirooment is too often respomsible for diseases
and injuries.

Many workers ate exposed ro toxic chemicals, harmful dusts and fibres, noise, and the hazards
of fatal or disabling accidents. In many European ¢ountries over the last tem years, there has
been little reduction in the incidence of aceidents at the workplace; in some, considerable
improvements have taken place. Iu certain industries, such as mining, quarrying, or comstructionm,
the frequency of accidents per number of hours worked varies remarkably among countries of the
Region. Clearly educatrion of workers and the implementation of regulations appear te be prime
factors. Small groups of workers, such as rhose employed on farms, comstruction gites snd in small
manufacturing plants, are oftem at most riszk.

The total incidence of sccupational disease in the Region is unknown, although the effects of
particular chemicals such as lead, arsenie, asbestes and vinyl chloride, and of processes such as
coal mining, stome quarrying and furniture making, are known in 2 number of councries. Deaths from

gecypational diseases such as asbestosis, silicosis, pneumoconiosiz, bysszinosis are also recorded
in some countries.

The inereasing employment of women - who now represent 30-40% of the civilian workforce in
Europe - has led to a need to identify and control the potential effects of chemicals on
reproductive processes. Mental disorders, hypertensive diseases and myccardial infarcetion have
sometimes heen linkad te psychological and social stress factars associated with certain working
conditious, changes in those condirions and unemployment. Noise levels can have a disturbing
affect on workers - emotionally as well as physieally: many countries have regulatad them (usually
at 85-90db(A)) in the workplace. In moat countries of the Regiom, occupakional health records are
inadequate and cannot clearly be related to overall morbidity and mortality statistics.

Sugpested solutions

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

Qecupational health services should embrace all places of work, including the home. In some
countries, it will be necessary to introduce training programmes for the various categories of
personnel zequired, It is important that workers, employers and the gemneral public should recaive
guidance on ways to improve working conditions and on the prevention of occupatiomal risks,
including their association with harmful elements of personal lifestyle, such as smoking.

Legislarion, economic incentives and improved amployer/employee cooperation should facilitate
promative and preventive measures, and registracion of workers and workplace exposure to
potentially harmful processes and materials should make praventive action easier. There will be i
need to pay special attention to high-risk vulnerable groups. Measures to reduce tisks might
include the introduction of safer procedures and in some cases the replacement or strict controel of

chemicals kaown to be dangerous, especially those having earcinogenic, terstogenic or mutagenie
effects.
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Methods and procedures for systematic monitoring of chemicals, dusts and fibres, and radiation
in the workplace will need te be strengthened. Internationally developed health eriteria for all
potential hazards should form the basis of risk assessment and the defining of control strategies.
Epidemiological studies and surveillance of workers' health will peed to be extended in many
countries of the Region.
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Chapter 5

APPROPRTATE CARE

Introduction

Earlier chapters have discussed the zelationship between wellbeing and the social, economic,
political and envirommentzl situations in which we live and work. Betrex nutrition, housing,
education and living standards in the Region as a whole have inereased life expectancy and reduced
many health risks, but urbanization and industrislization, in their turm, have contributed to the
development of new risks and new patterns of disease. Among other things, the number of people
living with chronic disabilities has increased, patterns of work and leisure are changing. and the
structure of the family and society is very diffevent from that two generations age.

Over the past 20 years, there has been a massive increase in the resources allocated to health
services in the European Region as a whole, and technological developments in medicine have been
unprecedentad. New equipment and therapies have greatly expanded the potential for accurate
diagnesis and effective treatment, and a whole variety of drugs has been added to the
pharmacopoeia. The quality of life for many patients with specific physical conditions or mental
illnesses has improved significantly.

Despite these real achievements, however, the healrh of people in Europe has not progressed as
rapidly as one would expect. Twe main factors appear to be ecrucial in analysing the causes for
this: rthe relative speed of development of the various components of health systems and the
balance between the different types of care provided. The most important frend in recent decades
has been a rapid increase in the hospital sector with regard to both overall capacity and the
degree of specialization. Most countries of the Region now spend betwesn 6% and 10% of GNP om
health care. In many of them, meney spent on hospital care already comsumes three quarters of the
health budger, and that share ig igereasing.

Advances in health technology have allowed the safe and efficient treatment of eertain
conditions in ambulatory settings, at home or in hospitals, However, these same developments have
also contributed to the increasing numbers of diseases, with serious and permanent sequelae, with
which peeple can now live. Support facilities to allow patients with residual oz reduced
capacities to function as mormally as possible are therefore increasingly needed, and there is a
great demand for rehabilitation and continuous care at home and im the community. The need f£oT
terminal care has grown, and we are jincreasingly forced to consider such issues as the quality of
life of the seriously ill, when to stop life support measures, and hew to let people die with
dignity.

