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Executive summary

The World Health Report 1997

Conquering suffering, enriching humanity

Chromic diseases are
responsible for more than
24 million deaths a vear,
or almost half of the

global total.

The state of world health
Life expectancy, health expectancy

ramatic increases in life expecr-

ancy, combined wich profound

changes in lifesryles, will lead o
global epidemics of cancer and other
chronic diseases m the next two decs
ades. The main result will be a huge in-
crease in human suffering and disabilicy.
There is an urgent need to find ways to
reduce that coming burden,

Half a century ago, most people died
before the age of 50. Now, the great
majority live well beyond that age. Glo-
bal average life expectancy at birth
reached 65 years in 1996.

However, while extending our life
span is a desirable goal in itself, it is
much more so if it can be accompanied
by freedom from additional years of suf-
fering poverty, pain or disabilicy. Unfor-
tunately, for many millions of people,
there is as yet no such freedom. The
quality of human life is at least as im-
pottant ws its quantity. Individuals are
entitled to be concerned not se much
about their life expecrancy as their heelth
EAPECIATICY.

Health expecrancy can be defined
ay life expecrancy in good health, and
amounts to the average number of years
an individual can expect to live in such
a favourable state. It is vital to realize
that increased longevity does not come
free. Every year many millions die pre-
maturely or are disabled by diseases and
conditions that are to a large extent pre-
ventable. Longer life can be a penalty
as well ay a prize. A large part of the price
to be paid is i the curmency of chronic
disease, the main subject of this repore.

The heolth transition

As shown in The world health report 1996
— fighting disease, fostering development,
infectious diseases kill about 17 million
people a year and afflice hundreds of
millions of orhers, particularly in the
developing world.

In rhe indusrrialized world, infec-
tious diseases are well under control, [t
1s noninfectious diseases — particularly
cancer, circulatory discases, mental dis-
orders including dementia, chronic res-
piratory conditions and musculoskeletal
discases — that now pose the greatest
threat to health in developed countrics.
These are essentially the diseases that
strike later in life and which, as life ex-
pectancy incredses, will become more
prevalent.

Chronic diseases are respensible for
mote than 24 millien deaths & year, or
almost half of the global total. The lead-
ing causes are circulatory diseases, in-
cluding heart disease and stroke, cancer
and chronic obstructive pulmonary Jdis-
guse.

As life expectancy in developing
countries alao increases, so does the cer
tainry thar people will become more and
more prone 1o diseases thar are more
common among older age groups. Al-
ready, the outlook for mosr individuals
in the developing world is rhar if they
do manage to survive the killer infec-
rions of infancy, childhood and watu-
rity, they will become exposed in later
life to noncommunicable disenses,

This situation is known as the “epi-
demiological transition” — the changing
pattern of health in which poor couns
rries inherir che problems of rhe rich,
including not merely illness but atso the
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If the majority of chronic
diseases cannot as yet be
cured, the emphasis must
be on preventing onset,
delaying development,

reducing suffering, and

providing the supportive

environment to care for

those disabled by them.

harmful cffects of tobacco, alcohol and
drug use, and of accidents, suicide and
violence, It is alsc referred to as the
“double burden”, because of the con-
tinuing weight of endemic infectious
discases.

For richer, for poorer?

Increasingly, health ts influenced by so-
cial and economic circumstances over
which the individual has little contrel,
and over which the conventional health
sector also has little sway, As a result,
many countrics are now expericncing a
widening gap in health terms between
rich and poor.

The world health veport 1995 w bridg-
ing the gaps showed that infectious dis-
eases are more prevalent among poorer
and rural people, while middle- and up-
per-income urhan dwellers — whose life
expectancy is higher —are more exposed
to noncommunicable discases and con-
Jitions. Furthermore, as the gaps in life
expectancy clearly demonstrate, the
poor die voung, while the rich die old.

In rermy of serring global health pri-
oriries, therefore, the poor stand to hen-
efit much more than the rich from a
continued emphasis on infectious dis-
cases. Shifting prioritics significantly
away from infectious diseases towards
noncommunicable diseases would ben-
cfit the rich at the expense of the poor.
This would be in dircet conflict with the
poals of equity in health.

Any further improvemenrs in health
thus demand integrated, comprehensive
action against all the determinants of
ill-health. Countries, particularly in the
developing world, can no longer afford
ro deal with the double challenge of
these diseases one after another, as in
the past: they must combar them simul-
taneously, with the help of the inrerna-
tional community. These will be
challenges reaching far into the future,
but they must be confrented today.

Curing and caring

{One crucial and controversial difference
hetween infectious and chronic diseases
needs to be recognized. The history of
medicine and public health shows that

infectious discases can be cured — elimi.
nate o1 destroy the infectious agent, and
the disease is defeated,

The eradication of smallpox is the
supreme example, but many other in-
fectious diseases are steadily being con-
quered. This could not be achieved
without scrong community participation
— immunization campaigns, for example,
cannot succeed without active commu-
nity support.

Chronic diseases, with a few excep-
tions, have not so far lent themselves so
easily to cure. They are less open to com-
munity action. They do not spread from
person to person. Every case of chronic
disease represents a burden horne by one
individual who, depending on circum-
stances, may ot may not have access to
freatment ot SUpport.

This stark fact demands a realistic
response: if the majority of chronic dis-
eases cannot as vet be cured, the em-
phasis must be on preventing their
premature onsct, delaying their devel-
opment in later life, reducing the suf-
fering that they cause, and providing the
supportive social environment to care
for those disabled by them.

Today there are an estimared 380
million people aged 6% years or more,
some 220 million of them in develop-
ing countries. By 2020, projections in-
dicate that there will be more than 690
million and 460 million respectively.

Hazards of living

The development of chronic diseases is
seldom, if ever, due to one single cuuse.
In addition to inherited vulnerability,
many lifestyle factors are known to in-
crease the risks — factors such as smok-
ing, heavy alcohol consumption,
inappropriate diet, and inadequate
physical activity.

