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0.1 Preface

The concepts of health promotion and disease prevention have come into age since
Ottawa 1* International Conference on Health Promotion, held in 1986, and the subsequent
conferences and adopted declarations guided by the World Health Organization. But that
does not mean that these ideas are now outdated and weakened. On the contrary, it seems that
they are more vibrant than ever, relieved from some ideological burdens and stimulated by
worldwide acknowledgement. Former challengers are mute or even supportive and the setting
approach — initiated toward the end of the 1990-ties — opened the doors for an improved
collaboration with the medical profession and down to earth approaches. Indicative of this
development is for example the fact that in the eighties German physicians complained about
undue and unprofessional competition of self help groups, today they are crying for more self
help initiatives of patients in order to reduce the burden of care on their shoulders.

In the former socialist economies health promotion had also a political dimension fostering
a downside up movement, not welcome even in the health sector, forget about repercussions
in other politically more relevant fields. In the framework of our Stability Pact Project,
funded by Germany with the aim to rebuild Public Health in the region in terms of teaching,
research and practice, we identified two main deficits: Public health management and health
promotion together with effective disease prevention. The first topic has been addressed by
two voluminous teaching books on “Health Systems and their Evidence Based Development
(1% edition in 2004 and the 2™ edition in 2005) and on “Public Health Strategies: A Tool for
Regional Development” (1% edition 2005). The third book on “Health Determinants in the
Scope of New Public Health” (published also in 2005 by Hans Jacobs Publishing Company,
Lage, Germany) in addition to the epidemiology of health and disease already touched some
relevant aspects of health promotion and disease prevention. Now with the teaching book
presented here we are dealing also with the second deficit identified in the region as a heritage
of the communist period.

Since the year 2000 our Research & Development Project, best known as the “Public
Health Cooperation in South Eastern Europe (PH-SEE) and from 2006 as “Forum for Public
Health in South Eastern Europe (FPH-SEE)”, tried to reconstruct public health in the region
by developing teaching material and training curricula. With Schools of Public Health by
now in almost each country of SEE and about 1800 pages of published teaching books today
we can be more than satisfied with the results. This 4® teaching book on “Health Promotion
and Disease Prevention” adds another 800 pages bringing us up to about 2600. All books are
available full text and free of charge on our website (www.snz.hr/fph-see).
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We have to thank the authors from many countries in SEE who contributed free of charge
for the sake of improvement of the quality of public health education in South Eastern Europe.
We believe that there is no other endeavour of this size and established close collaboration
between countries, some of them having been in war with each other only a few years ago.
Last not least we are obliged to the editors and assistant editors who motivated the authors
and did a huge amount of unpaid work to get this book finally printed.

Prof. Dr med. Ulrich Laaser Prof. Dr Luka Kovacic
Faculty of Health Sciences Andrija Stampar School of Public Health
University of Bielefeld, Germany University of Zagreb School of Medicine,

Zagreb, Croatia



0.2 Poem:
THE NEW PUBLIC HEALTH SEE VISION

Stability Pact FPH-SEE Project has a noble mission,
to support MPH education and scientific transition.

In order to implement the New Public Health vision,
many actions have been initiated in the SEE Region,

The strong FPH-SEE network is our precious wealth,
many SEE countries created School of Public Health.

We are committed to produce MPH handbook manuals,
for teachers, researchers and public health professionals.

We teach the students to deal and look by years ahead,
for improving quality of the human life on our planet.

We fight with enemies and any threat of civilization,
and promote peace and tolerance through education.

People’s health and quality of life we tend to increase,
Public Health is a catalyst for development and peace.

We are governed by our professional code of ethics,
health promotion is essential tool in various settings.

We have leadership spirit and strong self-confidence,
by promoting democratic principles we prevent violence.

We support social justice and human rights movement,
we create vision for human opportunities improvement.

We are persistent in performing our professional roles,
support achievement the Millennium Development Goals.

Sustainability of the FPH-SEE is our main concern,

who dares to teach must never stop to learn...

Doncho M. Donev
Skopje, Macedonia
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0.5 Editors’ Foreword

Taking over the responsibility of being editors of this book faced us with enormous
challenges of the editorial process, we were not aware of (not even in our dreams). As
public health professionals with predominantly academic goals, related to the field of health
promotion and disease prevention, both educational and scientific, and at the same time as
public health practitioners in our home countries, of course with international experiences,
we felt enormous need to put together a handbook, which would make our experiences
and experiences of our colleagues joined in the FPH-SEE network as uniform as possible.
Our vision was to prepare ¢ book, which could play a role of a lighthouse for more secure
navigation in the stormy waters, which could harmonize the public health and health promotion
approaches and practice in countries in transition. All three of us had enormous initial editorial
enthusiasm, but soon (un)expected several minor and also some major challenges arose.

The first major challenge was the content of the book. When preparing it, we wanted to
give answers to several questions. Some of them were: »What is the meaning of the term
health promotion, especially in this part of Europe? How to interpret properly different
contemporary understandings of relationship between health promotion, health education,
and disease prevention? Which of the contemporary approaches to health promotion
definition should be chosen as the right one? «.

The second major challenge was collaboration with authors. Unexpectedly, a great number
of colleagues expressed their wish to (exchange) present their experiences (with others), and/
or to became recognized as potential future partners in the common professional sphere.

The last, but not the least challenge, was the decision whether to keep the diversity-
heterogeneousness of contextual approaches of different authors, or to harmonize—unify all
modules. We decided not to be too strict in none of these two possible options.

The book was not meant to be, and it couldn’t be, an overall comprehensive textbook
about all aspects and topics in the field of health promotion and disease prevention. However,
its content is complex and structured in five chapters with 64 modules and case studies.
The book is mainly a result of present understanding, approaches and vision of authors, and
should stimulate critical reflection and action in practice of their (our) colleagues. It was also
not meant to be a perfect book, and it is not, like life that is not perfect as well.

For our editorial team (the meaning of this term — together everybody achieve more - was
fully expressed) the editorial process of this handbook was salutogenetic. It was not an easy
process, but we managed to cope all challenges (or at least the majority of them) properly,
and empowered ourselves in the full meaning of this word. The experience was extraordinary,
and a huge development was achieved in the field of our personal social network, as well as
in the field of professional networking with authors of the modules.
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We are grateful to the colleagues from our institutions, who expressed a great extent of
understanding for our voluntary work, and even co-operated in it. We are grateful to all 81
authors to their voluntary contribution as well. Especially we are grateful and indebted to
members of our families, who were extending their understanding and support (all the time
being with us) and who often missed our real presence and contribution to the family life,
especially during the last few months of the final stage of the editorial process.

We sincerely hope that this handbook will be a valuable resource in your everyday
academic life and practice. We invite you, the readership of this book, to comment on and
send us your experiences with the book.

Doncho Donev

Gordana Pavlekovic
Lijana Zaletel Kragelj
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Learning objectives

After completing this module students and public health professionals

should:

*  be aware of the limitations of conventional methods to promote
health and prevent disease and the need for new programs based
on a synthesis of social medicine and health care ecology;

* recognise the interrelationship between individuals, families,
the community, and society and the accompanying interaction
between biological, psychological, socioculural, and behavioral
factors in disease prevention and health promotion;

» increase their knowledge of how to institute disease prevention
and health promotion interventions in the doctor-patient
relationship, the family care situation, the community network,
and societal institutions;

» understand the strengths and weaknesses of the health belief
model;

» differentiate between social medicine and health ecology as a
basis for synthesesizing a new programatic device;

* Dbeableto conceptualize what is needed to design, implement, and
evaluation an effective disease prevention and health promotion
program for a designated geographical area or population.

Abstract

To understand the complexities of creating an effective health
promotion and disease prevention strategy, conventional wisdom in
this field must be assessed critically and thoroughly. The rapidity of
change—scientifically, clinically, and politically—in the health care
sphere, requires a holistic understanding of the health of the public,
the evolving patterns of disease, and the efficacy of the health care
system.
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This paper provides a framework for assessing the current state of
disease prevention and health promotion, integrating traditional
paradigms into new programs for confronting changing socio-
cultural as well as biomedical forces. Particular eras and paradigms in
public health will be examined and discussed. The interdependency
of human phenomena—biological, psychological, socio-cultural,
and behavioral—is explained. Misconceptions of aspect of how
individuals respond to the theory and practice of health behavior
such as the health belief model will be discussed. Building on
classic conceptual schemes in social medicine in conjunction with
the health care ecology model will be explored in terms of a potential
synthesis of concepts and applications. The aim of this proposal is
to update and reinvigorate disease prevention and health promotion
perspectives by demonstrating the significant role they play for
improving the health of the public.

Teaching methods

A well-planned sequence of six lectures that begin with the definition
of terms and include a brief history of eras and paradigms, major
components of contemporary human growth and development,
misconceptions of health care interventions, the social medicine
and health care ecology models, and ending with a focus on a post-
modern paradigm for planning, implementation, and evaluation.
Each lecture will be followed by small group discussion providing
the students opportunities to digest and discuss the topics presented.
When possible a guest lecturer in public health, social medicine, or
social thought and philosophy should participate

Specific recommendations
for teachers

The continuity and sequencing of material is of utmost importance.
The personal learning and development of the students should follow
a heuristic approach of continuing education and based on synthesis
and exploration.

Assessment of
students

A five minute quiz of one or two questions should start each lecture.
The first one should be the students’ statement on what they expect
to learn from the course. Based on small group discussions,
students should explore sources (the internet, the library) to find
evidence supporting or rejecting what is being disucssed. A one
page summary of this material should be submitted at the end of
each session. The summary of the first session submitted at the start
of the second discussion group, and continues in sequence. A five
page essay, follwing the criteria stated for exploration serves to
demonstrate the students’ understanding, application, and creativity
regarding the concepts and modalities that consitiute the thesis of
this module. The essay counts for 60%, the quizes 20%, and the
summaries for 20%.
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OLD PARADIGMS FOR NEW PROGRAMS: THE NEED FOR
AN INTERACTIVE DEVICE FOR PROMOTING HEALTH AND
PREVENTING DISEASE

Edward J. Eckenfels

Laying the foundation

The aim of this paper is to critique commonly held beliefs pertaining to disease prevention
and health promotion as a basis for program planning, implementation, and evaluation.

To begin with, most health care interventions are taken for granted, that is, those who
apply them implicitly believe that what they are doing is the right thing. Moreover, with the
vast array of new “medical armamentarium” constantly being created, there is little time
to question their efficacy. What has been lost in this avalanche of information is healthy
skepticism and critical reasoning. The aim of this paper is to dig deeper than the current
trend of medical advances, to question fundamental notions about health and illness, where
they come from historically, and how a new perspective can be developed that integrates
old paradigms with new programmatic efforts in the field of disease prevention and health
promotion.

The need for a historical perspective

Pearce (1) points out that “to understand the causation of disease in a population, it is
essential to understand the historical and social context and to emphasize the importance
of diversity and local knowledge rather than only searching for universal relationships.”
Disease prevention and health promotion strategies must be framed in terms of the broader
concept of public health if they are to be effective, i.e., reach all the people. A good place to
start is the Sussers’ conceptualization of eras and paradigms (2). Although their construct
is epidemiology, the implications for disease prevention and health promotion should be
obvious. In the first half of the 19" century, sanitary conditions were recognized as a major
source of disease and death, with miasma the “poisoning by foul emanating from soil, air,
and water.”

In the early stages of the 20™ century infectious diseases were characterized in the germ
theory paradigm with the focus on how “single agents relate one to one to specific diseases.”
The last half of the 20" century has seen the emergence of chronic diseases with its paradigm
of the “black box,” in which “exposure (input) is related to outcome (output), without
necessity for intervening factors or pathogenesis.” The Sussers are more concerned with the
current era they called eco-epidemiology with its paradigm the Chinese boxes (one inside of
the next larger one). Their observation of the importance of understanding “causal pathways
at the societal level and with pathogenesis and causality at the molecular level” is pertinent
to the direction disease prevention and health promotion must take.

Pearce (1) is justifiably worried that “modern epidemiology, with its emphasis on
methodology and risk factor identification in the individual, has diverted epidemiologists
from a primary concern in understanding the dynamics of disease occurrences in populations.”
The clinical trial and multivariate analysis have emphasized a reductionist approach by
downplaying a population orientation. This model has become especially true in academic
settings. The tendency to study factors that fit individualistic epidemiology has become the
dominant paradigm of chronic disease and, in the process, has taken the investigation away
from public health issues.
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Nevertheless, a new framework is emerging that recognizes the complex interaction
of biology with the social, political, economic, and cultural relations of the 21 century. A
creative exploration of this type of paradigm leads to a better recognition of what is needed
to prevent disease and promote wellness. But first, we need to better understand what is
currently considered important in the etiology of disease and illness.

Emerging factors in health and illness

Atthe start of the 21% century, it is clear that biology has taken precedence over other factors
in health and illness. There are many reasons for this but most obvious are the advances in
the understanding of normal biological processes and their accompanying pathophysiology.
As more disease processes are identified, so are new interventions for treatment and cure.
The initial prominence given to infectious diseases has moved to chronic diseases and how
to live with them throughout life. Chronic ailments continue to be subdivided with specialties
and subspecialties to treat them. The conventional way of managing chronic illnesses,
according to Porter, is through changing individual behavior, raising health consciousness,
and promoting self-care (3). The latest breakthrough to assure biology its position in the
hierarchy of causality is molecular biology, especially the creation of the genome. Preventing
disease and promoting health gets lost in the potential of stem cells and transplantation.
As the Sussers (2) have stated “a molecular paradigm is hugely attractive because of its
explanatory power.”

Classic psychology has also taken on a new thrust. Although the day of Watsonian
behaviorism is far in the past, as is Freudian psychology, and other non-quantifiable
conceptualizations, measuring attitudes and behavior have become the hallmark of
contemporary psychology. The focus is on cognitive factors; through surveys and scales,
attitudes can be measured and analyzed statistically. The American model of prevention
applied most often focuses primarily on changing individual behavior. The behavioral aspect
is added as a separate entity because in disease prevention and health promotion it becomes
an essential protocol for making successful interventions operational. Socio-cultural aspects
encompass two configurations: first a person’s social status in a group, a community, or a
society and, second, culture, which, in its simplest form, refers to the beliefs and values of
a society or population group. In the broadest sense, the norms, the customs, and the beliefs
form the moral order of a society and its social aggregates.

In sum, under the rubric of biology we know how the human body functions and what can
be done to keep it functioning. Psychology tells how we think (rationally) and our emotional
responses (not rational) to certain stimuli. Culture provides the patterns of attitudes, values, and
beliefs that have a powerful influence on our identity and our behavior. Social and economic
factors (class) determine where we fit in the social hierarchy (a social stratification system).
Behavior means simply how we behave in conjunction with these human conditions.

Shortcomings of single factor causation

Each of these factors needs to be looked at more critically. Molecular biology allows
for the study of disease causation from a strictly biophysical perspective. The precision of
molecular biology makes it possible to determine the means and the timing of transmission
and to find a way of interrupting it. It is seen by the public as well as scientists and health
professionals as the closest thing yet to the magic bullet. An unanticipated consequence is
taking the focus away from a social perspective. If human nature rests in the biophysical person
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and the discernible component is genetic, then the focus of disease prevention and health
promotion is the person. Not only does this leave environmental and cultural perspectives out
of the model, but it becomes the basis for education and training in the health professions.
Eisenberg (4) succinctly states that in contemporary medical education, “the tendency is to
ask only biological questions about what are in fact biosocial phenomena.”

In the doctor-patient relationship the biomedical diagnosis and treatment take precedence.
This is how physicians are trained. The old adages of “Doctor’s orders,” and “quit smoking
and lose some weight” become the accepted protocol for disease prevention and health
promotion. This is how doctors and nurses interact with patients. The primary tasks of
clinical medicine may be preventing premature death and disability and improving the lives
of those under care, but medical professionals are not trained to understand social structure
and the need for intervention at the structural level (5). As Kleinman (6) has recognized, “the
need to routinely ask patients (and when appropriate family members) what matters most to
them in the experience of illness and treatment tends to be left out of the interaction.” He
also observes that, “cultural competency, as taught in most medical schools, suggests culture
can be reduced to a technical skill for which clinicians can be trained to develop expertise.
It becomes a series of ‘do’s and don’ts’ that define ways to treat a patient of a given ethnic
background.”

When it comes to promoting health in an interpersonal vein, the Holy Grail for reaching
patients is the health belief model (HBM). This model is based on the work of Kurt Lewin
and was developed by social psychologists working with public health specialists in the
1950s. As Hughes (7) as pointed out, “belief served as an unexamined proxy for culture.”
The assumption was that one’s beliefs about health and illness were not the same as knowing
what caused the illness in the first place. Furthermore, correcting false beliefs among the sick
should be a first priority of public health. The situation was defined as scientific medicine
versus myths and folklore.

The HBM is a rationalist’s paradigm. It presumes that “perceived susceptibility and
perceived severity of disease, combined with perceived benefits of preventive actions minus
perceived barriers to taking those actions, explains the likelihood of an individual taking
preventive health measures, complying with prescribed regimens, or utilizing medical
services” (8). This model presents a very narrow view of culture and human action. Sahlins (9)
called the HBM “‘subjective utilitarianism,” whereby the sick person responds to incentives
the way Economic Man does to capital. In other words, the person proceeds rationally toward
the goal of positive health. This theory is fraught with narrow renderings of culture as health
belief. It is built on the premise that the “rational, autonomous care seeker is an empirically-
based, value-free conceptualization” (8). This too is a myth since, for one thing, it leaves
out the role of the family, the community, and society. It is really an ideological model that
applies to reasonable and educated people and excludes those who have less control over their
lives. Moreover, “health decisions are far more constrained by objective social factors and
macro-level structures of inequality . . . than by subjective beliefs or cognitive factors” (8).
Many practitioners of public health have been seduced by the HBM, and, in some situations,
blame the victim for not following the prescribed treatment plan.

The two most misunderstood concepts in health care are culture and social status. Culture
has particular meaning not only because it is basic to understanding all social phenomena,
but, in particular, because it is relevant to how health is fostered and disease is prevented.
All human actions are filtered in some way through culture. A misconception of the power
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of culture, however, can lead to opposite conclusions such as potentially harmful attitudes
and stereotyping of “others” from different racial, ethnic, and social groups (10). When the
focus is solely on learning specific characteristics of various “ethnic groups” lumped together
and viewed as one inevitable identity, then prospects of how “to reach them” regarding their
health and illness will be static and one dimensional.

Myths about human nature and culture abound such as “conflict between people of
different cultures, races, or genders is inevitable”; “biology is destiny”; “culture is immutable”;
“poverty, inequality, and suffering are natural states”; and “people in other societies who
don’t want to live just like Americans are afraid of ‘modernity’” (11).

Culture (6) is “inseparable from economic, political, religious, psychological, and
biological conditions. [It] is a process through which ordinary activities and conditions
take an emotional tone and a moral meaning for participants. Cultural processes frequently
differ within the same ethnic or social group because of differences in age cohort, gender,
political association, class, religion, ethnicity, and even personality.” Furthermore, the “stuff
of culture” is absolutely necessary to see how culturally derived attitudes and beliefs affect
the health and well-being of people from different cultural backgrounds. In particular, the
implications of cultural sensitivity are significant for creating healthy lifestyles and disease
awareness. Finally, whether it is from the perspective of a region, a community, a family, or
a person, lack of knowledge about cultural norms, values, and beliefs creates an invisible
barrier to fostering health and wellness.

Every society has some form of social stratification. When it comes to one’s health
within the hierarchy, Marmot (12) has demonstrated, through decades of carefully conducted
empirical research, “as bad as poverty is for health, what is really at issue here is inequality.”
He calls this phenomenon the status syndrome. He further states, “All societies have rankings
because individuals are unequal in a variety of ways; but not all societies have the same gradient
in health. What matters is the degree to which inequalities in ranking lead to inequalities in
capabilities—being able to lead the lives they most want to lead. Central to these capabilities
are autonomy and social participation.” He goes on to say, “Control over one’s life and
opportunities for meaningful social engagement are necessary for health. It is also likely
the relationship goes the other way; without good health it is hard to achieve autonomy and
full social engagement.” Implicit in Marmot’s analysis are the cultural constraints that limit
capabilities.

This convergence of culture and status is an essential factor in what is needed to develop
effective health promotion and disease prevention programs at the community and society
levels. Breaking through the social shield of poverty and deprivation is essential for making
these programs work for the disadvantaged. To be healthy, let alone happy, people need
control over their own lives. In addition, they need a social network of support that they can
trust. This social and physical environment is the setting for fostering systematic program
interventions.

Behavioral constitutes the interaction that occurs in all of these social settings.
Communication between the doctor and the patient must be reciprocal and acknowledged if
the patient is to comply with the health care plan. If strict adherence to a treatment regimen
is required, the family care takers, if any, must be involved. How the community behaves
toward “outcasts” determines their fate when it comes to sickness and health. Community-
based programs can be organized to sustain the health of the residents. This area can be a
great source of innovation and creativity.
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A just and fair society has a moral obligation to eliminate social injustice and all forms
of inequality. Farmer (5), through his work in Haiti and other truly disadvantaged countries,
has turned his attention to structural violence, which, according to Galtung (13), is the
“avoidable impairment of fundamental human needs or . . . the impairment of human life,
which lowers the actual degree to which someone is able to meet their needs below that which
would otherwise be possible.” The health of the public is primary to a society’s fiduciary
responsibilities.

Paradigms and programs

The last half of this paper discusses two important and too often misunderstood paradigms:
social medicine and the health care ecology model and how they can be integrated to serve
as a basis for developing new programs for preventing disease and promoting health. Social
medicine is making a remarkable comeback in developed countries. The stark fact is that
most disease on the planet is attributable to social conditions in which people live and work.
As Eisenberg (4) has observed, “all medicine is inescapably social.” Even the human genome
is inescapably social, in term of the benefits, the risks, and the costs of genetic screening.
Large-scale social forces give rise to human disease and affect its distribution around the
world. In 1848 Virchow (14) concluded that poverty and living conditions, not biology, were
the prime causes of the typhus epidemic in Silesia.

Social medicine in the 21* century is concerned with which social forces operate at
different levels. Eisenberg (4) has developed four domains for delineation. The first domain
consists of the cultural and social aspects (values and status) of the relationship between
patients and health professionals. This relationship is the basis for important health outcomes
and is universal. The second domain involves the patients’ beliefs, practices and experiences.
Patients’ experiences of and responses to suffering are not confined to the clinical encounter
and vary dramatically among different populations. The third domain is the culture of medicine
itself. This consists of how health professionals are socialized beginning with medical
education and continuing throughout their careers. Health systems and health research have
their own agendas. Understanding the culture of medicine is essential to understanding health
professionals’ attitudes toward illness, patients, and treatment. The fourth and final domain
brings us back to Virchow and the large-scale forces shaping health that have become known
as the social determinants of disease.