Clearly, we are faced with the dilemma of what to do in an increasingly complex situation
characterized by the emergence of new health "problems" snd challenges, changing expectations,
developing capabilities, both within and outside the health sector, and finite resources.

In this context, primary bealth care is increasingly relevaut. Although the concept is mot
new, the philesophy of primary health care needs to be reiterated because of the way our health
care systemg have evolved during the last few decades.

In 1978, delegates from all ecountries attending the International Conference on Primary Health
{are in Alma-Ara proposed primary health care as the key to attaining health for all by the year
7000. The Conference on Primary Health Care in Industrialized Countries in Bordeaux, France, 1933,
was held in order to assess tha progress which industrialized eountries had made in implementing
the concepts put forth at Alma-Ata. While it was evident that much has been schieved since 1978, a
great desl of work remains to be done even for the most developed parts of the Evuropean Region of
WHO .

The primary health care concept as defined in the Alma-Ata Declaration has heen singularly
difficult to market in many industrialized countries. In Europe, primary health cgre is often
defined in a somewhat restricted way, being taken to gignify only physicians' services sought by
and provided to people at their first coutact with the hesglth system. Although such care is a
crucial component of primary health care, it ignores the role of other categories of health
personnel, such @5 nurses, midwives, dentists, pharmacists, etc., 2s well as traditionsl and other
sources of health care. Most important, the orientation of the health care system eften means that
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home care services, nursing homes and other support programmes have been under-funded and slow to
develop. All in all, there is a lessening involvement of people and communities in their own
health care.

Az a regult, many countries have health gystems which arve not as sengitive to individual,
family and community needs as they should be, thereby often causing feelings of helplessness,
angey, dependency and isclation. The philosophy of health for all calls for a significant
reorientatien of the health system, giving mere emphasis to integration and coordinatijon at all
levels of the health care system; & multisectoral approach to health promotion, prevention,

rehabilitation and care; and formal recognition of the greater role that individuals and
comminities can play in health-realated matters.

5.1 Priorities of a health ¢care system

5.1.1 Health care system bazed on primary health care

Target 26 BY 1990, ALL MEMBER STATES THROUGH EFFECTIVE COMMUNITY REPRESENTATION, SHOULD HAVE
DEVELOPED BEALTH CARE SYSTEMS THAT ARE BASED ON FRIMARY HEALTH CARE, AND SUPPCRTED
BY SECONDARY AND TERTIARY CARE A% OUTLINED IN THE ALMA=AT3 DECLARATION.

Problem statement

Although there are considerable differences among znd within countries of the Region, a
"centralized" notion of the rvole of the hospital has characterized the health care system in almost
every country during the last 40~50 years. The hospital was congidered to form the basis of the
system, providing leadership, controlling othar levels and generally exercising the main
responsibility for the entire spectrum of care,

In many countries, the concept of primary health care has not yet recesived mueh attention, and
little research has been directed at assessing needs or resources. In others, a great deal of
thought has been given to defining the functions and responsibilities of the primary, secondary and
tertiary levels, but less attention has been paid to integrating them into a coherent whole.

The organization of the primary health care level varies very much within the Region. In gome
countries, wel) coordinated teams of primary health care physicians, ourses and/or midwives form
the established and recognized first point of contact with the offiecial health system. In others,
#ccess Lo health care may be through general practitioners, specialists or nurses working all
alone. In many countrias, people belonging to gpecial zocial groups or living in special
geographical areas are still without good access to PHC gervieces, while in other instanees only

curative serviees are available, while preventive, health promotive, rehabilitative and care
services are lacking.

The organization of secondary and tertiary care levels also varies. In many places,
secondary-lavel district and local hospitala are part of 3 regionalized structure, cooperating with
primary health care and tertiavy units, In other countries, less organized systems are found,
bagsed in many cases on the services of individusl specialiasts working alome in the community, and
the tesponsibilities of the hospital may be poorly defined. A few Member States too small to
provide the full range of tertiary services meet their needs through cooperation with other

countries. In the large wmajority, however, tertiary services are found at the national level, and
in most at the intermediate lewel gag well.

A fundamentzl primciple of the health for all philozephy is that community participation i1s an
important process by which individuals and families can contribute to their own development and
that of the communjty. Community participation must take place within the context of each
country's political, social and economic struectures. At present, in some cases, it may be Lirtle
more Cthan an opportunity to air grievances and complaints, but in many communities it enables
people to become aetive participants in change instead of passive recipients of someone elsze's
decisions apd perceptions.