These factots are at least to some
extent within the control of the well-
informed individual. But there are oth-
ers over which the individual alone has
little comtrol, such as the effects of pov-
erty; poor reproductive and maternal
health; genetic predisposition; occupa-
tional hazards; and unhealthy living and
stressful working conditions.
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Many people are suffering and dy-
ing prematurely from chronie diseases.
This trend 15 serongly linked o lifestyles
which have undergone radical changes
in recent years — from physical, outdoor
labsour to sedentary wark, from rural life
s urbuan existence, from craditional diet
tor unhiealthy fouds, from negligible con-
samprion of aleohol andfor tobaceo 1o
daily or heavy consumption of one or
hoth,

Larer in life, hundreds of millions of
adules suffer from mencal illnesses rang-
ing from chronic depression to demen-
tia, and huge numbers are disubled for
muny years by musculoskeletal disorders
such as rheumatoid arthritls and oste-
QPUrosis.

Making a difference

This report examines chronic diseases,
and the facoors influencing them,
throughout the encire human life span.
Al gvery stage, opportunities exist for
prevention or treatment, for cure or for
cate. Major efforts have also been made,
and continue to be made in chese flelds,
in promoting healthy behaviour in in-
dividuals, in areacking risk factors, in
promoting health as a componenr of
social policies, and in protecring rhe
environment through pollurion contral.

A key approach o rhe preparation
of the teport has been rhe recognition
thut the impact of disease on the indi-
vidual is fundamental ro improving
health for the communicy,

The report considers aspecrs of
noncommunicable discases which ate
major causes of death or avoidable ill-
health and disubility — areas amenable
o measures thut have a direct and ran-
gible effect on individual healeh, thar
make @ Jifference, and make it sooner
rarher then later,

Chapter 1 of the report begins with
a 1996 update of the global health situ-
ation. [t then gives a brief description
of leading noncommunicable discases:
estitnates the global numberts affected by
rhem; identifics risk factors thart contrib-
ure to them; and cxplains the methods
of prevention, detection, diagnosis and
trearment. Together, these form a basis
for reducing and conquering suffering

and its soctal and economic burden on
families and society, and thereby enrich-
ing humanity.

The global situation —
1996 vpdate

The wortld population increased by more
than 80 million during the year, reache-
ing a total of 3800 million in mid-1996,
The child and adolescent population
grew by about 0.7%, the adult popula-
tion by 1.8%, and thar of the elderly by
2.4%,.

Between 1990 and 1993, ferriliy
declined more rapidly than expected, to
3.0 children per woman ingread of 3.1
as predicted,

The numbet of people aged 65 years
and above increased to 380 million, re-
flecting a 14% plobal ingresse tn that
age group between 1990 und 1995. Be-
tween 1996 and 2020, icis projected that
the over-63 population will have in-
creased by 82% plobally, abour 1 10% in
the least developed and developing
countries, and about 40% in developed
COUNITIES.

In 1996, life expectancy at birrh
reached 69 years. It has increased glo-
bally by about 4.6 years between 19850
and 1993 (4.4 years for males and 4.9
years for females),

Of more than 52 million deaths in
1996 worldwide, over 17 million were
ascribable to infectious and parasitic
distases; more than 15 million co circu-
farory diseases; over six miflion to can-
cers; and about three million o
non-specific respivatory discases, Ahour
40 million dearhs occurred in the de-
veloping world.

Cancer: the growing burden

Muore than 10 million people developed
cancer in 1996 and over 6 million oth-
ers already having the discase died of it,
The gradual elimination of some other
faral discases, combined with rising life
expectancy, means that the risks of de-
veloping cancer are steadily growing.
Ag most cancets wppuear in adules at
an advanced age, the burden of cancer
is much more imporranr than other dis-
eases in populations with a long life ex-

poctancy-

Major efforts continue to
be made in promoting
healthy behaviour, in
artacking risk factors, in
promoting health as a
component of social
policies, and in protecting

the environment.
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In 1996 there were an
estimated 17.9 million
bersons with cancer
surviving up to five years
after diagnosis.

Of these, 10.5 million

were women.

The cight leading cancer killers
worldwide are also the eipht most com-
mon in terms of incidence, Together,
they account for about 60% of all can-
cer cases and dearhs. They are cancers
of the hung, stomach, breast, colon-recs
tum, mouth, liver, cervix and oesopha-
gus. Although they do not share the
same risk factors, a few major facrors
dominate this group, namely diet, to-
hacco, infections, alcohol and hot-
mones.

The most ominous trends are in lung
cancer and breast cancer. Lung cancer
is not only the biggest killer and the
most common of cancers — almaost a mil-
lion deaths a year and over 1.3 million
cases — it ts also preventable, Globally,
B5% of cases in men and 46% in women
are due to smoking, Rates for men are
increasing in most countris, and rates
for women are rising rapidly in countries
where female smoking is long estab-
lished. As tobacco consumption is in-
creasing in tnany developing countries,
the lung cancer epidemic seems certain
to conrinue and grow.

Lunyg cancer is the most common
cancer in men in developed countries,
followed by prostate cancer.

In 1996 there were an estimated 17,9
million persons with cancet surviving up
to five years after diagnosis. Of these,
10.5 million were women, 3.3 million
of whom had cancer of cthe breast, cer-
vix or ¢olon-rectum. Among men, pros-
tate, colorecral and lung cancer were the
most prevalent,

Breast cancer kills 376 000 women
a year worldwide and there are about
900 000 new cases annually. Incidence
is increasing in most parts of the world.
In developing countries, breast cancer
is now almost as common as cervical
cancer, the leading female cancer in the
developing world. Unlike cervical can-
cer, however, breast cancer has no in-
fectious agent to explain its rising
incidenge.

Sromach cancer is the second most
common cancer worldwide and almost
two-thirds of all cases are in developing
countries, Colorectal cancer is more
commeon in richer countries but its in-
cidence is rising in some developing

nations. The majoricy of cancers of the
liver, mouth, oesophagus and cervix oc-
cur in developing countries, The risk of
developing those cancers that are typi-
¢al of higher socioeconomic groups -
cancers of the breast, colon and rectum
— ¢an be expected to increase with eco-
nemic development.

