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REGIONAL STRATEGY FOR ATTAINING HEALTH FOR ALL BY THE YEAR 2000

This document is a first attempt to formulate a regional strategy for attaining health
for all by the year 2000. It originates from the Thirtieth World Health Assembly decision in
May 1977, that the main social target of governments and WHO in the coming decades should be
the attainment by all the citizens of the world by the year 2000 of a level of health that
will permit them to lead a socially and economically productive life.?

This historic resolution was followed in September 1978 by the Alma-Ata Declaration on
Primary Health Care. In the same month the Regional Committee urged Member States to take
account of the Declaration in their national health programmes and plans.P The following
year the Health Assembly confirmed this profound political commitment and declared that
primary health care is the key to attaining an acceptable level of health for all,c
Finally, in the highest global forum, in November 1979 the United Nations General Assembly
called on Member States and other United Nations bodies to support WHO in this effort and
requested a report on the formulation of a global health strategy.d This document will
therefore become part of a global strategy which will have a vital impact on the wellbeing of
people for the next two decades and well into the next century.

The document is based on contributions received from 25 countries, and on the first
meeting of the Regional Health Development Advisory Council (Annexes II and III). It should
be considered as a draft which will need further refinement, particularly in the definition of
precise targets and plans of action. The Regional Committee will continue to have a crucial
role in reformulating the Regional Strategy and plans of action, and ensuring their
translation into the regional medium-term programmes and into the draft regional programme
budget.

The document is presented in two parts. Part One contains general statements on past
progress, present problems and future trends, and an outline of the main strategic
orientations. Its purpose is to give to policy makers, in a summary form, a general idea of
the Regional Strategy. Part Two develops in Section 4 the main objectives and programmes
suggested at national and regional levels, and in Section 5 the support measures which will be
needed to implement these programmes. Collaborative mechanisms to ensure the efficient
deployment of resources are then indicated in Section 6, and Section 7 outlines a system for
monitoring and evaluating progress (with suggested indicators in Annex I). The document
concludes by summarizing WHO's role (Section 8) and gives a tentative plan for implementation
in Section 9.

In the light of the provisions made for the Regional Committee to review the Regiomnal
Strategy regularly the Committee may wish, after discussing the document, to request the
Regional Director to convene a subcommittee to refine the details further, and in the meantime
to forward this document to the Director-General together with their own comments or
amendments.

a4 Resolution WHA30.43
EUR/RC28/R12

€ Resolution WHA32.30
d A/Res/34.58
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THE STRATEGY:

PART I

ORLENTATIONS AND OUTLINE
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1. Overview

1. Faced with the magnitude of health problems and the inadequate and intolerable distribution of
health resources, the Thirtieth World Health Assembly decided, in May 1977, that the main social
target of governments and WHO should be to attain for all the citizens of the world by the year 2000
a level of health which will permit them to lead a socially and economically productive life
(resolution WHA30.43).

2. This bold commitment was made despite a greatly deteriorated economic prospect. The dramatic
rise in oil prices some three and half years earlier had been followed by a substantial reduction in
the world rate of economic growth, and imposed severe burdens on the majority of developing
countries. In parts of the European Region there was more continuing unemployment than had been
experienced for virtually half a century.

3. Over three years have elapsed since the 1977 resolution and the economic prospect is still as
bleak as it was then. Levels of unemployment remain high and the rate of econmomic growth continues
to be low. In some countries of the Region standards of living have recently been falling rather
than rising. Continued slow economic growth is the most likely prospect as far as can be seen
ahead; indeed the possibility of no growth at all cannot be ruled out. The challenge for the
European Region is to find a strategy which will put into effect the 1977 resolution in what is
likely to remain a cold economic climate.

4. Over the past 30 years there has been a massive increase in the resources devoted to health
services in the European Region as a whole. The increase has, in general, been greatest in those
countries which have enjoyed the most rapid economic development and attained the highest living
standards. Thirty years ago the more developed countries of the Region were devoting about 4% of
their resources (gross national product) to health services. Now their health efforts are absorbing
between 6% and 10%Z of their vastly increased resources. Because of the changed economic situation,
the emphasis in many countries is now on containing health care costs, or at least trying to prevent
a continued growth which is faster than that of national resources.

