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Speeches and Presentations
at the

Fourth International Conference on Health Promotion

New Players for the New Era

Leading health promotion into the 21% century
Jakarta, Indonesia, 21-25 July 1997

Foreword

The Health Education and Health Promotion Unit (HEP) presents you this selection of
Speeches and Presentations addressed at the Fourth International Conference on Health
Promotion, held in Jakarta, Indonesia, on July 1997, on the theme “New Players for a New
Era - leading health promotion into the twenty-first century”.

The Conference, which acted as a catalyst for health promotion action, was held against the
background of the major global changes that have taken place since the Ottawa Conference
in 1986. It had three objectives: 1) to review and evaluate the impact of health promotion; 2)
to identify innovative strategies to achieve success in health promotion; 3) to facilitate the
development of “partnership” in health promotion to meet the global health challenges.

The conference confirmed that health promotion is a practical approach to achieve greater
equity in health and that the five strategies set out in the Ottawa Charter are essential for
success.

These various presentations underline the effectiveness of health promotion, showing clear
evidence that comprehensive approaches to health promotion are the most effective.
Grouped under the main themes of the conference, these speeches and presentations
illustrate the global challenge for health promotion; responses in health promotion and
leading changes in health promotion.

The Jakarta Declaration, which was unanimously endorsed by its participants, refiects the
firm commitment of the conference participants to build partnerships, and describes the wide
range of resources needed to tackle global health problems in the twenty-first century. It calls
for increased investments in health, “empowerment’ of individuals and the public, increased
social responsibility for health and consolidation of infrastructure for health promotion.

Our thanks to the many people from all over the world who have contributed with papers,
presentations and speeches to the success of the Jakarta Conference.

Dr Desmond O’Byrne Dr llona Kickbusch
Chief HEP, WHO Director HPR, WHO

WHO, Geneva, May 1998



Division of Health Promotion, Education and Communication (HPR)
The special focus of the Division is to design and promote policies and programmes that:

> maximise the health outcomes of community settings such as schools, workplaces and
cities;

> ensure the appropriate community health response to population ageing and
increasing chronicity and disability;

> encourage healthy lifestyles and self-care throughout the lifespan; and

> secure advocacy for health through media relations and communications support.

Health Education and Health Promotion Unit (HEP)

The overall goal is to provide assistance to WHO Member States which will enhance their
capacities and develop infrastructures for health education and health promotion.

HEP acts within the framework of the Alma-Ata Declaration on Primary Health Care (1978),
the Ottawa Charter for Health Promotion (1986) and the Jakarta Declaration on Health
Promotion (1997), to achieve health for all.

Within the Five-Year Plan of Action, HEP sets the following interrelated objectives:
support for the development of policies for health education and health promotion;
support for the implementation of health promotion strategies in certain settings;
advancing methodology for health education and health promotion;

promote health through schools;

review and evaluation of health education and health promotion.

oMM~

WHO, Geneva, May 1998
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Address by Dr. Uton Muchtar Rafei
Regional Director, WHO South-East Asia Region
to the 4™ International Conference on Health Promotion

Jakarta, Indonesia, 21 July 1997

Honourable Ministers,

Mr. Chairman, Excellencies,
Ladies and Gentlemen,
Friends and Colleagues,

As Regional Director of the World Health Organization’s South-East Asia Region, of which
Indonesia 1s a Member, it is a special honour for me to welcome you to the Fourth International
Conference on Health Promotion: "New Players for a New Era”. It is a meeting of minds that
1s as timely as it 1s urgent. In less than a thousand days-eight hundred and ninety-four days to be
precise - we shall enter the year Two Thousand.

That date has been an emotive magnet for us all over the past two decades. Sometimes it may
have seemed like a distant horizon a mirage that never really got closer. Now it is upon us,
and we have to face an uncomfortable fact: Our aspirations of Health for All are not yet
reality.

Yes, we have made great progress. Science and technology have moved ahead with
breathtaking speed. Societies in all parts of the world are in the process of great change,
change which is bringing benefits to many, if not yet to all. The 'New Era” has already begun.
It is an era charactenzed above all by speed of communications. Information and knowledge can
now reach more people more quickly and accurately than ever before in human history. Our job
is to ensure that the nght messages reach the right people. And the first of these messages is
that: "Health is Everybody’ s Business™. Our South-East Asia Region is home to one quarter of
the world’ s population. It also accounts for 40% of all those who live in extreme poverty.
While some now take mobile phones for granted, or air travel or the Internet, most are still mired
in malnutntion, illiteracy and gender inequalities. While we see some success in increased life
expectancy, falling infant mortality rates, and progress towards the elimination of leprosv and
polio, we find ourselves facing new challenges like AIDS or re-emerging diseases like maiaria,
dengue, TB and plague which we once thought were under control. Lifestyle changes which

13
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seem to bring material improvement are accompanied by increasing incidence of heart
disease, cancers and diabetes - afflictions once associated more with the developed world.

We can only keep up with the pace of change if we set out to master the tools at our disposal.
The systems available today and developing for tomorrow, may provide the means to
communicate as never before, but they have no inherent wisdom. It is up to us to develop that
wisdom, and to channel 1t based on well-formed strategies practical policies and imaginative
partnerships for health.

In our Region, we can fairly say that health is moving up the political agenda, though it is
not yet, perhaps, at the top. Next month the Health Ministers of our Region will meet
to make a Declaration on Health Development in the next century: A Declaration based on health
as a fundamental right of everyone; equity, solidarity, and social justice; and health as central to
successful development. It will advocate steps to eradicate gender discrimination and to involve
communuties fully in their own health development. And it seeks the commitment of all sectors,
public and private, in meeting the social and economic challenges of health. It seeks nothing
less than the achievement of health for all by mobilizing all for health.

We are building support where it counts. Indonesia has shown the world how, with political
will, health can become central to a nation’s development. The national family planning
programme is considered a model of its kind. From the centre of this great city of Jakarta to
remote rural communities, you can see the smiling face of Bapak Presiden on giant
billboards encouraging people to have their children immunized. National Immunization Days
have developed into a major feature of our Region. Last December we achieved a world record
in the number of under-five immunizations in a single day.