Circulatory diseases

Diseases of the heart and circulation -
cardiovascular and cerchrovaseular -
such as heart attacks and stroke, Lill
more people than any others, account-
ing for over 15 million deaths, or about
30% of the global total, every year.
Many more millions of people are disa-
bled by them. Many who die are under
the age of 65, and given today's in-
creased life span, these deaths are pre-
mature. A large proportion of them are
also preventable or avoidable — occur-
ring prematurely despite a wealth of
knowledge on how to reduce the risks
of contracting them. They cause grief
in families and are a loss of valuable tal-
ent that many countries need for cco-
nomic development.

Regarded largely as lifestyle disenscs
because smoking, chesity, unhealthy diet
and heavy alcohol consumption in-
crease the risk of developing them, cir-
culatory diseases were once thought of
as affecting exclusively industrialized
nations.

Now, as developing countries mod-
ernize, they are gradueally controlling
communicable disenses, and the life cx-
pectancy of their populations is increus-
ing. Unfortunately, the risks of
circulatory diseases are alse incrensing,
partly because of the adoption of life-
styles similar to those commeon in indus-
trialized countrics. These diseases arc
emerging rapidly as a major public
health concern in most developing
countries, where they now account for
ahout 25% of all deaths — 10 out of 40
million. In developed countries, almost
half of all deaths — mare than 5 out of
12 million — are attributable to them.

The most important cicculatory dis-
eases are hypertension, cotonary heatt
disease, cerebrovascular disense, and
cardiomyopathies, Worldwide, there are
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wwre deaths from cotonary heart disease
{7.2 million} than stroke (4.6 million),
but more than twice as many deaths
from stroke occur in developing coun-
rigs as in Jeveloped countrics.

In uddition, the developing world
still suffers from other heart condiclons
such as theumatic heart disease, which
is linked to poverty, and from cardiac
Jamage related to Chagas disease, a
parasitic illness afflicting about 17 mil-
lion people in Latin America, About
W% of those who develop chrenic
Chagas disense become incapacicated
because of heart damage that may also
lead o sudden death. Rheumaric fever
ts the most commeon worldwide canse of
hearr disease in young people, accounr-
itg for abour one-third of all deachs from
cardiovascular diseases.

The coronary heart disease epi-
demic began in Norrls America, Burope
and Austealasia in the early decades of
this century. In many industrialized
countries, death rates peaked in the
19605 amid early 19705 and have since
declined dramarically - by over 50% in
some countries. The world's highest
rates are now found in eastern and cen-
tral Europe,

[ecades of research have shown
conelusively that a number of determi-
nants — most of them associated with
lifestyle — operating from childhood
vnwards, are responsible for coronary
heurt discase. The term “risk factor” was
first used for this disense. The major risk
factors are high blood pressure, cipa-
rettessmoking, cerrain dierary habics
{patricularly excessive inrake of satn-
rared far), elevared blood cholesrerol
levels, lack of physical activiry, obesiry
and dinbetes, The primary prevention
of high blood pressure is crucially im-
portant in the prevention of deaths from
coronary heart disease,

High Elood cholesterol levels con-
tribute to deaths more commeonly wmong
women than men. The causes can be
genetic but are more usually related o
a diet rich in animal fats, Lack of physi-
cal activicy is the most prevalent modi-
fiable risk faccor in many industrialized
counfries.

Rhewumatic feverfrhewmatic heart
disease is the most common cardiovas-
cular disease in children and yeung
adults, currently affecting at least 12
million people, and causing 400 000
deaths a year. More than 2 million re-
quire repeated hospital admissions and
1 million will need heart surgery in the
next 5-20 years.

Stroke and other cerebrovascular
diseases are the second most common
worldwide cause of death, accounting for
more than 4.0 million deaths worldwide,
of which two-thirds sre in developing
countries. Mortality and morbidity oc-
cut mainly in rthe over-85 age group.
High blood pressure is the most com-
mon rsk facror; orhers are those men-
vioned for corotiary heart disease. Abou
ome-third of srroke parienrs die wirhin
six months of the event; most of these
deaths ocour i the first monrd. Survi-
vors may be severely disabled.

Hypbertension s the most common
cardiovascular disorder, affecting about
20% of the adult population. Tt is con-
sidered hoth us w disesse cutegory and
as ome of the major risk factors {or heart
disease, stroke and kidney disease. It is
particulatly common in elderly men and
women. The major risk factors are over-
weight, poor dietary habits, particularly
excessive intake of salt and alcohol and
inndequate physical activity, Several
genetic factors may also play a role,

Chronic nonspecific lung diseases

Chronic bronchitizs and emphysema,
usually considered together as chronic
obstructive pulmonary disease (COPRL),
and asthma are among the chronic non-
specific lung diseases which kil almost
3 million people a year. COPD 15 cspe-
cially prevalent among older age groups,
and deaths from it are expected o in-
crease significantly with rhe rise in
smoking and environmental pollution.

Respiratory diseases rank among the
three pringipal causes of workdays lost,
and COPLY 38 responsible for the major
ity of these. It shares with asthina char-
acteristics such as obstruction of the
respiratory passages, Asthma is more
prevalent in children, causes high mor-

Decades of research have
shoun conclusively that a
number of determinants —
most of them associated
with lifestyle —operating
from childhood onwards,
are responsible for

corongry heart disease.
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Diabetes is closely linked
with heart disease, kidney
failure and blindness; it
adversely affects the
outcome of pregnancy;
and it can give rise to
gangrene and limb

amputatons.

bidity and can be fatal even in young
people; ir can alio evolve into COPD.
The prevalence of asthma has been in-
creasing in recent years in both children
and young adules, for reasons that are
not clearly understond.

Diabetes mellitus

This disease is one of the most daunt-
ing challenges posed by chronic discases.
The number of sufferers is currently es-
timated to be about 135 millior; this
number is expected to rise ro almaost 300
mjllion by the year 2025. The main rea-
song are population ageing, unhealthy
diets, obesity and a sedentary lifestyle.
While the rise in cases will exceed 40%
in developed countries, it will be in the
order of 170% in developing countries.

Thabetes mellitus is a hereditary dis-
ease with two major forms: insulin-
dependent (IDDM) and non-insulin-de-
pendent (NIDDM). These terms ate
currently under review. In IDDM, the
pancreas fails 1o produce the insulin
which is essentiat for survival. This form
develops most frequently in children
and adolescents but is being increasingly
recognized later in life; sufferers are de-
pendent on daily injections of insulin.
Much mere commeon, WNIDDM accounts
for about 90% of all cases and occurs
principally in adults; in this form, the
body is unable to respond properly to
the action of insulin produced by the
pancreas.

