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At its thirtieth session in Fez in 1980, the Regional Committee approved
the European Regional Strategy for Attaining Health For All. At this meeting
the Conmittes requested that specific regional targets be formulated to
support the implementation of the Regional Strategy. These targets are
developed to motivate Member States to get actively involved in reaching the
Health For All goal. They should be formulated so as to be inspirational to
them by suggesting levels of improvements tequirved in the health of the
population as well as ways of achieving them. They are thus te be avaluated
with these aims in mind.

The attached document presents a very preliminary and still incomplete
draft of such a set of targets. At this stage, the document aims only =zt
suggesting areas for target setting, providing some indications on the nature,
direction and magnitude of improvemenmts required, and indicating the type of
information needed to support each target. Partiecipants are thus invited fo
provide their views on those general issues. They should not at this point be
too preoccupied with the precise levels of targets and the suggested actions,
as much more anslyticel work is needed before such a level of precisien could
ba reached.

Over the coming months, the work will be continued to strengthen further
the epidemiclogieal analysis especially in areas in whiech dara are now lacking
most, build up seientifie evidences needed to improve the actions chapters in
the search for imaginative and efficient ways of reaching targets. Work will
a2lso continua on developing indicaters in support of the proposed targets.

Following this meeting and based on the views expressed by the members,
the document will be exrensively revised. It will be submitted in a
preliminary form to the Regiomal Committee at its 1983 meeting to obtain views
and guidance as to its gemeral orientation. A consultstion phase will
follow., Each country will be invited to comment and advice on the areas
retgined for rarget setting, levels of improvements indicated and actions
suggested. The EACMR will ecritically review each target to evaluate their
achievability in the light of scientific evidences. The targets will then be
reformulated to reflect the views and judgements expressed. The RHDAC will be
reconvened in spring 1984 for final comments, The document will be submitted
for approval by the Regional Committee at its 1984 meeting.
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PREAMBELE

Health is a Ffundamentzl human right. It is alse & crucially valuable resource: healchy
people can achieve their full potential, and healthy gocieties can reach maximum sogial and
economic development.

Tt was with this in mind that the Thirtieth World Health Assembly resolved, in May 1977, that
"the main social targe: of goveruments and WHO in the coming decades should be the attainment by
all citizens of the world by the year 2000 of a level of health that will permit chem to lead a2
socially and economically productive life"

With the firm commitment of both governments and people, heslth for all can be achiaved in the
European Region by the year 2000, To support this goal, the official rvepresentatives of the 33
Member States of the Europesn Region of WHO, meeting iu the thirtieth session of the Regional
Committee at Fez in 1980, approved nh?%§ first common health policy: The European Regienal
Strategy for Attaining Health For All'*/. Ar the Fez meeting, the Committee requested that
specific regional taérgets be formulated to support the implementation of the Strategy.

This deocument presents such a set of regional targets. It has three purposes:
- to describe the improvements needed in the health of the peeple in the Region so that, in
the year 2000, health for all could be said to have been achieved;
to show the direction and the amount of eollective affort that has to be made to achieve
the required improvements;
to provide a tool for the countries of the Region to momitor progress toward the gzozl =0
that the course of sction can be adjusted if necessary.

The document has three main parts: a definitiou of the overall improvements in health that
have to be made if we age to achieve health for all in Eurcpe by the year 2000 (Sectiom 1); an
sutline of the prerequisites for health (Section 2); and detailed targets for each of the four
areas of the Regional Strategy - lifestyle, envirorment, care, and support services {section 3-6),

The deseription of health improvements needed emphasizes two basic aims of the European Health
For All movement, First, it aims at increasing health as mmch as reducing ill-health. The targets
focus indeed on reducing death, disease and disability. Buk, they focus also at creating an
envirorment in which peeple can improve the qualiey of their lives by exploiting their own
potential and use their health to lead a socially meaning ful and economically productive life,
Second, it aims at decreasing the gross inequities that are glaringly evident among countries - and
often also within couatries — as regards people's opportunity to teaech and meintain fuli healch.

The prerequisites for health are those counditiens which are so fundamental that without thewm
pecple camnet be healthy, other social and econemic geals cannot be reached, and socieries
certainly canmot grow and develop. Thes¢ conditions are: freedom from the fear of war, freadom
from poverty and social injustice, sdequate food, basic education, safe water and sanitation,

adequate housing, the right to weork and to play 3 meaningful vole in seciery. By raising these
issues and their relevance to healrh, the heaith sector is joining its voice with others whose main

objectivas are to see thesa basic conditions fulfilled for all peopla.

The third and main part of the document, gégﬁs detailed targets grouped according to the four
¥

main elements of the European Regional Strategy adopted by the Regional Committee in 1930:

- to promote healthy lifestyles,

- to reduce the occurence of preventable conditions related to the physieal, social and
economic enviromment,
to resrient the health care system with more emphasis on primary health care, =nd
to provide the support required to make these changes possible,

(1) Rosolutiom WHA 30,43
Resolution EUR/RC 30Q/RB
document EUR/RC3D/8 Rev,2
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The targets set in the field of lifestyles would give people the necessary knowledge,
awareness, motivation and opportunity so that they freely want and have the incentives to choose a
healthy way of life. Individual lifestyles are to a great extent the product of the wider
political, social, cultural, economic, and physical enviromment. These targets therefors stress
the changes required in environmenta) conditions which influence individuyal and group behaviour so
aa to make the healthy lifestyle not only the first cheice but also the easiast choice. Emphasis
is then given to echanges needed in those environmental conditiens that in other ways are a2 risk to
health and against which the individual often has very little influence. A speciasl section is
devoted to targets for achieving the chanuges needed in health care and the health services. They
specify the basic functions and structure of the health system as well as the quality of servicas
it should previda. They also emphasise the services needed by groups whieh are more ar risk,
Finally, targets are set for the support measures needed if we are to reach the targets for
improved lifestyles, enviromment and health care. They concern politiecal, managerial, technical
and finaneial support, as well as the contribution raquired from research, human rescurces and
information aystems.