This was the result of constant advocacy and imaginative intersectoral action: state and
private sectors, NGOs and community volunteers, working together towards a well-defined
goal, building trust and confidence that people can have a direct effect on their own and their
children’ s health. We are building supportive environments with the Healthy Cities Initiative
in several countries and plans are being prepared for three countries of the Region to join the
Mega Country Initiative. We are expanding the scheme for health-promoting schools, and
doing everything in our power to encourage controls on the use of tobacco, whose harmful
effects are increasingly spreading to women and the young. In all of these and many other
efforts we recognize that our eventual success depends on our ability to create and manage
partnerships, between and among a wide spectrum of “new players’.

We have to come down from our ivory towers forever. To live and work on the ground, where
all people live. To live and work with all people as partners for.health. Health is more than a
medical or scientific issue. It is, quite, literally, “everybody’s business”. That basic recognition
is the true starting point for health in the twenty-first century.

This conference will be judged not by the high-sounding words used within, but by the actions
it generates in the wider world outside: the world of the poor, the malnourished, the illiterate,
the vulnerable, and the millions of victims of unnecessary disease. We have technical abilities as
never before. We have technologies to overcome every barrier of distance and time.



We still need the humility to accept that we cannot succeed alone. We still need to learn to
respect the needs and abilities of others. We need to learn to share and not arrogate our
knowledge to ourselves alone. We need to build trust. In a global village, hike any village or
kampong, there are no secrets any more. Everybody, in every community, has a role to play,
based on mutual collaboration and consensus of what is best for all. Our task is to add our
technical abilities to the common bowl for all to partake of at the same time doing our utmost
to convince people of their vital part in improving their own health and that of their neighbours.
We have to become better communicators.

We have to shed past habits of exclusivity of superiority of them and us. If we areto
engage people in partnerships institutional or individual, private or public, great or small we have
to meet our potential partners half-way. We have to address others in language they can
understand, leaving our technical terminologies in laboratories where they often belong.

If we talk about “equity’, we have to apply it to our own dealings, for successful partnership
can only be equal partnerships for the benefit of all. We have to delegate in some part the
authority the international community has invested us with. While insisting on health as a
fundamental right, while positioning health at the centre of successful development policies,
while doing all we can to promote healthy lifestyles in a fast-changing world, we must not
forget that our authority is derived from the community too. Respecting others is the first step
towards generating respect for oneself.

Excellencies, ladies and gentlemen we are living in exciting times. We have never had greater
power to communicate to reach everyone everywhere. How we do it is the acid test of our
strengths and abilities. The new players we seek for our new era are everywhere waiting. They
are waiting for us to demonstrate how our noble ideas can be translated into action, how
abstractions can become practicalities how health for all can finally become reality. We are on
the threshold not only of a new century but of a great opportunity. Seizing the opportunity is
what generating successful partnerships is all about. Let the opportunity of this conference be
a partnership of many eminent and focussed minds seeking together ways to reach out across the
world. And in wishing you success in this partnership of minds, may 1 also hope that you will
find time to enjoy the unique hospitality, culture and warmth of the people of Indonesia.

Thank you.
%z Z/%W
e /

Dr. Uton Muchtar Rafel
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Introduction

Dr. Soedirja, Minister Sujudi, Dr Nakajima, Dr Rafel, other distinguished
guests, fellow delegates. It is a great privilege to be here at the Fourth
International Conference on Health Promotion and to bring you best
wishes from the people of Canada, from my department, and from the
Honourable Allan Rock, our newly-elected Minister of Health.

Mr. Rock has asked me to personally convey his regrets at being unable
to participate in the conference. Minister Rock, having just assumed his
new position, has a number of urgent domestic issues that require his
attention. He has indicated, however, that he is looking forward to
hearing about the outcomes of this important event.

It is an honour that Canada once again has the opportunity to
participate in a significant milestone in the progress of the modern health
promotion movement. This year there have been many celebrations
throughout the world celebrating the tenth anniversary of the Ottawa
Charter for Health Promotion, which was born at the first International
Conference in Ottawa, Canada. Since 1986, the Ottawa Charter has been
translated irto 50 languages. It has been used throughout the world as a
basis for health planning, policy development and academic endeavours.

In Canada, we also had occasion this year to celebrate 25 years since the
publication of A New Perspective on the Health of Canadians. This 21
document was the first to suggest that environments, lifestyle and human
biology were as important as health care in influencing people’s health. It
was also the first government document in the world to identify health
promotion as a key strategy and policy for improving health.

It is therefore timely to take stock. This conference will assess the
achievements in health promotion that have been made around the world

and look into the future. The theme for the conference—New Players For
A New Era—is also timely.

The world as we know it is in the midst of a global revolution in trade,
politics, finance, communications, research, technology and the movement
of people. As we become increasingly connected, we will need to build
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alliances around common concerns. Threats to health resultant from

environmental degradation, poverty and disease do not suddenly stop at
national borders.

Many of the “new players” at this event come from developing
countries. These countries are not new to health promotion. Indeed, since
the Declaration of Alma Ata in 1978, they have used health promotion
techniques under the banner of primary care to better the health status of
people in their countries. Canada and other industrialized countries have

as much to learn from their experiences as developing countries have to
learn from ours.

In my time with you this evening, I’d like to do three things:
 First, to outline some of the things we have learned in Canada during
the ten years since the creation of the Ottawa Charter. I will be brief;
however, for those of you would like to continue a dialogue, there is a
time on the program to discuss a Canadian case study.

» Secondly, to speak to tonight’s theme—the global challenges that are
ahead of us.

And lastly to explore how we as partners in health promotion can
address these challenges.

In doing so I intend to take an optimistic view of the future, despite the
severity of the challenges we face.

There is a story about two young brothers who were asked by their
uncle to clean out a horse’s stable that was filled to the brim with manure
and old straw. One brother, who was a pessimist, complained loudly and
found all kinds of excuses to get out of the job. The second brother, who
was an optimist, happily started shovelling away. When his pessimistic
brother asked him why he was so enthusiastic about the job, the young

optimist replied: “Well I figure with all this manure, there has to be a pony
in here some place!”