Diabetes is closely linked with heart
disease, kidney failure and hlindness; it
adversely affects cthe outcome of preg-
nancy; and it can give rise to foot le-
sions which may progress to gangrene
and limh amputations. Recent research
provides clear evidence of the potential
for adequate treatment to delay or even
prevent these long-term complications
of the disease.

Nutrition-related disorders

Besides being disease entities, nurrition-
refated disorders are underlying facrors
in chromic diseases. An appropriate diet
is cssential in the aveldance of diseases
such as cardiovascular diseases, diabe-
res mellirus, cercain forms of cancer and

liver disease, and dental caties. A»n in-
adequate diet produces two main types
of metabolic nutritional disorder: pro-
tein-cnergy malnutrition and micronu-
trient disorders (mainly deficiencies).
Chronic undernutrition occurs when
leng-term food consumption. is insuffi-
cient to cover the requiternenrs for daily
energy expenditure; acute malnutrition
(wasting} occurs when food consump-
tion is suddenly severely reduced. Mal-
nutrition has been found to underlie
more than half of deaths among chil-
dren in developing countries,

Human genetics, hereditary
diseases and birth defects

In typical developed societies, congeni-
tal and genctic disorders are second only
to perinatal factors as the most common
cause of infant and childheod death,
Some of these disorders are hereditary,
including thalassacmia and sickle cell
disorder, Almost 70% of cases of the lat-
ter occur in sub-Saharan Africa.

Cystic fibrosis oceurs worldwide. Life
expecrancy in developed countries for
children with the disease has improved
however, thanks to medical advances;
but up to 95% of cases in Latin America,
for example, are never diagnosed.

Some 420 €00 people in the world
are estimated to have hacmophilia.
Until recently, the foremost cause of
death was haemotrhage; in the past dec-
ade, this has been overtaken by infec-
tions as the side-effects of treatment,
incleding HIV/AIDS and liver disease
secondary to hepatitis.

About 3 million fetuses and infants
a year are born with major congenital
malformations; the causes of about 70%
remain unknown.

Musculoskeletal diseases

Ofeen referred o as chronic rheumaric
diseases, musculoskeleral diseases in-
clude about 200 conditions affecting
joints, bones, soft tissues and muscles,
Together they amount to a huge burden
in pain and often crippling disability,
and consequently, huge costs in terms
of health care and lost productivity.
Among the most prevalent are theuma-
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todd arthricis and vsteourthritis, Parricu-
larly serious is osteoporosis, which with
{ts associated bone fractures is a major
cause of death, illncss and disabilicy.

Mental and nevrological disorders

The impacr of mental and neurological
disorders on society is likely to become
mute and more profound in future years.
Already, many hundreds of millions of
people are affected by some form of men-
tal diserder, from the relatively minoe
to the incurable and life-threatening;
many individuals suffer from several si-
multaneously.

Epilepsy, the most common nearo-
logical condition, afflicts 40 million peo-
ple. An estimated 45 million have
schizophrenia; an increase in its preva-
lence is expecred Jdue to a tise in the
proportion of the population moving
intw the age group at risk. Given its
chronic nature in the majority of cases,
schizophrenia imposes a burden not only
on the sufferers bur alse on their fumi-
lies. Inn many developing countrics, the
supply of cssentinl deags o treat this
condition cannot always be maintained,

Some 29 million suffer from demen-
tia, of which Alzheimer discuse is the
mest common form. Global popularion
ageing will inevirably result in huge in-
vreases in the number of ¢uses of demen-
ti. The risk of developing the condition
risex steeply with age in people over 60
the possibilities for prevention and
reearment are limited. Projections sug-
gest rhar Africy, Asinand Latin America
wogether could have more rhan 80 mil-
lion people with dementia by the year
2025,

Maoad disorders {including depres-
siom) are estimated o affect some 340
million people at any given time. [n the
Lnited States of America alone, the
yearly cost of depression is estimated at
U15%44 000 million, equal to the total
cost of all cardivvascular diseases,

Tubacco is estimared 1o cuuse three
million deaths a year primacily from lung
cancer and circulatory diseases. The use
of aleohol, illicit drugs and orher psy-
cho-active substances causes ar least 123
000 desaths annually, Alcohol is alse n-

plicated in crime, viclence, marieal
breakdown and major losses in indus-
trial producrivity. Amfetamines and
other psychostimulant drugs are increas-
ingly being used worldwide; in many
countries drug injection is becoming
More cominon.

Violence

In all its forms, violence has increased
dramatically worldwide in ecent dec-
ades. During 1993, ar least 4 million
deaths resulted from unintentional or
intentional injury, including 300 000
murders. Of che violent deachs, some 3
million were in the developing world.
In many countries, homicide and suicide
account for 20%-40% of deaths in males
aged 15-34. In half the couneries of Latin
America and the Caribbean, homicide
is rhe second leading cause of death in
people aged 15-24, It is more frequent
among men und increases in direcr re-
lationship with age, and is closely asso-
ciated with depression, personaliry
disorders, substance abuse and schize-
pheenia.

Occupational and other risks

The figures seem like the casualties of a
major war: ac least 200 000 killed, more
than 120 million injured, However,
these losses onccur not on a battlefield
but in the workplace. They are only part
of the much widet impact of health haz-
ards ut worke, The links between alco-
hol and work injury are of rising
concern, There may be up to 160 mil-
lion cases a year of occupational diseases
stemming from exposute 10 chemical,
bialogical and physical agents, and other
environmental hazards. Surveys show
increasing exposure to psychoelogical
stress at work,

There are of course alse hazards at
home: among unintentional injuries
falls kill more people than anything
except traffic accidenty, and most falls
vccur at home, as do most Jearhs from
burning. Most injuries 2t home are sus-
ramed by children under five and eld-
erly women. Those at highest risk from
road accidents are mororeyele riders;
hesd injury is a major cause of death und

Some 29 million suffer
from dementia, of which
Alzheimer disease is the

most common form.
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Since chronic conditions
have a number of
common risk factors,
WHO adopts an
integrated approach to

their prevention.

permanent disability, the risk of which
can be markedly reduced through the
wse of crash helmets.