Suggested solutions

Since the health for all movement started, there has been a shift in orientation. All
countries partigipating in the 1978 International Conference on Primary Health Care at Alma-Ata
formally endorsed the concept that primazy health ¢are should engsure integrated healrh eare for
individuals, families and communities and that it should become the foundation of the warld health
care system. Secondary and tertiary care levals should be zeen in g supperting role, anly
fulfilling those diagnostic and therapeutic functions which atre too specialized or too costly to be
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implemented at the primary health care level, Furthermore, the crucial importance of actively
involving individuals and the whole community to participate in the planning and delivery of
primary health care was stressed,

In spite of this shift in formal policy, the situation in many European countries has net
changed all that much since the Alma=Ata Conference — s8 revezled by the 1983 European Primary
Health Care Conference in Bordeaux. This is not surprising considering the fundamental nature of
the changes which must take place, the deeply embedded nature of the present concepts, and the
powerful vested interests in mest present health care systems.

Building trust and confidence in PHC among the general public and prestige for it among health
professionals is perhaps the most crucial issue and one which requires a long—term, consistent
policy. Clear statements from political leaders that primary health care is to be considered the
true basis of the health care system must be followed through by effective measures which inerease
the prestige of primary health care persommel, counteracting the present widespread noticon Chat
primary health care is some lower quality type of care. The granting of Mspecialists rights" te
ganeral practitioners, the institution of professorships and the creation of research institutes
for primary health care, the starting of special medical journals for professional discussions on
primary health care issues, the creation of "model primary health ¢are areas' where new comcepts
can be demonstrated and given wide publicity, the preferential allocation of research funds to
PHC-oriented research under the auspices of national medical research councils and the laynching of
egrefully planned mass media programmes on primary health care, etc., are only some of the many
actions which muist be undertaken with consistency and force if basic change in public and
professional opinien is going to take place. In particular, extensive dialogue must be undertaken
with professional organizations - mediczl, nursiag, sociolegical, ete. = to obtain rtheir active
support for such change.

No less important is to develep a clear concept of what the programmatic content of primary
health cire should constitute, what the essential services to be delivered should be, what kind of
personnel should be involved, which rolas they should play, aud how they should cooperate with
individuals, groups and communities, ete. Special studies - done inm cooperation with the invelved
groups and communities = will need to be undertaken in many countries to clarify this issue amd to
develop the necessary legislation and regulations to support their effective implementation.

With those basic concepts in mind, a systematic planning exercise, covering all communities in
the country and involving local commmunities and health professional groups, should be undertaken in
order to develop a concrete plam as to how the theoretical principles should be turned into
practical realities in every community., HNeedless to say, such planning exercizes will have to be
organized guite differently in various countries, taking into account their political and
administrative systems, Subsequently, systematic changes need to be done with regard to the amount
of reseurces given to the primary health care sector, so that preferential allocation can be
snsured with regard to new investments and rumning costs.

Last but not least, in most countries extensive changes will have to be undertakem in the
present system of educating health personnel. To this end, 4 complete review of existing systems
for adueation of physicians, nurses, etc., will need to be dome. In so doing, the basic aim should
be that education and training will have as irs main goal to produce health persomnel for the
primary health care sector, and training comtent and methodology should be reoriented accordingly.
This will have important implicatiouns, e.g, for the place of training of undergraduates, which
increasingly should include exposure to primary health care settings and secondiry care level
hospitals - not only tertiary care institutious as is the case at present it most countries. Thus,
a much closer coordination of traiaming vequirements for health and secigl persomnel with the
national health development plans will be necessary, a task which needs considerable changes from
the current system in many countries, and how to do this in practice needs to be carafully studied
in view of prevailing political and administrative systems.

5.1.2 Rationzl and preferenrial distribution of resources

Target 27 BY 1990, IN ALL MEMBER STATES, THE INFRASTRUCTURES OF THE DELIVERY SYSTEMS SHOULD
BE QRGANIZED 50 THAT RESOURCES ARE DISTRIBUTED ACCORDING TD NEBED, AND SERVICES

ENSURE PHYSICAL AND ECONOMIC ACCESSIBILITY AND CULTURAL ACCEPTABILITY TQ THE
POPULATION .

Problem statement

The great difference in socioeconomic development, political systems and administrative
traditions among Member States of the Region has resulted in widely varied patterns of distribution
and crganizstion of institutions and personnel for health care. In some countries, a well