5. In many countries of the Region, health expenditure has multiplied by several times in real
terms in a span of only 25 years. General hospital beds have increased by 25%, nursing manpower by
two-thirds, and medical manpower has doubled. The share of resources consumed by acute hospital
care and diagnostic services has been rising fastest of all. In terms of cost, hospitals now
generally consume over half of national health budgets, and in some cases two-thirds or more.

6F Increases in health service spending have not been confined to the wealthier countries of the

Region. In the poorer countries, the output of medical manpower has also increased substantially
and there has been a rapid increase in hospital expenditure, particularly on teaching hospitals.

Achievements and Failures

Uo The vast increase in resources devoted to health care has enabled the richer countries of the
Region to take advantage of the major progress in biomedical research. Among other achievements,
this has led to a whole range of new and effective pharmaceuticals and of new, high technology
medical equipment. The benefits derived by particular groups of patients from these advances have
been immense, and the standard of physical care and comfort provided for the acutely sick and, to a
lesser extent, for the disabled, has increased enormously. Nor should it be forgotten that 30 years
ago tuberculosis was a major cause of death, the periodic ravages of poliomyelitis left behind them
a trail of permanently disabled young people and even measles killed hundreds of children every
year. The virtual conquest of the major killing infectious diseases in the high income countries of
the Region has been one of the great achievements of the past three decades.

8. In the poorer countries of the Region, there has also been a major improvement in health
standards: infant and maternal mortality have fallen, and the expectation of life at birth has
increased in some countries by ten or more years. Nevertheless, poverty in all its manifestations
remains the fundamental health problem of these countries. Most of the countries which were poor
30 years ago are still poor today. Despite their valiant efforts, it is impossible to expect them
to be able to 1ift themselves up by their own bootstraps. Substantial north-south transfer of
resources is essential if poverty is to be overcome. As the Brandt report shows, such transfers
will ultimately benefit both parties. The more affluent countries of the European Region have a
special responsibility in this respect. Not only must they make resources available but they must
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also offer advice, culled from the hard school of experience, on how health standards can be raised
faster and more effectively than in their own histories.

9. Although there has been considerable progress in the health standards of the Region, in
retrospect it can be seen that much more could certainly have been done within the resources made
available. The services are poorly distributed. There are still groups of the population who are
grossly underserved and without effective access to health care. The major gap between the health
standards of different social groups has not been narrowed. While centrally planned socialist
countries have succeeded in providing health services to all the people, most of whom received
virtually none before, their success in extending lifespans and their rapid industrialization have
also brought health problems, associated with aging and with stress due to the industrial
environment and new lifestyles, which are similar to those of the other European countries. These
and other failings are discussed in Section 2. In the case of the wealthier countries of the Region
progress has been uneven and far from commensurate with the vast increase in resources. It may even
be questioned how much credit could be attributed to developments in the health care system. Among
these more affluent nations there are countries with infant mortality rates as low as 8 per 1000,
while others have rates which are twice as high; some countries have maternal mortality rates as
low as 5 per 100 000 live births, while others have three or four times as many maternal deaths, and
mortality rates among the middle-aged (41-54 years) range from 370 to 720 per 100 000 population.
These differences cannot be explained by levels of health spending, by the ratio of trained manpower
or of hospital beds or any other indicator of health resources.

10. The health investment of the past 30 years has been devoted mainly to dealing with the health
problems which have presented themselves, rather than to preventing these problems arising in the
first place, let alone seeking out those at greatest risk. Yet, for many health problems, the
curative actions have limited effect. Most important of all, much of the health damage 1is
self-inflicted. In the nineteenth century, countries were slow to respond to the accumulating
knowledge that impure water and bad sanitation were decimating the cities of Europe. Now, in the
late twentieth century, countries have been slow to find an effective response to the knowledge that
critical features of lifestyle and the environment are having major effects on health standards. 1In
both cases, the provision of remedial services is not only a grossly inadequate but also a grossly
imbalanced response.