Other issues

Blindness. An estimated 180 million
people worldwide have visual impair-
tnents, of whom nearly 45 million are
blind, four out of five of them living in
developing countries. About 80% of
blindness is avoidable (treatable or po-
tentially preventable), However, a large
proportion of those affected remain
blind for want of access to affordable eye
care. Blindness leads not enly to reduced
cconomic and social status but may also
result in premature death. The major
causes of blindness, and their estimated
prevalence, arc cataract (19 million),
glaucoma (6.4 million), trachoma (5.6
million}, onchocerciasis (0.29 million).

Some 121 million people are esti-
mated to have u disabling hearing im-
pairment, There is an urgent need for
more, accurate population-based data on
the prevalence and causes of hearing
impairment, so that countries may set
priorities and determine needs. As more
countries conduct surveys, WHO col-
lates the information so that an accu-
rate global picture is progressively
revealed.

Oral health. Dental diseases are
chronic and adversely affect quality of
life, cspecially in the elderly where they
may have setious adverse effects on nu-
trition, Although great progress has
been made over the last 20 vears in
combatting them, dental caries and peri-
odontal disease remain the most preva-
lent. Caries, ot tooth decay, is the more
prevalent of the two.

WHO’s contributions to world
health

Chronic conditions

Since chronic conditions have a number
of common risk factors, WHO adopts
an integrated approach o theit preven-
tion through the INTERHEALTH

project. Genetic factors, for example,

play an important role in Jetermining
individual susceptibility to various types
of cancer and ta diabetes mellitus, car-
diovascular diseases and hereditary dis-
orders. WHO) has set up such integrated
programmes in all regions of the world,
In Eutope, the countrywide integrated
noncommunicable discases intervention
{CINDD) programme now covers 24
countries; based on the e¢xperience in
the CINDI network, a special action
plan has heen developed with the aim
of building capacity for preventing
chronic diseases in eastern Eutope. In
the Americas, there is a similar project
known as CARMEN, which focuses
mainly on cardiovascular diseases bat is
also concerned with Jiabetes, cervical
cancer and injury prevention,

The International Agency for Re-
search on Cancer (IARC) coordinutes
and conducts epidemiological and tabe-
ratory rescarch and risk evaluations that
form the basis of scientific strategies for
preventing cancir. In 1996 the Agency
published monographs on the carcino-
genic risks posed by printing inks and
printing processes; by some pharmaceu-
tical drugs, including tamaxifen; and by
retroviruscs, including HIV, Other pub-
lications dealt with cancer chemo-
prevention, cancer incidence and mor-
tality, and fibre carcinogenesis,

The 10-year-old, 26-country
MONICA project continues to mai-
tor trends and determinants of civeula-
tory diseases and measurcs the
effectiveness of interventions. During
1996, WHOQ disseminated the first five-
year trend data on risk factors and inci-
dence of hearr artacks and strokes, and
made available protocols and a training
manual for monitoring cardiovascular
risk factors in developing countrics, as
well as guidelines for promoting physi-
cal activity as part of a prevention strat-
egy. The Organization also published a
regional plan for control of cardiovus-
cular diseases and specific guidelines for
countrics in the Eastern Mediterranean,

During 1996, WHO conducted a
study to derermine the worldwide preva-
lence of diabetes mellitus, 1t conchuded
that approximately 120 million people
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are currently affected, and thar chis fig
ure will more than double in che nexr
25 vears, The theme of World Diabetes
Day, “Insulin for life", highlighted the
conrinutng unavailabiliry and unafford-
abiliry of rhis essential medicarion in
many of the worlds poorest countries.
WHCY ser up a compurerized informa-
rion sysrem (DTABCAREY, and issued
(with the Intermationud Diabetes Fed-
eration puidelines for the management
of non-insulin-dependent diaberes
mellitus in Africa, and developed a plan
fur diabetes conerol in the Eastern Medi-
ferTAnean.

The Organization continued to sup-
port studivs of prunary prevention ap-
proaches for a variety of hereditary
disorders including familial hypercho-
lesteroluemia, haemophilia and cystic
fibrosis. A landmark technical report,
Coneral of heveditary diseases, was pub-
lished in 1996,

WHOs work in 1996 on the epide-
mivlogy of mental and neurological dis-
erders included a study of the
provalence, severity and cost of neuro-
lorival disorders such gy dementiy,
stroke, epilepsy and headache. An in-
rernarionally accepred nomenchature
b been rranslared inro 25 languages.
A WHO eollaborarive projecr in 14
counrties showed thar one in four adulrs
visiring a peneral docror had s current
and diagnosable mental disorder, and
only 1% of peaple with such disorders
receive specinlized care. The Oreaniza-
tiom has prepared simple, user-friendly
versions of diagnostic and treatment
puidelines for the common mental dis-
orders. WHO and the International
Lenpue against Epilepsy snnounced o
worldwide campaign against epilepsy in
1996,

The Organization studied global par-
terns of substance dependence and ana-
lysed its health and social consequences.
Acrion to fighr smoking is a cenrral pri-
ority for the CINDI programme in Eu-
rope, which organized a smoking
cessarion campaign in 1996 in which 24
counrries parricipared and some 70 000
sinokers reglstered. A conference on al
cohol dependence with participanis

from 46 countries adopred a Buropean
Charrer sercing our basic erhical pringi-
ples and action strategies. WHO has o
global epidemiclogical surveillance sys-
tem to assess and describe pattemms and
trends of psychosctive substance abuse
together with the health consequences
ard national policy responses.

WHO prowmotes community-based
rehabilitation as s compoenent of pri-
mary henlth cure, and in 1996 the Or-
SATILIALION close
cooperation in rhis area wich 100,
UNESCO, organizations for che disa-
bled and other international nongov-
crnmental organizations, Qver 80
countries have programmes, which are
now tending to broaden cheir focus o
cover “persons with social disadvan-
tages” or “persons more in need” and to
include vulnerable and special popula-
tion groups such as displaced persons
and war victims, WHO trained senior
petsonnel from 26 counrries in manag-
ing communiry-based rehabiliration, is-
sued training marerials, and conrinued
with a major tevision of the Interna-
tional Classification of [mpairments,
[Disabilities and Handicaps.