There is a growing body of literature suggesting that the young optimist
will live a longer, healthier life. People know in their hearts how important
it is to take an optimistic view in the face of great challenges. Recently,
when we asked Canadians what factors have the greatest effect on their
health, “(a positive) state of mind” ranked in the top five.

Looking Back: What Have We Learmed?

Like most other countries, Canada has gone through some painful
reductions in government programming in order to reduce our national
and provincial deficits over the last ten years. At the same time, we have
undertaken a process of health care restructuring and reform. Health
promotion as a way of working has continued to grow and evolve,
particularly at the grassroots level. Despite a recession, we have
witnessed the birth of a consortium of 12 Centres for Health Promotion at
universities across Canada (two of which are WHO collaborating centres),
the integration of health promotion into public health programs across
Canada, some progress in the creation of healthy public policies and the

growth of community action programs for children, youth, women, older
adults and other groups.

In our efforts to improve health, we have in one sense, gone “back to
basics” by putting more emphasis on the main determinants or
“prerequisites for health” as they are called in the Ottawa Charter. This
process culminated in the release of a document called Strategies for
Population Health which was endorsed by the federal, provincial and
territorial Ministers of Health in 1994. This document speaks to the
growing body of evidence about what makes people healthy or sick.

We have learned that socioeconomic status is the single most important
determinant of an individual’s health. In countries all over the world,
people with high socioeconomic status are healthier and generally live
longer. But there is another dimension to this picture. When we look at the
overall health of a whole population, the distribution of income and social
status is, in fact, a more important factor than per capita income or what a
country spends on health care. The narrower the spread of income in a
given society, the higher will be its overall health status.

23
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Other major determinants of health include social support, education,
employment and working conditions, physical environments, biology,

personal health practices and coping skills, healthy child development,
health services, gender and culture.

We call our renewed emphasis on broad determinants “population
health” because it emphasizes strategies that affect the whole population

in areas that are outside of health care, while continuing with our work in
health promotion and health care.

Over the last ten years, we have learned a fair bit about the importance
of intersectoral collaboration as a tool for“healthy public policy”. In
preparation for a recent WHO meeting on intersectoral collaboration
which was held in Halifax, the Canadian Public Health Association
prepared an analysis of intersectoral collaboration in Canada. Their
report concluded that effective progress could be made by alliances among
a variety of sectors, at a variety of levels. In addition to health, key groups
that need to be involved include the economic, environmental, education,
employment and social service sectors. Voluntary, professional, business,

consumer and labour organizations need to be participants along with
governments at all level.

Building these kinds of alliances is a time-consuming, delicate but
necessary process. Since improvements in health lead to improvements in
productivity and quality of life, the health sector can serve a catalytic role
in bringing other sectors together. At the same time, however, we must
resist the temptation to make health the only goal. If we are to be
successful at drawing other sectors to our cause, we must be sure that their
own goals and agendas are addressed as well.

Canada’s experience in implementing healthy public policies related to
tobacco illustrates some of the difficulties that can arise when putting this
strategy into action. We learned that a strong, sophisticated health
alliance is required to balance the power and influence exerted by a giant,
global industry. We learned first hand about the importance of price
controls, agricultural alternatives, media advocacy and legislation to
protect children and non-smokers. We learned about the difficulties there



are in balancing the rights of individuals and interest groups.

We have learned valuable lessons about other health promotion
strategies as well. One of these is the need to ensure that “reorienting
health services” toward an emphasis on health promotion and disease
prevention becomes a reality, not just an empty slogan.

Canada’s publicly-funded, universal system of health care continues to
be a priority for the federal government and the people of Canada.
Canadians see a universal health care system as part of their national
identity as caring and compassionate people.

At the same time, we have learned that investing in health care has
limits in terms of improving the health of the population. Indeed, most of
the factors that determine who will be sick and who will be well fall

outside of the health care system. Pouring more and more money into
medical care is not the answer.

Looking Ahead: The Global Challenges

I'd like to turn my attention now to some of the major global challenges

that all of us share and to explore the implications of these challenges to
health promotion.

Since the optimistic days of the Ottawa Charter for Health Promotion,
we have witnessed a redrawing of the world’s political and economic map.
Globalization—which is characterized by our increasing economic and
social interdependence—can be viewed as a threat to the health of our

populations, or as providing us with some major opportunities to work
together for a healthier world.

1. As the world becomes more connected, the nature of disease has also
been globalized. Infectious disease is no longer a concern solely for
developing countries. AIDS and the reappearance of tuberculosis in
many developed countries has taught us the importance of remaining
vigilant in our public health and health promotion efforts to control and
prevent infectious diseases. At the same time, improved health and

a9

25



26

longevity in developing countries means that these nations now join
developed countries in dealing with increases in chronic diseases such
as cancer, heart disease, diabetes and osteoporosis.

Preventing and slowing down the progress of infectious and chronic
diseases will require the use of information technology to build global
information systems and networks. This will allow us to share what we
have learned and to avoid “recreating the wheel”.

Changing disease patterns and increased pressures on health care
services have important implications for health promotion. Health care
services must strive to become an integrated and cost-effective
continuum of care that starts with health promotion and includes
primary and continuing care in the community, acute care in hospitals,
and compassionate care for the dying. This system must be accountable
to the community it serves. We can no longer afford to spend large

amounts of money on medical and health interventions that cannot
demonstrate their relevance and effectiveness.

When resources are scarce, decision-makers require clear, timely and
reliable evidence. Evidence- based decision-making depends on a solid
base of research and the ability to translate research results into
understandable language and choices.

Until now, this has been somewhat problematic for health promotion.
However, in the ten years since the birth of the Ottawa Charter, the
Canadian Institute for Advanced Research and others from around the
world have amassed and synthesized the sizable evidence on the
determinants of health. At the same time, the University of Toronto
Centre for Health Promotion has led the way on consolidating the
evidence on health promotion—what works and does not work. Like
medical care, health promotion must be accountable to the people.