To give substance to these concepts, the classic paradigm of social medicine created
by Alwyn Smith in 1970 is especially valuable (15). Smith was well ahead of his time in
trying to integrate the major variables that constitute how illness and health are distributed
in any give social aggregate. He also believe social medicine was a discipline like any other
field in medicine and public health with clearly discernible principles about how disease
and health were distributed in society using the methods of epidemiology and biostatistics
to demonstrate that social factors are significant determinants of disease and illness. His
thesis was simple but deceptive. The changing distribution (the model had to be dynamic) of
disease and wellness in any social aggregate is the function of the population, which includes
geographical area (urban, rural, climate, physical environment, etc.) and social structure
(age, gender, ethnicity, religion, social status); patterns of disease (infectious, chronic,
genetic, etc.); and the health care system (professional and ancillary personnel, facilities,
technology, folk healers, etc.). For Smith, a starting place for integrating these variables was
to show the prevalence of morbidity and mortality in terms of differentiated stages along the
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life cycle—infancy, childhood, adolescence, young adult, adult, elderly, and very old. This
conversion of morbidity and mortality rates with select population characteristics could be
applied to specific geographical regions ranging from a country to a neighborhood. This
mechanism provides structure for ascertaining the state of health in a community, which is
the baseline for prevention and promotion interventions. Without data, of course, the model
remains only a theory. Furthermore, the health care system’s role in the paradigm is not
easy to define without data because it is difficult to determine where and how it fit in. The
lesson learned here is that even the most creative exercises in disease prevention and health
promotion cannot be effective without current and valid data.

It is also necessary to reflect on an important point, that is, a search for a level of
generality that applies to all situations in which the goal is to promote health and prevent
disease. As the Sussers (2) state, “when we enter the physical, biological, and social realms
of the human world, we need a parallel set of ideas interwoven with the search for generality.
[In the realm of social medicine] the poor fit of universalism with human reality is better
replaced by a contrasting construct of ecologism.” (As noted earlier, the Sussers’ primary
focus is epidemiology, but the conceptualization applies to the broader discipline of social
medicine.)

In proposing a paradigm in the vein of ecologism, the health care ecology model, initially
presented by Kerr White in a 1961 publication of the New England Journal of Medicine
(NEJM) entitled “The Ecology of Medical Care” is essential (16). This classic paradigm
provides a framework for thinking about the organization of health care, medical education,
and research.

The original model was based on multiple sources of information, mostly from the
United States and Britain, dating from 1928. There were a number of estimates (“intelligent
guesses”) when no data were found. White and his colleagues derived a model whereby in
a population of 1000 adults, in an average month, 750 reported an illness, 250 consulted
a physician, 9 were hospitalized, 5 were referred to another physician, and 1 was referred
to a university medical center. (Keep in mind these results are not nested, i.e., they are not
subgroups of one another; all are based on a denominator of 1000.) To the surprise of White
and his colleagues, this model has been used repeatedly in papers, textbooks, by investigators,
and policymakers. Despite the incredible changes in medicine, scientifically, clinically,
financially, and organizationally, Green et al. (17), who incorporated data on children and
additional sites and types of health care services, found some variation but overall stability
of the relationships proposed 40 years ago. (Two charts depicting these subdivisions of a
population denominator of 1000 are found in “Occasional Notes”, New England Journal of
Medicine, Vol. 344, No. 26, June 28, 2001.)

White has added his own perspective on the validity of the model in a 1997 NEJM article
with specific implications for population-based health care research (18). He takes great
care to emphasize that the perspective presented in “The Ecology of Medical Care” drew
attention to several distinct denominators (epidemiology is the science of denominators and
numerators) that extended from general or geographically defined populations, to populations
of sick people, those consulting physicians, those admitted to community hospitals, those
referred to other physicians, and those referred to university medical centers. The three
major classes of populations were: First, the general population denominator defined by a
geopolitical jurisdiction such as a country, state, county, or metropolitan area. Second, there is
the health care system, preferably a vertically integrated system, in which all of the enrollees
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or subscribers constitute the denominator. Finally, there are specialized denominators such as
all patients using specific practices, services, or institutions. A major question, of course, is
where does the data come from? This includes death certificates, discharge hospital records,
patients’ records, and even the labeling of health and medical problems. Regarding this
latter point, the International Classification of Primary Care was derived in 1993 based on
the original International Classification of Diseases by the World Health Organization in
1975. This new classification scheme recognizes the long-standing observation that patients’
problems, concerns, complaints, symptoms, and other conditions include a wide variety of
social and psychological states that are not strictly biomedical.

In this paper White is primarily concerned about the implications of his model for
population-based health care research. He states that there are three arenas in which the
problems of health and disease may be studied: the laboratory, the one-to-one clinical settings,
and the population. As biomedical research advanced in the study of microorganisms and their
eradication there was a diminished study of health and disease in populations. It is only in the
last few decades that the population perspective has returned for serious consideration.

White’s contribution to the empirical and substantive effectiveness of population research
is found in the personal collection of health resources he donated to the Claude Moore Health
Sciences Library at the University of Virginia in 1992. Of particular significance to this
discussion is the emergence of health services research as a new field for investigation. In
many ways it has revolutionized the way to look at how medicine and its related fields are
organized and made operational. The field has grown so much that virtually all academic
health centers in the U.S. conduct health services research. Health services research is a
worthy companion to biomedical research in improving individual and collective health.
White’s papers also include cogent analyses of the importance of health statistics and
epidemiology, primary medical care, public health and population health, and care and
curing. These separate fields are subsumed under the recent construct of the kealth of the
public research as: population-based research into the promotion and maintenance of health;
the frequency, burden, and causal pathways of ill health; and effectiveness of interventions
designed to reduce or prevent ill health.

A synthesis with implications for disease prevention and health promotion

Before continuing, a summary of what’s been said so far is needed. This essay is framed
as a “thinking person’s paper” because this approach to the topic that overarches this book’s
major thesis requires a systematic critique of the knowledge and assumptions surrounding the
nature of health and illness in the 21 century. It begins by giving a brief historical description
of evolving conceptualizations of the “human condition.” It is followed by showing the need
to assess the current status of biology, psychology, culture, social status, and behavior for
explaining health and illness. Short commentaries on the dominance ascribed to each discipline
and how that dominance or its decline has evolved is also presented. In light of what we know
about human nature, the shortcomings and reductionism of each field if taken by itself as the
explanatory force is critically reviewed. When applicable, examples like the health belief
model are used. Following the assessment of these underlying factors, attention is turned to
two important perspectives that provide worthwhile insights for addressing the challenges of
promoting health and preventing disease in our rapidly changing world. Social medicine is
then described as a discipline with principles and methods that integrate the biosocial factors
that had tended to be given little if any attention when it comes to understanding the health
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of the public. Finally, the health ecology model is presented as a way of providing structure
and space for empirical analysis. Other evolving fields such as public health, epidemiology,
and primary care fit nicely into this paradigm.

A synthesis of these various conceptualizations allows us to develop a more crucial and
efficacious approach to health promotion and disease prevention. In short, it is a move from
the theoretical to the programmatic. To achieve this, requires both horizontal and vertical
integration. Vertical means two things: first, the interconnectedness from the individual to
society, and, second, the specific area of study from biogenetic to public health. Horizontal
means the convergence of these factors in time and space, which is manifested in the ecology
of health care addressing disease and illness in a population and/or geographically defined
area. Such an endeavor is based on multiple levels of interactive systems. As stated earlier,
the conventional approach to health promotion and disease prevention tends to be unilateral
with the focus on one particular discipline such as theories about a person’s motivation
for getting the individual to quite smoking. This narrowness excludes the social, cultural,
environmental, and other factors that affect why an individual wants or continues to smoke
regardless of the physical harm it does. What is proposed instead is to use social medicine as
the conceptual framework for developing constructs and the health ecology model as a method
for delineating particular segments—regions or population—for proposed interventions and
evaluation.

If a state of well-being is our aim, then a structure is needed to see how these human factors
interact. This structure can be diagramed as a series of concentric circles with the individual
in the center followed by the doctor-patient relationship, the family, the community, and
society as the outer ring. The doctor-patient relationship is included because it is a dyad,
that is, one construct removed from the individual. A short-hand device (19) is the Mckinlay
model which consists of three levels: downstream where the focus is on the individual and
his or her lifestyle or behavior; midstream where the focus is on communities and institutions
within communities; and upstream where policies that support our endeavor must be made.

An important underlying concern, for our purpose, is to show how the distinction between
disease prevention and health promotion operate in the process. Of course, they overlap in
many ways and are also interdependent. Nonetheless, for explanatory reasons, it is possible
to look at them independently and then show how they interact.

To foster health in the individual requires, at the basic level, self-awareness. In other
words, how healthy am I and what can I do to remain so as I age. We know that key factors in
a healthy life include diet, exercise, healthy living (sexually and interpersonally). Providing
information is not enough; there is an emotional side to who we are and how we behave.
Stress plays an important part in how healthy we are both physically and emotionally. The
physical environment, where you live, and what kind of work you do also have a significant
effect on your health.

In the doctor-patient relationship the health professional stresses the need to be healthy
by focusing on getting us to quite smoking, cutting down on our alcohol consumption, eating
a healthy diet, exercising, and trying to relax. The role of our family and close friends is to
support us in these endeavors. In some cases it might mean literally looking after us. At the
community level local, trained health care workers and an atmosphere of concern serve as
support mechanisms. Community institutions such as places of worship, social centers, schools,
and other places where people gather voluntarily are important sources of reaffirmation and
support. At the societal level, the government must support social institutions invested in
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keeping society physically and emotionally well. Personal health and hygiene are important
topics in public education. The education of competent health professionals to understand
sociocultural factors is a top priority. When there are proven methods to stop premature death
and sustain quality of life, laws and regulations must be passed to assure the health of the
public such as no smoking in public places.

When we experience disease (including anxiety about how we feel), we seek help from
some knowledgeable source, primarily a health professional or, in some cases, a person with
special status in the culture who is perceived to have healing powers. In developed countries
it is the doctor who cures or prevents our ailment in two ways: prescribing medications and
initiating procedures, if not personally, then through a specialist. Our own responsibility
is to comply with “the doctor’s orders.” We are taught that if we don’t take the prescribed
medications our blood pressure will remain high and the HDL “good cholesterol” will remain
bad. We are told that it is essential to understand that controlling chronic diseases can be a
lifetime undertaking. Family and friends fill the gap between the diagnosis and treatment
prescribed by the physician and the personal responsibility to follow the regimen. Ideally,
there would be local clinics in the community, teams of local health care workers, and social
settings where systematic screening and interventions are accessible. Society’s duty is to
make sure all members receive fundamental preventive care, from childhood immunizations
to “flu shots” for the elderly. The national government also has the responsibility to detect
and remedy environmental hazards such as air pollution and poor sanitation.

Clearly these distinctions between health and disease are arbitrary whereas in reality
they are closely intertwined and interconnected. Nonetheless, they provide a first-level
approximation of the complexity of the situation and what needs to be taken into account to
be successful in promoting a healthy society and stopping preventable diseases. The health
ecology model serves adequately as a frame for organizing the multiplicity of components
essential for effectiveness. This model is especially useful in differentiating particular
geographical areas such as a community. Even a sample population of 1000 (a neighborhood)
represents a unit that is manageable for assessment. To follow the paradigm components—
the defined population, the proportion who are sick, those who seek professional care, are
referred to a specialist, and end up in a tertiary medical center—allows a basis for finding
where and how to best intervene from a health and disease perspective. This approach gives
specificity to the interventions. For example, if the population under evaluation are elderly,
poor, disadvantaged, and alien to the predominant culture, we need to understand these social,
economic, and cultural factors in designing our approach. From a societal level, there are
significant political and ethical considerations, for example, finding a non-threatening way
of reaching the Roma regarding their health and well-being. Also, whatever the level of the
approach—small community or entire country—it cannot be static, i.e., it must be capable of
formulating as well as instituting change and potential reform.

Regardless of where we start, we need to remain holistic, that is, keep the total picture with
all of its interactive elements in mind. White’s analysis (18) of the power of his model has
direct application to health promotion and disease prevention. “Health care can be organized
effectively and managed efficiently . . . through comparisons of these interventions over
time, place, institutions, and systems. [This evaluation] requires rates that are appropriately
standardized or adjusted for differences in the distribution of groups by age, sex, and other
attributes.” He goes on to say, “Such interventions require rational distribution of energy and
resources in education, services, and research”.
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With this overarching perspective in mind, it is possible “to identify effective programs
or program elements and to disseminate them, to scale them up to the state and national level,
and to ensure that the programs reach the populations most at risk is the ultimate objective”.
A practical and substantive place to start is the “community model of health promotion and
disease prevention including educating individuals and changing the social and physical
milieu that cue and reinforce health-related behavioral choices”.

Taylor (20), in his review of Radical Hope: Ethics in the Face of Cultural Devastation, by
Jonathan Lear, offers two final important points that are relevant to my thesis. “If we interpret
people’s attitudes and behaviors psychologically [as in the HBM] we are being guided by our
own sense of what is true and ignoring the particular cultural circumstances of those people”.
This is a major mistake health professionals make in health promotion and disease prevention
activities even though they are convinced they are doing the right thing for the right reasons.
If this were so, then people would adhere to their prescribed medical regimens, put in the
needed energy to live healthy lives, and sustain those behaviors for themselves, their loved
ones, and their fellow travelers.

To further quote Taylor:

Along the same lines, many well-meaning (and sometimes not so well-meaning)
interventions from governments [as well as NGOs, and philanthropic organizations] not only
don’t work but in some cases make the situation worse. One main reason for the failure of
many of these interventions is that they don’t manage to imagine the lives of the supposed
beneficiaries themselves or engage with their feelings; and so they can’t break the cycle of
apathy, despair, and self-destructive behavior, and this induces further apathy and despair. A
program imposed from the outside can only help if it can support a project espoused by the
group itself.” [Italics added.]

The take-home message is simple, and hopefully, straightforward. Checklists, formulae,
and protocols can’t capture the rich, full meaning of a cultural narrative. Even within what
seem to be rigidly defined social structures, there is some fluidity and change. Interventions
to improve people’s health and help them deal with their illnesses must grasp the totality
of such conditions if they are to succeed. The health practitioner must strive to know his
or her patient as a person influenced by one’s status in a socio-cultural system. The health
education and public health specialists must design and implement programs that can reach
the most vulnerable populations and not only the educated and informed. Health services
research provides the data needed for program design and evaluation. Assessments must be
perceived as longitudinal and dynamic. In democratic societies governments must sponsor
health-related programs through established institutions such as education, law, and health.
Regarding the latter, the model is public health which serves as the primary mechanism for
reaching all the people.

Task: Hypothetically, or when possible using available data, design a health promotion
and/or disease prevention program utilizing the concepts of social medicine and health care
ecology for a particular geographical or population group. Describe the area, the salient
characteristic of the population, and provide mortality and morbidity rates for the different
population cohorts (e.g., asthma among children). Propose interventions that incorporate
individual responsibility, doctor-patient interaction, familial and community support, and
societal authority.
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Abstract

This module provides a theoretical background to the concepts and
principles of health promotion as a foundation for good practice.
Current concepts of health promotion, approaches and international
targets are addressed together with discussion of debates and
dilemmas facing health promotion practitioners.
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CONCEPTS AND PRINCIPLES IN HEALTH PROMOTION
Gordana Pavlekovic, Doncho Doneyv, Lijana Zaletel Kragelj

Health Promotion: What does it mean?

Perhaps no other term has been more frequently used in the last decades than that of
“health promotion”. It can be said without a doubt it is currently one of the most popular
word not only in the World Health Organization documents, declarations, recommendations
and guidelines. National and regional documents advocating health promotion principles
in their legislations, plans and programmes, the new professional training programmes are
offering for health promoters, public health associations are adding “health promotion” in
existing titles, etc. In summary — this term is on the marketplace. The questions are: “Is
health promotion something new?”. “Are we using this term for political or semantically
reasons?”

Instead of answer, we should read the papers written by two health professionals. Hans
Saan, one of the leading person in the health promotion movement, wrote his paper in 2007,
reflecting back on Conference in Ottawa in 1986 (1). Andrija Stampar, one of the leading
person in social medicine and people’s health in Europe and in the world, wrote his paper in
1926 (2).

They wrote:

Hans Saan: “1 took from the Charter three lessons: First, the salutogenic approach taught
me to put much more trust in the positive, in people’s capacities and taught me to look
beyond disease-focussed prevention®(1).

Andrija Stampar: “Goldscheid points out that we are living in a world blind to true value.
We can see only sudden catastrophes and have lost the power of sensing hidden, continuous
misery every-were in present-day economic and social life. We have understanding only of
inorganic capital and know nothing about human capital“(2).

Hans Saan: “The second lesson (I took from the Charter) was the extension of health
determinants with the political factors; not only party politics in parliament, but also how
capitalism shapes our society and how that creates the rich-poor divide“(1).

Andrija Stampar: “All our efforts made so far towards the promotion of public health
have been considered as charity, as acts of humanity, and that is why the budget allotted for
those efforts has bee so small...Social politics has not shown any remarkable results eater,
because they have been conducted along the same lines; a turning point will occur only when
health policy is looked upon as the most important part of national economy...“(2).

Hans Saan: “The third (lesson I took from the Charter) it made me aware of how we used
a pair of golden blinkers in HIM: we were not wrong, but just limited in our scope. If we
want people to join us for health, we have to see how their history, their opportunities and
preferences are shaped not just only by their individual psychology, but how peer pressure
are economic and political forces shape the conditions of living* (1).

Andrija Stampar: “Health education has so far been carried out only by private initiative.
The present time, however, calls for a more comprehensive participation ...It would be a
mistake if health education were restricted to the four walls of the classroom. Health education
should continue and be carried out most intensively out-side walls, in communities...““(2).

It seems the idea of health promotion is not something new. Health promotion is not a
new discipline. It is an integration of the existing knowledge base in areas such as community
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development, health education, social work, political science and social marketing.

However, in the past years and even today, the term health promotion has have a variety of
meanings and many of them are based on different philosophies. The reason for this uncoordinated
terminology is that terms are taken over from different other scientific fields and/or created
according to historical needs and circumstances in different professions, countries, etc.

Very often, health promotion as aterm is associated with health education (3). Historically,
there has been a shift from health education to health promotion. The aim of health education
in its early days was to make people aware of the health consequences of their behaviour.
People were considered as “empty vessels” that process information in a logical manner
and subsequently act accordingly. Changes in individual opinion attitudes and behaviours
were seen to result of information and knowledge (4). The line of thought was that if you
provide people with knowledge, they could make good decisions regarding their health. In
the seventies the insight grew that providing knowledge alone was not enough. To be able to
live a healthy life, individual motivation, skills and the influence of the social environment
were recognized as very important determinants as well. Just informing people is not enough.
They also have to be encouraged, educated, trained and facilitated in order to be able to
improve their health and change the environment they live in. In addition to this, it become
recognized that individuals can not be isolated from their social environment and that a single
behaviour cannot be isolated from the context. The approach of the health professionals
changed from an educational into a more health promotional one (3).

In Health Promotion Glossary, “Health education is not only concerned with the
communication of information, but also with fostering the motivation, skills and confidence
(self-efficacy) necessary to take action to improve health. Health education includes the
communication of information concerning the underlying social, economic and environmental
conditions impacting on health, as well as individual risk factors and risk behaviours, and
use of the health care system. Thus, health education may involve the communication of
information, and development of skills which demonstrates the political feasibility and
organizational possibilities of various forms of action to address social, economic and
environmental determinants of health. In the past, health education was used as a term to
encompass a wider range of actions including social mobilization and advocacy. These
methods are now encompassed in the term Aealth promotion, and a more narrow definition
of health education is proposed here to emphasize the distinction “(5). However, in some
contexts and languages the term “promotion” is considered synonymous with “marketing”
and “selling” rather than “enhancement” and “empowerment”(6).

Additional challenge is the relationship between public health and health promotion,
particularly in the South Eastern Europe. Public health (very often translated from English
to maternal tongue as a public health care) rose from the past hygiene, preventive and
social medicine disciplines with a strong emphasis on the state responsibility for the care of
population/nations health, mainly in the hands of health sector and medical professionals.
During the political, social and economic transitions, the term «new public health» was
becoming increasingly used by a new wave of public health activists who were dissatisfied
with the rather traditional and top-down approaches of “health education” and “disease
prevention”. Majority of professionals in this part of the Europe are still linking closely
health education and health promotion, or accepting health promotion as a tool within public
health aiming to facilitate changes.

The review of the health promotion definitions made by Rootman and colleagues showed
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that definitions and concepts of health promotion have differed in goals, objectives, process

and actions (table 1) (7).

Table 1. Definitions of health promotion

Source and date

Definition (emphasis added)

Lalonde, 1974

A strategy “aimed at informing, influencing and assisting both
individuals and organizations so that they will accept more
responsibility and be more active in matters affecting mental and
physical health®

US Department of Health,
Education and Welfare, 1979

“A combination of health education and related organizational,
political and economic programs designed to support changes in
behavior and in the environment that will improve health*

Green, 1980

“Any combination of health education and related organizational,
political and economic interventions designed to facilitate
behavioural and environmental changes that will improve health*

Green & Iverson, 1982

“Any combination of health education and related organizational,
economic and environmental supports for behaviour conducive
to health*

Perry & Jessor, 1985 (22)

“The implementation of efforts to foster improved health
and well-being in all four domains of health (physical, social
psychological and personal)*

Nutbeam, 1985

“The process of enabling people to increase control over the
determinants of health an thereby improve their health*

WHO, 1984, 1986

“The process of enabling people to increase control over, and to
improve their health*

Goodstadt et al., 1987

“The maintenance and enhancement of existing levels of health
through the implementation of effective programs, services and
policies*

Kar, 1989

“The advancement of wellbeing and the avoidance of health
risks by achieving optimal levels of the behavioural, societal,
environmental and biomedical determinants of health*

O’Donnell, 1989

“The science and art of helping people choose their lifestyles to
move toward a state of optimal health*

Labont’e & Little, 1992

“Any activity or program designed to improve social and
environmental living conditions such that people’s experience of
well-being is increased*

Source: Rootman et al, 2001 (7)

Most definitions express the desired end (terminal goal) in terms of improved health or
wellbeing, although several also give health maintenance as a goal (). Just a few definitions
identify the process as a key word, as the official definition given in the Health Promotion

Glossary (5):

“Health promotion is the process of enabling people to increase control over the
determinants of health and thereby improve their health”.
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Health promotion development: From Ottawa to Bangkok

Although the idea of health promotion is not new, its rise as an organized field can be
traced to 1974 when Marc Lalonde, the Canadian health minister of the time, released a
paper entitled “A new perspective on the heath of Canadians” (8). This was the first national
government policy document to identify health promotion as a key strategy. His report
was both a concept and an approach that could be used by governments, organizations,
communities and individuals.

In 1986, the First International Conference on Health promotion captured this growing
interest and endorsed the Ottawa Charter for Health Promotion (9). After Ottawa Charter,
health promotion movement has become a complementary framework to the traditional focus
on health protection and disease prevention

For Catford, Ottawa is a starting pistol who fired in the snow blizzards and the fulcrum
of global health development (6). Ottawa Charter has created the vision by clarifying the
concept of health promotion, highlighting the conditions and resources required for health
and identifying key actions and basic strategies to pursue the WHO policy of Health for All.
The Charter identified the prerequisites for health including peace, a stable ecosystem, social
justice and equity, and resources such as education, food and income. It highlighted the role
of organisations, systems and communities, as well as individual behaviours and capacities
in creating opportunities and choices for better health.