11. While substantial research money has been devoted to the biomedical sciences, and companies
throughout the world have invested enormous resources in the search for new drugs and for new
medical equipment, both for diagnosis and treatment, research to identify the fundamental causes of
ill health has been underfunded. Nevertheless, very significant knowledge about health risks has
been gained: the damage to health from cigarette smoking, the abuse of alcohol and other drugs, and
unbalanced nutrition is well established, and it is well known that a high proportion of accidents
could be prevented. Progress in combating these risk factors has been slow and relatively
ineffective, so this is where a major health effort must be devoted nver the next 20 years.

12. The diseases of affluent societies are also growing in the less affluent countries of the
Region. But in addition, they have a whole host of further health problems which are now readily
preventable by, for example, environmental or immunization programmes. Indeed, today, there are
some short cuts to better health which were not available when the countries which are now rich were
themselves suffering a similar pattern of disease.

13. There has been a failure to recognize the extent to which health policy depends upon other
policies in: economy, agriculture, transport, enviromment, education - indeed virtually every
segment of policy has a critical health element. While the promotion of health cannot be pursued
irrespective of cost, an effective health policy depends upon a coordinated effort not only of
government but also of every unit of society.

14, Within the health sector the emphasis has been on cure, or more often remedial treatment,
rather than on health promotion and health prevention. The mainly curative services have
concentrated on secondary and tertiary care, which treat health problems when already well advanced,
rather than on primary care in the community where problems can often be prevented or treated
earlier and more effectively. The emphasis has been on what health care professionals can do rather
than on what people can do for themselves. :

15. Beneath all this has often been a reluctance of governments to lead rather than to follow. A
clearly defined national health policy and a plan must be established to move step by step towards
chosen priorities, rather than to respond to immediate demands for extra resources. Indeed some
systems of social security financing are so structured that they can only respond to demands. The
services wait for patients instead of seeking out those who need them most. The failings of present
systems of organizing and financing health services are discussed further in Section. 2.
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Fundamental Reorientation

16. To an extent which varies tetween the countries of the Region, the health effort is unbalanced,
both in the richer and in the poorer countries. A reorientation is needed towards intersectoral
coordination, prevention, primary health care and self-help.

17. To achieve health for all will require a fundamental reorientation of priorities over a period
of 20 years. It has major implications for research, manpower training, counstruction, information
systems and evaluation. These implications are spelt out in Part Two. This reorientation will need
to take place against a background of an aging population, social instability and the further
development of new lifestyles. The evolution of technology, particularly in energy production,
electronics, chemistry and biolngy will further affect the environment and the quality of life, and
more structural changes are bound to occur in industry, agriculture and service occupations. If
chronic unemployment continues to grow in some countries, or there are continual changes in
employment in others, this is likely to lead to groups with particularly high health risk, to
pockets of social deprivation and relative poverty, leading to psychosocial disorders and social
disruption.

18. The moest painless way of attempting to achieve health for all in terms of the health care
system would be by pouring in extra resources in the hope that all the current gaps would be

filled. But this easy road will not be economically feasible. Nor is it by any means certain that
the present resources of skilled and dedicated manpower would be attracted to do what most needs to
be done, as long as they could go on doing what they want to do, what they have always done and have
been trained to do.

19. What is required is a planned and steady reorientation of the system. More cost-effective ways
must be found of doing what is now done and needs to be done, so that resources can be released to
do what is currently left undone. This will require:

- less use of costly inpatient care by a further development of day hospitals, outpatient
diagnosis, and early discharge policies with the full support of home nursing and other
domiciliary services;

- a greater use of generalist care and a more selective use of specialist care;

- a more cost-effective use of drugs, diagnostic tests and medical equipment and a more careful
evaluation of innovations;

- a greater delegation of selected tasks;

~ the promotion of self-care and risk avoidance.

Primary Health Care - The Key

20. A regional strategy is developed at greater length in Part Two. The key instrument for putting
the Strategy into effect is an organized system of primary health care to which all have access.
This system of primary health care must:

- be built on the principle of community participation,

- be staffed by a multidisciplinary team,

- serve as first point of contact to the national health system,

- be supported by an effective referral system,

- prevent diseases, promote health, care and rehabilitate,

- maintain a continuity of relationship with every member of the population it serves,

- reach out into all homes and workplaces systematically to identify those at highest risk,
= help people to assume greater responsibility for their own health.