. Some of the products and lifestyle habits exported to developing

countries have a negative effect on health. International trade in
tobacco and the associated advertising of tobacco products is one clear
example. The world’s consumption of tobacco has increased by 75%



over the past 20 years. Most of that increased consumption has
occurred in developing countries where multinational corporations
advertize their products as an inexpensive way to appear Western,
sexy, adventurous and upper class. In the early 1990s, tobacco caused
about three million deaths per year worldwide. By the year 2020, we can
expect that number to rise to 10 million tobacco-related deaths, with
70% of those deaths happening in developing countries.

The tobacco battle in Canada has shown us that the combination of

comprehensive approaches proposed in the Ottawa Charter is the best
way to frame and manage tobacco as a public health issue. That kind of
approach must now become a worldwide one. We must work together,

to share what we have learned and to cooperate in research, program,
and policy development. -

. Increases in development and trade that lead to overall increases in
prosperity will have a positive effect on health in many countries. There
is a danger, however, that increased competition in open markets may
lead to a widening of the gap between those that “have” and those that
“have not” within nation states. Increasingly, men and women with
lower levels of education will lose out in the competition for
employment. The stresses and strains of unemployment erode an
individual’s physical and mental health and have significant
repercussions on the health of other family members. 57
An increased emphasis on cost controls as a way to compete in the
global market has also influenced the nature of work. In some countries,
it has led to increases in child labour. In my country and others, we have
seen an increase in the number of “non-standardized”, casual and part-
time jobs, especially for young people. Even in countries as privileged as
Canada, a job does not guarantee an escape from relative poverty.

Efforts to decrease inequities must pay increased attention to the roles
that gender and culture play in influencing health. In practically all
cultures, women's roles are viewed as subordinate to men’s. And while
women in industrialized countries live longer than men, their quality of
life is often compromised by violence, low wages, double workloads,
and isolation in old age. All of us must give explicit recognition to the
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need for gender equity (for both women and men) in policies, programs,
access to health care and research.

The Ottawa Charter suggests that equity and social justice are

prerequisites for health. These values serve as a counterpoint to the
competitive pressures of a globalization.

Studies with developed countries show that growing disparities in
income have a serious detrimental effect on the health of lower income

groups, even though their absolute income is higher than the average
Income in some developing countries.

We will need to advocate and implement social policies and health
promotion activities that protect vulnerable people and empower them
to be part of the solution. This is not an easy task, particularly when
government deficits are high and resources are limited. [ am convinced,
however, that this is, both ethically and strategically, the right thing to
do. The degree to which we are able to enhance equity within and

between our borders will determine whether or not health for all can be
attained.

. The 21st century promises to be the age of the city. For the first time in

history, more of the world’s citizens live in urban environments rather
than rural ones. The implications for health status are enormous. Too
often, massive urbanization is associated with increases in violence,

pollution, slum housing, feelings of isolation and threats to food
security.

Our experience in the Healthy Communities/Healthy Cities movement
provides us with some of the tools we need to thrive, not just survive in
urban environments. The vision of a Healthy City (or Healthy
Community as we call it in my country) was born in Canada in the early
‘80s. Cooperative work with WHO Euro led to rapid growth of the
concept around the world. Today, there are over 1,000 cities and towns
recognized by the global Healthy Cities Network. Canada has 330.

The Healthy Cities movement and other health promotion success
stories in schools and workplaces point to the value of what is often



called the “settings” approach —reaching people where they live, work,
learn, worship and play. They also confirm the effectiveness of public

participation and community action as strategies that promote
population health.

. Invariably, threats to the physical environment land high on the list of a
Healthy City’s concerns. But issues such as climate control and

environmental degradation affect the global comumnunity. Over the last

ten years, the idea of sustainable, human-centred development has been

gaining ground. All of us will need to make compromises at both

domestic and international levels. Industrialized countries that

consume high levels of energy must take the lead in encouraging

lifestyle changes in their own countries. However, this in itself is not

enough. We will need to ensure that big business and governments o

cooperate to implement and respect intersectoral policies that promote

the global goal of sustainable, health-enhancing, human-centred
development.

. Healthy child development remains a global challenge that none of us
can afford to neglect. Population health studies suggest that children
who grow up in nurturing, loving environments become healthy adults
who are full contributors to society. Childhood poverty, illiteracy, early
school leaving, forced labour, poor nutrition, neglect and abuse are the

seeds of anger, despair, adolescent suicide, adult illness and premature
death. 29

Urged on by non-governmental organizations and the public, federal,
provincial and territorial first ministers in Canada have made a
renewed commitment to improving the well-being of children and poor
families. The National Child Benefit package provides for policies that
will re-invest millions of dollars in Canada’s children. This will be
complimented by a Community Action Program for Children that
includes community-based health promotion activities such as home

visiting, food supplementation and head start programs for Aboriginal
children.

Internationally, we have made great strides in recognizing the rights of
the child. But in the face of new global trends, a clearer strategy for
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action is now required.

. The last global challenge that I want to discuss is the capacity of new

information and communication technologies to improve health. These
technologies can help bring together the evidence that governments and
others need to make effective decisions in health. Distance learning,
global surveillance, interactive health networks, human resource
development, telemedicine, social marketing and health education are
other potential uses of modern information technology.

Computers enable children to meet and talk with other children who
are continents and oceans away. They help patients become
knowledgable consumers. They help isolated people share common
problems and solutions. In Canada, we have found that teenagers

prefer to learn and talk about sex education issues through the
anonymity of cyberspace.

Last month, the Canadian government and the World Bank hosted the
conference Global Knowledge 97: Knowledge for Development in the
Information Age. Working sessions at that event looked at the global
challenges and opportunities for knowledge, science and technology in
health, sustainable development and global partnerships.

Again, however, there are some fundamental challenges in how we use
information technology. We must ensure that privacy and individual
rights are fully protected. In centralizing and cataloguing information,
we must be careful that we do not lose traditional knowledge and the
value of learning by experience and story telling.