People are using the Ottawa Chapter in his or her own manner. Some people are describing
the Chapter as a reference framework, orientation, direction, guideliness, an intervention tool
to be used directly in the field, even as a manifesto in practice, but Chapter must be percieved
more as a conceptual or theoretical instrument (10).

After Ottawa Conference, the World Health Organization has organized, in partnership
with national governments and associations, a series of follow up conferences, which have
focused on each of Ottawa’s five health promotions strategies.

Building healthy policy was explored in depth at the Second International Conference on
Health Promotion. Adelaide Recommendations on Healthy Public Policy called for political
committeemen to health by all sectors (11).

The locus of the Third International Conference on Health Promotion was on creating
supportive environments. It was considered that environments, whether physical, social,
economic or political can be made more supportive for health. The Sundsvall Statement on
Supportive Environments for Health stressed the importance of sustainable development and
urged social action at community level with people as the driving force of development. This
statement contributed to the development of Agenda 21 (12).

All those conferences, Adelaide, Sundsvall and Jakarta emphasized the need to evaluate
the impact of policy, and the need of collaboration and developing partnership for a new
health alliance for the commitment to a global public health; governments need to invest
resources in healthy public policy and health promotion in order to raise the health status of
all their citizens, ensuring people to have access to the essentials for a healthy and satisfying
life, giving priority to underprivileged and vulnerable groups and recognizing the unique
culture of indigenous peoples, ethnic minorities, and immigrants. The social, political and
economic dimension were highlighted and the empowerment of people and community
participation were seen as essential factors in a democratic health promotion approach. The
three conferences provided an opportunity to reflect on what has been learned about effective
health promotion, to re-examine determinants of health, and to identify the directions and
strategies which are required to address the challenges of promoting health in the 21st

8
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Century, listing five priority areas.

The fourth International Conferences on Health Promotion in Jakarta reviewed the impact
of the Ottawa Charter and engaged new players to meet global challenges. In this conference,
developing countries and private sectors were involved (13).

In Bangkok Charter for Health Promotion in a Globalize World four new commitments
were identifies: make the promotion of health central to the global development agenda, a
core responsibility for all government, a key focus of communities and civil society and a
requirement for good corporate practices.

Health promotion: Concepts and principles

The health promotion principles are based on human rights, seecing people as active
participating subjects - professionals and people are mutually engaged in an empowering
process. The role of the professionals is to support and provide options that enable people to
make their own choices and to make people aware of determinants of health and able to use
them (15).

*  Health is a positive value

The Ottawa Charter goes beyond healthy life-styles in that it defines health as a state of
complete physical, mental and social well-being. This positive concept of health sees the
individual as a whole person in a social context. Health promotion goes beyond healthy
life-stiles to well-being in order to reach a state of complete physical, mental, social
well-being, an individual or group must be able to identify and to realize aspirations, to
satisfy needs, and to change or cope with the environment. Health is created and lived
by people within the settings of their life. Also, positive health is emphasizing social
and personal resources, as well as physical capacities. Good health is a major resource
for social, economic and personal development and an important dimension of quality
of life. Political, economic, social, cultural, environmental, behavioural and biological
factors can all favour health or be harmful to it. Therefore it is an important issue to
enable people to manage the different stages in their lives and to cope with chronic
illness and injuries.

*  Health is not just an individual responsibility

*  Health promotion focuses on achieving equity in health

Health promotion action aims at reducing differences in current health status and
ensuring equal opportunities and resources to enable all people to achieve their fullest health
potential.

*  Health promotion demands coordinated action and intersectoral collaboration

Health promotion demands coordinated action by all concerned: by governments, by health
and other social and economic sectors, by nongovernmental and voluntary organization, by
local authorities, by industry and by the media. People in all walks of life are involved as
individuals, families and communities. Professional and social groups and health personnel
have a major responsibility to mediate between differing interests in society for the pursuit
of health. The fundamental conditions and resources for health are peace, shelter, education,
food, income, a stable ecosystem, sustainable resources, social justice and equity.

*  Health promotion strategies are based on local needs

Health promotion strategies and programmes are adapted to the local needs and
possibilities of individual countries and regions to take into account differing social, cultural
and economic systems.
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*  Health promotion works through community action

Health promotion works through concrete and effective community action in setting
priorities, making decisions, planning strategies and implementing them to achieve better
health. At the heart of this process is the empowerment of communities - their ownership and
control of their own endeavours and destinies.

*  Empowering individuals and communities, valuing the assets they bring to improve

health, is a fundamental health promotion principles.

Empowerment is a process through which people gain greater control over decisions
and actions affecting their health. Empowerment may be a social, cultural, psychological or
political process through which individuals and social groups are able to express their needs,
present their concerns, devise strategies for involvement in decision-making, and achieve
political, social and cultural action to meet those needs. Through such a process people see a
closer correspondence between their goals in life and a sense of how to achieve them, and a
relationship between their efforts and life outcomes. Health promotion not only encompasses
actions directed at strengthening the basic life skills and capacities of individuals, but also
at influencing underlying social and economic conditions and physical environments which
impact upon health. In this sense health promotion is directed at creating the conditions
which offer a better chance of there being a relationship between the efforts of individuals
and groups, and subsequent health outcomes in the way described above. A distinction is
made between individual and community empowerment. Individual empowerment refers
primarily to the individuals’ ability to make decisions and have control over their personal life.
Community empowerment involves individuals acting collectively to gain greater influence
and control over the determinants of health and the quality of life in their community, and is
an important goal in community action for health (5).

The salutogenic framework in the context of HP

The Ottawa Charter proposed a salutogenic view on health which focuses on strengthening
peoples’ health potential and which is aimed at whole populations over the life-course.

The salutogenesis could be considered as a theoretical framework for health promotion.
The salutogenic perspective focuses on three aspects: first, the focus is on problem solving/
finding solutions, second, it identifies GRRs (General Resistance Resources) that help people
to move in the direction of positive health. Third, it identifies a global sense in individuals,
groups, populations or systems that serves as the overall mechanism or capacity for the
process, the Sence of Coherence (SoC). The combination of salutogenesis and quality of life
catches the core components of the principles of health promotion where salutogenesis is the
process leading to Sence of Coherence (15).

Health promotion: Basic strategies and action areas
The Ottawa Charter identifies three basic strategies for health promotion:
* advocacy for health to create the essential conditions for health;
* enabling all people to achieve their full health potential;
* mediating between the different interests in society in the pursuit of health.

Advocacy is a “combination of individual and social actions designed to gain political

commitment, policy support, social acceptance and systems support for a particular health
goal or programmed. Advocacy can take many forms including the use of the mass media and

10



Concepts and Principles in Health Promotion

multi-media, direct political lobbying, and community mobilization through, for example,
coalitions of interest around defined issues. Health professionals have a major responsibility
to act as advocates for health at all levels in society. Health advocacy is the action of health
professionals and others with perceived authority in health to influence the decisions and
actions of communities and governments which have some control over the resources which
influence health” (5).

The Ottawa Charter aims at advocating a clear political commitment to health and
equity in all sectors. It puts health on the agenda of policy makers in all sectors and at
all levels in order to make the healthier choice the easier choice for all and the policy
makers as well. And it also aims at sharing power with other sectors, other disciplines
and — most importantly — with people themselves (17).

Enabling means “taking action in partnership with individuals or groups to empower
them, through the mobilization of human and material resources, to promote and protect
their health” (5). The Ottawa Charter focuses on enabling all people to achieve their
fullest health potential in order to take control of those things which determine their
health. People are acknowledged as the main health resource. The most important goal of
all health promotion activities is to support and enable people to keep themselves healthy,
as well as their families and friends through financial and other means. Health promotion
activities have to turn to the community as the essential voice in matters of health, living
conditions and well-being. The key-word here is empowering people (17).

Mediating is a process through which the different interests (personal, social, economic)
of individuals and communities, and different sectors (public and private)

are reconciled in ways that promote and protect health. According to the Ottawa Charter
politicians, professional and health personnel have a major responsibility to mediate between
differing interests in society for the pursuit of health. Health promotion action programmes are
to create supportive environments — which means to generate living and working conditions
that are safe, stimulating, satisfying and enjoyable by active participation of all people who
are involved and addressed. To strengthen community actions is the heart of this process
that can be called: empowerment of communities — their ownership and control of their own
endeavours and destinies (17).

These strategies are supported by five priority action areas:

*  Build healthy public policy

*  Create supportive environments for health

o Strengthen community action for health

*  Develop personal skills

*  Re-orient health services

Health promotion technology

The best developed amongst health promotion’s technologies is setting’s based action
Settings are ubiquitous in our lives, as they are the physical and social environments within
which we carry out our daily activities, and settings themselves can influence our health
directly and indirectly. The technology of health promotion in settings includes participative
processes that help organizations decide on and implement their policies, use research-derived
evidence to inform policy development, and undertake routine measurement of progress and
outcomes. The examples of Health promotion in settings are Healthy City, Health promoting
school, Health promoting hospitals and so on.
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Shaping the future of health promotion: Priorities for action
(adopted from: [IUHPE and CCHPR, 2007)(18)

In 2007, International Union for Health Promotion and education (IUHPE), the leading
association in promotion global health and to contribute to the achievement of equity in health
between and within countries of the world, proposed the list of priorities for action in the 21
century for health promotion researchers, practitioners and policy-makers as follows:

Putting healthy public policy into practice
“Health improvement should be a stated objective of policies in all sectors based on the
solid evidence that healthy and more equitable societies are successful societies.”

Strengthening structures and processes an all sectors

“To act actively on the determinants of health, all sectors including healthcare, education,
environment, transport, housing and commerce must take responsibility for promoting
health”

Towards knowledge-based practice

“Knowledge-based practice necessitates a rapid increase in the proportion of research
funding spent on evaluating complex, community-based health promotion interventions,
longitudinal studies, impacts of policy and effect on health inequalities.

Building competent health promotion work-forces

“In all parts of the world there is a pressing requirement for further investment in the
education and training of health promotion specialists, practitioners and other workers.
Essential training should include developing knowledge and skills for advocacy and
mediation with politicians and the private sector, assessing the impact of policies on health
and its determinants, assessing and using available information and evidence, and evaluating
interventions.”

Empowering communities

“To influence future healthy public policy we must work hand to hand with communities
and civil societies and ensure that our communications are accessible to all and understood
by all”.

Exercise: Individual and small group work

Task 1.
Made your own definition of health promotion and share your reflection with others.

Task 2.

Reflect briefly on the context of health promotion policies and practices in your country
and think about your own position in relation to that context. Discuss questions with others
such as: What are your personal views on the concepts of health promotion and what are your
personal and political expectations to the further development of health promotion in your
country?
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1.1.1 HEALTH PROMOTION CONFERENCES AND KEY
DOCUMENTS

Luka Voncina, Ognjen Brborovic, Gordana Pavlekovic
Andrija Stampar School of Public Health, Medical School, University of Zagreb,

Croatia

The history and the development of the health promotion movement can be traced through
its six major health promotion conferences in Ottawa (1986), Adelaide (1988), Sundsvall
(1991), Jakarta (1997), Mexico (2000) and Bangkok (2005).

The Ottawa Charter for Health Promotion
The First International Conference on Health Promotion, Ottawa, 1986

The key concepts of health promotion were defined by the Ottawa Charter for Health
Promotion (1986). Within the context of health promotion, health has been considered less
as an abstract state and more as a means to an end which can be expressed in functional
terms as a resource which permits people to lead an individually, socially and economically
productive life. Thus, health is a resource for everyday life, not the object of living. It is a
positive concept emphasizing social and personal resources as well as physical capabilities.
In keeping with the concept of health as a fundamental human right, the Ottawa Charter
emphasises certain pre-requisites for health which include peace, adequate economic
resources, food and shelter, a stable eco-system, sustainable resource use, social justice and
equity. Recognition of these pre-requisites highlights the inextricable links between social
and economic conditions, the physical environment, individual lifestyles and health. These
links provide the key to a holistic understanding of health which is central to the definition
of health promotion.

The Ottawa Charter stressed that health promotion is not just the responsibility of the
health sector, but that it goes beyond healthy life-styles to well being. It identifies three basic
strategies for health promotion: advocacy for health to create the essential conditions for
health, enabling all people to achieve their full health potential and mediating between the
different interests in society in the pursuit of health. Key actions to promote health included
building healthy public policy, creating supportive environments, strengthening community
actions, developing personal skills, and reorienting health services.

The logo, created for the First Conference on Health Promotion in Ottawa, World Health
Organization kept as the Health Promotion symbol (HP logo). The logo represents a circle
with three wings. It incorporate five key action areas in Health Promotion and three basic
health promotion strategies (to enable, mediate and advocate). More specifically:

» the upper wing that is breaking the circle represents that action is needed to
"strengthen community action" and to "develop personal skills". This wing is
breaking the circle to symbolise that society and communities as well as individuals
are constantly changing and, therefore, the policy sphere has to constantly react and
develop to reflect these changes: a "Healthy Public Policy" is needed;

* the middle wing on the right side represents that action is needed to "create
supportive environments for health"

» the bottom wing represents that action is needed to "reorient health services"
towards preventing diseases and promoting health.
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The Ottawa Charter for Health Promotion
First International Conference on Health Promotion,
Ottawa, 21 November 1986 —-WHO/HPR/HEP/91.1

The first International Conference on Health Promotion, meeting in Ottawa this 21st day of
November 1986, hereby presents this CHARTER for action to achieve Health for All by the year
2000 and beyond.

This conference was primarily a response to growing expectations for a new public health
movement around the world. Discussions focused on the needs in industrialized countries, but
took into account similar concerns in all other regions. It built on the progress made through the
Declaration on Primary Health Care at Alma-Ata, the World Health Organization's Targets for
Health for All document, and the recent debate at the World Health Assembly on intersectoral action
for health.

Health Promotion

Health promotion is the process of enabling people to increase control over, and to improve,
their health. To reach a state of complete physical, mental and social well-being, an individual or
group must be able to identify and to realize aspirations, to satisfy needs, and to change or cope
with the environment. Health is, therefore, seen as a resource for everyday life, not the objective of
living. Health is a positive concept emphasizing social and personal resources, as well as physical
capacities. Therefore, health promotion is not just the responsibility of the health sector, but goes
beyond healthy life-styles to well-being.

Prerequisites for Health
The fundamental conditions and resources for health are:

* peace,
e shelter,

e education,
*  food,

. income,

* astable eco-system,

e sustainable resources,

* social justice, and equity.

Improvement in health requires a secure foundation in these basic prerequisites.
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Advocate

Good health is a major resource for social, economic and personal development and an important
dimension of quality of life. Political, economic, social, cultural, environmental, behavioural and
biological factors can all favour health or be harmful to it. Health promotion action aims at making
these conditions favourable through advocacy for health.

Enable

Health promotion focuses on achieving equity in health. Health promotion action aims at
reducing differences in current health status and ensuring equal opportunities and resources to
enable all people to achieve their fullest health potential. This includes a secure foundation in a
supportive environment, access to information, life skills and opportunities for making healthy
choices. People cannot achieve their fullest health potential unless they are able to take control of
those things which determine their health. This must apply equally to women and men.

Mediate

The prerequisites and prospects for health cannot be ensured by the health sector alone. More
importantly, health promotion demands coordinated action by all concerned: by governments, by
health and other social and economic sectors, by nongovernmental and voluntary organization,
by local authorities, by industry and by the media. People in all walks of life are involved as
individuals, families and communities. Professional and social groups and health personnel have a
major responsibility to mediate between differing interests in society for the pursuit of health.

Health promotion strategies and programmes should be adapted to the local needs and
possibilities of individual countries and regions to take into account differing social, cultural and
economic systems.

Health Promotion Action Means:

Build Healthy Public Policy

Health promotion goes beyond health care. It puts health on the agenda of policy makers in all
sectors and at all levels, directing them to be aware of the health consequences of their decisions and
to accept their responsibilities for health.

Health promotion policy combines diverse but complementary approaches including legislation,
fiscal measures, taxation and organizational change. It is coordinated action that leads to health,
income and social policies that foster greater equity. Joint action contributes to ensuring safer and
healthier goods and services, healthier public services, and cleaner, more enjoyable environments.

Health promotion policy requires the identification of obstacles to the adoption of healthy public
policies in non-health sectors, and ways of removing them. The aim must be to make the healthier
choice the easier choice for policy makers as well.

Create Supportive Environments

Our societies are complex and interrelated. Health cannot be separated from other goals. The
inextricable links between people and their environment constitutes the basis for a socioecological
approach to health. The overall guiding principle for the world, nations, regions and communities
alike, is the need to encourage reciprocal maintenance - to take care of each other, our communities
and our natural environment. The conservation of natural resources throughout the world should be
emphasized as a global responsibility.

Changing patterns of life, work and leisure have a significant impact on health. Work and
leisure should be a source of health for people. The way society organizes work should help create a
healthy society. Health promotion generates living and working conditions that are safe, stimulating,
satisfying and enjoyable.

Systematic assessment of the health impact of a rapidly changing environment - particularly in
areas of technology, work, energy production and urbanization - is essential and must be followed
by action to ensure positive benefit to the health of the public. The protection of the natural and built
environments and the conservation of natural resources must be addressed in any health promotion
strategy.
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Strengthen Community Actions

Health promotion works through concrete and effective community action in setting priorities,
making decisions, planning strategies and implementing them to achieve better health. At the heart
of this process is the empowerment of communities - their ownership and control of their own
endeavours and destinies.

Community development draws on existing human and material resources in the community
to enhance self-help and social support, and to develop flexible systems for strengthening public
participation in and direction of health matters. This requires full and continuous access to
information, learning opportunities for health, as well as funding support.

Develop Personal Skills

Health promotion supports personal and social development through providing information,
education for health, and enhancing life skills. By so doing, it increases the options available to
people to exercise more control over their own health and over their environments, and to make
choices conducive to health.

Enabling people to learn, throughout life, to prepare themselves for all of its stages and to cope
with chronic illness and injuries is essential. This has to be facilitated in school, home, work and
community settings. Action is required through educational, professional, commercial and voluntary
bodies, and within the institutions themselves.

Reorient Health Services

The responsibility for health promotion in health services is shared among individuals, community
groups, health professionals, health service institutions and governments.

They must work together towards a health care system which contributes to the pursuit of health.
The role of the health sector must move increasingly in a health promotion direction, beyond its
responsibility for providing clinical and curative services. Health services need to embrace an
expanded mandate which is sensitive and respects cultural needs. This mandate should support the
needs of individuals and communities for a healthier life, and open channels between the health
sector and broader social, political, economic and physical environmental components.

Reorienting health services also requires stronger attention to health research as well as changes
in professional education and training. This must lead to a change of attitude and organization of
health services which refocuses on the total needs of the individual as a whole person.

Moving into the Future

Health is created and lived by people within the settings of their everyday life; where they
learn, work, play and love. Health is created by caring for oneself and others, by being able to take
decisions and have control over one's life circumstances, and by ensuring that the society one lives
in creates conditions that allow the attainment of health by all its members.

Caring, holism and ecology are essential issues in developing strategies for health promotion.
Therefore, those involved should take as a guiding principle that, in each phase of planning,
implementation and evaluation of health promotion activities, women and men should become equal
partners.

Commitment to Health Promotion
The participants in this Conference pledge:
* to move into the arena of healthy public policy, and to advocate a clear political commitment
to health and equity in all sectors;
* 0 counteract the pressures towards harmful products, resource depletion, unhealthy living
conditions and environments, and bad nutrition,; and to focus attention on public health
issues such as pollution, occupational hazards, housing and settlements;
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* to respond to the health gap within and between societies, and to tackle the inequities in
health produced by the rules and practices of these societies;

* to acknowledge people as the main health resource; to support and enable them to keep
themselves, their families and friends healthy through financial and other means, and to
accept the community as the essential voice in matters of its health, living conditions and
well-being;

* to reorient health services and their resources towards the promotion of health, and to share
power with other sectors, other disciplines and, most importantly, with people themselves,

* to recognize health and its maintenance as a major social investment and challenge; and to
address the overall ecological issue of our ways of living.

The Conference urges all concerned to join them in their commitment to a strong public health
alliance.

Call for International Action

The Conference calls on the World Health Organization and other international organizations
to advocate the promotion of health in all appropriate forums and to support countries in setting up
strategies and programmes for health promotion.

The Conference is firmly convinced that if people in all walks of life, nongovernmental and
voluntary organizations, governments, the World Health Organization and all other bodies concerned
join forces in introducing strategies for health promotion, in line with the moral and social values
that form the basis of this CHARTER, Health For All by the year 2000 will become a reality.

CHARTER ADOPTED AT AN INTERNATIONAL CONFERENCE ON HEALTH PROMOTION*
The move towards a new public health, November 17-21, 1986 Ottawa, Ontario, Canada.

* Co-sponsored by the Canadian Public Health Association, Health and Welfare Canada, and
the World Health Organization.

Adelaide Recommendations on Healthy Public Policy
The Second International Conference on Health Promotion, Adelaide, 1988

Building healthy public policy was the central topic of the Second International Conference
on Health Promotion in Adelaide (2). Public policies in all sectors were identified as a major
influence on the determinants of health and as a major vehicle for actions to reduce social and
economic inequities, for example by ensuring equitable access to goods and services as well
as health care. The Adelaide Recommendations on Healthy Public Policy called for a political
commitment to health by all sectors. Policy-makers in diverse agencies working at various
levels (international, national regional and local) were urged to increase investments in health
and to consider the impact of their decisions on health. The Adelaide Recommendations on
Healthy Public Policy stresses that Healthy public policy is characterized by an explicit
concern for health and equity in all areas of policy and by accountability for health impact.
Furthermore, in the pursuit of healthy public policy, government sectors concerned with
agriculture, trade, education, industry, and communications need to take into account health
as an essential factor when formulating policy. These sectors should be accountable for the
health consequences of their policy decisions. They should pay as much attention to health
as to economic considerations.

The Adelaide conference proclaimed that health is both a human right and a sound social
investment. A basic principle of social justice is to ensure that people have access to the
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essentials for a healthy and satisfying life. At the same time, this raises overall societal
productivity in both social and economic terms. Healthy public policy in the short term will
lead to long-term economic benefits. Furthermore, according to the first target of the European
Region of the World Health Organization, in moving towards Health for All: “by the year
2000~ the actual differences in health status between countries and between groups within
countries should be reduced by at least 25% by improving the level of health of disadvantaged
nations and groups, the Adelaide conference accentuated the importance of equity in health
and stressed that healthy public policies should assign high priority to the underprivileged
and vulnerable groups in the society.

The Adelaide conference identified community actions as central to the fostering of health
public policies and emphasised the need to evaluate their impact. Four priority areas for
action were identified: supporting the health of women; improving food security, safety and
nutrition; reducing tobacco and alcohol use; and creating supportive environments for health.
Developing new health alliances was also placed high on the agenda, as the commitment to
healthy public policy demands an approach that emphasizes consultation and negotiation.