Many targets are statad in qualitative terms only but figures are given wherever possible®.
Targets expressed in percentage or rvate of improvement assume 1980 as the base year. All targets
should be reached by the year 2000, unless an earlier date is proposed. Throughout the document
aach target (typed in capital lerters) is preceeded by g description of the presenr situation and
79 followed by suggested actions for achieving the target.

The present difficult economic situation in Europe tends to lead to a loss of historical
perspactive as we concentrate on finding short—term answars to today's problems. This carries the
Tisk that present inequities will increase even more, with the weakest groups - who invariably have
the most problems -~ losing in the competition for resources. This would, in the end, not only
inerease inequitias in health and ether aspects of life, but alse lead to inereased costs of health

and social care and reduce the development potential.

Thua, a longer term, strategic view, as well as a strong commitment by bath goveraments and
people, are essentizl te aveid worsening of the situation, to improve the health proaspeacts of
future generations, and to reach our goal of Health For All.

2 Due to lack of informarion, many of the figures are approximatiens. Only occasionally is
a regional average based on dara from all the countries. Most are based on information from
27 countries and some from 22 only.
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1. HEALTH FOR ALL IN EUROPFE BY 1000

If all the people of the Region are to resch a level of health that would allow them to lead a
socially and economically productive lifa, two basic issues must be addressed.

the Firsr one is how to strengthen health and reduce disease and its consequences. Three main
ways of doimg this are proposed:
- to add years to life - by imcreasing life expectancy god reducing premature deaths;
- To =dd health te Liie - by reducing as much as possible disease and disability, and
- To zad Life to years ~- by ensuring the full development and use of people’s physical and
mental capacity.

Such achievements would help people now, and build better health for future generations.

The sacond bagic issue is how to reduce health inequalities between countries and between
socicmeconomic and ethnic groups within countries. Many of the targets give a minimum level rhat
all countries should reach by the year 2000, Im choosing the levels of targets care has been taken
to select levels which can be achieved either because they have already been veached by at least
some of the countries in the Region or because the necessary technology exists, Many targets also
give a rate of reduction that should be achieved between groups within eountries in order to reduce
present inequalities in health. Tnis rate of reduction might be the main focus for some councries,
especially those that may already have resched on average for most of their eirizens, the target
set for the Regiom as a whole, It is recegnized that all countries do not ar the moment have an
information system which can measure differences in health status between groups. For these
countries, priority should be given to redress this deficiency.

Adding yearsz to life

Fresant situation

In comparison to world standards, life expectancy in Europe is high. In 1980, the life
sxpectancy at birth was 70 years while in the developing parts of the world life expectancy is
often less than 55 years. Since the bepinning of the 60's, life expectancy in the 33 Member States
of the Eurepean Region improved by three years. Lf the same trend concinues, it should reach 74
years by the vear 2000 (ses figure 1 and table 1 in annex).

There are, howaver, very important inequalities in the Region. Life expectancy varias bestwesen
countries from 35 to 77 years, with four—fifths of the countries having already reached 72 years or
more. Mareover, the gap between the sexes is now seven years. On avarage men and women in the
Region may expect to live for 67 and 74 years respectively. 1In the past 20 years, in all countries
but ome, this gap between the sexes has widened, Very important inegqualities are also reported
between socioeconomic groups and geographical areas within countries.

By reducing these gaps and bringing the underprivileged countries and groups closer to the
more fortinate ones, it should be possible fo raise the life expeatansy at birth in the Region to
at least 75 years by the year 1000,

Target 1.1 BY THE YEAR 2000, LIFE EXPECTARCY AT BIRTH IN THE EURQPEAN REGION WILL BE AT
LEAST 75 YEARS; ®0O COUNTRY AND NO GROUP WITHIN A COUNTRY WILL HAVE A LIFE
EXPEGTANCY AT BIRTH OF LESS THAN 70 YEARS AND ALL COUNTRLES WILL HAVE REDUCED
BY AT LEAST HALF THE DIFFERENCE BETWEEN GEOGRAPHICAL AREAS; SQCIO-ECONOMIC
GROUPS AND S5EXES.

Suggestad actions

In recent years, depending on the country, between 20% and 40% of deaths have necurred before
the age of §5. Many of these deaths were due to causes that could have been prevented such as
conditions surrounding pregnancy and child birth, infections, accidents and = propartion of certain
camcers and cardiovascular diseases. The sbove target can be reached through a significanc
reduction in prematurs deaths, especially in those countries (and among these groups) hm which
these deaths occur most. Targets have been set below for different age growps, and the main areas
of action specified for each. Although premature death occurs at any age, in this document, the
focus has been on deaths from preventable conditions oceurring before the age of 63,
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1.1.1 Infant deaths

Prasent situation

About six hundred thousand infants in this Region die every year before reaching the age of
cne, and thers are gross inequalities in the chances of an infant living beyond that gge. In 1980,
the infant mortality rate in the Region was about 40 per 1000 live births. The difference betwaen
countries was enormous, however, ranging from less than 7 to well over 100, Children in the most
fortunate country have more than 18 times the chance of living chrough their first year of life
than these in the least fortunate country. Twenty-two countries had already got their infant death
rate down to below 20 per 1000 live birtha, while four had a rate higher than 30,

There are alse wide gaps between groups within countries, Many more infants die in rural
areas than in cities: some countriaes have reported g difference of more than 50% between town and
country. There are alse similar inequalities between socioceconomic and ethnic groups within
countries.