Information technologies must be used to reduce inequities, not enlarge
them. Building supportive environments for health must include

policies and programs that share information technology both within
and between our countries.

10



In Conclusion

There is an old story about a well-known trader who used to cross the
border between Turkey and Greece on the back of a donkey. Each time he

returned with a sack full of jewels for which he always had legal trading
papers.

When the border guards would ask him what he was up to, he would

answer “I am a smuggler.” The guards would search for contraband but
they never found any.

Years later, the trader, who had become very prosperous, retired and
moved to Egypt. One day, one of the customs officials met him there and

asked: “Now that you are safely away from both Turkey and Greece, what
was it that you were smuggling all of those years?”

“Donkeys.” the trader replied.

Sometimes, like the border guards, we miss the obvious when it is right in
front of us. We forget that public policies which invest in sustainable
human health are as important to our future as traditional policies in
economic development. We look for high-tech medical solutions when
community action, social justice and skill development is what is really
needed. We forget the power of the three-page Ottawa Charter for
Health Promotion in favour of complex models and long reports.

In 1995 and ‘96, the Canadian Public Health Association, with funding
from Health Canada, carried out a large consultation process with over
1,000 stakeholders in health promotion and sectors such as justice,
education and income support. They concluded that the values, prinaples

and strategies outlined in the Ottawa Charter are as relevant today as
they were ten years ago.

Ladies and gentlemen, it has been an honour to be with you this
evening. Canada looks forward with eagerness to the results of this
Fourth International Conference on Health Promotion. And I wish all of
you a successful and productive meeting. Thank you.

11
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PANEL: Health Promotion, A Global Challenge, 21 July 1997
(4th International Conference on Health Promotion, Jakarta, 21-25July 1997)

Challenge in Hungary and Eastern European Countries

by
Dr Mihaly Kokeny

Ladies and Gentlemen, dear Colleagues!

Considering the challenges of health promotion in my country, Hungary, and beyond our
frontiers, in Central and Eastern Europe, let me recall the birth of the concept or even the impact
of health promotion in the 1980's. The former monolithic state-socialist ideology and practice,
characterized by patronizing, victim-blaming and wishful thinking was hostile to this approach.
This makes the fact, that health promotion did not find its way into the region. Even in Hungary,
where economy and social transparency showed advances, it was difficult to elaborate a
community-oriented health promotion programme in 1987. However, this came paradoxically 35
too late and at the same time too early. Too late because of the already deteriorated health status
of the population and too early, because the basic political and economic conditions which are
important from the point of view of a real health promotion concept, changed only some years
later.

Evaluating the effect of the radical changes in 1990, there are four (4) major factors,

which influenced the development of health promotion.

1) A new economic situation, the transition from a central planning system to a market
economy, parallel to a narrowing purchasing power, a decreasing GDP, at least for the first half

of the nineties, as well as open unemployment were not favourable prerequisites tor health
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promotion. Unfortunately, only a few private investors put an emphasis on introducing healthy

workplaces.

2) Legacy also included the lack of a well developed civil societv. Nevertheless, thanks to
the setting initiatives of WHO, we did not have to start from zero point. Healthy cities. healthy
schools did already exist, there were sporadic, NGO's from different type, so the main task was
to find these partners and to try to channel their activities towards joint health promotion

priorities.

3) The tradition of the overcentralized state administration has to be taken into account as
well.  Different sectors and disciplines are separated strictly, there is no organizational
infrastructure for intersectorial cooperation. And to be frank, the early period of market economy
did not support a positive trend in this field, as it led to a hard, sometimes ruthless competition
between the sectors for government resources, instead of promoting their collaboration. There
is also a trend to medicalize social and other prbblems, this being an easy way to slip out of

responsibility and to push everything into the shoes of the medical care system.

4) Speaking about medical care, it was obvious that health care reforms could not be
prolonged, new priorities had to be set, even under increasing financial pressure. Cutting the
oversized hospital capacity, developing primary health care created political debates which

pushed health promotion issues lower on the agenda.

Of course, in addition to our weaknesses and concerns, opportunities for the future should also

be assessed. Let us point out only three (3) areas. In the first place, rapid political development



and stable democracy create tremendous possibilities for partners in health promotion. A better
advocacy in the Hungarian parliament might result in a plenty of scope for health in the draft
legislation of not-for-profit organizations or in a new health care act. The same applies to local

decision making.

Another potential originates from the economic recovery of the recent year. As a
consequence of decreasing living standards, high inflation people highlighted short term
considerations in their life strategies. With the improvements, more and more families and
citizens are seeking for long-term investments in money markets, in continuing education and
so on. Health promotion groups should make a deal and exploit the situation by demonstrating

that investments in health do make sense especially in a more efficient and accountable system.

As Central and Eastern Europe is being more involved to the European integration
process, health promotion as such will be viewed as a condition for a flexible labour market and
competitive workforce. A healthier workforce will not only contribute to better productivity, but

will also generate fewer demands upon the health services.

Ladies and Gentlemen, ten years after the spirit of Ottawa is alive and becoming stronger
in our countries. In Hungary, we have traditional partners for health, primarily those from the
differeht healthy setting approaches. The next step could be towards the large, partly
multinational enterprises, more and more of which are working now in our countries. Some of
them are committed in sustaining healthy workplaces, as for example the respective system of
Ericson in Hungary, but are also causing some problems with transporting advertisement of

unhealthy lifestyles to the countries of CEE. Partnership for health with the private sector is

37



38

relatively new for us, but a lesson we have to learn, and the result of which might be fruitful not

only for the people and the governments of our region, but also for the enterprises themselves.

[ would like to finish by saying what I picked up first more than ten years ago in the
international family of health promotion. Health promotion is not a medical business but a
complex and comprehensive task of many different actors whose interests and commitment in
health are being harmonized. Let us find during this Conference the ways to "health promotion
in the twenty-first Century" through a partnership, through common thinking and acting towards

a common goal, the somatic, psychological and social well-being of our people.
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1. Think health: what progress?