Adelaide Recommendations on Healthy Public Policy
Second Inter

The value of health

Health is both a fundamental human right and a sound social investment. Governments need
to invest resources in healthy public policy and health promotion in order to raise the health status
of all their citizens. A basic principle of social justice is to ensure that people have access to the
essentials for a healthy and satisfying life. At the same time, this raises overall societal productivity
in both social and economic terms. Healthy public policy in the short term will lead to long-term
economic benefits as shown by the case studies presented a this Conference. New efforts must be
made to link economic, social, and health policies into integrated action.

Equity, access and development

Inequalities in health are rooted in inequities in society. Closing the health gap between socially
and educationally disadvantaged people and more advantaged people requires a policy that will
improve access to health-enhancing goods and services, and create supportive environments. Such
a policy would assign high priority to underprivileged and vulnerable groups. Furthermore, a
healthy public policy recognizes the unique culture of indigenous peoples, ethnic minorities, and
immigrants. Equal access to health services, particularly community health care, is a vital aspect
of equity in health.

New inequalities in health may follow rapid structural change caused by emerging technologies.
The first target of the European Region of the World Health Organization, in moving towards Health
for All is that:

“by the year 2000 the actual differences in health status between countries and between groups
within countries should be reduced by at least 25% by improving the level of health of disadvantaged
nations and groups.”’

In view of the large health gaps between countries, which this Conference has examined, the
developed countries have an obligation to ensure that their own policies have a positive health
impact on developing nations. The Conference recommends that all countries develop healthy public
policies that explicitly address this issue.
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Accountability for Health

The recommendations of this Conference will be realized only if governments at national,
regional and local levels take action. The development of healthy public policy is as important at
the local levels of government as it is nationally. Governments should set explicit health goals that
emphasize health promotion.

Public accountability for health is an essential nutrient for the growth of healthy public policy.
Governments and all other controllers of resources are ultimately accountable to their people for
the health consequences of their policies, or lack of policies. A commitment to healthy public policy
means that governments must measure and report the health impact of their policies in language
that all groups in society readily understand. Community action is central to the fostering of
healthy public policy. Taking education and literacy into account, special efforts must be made to
communicate with those groups most affected by the policy concerned.

The Conference emphasizes the need to evaluate the impact of policy. Health information systems
that support this process need to be developed. This will encourage informed decision-making over
the future allocation of resources for the implementation of healthy public policy.

Moving beyond health care

Healthy public policy responds to the challenges in health set by an increasingly dynamic and
technologically changing world, with is complex ecological interactions and growing international
interdependencies. Many of the health consequences of these challenges cannot be remedied by
present and foreseeable health care. Health promotion efforts are essential, and these require an
integrated approach to social and economic development which will re-establish the links between
health and social reform, which the World Health Organization policies of the past decade have
addressed as a basic principle.

Partners in the policy process

Government plays an important role in health, but health is also influenced greatly by corporate
and business interests, nongovernmental bodies and community organizations. Their potential for
preserving and promoting peoples health should be encouraged. Trade unions, commerce and
industry, academic associations and religious leaders have many opportunities to act in the health
interests of the whole community. New alliances must be forged to provide the impetus for health
action.

Action Areas
The Conference identified four key areas as priorities for health public policy for immediate
action.

Supporting the health of women

Women are the primary health promoters all over the world, and most of their work is performed
without pay or for a minimal wage. Women s networks and organizations are models for the process
of health promotion organization, planning and implementation. Women s networks should receive
more recognition and support from policy-makers and established institutions. Otherwise, this
investment of women s labour increases inequity. For their effective participation in health promotion
women require access to information, networks and funds. All women, especially those from ethnic,
indigenous, and minority groups, have the right to self-determination of their health, and should be
full partners in the formulation of healthy public policy to ensure its cultural relevance.

This Conference proposes that countries start developing a national women's healthy public
policy in which women's own health agendas are central and which includes proposals for:

* equal sharing of caring work performed in society;

* birthing practices based on women s preferences and needs;
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*  supportive mechanisms for caring work, such as support for mothers with children,
» parental leave, and dependent health-care leave.

Food and nutrition

The elimination of hunger and malnutrition is a fundamental objective of healthy public policy.
Such policy should guarantee universal access to adequate amounts of healthy food in culturally
acceptable ways. Food and nutrition policies need to integrate methods of food production and
distribution, both private and public, to achieve equitable prices. A food and nutrition policy that
integrates agricultural, economic, and environmental factors to ensure a positive national and
international health impact should be a priority for all governments. The first stage of such a policy
would be the establishment of goals for nutrition and diet. Taxation and subsidies should discriminate
in favour of easy access for all to healthy food and an improved diet.

The Conference recommends that governments take immediate and direct action at all levels to
use their purchasing power in the food market to ensure that the food-supply under their specific
control (such as catering in hospitals, schools, day-care centres, welfare services and workplaces)
gives consumers ready access to nutritious food.

Tobacco and alcohol

The use of tobacco and the abuse of alcohol are two major health hazards that deserve immediate
action through the development of healthy public policies. Not only is tobacco directly injurious to
the health of the smoker but the health consequences of passive smoking, especially to infants, are
now more clearly recognized than in the past. Alcohol contributes to social discord, and physical
and mental trauma. Additionally, the serious ecological consequences of the use of tobacco as a cash
crop in impoverished economies have contributed to the current world crises in food production and
distribution.

The production and marketing of tobacco and alcohol are highly profitable activities - especially
to governments through taxation. Governments often consider that the economic consequences of
reducing the production and consumption of tobacco and alcohol by altering policy would be too
heavy a price to pay for the health gains involved.

This Conference calls on all governments to consider the price they are paying in lost human
potential by abetting the loss of life and illness that tobacco smoking and alcohol abuse cause.

Governments should commit themselves to the development of healthy public policy by setting
nationally-determined targets to reduce tobacco growing and alcohol production, marketing and
consumption significantly by the year 2000.

Creating supportive environments

Many people live and work in conditions that are hazardous to their health and are exposed to
potentially hazardous products. Such problems often transcend national frontiers.

Environmental management must protect human health from the direct and indirect adverse
effects of biological, chemical, and physical factors, and should recognize that women and men are
part of a complex ecosystem. The extremely diverse but limited natural resources that enrich life are
essential to the human race. Policies promoting health can be achieved only in an environment that
conserves resources through global, regional, and local ecological strategies.

A commitment by all levels of government is required. Coordinated intersectoral efforts are
needed to ensure that health considerations are regarded as integral prerequisites for industrial and
agricultural development. At an international level, the World Health Organization should play a
major role in achieving acceptance of such principles and should support the concept of sustainable
development.

This Conference advocates that, as a priority, the public health and ecological movements join
together to develop strategies in pursuit of socioeconomic development and the conservation of our
planet’s limited resources.
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Developing New Health Alliances

The commitment to healthy public policy demands an approach that emphasizes consultation
and negotiation. Healthy public policy requires strong advocates who put health high on the agenda
of policy-makers. This means fostering the work of advocacy groups and helping the media to
interpret complex policy issues.

Educational institutions must respond to the emerging needs of the new public health by
reorienting existing curricula to include enabling, mediating, and advocating skills. There must be
a power shift from control to technical support in policy development. In addition, forums for the
exchange of experiences at local, national and international levels are needed.

The Conference recommends that local, national and international bodies:

» stablish clearing-houses to promote good practice in developing healthy public policy;

* develop networks of research workers, training personnel, and programme managers to help

analyse and implement healthy public policy.

Commitment to Global Public Health

Prerequisites for health and social development are peace and social justice; nutritious food
and clean water; education and decent housing; a useful role in society and an adequate income;
conservation of resources and the protection of the ecosystem. The vision of healthy public policy is
the achievement of these fundamental conditions for healthy living. The achievement of global health
rests on recognizing and accepting interdependence both within and between countries. Commitment
to global public health will depend on finding strong means of international cooperation to act on
the issues that cross national boundaries.

Future Challenges

»  Ensuring an equitable distribution of resources even in adverse economic circumstances is
a challenge for all nations.

*  Health for All will be achieved only if the creation and preservation of healthy living
and working conditions become a central concern in all public policy decisions. Work in
all its dimensions - caring work, opportunities for employment, quality of working life -
dramatically affects people's health and happiness. The impact of work on health and equity
needs to be explored.

* The most fundamental challenge for individual nations and international agencies in
achieving healthy public policy is to encourage collaboration (or developing partnerships)
in peace, human rights and social justice, ecology, and sustainable development around the
globe.

* In most countries, health is the responsibility of bodies at different political levels. In the
pursuit of better health it is desirable to find new ways for collaboration within and between
these levels.

*  Healthy public policy must ensure that advances in health-care technology help, rather than
hinder; the process of achieving improvements in equity.

The Conference strongly recommends that the World Health Organization continue the dynamic
development of health promotion through the five strategies described in the Ottawa Charter. It urges
the World Health Organization to expand this initiative throughout all its regions as an integrated
part of its work. Support for developing countries is at the heart of this process.

Renewal of Commitment

In the interests of global health, the participants at the Adelaide Conference urge all concerned
to reaffirm the commitment to a strong public health alliance that the Ottawa Charter called for.

EXTRACT FROM THE REPORT ON THE ADELAIDE CONFERENCE * HEALTHY PUBLIC
POLICY, 2nd International Conference on Health Promotion April 5-9, 1988 Adelaide South
Australia

»  Co-sponsored by the Department of Community Services & Health, Canberra, Australia and

the World Health Organization Regional Office for Europe, Copenhagen, Denmark
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Sundsvall Statement on Supportive Environments for Health
The Third International Conference on Health Promotion, Sundswall, 1991

The Third International Conference on Health Promotion was held in Sundsvall, Sweden,
in 1991. Armed conflict, rapid population growth, inadequate food, lack of means of self
determination and degradation of natural resources were among the environmental influences
identified at the conference as being damaging to health. The Sundsvall Statement on
Supportive Environments for Health stressed the importance of sustainable development and
urged social action at the community level, with people as the driving force of development.
This statement and the report from the meeting were presented at the Rio Earth Summit in
1992 and contributed to the development of Agenda 21.

Sundsvall Statement on Supportive Environments for Health
Third International Conference on Health Promotion, Sundsvall, Sweden, 9-15 June 1991

The Third International Conference on Health Promotion: Supportive Environments for Health
- the Sundsvall Conference - fits into a sequence of events which began with the commitment of
WHO to the goals of Health For All (1977). This was followed by the UNICEF/WHO International
Conference on Primary Health Care, in Alma-Ata (1978), and the First International Conference
on Health Promotion in Industrialized Countries (Ottawa 1986). Subsequent meetings on Healthy
Public Policy, (Adelaide 1988) and a Call for Action: Health Promotion in Developing countries,
(Geneva 1989) have further clarified the relevance and meaning of health promotion. In parallel
with these developments in the health arena, public concern over threats to the global environment
has grown dramatically. This was clearly expressed by the World Commission on Environment and
Development in its report Our Common Future, which provided a new understanding of the imperative
of sustainable development.

Third International Conference on Health Promotion: Supportive Environments for Health -
the first global conference on health promotion, with participants from 81 countries - calls upon
people in all parts of the world to actively engage in making environments more supportive to health.
Examining todays health and environmental issues together, the Conference points out that millions
of people are living in extreme poverty and deprivation in an increasingly degraded environment that
threatens their health, making the goal of Health For All by the Year 2000 extremely hard to achieve.
The way forward lies in making the environment - the physical environment, the social and economic
environment, and the political environment - supportive to health rather than damaging to it.

This call for action is directed towards policy-makers and decision- makers in all relevant sectors
and at all levels. Advocates and activists for health, environment and social justice are urged to
form a broad alliance towards the common goal of Health for All. We Conference participants have
pledged to take this message back to our communities, countries and governments to initiate action.
We also call upon the organizations of the United Nations system to strengthen their cooperation and
to challenge each other to be truly committed to sustainable development and equity.

A Call for Action

A supportive environment is of paramount importance for health. The two are interdependent
and inseparable. We urge that the achievement of both be made central objectives in the setting of
priorities for development, and be given precedence in resolving competing interests in the everyday
management of government policies. Inequities are reflected in a widening gap in health both within
our nations and between rich and poor countries. This is unacceptable. Action to achieve social
Jjustice in health is urgently needed. Millions of people are living in extreme poverty and deprivation
in an increasingly degraded environment in both urban and rural areas.
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An unforeseen and alarming number of people suffer from the tragic consequences for health and
well-being of armed conflicts.

Rapid population growth is a major threat to sustainable development. People must survive
without clean water, adequate food, shelter or sanitation.

Poverty frustrates people’s ambitions and their dreams of building a better future, while limited
access to political structures undermines the basis for self-determination. For many, education is
unavailable or insufficient, or, in its present forms, fails to enable and empower.

Millions of children lack access to basic education and have little hope for a better future. Women,
the majority of the world s population, are still oppressed. They are sexually exploited and suffer from
discrimination in the labour market and many other areas, preventing them from playing a full role
in creating supportive environments. More than a billion people worldwide have inadequate access
to essential health care. Health care systems undoubtedly need to be strengthened. The solution to
these massive problems lies in social action for health and the resources and creativity of individuals
and their communities. Releasing this potential requires a fundamental change in the way we view
our health and our environment, and a clear, strong political commitment to sustainable health and
environmental policies. The solutions lie beyond the traditional health system.

Initiatives have to come from all sectors that can contribute to the creation of supportive
environments for health, and must be acted upon by people in local communities, nationally by
government and nongovernmental organizations, and globally through international organizations.
Action will predominantly involve such sectors as education, transport, housing and urban
development, industrial production and agriculture.

The Sundsvall Conference identified many examples and approaches for creating supportive
environments that can be used by policy-makers, decision-makers and community activists in the
health and environment sectors. The Conference recognized that everyone has a role in creating
supportive environments for health.

Dimensions of Action on Supportive Environments for Health

In a health context the term supportive environments refers to both the physical and the social
aspects of our surroundings. It encompasses where people live, their local community, their home,
where they work and play. It also embraces the framework which determines access to resources
for living, and opportunities for empowerment. Thus action to create supportive environments has
many dimensions: physical, social, spiritual, economic and political. Each of these dimensions
is inextricably linked to the others in a dynamic interaction. Action must be coordinated at local,
regional, national and global levels to achieve solutions that are truly sustainable.

The Conference highlighted four aspects of supportive environments

*  he social dimension, which includes the ways in which norms, customs and social processes
affect health. In many societies traditional social relationships are changing in ways that
threaten health, for example, by increasing social isolation, by depriving life of a meaningful
coherence and purpose, or by challenging traditional values and cultural heritage.

*  he political dimension, which requires governments to guarantee democratic participation in
decision-making and the decentralization of responsibilities and resources. It also requires a
commitment to human rights, peace, and a shifting of resources from the arms race.

*  The economic dimension, which requires a re-channelling of resources for the achievement
of Health for All and sustainable development, including the transfer of safe and reliable
technology.

*  The need to recognize and use women s skills and knowledge in all sectors - including policy-
making, and the economy - in order to develop a more positive infrastructure for supportive
environments. The burden of the workload of women should be recognized and shared between
men and women. Women's community-based organizations must have a stronger voice in the
development of health promotion policies and structures.
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Proposals for Action

The Sundsvall Conference believes that proposals to implement the Health for All strategies must

reflect two basic principles:

»  Equity must be a basic priority in creating supportive environments for health, releasing energy
and creative power by including all human beings in this unique endeavour. All policies that
aim at sustainable development must be subjected to new types of accountability procedures
in order to achieve an equitable distribution of responsibilities and resources. All action and
resource allocation must be based on a clear priority and commitment to the very poorest,
alleviating the extra hardship borne by the marginalized, minority groups, and people with
disabilities. The industrialized world needs to pay the environmental and human debt that has
accumulated through exploitation of the developing world.

*  Public action for supportive environments for health must recognize the interdependence of’
all living beings, and must manage all natural resources, taking into account the needs of’
future generations. Indigenous peoples have a unique spiritual and cultural relationship with
the physical environment that can provide valuable lessons for the rest of the world. It is
essential, therefore, that indigenous peoples be involved in sustainable development activities,
and negotiations be conducted about their rights to land and cultural heritage.

It Can be Done: Strengthening Social Action

A call for the creation of supportive environments is a practical proposal for public health action
at the local level, with a focus on settings for health that allow for broad community involvement
and control. Examples from all parts of the world were presented at the Conference in relation to
education, food, housing, social support and care, work and transport. They clearly showed that
supportive environments enable people to expand their capabilities and develop self-reliance. Further
details of these practical proposals are available in the Conference report and handbook.

Using the examples presented, the Conference identified four key public health action strategies
to promote the creation of supportive environments at community level.

* Strengthening advocacy through community action, particularly through groups organized by
women.

* Enabling communities and individuals to take control over their health and environment
through education and empowerment.

* Building alliances for health and supportive environments in order to strengthen the
cooperation between health and environmental campaigns and strategies.

* Mediating between conflicting interests in society in order to ensure equitable access to
supportive environments for health. In summary, empowerment of people and community
participation were seen as essential factors in a democratic health promotion approach and
the driving force for self-reliance and development.

Participants in the Conference recognized, in particular, that education is a basic human right
and a key element in bringing about the political, economic and social changes needed to make health
a possibility for all. Education should be accessible throughout life and be built on the principle of’
equity, particularly with respect to culture, social class and gender.

The Global Perspective
People form an integral part of the earth’s ecosystem. Their health is fundamentally interlinked
with the total environment. All available information indicates that it will not be possible to sustain
the quality of life, for human beings and all living species, without drastic changes in attitudes and
behaviour at all levels with regard to the management and preservation of the environment.
Concerted action to achieve a sustainable, supportive environment for health is the challenge of
our times.
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At the international level, large differences in per capita income lead to inequalities not only in
access to health but also in the capacity of societies to improve their situation and sustain a decent
quality of life for future generations. Migration from rural to urban areas drastically increases the
number of people living in slums, with accompanying problems - including lack of clean water and
sanitation.

Political decision-making and industrial development are too often based on short-term
planning and economic gains which do not take into account the true costs to people’s health and
the environment. International debt is seriously draining the scarce resources of the poor countries.
Military expenditure is increasing, and war, in addition to causing deaths and disability, is now
introducing new forms of ecological vandalism.

Exploitation of the labour force, the exportation and dumping of hazardous substances, particularly
in the weaker and poorer nations, and the wasteful consumption of world resources all demonstrate
that the present approach to development is in crisis. There is an urgent need to advance towards new
ethics and global agreement based on peaceful coexistence to allow for a more equitable distribution
and utilization of the earth s limited resources.

Achieving Global Accountability

The Sundsvall Conference calls upon the international community to establish nw mechanisms of
health and ecological accountability that build upon the principles of sustainable health development.
In practice this requires health and environmental impact statements for major policy and programme
initiatives. WHO and UNEP are urged to strengthen their efforts to develop codes of conduct on the
trade and marketing of substances and products harmful to health and the environment.

WHO and UNEP are urged to develop guidelines based on the principle of sustainable development
for use by Member States. All multilateral and bilateral donor and funding agencies such as the World
Bank and International Monetary Fund are urged to use such guidelines in planning, implementing
and assessing development projects. Urgent action needs to be taken to support developing countries in
identifying and applying their own solutions. Close collaboration with nongovernmental organizations
should be ensured throughout the process.

The Sundsvall Conference has again demonstrated that the issues of health, environment and
human development cannot be separated. Development must imply improvement in the quality of life
and health while preserving the sustainability of the environment. Only worldwide action based on
global partnership will ensure the future of our planet.

Document resulting from the Third International Conference on Health Promotion* 9-15 June
1991, Sundsvall, Sweden

»  Co-sponsored by the United Nations Environment Programme, the Nordic Council of

Ministers, and the World Health Organization

Jakarta Declaration on Leading Health Promotion into the 21st Century
The Fourth International Conference on Health Promotion, Jakarta, 1997

The Fourth International Conference on Health Promotion held in Jakarta, Indonesia, in
1997 reviewed the impact of the Ottawa Charter and engaged new players to meet global
challenges (3). It was the first of the four International Conferences on Health Promotion to
be held in a developing country and the first to involve the private sector in an active way.
The evidence presented at the conference and experiences of the previous decade showed
that health promotion strategies contribute to the improvement of health and the prevention
of diseases in developing and developed countries alike. These findings helped to shape
renewed commitment to the key strategies and led to further refinement of the approaches
in order to ensure their continuing relevance. Five priorities were identified in the Jakarta
Declaration on Leading Health Promotion into the 21st Century. These were confirmed
in the following year in the Resolution on Health Promotion adopted by the World Health
Assembly in May 1998: Promoting Social Responsibility for Health, Increasing Commungg
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Capacity and Empowering the Individual, Expanding and Consolidating Partnerships for
Health, Increasing Investment for Health Development, and Securing an Infrastructure for
Health Promotion.

Jakarta Declaration on Leading Health Promotion into the 21st Century
The Fourth International Conference on Health Promotion: New Players for a New Era -
Leading Health Promotion into the 21st Century, meeting in Jakarta from 21 to 25 July 1997

The Fourth International Conference on Health Promotion: New Players for a New Era - Leading
Health Promotion into the 21st Century, meeting in Jakarta from 21 to 25 July 1997, has come at a
critical moment in the development of international strategies for health. It is almost 20 years since
the World Health Organizations Member States made an ambitious commitment to a global strategy
for Health for All and the principles of primary health care through the Declaration of Alma-Ata. It is
11 years since the First International Conference on Health Promotion was held in Ottawa, Canada.
That Conference resulted in proclamation of the Ottawa Charter for Health Promotion, which has been
a source of guidance and inspiration for health promotion since that time. Subsequent international
conferences and meetings have further clarified the relevance and meaning of key strategies in health
promotion, including healthy public policy (Adelaide, Australia, 1988), and supportive environments
for health (Sundsvall, Sweden, 1991). The Fourth International Conference on Health Promotion is
the first to be held in a developing country, and the first to involve the private sector in supporting
health promotion.

1t has provided an opportunity to reflect on what has been learned about effective health promotion,
to re-examine the determinants of health, and to identify the directions and strategies that must be
adopted to address the challenges of promoting health in the 21st century. The participants in the
Jakarta Conference hereby present this Declaration on action for health promotion into the next
century.

Health promotion is a key investment

Health is a basic human right and is essential for social and economic development. Increasingly,
health promotion is being recognized as an essential element of health development. It is a process
of enabling people to increase control over, and to improve, their health. Health promotion, through
investment and action, has a marked impact on the determinants of health so as to create the greatest
health gain for people, to contribute significantly to the reduction of inequities in health, to further
human rights, and to build social capital. The ultimate goal is to increase health expectancy, and to
narrow the gap in health expectancy between countries and groups.

The Jakarta Declaration on Health Promotion offers a vision and focus for health promotion
into the next century. It reflects the firm commitment of participants in the Fourth International
Conference on Health Promotion to draw upon the widest possible range of resources to tackle health
determinants in the 21st century. Determinants of health: new challenges

The prerequisites for health are peace, shelter, education, social security, social relations, food,
income, the empowerment of women, a stable eco-system, sustainable resource use, social justice,
respect for human rights, and equity. Above all, poverty is the greatest threat to health.