Az can be geen from Figures 2 and 3 in annex, the major causes of infants deaths are perinacal

problems, congenital diseases and diseases of the respiratory system, especlally pneumonia. In
countries with high infant mortality, the ocutstanding problems are dissases of the respiratory
syatem and diarthoea. In countries with low infant mortality, the majority of deaths are related
to birth injuries, difficulties in labour and anoxie and hypoxic conditioms.

Target 1.1.1 8Y THE YEAR 2000, NO COUNTRY AMD NO GROUP WITHIN A COUNTRY WILL HAVE AN INFANT

MORTALLIIY RATE OF MORE THAN 30 PER 1000 LIVE BIRTHS; COUNTRIES ALREADY BELDW 30
IN 1980, WILL HAVE RATE BELOW 15 PER 1000; THOSE COUNTRIES ALREADY BELOW 13 IN 1980
WILLL HAVE ELIMINATED SIGNWIFICANT INEQUALITIES BETWEEN GZOGRAPHIC AND S0CTIO-ECONOMIC

GROUPS ,

Suzzested actions

Priority should be given to preventing deaths due to diseases of the respiratory system,

infectious and parasitic disesses, and enteritis and other diarrhoeal diseases, This can already
be done, bur safes water, safe food and appropriate medical care at the primary leval are essential
if this carpet is to be reached, Baetter education of parents and a safer environmment would rteduce
unnecessary infant dearhs, suwh as those due to aecidents., Finally, appropriate antenatal and
neonatal care should reduce excess mortality from perinatal causes.

i.1.2 Materna) mortality

Present situation

The risk of 3 woman dying from pregnancy and childbirth is 10 per 100 000 live births in
several countries of the Reglon., In some countries, however, childbirth is significantly safer but
in others the risk is several times higher (see Fizure 4 Lin annex).

A similar variation has also besn reported between geographical areas in one developed

country. Where the rate is high, it is often dus to the consequences of abortion, while in other
places, pulmenary embolism, complications of anaesthesia, hypertensive disorders and uterina
haemorrage are among the leading ¢auses.

Target 1.1.2 BY THE YEAR 2000, NO COUNTRY AND NO GROUP WITHIN A COUNTRY WILL HAVE A DEATH RATE
DUE TO PREGNANCY AND CHILDBIRTH OF MORE THAN 50 PER 100 000 LIVE BIRTHS; COUNTRIES
ALREADY BELOW 50 IN 1920 WILL HAVE A RATE BEIOW 10; COUNTRIES ALREADY BELOW 20 1IN
1980 WILL HAVE ELIMINATED SIGNIFICANT INEQUALITIES BETWEEN GEOGRAPHIC AND
SC0CIO-ECONOMIC GROUPS.

Suggested action

One country has found that more than half of its maternal deaths could have been avoided 1if
both health services and the pregnant women had respected the proper standards of care . Clearly
perinatal services and proper education of women are the best ways to cut the maternal death rata,
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1.1.3 Deachs in childhood

Present situation

In 1980, the death rate for children aged 1 to 14 in the Region was about 30 per 100 000, with
rates of about 70 and 35 per 100 000 children aged 1-4 and 5-14 respectively. These figures vary
among countries from under 40 to almest 170 for the 1-4 age group and from abeut 20 Lo as much as
60 for the 5~14& age group.

Figures 5, 6 and 7 in annex show the main causes of death in echildhood, demonstrating clearly
that childrem in the least fortunate country have a five times higher risk of dying than those in
the most fortunate one.

Target 1.1.3 BY THE YEAR 2000:

- NO COUNTRY AND NO GROUP WITHIN A COUNTRY WILL HAVE A DEATH RATE ABOVE 70 PER 100 000 1IN
THE AGE GROUP 1-4 AND 33 IN THE GROUP 5-14;

- COUNTRIES AIREADY BELOW THESE LSVELS IN 1980 WILL HAVE A RATE LESS THAN 50 PER 100 000 IN
THE AGE GROUP l-4 AND LESS THAN 25 PSR 100 000 IN AGE GROUP 514,

- COUNTIRLES AIREADY EELOW THESE LATER LEVELS IN 1980 WILL HAVE ELIMINATED SIGNIFICANT
DIFFERENCES BETWEEN GEOGRAPHLC AND 50CIO~ECONOMIC GROUPS.

Suggested action

The regiomal rate could be cut drastiecally by reducing deaths from prevenrable condirions to
close the gaps betwaen countries as well as between groups within countries. Among the deaths that
occur between the ages of 14 and 5-14 respectively, over 30Z and 40X are accidental. Half of
thesa children are killed on the road and many others in the home. Preventive action is thevefore
nesded to protect children by better education of children and adults, adequate redasign of the
heme and street eaviromment and proper traffic control. Up te 254 of deaths among 1-14 year old,
and 107 from 5-14 are due to diseases of the respiratory system and to infectious and parasitic
diseases - deaths which could be prevented or cured by a good primary health care system. Despite
the availability of efficient vaccines children still die from poliomyeliris and measles. Much
more effective vaccination programmes are required. In some parts of the Region, safe water,
sanitation, adequats mutrition and the control of mzlariaz and other parasitic diseases are
imporcant foci for prevention and in all the sreas the technologies exist for sueh action.

L.1.4 Adolescent and adult mertality

Present situation

In 1980, che death rate in the age group 15 to 64 in the Region was about 373 per 100 000.
Depending on the country, it varies from 235 to 560 per 100 000.

Figures 8 and 9 in annex show the major causes of death and the variatien that exists between
the sexes and age groups.