Health of aduits and the elderly

WHCO emphazizes the concepr of
healthy ageing and sreesses the need o
avoid compartmenralizing older persons
in “rhe elderly” catepory. In 1996 1 is-
sued guidelines on healthy ageing, wirh
emphasis on acrive ageing. The Organi-

continued 1ty

zarion also developed a conceprual
framewotk for establishing the priority
arems for research on ageing and health
wotldwide. WHO collaborared in the
internarional conference in 1996 which
culminated in the Brasilia Declaracion
on Ageing,

In Africa, WHO cosponsored the
first forum on teaching reproductive
health in medical schools and other ba-
sie training mstitutions in 16 countries,
and launched a training curriculum on
this subject. The Organization also made
recommendations on the medical crite-
ria for prescribing various contracep-
tives, and supported research on
contraception for men,

WHO emphasizes the
concept of healthy ageing
and stresses the need to
avoid compartmentalizing

older personsin “the

elderly” category.




500 million immunization
contacts with children

were made during the

year. The Organization

enables the provision of
sufficient quantities of
high-quality affordable

vaccines to be sustained,

Health of women

WHO cooperates with countrics in im-
plemenrting narional plans for safe
motherhood and has data banks on
telated subjects which are a source of
up-ro-ate information and contribute
to the development and maintenance
of standards and normative guidelines.
In 1996 WHOs midwifery education
modules for health workers were ficld-
tested and were alteady inm use in a
number of countries. The Organization
gave technical support to reseatch
projects aimed at reducing the morbid-
ity and mortality assaciated with child-
birth.

In 1996 WHO held a consulration
on violence against women and carried
out a multicountry study on the preva-
lence, health consequences and risk fac-
tors of such violence, especially in the
family.

Health of adolescents and school-
uge children

WHO developed its lite skills education
project, which assists education authori-
ties to introduce problem-solving, com-
munication and interaction skills into
scheol curricula, In 1996, teachers’ un-
lons in 18 Latin American countries
benefited from programmes for the
training of trainers based on the WHQ/
UNESCO resource package School health
education to prevent AIDS and ST

In 1996 WHO signed a memoran-
dum of understanding with UNESCO
and the Intetnarional Sogiery and Fed-
eration of Cardiology to establish ajoint
prevention and health promortion
project on the subject of rhewmatic fe-
ver and rhewmatic heart disease. WHO
und AGFUND supported an intensified
programme on the prevention and con-
trol of these conditions in China, the
Philippines, Tonga and Viet Nam.

A school feeding manual on health
and nutrition was completed, providing
guidance on the design and implemen-
tation of school feeding programmes; it
sets out nutritional principles for estab-
lishing food requirements in schools and
for undertaking other school-based
health-relared activities,

Child health

In order to help monitor and prevent
protein-energy malnutrition, WHO
published an expert committes report,
Physical status: the use and interpretation
of anthropometry. This and the Organi-
zation's global data base on child growth
and malnutrition (now also accessible
on the Internet) have hecome standard
reference works for those active in this
field. Trace elements i human nutrition
and health, also published in 1996, de-
scribes the global status and assessment
of deficiency and excess of 19 vrace ele-
ments.

To combat indine deficiency, WHO,
in collaboration with other interested
agencies and organizations, has pro-
moted salr jedization, for which pro-
grammes now exist in 110 countrics.

The WHO/UNICEF Integrated
munagement of childhood illness strat-
ey provides a systematic process for di-
agnosing and treating diarchoea, acure
respiratory infections, malnutrition (in-
cluding breast-feeding problems), mea-
sles and malaria, which together are
responsible for approximately 70% of all
child deaths, In 1996, six African coun-
tries were already implementing the pro-
gramme.

As a result of WHO activities, 500
million immunization contacts with
children were made during the year. One
of the Organization’s goals is to enable
the provision of sufficient quantiries of
high-quality affordable vaccines to he
sustained; to this end, a network was
established in 1996 1o train staff of na-
tional control authorities.

Infectious diseases

The Joint United Nations Programme
on HIVIAIDS (UNAIDS) became op-
erational on 1 January 1996, WHO, one
of its six cosponsors, provides epidemio-
logical and rechnical support chrough
epidemiological surveillance. Publica-
tions in 1996 dealt with HIV/AIDS
counselling, action for children affected
by AIDS, and combined infection with
HIV and tuberculosis.
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In the fight against tuberculosis,
WHO continued to promote the di-
rectly observed treatiment, shore course
([RITH). By the end of 1996, aver 80
Member Stares had adopred or were
heginning to use the DOTS strategy,
with un increase in cure rates to 0% in
BT COUNETICS,

WHO works with ministries and
donors in developing countries to en-
sure continued financial support to
countrics where malaria is endemic.
With this support the Organization in
1996 provided training in epidemic con-
rrol, trained enromologists in selective
vector conrrol, gave rechinical assistance
for malaria prevenrion and conrral, and
issued guidelines for malaria concrol
amaony refugees and displaced persons,

WHO, by collecting information at
the plobal level, assists countrics in de-
fining high- priority zones for leprosy
conreol and in mebilizing adequate re-
sources for this purpose. During the year,
the leprosy eliminarion campaign, with
different rarget dates for ¢limination in
different regions and countries, contin-
uex! to be implemented by national staff
with technical cooperation from WIHO
andd other agencies and with the in-
volvement of community volunteers
and general heslth workers.

Promotion and pretection of health

WHO encourages che adoption of
healthy lifestyles. For this purpose a
Five-year action plan, leading health pro-
maotion ingo the 21st century was launched
in 1990, lt focuses on advocacy for
health, empowerment of communiries
and desien of media srraregies for healrh.

Safe food and good nurrition are cor-
nerstones of socineconomic develop-
ment. In 1996 outbreaks of infection
with che foodborne parhogen entero-
haemorthagic Escherichia coli occurred in
fapan and the Unired Kingdom. WHO
kept the international public health
community informed by lssuing arcicles
anud fuct sheets on this and other emerg-
ing foudborne discases,

Human health continues to be ad-
versely affected by many environmen-

tal factors, ranging from climate change
to water supply. [n 1996, the Inrergov-
ernmental Panel on Climare Change, in
which WHO participates, was instru-
mental in securing new international
commitments to deal with the roor
causes of global climare change.