Demographic trends such as urbanization, an increase in the number of older people and the
high prevalence of chronic diseases pose new problems in all countries. Other social, behavioural
and biological changes such as increased sedentary behaviour, resistance to antibiotics and other
commonly available drugs, increased drug abuse, and civil and domestic violence threaten the health
and well-being of hundreds of millions of people.
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Learning objectives After the completed module students and professionals in public
health will:

*  broaden their knowledge on healthy public policy;

e be able to differentiate healthy public policy from health
policy;

*  recognizing the role of all participants and stakeholders in
healthy public policy;

e be able to understand the importance of reorientation from
health policy to healthy public policy in respect of health of the
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Abstract

A supportive environment, which enables people to lead healthy
lives is of utmost importance for populations being healthy. Healthy
public policy is one of the most important approaches to achieve
this goal.
Healthy public policy is a policy “characterized by an explicit concern
for health and equity in all areas of policy, and by accountability for
health impact.
Main building blocs of healthy public policy are:

» societal goals focused in health of the population,

» enhancement of public opinion for health.,

»  gaining support of economy in implementation of healthy

public policy,

» funding for health,

» creating health-supportive informational systems, and

» civil society enrolment.

Teaching methods

Introductory lectures, focus group discussion, case studies

Specific recommendations
for teachers

* work under teacher supervision/individual students’ work
proportion: 30%/70%;

* facilities: a computer room;

e equipment: computers (1 computer on 2-3 students), LCD
projection equipment, internet connection, access to the
bibliographic data-bases;

* training materials: recommended readings are mainly available in
the internet;

» target audience: master degree students according to Bologna
scheme.

Assessment of
Students

The final mark should be derived from assessment of the theoretical
knowledge (oral exam), contribution to the group work and final
discussion, and quality of the seminar paper.
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HEALTHY PUBLIC POLICY
Marjan Premik, Gordana Pavlekovic, Lijana Zaletel Kragelj, Doncho
Donev

Healthy public policy or Health policy, what makes the difference?

A supportive environment, which enables people to lead healthy lives, is of utmost
importance for populations being healthy. Healthy public policy is one of the most important
approaches to achieve this goal. Unfortunately, the concept of “healthy public policy” is
rather difficult to understand and it is frequently misunderstood (unfortunately sometimes
also deliberately confounded).

To answer the main question of this module, we need to properly understand basic
definitions of terms, used.

Basic definitions

Four basic terms to bi distinguished after completion of this module are policy, politics,
health policy, and healthy public policy. Of essential importance is not to confound the
concept of “healthy public policy” with the concept of “health policy” what is the case in
many situations.

1. Policy.

According to Oxford Advanced Learners Dictionary (1), policy is “a plan of action

agreed or chosen by a political party, a business, etc.”. Other definitions fit for use in

this module are:

e policy is a plan of action to guide decisions and actions. The term may apply to
government, private sector organizations and groups, and individuals. The policy
process includes the identification of different alternatives, such as programmes or
spending priorities, and choosing among them on the basis of the impact they will
have. Policies in short can be understood as political, management, financial, and
administrative mechanisms arranged to reach explicit goals (2);

e policy is a plan or a course of action designed to define issues, influence
decision making and promote broad community actions beyond those made by
individuals.

In different words, building a policy is a societal process of harmonizing different
societies to achieve the common goal.

2. Politics.
The term “policy” should not be confounded by the term “politics”. The later is,
according to Oxford Advanced Learners Dictionary (1), defined as “the activities
involved in getting and using power in public life, and being able to influence decisions
that affect a country or a society”.

3. Health policy.
According to the Health Promotion Glossary (3), health policy is “a formal statement
or procedure within institutions which defines priorities and the parameters for action
in response to health needs, available resources and other political pressures”.
Health policy is often enacted through legislation or other forms of rule-making which
define regulations and incentives which enable the provision of health services and
programmes, and access to those services and programmes.
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Health policy should be distinguished from healthy public policy by its primary
concern with health services and programmes.

Healthy public policy.

According to the Health Promotion Glossary (3), healthy public policy is a policy
“characterized by an explicit concern for health and equity in all areas of policy, and
by accountability for health impact”. Healthy public policies promote the health of
individuals and communities by (3):

e giving opportunity to people to adopt healthy lifestyle;

e preventing people to adopt unhealthy lifestyle; and

e creating healthy physical and social environments.

In practice, healthy public policy has been given a number of slightly different connotations
(4). World Health Organization (WHO) has tended to use it interchangeably with health
promotion policy, while Health Canada has used it to refer to public policies for health, using
health in a broad ecological sense (policies that are ecological in perspective, multisectoral in
scope, and participatory in strategy).

Answer to the question
As explained, the differences between “health policy” and “healthy public policy” are
obvious. In Table 1, these differences are summarized.

Table 1. Summary of main differences between health policy and healthy public policy.

Characteristic Health policy Healthy public policy
Primary concern Functioning of health care Creating health supporting
system environment;

Enabling equity in health

Activity orientation Organisation of health services =~ Empowerment of societies,
and programmes communities and individuals

to take responsibility for their
health

Health explanatory model ~ Predominantly biomedical Predominantly bio-psycho-social

basis (socio-environmental)

Health/disease orientation = Disease (curing the disease) Health (preserving, enhancing
health)

Sector responsibility Heath sector Several sectors (intersectoral
concern)

Duration/sustainability Short-term Long-term

Trying to comment these characteristics, we could expose three of them:

health/disease orientation — healthy public policy is explicitly oriented in health,
explicitly dedicated to the production of health and health gain. This orientation is
tightly connected to the concept of »investment for health«, which will be discussed
later on;

sector responsibility - intersectoral collaboration in action for health, with primary
goal to achieve healthier population, is essential in achieving greater equity in health.

41



Health Promotion And Disease Prevention

A major goal in intersectoral action is to achieve greater awareness of the health
consequences of policy decisions and organizational practice in different sectors, and
through this, movement in the direction of healthy public policy and practice. Not all
intersectoral action for health need involve the health sector (3).

o duration/sustainability — healthy public policy is characterised by sustainability, which
refers to the use of resources, direction of investments, the orientation of technological
development, and institutional development in ways which ensure that the current
development and use of resources do not compromise the health and well-being of
future generations.

Health promotion and healthy public policy

The basic WHO health promotion document, The Ottawa Charter (5), identified three
basic strategies for health promotion, being advocacy for health to create the essential
conditions for health; enabling all people to achieve their full health potential; and mediating
between the different interests in society in the pursuit of health. These strategies are supported
by five priority action areas one of them being building healthy public policy. Thus, in health
promotion (and disease prevention), enacting healthy public policy is essential for being
efficient end effective. In health promotion, sustainable development is particularly important
in terms of building healthy public policy, and supportive environments for health in ways
which improve living conditions, support healthy lifestyles, and achieve greater equity in
health for present and future generation of populations.

Building blocks of healthy public policy
At least six main building blocs of healthy public policy could be identified: societal
goals focused in health of the population, enhancement of public opinion for health., gaining
support of economy in implementation of healthy public policy., funding for health, creating
health-supportive informational systems, and civil society enrolment.
1. Societal goals focused in health of the population.
An effective approach to health development requires all sectors of society to be
accountable for the health impact of their policies and programs and recognition of
the benefits to themselves of promoting and protecting health. The Member States
of WHO’s European Region have come together and embraced a common policy
framework for health development, which represents guidance for countries to
formulate national health policies. Important part of accountability therefore rests with
government leaders who create policy, allocate resources and initiate legislation.
2. Enhancement of public opinion for health.
The understanding of determinants of health sets the basic framework for the scope
and nature of policies to address heath issues. In biomedical sciences, health and
disease have predominantly been seen as the result of genetic and environmental
influences. However, social determinants of health reflect some of the most powerful
influences on health. Financial deprivation leads to prejudice and social exclusion,
with increased rates of violence and crime. It is therefore imperative that healthy
public policies address different determinants of health and empower people to make
and support healthy choices.
3. Gaining support of economy in implementation of healthy public policy.
The relationship between health and the economy is very complex. While it has long
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been recognized that increased economical wealth is associated with improved health,
it is only more recently that the contribution of better health to economic growth
has been recognized. The aim of healthy public policies should be not just to reduce
exposure to risks, but also to increase the participation of employers and employees
in promoting a safer and healthier working environment and reducing stress. A
company culture needs to be promoted that favours teamwork and open debate, on the
understanding that better health for all staff and better social relationships at work will
contribute to higher staff morale and productivity. Finally, companies should adopt a
»healthy company or enterprise« concept with three basic elements: health promotion
for their staff; making the company’s products as health-supportive as possible; and
being socially responsible by supporting local community or countrywide health
initiatives.

. Funding for health.

In this place we need to emphasize the concept of »investment for health«. Investment
for health refers to resources which are explicitly dedicated to the production of health
and health gain.. They may be invested by public and private agencies as well as by
people as individuals and groups.

Investment for health is not restricted to resources which are devoted to the provision
and use of health services and may include, for example, investments made by people
(individually or collectively) in education, housing, empowerment of women or child
development. Greater investment for health also implies reorientation of existing
resource distribution within the health sector towards health promotion and disease
prevention. A significant proportion of investments for health are undertaken by people
in the context of their everyday life as part of personal and family health maintenance
strategies.

. Creating health-supportive informational systems.

Although large amounts of population health data are collected, there is still lack
of comprehensive information about health situation. Healthy public policies could
aim to prevent not only premature mortality but also to improve conditions for the
elderly and increase their quality of life, for example. However, these improvements
which would result in health gains cannot be achieved without health-supportive
informational systems. Health-supportive informational systems are oriented towards
health by providing wide range of data about different determinants of health. In
future, integration of data about educational level, socioeconomic position, residence
community, working environment and lifestyle will be of grate importance in
developing effective healthy public policies.

. Civil society enrolment.

Healthy public policy development is the collaboration not only of government, but
also businesses, non-governmental organizations, the media and other communities,
as well as civil society. Civil society can influence the conditions for public health
through both local and central government. Key decisions in this respect include
those that impact working and living conditions; that direct the provision of welfare
services; that create jobs; and that relate to social security.
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Healthy public policy development
The main steps involved in healthy policy development are (6):

analyzing the problem - the development of any health-related policy begins with an
analysis of the health issue or problem the policy is designed to address.

identifying stakeholders - a key step in the development of any policy is the
identification of individuals who will be affected by the policy, as well as those with an
interest in the issues addressed by the policy. The identification of stakeholder groups
as part of the policy development process helps to determine who should be consulted
in the development of a policy, and assess the degree of support and opposition for the
policy among different groups.

evaluating policy — once a policy has been implemented, it’s important to take some
time for reflection — looking back and looking ahead. Effective healthy public policies
are not static; they are flexible enough to incorporate insights gained from past
experience while responding to future developments and trends.

Historical perspective

Historically, the concept of “healthy public policy” was developed in the context of
activities, related to the global strategy of Health for All. In this context the broad definition
of health combined with intersectoral action has been a starting point (4).

The official history of healthy public policy dates more than three decades in the past,
though some ideas are even older. In continuation we will present the most prominent
initiatives/document dealing with healthy public policy.
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Lalonde’s report.

More than three decades ago, in 1974, the Lalonde’s report “A New Perspective on
the Health of Canadians” (7) highlighted the significance of other determinants than
the healthcare system.

Early stages of WHO Health for All policy.

In 1977, the WHO Assembly stated that the major social goal of governments and
WHO should be by the year 2000 achieving a level of health that would permit people
to lead a socially and economically productive life. The adoption of the Declaration of
Alma-Ata was a major milestone in the Health for All movement.

In 1981, the global strategy Health for All was unanimously adopted. Within Europe,
the WHO Regional Office out of this global strategy developed its own strategy with
38 regional Health for All targets. From the perspective of healthy public policy, the
Target 13 is important. This target stated that by 1990, national policies in all Member
States should ensure that legislative, administrative and economic mechanisms provide
broad intersectoral support and resources for the promotion of healthy lifestyles
and ensure effective participation of the people at all levels of such policy-making.
Additionally, it was stated also that the attainment of this target could be significantly
supported by strategic health planning to cover broad intersectoral issues that affect
lifestyle and health, the periodic assessment of existing policies in their relationship
to health, and establishment of effective machinery for public involvement in policy
planning and development (8).
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3. Ottawa Charter.

In 1986 at the First International Conference on Health Promotion in Ottawa, Canada,

The Ottawa Charter was adopted (5, 9). The importance of healthy public policy in the

context of this document was already described.

4. Adelaide recommendations on Healthy Public Policy.

Building healthy public policy was explored in greater depth at the Second

International Conference on Health Promotion in Adelaide, Australia in 1988 (5, 10).

This conference continued in the direction set at Alma-Ata and Ottawa.

On this conference, the document entitled the Adelaide Recommendations on Healthy

Public Policy was adopted. It called for a political commitment to health by all sectors.

Policy-makers in diverse agencies working at various levels (international, national,

regional and local) were urged to increase investments in health and to consider the

impact of their decisions on health. Two things related to public healthy policy were
explicitly emphasized, being:

+ the value of health — in this context on this conference was stated that healthy
public policy in the short term will lead to long-term economic benefits as shown
by the case studies presented a this conference, and that new efforts should be
made to link economic, social, and health policies into integrated action;

» the problem of inequalities - in view of the large health gaps between countries,
which the Adelaide conference has examined, the developed countries were obliged
to ensure that their own policies have a positive health impact on developing
nations. This conference also recommended that all countries develop healthy
public policies that explicitly address the issue of inequalities.

5. Health 21.

At the end of the old millennium, the targets set by WHO, Regional Office for
Europe, set at the beginning of eighties, were reassessed and a new set was
proposed. It was adopted in a document, entitled Health 21: the health for all
policy framework for the WHO European Region (HEALTH21) in 1999. The set
of targets was diminished from 38 to 21. These targets could be clustered in three
main groups being basic health targets, essential changes, and of health care system.
development support. In Table 2 the targets are presented in details.
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Table 2. The 21 targets for for 21 century of WHO European Region (11).
Group of targets Subgroup Target

Basic health targets 1. Solidarity for health in the European Region
2. Equity in health
3. Healthy start in life
4. Health of young people
5. Healthy aging
6. Improving mental health
7. Reducing communicable diseases
8. Reducing noncommunicable diseases
9. Reducing injury from violence and accidents

Essential changes Healthy lifestyle 11. Healthier living
12. Reducing harm from alcohol, drugs and tobacco
Healty 10. A healthy and safe physical environment
environments 13. Settings for health
Adequate and 14. Multisectoral responsibility for health
appropriate health 15. An integrated health sector
care 16. Managing for quality of care
Health care system 17. Funding health services and allocating resources
development support 18. Developing human resources for health

19. Research and knowledge for health
20. Mobilizing partners for health
21. Policies and strategies for health for all

From the perspective of healthy public policy, the Target 21 is important. This target
states that by the year 2010, all Member States should have and be implementing policies
for health for all at country, regional and local levels, supported by appropriate institutional
infrastructures, managerial processes and innovative leadership (11). In particular:

e policies for health for all at country level should provide motivation and an
inspirational, forward looking framework for policies and action in regions, cities,
and local communities and in settings such as schools, workplaces and homes;

e structures and processes should be in place for health policy development at country
and other levels that bring together a broad range of key partners — public and private
— with agreed mandates for policy formulation, implementation, monitoring and
evaluation;

e short-, medium-, and longer-term policy objectives, targets, indicators and priorities
should be formulated, as well as the strategies to achieve them, based on the values of
health for all, and progress towards their achievement should be regularly monitored
and evaluated.

The proposed strategies for achieving this target was that all Member States of the
Europena Region should ensure their health policies to be broadly in line with the Health
for All principles and strategies, so as to adapt their approaches to the health development
needs and particular characteristics of today’s democratic and pluralistic societies (adapting
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the strategies for dealing with lifestyles, environment and health issues; as well as embrace

the concept of partnerships for planning and implementation, focused on the major settings/

levels where action should take place).

6. The Verona Challenge.
In 2000, The Verona Challenge, undertaken under the umbrella of the WHO, was
adopted (12). It represents one of the results of three years work by over 51 nations,
which in 1998 established so called Verona Initiative.
The creators of this document confirmed that every policy decision has an impact on
the health of the population. According to this statement, one of the Verona Challenge
principles is that all current and future policies should be assessed for their influence
upon determinants of population health. They recognised that investing for health is
both, an ethical responsibility, and an investment in sustainable social and economic
development.
7. Millenium Development Goals.

At the Millennium Summit in September 2000 the largest gathering of world leaders
in history United Nations (UN) adopted the UN Millennium Declaration, committing
their nations to a new global partnership to reduce extreme poverty and setting out
a series of time-bound targets, with a deadline of 2015, that have become known
as the Millennium Development Goals (MDGs) (13). The eight MDGs are build on
agreements, and represent commitments:

to reduce poverty and hunger;

to achieve universal primary education;

to tackle ill-health,

to tackle gender inequality;

to tackle lack of education;

to tackle lack of access to clean water, and

to tackle environmental degradation.

MDG are the world’s time-bound and quantified targets for addressing extreme

poverty in its many dimensions-income poverty, hunger, disease, lack of adequate

shelter, and exclusion-while promoting gender equality, education, and environmental

sustainability. They are also basic human rights-the rights of each person on the planet

to health, education, shelter, and security.

8. Bangkok Charter.

Another important health promotion conference was The 6th Global Conference on

Health Promotion held in Bangkok in 2005 (5).

On this conference, the document entitled the Bangkok Charter was adopted (14).

This charter urges:

e all sectors and settings to invest in sustainable policies, actions and
infrastructure;

e to build capacity to promote health;

e to regulate, including through legislation, for a high level of protection against
harm;

o to build alliances with public and other sectors.
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Exercise
Task 1:

Carefully read the contents of the module. Supplement this knowledge withrecommended
readings:

Task 2:
Discuss with other students the characteristics of health and healthy public policies.
Identify pros and contras for both kinds of policies.

Task 3:

Chose with two to three other students one country of the WHO Europen Region
(preferably from SEE regin) and try to find out its orientation in respect of health policies.
Present your findings to other students and discuss the differences.
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Learning objectives

The educational objectives of this module are:
* to increase awareness among health professionals of the
negative effects of persisting inequalities in health;
*  to assess the data currently available;
*  to collect additional data if necessary;
*  to anaylise, intrpret and present the data;
»  to formulate a policy response to the results.

Abstract

Socio-economic inequalities in health are a major challenge for
health policy, not only because most of these inequalities can be
considered unfair, but also because reducing the burden of health
problems in disadvantaged groups offers a great potential for
improving the average health status of the population as a whole.
However, it seems that public health professionals are not enough
aware of inequalities in health or they are not trained enough to
handle them. It can be partially explained by the fact, that there is
neither postgraduate education nor training in the field of socio-
economic inequalities for public health personnel.

This module consists of four workshops, one workshop for every
learning objective (workshop 1 - Assessment process of the
availability of data, Workshop 2 - Existing data resources, Workshop
3 - Methodological guidelines, Workshop 4 - Formulating a public
health policy.
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Teaching methods

For the purposes of this training programme four workshops should
be executed (Four weekends of training course(on Friday afternoon
and on Saturday) within four months.

The whole programme is carried out as a discussion led by
moderator. After every workshop specific learning objectives are
to be determined for every participant and until the next workshop
their professional tasks should be performed. Their achievements
should be reported (within 10 minutes) and discussed with other
participants at the next workshop. The formulated document should
be submitted to policy-makers;

Specific recommendations
for teachers

* work under teacher supervision/individual students’ work
proportion: 67%/33%;

« facilities: a computer room for 20 participants;

e equipment: computers (1 computer on 2-3 students), LCD
projection equipment, internet connection, access to the
bibliographic data-bases;

» target audience: master degree students according to Bologna
scheme;

» special recommendation: ilt is recommended that participants
(group of 15 to 20) are all familiar with statistical package SPSS
for Windows.

Assessment of
Students

Changes in attitude of participants will be examined with the attitude
test. The questionnaires will be applied at the beginning of the first
workshop and at the end of this training course.
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ADVISABLE GUIDELINES FOR REDUCING INEQUALITIES IN
HEALTH
Barbara Artnik

Rationale

There is a consistent evidence throughout the world that people at a socio-economical
disadvantage suffer a heavier burden of illness and have higher mortality rates than better
off counterparts (1,2,3). Socio-economic inequalities in health are a major challenge for
health policy not only because most of these inequalities can be considered unfair (4), but
also because reducing the burden of health problems in disadvantaged groups offers a great
potential for improving the average health status of the population as a whole (5).

The international community and national governments are turning to the scientific
community for advice on how to reduce inequalities in health. Governments are looking, in
the worlds of WHO’s strategy for Europe, for »a scientific framework for decision makers«
and »a science-based guide to better health development« (6). As recommended by the WHO
for European Region (6), policy-makers should develop a systematic strategy for monitoring
socio-economic inequalities in health. Action should be taken on different levels. Inequalities
should be reduced by the means of the state strategy, city and community policies, using
intersectional co-operation. Extend of the health and social activities should be planned, co-
ordinated and enlarged in a professional and a precise manner, with the special emphasis laid
on children, invalids, pregnant women and elder persons. People as individuals should be
aware and ensured better information on growth and development of children, life-style and
health, endangerment at work, etc. Taking the measures stated hereabove is conditioned by
structural and etiological familiarity with inequality between individual groups of population
in a certain place and time. Research programmes for studying the condition and for reducing
health inequalities have already been introduced by the Netherlands, Finland and New Zealand
(7,8,9,10). These countries were recently joint by the UK Government with its programme
(11). However, in other countries it was too little done to solve the problem of inequalities in
health. It seems that public health professionals are not enough aware of inequalities in health
or they are not trained enough to handle them. It can be partially explained by the fact, that
there is neither postgraduate education nor training in the field of socio-economic inequalities
for public health personnel.

Learning objectives

Domain of intellectual skills:

The first two educational objectives of this module are:

1. to increase awareness among health professionals of the negative effects of persisting
inequalities in health within and among countries;

2. to sensitise the health professionals to develop the attitude that reducing inequalities in
health is very important task of their work and that they represent the bridge to policy-
makers in the sense of thought-transference and putting research achievements into
practice.

Domain of intellectual, practical and also communication skills:

After this module the participants will be capable:
* to assess the data currently available;
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* to collect additional data if necessary;
* to analyse, interpret and present the data;
» to formulate a policy response to the results.

Content
WHO: Health for all in the 21st century

The policy of the World Health Organization (12) is based on the fact that the world is one
and indivisible. As stated in the 1998 World Health Declaration, the enjoyment of health is
one of the fundamental rights of every human being. Health is a precondition for well-being
and the quality of life. It is a benchmark for measuring progress towards the reduction of
poverty, the promotion of social cohesion and the elimination of discrimination.

Health status differing significantly between the Member States of European Region
(51countries) and within them is representing the major obstacle to development. The regional
policy for health for all is a response to the World Health Declaration (12). To achieve health
for all in the 21st century, the European Region of WHO has set 21 targets (6), which Member
States are supposed to achieve between the years 2005 and 2020 (depending on individual
target) by the means of the national policy and regional development’s orientations. For
equity in health, the first two targets are of the main importance. Equity in health is supposed
to be attained by the means of solidarity at country level and in the European Region as a
whole.