The level and causes of death vary by age group., The death rare for people aged 15-34 is
approximately 95 per 100 000 with 130 for men and 55 for women. Close to 55% of the deaths in this
age group are due to external csuses such as accidents, poisoning and violence. Reoad traffic
accidenrs account for about 25% and suicide about 10% of all deaths.

The age group 3564 has a mortalicy rate of 623 per 100 000 people with about 335 for wmales
and 420 for Females. Ln females, cancer is the main cause of death (40%) with 10% accounted for by
breast cancer alens. This is followed by cardiovascular diseases (30%), and deaths from external
causes (7%), For men, cardiovascular diseases is the main killer accounting for almest 40% of
deaths, It is followed by cancer (27%) of which lung cancer rTepresents 2 third, and by desths irom
external causes (12%).

Wnile more men rhan women die at all ages, the greatast difference occurs in the age group
15-34. In a number of countries, the male death rate in this group is almost three times as hi gh
a5 thet of femalaes. This is mainly because there are many more accidents, poisonings and vielenc
deaths ameng men. In addition there are csuses related to lifestyle such as lung cancer,
cardiovascular diseases and eirrthosis of the liver,
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Target 1.1.4 RY THE YSAR 2000, NO COUNTRY WILL HAVE A DEATH RATE ABOVE 80 PER 100 000 PEOPLE AGED
15-34 AND 550 PER 100 000 PEQPLE AGED 35-64&4;
ALL COUNTRIES WILL HAVE REDUCED BY AT LEAST HALF THE CURRENT DIFFERENCE IN THE DEATH
RATES BETWEEN SEXES, GEQGRAPHICAL AREAS AND SOCIOECONOMIC GROUPS.

Sugzzested action

Any premature death is unacceptable, and those diseases and types of aecident which are more
important in a particular society may become iassues for setting natiomal targets. In a Regional
document, it seems more regscnable to conaentrare on those that are most important overall, and
some of these, with appropriate actions, are suggested below. Other actions, to reach targets
related to lifestyles, the envirvomment and the health services (dealt with later), will also help
this central aim of cutting death rates.

1.1.4.) Ischaemic heart disease

Present situation

Ischaemic heart disease is the leading single cause of death among males in the Eurppean
Region. It showed a steady increase of varying magnitude in most countries until the late 1960's.
This wpward trend continues in one third of the countries, being most marked in those which still
have 3 low level of ischaemiec heart disease., Since the 1970's, however, in a number of countries,
this rise has levelled off, and in others a downward trepnd has appeared, especially in younger age

groups. The difference between countries although diminished in the last 20 years are atill about
threefold.

A recent WHO Expert Cowmittee(l) has cencluded, on the basis of worldwide research results,
that a considerable part of ischaemic heart diseases cam now be prevented through community control
of riak factora. These are related in particular to tobacce, high blood pressure and high serum
cholaaterol.

Target 1.1.4.1 BY THE YEAR 2000, NO COUNTRY AND NO GROUP WITHIN A COUNTRY WILL HAVE A DEATH RATE
FROM LSCHAEMIC HEART DISEASE AMONG PEOPLE AGED 35-64 OF MORE THAN 130 PER 100 000;
COUNTRIES ALREADY BELOW 150 IN 1980, WILL HAVE A RATE BELOW 100; COUNTRIES ALREADY
BELOW 100 IN 1980 WILL HAVE ELIMINATED SIGNIFLCANT INEQUALITIES BETWEEN GEQGRAPHIC
AND S0CIO-ECONOMIC GROUPS.

Sugpzested action

Countrywide programmes should be organized for the primary prevention of ischaemic heart
digeases based on community control of risk factors. Appropriate technology for dealing with acute
isehaemic heart diseases at primary care level and in first level hospitals should be available and
acceasible to all, as well as modern methods of rehabilitatiom.

1.1.4.2 Cancer

Present situation

Cancer is the second largest cause of mortality in the European Regiem. Depending on the
country, it is responsible for 10% to over 20X of all deaths, with an average of about 18%., The
age—ad justed mortality rtates per 100 000 range from less than 200 to over 300 among men and from
about 110 te over 190 among women. Much of the natiomal variatiens in cancer deaths among men is
due to differences in lung cancer rates. In meost European countries, lung cancer is the Eirst
cancer killer for men and breast cancer for women, while cancer of the stomach c¢omes second fer
both sexes.

Cancer of the lung has been increasing in both sexes over the last two decadas. There is a
gimilar trend for breast cancer and for cancer of the prostate. Stomach cancer has shown the
oppasite tendeney and has been decreasing.

In zome countries many epidemielogical studies point to a variety of enviroumental factars
being involved in ecancer. Ameong the maip factera are tobacce, occupationmal hazards and alecohel and
probably diet, reproductive and sexual bahaviour. The mest important of these is tobacco and

(1) yHO Technical Report Sevies No. 678, 1982.
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sccording to recent estimates this may be regpongible for as much as 30% of all cancer deaths, of
which the most important, is lung camcer. It has been demenstrated in various groups in 2 mmber
of countries that if smoking is stopped there is a decline ip cancer deaths. After » few years
without smoking the Tisk of cancer among ex—smokers is hardly higher than that of life-time
non—smoKers.,

Early diagnosis is increasing the chance of cure. Recent findings from ome country in the
Region indicate that systematic screening of women aged 30-5% can substantially reduce the deaths
from cancer of the cervix uteri.