The WHO Healrhy Ciries pro-
gramme conrinued to expand during the
yeat. A dialogue on healrly and human
serrlements was convened, which
stressed rhe participatory approach and
the impotrant role of local suthorities
in addressing health and environment
issues tn urban areas, World Health Day
1996, on the theme "Healthy cittes for
betrer life”, involved over 1000 partici-
pating cities around the world.

WHO is the execuring agency of the
International Programme on Chemical
Safety (IPCS), operated jointly with
ILO and UNEP. [n the field of assess-
ment of tisks to human health and the
environment from exposure to chemi-
cals, validated information was pro-
duced in the form of internarional
chemical safety cards, dara sheers on
pesticides and the classificarion of pes.
ricides by hazard. Over 30 poison infor
mation monographs and 14 1reatment
guides were reviewed and finalized. All
IPCS publicarions are now available on
CD-ROM. A training project for deci-
sion-mazkers and risk managers was
launehed in 15 developing countries in
Africa, Asia and Latin Ameriea,

Health services and health policy

WHO provided suppott to Member
Srares on health systems ssues such as
development of medical cooperatives,
integration of health activities in agri-
cultural projects, and basic healch serv-
s

A mgjor gosl for WHO is ensuring
access o and availability of essential
drugs and vaccines at low cost, their
rarional use, and their quality and safety.
In 1998 the Maodel list of essential drugs
was updared having regard ro the in-
creasing problem of resistance ro
antimicrobials, WHO provided support
ta aver 30 countries, covering all ele-

EXECUTIVE SUMMARY

Amagjor goal for WHO
is ensuring access to and
availability of essential
drugs and vaccines at low
cost, their rational use,
and their quality

and safety.
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WHO promotes strategic
alliances with the
international scientific
community, organizations
within and outside the

United Nations system,

and nongovernmenial

organizations.

ments of national drug policies. Mare
than 110 countrries now have an essen-
rial drugs list, and some 60 have formu-
lated, and are implementing, a national
drug policy.

In the arca of bleod safety, the Or-
ganization perdected its simple rewsable
haemoglobin colour seale, developed a
device that salvages paticnts’ blood lost
in trauma, devised a blood cold chain
to ensure the safety of blood and blood
products from donor to recipient, and
organized three regional workshops us-
ing WH(Ys distance learning materials
on safe blood and blood products.

In the area of health personnel,
WHO developed a numsing management
system in the context of national hu-
man resources information systems. A
comprehensive aystem for the manage-
ment of the Orpanization’s fellowships
prograrme was completed in 1996, Sev-
eral global, repional and national initia-
tives were taken during the year to
promote coordinated changes in health
care and health professionals’ practice
and education, such as setting up edu-
cational development centres, establish-
ing an international working parry
involving training schools, and issuing
guidelines to develop an interface be-
rween healch care, medical practice and
medical education.

During 1996, WHO continued to
promote and strengthen partnerships
for health, that is, strategic alliances
with the international scientific com-
munity, intergovernmental organiza-
rions within and outside the United
Narions system, and nongovernmental
organizations and other bodies. The
Organization’s Advisory Committee on
Health Research, which provides a
privileged link with partners in the sci-
entific community, established a task
force on organ rransplantation in 1996,
to identify and clarify medical, social,
economic, ethical and related issues.
Cooperation with the United Nations
during the year concerned in particular

a major interagency programme, “Na-
tions for mental health”, aimed at re-
ducing discriminarion against people
affecred by mental disorders, and the
United Narions systemwide Special Ini-
tiative on Africa, which ineludes a strac-
egy for health sector reform. Qthet
partnerships for health that were of
major importance during the year in-
cluded those with UNCTAD, FAD, the
World Bank, the major development
banks, ASEAN, OAU and the Buro-
pean Union. In January 1996 the
number of nongovernmental organiza-
tions in official relations with WHO was
increased ro 184 by the admission of four
organizations.

To make partnerships effective and
mutually supportive through informa-
tion exchange, WHO concinued to col-
lect, analyse and publish scientific
information and the practical health
experiences of countries at all levels of
development. Taking full advantage of
the economies of time and money of-
fered by advances in information tech-
nology, the Crganization used the
services available via the Internet, thus
reaching a vast audience with statisti-
cal, technical and practical information,
WHO maintainy global electronic net-
works which monitor the spread of an-
tibiotic resistance, levels of air and water
pollution, roxic reactions to chemicals,
anid adverse reactions to pharmaceuti-
cals.

In the field of emergency relief and
hwmarstarian assistance, during 1996
WHO supported 58 Member States in
activitics such as control of communi-
cable discases and epidemiological sur-
veillance and investigations. Mast of the
Organization's response programmes fo-
cused on coordination and provision of
technical suppott to national and inter-
national implementing partners, as well
as provision of emergency vaccines,
laboratory supplies and equipment for
control of epidemics, and training of
healrh workers.
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Charting the future
Health prognoesis

Health conditions are likely to continue
1o change in the future with the mapid
apeing of the global population and
madificarions in work habirs and leisure
acrivities. It s estimated that the eld-
erly population (aged 65 und above) will
increase globally by more than 80% dur-
ing the next 25 years, In ac least 10
countrics, one person in five will be eld-
erly by the year 2020, Most deaths
among the elderly will be due to can-
cers, and lung and hearr diseases.

Increased life expecrancy, resulting
primarily from declines in child morral-
ity and in fertility, and the prevention
of deaths from infectious diseases, is in-
creasing the risks of developing cetrain
chronic and debilitating diseases such
as heart disease, cancer, diaberes and
mental disorders,

The rapid mechanization of every-
day life brings bazards. These include
changing behaviour (sedentary living;
excessive or ill-balanced diers rich in
calories, cholesterol and sale; smoking)
and a deteriorating environment (air
pollution; exposure to chemicals and
hiologieal ngents; contamination of soil
andd water; misks to food safery). They
result inincreases inheart and lung dis-
easee, ] canger.

The profound changes o work hab-
its and lifestyles associated with moed-
ernization mean that conditions such as
diabetes and premature disabilicy asso-
clated with ergonomic factors are in-
creasing among young adults and in the
working population. ln addition, more
people are likely to suffer from psychi-
aimic and neurological conditions.