We know that poverty kills, that dirty water kills, that tobacco kills. We know that children
thrive on love, that communities are strengthened by social cohesion and that educated and
empowered women are a determining factor for the health of a society. Most of the people in
this room would agree that the level of health of an individual, a family or any group is strongly
dependent on social and economic factors. We have heard this theme echoed in the many UN
Conferences, all of which have chosen health to be one of the benchmarks by which to measure
progress in human development. The World Bank has stated recently: “The underlying threats
to good health.....are well known, and affordable solutions are frequently available.” And most
recently the communique issued by the Denver Summit of the Eight most industrialized nations
has highlighted to need to take common global action on health, in particular on ageing and
infectious diseases. It seems therefore that health is definitely on the political agenda, more so,
than when the Ottawa Charter was adopted. Yet as the global equity gap widens the access to
a healthy life seems further removed for the citizens of some parts of the world than 10 years
ago. This documents that we have still not fully understood the vital link between health and
development.

The Ottawa Charter listed both the “prerequisites for health” namely “peace, shelter, education,

food, income, a stable eco-system, sustainable resources, social justice and equity” and it
outlined the strategies for affordable solutions. There is agreement among the global health and
development community that 1t is not the lack of money that hampers progress - it is the lack of
health governance. The World Development Report of this year (1997) calculates that the cost
of eradicating poverty would be about 1 % of global income and no more than 2 to 3 % of
respective national income. With the investment of this one percent a significant part of the
global disease burden would disappear - freeing up resources to go beyond survival into creating
healthier societies. The World Bank in its recent Sector strategy paper on “Health, Nutrition and
Population” calculates global health spending to have been at about US$2,330 billion in 1994,
this is 9% of global GNP and makes health one of the largest sectors in the world economy.
Middle and low income countries account for 11% of global health spending (US$250 billion) -
84% of the worlds population lives in these countries and they shoulder 93% of the worlds
disease burden. The World Bank expects a US$9 billion a year increase in low and middle
income countries. “In principle this is enough money to pay for essential population-based
preventive and curative services for the 900 million of the worlds poor who still do not have
adequate access to these services.”

And there is not just talk. The first action programmes are under way. The World Bank has
significantly increased its lending in health and education and other development banks are
starting to follow suit. The UN Special Initiative on Africa will cover 10 years and make
available $ 25 billion to co-ordinate joint UN action in the key areas of education, health, peace,
better governance and water and food security. In addition private investment in Africa has
grown in view of the economic reform measures launched in over 35 African countries, so that
quite a number have growth rates between 3 and 6%, some even as high as 8%.

We are always faced with the dilemma whether to view the glass as half empty or as half full.
Much progress has been achieved in health and development in the last 25 years - and our host
country is no small example of this - but it is surely the mission of public health to remain
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constantly vigilant and draw attention to what has not been reached and what threats to health
could be minimized by exercising foresight. The US Institute of Medicine has stated this mission
of public health with great clarity and simplicity:

“Fulfilling societies interest in assuring conditions in which people are healthy”

2. The risk transition and the new driving forces

Throughout the world the health hazards are changing. The World Health Organization Report
“Health and Environment in Sustainable Development” which analyses progress five years after
the Earth Summit, makes the helpful distinction between “traditional hazards’ related to
poverty and “insufficient development” and “modern hazards” related to rapid “development”
that lacks safeguards, and to unsustainable consumption. The former are rather quickly
expressed as disease: you drink polluted water and get severe diarthoea. The latter are more
difficult and complex: a cancer-causing chemical may pass through the food chain for months
and years, manifest itself in a tumour only after decades and not be easily subjected to a simple
cause-effect relationship. Even more difficult to grasp and measure in their effect are the
problems related to “unsustainable consumption” where many health and environmental
issues meet. Low and middle income countries do not have the choice anymore to first deal
with the one set of hazards and then move to the next. While still grappling with many
“traditional” infectious diseases they also face the challenges of AIDS, tobacco, pollution and
new hazardous lifestyles. The conflict is that frequently growth in these societies is generated
through the development and support of unsustainable consumption. Development therefore
only means health to a certain extent.

“Underdevelopment” as well as “unsustainable consumption” are associated with factors
of economic and social development which the progress report calls “driving forces”. It is these
driving forces that create the conditions in which threats to health can develop or be averted .
They include (according to the United Nations Research Institute for Social Development -
UNRISD):

 the spread of liberal democracy

e the dominance of market forces

* the integration of the global economy

* the transformation of production systems and labour markets
 the speed of technological change

» the media revolution and consumerism.

These driving forces and the pressures they exert are linked to many different players, interests
and sectors. The new dimension is the speed of change and the fact that many of the players are
now global, as alluded to in the title of this conference: new global regulatory agencies such as
the World Trade Organization (WTO), transnational companies, regional groupings such as EU
or ASEAN, media conglomerates, global NGOs.

The impact of these driving forces applies as much to the physical environment as to the social
environment and it affects health through both these channels. Indeed health promotion must

4th International Conference on Health Promotion: New Players for a New Era
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concern itself much more systematically with the interaction between physical and social
environments at local and global levels. It must aim to grapple with the resulting
disturbance of the social ecology of our societies and propose the organized social response
in the form of salutogenic public health strategies.

3. Reinforcing the socio-ecological perspective of health

Building the Ottawa Charter on the firm foundation of a social model of health and highlighting
the importance of sustainability and ecological factors already five years before the Rio Earth
Summit showed foresight and is surely one of the main reasons why the Charter remains as
significant as it is: as research and experience expand, its premises and strategic approaches are
shown to be sound. Contrary to many others I do not think that we need a “health promotion
theory”. 1 consider health promotion a theory based process of social change contributing to the
goal of human development, building on many disciplines and applying interdisciplinary
knowledge in a professional, methodical, and creative way. I am also not particularly convinced
that the application of clinical terminology to health promotion - such as evidence based - is the
right way to go.

In my view health promotion is “determinants based”. With this I mean to express that it bases
its strategies on best knowledge how health is created and how social and behavioural change
is best effected. It aims to maintain health as a resource and prioritize investment in health
through the following four questions:

What creates health? Which investment creates the largest health gain? How does this
investment help reduce health inequities and ensure human rights? How does this
investment contribute to overall human development?