Target l.l.4.2 BY THE YEAR 2000, ALL COUNTRIES WILL HAVE:

- NO COUNTRY AND NO GROUP WITHIN A COUNTRY WILL HAVE A DEATH RATES FROM LUNG
CANCER IN THE 35-64 AGE GROUP OF MORE THAN 50 PER 100 000; COUNTRIES ALREADY
BELOW 50 IN 1980, WILL BAVE A RATE BELOW 33; COUNTRIES ALREADY BELOW 35 IN
1980 WILL HAVE ELIMINATED SIGNIFICANT INEQUALITIES BETWEEN GEQGRAFHIC AND
SOCIO-ECONOMIC GROUPS.

- NO COUNTRY AND NO GROUP WITHIN A COUNTRY WILL HAVE A DEATH RATES FROM CANCER OF
THE CERVIX UTERE IN THE AGE GROUP 35-64 OF N0 MORE THAN 11 PER 100 00O,
COUNTRIES ALREADY BELOW 11 IN 1980 WILL HAVE A RATE BELOW 7; COUNTRIES ALREADY
BELOW 7 IN 1890 WILL HAVE ELIMINATED SIGNIFICANT INEQUALITIES BETWEEN
GEOGRAPHIC AND SCCIQ-ECONOMIC GROUPS.

Suggested asctiom

Tobacco smoking should be discouraged and drastically cut (see section 3.3.1 on heaithy
lifestyles and smoking).

Early diagnosis of cancer of the cervix uteri will be achieved through the orzanization of
appropriate screening programmes bazed on primary health care, supported by effective treatment for

positive cgses.

More research is needed to assess the cost effectiveness of other cancer preventive programmes.

L.1.4.3 Accidents

Fresent situation

Depending on the country, death rates from accidents vary from 28 to 69 per 100 Qoo
population. Accidents cause from 2.4% to 7.2% of all deaths. From 40% to 68% of these accidental
deaths oceur in the sge group 15-64 .

Males aged 15-24 are most at risks: for them accidents cause 50% of all deaths, with a
particularly high dearh rate among wotorcyelists. Since 1974 twenty countries have registered an
averall reductiom in treffie fatalities by 15%, but this now seems to have reached 2 plateaun.

In the develaped countries the oumber of accidentsl deaths and injuries have declimed, but
because of improving health the relative importance of accidents as = cause of death and injury is
increasing, especially among children and young people, and the elderly. In developing countries,
with increasing industrializaciem, accidents anmd comsequential deaths and injuries are inereasing.

Target 1.1.4.3 BY THE YEAR 2000, DEATHS IN THE REGION DUE TO ACCIDENTS IN THE AGE GROUP 15-64 WILL
BE REDUCED BY AT LEAST 50%; NO COUNTRY WILL HAVE AN ACCIDENTAL DEATH RATE OF MORE
THAN 40 PER 100 000, AND OF MORE THAN 15 PER 100 000 FROM ROAD TRAFFIC ACCIDENTS.

Suggested action

Multisectoral accident control programmes should be set up, in which the various disciplines
would have clear responsibilities for preventing and managing sccidents, an epidemiological
surveillance system would use internationally accepted indicaters, and there would be effective
emergency services., Education and legislatiom should concentrate omi

- reducing risks caused by alechol and drug abuse,
= the uyse of protective devices,
- respect for speed limit and other safety regulatiema.
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Efforts of other sectors should ba oriented towards:
= the production of safer goods,
= safer and better maintzined vehicles,
- better rogds for the safety and protection of pedestrians and cyclises.

1.1.4.4 Stroke

Stroke is an impevtant cause of death in adults aged 35-64 killing about 55 per 100 000 meles
and 17 per 100 000 females. Varistion between the countries ranges from 16 to over 100, Striking
mostly older age groups, it also often leads to extensive disability and high health cate costs.
Tt is related te high blood pressure. It has shown a dacline in some cardiovascular disease
prevention programmes.

Targer 1.1.4,4 BY THE YEAR 2000, DEATHS FROM STROKE WILL BE LESS THAN .. PER 100 000 PERSONS
AGED 35-64,

Sugzested action

Carefully designed hypertension contrsl programmes, including esrly detectiom, should be
considerad for countries where hypertension is an important health problem. Primary health care
services should provide for appropriate rehabilitation for stroke patients. Intensified rasearch
iz required to disentangle problems of arialogy and search for more affective preventrive approachas.

1.1.4.5 Suicide

Present situation

In the last twenty years, most European countries have reported steadily increasing rates of
suicide gnd attempted suicide. The observed rates of suicide vary considerably between countries,
from 5 to 45 per 100 000 population, with more frequency in the older age groups and in males.
Attempted suicide is difficult to asseass as mamy are not properly reported. From hospital stydies,
the incidence has been estimated te be ground 230 per 100 000 for males and 330 for femamles, and
these rates geem to be remarkably cemstant from year to year. Half of those who attempt suicide
have done 3¢ before, and one=fifrh will attempt it again within 12 months.

Target l.1.4.5 BY THE YEAR 2000, DEATHS FROM SUICIDE IN ALL COUNTRIES IN THE REGION WILL BE LESS
THAN 10 PER 100 000 POPULATION,

Suggested action

The reduction in snicide deaths should be assaciated with a reduction in the frequency of
attempted suicide to less than 200 per 100 000,

The primary health care services should involve both health personnel and the community, in
the detection, assessment and care of those at risk {especially persons subject to depressive
illness, other psychiatric patients, alcoholics, and those having attempted suicide). Health
education of the publie, and training of hezlth professionals should inelude information on tha
causes and prevention of suiecide.

1.2 Adding health to life

Most peeple think of ill-healrh in terms of disease or impairment. What is important,

however, i3 not just the actual abnormalities or their relative frequencies, but whether they
restrict people in their normal activities (disability), or in their abilicy to fulfill their
gconomic and social roles (handicap). The challenge of the coming years iz thus to eliminate
diseases whenever the knowledge and technology are already available, and te deersase the incidence
af other diseases and reduce their disabling effects.