21. These are the main principles underlying the Declaration on Primary Care agreed at the

international conference held at Alma-Ata in September 1978 and endorsed by all Member States at the
World Health Assembly in May 1979 (resolution WHA32.80). |

2. Present Problems and Future Trends

22. In the majority of European countries mortality rates among those up to age 65 are low by world
standards. Life expectancy at birth is between 65 and 73 years for men and between 72 and 80 years
for women. In the south of the Region, where there are still a substantial number of deaths due to
communicable diseases, the expectation of life is lower - around 52 for men and 55 for women.
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23. As health standards improve, mortality rates become less relevant indicators of levels of
health; measures of disability, discomfort and dissatisfaction become more important. Data using
such measures are, however, not available for the Region as a whole, and such data as are available
are based on varying definitions. The only complete and comparable information covers mortality.
This shows that diseases of the circulatory system account for more than half the deaths in some

10 Member States, and for more than 40% in 13 others. About 20% of all deaths are due to cancer,
one-third of them in the respiratory system. Although accidents cause only about 5% of all deaths,
they are the largest single cause of death in children and young adults. In most of the countries,
the proportion of deaths primarily due to infections and parasitic diseases is less than 2Z. About
10%2 of deaths are due to acute respiratory infections, pneumonia and influenza.

24. Most of the health problems of the Region are caused by lifestyles and environmental factors,

but in the poorer parts of the Region wider socioeconomic development is essential to build up
resistance against disease and create the conditions upon which health awareness can be built.

Problems Related to Lifestyle

25. Health problems due to lifestyle can be reduced by changes in behaviour. They are, however,
the result of deep-seated cultural influences, the exposure given in the mass media to certain
unhealthy habits, and the sales promotion practices of manufacturers of products some of which, such
as tobacco, alcohol and baby foods, directly affect health. Of major importance in the Region is
the prevalence of cigarette smoking which is clearly associated with lung cancer and cardiovascular
diseases. Also of great concern is the abuse of alcohol which is an important cause of road and
work accidents, can be associated with mental illness and suicide and plays an aggravating role in
several major diseases. The abuse of other drugs constitutes a growing problem. Obesity and
unbalanced nutrition are major problems in the more affluent countries of the Region, while the lack
of nutrients leads to stunted growth in the poorer countries. A high incidence of sexually
transmitted diseases has accompanied changing lifestyles and sexual attitudes. Lack of physical
exercise may well prove to be an important factor in ill-health.

The Physical and Social Environment

26. While concerted action is being taken throughout the Region to improve the environment in which
people live, work and take their leisure, there are still problems of gross pollution - particularly
of rivers and of the sea. Air pollution has been reduced although further improvement is still
possible, but only in recent years has attention begun to be devoted to the problem of noise. The
rapid introduction of new chemicals which affect air, water, food and the working environment has
posed new problems of identification of risk, surveillance and control. The increasing use of
nuclear energy involves potential risks from radiation hazards.

27. There are still parts of the Region which lack the most basic requirements of pure water and
effective sanitation, and pockets where overcrowded and inadequate housing are major risks to health.

28. The Region has been experiencing rapid social change. Certain segments of the population feel
alienated from society, dissatisfied with current social institutions, and yet unsure precisely of
what should be put in their place. The increased instability of the family creates insecure
conditions for children and leaves some people in loneliness. The rapidly growing trend for women
to work outside the home has altered the role of the family in providing care to children, the aged
and the disabled. Furthermore, housing developments of the past 30 years have not been conducive to
a sense of community, and large numbers of people live isolated lives in vast surburban estates,
having little personal contact with their neighbours. Individuals become more exposed and
vulnerable as moral and behavioral rules change and social and economic barriers are reduced, so
they must take more responsibility for their own success or failure in the general educational and
social system. Social tensions arise from the presence of underprivileged immigrant groups,
especially if their norms and ways of living are different from those of the rest of the population.