This is how the Ottawa Charter was constructed. We know that certain social factors improve and
strengthen health (such as social support), we know that others endanger it (such as lack of self
esteem) and we know that this is usually a long term and cumulative process, patterned by many
interdependent variables. And whereas we can aim to build models of influence, they will never
quite reflect the reality of peoples everyday life and decision taking, which is further influenced
by their values, norms, emotions and aspirations. In my view “health promotion outcomes” are
measures that show that the determinants of positive health have been strengthened within a
given nation, community and/or setting. They are those elements which contribute to the
health, quality of life and social capital of a society. And they can only be “produced” by
an organized, partnership based community effort. This is a significant shift that looks not
only at how other sectors produce health, but also at the wider societal contribution of the health
sector. The concern of societies will increasingly be social not physical health.

Take, for example, an Index of Social Health which has been developed in one of the largest
WHO Member States. It is based on 16 measures including infant mortality, teenage suicide,
dropout rates, drug abuse, homicide, unemployment, poverty among the elderly. The index
ranges between 0 and 100. From 1970 to 1992 the index showed a decline from 74 to 41. The
World Development Report 1997 reports that in 35 countries the human development index had
declined. This means that the overall well-being within those societies had decreased
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significantly. No one agency or sector can respond to this, indeed it needs a new type of health
governance to respond. Some authors have proposed to speak of a socially toxic environment
which affects the most vulnerable populations first and worst: in particular children and young
people. What a paradox if those that are to benefit from sustainable development in the next
generation are deeply hurt socially as they grow up. Childhood needs supportive environments
for its development and it is not incidental that child development ranks first in those policies
and strategies that attempt to deal with determinants of health.

We are still at the very beginning of how to measure socially toxic environments and their effect
on health and how to measure human responses (at individual and community level) to
environmental stressors - particularly because of the cumulative and often long term effects. The
Koster health project in Sweden is trying to do this as part of their contribution to Agenda 21.
Obviously inequity is a component as are violence (real and virtual), fear, lack of security and
trust. Somehow Joe Camel belongs here as does the marketing of alcopops. Creative measures
include cultural indicators such as developed at the Annenberg School of Communications
which indicate that the average American child will have witnessed more than 8 000 murders and
100 000 other violent acts on TV by the time he or she leaves elementary school. Another
approach is to measure social capital, which is defined as “the processes (features of social
organization) between people which establish networks, norms and social trust and facilitate co-
ordination and co-operation for mutual benefit”. Those involved in social epidemiology and
salutogenic research have known for long that coherence, belonging, social support, networks,
religious ties make a difference to health, indeed that social bonds, love and caring (giving as
well as receiving) seem to be a protective factor even under the worst of circumstances. What we
know less about is the influence of the many new factors related to media, new information
technology, advertising, marketing - in short the marriage between the information and the
consumer society. And we know even less about the social impact of these changes in the low
and middle income countries. What does this mean for the 2 billion teenagers we will have on
this planet by the year 2001? Are their life options widening or being reduced?

One of the many reasons we need partnerships with the communications industry, the lifestyles
industry and the health care industry is to explore these kind of issues jointly - because the joint
exploration can mean the development of joint values, a joint social responsibility and joint
action. The claim that sustainability means to not leave our children a world that is worse than
the present applies to social health as much as it does to trees and whales. For health promotion
this means that we are challenged to expand the settings approach in several directions:

* beyond organisational settings and organisational development to social spaces and social
development - such as childhood, being female and growing old,

* towards understanding the full impact of the information technology revolution as a major
driving force and its effects on human development and health,

* towards marginalized and excluded populations, their settings - slum dwellings, remote
regions - and their health and social needs

* towards a better understanding of “social toxicity” and “social capital” and a revisiting of
health promotion programmes with this perspective.

In short, we need to widen the understanding of supportive environments as expressed in the
Ottawa Charter.
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4. Health Literacy

I'would like to propose that a key challenge for health promotion lies in combining strategies
for building social capital with strategies that build intellectual capital for health. We know
that eduction is one of the strongest predictors for health - and that women’s education is one of
the strongest predictors of family and community health. Increasingly literacy programmes are
using health issues as their entry point because of its high relevance to peoples everyday life.
Under the ongoing conditions of rapid change traditional health knowledge does not suffice and
in all societies there is a constant need for new health knowledge - in view of new hazards and
risks, new treatments, new ways to maintain health. Health learning becomes a necessary
component throughout the lifespan - a productive factor so to say: as society changes, as ones
own living conditions change, as ones body changes. In the new version of the health promotion
glossary we have introduced the term “ Health literacy”, meaning it to widen what in the
Ottawa Charter we had called “developing personal skills”: information and knowledge on
health, understanding the social components of health, ability to negotiate the environment,
understanding and weighing risks of individual and social behaviour, coping skills, caring skills,
skills to use the health sector, shift from fatalistic acceptance of health problems towards
implementation of health knowledge.

The increasing importance of health literacy for all societies must lead us to explore new places
of and for learning, new methodologies and new vehicles. Participatory learning through the
settings approaches is one - the use of the communications media and information technology
1s another. Community radio, soaps for health, health on the INTERNET, social marketing media
advocacy using the many channels of adult leaming and creating alliances with the
communications and the adult learning community opens up increasing possibilities that we must
explore more systematically and relate to the social gradients in health behaviour. Can health
literacy balance the social gradient? What kind of knowledge is it that makes the difference?

5. Governance for health

Health promotion as a social change and development strategy sits uneasily in any sectoral view
of the world - it sits particularly badly in a health sector that focuses on service provision and
that is increasingly dominated by an economic rationale. The world of health policy - with some
notable exceptions - is still far removed from shifting the priorities from health services to
investment in health. And we should not fool ourselves by jumping on to the economic
bandwagon by advertising that health promotion would provide the most cost-effective solutions.
Insisting on health promotion strategies as outlined in the Ottawa Charter in a climate of short
term cost effectiveness is not for the faint of heart as many of you here will testify. There is
never enough money, never enough support, never enough time. The examples documented for
this conference show: it can be done, frequently through new ways of working together in
partnerships, across sectors and across public/private boundaries. But still we must reinforce our
effort for investments for health and development.