1.2.1 Eliminate selected disenmses

Pregent situation

A number of important diseases could he completely eliminated from the Region. The techuology
already exists. 1t simply needs the health services to deliver these technologies in an effective
way. This applies firsc of all to preventable infeetious and parasitic disesses.
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It is not possible to deseribe precisely the size of the problem because praventable
infectious disesses are not fully reported. Even the incowplete infermation which is gvailable
shows that it is a problem that should not be ignored. Arcund 1980 there were more than 100 cases
of weasles reported per 100 000 population in the Region and perhaps more thamn 1300 deaths per
vear. There were at least 1000 cases of diphtheria and 800 cases of poliomyelitis. In the last
five years there were more than 5 000 deaths from tetanus of whieh about 13% oceured in the first
year of life. Reported malaria cases decreased from over 115 000 in 1977 ta about 35 000 in 1980,
but they increased agaim in 1982 to over 50 000, Thalassemia occurs in seme areas around the
Mediterranean where the incidence and prevalauce is highly variable. A 14% Erequency of beta
thalassemia hecerozygote has been recorded in one part of one ¢ouatry.

Target 1.2.1 BY THE YEAR 2000, THERE WILL BE NO MEASLES, POLIOMYELITIS, TETANUS, CONGENITAL

RUBELLA, CONGENITAL SYPHILIS, DIPHTHERIA, THALASSEMIA IN THE MEWBORN OR INDIGENOUS
MALARIA IN THE REGION.

Suggested action

Systemacic vaccination can eliminate measles, poliomyelitis, tetanus, diphtheria and
congenital rubella. Indigemous malaria can be aliminated by a vigorous control pregramme through
well organized primary health care services. This should combine good epidemiclogical surveillance
with envirommental measures to reduce the breeding sites of mesquits larvae, insecticide spraying
against adult mosquitos, and the use of drugs to prevent and cure malaria. Congenital syphilis
could be eliminated through effective education, early diagnosis and treatment. Thalassemia can be
prevented through well designed comprehensive programmes which include public edycatien, screening
to identify carriers, genmetic counselling and antenatal diagnosis.

1.2.2 Reduce digesse and disability

Fresent situation

While the causes of deaths in the Regiom are usually clearly recorded aud analyzed, this is
not the case with disease and disability. A proxy medasure, relating to the use of health resources
- hospitals, outpatient departments and health personel — is often used. But, such data cannot
give a precise picture. First, becsuse the same resources are used to cave for different health
problems of varying severity. Secondly because different disesses and disabilities do not require
the same use of health resources.

A recent study in a developed country tried to find the major ill-health problems by
considering both their relative impact on the use of health imstitutioms and on the temporary and
permanent restriction of activities they cause to people. Based on such criteria, the major
digesse and disability problems were in rank order: diseases of the musculoskelatal system and
comnective tissues, cardiovascular disesses, diseases of the respiratory system, accidents and
trauma, mental problems, diseases of the digestive system and diabetes. To this list should be
added certain congeniral anomalies which create permanent disability and, in less developed
countries, infectious and parasitia disesses, which still cause much shert—-term and long-term
disability.

The general trend, at least in developed countries, has been an increase in the type of
diseases which result in disability and handicap. In fact, in ome country, between 1966 and 1976,
the number of people claiming to be limited in their activity because of ill-health has increasad
by a third. Even more striking is the 80% increase in the number of people reporting that they
could not carry out their main activity in life. The net result has been, despite an increase in
1ife expectancy at birth, a reduction or at best a stabilizatien ia the number of years that people
may expect to live free from disease and disability. This is estimated to be at present 2round
57 years for men and 62 for women.

The aging of the populatiom will also affect the total number of disabled persoms. In 1980,
about 12% of the population were aged A5 years and over. By the year 2000 they will be more than
17%. The numbers of the very old, those aged over 80 years, are also expscted to grow at a much
fastar rate. These changes by themselves are 2 positive result of premoting longevity. They have,
howevar, significant health implications.

Only about 1 or 2% of young people are physically disabled. This inereases to more than 303
among those aged 75 years and over. The proportion of people having difficulries coping in their
day to day lives imcreases from about 50% among these aged 60-64 years o more than 70% among those
azged 85 years and over.
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There is thus an urgent need to put at least as wuch ewphasis on reducing disabling diseases
and the severity of the resulting disability as on decreasing deaths. The aim is not just te
inerease the number of yearas thar people live but also the number of years free of disease and
disability.

Target 1.2.2 BY THE YEAR 2000, THE AVERAGE NUMBER OF YEARS THAT PEOPLE IN THE REGION WILL
LIVE FREE FROM MAJOR DISEASES AND DISABILITIES WILL BE AT LEAST (60}, AND AT
LEAST (80%) WILL REACH THE AGE OF &5 WITHOUT PERMANENT DISABILITY,

Suggested action

Targets already set for reducing the main causes of death (infectious and parasitic dissases,
disesses of the respiratory system, road traffic accidents and ischaemic heart diseases - sae
sections 1.1.1, 1.1.3, 1.1.4 and 1,2.1) will also reduce these important causes of disability.
Special attention is given here to health problems which, although they may resulr in death, are
significant causes of disability. They are, genetic disorders and congenital abrnomalies, diseases
of the museuloskeletal system and connnective tissues, mental disorders and occupational diseanas
snd acecidents.