Greater longevity and economic
progress have been accompanied by an
increasing burden of chronic diserse and
social and behavioural health problems.
For more people, the price of living to a
Tarer age is pain, suffering, loss of physi-
cal capacity, and social impairment.

Their quality of life is diminished, and
part of the price to society is the sub-
stantial monetary costs associated with
mental illness and behavioural prob-
lems.

While later death is in itself a ben-
efit, the question of quality of life dur-
ing the additional years needs to be
considered,

Current demographic changes are
also creating an unprecedented imbal-
ance berween the young and rhe old.
While the elderly population is grow-
ing rapidly, by the vear 2020 the work-
ing population of 20-64 years will grow
much more slowly {46%) and newborns
by only 3%.

Armong the socioeconomic implica.
rions for counrries will be rhe imbalance
berween the elderly and the working
populations. Fewer peaple of productive
age will increasingly have o provide for
an expanding nurber of eldecly depend-
ants.

Priorities for oction

Expanding life expectancy provides the
potential for better health expecrancy.
However, steps towards fulfilling that
potential can only be taken if the path-
wavys are clearly marked. In terms of con-
trolling nencomunicable diseases, chis
means defining realistic prierities for
international action.

It is clear from the analysis in this
report that many of these discases share
a relatively small number of crucial risk
factors, An integrated, coordinated ap-
proach to their prevention is therefore
necessary. Until now, most interven-
tions have been medical, conducted
through traditional disease-specific ver-
tigal programmes. The time has now
come to build on che best of these and
develop integrared packages of diseuse-
specific interventions that incorporare
primary and secondary prevenrion, di-
agnosis, rearment and rehabilitation for
the most prevalent diseases.

There is an urgent need to
develop and incorporate
actwities that raise
awareness of, and
motivation for,

healthy lifestyles and

the environments to

support them.,
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The world health report
1997 indicates priorities
for action intended to
improve the ability to
prevent, treat, rehabilitate
and where possible , cure
major noncommunicable
diseases, and reduce the

enormous suffering and

disabilicy that they cause.

There is an urgent need to develop
and incorporate activities that raise
awareness of, and motivation for,
healthy lifestyles and the environments
to support thenm.

This demands a new relationship in
which specialists, experts and leaders in
various fields look beyond their own
professional boundaries. They need to
recognize thar many diseases have com-
mon risk factors and to share their skills
and expericnce so as to tackle them to-
gether. This risk factor recognition must
be communicared clearly to the public
at large.

The relationship between core
physical health and mental health serv-
ices has been complex, and somerimes
counterproductive. The separation of
the ewo fields has also often produced
fragmentation in the delivery of health
services, to the detriment of the clients.
A new alliance between the exponents
of physical and mental health is re-
quired.

In many areas of noncommunicable
disease control, an abundance of cost-
effective technologies and intervention
strategies already exists. Others are be-
ing developed. Listed according to their
priority for action, they can be grouped
as follows: prevention (which includes
behaviour change and immunization);
medical (which includes screening and
carly detection, treatment and palliative
care); policies (including legislation and
regulation); and research. At the same
time, ethical tssues are becoming more
and more important.

Priority areas for international ac-
tion in health should be:

1. Integration of disease-specific intet-
ventions in both physical and men-
tal health into a comprehensive

chronic disease convro] package thar
incorporates prevention, diagnosis,
treatment and rehabilitation and
improved training of health profes-
sionals.

2. Wider application of existing cost-
effective methods of disease detec-
tion and management, including
improved screening, taking into ac-
count the genetic diversity of indi-
viduals.

3, A major intensified but sustained glo-
bal campaign 1o encourage healthy
lifestyles, with an emphasis on the
healthy development of children and
adolescents in relation to risk factors
such as diet, exercise and smoking,.

4, Healthy public policies, including
sustainable financing, and legislation
on pricing and taxation, in support
of disease prevention programmes.

5. Acceleration of research into new
drugs and vaccines, and into the ge-
netic dererminants of chronic dis-
CA%Es,

6. Alleviation of pain, reduction of suf-
fering and provision of palliative care
for those who cannot be cured,

The world health report 1997 indicates
priorities for action that are intended to
improve humanity’s ability to prevent,
treat, rehabilitate and where possible,
cure major noncommunicable discases,
and to reduce the enarmous suffering
and disabiliry thar they cause.

Inevitably, each human life reaches
its end. Ensuring that life ends so in the
most dipnified, caring and least painful
way that can be achieved ts equally a
priotiry. It is a priority not merely for
the medical profession, the health sec-
tor or the social services, but also for
each society, community, family and in-

dividual.



Dramatic increases in life expectancy, combined with dramatic changes in lifestyles,
are leading to global epidemics of cancer and other chronic diseases. These will
tause o huge increase in human suffering and disability in the coming decades.
Already chronic diseases kill more than 24 million people a year — equal to almost
half of all deaths worldwide. .

A steadily ageing global population meuns that there are more opportunities
over fime for these diseases to progress to a deadly or disabling stu‘?e in a larger
number of people. Individuals.are iow becoming more concerned about their
health expectancy.than.about their life expectancy.

The World Health-Report 1997 focuses on major chronic noncommunicable diseases
such as cancer and heart disease, diabetes and rheumatic conditions, and mental
and nevrological disorders. It shows that the bonuses of an increasing life span
are in danger of being.outweighed by the burden of chronic diseases. Meanwhile,
the threat of infectious:diseases. continues, so that the battle for health must
be fought simultaneously.on' hoth these fronts.

The report by the World Health Organization examines and explains the causes
of these diseases, andhighlights the main risk factors in their development —
from genetic influences that are heing probed in research laboratories, to the
rolelg unhealthy lifestyles that are becoming commonplace in a fast-changing
world,

In each areq, the report.identifies_priorities for international action in terms of
prevention, treatment, cure and.rehabilitation. It also offers individvals the hest
available advice on protecting their own health. It explains what WHO is doing
in this crucial field, as.well ds reviewing WHO's wo‘rE in general,

The World Health Report: 1997-is indispensable reading for all those with a
political, professional-or personal interest in health.