Target 1: Solidarity for health in the European Region

Poverty is the major cause of ill health and lack of social cohesion. One third of population
of the eastern part of the European Region, 120 million people, live in extreme poverty.
Health has suffered most where social systems have collapsed, and where natural resources
have been poorly managed. This is clearly demonstrated by the wide health gap between the
western and eastern parts of the Region. The differences in infant mortality rates are the most
significant (from 3 to 43 per 1000 live births) as well as in life expectancy at birth (from 79
to 64 years). According to the plans of the WHO (6), the present gap in health status between
Member States of the European Region should be reduced by at least 30 %. In order to reduce
these inequities and to maintain the security and cohesion of the European Region, a much
stronger collective effort needs to be made by international institutions, funding agencies
and donor countries. Furthermore, external support should be much better integrated through
joint inputs into government health development programmes that are given high priority and
are firmly based on a national &ealth for all policy in the receiving country.

Target 2: Equity in health

Second target of the WHO aims to ensure the differences between socio-economic groups
to be decreased, since even in the richest countries in the European Region, the better off live
several years longer and have fewer illnesses and disabilities than the poor. The health gap
between socioeconomic groups within countries are supposed to be reduced by at least one
fourth in all Member States, by substantially improving the level of health of disadvantaged
groups of inhabitants.

Poverty is the biggest risk factor for health, and income-related differences in health
— which stretch in a gradient across all levels of the social hierarchy — are a serious injustice
and reflect some of the most powerful influences on health. Financial deprivation also leads
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to prejudice and social exclusion, with increased level of violence and crime.

There are also great differences in health status between women and men in the European
Region. Other health-risk factors, which are determining association with a certain socio-
economic group, are educational level, nationality, etc.

Conclusion

The targets of WHO in the European Region (6) are clearly very ambitious, that may not
be realistic everywhere. Nevertheless, it gives a clear focus to health policy and promotes the
monitoring of quantitative changes over time in socio-economic inequalities in health, which
is essential to assess the effects of health policy interventions. This will only work, however,
if ways can be found of quantifying the “size” of socio-economic inequalities in health (13).

Teaching methods

Forthe purposes of this training programme four workshops will be executed, one workshop
for every learning objective. The whole programme will be carried out as a discussion led by
moderator. After every workshop specific learning objectives will be determined for every
participant and until the next workshop their professional tasks should be performed. Their
achievements will be reported (within 10 minutes) and discussed with other participants at
the next workshop.

Workshop 1

Stimulating introduction by moderator: key words will be used as a target to sensitise the

participants that the inequalities in health exist.

Discussion: The assessment process of the availability of data.

The task students have to achieve until the Workshop 2:

* toinventory the data that are already being collected and that can be used to measure the
magnitude of socio-economic inequalities in health (from socio-economic registries,
mortality registries, health interview surveys, etc.);

¢ to assess the informative value of these data;

* to make provisions for generating new data.

Workshop 2

Reports presented by every participant.

Discussion: Existing data sources.

The results of the first workshop will determine whether additional data need to be
collected or just data from different registries or surveys should be linked.

The task they have to achieve until the Workshop 3 (if necessary):

* to add variables to existing data sources;

* to link data from different registries.

Workshop 3

The reports presented by every participant.

Methodological guidelines should be discussed and refined. It has to be decided:

* which morbidity and mortality indicators will be used and how the socio-economic
status of subject will be measured and classified;

» are absolute or relative differences (or both) to be measured;
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» should the analysis be limited to measuring the effect of lower socio-economic status
on health of people of lower socio-economic status, or should it also aim at measuring
the total impact these inequalities have on the health of the population;

» the choice of an adequate level of analysis and the application of multilevel analysis.

The task they have to achieve until the Workshop 4:

* to analyse socio-economic inequalities in health;

* to interpreted the results carefully;

* to prepare the results for clear and understandable presentation.

Workshop 4

The results have to be presented clearly and understandably (e.g. to use graphical displays)

by every participant.

Discussion: Formulating a public health policy response to the results:

» to what extend has the state identified inequalities in health as an important health and
social problem until now;

» what are the objectives for any interventions;

* who are the main groups with a concern for inequalities in health;

* what are their interests, priorities, and commitments;

¢ what is the context within which interventions need to be considered; etc.

The formulated document should assure that public health policy satisfies identified needs
and finally it should be submitted to policy-makers.

Follow up workshops on health policy development
Every six months, follow-up workshops on health policy development should be

performed.

Planning of implementation
In Table 1 the proposed agenda is presented.

Table 1. Proposed agenda for the training programme.

Workshop

Agenda

Workshop 1

Friday

15.00-16.00 Introduction

16.00-17.00 Discussion: The assessment process of the availability
of data

17.00-17.30 Coffee break

17.30-19.00 Discussion (cont.)

Saturday

9.00-10.30 Discussion (cont.)

10.30-11.00 Coffee break

11.00-13.00 Determination of the professional tasks
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Workshop 2

Workshop 3

Workshop 4

Friday

15.00-17.00 Reports

17.00-17.30 Coffee break

17.30-19.30 Reports (cont.)

Saturday

9.00-10.30 Discussion: Data sources

10.30-11.00 Coffee break

11.00-13.00 Discussion (cont.)

13.00-14.30 Lunch

14.30-16.00 Determination of the professional tasks

Friday

15.00-17.00 Reports

17.00-17.30 Coffee break

17.30-19.30 Reports (cont.)

Saturday

9.00-10.30 Discussion: Methodological guidelines
10.30-11.00 Coffee break

11.00-13.00 Discussion (cont.)

13.00-14.30 Lunch

14.30-16.30 Discussion (cont.)

16.30-17.00 Coffee break

17.00-19.00 Determination of the professional tasks

Friday

15.00-17.00 Reports

17.00-17.30 Coffee break

17.30-19.30 Reports (cont.)

Saturday

9.00-10.30 Health policy formation
10.30-11.00 Coffee break

11.00-13.00 Health policy formation (cont.)
13.00-14.30 Lunch

14.30-16.30 Health policy formation (cont.)
16.30-17.00 Coffee break

17.00-19.00 Health policy formation (cont.)
19.00-19.30 Conclusions

Assessment of participants

Changes in attitude of participants will be examined with the attitude test. The
questionnaires will be applied at the beginning of the first workshop and at the end of this
training course.

Module evaluation
Questionnaires will be distributed during the course to assess satisfaction of the participants
with the programme. However, the most important evaluation of the module will be the final

outcome — health policy formation.

56



Adbvisable Guidelines for Reducing Inequalities in Health

References

1.

2.

3.

10.

11.

12.
13.

Illsley R. Health inequities in Europe. Comparative review of sources, methodology and knowledge. Soc Sci
Med 1990; 31 (3): 229-36.

Whitehead M. The health divide. In: Townsend P, Davidson N, Whitehead M, eds. Inequalities in health (The
Black report & health divide). London: Penguin Books, 1992.

Moelek A, Rosario Giraldes M. Inequalities in health and health care. Review of selected publications from 18
western European countries. Muenster: Waxmann, 1993.

Whitehead M. The concepts and principles of equity and health. Copenhagen: WHO Regional Office for Europe,
1990.

Kunst AE, Mackenbach JP. Measuring socio-economic inequalities in health. Copenhagen: WHO Regional
Office for Europe, 1994: 1-115.

WHO Regional Office for Europe. Health 21: health for all in the 21st century. Copenhagen: WHO Regional
Office for Europe, 1998: 224.

Mackenbach JP, Kunst AE, Cavelaars AE, Groenhof F, Geurts JJ. Socio-economic inequalities in morbidity and
mortality in western Europe. The EU Working Group on socioeconomic inequalities in health. Lancet 1997;
349: 1655-9.

Kunst AE. Cross-national comparisons of socio-economic differences in mortality. Rotterdam: Erasmus
University, 1997.

Arve-Pares B, ed. Promoting research on inequality in health. Stockholm: Swedish Council for Social Research,
1998.

10.New Zealand National Advisory Committee on Health and Disability. The social, cultural and economic
determinants of health in New Zealand: action to improve health. Wellington: National Health Committee,
1998.

11.Great Britain Independent Inquiry into inequalities in health. Report of the Independent Inquiry into
inequalities in health: Report. London: The Stationery Office, 1998.

12.WHO. Health for all in the 21st century. Geneva: WHO (document WHA 51/5), 1998.

13.Mackenbach JP, Kunst AE. Measuring the magnitude of socio-economic inequalities in health: An overview
of available measures illustrated with two examples from Europe. Soc Sci Med 1997; 44 (6): 757-71.

Recommended readings:

1.
2.

Wilkinson RG. Unhealthy Society. New York: Routledge, 1997.
Leon D, Walt G, eds. Poverty, inequality and health. An international perspective. 1st ed. New York: Oxford
University Press, 2001.

57



Health Promotion And Disease Prevention

HEALTH PROMOTION AND DISEASE PREVENTION
A Handbook for Teachers, Researchers, Health Professionals and Decision Makers

Title

Supportive Environments for Health

Module: 1.3

ECTS: 0.5

Author(s), degrees,
institution(s)

Jerneja Farkas, MD, PhD Candidate, Teaching Assistant
University of Ljubljana, Faculty of Medicine, Chair of Public
Health, Slovenia

Pia Vracko, MD, PhD Candidate, Research Assistant

National Institute of Public Health of the Republic of Slovenia
Ivan Erzen, MD, PhD, Assistant Professor

Regional Public Health Institute Celje, and University of Ljubljana,
Faculty of Medicine, Chair of Public Health, Slovenia

Address for
correspondence

Ivan Erzen

University of Ljubljana, Faculty of Medicine, Chair of Public
Health Zaloska 4

Ljubljana

Slovenia

Tel: +386 1 543 75 40

Fax: +386 1 543 75 41

E-mail: ivan@zzv-ce.si

Key words

environmental health, hazard, risk, environmental burden, action
plan, local community, air pollution

Learning objectives

After completing this module students should:

* identify environmental factors that potentially affect human
health and explain the relationship between risk and hazard;

* recognize the impact of environment on health and be able
to list diseases with the largest environmental contribution
worldwide and in developed countries as well;

» acknowledge the significance of local community and
importance of intersectoral approach in implementing measures
to reduce environmental risks.
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Abstract

The environment influences our health in many ways through
exposures to physical, chemical and biological risk factors, and
through related changes in our behavior in response to those
factors.

Globally, nearly one quarter of all deaths and of the total disease
burden can be attributed to the environment. These findings have
important policy implications, because the environmental risk
factors can be modified by established, cost-effective interventions.
The process of building an intersectoral approach, which recognizes
all facets of a community, helps in both making and implementing
a LEHAP. Coordinated actions can promote development strategies
with multiple social and economic co-benefits, in addition to global
health gains, both immediate and long term. Repositioning the health
sector to act more effectively on preventive health policies, while
enhancing intersectoral partnerships, is thus critical to addressing
the environmental causes of disease and injury, and achieving better
health for all.

Our case study presents an example of intersectoral approach that
resulted in a successful implementation of measures at different
levels in local community to reduce air pollution in the urban area
of Celje.

Teaching methods

Teaching methods include introductory lectures, exercises, and
interactive methods such as small group discussions.

After introductory lectures students should discuss etiology of
diseases with the largest environmental contribution.

Afterwards students should develope amodel of local environmental
health action plan for various environmental issues.

Specific recommendations
for teachers

* work under teacher supervision/individual students’ work
proportion: 30%/70%;

» facilities: a computer room;

e equipment: computers (1 computer on 2-3 students), LCD
projection equipment, internet connection, access to the
bibliographic data-bases;

* training materials: recommended readings are mainly available
in the internet;

» target audience: master degree students according to Bologna
scheme.

Assessment of
students

Assessment is based on seminar paper and oral exam.
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SUPPORTIVE ENVIRONMENTS FOR HEALTH
Jerneja Farkas, Pia Vracko, Ivan Erzen

Theoretical background
Basic definitions

Environment

In the medical sense, the environment includes the surroundings, conditions or influences
that affect an organism (1). Along these lines, Last defined the environment as: “All that which
is external to the human host. It can be divided into physical, biological, social, cultural; any
or all of which can influence health status of populations”(2). According to this definition, the
environment would include anything that is not genetic, although it could be argued that even
genes are influenced by the environment in the short or long term. Figure 1 shows one way to
represent the environment, from the most inclusive to the most restrictive definition (3).

Figure 1. Definition of the environment (Adapted from Smith, Corvalan and Kjellstrom,
1999).

Biological environment

Total environment

Behavioural, social and natural environment

Social and natural environment

Natural environment

Physical environment

Environmental health

In 1989, World Health Organization (WHO) defined environmental health as comprising
those aspects of human health and disease that are determined by factors in the environment
(4). It also refers to the theory and practice of assessing and controlling environmental factors
that have the potential to affect health.

List of basic environmental factors with potential to affect health:

pollution of air, water, or soil with physical, chemical or biological agents;
UV and ionizing radiation;

electromagnetic fields;

noise;

built environments, including housing, land use patterns, roads;
agricultural methods, irrigation schemes;

man-made climate change, ecosystem change;

emergencies related to bioterrorism and chemical terrorism.
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Extended list of environmental factors with potential to affect health:

e alcohol and tobacco consumption, drug abuse;

o diet (although it could be argued that food availability influences diet);

o the natural environments of vectors that cannot reasonably be modified (e.g. in rivers,
lakes, wetlands);

e natural biological agents, such as pollen in the outdoor environment;

e occupational risks.

Environmental health comprises those aspects of human health, including quality of
life, that are determined by physical, biological, social, and psychosocial factors in the
environment. It also refers to the theory and practice of assessing, correcting, controlling, and
preventing those factors in the environment that can potentially affect adversely the health
of present and future generations (5). Environmental health science is therefore essentially
about two things: hazards in the environment, their effects on health, and the variations in
sensitivity to exposures within populations, and the development of effective means to protect
against hazards in the environment (6).

To establish environmental health in a country or region, governments must set and then
implement policies to control environmental factors. The services needed to implement such
policies can be developed in a variety of ways, depending on a number of social, economic
and cultural factors.

Hazard, exposure and risk

How an environmental factor can affect human health could be described in terms of
hazard, exposure and risk.

A hazard is defined as a factor that may adversely affect health (2); it is basically a source
of danger. A hazard is a qualitative term expressing the potential of an environmental agent
to harm the health of certain individuals if the exposure level is high enough and/or other
conditions apply.

An exposure is defined as a condition of being subjected to an influencing experience.

Human exposure can occur through several routes, most importantly, inhalation, ingestion
and skin contact (6).

A risk is defined as the probability that an event will occur, e.g., that an individual will
become ill or die within a stated period of time; the probability of an unfavorable outcome
(2). It is the quantitative probability that a health effect will occur after an individual has
been exposed to a specified amount of a hazard. A hazard results in a risk if there has been
exposure.

Exposure can occur in different environmental settings:

homes;

kindergartens and schools;

working places;

outdoor environments (playgrounds, recreational areas, roads, etc.);
indoor recreational, hobby, entertainment environments;

shopping centers;

industrial, urban or rural settings.
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Impact of environment on health

Worldwide, an estimated 24% of the disease burden (healthy life years lost) and an
estimated 23% of all deaths (premature mortality) was attributable to environmental factors.
Among children 0-14 years of age, the proportion of deaths attributed to the environment was
as high as 36%. There were large regional differences in the environmental contribution to
various disease conditions due to differences in environmental exposures and access to health
care across the regions. For example, although 25% of all deaths in developing regions were
attributable to environmental causes, only 17% of deaths were attributed to such causes in
developed regions (7).

In many cases, the causal pathway between environmental hazard and disease outcome
is complex. Therefore the exact estimates of disease burden attributable to environmental
factors are difficult to observe.

Globally, diseases with the largest absolute burden attributable to environmental factors
included: diarrhea, lower respiratory infections, other unintentional injuries, and malaria
(Table 1). In developed countries, however, among the most frequent diseases related to
environmental factors are cancer, allergies, asthma, chronic obstructive pulmonary disease
and other respiratory diseases, and road traffic injuries (6, 7).

Table 1. List of diseases with the largest environmental contribution (Adapted from
Pruss-Ustun A and Corvalan FC, 2006; Figure 5).

Disease Environmental fraction Fraction of total global burden

of disease in DALY
Diarrhoea 3.85 4.15
Lower respiratory infections 245 6.10
Other unintentional injuries 1.40 3.30
Malaria 1.25 3.10
Road traffic injuries 1.05 2.60
Chronic obstructive pulmonary disease 0.80 1.80
Perinatal conditions 0.75 6.50
Ischaemic heart disease 0.75 3.90
Childhood cluster diseases 0.70 2.75
Lead-caused mental retardation 0.70 0.60
Drownings 0.55 0.70
HIV/AIDS 0.50 5.65
Malnutrition 0.50 1.15
Cerebrovascular disease 0.50 3.25
Asthma 0.45 1.05
Tuberculosis 0.45 2.25
Suicide 0.40 1.40
Depression 0.35 4.50
Poisonings 0.30 0.50
Falls 0.30 1.10
Hearing loss 0.25 1.75
Violence 0.25 1.45
Lympbhatic filariasis 0.20 0.40
Lung cancer 0.20 0.75

Source: Pruss-Ustun A and Corvalan FC, 2006.

What can policymakers and the public do about environmental risks
If the burden of disease from environmental risks can be estimated, the most important
priorities for targeted environmental protection can also be evaluated, while helping to
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promote the idea that sound environmental management plays a key role in protecting people’s
health (7). The role of environmental health professionals is to apply their knowledge and
experience to help the community understand the environmental health hazards they face and
to analyze the technical and social approaches to reducing or eliminating human exposure to
environmental hazards and the resulting adverse health effects. On the basis of this analysis,
other people in other jobs, some of them very far removed from environmental health can take
appropriate action to protect a community’s health (8,9). At the same time, actions by sectors
such as energy, transport, agriculture, and industry are urgently required, in cooperation with
the health sector, to address the root environmental causes of ill health. Acting together on
the basis of coordinated health, environment and development policies, we can make a real
difference in human well-being and quality of life.

Implementing environmental measures in local communities

Local authorities and their communities have assumed new responsibilities for global
environmental problems, such as climate change, air and water pollution. They have
joined some already existing international programs and established their own projects
to address these challenges. Local communities with greater ecological awareness and
a better information system can play a major role in solving environmental problems in
heavily polluted areas (10). Local authorities are central to local environmental health
planning because they often operate the economic, social and environmental infrastructure,
oversee planning processes, establish local policies and regulations, determine parameters
for economic development, are important vehicles in the development and implementation
of local, regional and national policies, and work in a democratic manner (8, 11, 12). The
process of implementing environmental measures in local communities is shown in Figure 2
and briefly described below.

Figure 2. Local environmental health action plan (LEHAP) process (Adapted from
MacArthur, 2002).

Y
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Initially, a small group of committed professionals needs to come together to discuss
and prepare the ground for the planning process. The group needs to have a basic level of
information before making any approach to the political level. To secure political support, it
must have some idea of the planning process, the time scales involved and, most importantly,
the costs in financial and human resources. All of this undoubtedly helps the presentation of
any proposed planning process to decision making politicians. Municipalities often have the
main responsibility for ensuring healthy living environments, but they can only achieve this
by working in partnership with other tiers of government, non governmental organizations,
community based organizations, the private sector and so on. The idea that partnerships are
essential to addressing environmental health issues effectively is now well established and
widely accepted (8,13). The process of building an intersectoral approach, which recognizes
all facets of a community, helps in both making and implementing a local environmental
health action plan (LEHAP). The following list of organizations, which should participate
in LEHAP:

e state or public health organizations and agencies;

e state environmental protection organizations and agencies;

e organizations and agencies responsible for: housing provision, transport, occupational
health and safety, the supply and treatment of drinking-water, the treatment of
wastewater, and the collection and disposal of solid industrial and domestic wastes;

e organizations and agencies representing particular sectors: commerce and business,

industry, trade unions, agriculture and energy;

NGOs addressing environmental health issues;

community groups active in the locality;

relevant departments or faculties in universities and schools;
relevant international agencies active in the locality;
neighboring local authorities or municipalities; and

the mass media.

Case study - an example of a community action in controlling air pollution
Introduction

Environmental health issues are by nature multisectoral. Experience has shown that
progress and success in addressing environmental health issues come only when all agencies,
at all levels, work together. Another essential element of the environmental health approach
is community participation. It not only involves local people more deeply, but also develops
mutual understanding and respect among stakeholders, which can lead to greater local
commitment and participation in solutions.

This case study presents an example of intersectoral approach that resulted in a successful
implementation of measures at different levels in local community to reduce air pollution in
the urban area of Celje, a Slovenian city with 55.000 inhabitants.

Celje has been an industrial city (production of TiO,, ironworks) since the beginning
of last century. The desire for industrial progress and development was so strong that
almost no attention was paid to the damage caused to the environment. Unfortunately, the
geographical position of Celje is not favorable; the city lies in a basin where the winds are
weak, aggravating the concentration peaks of air pollutants. As a result, extensive pollution
of air, surface waters, drinking water, and soil soon became the main limiting factor of further
economic development of the region (14). For more than 30 years the community of Celje
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has been making great effort to reduce all kinds of environmental pollution. The greatest
improvement was made in reduction of air pollution.

Throughout all these years the emission and imission concentrations of sulfur dioxide
(SO,) have been reduced for more than 70%. Reduction of imission concentrations of SO,,
nitrogen oxides, and total air deposition followed the reduction of air emissions (14).

Now, 20 years later, the first results can be seen. Great progress has been made concerning
the awareness of the population and the involvement of politicians in solving the problems.
People have become more aware of the problems and are now determined to live in a healthier
environment.

Chronological overview of systematic approach to reduce air pollution

The air in the city was polluted by more than 7000 small domestic furnaces, some tens
of commercial furnaces, with the power of more than 0.2 MW, and by numerous industrial
sources. The greatest were the production of titanium white based on sulfate procedure (1%
of the world production of TiO,), sulfuric acid production, ironworks, enamel factory, and
ceramic industry.

The imission concentrations of SO, in winter used to exceed critical values stated by the
national legislation. In the late 1970’s the imission concentrations exceeded values as high
as 4600 mgSO,/m’ (15).

It was very soon obvious that that air pollution has a considerable impact on other
environmental elements especially such as soil, ground, and surface waters. Health problems
related to air pollution were exceeding in comparison to other parts of Slovenia. This all
together forced the local community to apply measures to reduce emissions in the air.

In 1968 a Commission was established by the city authorities to carry out clean up
programs for water and air. One of the main objectives of this Commission was to identify
sources of air pollution in Celje. In 1976 intensive measurements and analyses started to
collect data to support public decisions.

Afurther step in this systematic approach was made in the year 1981 when Public Agreement
for Conservation of Environment was reached. For ten years this agreement obliged all air and
water polluters to take action to reduce pollution. The result was a considerable reduction in
emission concentrations from industries and more powerful commercial furnaces. However,
this Public Agreement had a major drawback: it neglected the problem of small domestic
furnaces. One of the main reasons for this is the public misconception according to which
industry (the production of TiO, and H,SO,) was the only air polluter in the city, which, of
course, was not true.