1.2.2.1 Genetic disordars and conaenital anemalies

About 1% of children have chronic impairments or disabilitiea caused mainly by ceongenital
anomglies, mental rerardacion, diseases of the nervous gystem and sense organs and the rasules of
traumas. About 5% of the newhorm have congenital anomalies but only about 2% show major
malformations at birth. Up to half of thesze are due to genetic abnormalities, and 10% are due teo
teratogenic and other enviromnmental factors. Down's syndrome cecurs in about 1 per 1000
livebirths. It can ba gvar 1 per 100 Tivebirths from mothers over 40 yaars of age. The incidence
of digeases simply dus to a mutant gene varjes very widely. The most fraquent appears to be
familial hypercholesterolemia with 1000 affected individuals per 100 000 livebirths.

Target 1.2.2.1 BY THE YEAR 2000; THME PROPORTION OF CHILDREN BORN WITH GENETIC SYNDROMES AND
CONGENITAL ANOMALIES WILL BE REDUCED TO NO MORE THAN..... «« PER 1000 LIVEBIRTHS.

Suggegtad action

The early intrauterine diagnosis of genetic disorders and cartain congenital anomalies
requires rather elaborate genetic counselling services. These should be set up by the year 2000 in
a8ll countries except the least developed.

1.2.2.2 Dizaases of the musculoskeletal system and connective tissues

Present situation

Laimitation of mobility is the main czuse of disability. In younger ages this is largely due
to traumas and neurclogical disorders, while in advanced adulthood and old age impairments of the
musculeoskeletal system and connective tissues play the leading role. They include a variety of
diseases of different clinical manifestation and eriolegy.

The most common is osteoarthritis and rheumatoid arthritis. Dageneratriom of articular
cartilage already shows up on X-rays by the end of the second decade of life and can be seen in 90%
of people by the fourth decade. Symptoms causing disgbility are much less frequent, however, and
theumateoid arthritis cccurs in 1%-3% of people, being much more common in females.

50 called theumatic symproms and complaints are net uncommon even among yvoung adults and
inerease markedly with age. They are among the leading causes of work incapacity both in terms of
the number of people affected and, the number of working days lost. Although up to a half of the
complaints are of unspecified origin, about one quarter are due tao ostecarthritis amd one tenth to
rheumaroid arthritis. The rest are due to spinal condirions and miscellaneous forms of arthriris.
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Target 1.2.2.2 BY THE YEAR 2000, DISABILITY DUE TO DISEASES OF THE MUSCULOSKELETAL SYSTEM AND
CONNECTIVE TISSUES IN THE REGION WILL BE SUBSTANTIALLY REDUCED,

Suggested action

Preventing accidents is obviously the best way to aveid impairments of the musculoskeletal
svsrem and conpective tissues due to traumas (see section 4.1.2.7). More research i3 needed to
find ways of preventing rhneumatic conditions. As long as effective prevention is not possible the
main emphasis should be put on apprepriate pain relieving treatment and rehabilitation -

1.2.2.3 Mental diseaszas

Present situation

It is not possible to estimate with any degree of precisiem the volume of mental illne=ss in
the Region. Boths incidence and prevalence vary widely, depending on diagnostic cwitervia,
definitions, methods of case finding and the source of information. Data an admissions or
discharges from psychiatric hespitals are of limited value gsinca the mentally ill are often treated
in gemeral hospitals and care is based in the community - The most frequent out-patients ara those
with psycho—meurotic conditions while among institutionalized patiemts, the largest group (up to
50%) sre schizophremics, followed by senile psychotics, manie-depressive and alcsholic paychotics.

Figures for educational submormality, because of differences in disgnostic criteria and
case-finding methods, vary from 10 to 60 per 1 000, Mental retardation probably shows less
variation, especially profound and severe menta) retardacion, which is estimated at 1 or 2 per 1000
children.

Mental illness is an important public health problem. Not only is it one of the leading
causes of temporary and parmanent disability but it is alse linked to suicide attewpts and to
violent and anti~social behaviour.

Target 1.2.2.3 BY THE YEAR 2000, THERE WILL BE A SUBSTANTIAL REDUCTICN IN MENTAL DISEASE AND
DISABILITY.

Suggested action

Too little is known about the causes of mental illness. Intensified research is needed both
on biolegical factors (brain biochemistry) and external factor, related to the social enviromment
(work, stress including the social stress of unemploymemt, loneliness in medern socilety, etc,) and
the physical enviroment (housing and human settlements e,g.). HNevertheless, attaimment of the
targets specified under section 3 on lifestyles, especially those relating to soeial interactiom,
coping mechanisms and self-help groups, would eertainly lead to considerable improvement. Much can
also be done by improved primary health care, including better training of persounel to tackle
mentzl heslth problems in the community, exploiting the full potential of the community itzelf, and
restoring human dignity to such patients.

1.2.2.4 Qccupational diseases and accidents

Present situation

The amount of 11l health due te occupational disesse aud work accidents ig very difficult to
assess at the Regional level. It will vary fruvm country to countty, net enly according to the
quality of the work enviromment but also to the economic structure: how many people werk in the
various kinds of industry and agriculture. Morasver, the information, even if available, comes
from different sources and is presented in a variety of ways so that any systematic and comparable
presentation is not possible.

The data we have from a few countries indicate that the snoual rate of reported znnual
accidents af work and eccupational hazards im highly industrialized ceountries is & per 100 working
population and up to 10% of these result in permanent disability., The reported death tate varies
from I to over L0 par 100 000, Men have six times as many asccidents than women. The frequency of
acejdents that gecur gn the way to amd from work is about one—tenth of that ar work.
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Target 1.21.2.4 BY THE YEAR 2000, THERE WILL BE A SUBSTANTIAL REDUCTION IN WORK RELATED DISEASES AND
ACCIDENTS TO NO MORE THAN .......FER 100 WORKERS.