29. The precise impact of all these wider socioeconomic changes on health (particularly mental
health) is not known. How far alienation, isolation and changes in family life account for the
growth of alcoholism and other drug abuse, certain psychosomatic disorders and suicide is not
established. Neither is it fully clear how work and the sense of living in a community influence
the feelings of being needed, and that there is meaning in life, which seem essential to the
development of a healthy lifestyle.
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Health Problems in Different Age Groups

30. The main health problems are summarized below according to age groups as targets for preventive
and curative action.

Infants up to the Age of One Year

31. In the less developed parts of the Region, infant mortality is almost 100 per 1000 live births
owing to low socioeconomic status, low standards of hygiene, poor nutrition and limited access to
appropriate health care. In the industrialized countries the infant mortality rate continued to
fall in the sixties and seventies, and by 1976 in the majority of countries it ranged between 10 and
30 per 1000 live births. There are, however, marked variations in mortality and morbidity both
among infants and young children between and within the wealthier countries . The main problems are
the incidence of birth weight, and of defects, some of which can be detected before birth. An
increase in congenital malformations and genetic disease may result from more effective life-saving
treatment and more risks in the environment.

Children (aged 1-14)

32. The susceptibility to infectious diseases is also a characteristic of this group. In the less
developed parts of the Region pnor standards of nutrition and hygiene still create important
problems, especially for children, and all over the Region accidents are a major cause of death and
disability. This period is critical for the determination of values and lifestyles and the
acquisition of undesirable habits, such as the use of alcohol, other drugs and tobacco. With the
lowering of the age of puberty, the problem of early pregnancies starts in this age group.

Adolescents and Young Adults (aged 15-24)

33. This group is characterized by the problems related to unwanted pregnancies and maternal
morbidity and mortality, road traffic accidents, other accidents, suicide, alcohol and other drug
misuse, and sexually transmitted diseases. Difficulties in identifying with the social environment,
stress among school drop-outs and the unemployment of young people may be increasing psychosocial
disorders and disruptive lifestyles.

Adults (aged 25-64)

34. Road traffic and work accidents, mental diseases, cancer, heart diseases, strokes and permanent
disability are the major problems in this group. Behind these problems lies the abuse of alcohol,
changes in family role, instability in employment and social factors aggravating the disruptive
lifestyle and thereby existing health problems.

Older Adults (aged 65 plus)

35. Cardiovascular diseases, cancer, mental disorders, rheumatisms and permanent disability are
major health problems among the elderly. These are often difficult to distinguish from the general
problems of aging. To all this is added physical, economic and social difficulties that together
create a situation of dependence and disorientation. In the case of the dying, there are problems
of providing emotional support and preventing isolation, and the excessive use of high technology
can lead to the unnecessary prolongation of suffering.

Failings in the Health Services

36. Of critical importance is the availability and accessibility of services. In few countries of
the Region can it be said that there is a geographically even distribution of services. In general
it is the poorest parts of countries and the poorest countries which tend to be deprived of adequate
services, especially for primary care. These are usually_ rural areas, or deprived city centres -
just the areas that need health care most. In the developing parts of the Region services tend to
be heavily concentrated in the main cities.
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Social Security

37. Entitlement under social security schemes and health service systems has been steadily
increasing throughout the Region, but only in a minority of countries does coverage reach 100% of
the population. Where social security systems exclude the more affluent section of the population,
private health insurance generally fills that gap, but sometimes to the detriment of the social
service system of health care as health personnel may be attracted to the more remunerative
practice. There remain, in some countries, important minorities, such as the self-employed, small
farmers and their dependents, who are left out. There may be inadequate provision for one-parent
families, the unemployed and for immigrant workers who have not obtained sufficiently stable
employment to gain access to social security systems.

38. Coverage by social security or a national health service does not in itself secure effective
access. Travel costs, loss of working time, costs falling directly on users, and cultural barriers
may deter use. Even when a service is available to be used, it may not be used appropriately
because of ignorance of what problems should be taken to it. In general the lower socioeconomic
groups use services less than their state of health would warrant. ¥or example, pregnancy may be
notified to the services at too late a stage for adequate antenatal care. Critical services for
infants, including immunization services, may be grossly underused by poorer families.