The problem of small domestic furnaces was first dealt systematically by the Clean Air
Program for the period between 1993 and 2000 (16,17). This program started in 1993 with
the main objective to reduce emission concentrations to such an extent that by the year 1995
the 24-hour average imission concentrations of SO, would not exceed 375 mgSO,_/m* (critical
value). In addition, by the year 2000 the average imission concentrations would be further
reduced to 125 mgSO,/m’ (limited value).

The clean air plan

The technical basis for the development of the clean air program was a mathematical
model for working out the imission concentrations of SO, based on the emission data. The
amount of used fossil fuels was the basis for establishing the use of energy, which was later
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converted into the use of another fuel. The equivalent use of other fuels was the basis on
which corresponding emissions and imissions were worked out. The results showed that the
emission concentrations in Celje must be reduced to less than 600 tons of SO, per heating
season. To achieve this goal we had to set limits to the emissions from all industries and carry
out the gasification of most furnaces in Celje (18).

The industries in Celje have been making efforts to reduce the emissions of SO, for
years. After 1990 the intensive gasification of small domestic furnaces started. Between 1988
and 1996 more than 45 kilometers of gas pipeline network was built, the price of gas was
subsidized by the local authorities, bank loans were available at a low interest rate so that
individuals could connect to the gas pipeline network. The gasification network system was
planned and developed according to the extent of SO, emissions at a certain city area.

Reductions in emissions of SO,

The first SO, emission concentrations from industries were recorded back in 1945. In
1979 the first complete inventory of air pollutants was made. Initially this inventory included
industries only, but was later on added with emissions data from furnaces. A complete
emission inventory was also made in the years 1984, 1988 and 1993. Emissions of SO, in
Celje between the years 1945 and 1993 can be seen in Table 2.

Table 2. Emissions of SO, in Celje between 1945 and 1993 (in tons of SO_/year)

Production Other Commercial Small
YEAR of TiO, and | oher ommercia domestic TOTAL
industries furnaces
H,SO, furnaces

1945 3000

1956 8300

1961 14000

1979 4125 1002 430 450 6007
1981 3400 427 263 539 4620
1984 2783 427 288 830 4328
1988 2320 427 230 797 3774
1993 1160 5 103 499 1767

The total emission of SO, has constantly been reduced since 1979 and was, in 1993,
lower by 70% compared to fourteen years earlier. However, the emissions increased in small
domestic furnaces, which was due to a fault in the Public Agreement for Conservation of
Environment (19).

Between the years 1979 and 1993 the relationship between polluters was changed. In
the heating season of 1979 the proportion of SO, emissions was as follows: 60% of the
total emission was caused by factory producing TiO, and H,SO,, 25% by furnaces, and 15%
by other industries. Today the proportion of the rest of the industries can be neglected, the
proportion between emission by factory producing TiO, and H,SO, and furnaces is 50:50.

Changes in imission concentrations

The lower level of SO, emissions was necessarily reflected in the degree of air pollution.
The measurements of SO, imission concentrations, which were carried out in the late 1960s,
show a very high degree of air pollution by SO,. In 1977 measurements at regular intervals
started. The results of the latter show constant decrease in the imission concentrations of SO,
in Celje and surrounding suburbs - Teharje (Table 3).
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Table 3. Imission concentrations of SO2 at the measuring sites of Celje and Teharje as
measured at national network measuring station (pg SO2/m3).

Celje Teharje
annual 24-h avg. 24-h avg. annual 24-h avg.  24-h avg.
year average 98-percentile max. conc. year average max.conc. max. conc.
OCt'671 280 1150 1570 1979 158 579 940
sept.68
1978 160 530 740 1980 108 414 960
1979 150 750 1230 1981 123 616 890
1980 130 490 810 1982 78 267 400
1981 150 600 950 1983 66 270 380
1982 120 390 440 1984 73 268 360
1983 120 470 600 1985 70 359 600
1985 130 610 1060 1986 75 330 590
1986 60 230 480 1987 83 429 590
1987 100 410 680 1988 48 200 500
1988 50 250 380 1989 67 295 330
1989 60 360 470 1990 53 260 390
1990 50 270 360 1991 52 270 580
1992 30 70 220 1992 40 250 250
1993 50 200 340 1993 35 158 352
1994 38 147 237 1994 29 113 192
1995* 28 97 213 1995 40 111 192
1996* 25 74 88

* data from study »Air pollution in Celje and Store (Hrasevec 1968)
* data from EIS Celje

As one may observe, the imission concentrations (annual average values, concentrations
of C98 and 24-hour maximum concentrations) showed a clearly decreasing trend.

Apart from measurements of imission concentrations of SO,, the degree of air pollution in
Celje was measured by series of other measurements organized in a local measuring network.
The existing quantity and the types of measurements can be seen in Table 4.

Table 4. Air pollution measurements carried out by the local measuring network.

LOCATION TYPE OF MEASUREMENT PERIOD OF TIME
EIS Celje SO, throughout the year
city’s central automated measuring NO,, NO, NOx throughout the year
site; system is equipped with public CO throughout the year
display suspended particles throughout the year
Ca, Pb, Zn, Ti (particles) throughout the year

Additional measuring network
e four measuring sites SO, , black smoke throughout the year
e one measuring site NO, throughout the year
e twelve measuring sites total deposit + Cd, Pb, Zn; Ti in deposit  throughout the year
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The local measuring network results
The most significant conclusions made by the local measuring network are as follows:

SO
2
Since 1995 the ambient air concentrations have not exceeded the maximum allowable

concentrations (MAC).

Table 5. Average annual ambient air concentrations of SO, in ug /m’.

Year 1968 1978 1994 1995 1996
Max. conc. 280 260 57 48 32
MAC = 50 ug SO,/m’ per year

Black smoke

Since 1990 black smoke has been reduced due to widespread use of light fuel oil or gas
instead of coal. Since 1993 the annual ambient air concentrations have not exceeded the
MAC.
Table 6. Average annual ambient air concentrations of black smoke in pg /m?>.
Year 1978 1993 1994 1995 1996
Max. conc. 37 20 20 21 17
MAC = 50 pg of black smoke /m® per year

The concentration of nitrogen dioxide and carbon monoxide (data not shown) in the center
of the city did not exceed the maximum guideline levels (MGL) in a few past years. However,
the results of measurements of imission concentrations of suspended particles show that the
problem of air pollution with particles in Celje remains unsolved.

It has been found out by the measurements of the amount of cadmium, lead, and zinc in
suspended particles that the imission concentrations vary considerably (data not shown). The
precise evaluation of the results will be possible after a longer, solid period of measuring (20,
21).

The measurements of the total air deposition have shown that the imission concentrations
decreased significantly in industrial zone of the city, while in residential areas changes were
not so significant. In some parts of the city MGL values are still exceed occasionally. This
is not the case only in industrial zones, but also in densely populated areas in other parts of
the city.

Cadmium, lead, and zinc in total deposits have shown that the imission concentrations did
not decrease significantly in any part of the city since last two or three years when decrease of
about 50% of former concentrations was observed at almost all measuring sites.

Conclusion

A clean environment is the basis for healthy and happy lives for people and other living
beings. The community of Celje has only become aware of its importance to the environment
when they have already inflicted serious damage on it and were afterwards paying a heavy
price in order to remove consequences of environmental pollution in previous years.

Therestoration of the environment is a complicated project that should include experts from
the natural sciences as well as technical, economical, and political fields. The technological,
economic, sociological, and psychological know-how are equally important.
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The basis for successful work is the right information about pollution of a particular
segment of the environment and regular monitoring of the effects of the measures taken.

Simultaneously with the measures to reduce pollution already inflicting damage on the
environment, it is necessary to prevent further sources of pollution. The pollution of the
environment has become a hindrance to further development. As a result, only energy-saving
technologies should be used, which would enable us to use natural resources sensibly and
reduce pollution. When planning and designing new buildings, they have to be carefully
spaced and the communal infrastructure has to be expanded.

Willingness, expertise, good organization, creative co-operation of the parties involved
and financial support are needed to find out the reasons for and to take measures against
the consequences of pollution. If actions are taken in time, the ill effect of pollution on
the environment can be prevented. Celje has the right conditions to act efficiently and thus
reduce the present degree of pollution and prevent new mistakes.

Exercise

The main aim of the exercise is to get the students acquainted with the importance of
environmental influences on health. They should understand that an intersectoral approach,
which recognizes all facets of a community, helps in achieving better health for all.

Task 1:

Look at the Table 1. Name the diseases with the largest absolute burden attributable to
environmental factors in developed countries and globally. Are there any differences? If yes,
then explain reasons for differences.

Task 2:

Local authorities and their communities have assumed new responsibilities for global
environmental problems. They were encouraged to join some already existing international
programs and established their own projects to address these challenges. Try to develop
a comprehensive LEHAP for the most important environmental problem in your local
community.

Task 3:

Is air pollution an environmental problem in your local community? What are the main
sources of air pollution? Explain the difference between hazard and risk of air pollution. List
five solutions to reduce human exposure to polluted air.

After accomplishing this module students should be able to identify environmental factors
that potentially affect human health and explain the relationship between risk and hazard.
They should recognize the impact of environment on health and be able to list diseases
with the largest environmental contribution worldwide and in developed countries as well.
Finally, the significance of local community and importance of intersectoral approach in
implementing measures to reduce environmental risks should be acknowledged.
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Learning objectives After completing this module students and public health professionals

should:

» develop their own case study that would illustrate the principles
cited in this paper;

» review the state of access to safe drinking water supply and
related impact to children’s health;

» review the state of access to improved sanitation and related
impact to children’s health;

» increase knowledge of the value of safe drinking water and
sanitation, especially for children; and

» recognize the importance of public health, especially preventative
health programme with an ultimate goal of health promotion,
improvement of access to safe drinking water and sanitation,
and disease prevention activities especially in children.

Abstract Childhood is a critical component of the health care life cycle. The
objective of this Protocol is to promote at all appropriate levels,
nationally as well as in transboundary and international contexts,
the protection of human health and well-being, both individual and
collective, within a framework of sustainable development, through
improving water management, including the protection of water
ecosystems, and through preventing, controlling and reducing water-
related diseases. This is especially important for children as the most
vulnerable group of population. Status of access to safe drinking
water supply and improved sanitation in the Republic of Macedonia
was reviewed, as well as the related health impacts.
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Teaching methods

Teaching methods:

Lecture 1: Health Promotion/Disease Prevention in Childhood — The
Essence of Public Health.

Lecture 2: Evidence-based data on the benefits of safe drinking
water supply and improved sanitation in childhood.

Lecture 3: Disease-specific recommendations for prevention and
control of waterborne diseases.

Exercise 1: The purpose of the exercise is to provide students with
basic information about relevant literature as a solid basis for health
impact assessment

Small group discussion: The role of Protocol on Water and Health
care in promoting quality of life in childhood.

Practicum: Students should be able to prepare essays in accordance
to Task 1-3. Each of the group will oppose or accept the findings of
the others.

Exercise 2: Students will identify status of access to safe drinking
water in one city of their country and relevant health status of the
local population, especially children.

Specific recommendations
for teachers

Question and answer session to follow each lecture. A question and
answer session will follow each lecture to help students clarify key
aspects of each topic.

Lecture 1: Provides an overview of how health promotion and
disease prevention in childhood directly relate to the practices and
principles of public health. Audiovisual equipment useful. Summary
handouts to students in attendance based on this paper.

Lecture 2: Focuses on the role of Protocol on Water and Health and
CEHAPE in childhood and their impact on morbidity and mortality.
Audiovisual equipment useful. Summary handouts to students in
attendance based on this paper.

Lecture 3: Summarizes selected disease specific recommendations
to promote health and prevent waterborne diseases in children.
Highlight evidence-based recommendations related to access to
safe drinking water, improved sanitation and preventive health
programmes.

Exercise #1: Regarding waterborne diseases, students should identify
lifestyle changes that affect disease onset and control. They should
be able to correlate morbidity of waterborne diseases with safe/
unsafe access to drinking water supply. They should recommend
how to promote health status of targeted population.

Exercise #2: Regarding waterborne diseases, students should identify
lifestyle changes that affect disease onset and control. They should
be able to correlate morbidity of waterborne diseases with improved/
non-improved access to sanitation. They should recommend how to
promote health status of targeted population.
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Small group discussion: Mandatory participation. Interactive
session. It is expected that students will have read the reference
material pertaining to this topic prior to the session.

Practicum: Mandatory participation. Faculty will identify resources
to present the importance of access to safe drinking water supply
and improved sanitation. They will arrange for specific health
professionals and civil engineers to work with students to achieve
the programme goals.

Assessment of Pre/Post tests in association with each lecture. Each student will
students complete a ten question pre-lecture test. This test will be repeated
after the lecture is completed. Each post-test represent 10% of a
student’s grade.

Small group discussion: Mandatory participation. The small group
discussion represents 20% of the student’s grade.

Practicum: Mandatory participation. Synthesizing the material
presented in class, the assigned readings, and their practical
experience, students will write a two-page paper describing how safe
access to drinking water and improved sanitation relates to health
promotion and disease prevention. The summary paper represents
50% of a student’s grade.
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IMPLEMENTATION OFTHE PROTOCOLONWATERANDHEALTH
IN THE REPUBLIC OF MACEDONIA
Mihail Kochubovski

Introduction

The Protocol on Water and Health to the 1992 Convention on the Protection and Use of
Transboundary Watercourses and International Lakes is the first major international legal
approach for the prevention, control and reduction of water-related diseases in Europe.

The Protocol was adopted in 1999 at the Third Ministerial Conference on Environment
and Health, held in London, and entered into force in August 2005, becoming legally binding
for the ratifying countries. So far, it has been signed by 36 countries in Europe and ratified
by 21.

Signatories agreed to establish and maintain comprehensive national and/or local
surveillance and early warning systems to prevent and respond to water-related diseases. They
also agreed to promote international cooperation to establish joint or coordinated systems for
surveillance and early warning systems, contingency plans, and responses to outbreaks and
incidents of water-related diseases and significant threats of such outbreaks.

WHO/Europe and the United Nations Economic Commission for Europe (UNECE)
provide the joint secretariat for the Protocol, coordinating activities for its implementation.
WHO handles the health aspects, while UNECE takes care of the legal and procedural aspects

(1).

In synthesis
By adopting the Protocol, the signatory countries agreed to take all appropriate measures
to achieve:
» adequate supplies of wholesome drinking-water;
» adequate sanitation of a standard that sufficiently protects human health and the
environment;
« effective protection of water resources used as sources of drinking-water, and their
related water ecosystems, from pollution from other causes;
* adequate safeguards for human health against water-related diseases; and
» effective systems for monitoring and responding to outbreaks or incidents of water-
related diseases.

Implementation

One representative from the Ministry of Health of the Republic of Macedonia has attended
the UNECE-WHO First meeting of the Parties to the Protocol on Water and Health, held in
Geneva, Switzerland on 17-19 January 2007. This First meeting of the Parties to the Protocol
on Water and Health has tackled the issues about the influence of water pollution to the health
and the environment.

The Republic of Macedonia has not signed yet the Protocol on Water and Health, but
nevertheless it has worked hard to implement the targets made during the Third Ministerial
Conference on Environment and Health by the Protocol on Water and Health, held in London,
June 1999. In the near future there is a hope that the Republic of Macedonia will succeed
to overcome broader issues that were obstacles for signing and ratification of the Protocol
on Water and Health. Over the past years the Republic of Macedonia has worked on the
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NPAA (National Programme of Approximation) to the EU’s legislation, and the outcomes
gave status of a Candidate Country in 2005. It is strongly believed that negotiations should
continue on the necessity of becoming a Party to the Protocol, but there is a need of some
interministerial negotiation process between the Ministry of Health, Ministry of Environment
and Physical Planning, Ministry of Agriculture Forestry and Water Economy and Ministry of
Foreign Affairs. Until now, progress has been made but due to incomplete new legislation,
poor economic status and some other issues, the Protocol has not been signed yet.

The objective of this Protocol is to promote at all appropriate levels, nationally
as well as in transboundary and international contexts, the protection of human health and
well-being, both individual and collective, within a framework of sustainable development,
through improving water management, including the protection of water ecosystems, and
through preventing, controlling and reducing water-related disease (2).

I. Current situation concerning the access to water supply and sanitation in

Macedonia

1. Water quality and safe sanitation seen as a priority
In the Republic of Macedonia drinking water quality has the highest priority. Concerning
safe sanitation it is a top priority regarding the urban area, but the situation is different in
the rural area, although there are some positive changes.

2. Challenges in relation to water and health
At the national level, there are not particular challenges in relation to drinking water
and health. But, there is a problem for example in Sveti Nikole, a small town of 12,000
inhabitants (in the Central-East part of the country) where high level of aluminium and
trihalomethanes (THM) was found in treated water from Drinking Water Treatment Plant.
The high content of aluminium and THM are due to the fact that the Water Treatment
Plant is conditioning surface water from the local Dam (built for irrigation in 1970s).
This is a small dam with only 2,000,000 m* water, and during the past three years the
quality of raw water was very bad (high content of aluminium and natural organic matter
in raw water). In 2003 drinking water from Water Treatment Plant was forbidden for use,
and since then citizens drink water from water tanks filled-up with safe water from water
supplying system in Shtip (neighboring city). A new Water Treatment Plant is being built
but its construction is not finished yet (3).

3. Proportion of the population with continuous access to:
* an improved water supply
safe drinking - 93% (urban* 99% and rural** 78%) status in 2005
with prediction of 95% in 2010

unsafe drinking - 7%

- rural 22%

- centralized piped water supply 33%' (297,417 inhabitants - 14%°)

bacteriological improper samples - 2.3%

- local piped water supply 54% 1 (489,213 inhabitants - 23%°)
bacteriological improper samples - 23%
- local water supply sources 13% ' (117,000 inhabitants - 6%°)

bacteriological improper samples - 30%
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! percentage from rural population (903,630 inhabitants)
2 percentage from total population (2,103,630 inhabitants)
* urban population 1,200,000

** rural population 903,630

29% of total populations that live in rural areas use drinking water from local piped

water supply and local water supply sources. In these areas 26% of bacteriological improper
samples have been registered. By approximation it could be estimated that about 239,303
inhabitants from rural areas (11% from the total population) are drinking potentially unsafe
drinking water, because of lack of continuous chlorination which is a precondition for safe
drinking water. Our Government has a goal to improve the access to safe drinking water
by construction of new water supply systems and improvement of disinfection of drinking
water.

4,
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* improved sanitation
- urban 90% (in 2005) with prediction of 95% (in 2010)
- rural 15% (in 2005) with prediction of 30% (in 2010)

Children affected by water-related diseases in the Republic of Macedonia

The Children Environmental Health Action Plan for Europe (CEHAPE) is a document

for policy makers addressing the environmental risk factors that most affect the health

of European children. It was developed on request of the member states and adopted by

european ministers at the Fourth Ministerial Conference on Environment and Health,

held in Budapest in 2004, with the main topic “The future for our children”.

This action plan highlights the main commitments on children’s health and environment

and focuses on four regional priority goals (RPGs) for Europe:

*  RPG I: ensure safe water and adequate sanitation

* RPG II: ensure protection from injuries and promote adequate physical activity

* RPG III: ensure clean outdoor and indoor air

* RPG IV: aim at chemical-free environments

By addressing environmental risk factors, the CEHAPE covers two of the seven priorities

within the comprehensive WHO European strategy on child and adolescent health and

development.

According to the CEHAPE the health status in the Republic of Macedonia referred to

waterborne diseases is as following:

* Bacillary dysentery: in 2005 = 8 cases in children /0-19 age/ compared to 5 cases in
adults/20->60 (61.54% in children/0-19 age, compared to 38.46% in adults/20->60).

* Enterocollitis: in 2005 = 4350 cases in children /0-19 age/ compared to 2501 cases in
adults/20->60 (63.49% in children/0-19 age, compared to 36.51% in adults/20->60).

e Hepatitis A: in 2005 = 535 cases in children /0-19 age/ compared to 171 cases in
adults/20->60 (75.78% in children/0-19 age, compared to 24.22% in adults/20->60).

Steps taken to reduce the burden of water-related diseases among children

There was a National Action Programme for Improvement of sanitary-hygienic situation
in rural areas in the Republic of Macedonia in the period between 1971-1991. Principal
research institution was the Republic Institute for Health Protection-Skopje, and the
programme was financed by Water Economy Secretariat and Health Insurance Fund.
During the implementation of this Action Programme the water supply networks in 850
villages have been built, as well as 25 sewerages.
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In the period from 1991 to 2006 new water supply networks in 90 villages have been
built.

In 1971 access to safe drinking water in the Republic of Macedonia was 64%, and after
the implementation of the National Action Programme 1971-1991 and efforts from 1991-
2003, access to safe drinking water in 2003 has been increased to 93% (4).

. Progress has been made since 2004, on reducing the number of children suffering from

water-related diseases

There was a significant progress in reducing the number of children with bacillary

dysentery:

* (in 2004 = 14 cases in children /0-6 age/ compared to 2005 = 6 cases in children /0-6
age),

* (in 2004 = 5 cases in children /7-14 age/ compared to 2005 = 1 case in children /7-14
age),

There was decreasing in enterocollitis morbidity:

* (in2004 =3519 cases in children /0-6 age/ compared to 2005 = 3147 cases in children
/0-6 age),

* (in 2004 = 1043 cases in children /7-14 age/ compared to 2005 = 820 cases in children
/7-14 age).

But there was increasing of prevalence in hepatitis A:

* (in 2004 = 36 cases in children /0-6 age/ compared to 2005 = 283 cases in children
/0-6 age),

* (in 2004 = 70 cases in children /7-14 age/ compared to 2005 = 181 cases in children
/7-14 age).

. National programme to improve continuity and quality in water supply

Now, the implementation of the improvement of the water supply is the responsibility
of the Ministry of Environment and Physical Planning, Ministry of Agriculture, Forestry
and Water Economy and Ministry of Transport. The role of the Ministry of Health,
respectively Republic Institute for Health Protection-Skopje is to monitor the quality of
drinking water from new sources, and the ten regional Institutes for Health Protection have
the responsibilities to monitor water quality during the year according to the Preventive
Health Programme (5).

The Government of the Republic of Macedonia represented by the Ministry of Agriculture,
Forestry and Water Economy in cooperation with the Ministry of Environment and
Physical Planning, Ministry of Health, Ministry of Local Self-Government and other
relevant stakeholders, supported by Japan Bank for International Cooperation (JBIC) and
Japan International Cooperation Agency (JICA) are working on the improvement of water
supply systems and irrigation in north-eastern part of Macedonia for seven municipalities
- Kratovo, Probistip, Zletovo, Lozovo, Stip, Karbinci and Sveti Nikole, with total number
of around 100,000 inhabitants. This process has started in 2005, but there were some
previous investigations in 2001 as well.

Special emphasis is put on children’s health and drinking water quality.