Suggested action

There should be good surveillance systems for occupational diseases, accidents and risk
factors at the work place, including the exposure of individual workers to toxic agents,
carcinogens and teratogems. They should be linked with the primary health care services. More
regearch is needed op risk factors and particularly those related to long term éxposures. The most
urgent priovity, however, is to get berter enforcement of existing preventive measures,

1.3 Adding life to years

A healthy life is more than life without disease and disability. Health is a positive asset,
which gives people, families and society the physical and mental ability to lead socislly
productive and satigfying lives. It is also health that provides the additional reservas of mental
energy and emotioval harmeny which are needed to cope with the stresses and challenges of life.

This positive zspect of health is embodied in the WHO constiturion which states that: '"Health
is a state of complete physical, mental and social well-being and not merely the absence of digeasa
or infirmicy"”,

Efforts to develop indicators of positive health show how difficult it iz to capture this true
meaning of the term "health” and measure it precisely. This is because the concept of health
includes not only cbjective elements of functioning, but also people’s subjective ideas about how
they feel. Perhaps each of us is best placed to assess fully whether our own health allews ua to
lead a productive and satisfying life and cope with stressful events as they occur. Research haa
shoun that z better prognosie of haalth or ill-health can be obtained by asking people how they
feel rhan by objective medical examination.

1.3.1 Improved satisfaction with own's health

Present situation

Meat countries in the Region do not routinely celleet data on people's perception of and
gatisfaction with their own health. Recently, however, some countries have developed surveys which
include such queations. In one country, approximately 2 in 10 people saw their own health as being
excellent, while 4 in 10 said they had a bad or relatively bad sctate of health. A survey in
snother country found that only about 55% of & random sample of the population aged 16 and over
sald their health was 'good' in the previous year. 1In 1977, a random sample of the population in
aight countries in western Europe found that 1/3 rated their health as "very geed”, 1/3 as "goad"
and 1/3 as "fait", "poor" or "very poor".

Target 1.3.] IN THE YEAR 2000, AT LEAST FOUR OUT OF FIVE PEOPLE LN THE REGION WILL PERCEIVE THEIR
HEALTH AS BEING GOOD.

Suggested action

Once moat of the targets in this document have been achieved there will be a very great
improvement in the objective state of physical health. But for certain groups of people ir will be
much more diffiecult to achieve some of the targets. Migranr workers, ethnic miporities, people
confined to institutions and the economically daprived, bacause of their partieular secial and
aconomic eonditions, may not have the same chance as others to maintain and enhance their
capabilities. Special care sheuld therefore be taken to provide the extra educational, physical
and, if necessary, financial means for them to be able to achieve # state of mental and social
well-being. There is also a need to develop more independence for these groups, so that they can
make better echoices for their own life situwationa.
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1.3.2 A better life in old age

Present situation

We are entering the age of aging. The effect of this on our societies should be viewed as a
triumph rather than as a problem. All human rights and privileges must be extended to aging people
who, by virtue of their life time struggle and hardship to ensure the development of our socieries,
have a special claim to a fair share of the benefits flowing from that development.

The use of the single word "aging” to embrace all the phenomens of growing old iz too
simplistic . There are three processes involved: the adaptation of body—regulation mechanisms, the
change in biological capabilities and the change in social roles.

The population described as aging is nmot & group with uniferm sbilities. Like younger people,
aging persons differ from ome another and the varigtion in individual capabilities increases with
age. From the health perspective, those aged 60 aud over comprise two gemeraticns: a younger and
generally fit group, and an extremely aged group that is egpecially vulperable to health
impairments.

Aging is alsoc often related to a declining social role and to the resulting soecial and
sconomic dependence. The longer & parson can gvoid becoming dependent, the louger he or she will
setain a sense of self-assurance, self-relisnce and self-rvespect snd avoid the feeling of

uselessuess and isolation experienced by many elderly people in our sociaties.

Although disability imcreases with age, the majority of aging people of today do not show
symptoms of wmental and physical decline, om the centrary, they rather enjoy a level of health that
paermits them ta c¢ontinue to lead a socially and aconemically active life.

The legzlly required or employer imposed age of retirement in many countries is no longer
consistent with these facts. Most aging persons are indeed able and would prefer to remain im a
productive accupaticn, but vetirement policies force us to discapd exwperienced and skilled human
resources that no society cam afford to leave untapped. This also has serious psychological
effects on those who are forced to retire without adequate preparation. Other decisions affecting
the elderly are also often made without them being cousulted even though they usually know best

what their needs are and how they should be provided for.

Most important is econowic security in old age. In many countries, a dispropertionately high
percentage of elderly are poor. Housing conditionms are alse erucial. Very many elderly Europeans
gpend the winter with the indeor air temperature below 15°C, Between 10% and 20% live in
apartments which do not have bathrooms or showers. Mote important, an increasing propertien of the
elderly live alone. The current proportion is particularly high for women, being around 50% for
those aged 60-64 years in many countries. Finally, public services are not easily sccessible to
all generations. This applies not only to the health gservices but alss Lo recreational and
educational facilities.

Target 1.3.2 BY THE YEAR 2000, ALL OLD PEOPLE OF THE REGION WILL HAVE THE FINANCIAL MEANE,
PHYSICAL ARBILITIES AND SOCIAL OPPORTUNITIES TO LEAD AN ACTIVE LIFE ACCORDING TO
THEIR OWN CHOICE.

Suggestad action

The well being of people in old age is determined by their conditions of life during earlier
years. Past inequities are perpetuated and even aggravsted with aging., Thus, the attaimuent of
the target for the slderlies depends on reaching earlier targets for reducing health inequalitias
at younger ages, e