Oversophistication

39. In nearly all countries the services are biased towards secondary care and tertiary care at the
expense of primary care. High technology hospitals tend to be concentrated in the main cities.
Where primary care services are inadequate, hospital services tend to be used as costly and
inappropriate substitutes. Moreover, health care in hospitals is often criticized for being
dehumanizing, impersonal and overtechmical. Patients feel themselves treated like objects,
inadequately informed and given no opportunity to influence their treatment.

40. Unchecked technological development can result in an increase in iatrogenic problems including
malpractice, hospital infection, accidents due to the excessive use of dangerous diagnostic and
therapeutic methods, and the side-effects of the excessive or inappropriate use of drugs. It can
also lead to an increase in the professional monopoly of health knowledge and a reduction in
self-reliance. Payment systems under social security and the sales promotion practices of some

manufacturers can also encourage an excessive use of diagnostic tests, pharmaceuticals and other
forms of medical intervention.

Lack of Primary Care

41. While primary care teams have been extensively developed in some countries and are steadily
developing in others, there are several countries where the system has still not been introduced.
Access to health care in such countries is generally through a doctor in solo practice. Medical
training is only to a small extent geared towards primary care, family problems and lifestyle
counselling, and often excludes teaching on the socioeconomic aspects of health care.

42. The result in such countries is a fragmented system of health care. Patients often consult
more than one doctor for the same episode of illness without any pattern of referral. Different
episodes may lead to consultation with different doctors chosen according to the specialty which the
patient thinks appropriate. Many patients do not have a personal doctor, let alone a family doctor,
who provides long-lasting continuity of care based on a knowledge of their past medical history. In
some systems of medical care, not all specialists have access to hospital beds and not all hospital
specialists have outpatient clinics. Thus a patient may be referred from a community-based
specialist to a hospital-based specialist when inpatient care is believed to be required. As a
result, both specialists may undertake similar diagnostic tests with the cost of both paid for by
the social security system and an added burden on the patient.

43. Under fee-for-service payment systems, provision is made to pay for specific medical acts:
lifestyle counselling and surveillance are time consuming yet inadequately rewarded even where
specific provision is made for them. Under capitation systems of payment, curative services must,
of course, be provided, but the system may not require primary care doctors to provide counselling
and surveillance. For these and other reasons, not least the orientation of medical education, the
most important personal preventive services are grossly underprovided. There are generally no firm
links between the public health activities and the general practitioners providing the mainly
curative services in the community.
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Community Services and Participation

44, The extent to which public health nursing and community nursing are developed varies widely
among the countries of the Region. In some they are integral parts of primary health care teams
where they exist, in others they work in almost total isolation. In some countries community nurses
are independent practitioners paid on a fee-for-service basis. There are often no definite links
with domestic help services or with social work services. In general the vast majority of nurses
work in hospitals and there is no practicable way to provide appropriate care outside them, even
though this would cost less and would be preferred by patients and their families.

45, Last but not least, community participation is virtually nonexistent in the primary care
systems of most countries. The health services have developed as a service to the population rather
than as a service for the population. Users could play a greater role in stimulating what is

provided and participate in the key decisions which influence the health of their local communities.

Poor Planning

46, Only in a minority of countries have the health services evolved as a planned system. Social
security systems have developed simply as a mechanism for payment under contracts made with a host
of separate, fragmented providers: individual professionals, and hospitals under various patterns
of ownership. Even in some of the most economically advanced countries there is no consistent
distribution of primary, secondary and tertiary resources by geographical areas according to the
needs of the population. There is a lack of clear health policies, no effective structure for
health planning, and an insufficient system for evaluating development plans or their
implementation. There is little cooperation with other socioeconomic sectors. The rapid escalation
of health care costs has recently led to the development of new mechanisms to control the system -
particularly for planning hospital developments. The implementation of the principles of the
Alma-Ata Declaration will require the exteansion of such planning, not only to primary care but also
to the whole health care system.