. Challenges and constraints

There is a high level of political support, and high level of public awareness and readiness
for voluntary labor, however financing of construction of new water supply networks, as
well as maintenance of the already built ones is a big problem.
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I1. Water quality

9. National microbial failure rate of the water supply system (measured against E. coli)
National microbial failure rate of the urban (1,200,000 population) water supply system is
0.8% because of the increased number of aerobic mesophilic bacteria. But, for rural areas
(489,213 population) this is much higher, as 23% of samples have been improper because
of microbial contamination, mostly as a result of lack of chlorination of drinking water.
Only few percents are due to E. coli (6).

10. National chemical failure rate of the water supply system

Urban water supply system in the Republic of Macedonia had 5.6% improper samples
because of lack of residual chlorine, and higher values of manganese and iron (in Kocani
and Stip). Since 2003 the local water supply system has been forbidden for usage in Sveti
Nikole because of higher levels of aluminium and trihalomethanes in treated drinking
water. In rural areas water supply system had 19% improper samples because of physico-
chemical analyses mainly due to lack of residual chlorine, and showing only few high
level of nitrate (some villages in Strumica), and 20% improper bacteriological samples
because of higher content of coliform bacteria (6).

11. Laboratories carrying out the water quality assessment internationally accredited
The Republic Institute for Health Protection-Skopje and its laboratories have been
accredited for ISO 17025 (control of food quality - drinking water is a food according
to the Food Safety Law in Macedonia (2002 and 2007). In addition, the ten regional
Institutes for Health Protection are conducting the accreditation for ISO 17025 but only
for the basic methods of food quality investigation.

III. Surveillance

The surveillance system is aimed at prevention and early alert, as well as outbreak
detection and control/assessment of contagious diseases. There has already been established
an ALERT System supported by the WHO in 2006.

12. Collection of data:
* based on gender; and
* based on age: 0-6, 7-14, 15-19 and 20-60>.

13. Standardized death rate in the below-5 population, per 100,000, of diarrheal diseases
There was a decreasing trend in standardized death rate under five (1990 = 730/100,000;
in 1997 = 390/100,000; and in 2002 = 265/100,000), of all causes.

Standardized death rate under five population, per 100,000 of diarrheal diseases was 8.53
in 2002 (last available).

Mortality (total) of under five population per 1,000 live born in 2003 was 11.3.

In 2004 and 2005, there were no registered cases of deaths caused by diarrheal diseases
in the Republic of Macedonia.

14. Incidence rate and case number of the following priority water-related diseases: cholera,
enterohemorrhagic E. coli, hepatitis A, Shigellosis/bacillary dysentery, and typhoid
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Overall:

15.

16.

* Bacillary dysentery: in 2004 = 20 cases in children/0-19 age/ compared to 9 cases in
adults/20->60 (68.97% in children/0-19 age, compared to 31.03% in adults/20->60).
* Bacillary dysentery: in 2005 = 8 cases in children/0-19 age/ compared to 5 cases in
adults/20->60 (61.54% in children/0-19 age, compared to 38.46% in adults/20->60).
* Enterocollitis: in 2004 = 5010 cases in children/0-19 age/ compared to 2832 cases in
adults/20->60 (63.89% in children/0-19 age, compared to 36.11% in adults/20->60).
» Enterocollitis: in 2005 = 4350 cases in children/0-19 age/ compared to 2501 cases in
adults/20->60 (63.49% in children/0-19 age, compared to 36.51% in adults/20->60).
* Hepatitis A: in 2004 = 144 cases in children/0-19 age/ compared to 76 cases in
adults/20->60 (65.45% in children/0-19 age, compared to 34.55% in adults/20->60).
* Hepatitis A: in 2005 = 535 cases in children/0-19 age/ compared to 171 cases in
adults/20->60 (75.78% in children/0-19 age, compared to 24.22% in adults/20->60).
* Cholera and typhoid were not registered.

Steps taken to reduce the endemic disease level, especially in children

Several steps have been taken to reduce the endemic diseases level, especially in children,
mainly by improvement of access to safe drinking water and sanitation, raising public
awareness, health education and training, etc. National Environmental Health Action Plan
from 1999 made priorities to improve access to safe drinking water and sanitation (7).

Steps taken to reduce the number and severity of outbreaks

An alert system has been introduced since 2006 in order to reduce the number and severity
of outbreaks, with the help of WHO. The Ministry of Health is working on improvement
of the Health Information System.

IV. Education and awareness

17.

18

19.

Health education and awareness programmes on hygiene among public, parents, schools,
communities included in professional training

There are topics about public health, hygiene, drinking water quality and management as
educational programmes in schools (Green Packet), High Schools and Medical Faculty
(Chair of Hygiene is teaching subjects - Environmental Health, Food Safety and Nutrition)
and training programmes (150 hours) about water quality management for unemployed
and professionals.

Involvement of local authorities, NGOs, research and academic bodies, media, private
industry, and other sectors in water-related disease prevention activities

Local authorities, NGOs, research and academic bodies (medical), media, private industry
food production by introducing Hazard Analysis Critical Control Point (HACCP), and
other sectors are actively involved in water-related disease prevention activities.

Relevant national websites, publications or research

The Republic Institute for Health Protection-Skopje has its own web site (wWww.rzzz.
org.mk) which offers important information about prevention of water-related diseases,
as well as drinking water quality etc. There are also relevant data about most important
environmental health issues, especially regarding children’s health. Most of the data are
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in Macedonian language, but there are some important topics in English. There is a plan
of improving the web site content.

V. Institutional set-up

20.

21.

22.

VL
23.

Departments responsible for drinking water supply

Public Enterprises of Communal Hygiene in all cities are responsible for safe drinking
water supply, as well as for some villages. They are under responsibility of the Ministry
of Transport.

Departments responsible for drinking water quality

The Republic Institute for Health Protection-Skopje and the ten Regional Institutes for
Health Protection (in Skopje, Kumanovo, Kocani, Shtip, Veles, Strumica, Bitola, Ohrid,
Prilep and Tetovo) are responsible for monitoring of drinking-water quality. They report
to the Food Directorate, a constituent segment of the Ministry of Health. Food Directorate
was established and started to work in 2005.

Interdepartmental coordination body

Minister of Health has established a multidisciplinary coordination body - Commission
for drinking, bottled and natural mineral water safety, and has nominated 6 experts
(specialists of hygiene, biologist, chemist, technologist and lawyer). This Commission’s
task is to solve any problem of high priority related to drinking water quality at the
national level.

Survey of drinking water quality in the Republic of Macedonia

Drinking water quality in urban areas for the period 2001-2005

Data presented in Tab. 1 show slight improvement in the bacteriological quality of the
investigated samples of drinking water in urban areas from 2001 to 2005.

Table 1. Drinking water quality in urban areas in Macedonia for the period 2001-2005

Period of monitoring Phys1calo-/:hem1cal Bacter:/(: logical Number of samples
2001 4.2 1.3 11534
2002 53 1.5 10681
2003 7.5 1 11932
2004 5.6 1 12136
2005 5.6 0.8 11946
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Drinking water quality in rural areas for the period 2001-2005
From 2001 to 2005 there was registered small declination of the drinking water quality
in rural areas (Tab. 2).
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Table 2. Drinking water quality in rural areas in Macedonia for the period 2001-2005

C.entrallzed Local piped Local water
. piped water Total
Period of water supply supply sources
o supply
monitoring
p-h bact. p-h bact. p-h Bact. p-h bact. No. of
% % % % % % % % samples
2001 9.2 2.1 12 28 25 39 15.4 23 7428
2002 6.9 3.5 11.8 29 16.9 49 11.8 27.1 7238
2003 11 4.5 12.4 24.5 26.5 42 15 24 7953
2004 10 8 18 32 25 42 17.5 27 8594
2005 5.8 2.3 19.6 23 29 30 19 20 9028

25. Water quality of natural lakes for the period 2001-2005
Data in table 3 obviously show some improvement in the physical-chemical quality of
surface water from natural lakes in Macedonia during the investigated period.

Table 3. Water quality of natural lakes in Macedonia for the period 2001-2005

Period 2001 2002 2003 2004 2005
class class class Class class
analyses I-1T mI-1v | 1I-11 mI-1v | 1I-11 mI-1v | 1-11 mI-1v | 1-11 I-1v

physical-chemical | 78% | 22% | 75% | 25% |93.8% | 6.2% |[85.4% | 14.6% | 93.8% | 6.2%
Bacteriological | 98% | 2% | 97% | 3% [96.4% | 3.6% | 88% | 12% |96.4% | 3.6%
No. of samples 216 218 195 178 195

There are three natural lakes in the Republic of Macedonia: Ohrid, Prespa and Dojran.
They are transboundary international lakes. Ohrid Lake usually belongs to the first, and
Prespa Lake to the second class. Dojran Lake, because of natural enrichment concerning
physical-chemical analyses, belongs to III-IV class (iron, manganese, iodine etc.). Monitoring
of the bathing water quality is made by the Republic Institute for Health Protection and three
regional Institutes for Health Protection (Ohrid, Bitola nad Veles).

In the case of improper results the above mentioned institutes inform the State Sanitary
and Health Inspectorate, section of the Ministry of Health. State Sanitary and Health
Inspectorate proclaim this potentially polluted surface water, and forbid its use for bathing,
which is followed by information given to public by public media.

VII. Approximation status of drinking water quality, natural mineral water quality and
bathing water quality in the Republic of Macedonia

26. Approximation in drinking water quality
The Republic of Macedonia as an accession country to European Union in 2004 had a
goal to harmonize its national legislation related to the environmental protection. One of
the achieved goals was a preparation of a new Book of Rules for Drinking Water Safety.
The process has started with the translation of the Directive 2000/60/EC of the European
Parliament and of the Council establishing a framework for community action in the
field of water policy, and Council Directive 98/83/EC on the quality of water intended
for human consumption. A lot of work on preparation of the new Law on Waters was
done during 2002-2003. There were three drafts prepared by the working group, that
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27.

82

consisted of nominated experts from the Ministry of Agriculture, Forestry and Water
Economy, Ministry of Environment and Physical Planning and Ministry of Health, and in
December 2003 was completed the Final version of the new Law on Waters. This process
has been supported by the European Union and managed by the European Agency for
Reconstruction. In autumn 2003 the Republic Institute for Health Protection-Skopje has
started a preparation of the new Book of Rules for Drinking Water Safety, according to the
nomination done by the Ministry of Health. The first Draft has been sent by the Ministry
of Health to the other respective ministries, institutions and associations (of Specialists
in hygiene and environmental health, microbiologists, chemists, etc.) in order to have an
expert opinion and remarks. After collecting of all replies, the First Draft was revised and
all other necessary issues were included in order to have a Book of Rules that would be
applicable and recognized in practice by all stakeholders in the field of drinking water
management. The Final Version was sent to the Ministry of Health on 26th December
2003. The new Book of Rules is not valid for natural mineral waters in accordance with
the Council Directive 80/777/EEC, and waters which are medicinal products according
to the Council Directive 65/65/EEC. WHO recommendations (Guidelines for drinking
water quality, 2nd edition; Copenhagen; 1996) were also included in the new Book of
Rules, as well the local circumstances and priorities. This was only one step in the process
of the approximation and harmonization of the national legislation with the European
Union’s one, in order to have sustainable development in the field of protection of water
sources, treatment and disinfection of water, as well as monitoring of the drinking water
quality in order to protect human health. Public information and communication is a part
of this sub-law, in accordance with the EU Directive 98/83/EC and Convention on access
to information, public participation in decision making and access to justice for questions
related to the environment, set-up at the Fourth Ministerial Conference “Environment
for Europe” in Aarhus, 1998. The new Book of Rules for Drinking Water Safety was
proscribed in the Official Gazette of the Republic of Macedonia No.57/2004 and it is
a powerful tool for protection of human health. However new WHO recommendations
(Guidelines for drinking water quality, 3™ edition; Geneva 2004) were published and
there is a need for amending this Book of Rules and it is planned to be done in 2007 (8).

Approximation in natural mineral water quality

The Republic of Macedonia as a Candidate Country to European Union has a goal to
harmonize its national legislation related to the environmental protection. One of the
achieved goals was a preparation of a new Book of Rules for Natural Mineral Water
Safety. The process has started with the translation of the Council Directive 80/777/EEC,
96/70/EEC and 2003/40/EC of the European Parliament and of the Council for natural
mineral water quality intended for human consumption. The new Book of Rules was
proscribed according to article 8, paragraph 1 of the Law for food safety and products and
materials that are in contact with food (“Official Gazette of the Republic of Macedonia”
No0.54/2002). In spring 2004, the Republic Institute for Health Protection-Skopje started
a preparation of the new Book of Rules, given the nomination by the Ministry of Health.
The first Draft was sent to the members of the Committee for Natural Mineral Water, as
well to different institutions and associations (of Specialists in hygiene and environmental
health, microbiologists, chemists, etc.) in order to have an expert opinion and remarks.
After collecting of all replies, the First Draft was revised and all other necessary issues
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were included in order to have a Book of Rules that would be applicable and recognized
in practice by all stakeholders in the field of natural mineral water management. The
new Book of Rules applies to natural mineral waters in accordance with the Council
Directive 80/777/EEC, 96/70/EEC and 2003/40/EC, but does not apply to waters which
are medicinal products according to the Council Directive 65/65/EEC. WHO Guidelines
for drinking water quality, 2nd edition; Copenhagen; 1996, and 3™ Edition; Geneva
2004, Codex Alimentarius Commission - Codex standards for natural mineral waters,
Vol.XIII; Second Edition, Vol.XII1/1994, Methods of analysis and sampling; Codex
standards for natural mineral waters, Vol.XII/1982 and Revision 1-11/1997; and Vol.
XI1/2001; General standard for bottled/packaged drinking waters (others than natural
mineral waters, 227-2001); as well the local circumstances and priorities have been
taken into consideration. This was only one step in the process of the approximation and
harmonization of the national legislation with the European Union’s one, in order to have
sustainable development in the field of protection of sources and treatment of natural
mineral water, as well as monitoring, in order to protect human health. Public information
and communication is a part of this sub-law, in accordance with the EU Directives 96/70/
EEC, 2003/40/EEC and Convention on access to information, public participation in
decision making and access to justice for questions related to the environment, Aarhus,
1998. The new Book of Rules for special requirements for natural mineral water safety
was proscribed in “Official Gazette of the Republic of Macedonia” No0.32/2006 and is a
powerful tool for protection of consumers’ rights and human health (9).

Approximation in bathing water quality

Within the activities of NPAA for the period 2007-2008, it is planned a new Book of
Rules for Bathing Water Quality harmonized with the Directive 2006/7 of the European
Parliament and of the Council concerning the management of bathing water quality and
WHO (10).

Ministry of Health is responsible for preparation and proscribing of this new Book of
Rules in cooperation with the Ministry of Environment and Physical Planning.

The scope of this new Book of Rules should be:

* monitoring and classification of bathing water quality;

* management with the bathing water quality;

* public information concerning the bathing water quality.

The aim of this new Book of Rules will be to protect and promote environmental quality
and to protect human health by complementing/upgrading the Directive 2000/60/EC.
This new Book of Rules shall cover surface water quality which huge number of people
will use for bathing. Establishment of permanent prohibition for bathing, or permanent
advice against bathing issuing will be done by responsible authorities.

Conclusion

Children Environmental Health Action Plan for Europe (CEHAPE) is a document for

policy makers addressing the environmental risk factors that mostly affect the health of
european children. It was developed on request of member states and adopted by european
ministers at the Fourth Ministerial Conference on Environment and Health (2004) on “The
future for our children”. This action plan highlights the main commitments on children’s
health and environment and focuses on four regional priority goals (RPGs) for Europe. The
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first regional priority goal is to ensure safe water and adequate sanitation. Within this context
and the Protocol on Water and Health, Ministry of Health of the Republic of Macedonia its
own drinking water quality and children’s health has been evaluated in order to be able to
improve the quality of life of the most vulnerable part of the population.

Student Assignment
Based on this case study concerning the drinking water quality and children’s health,
develop your own case study that would illustrate the principles cited in this paper.

Exercise: Systematic literature review

The purpose of the exercise is to provide students with basic information about relevant
literature as a solid basis for health impact assessment.

Students should be able to prepare essays in accordance with Task 1-3. Each of the group
will oppose or accept the findings of the others.

Task 1: Determine the scope of the literature review
Scope
* Inclusion criteria
* Exclusion criteria
Types of literature
* Inclusion criteria
* Exclusion criteria (such as excluding newspaper articles or non-peer reviewed material)

Task 2: Determine the sources of relevant literature

Primary sources (such as original peer-reviewed articles)

Secondary and tertiary sources, such as review articles, reports, citations in journal articles,
books, literature directories, Internet databases, newspapers, personal communications and
unpublished data

Task 3: Review and evaluate literature
Develop evaluation criteria
Evaluate each paper in relation to
* Methods used
* Relevance to local area
* Validity of findings
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Learning objectives

After completing this module students should:

*  Dbe familiar with the »healthy community concept;

* explore the similarities and differences between different types
of building healthy communities;

* Dbe able to initiate sustainability of healthy community
programmes through the wide partnership;

* accept the importance of project such as »Healthy Cities,
»Healthy Schools« »Healthy Kindergartens« »Healthy
Hospitals«, »Healthy Universities «, etc;
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Abstract

Development of a healthy community today represents an important
process from different stand point, especially for improvement of
population health and for health promotion intervention among
vulnerable population groups such as women and children,
adolescents, poor people and refugees.

Community orientated approach particularly ensures proper
identification and meeting the needs of underserved population
groups which are most often not recognised among under, either
because they belong to special ethnical or cultural groups or to
groups of poor. Community strengthening for improvement of their
health is realised through the wide and sustainable partnership of
local community members, their leaders, supportive organisations,
financers and governmental institutions, which is present in all
phases of health promotion intervention.

Examples of community based health promotion programmes, in
world and in Serbia, show that wide partnership ensures improvement
of numerous health determinants which is impossible to achieve
by isolated health service activities. Authentic community leaders
that are educated for successful leadership during all phases have
prominence in development of these programmes. Achievement of
their long-term sustainability through the multidisciplinary approach
is a constant challenge to community based health promotion
programmes.

Teaching methods

Teaching methods include introductory lecture, exercises, and
interactive methods such as small group discussions.

Specific recommendations
for teachers

* work under teacher supervision/individual students’ work
proportion: 30%/70%;

» facilities: a computer room;

* equipment: computers (1 computer on 2-3 students), LCD
projection equipment, internet connection, access to the
bibliographic data-bases;

 training materials: recommended readings are available in the
internet;

» teacher shouldo be ready to help students to explore the health
promotion programmes and projects at WEB sites of WHO,
CDC as well as the WEB site of Canada.

+ target audience: master degree students according to Bologna
scheme.

Assessment of
students

Assessment is based on seminar paper and its presentation to other
students, and oral exam.
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COMMUNITY DEVELOPMENT FOR HEALTH PROMOTION
Vesna Bjegovic, Milena Santric-Milicevic, Sanja Matovic-Miljanovic

Introduction

In the course of last two decades, after adoption of Declaration on Primary Health Care,
community support has been recognised as exceptionally important element of population
health improvement, especially of vulnerable population groups such as women and
children, adolescents, poor people and refugees. But this interest of the health care for the
community is not new and existed in previous centuries, when communities provided support
to people’s healers, as it is done today in some traditional cultures. At the end of 19th century
participation of community was basic factor of public health movements that developed in
European and other countries. However, in a first half of the 20th century development of big
cities and achievements of medicine in treatment of infectious diseases limited activities of
the community. Local and regional planning led to a separation of places where people live
and where they work, and development of electronic media led to the loss of need to maintain
relations with members of the local communities (1).

After the Second World War, the community is again re-affirmed since limited effects
of the medicine based on curative approach are confirmed (hospital treatments, one-way
relations doctor — patient and expensive technologies). Numerous surveys provide the
evidences that efficiency of the medical technology for improvement of community health
is by far lower in comparison with activities that such community can perform for its own
health (2). Illustrative example is the difference in efficiency of intensive neonatal care for
infants with lower body mass than normal and efficiency of community work with future
mothers with provision of good prenatal care (3).

In addition to this, in spite of the development of the expensive health care it becomes
less accessible to vulnerable individuals, families and community, not only in undeveloped,
but also in highly developed countries. Large number of people affected by poverty lives in
rural areas or city suburbs, not managing to satisfy the basic needs, and their communities
are characteristic for numerous risks that endanger health: unsafe drinking water, lack of
hygienic distribution of waist, bad living conditions, undulation, unemployment, malnutrition,
violence, drug abuse, sexually transmitted diseases, teenage pregnancies (1).

For these reasons, building of healthy communities is today a leading goal of modern
health systems and health institutions that recognise the importance of prevention of ill-
health statuses through the development of healthy life styles and healthy environment.
Modern reforms of the health system compulsorily consider the support of the community
recognising that population health is also determined numerous factors outside medical care
and that those factors can be controlled by community itself, through its cooperation with
other sectors, such as sector of agriculture, water supply, education (4). Today, worldwide,
many governmental and non-governmental organisations that develop models of health
improvement and their implementation in local communities are established (5).

Community

Community concept itself is differently explained depending on discipline that is handling
this term. Therefore, even in 1955, Hillery collected and analysed 94 definitions of this term,
noticing three basic components of the community (6):
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* people in social interaction;
» within geographical area, and
¢ those that have one or more common relations.

Much later, experts were also engaged in definition of this term. Bracht, for example,
defined community as »a group of people that shares common values and institutions« (7).
Nagy and Fawcett state that community most often entails group of people who share common
place, experience or interest, so that it includes people who live in the same territory (same
neighbourhood, same city or same state) (8). However, they emphasize that individuals can
feel as a part of the community, above all since they share same experience, for example:

eracial and ethnical communities (Serbian community, European community or

African);

* religious communities (Orthodox community, Catholic or Muslim);

e community of disabled individuals (with visual, developmental or mental

disabilities).

One of newest is also Nutbeam’s definition (9). He explains community as »specific
group of people who often live in defined geographical zone, share common culture, values
and norms, and is organised through social structure according to the relationships that
community developed over the time«. Members of the community gain personal and social
identity by sharing common beliefs, values and norms that are developed in past and can be
modified in future. Individuals in community are aware of their identity as a group and share
common needs and dedication to satisfy those needs. In modern communities, especially in
developed countries, individuals do not only belong to one isolated community, but rather join
into larger number of communities based on different features such as territory, occupation,
social interests and use of spare time. Examples of these are business communities, working
communities or different children’s communities.

In last years, idea of community that reside a certain physical space is more and more
received with reserve and the advantage is given to »virtual« communities (10). Development
and expansion of interactive media and computer technology remove geographical differences
among traditional communities. Development of Internet is the next example that shows that
physical distance determines little differences among communities that use Internet, so that
importance of component of geographical zones is more and more decreasing (11).

From the aspect of improvement of mother and child health, Rifkin emphasizes that it is
necessary to abandon certain erroneous assumptions on community, that are often present in
establishment of community based programmes (2):

1. »Communities are homogeneous«. In contrary, communities are most often not
homogeneous, and interests of their members often exceeded community goals, especially
if they are poor.

2. »Knowledge automatically creates desired changes in behaviour«.