Yet we need to state clearly that the present traditional sectoral forms of policy making and
public administration do not fit the integrated nature of many of the problems societies need to
solve in the face of change. An integrated approach to health within government is needed and
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increasingly there are suggestions that measures of health and wellbeing become the benchmarks
against which to assess the overall development level of a society rather then focusing on narrow
economic indicators. Health status is a very sensitive indicator - major shifts can be mapped
within short periods of time in both directions. For example, within just 30 years J apan’s life
expectancy has grown to be the longest in the world: 76 for men and 82 for women. Other Asian
countries are moving in a similar direction, our host country among them. In contrast, life
expectancy in Eastern Europe fell consistently within the same period to finally plummet at the
end of the eighties, with first signs of increase in some countries in the last couple of years. Data
show us very clearly that the respective health systems or health expenditures do not correlate
with the magnitude of the change. Indeed we can see in some societies that health care
expenditures can become unsustainable, as they take resources away from investments in health.
The Ottawa Challenge to reorient health systems now means establishing criteria for sustainable
health systems - systems that aim to produce health as well as providing lifespan care. The
health system must as much be subject to health impact statements as should other sectors.

The increase in health status has been highest when there is a combination of factors; economic
growth, equitable distribution of income, high investment in education, and social cohesion. The
futurist Alvin Toffler predicts that in 2020 the world’s healthiest and longest living populations
will be in Asia. Yet first clouds are appearing on the horizon: not only the slowing down of the
extraordinary economic boom period, but an increasing discussion - as in Japan for example -
about the loss of social cohesion, which in turn will have a significant effect and be influenced
by an unprecedented situation for any society: by 2015 one in four Japanese will be 65 or older.
An article in last week’s Herald Tribune mirrored the concerns faced by Japanese society today:
“ A fundamental question for Japan is whether it can move to a more market oriented system
without disrupting the sense of community that for centuries has been at the root of Japanese
society.... Some Japanese wonder whether (these developments will lead to) ....a society that
values wealth more than cooperation and social responsibility.” Will the successful outcome
for one generation constitute both a social and financial crisis for the next? When do we see the
cut-off points ? What affects the shift? When does economic growth turn into unsustainable
consumption?

Since the health care reform debates in many countries are dominated by issues of financing and
pushing governments to shed many of their functions and responsibilities one key function has
remained very much in the background: the socially integrative role that governments play in
maintaining a common purpose and protecting the public good. Economically speaking this
belongs to the “large externalities” which are usually seen to be a wide range of measures that
support the public good, for example accepted public health measures (clean water, food safety,
etc.). They need to be expanded to encompass their social nature. Increasingly, we are learning
that just as the market does not fully regulate itself except in economic textbooks so does “social
capital” not just exist of its own accord. A tendency has been to downplay or downright cut the
role of the state in service provision - but we do not yet know the consequences of this
privatization and the lack of social cohesion and common purpose this might entail.

It is this social vacuum which “governance” must help to fill with increasing the interactions
between the state (and indeed why not health promotion agencies) and society by bringing
together the range of players that have an interest in functioning and active communities.
Governance initially developed at the city level and as a horizontal coordination between
multiple social agents: at its best it is democratic, participatory and accountable to the
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stakeholders. The Healthy City approach is a model in bringing together different stakeholders
and increasing participation in decision-making and only those cities that have understood this
to be at the essence of the project have truly succeeded.

Most recently the new Minister of Public Health in the United Kingdom has put forward the
proposal to create “Healthy living centres” throughout the UK. Their common purpose would
be “ to promote health, helping people of all ages to maximise their health and wellbeing” and
would be targeted at groups who experience worse health than the average or who are not readily
attracted to existing facilities for health. This is very similar to the brief developed for “healthy
city centres” aiming to bring together aspects of social, physical and environmental health.
Increasingly, strategies need to be of this integrated nature - which means that they will need to
be financed in new ways - since they cut across accepted sectoral budgets.

Models exist in using money from national lotteries, creating special funds and foundations and
in dedicated taxes, in particular from tobacco sales. One of the most interesting approaches has
recently been launched in Brazil for the financing of health and social services, but it is also the
approach that has met with most difficulties and opposition.

At the end of 1995 the then Minister of Health of Brazil presented to Congress the proposals for
a taxation equivalent to 0.2 on all financial transactions going through the banking system in
Brazil (public or private). It was approved in 1996 and was expected to raise around
USS$ 5 billion to supplement the health budget, by June 1997 it had become clear that the amount
for the year would exceed USS$ 7 billion. Originally this money was to be used for priority areas,
including health promotion - in practice it has been used to minimise the US$ 1 billion deficit
of the health sector . The future of this law is unclear, the opposition is great from those for
whom it means greater accountability of financial transactions, from those who are opposed to
the “redistribution” effect and from those who oppose that the money pays for problems that have
arisen through other political crises. Yet this example brings to the fore what the discussions
about environmental taxes and value added taxes are increasingly bringing to the debate: that
“public goods” such as “health” which benefit the whole of society need to be financed in
new ways that reflect the overall societal responsibility for and benefit of health. An idea
that has also come forward is to introduce a levy on expenditures for marketing and advertising,
which would serve health promotion and health literacy, so as to move away from a simplistic
“sin tax” concept. This is interesting to explore given the fact that US$ 260 per capita globally
are spent every year on packaging and marketing products, while many countries have to make
do with USS$ 5 per capita to spend on health.

6. The interdependence

“Think globally is good bumper sticker advice, but it is a daunting task.” is a sentence I read
recently. All the more so because globalization is not really global. Transnational business
activities are highly concentrated and the majority of the world’s population is still outside of this
system - yet the processes of globalization are changing the character of nations and the quality
of life everywhere. It is by nature intrusive, whatever its effects. With the lack of decision
making structures and law enforcement at the global level is another level where governance has
worked as a set of interacting guidance and control mechanisms. Peace building, human rights
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