Future Trends

47. Most countries have low birth rates and these are unlikely to change. The size of the
population of the Region is therefore likely to remain much the same but a major demographic change
will be a continued increase in the proportion of elderly people. Substantially greater provision
will need to be made to deal with the chronic diseases of old age, and services strengthened with
the aim of postponing mental and physical degeneration. For people to live socially and
economically productive lives for as long as possible, support will have to be provided for elderly
people who wish to remain in their own homes and in their own communities. The expected success of
preventive programmes will only add to these needs. The trend towards relocation on retirement is
likely to place increasing strain on the health services of areas selected for retirement, so
special provision will need to be made for these areas.

43. The more developed countries of the Region will have to continue to adjust to the altered
competitive position of their economies and the further major changes in production processes, which
are likely to be a significant feature of the next two decades. There is also likely to be more
geographical movement of the population in search of employment opportunities, making communities
still more unstable. Unless new initiatives are taken to correct the current imbalances in the
world economy, there is a risk of growing and chronic employment problems and all the stress and
social deprivation which arises from them.

49. The health effects of particular social, economic and environmental change will increasingly
influence wider geographical areas. The problems can no longer be resolved on a local or national
basis. Air pollution can affect communities living far from the source; rivers and seas carry
toxic materials from one country to another; growing international trade leads to the movement of
potentially harmful raw materials and products across national boundaries. Increasing labour
mobility and tourism, and the transfer of cultural patterns and customs, will have both positive and
negative effects on health. Mizrant workers may increase their health knowledge and gain access to
better health services, but their living and working conditions may create new health and
psychosocial problems. )

50. As the responsibilities of intergovernmental groupings increase, the need for individual
countries to regulate transfrontiev exchlianges could diminish. There is a move towards a
""pan-European' zone of shared sociocultural development involving a joint approach to health risks
and health problems. All countries will need to work together towards common goals.
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3. A Strategy for Achieving Health for All

51. The analysis of the last two section demonstrates the need for Europe to build upon the
consensus expressed by governments when they supported the "Health for All" resolution at the

1977 World Health Assembly. There is a critical need to rethink how Europe's health effort should
be redirected and how to ensure that the necessary changes occur within the allotted time span,
despite an unpromising economic prospect. The challenge is to develop a coordinated health policy
for Europe in order to ensure that health for all is achieved not only by the citizens of a few
presently privileged nations but by all the peoples of the European Region, from the north to the
south and in the east and the west.

Health as Part of Socioeconomic Development

52. All the countries in the Region consider health to be a fundamental human right and an
essential part of their plans for socioeconomic development. In some countries, however, economic
development is accorded the highest priority, and even in the most developed countries the health
sector is often still seen as a consumer rather than as a producer of resources. This represents a
narrow, traditionalist view of health policy. Today it is widely recognized that health development
both contributes to and results from wider socioeconomic development. This concept must, however,
be built upon in practice, for health problems cannot be effectively handled by the isolated action
of the health sector. Economic and other developments which benefit the poorer groups in society
and enable them to meet their basic needs, particularly for food, should be as central a part of
health policy as health services.

53. There is a particular need to improve the health of the underprivileged, because pockets of
poverty correspond to high concentrations: of health problems. The struggle against poverty and
social deprivation is an integral part of the battle for better health, in developed as well as in
developing countries. In addition, special efforts are needed to raise the quality of care provided
to certain groups of patients who tend, in some countries, to be relatively neglected - particularly
the mentally ill, the mentally retarded and the chronic sick.

54, 1In some specific areas of health development there may be a conflict between economic and
social objectives. For example: rapid economic development may require a greater geographical
mobility, but this must be weighed against the health and other consequences of migration and rapid
social change; traffic accidents may be reduced by limiting speed, but the economic costs of slower
travel cannot be disregarded; measures to improve occupational health and safety must take into
account the possibility of increased production costs. National plans for socioeconomic development
have to find a balance between such comflicting objectives, but to achieve a proper balance the
health viewpoint must be strongly represented. The Strategy for Achieving Health for All by the
Year 2000 must therefore comprise concerted, coordinated action in all sectors of development.

Underlying Principles

55. To be effective the Strategy must be developed on the underlying principles of equity,
prevention, participation and cost-effectiveness. Health resources must be distributed equitably,
and according to health needs. A new emphasis on prevention is required because, underlying the
health problems of the Region are problems of lifestyles, the environment and poverty. Community
participation is essential because the problems are of such a nature that not only public
understanding but also public support is vital if they are to be overcome. Thus, an essential part
of the Strategy must be to get people to take greater responsibility for their own health. The
constantly rising levels of education throughout the Region provide a firm foundation for this
approach. Finally, attention must be paid to cost-effectiveness and relevance, for only if a better
use is made of available resources can room be found for new developments. The level of technology
used for each task should be no more and no less than that task requires.

56. The details of the Strategy to put these principles into effect will constantly evolve over
time as part of a continuing political process. What seems best today may not seem best tomorrow.
This process is outlined in more detail in Part Two. Much more research is needed before the most
effective approaches can be identified. Thus what follows represents no more than an architectural
design prepared before the separate bricks from which it will need to be constructed have been
properly baked. Meanwhile work will go on, based on the current strategy and programmes which will
be constantly evaluated, refined and improved according to the plan proposed in Section 9.

57. The most formidable task is to change behaviour and attitudes in matters of health. One part
of this task.is 'to change lifestyles. This is largely uncharted territory. The second part is to
change attitudes to the health care system. Too often it is regarded as if it were a chain of
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workshops capable of repairing or replacing any part of the body, whatever damage its owner has done
to it. The message which must be put across is that some damage is irretrievable. There are finite
limits to the potentiality for medical intervention.

The Strategy

58. The Strategy consists of three maiu elements: the promotion of lifestyles conducive to health,
the reduction of preventable conditions, and the provision of care which is adequate, accessible and
acceptable to all.

Healthy Lifestyles

59. Individual and community lifestyles conducive to health must be promoted. The first approach
1s the development of individual awareness of health risks and the changes in behaviour needed to
avoid them and reduce exposure to self-imposed risks. This awareness must be developed early in
life.

60. Intersectoral approaches are needed to improve social and economic conditions which influence
choice of lifestyle. These conditions include job opportunities, working and living conditions and

social networks.

61. Self-imposed health risks, such as alcohol and other drug addictions, smoking, unbalanced
nutrition, sexually transmitted diseases, early pregnancies and other disruptive elements of
lifestyle can be reduced by information and education. Legislative and regulatory controls may also
be needed, however, especially in the fields of illegal imports, food safety, pollution, and other
risk factors in the enviromment. Efforts should also be made to develop new preventive measures and
community-based means for cure, rehabilitation and social integration.

Reduction of Preventable Conditiouns

62. Mothers and children are the most important target group for strengthening the basis for
achieving health for all by the year 2000. Adequate primary child health services should provide
perinatal, maternal, infant and child care and genetic counselling, with facilities for family
planning, and abortion when needed. Emphasis should be put on comprehensive early detection of
defects and risk factors.

63. To reduce the incidence of the remaining communicable diseases, all children in the Region
should be covered by appropriate immunization programmes by 1990. Malaria must be eradicated
throughout the Region and much stronger measures taken to combat other communicable diseases,
according to the specific needs of each country.

64. More strenuous efforts are needed to reduce accidents and their consequences. These include
innovative approaches to public education, road construction, traffic regulation, the regulation of
the safety of vehicles, the regulation of safety at work and in the home, and tighter regulation of
the safety of consumer goods.

65. The production of food of adequate quality is of critical importance in developing countries,
where measures may also be needed to ensure that the lowest income groups can get enough food.
Other measures will include educational campaigns to discourage obesity and encourage balanced
nutrition and breast-feeding and regulations concerning food safety.

66, The reduction of exposure to envirommental risks will need intersectoral approaches to improve
the identification of hazards and to implement more effective controls.

67. To reach by 1990 the goal of the International Drinking-water Supply and Sanitation Decade,
appropriate technologies need to be developed and applied to solve the remaining problems in rural
areas, smaller communities, arctic and arid and poorly equipped urban areas.

~

The Provision of Adequate and #Accessible Health Care for All

68. According to the Alma-Ata Declaration primary health care accessible to all, and with secondary
and tertiary support, is the key instrument by which health for all may be achieved. In many
countries of the Region the implementation of the underlying principles over a period of 20 years
will involve major changes in professional practice and the organization and financing of health







