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Introduction

The past, the present and the future of preventive policies and health promotion : the global character of the recommendation of the Council of Europe.

Although the main output of the Expert Committee are the draft recommendations, the most important difficulties lie in their feasibility.

It has been repeatedly observed that the Recommendations should act as a vehicle for governments. This, however, is an advantage and disadvantage at the same time, for it is the very thing which limits the framework within which the successful implementation may occur.

The Recommendation aims at guiding governments in the formulation of an action plan applicable at all levels.  A plan which should describe actions, resources and methods of local and international collaboration. Policies regarding essential issues (e.g. safe food, clean water, clean air, nutrition etc) are very important. If the recommendation had been limited only to basic issues, it would have been no different from any set of guidelines which could have been drafted even ten years ago. The Recommendation aims at a global look at prevention and the problems deriving from it.

Despite the pragmatic orientation of the Committee it was essential to take into account the past history of prevention and the attitudes of the population towards it, as well as future developments. Health is a value laden concept and depends heavily on the culture and history of each country,

A look at the past history of prevention clearly shows that comparatively not very much has been invested in this part of the health sector. The emphasis has always been placed on curative medicine, not only in terms of allocation of resources but also in terms of public demand. It is a characteristic of the human nature to attribute more to the curative role of medicine than to the preventive one, and even that is being done in a mechanical way. Pirsig wrote: …"on this trip I think we should notice it, explore it a little, to see if in that strange separation of what man is from what man does we may have some clues as to what the hell has gone wrong in this twentieth century. I don't want to hurry it. That itself is a poisonous twentieth-century attitude. When you want to hurry something, that means you no longer care about it and want to get on to other things. I just want to get at it slowly, but carefully and thoroughly…" 
. 

The problem with prevention is that it has never been seriously considered as a solution to many problems of health as both the people and the governments believe more in the value of curative medicine. The past, therefore, teaches us that before addressing specific issues and proposing corresponding tactics the Recommendation should above all make clear that health promotion is a key investment and an essential element of health development, a fact most recently stipulated in the declaration of Jakarta. The past has also shown that the unequal distribution of wealth has a serious impact on health. It is, therefore, important to draw each government's attention to the social and economic factors which influence health. 

We might refer to the New Public Health defined as "the professional and public concern with the effect of the total (social, economic and physical) environment on health" 
. According to the preamble of the Constitution of WHO (1946): "The enjoyment of the highest attainable standard of health is one of the fundamental rights of every human being without distinction of race, religion, political belief, economic or social condition". It is another lesson of the past that the point about social and economic condition is not true today. Health, and everything related to it (therapy or prevention) is the reflection of the actual situation of a certain population, or a group of people, of their position in the societal context and of the way they are being looked at (or cared for) by governments. It also reflects the existence - or the lack – of a certain feedback: the way individuals care for their health depends a lot on the information and the possibilities (employment, education etc) which have been given to them in order to achieve this task.

As far as the ethical dimension of preventive policies is concerned it should be noted that, as the Council of Europe has always been an organisation with a humanistic vocation, the ethical foundations have been laid a long time ago. The European Convention on Human Rights and Individual Freedoms, which entered into force in 1953, was the first important text to safeguard human rights and the same values were enshrined in the European Social Charter of 1961. However one should try to have a look at the present picture of prevention in order to evaluate the application of these basic rights.

In conclusion, as it is a sign of ethical deficit not to respect human rights it would also create an ethical deficit not to encourage governments to think differently and not to consider what lies ahead. The future is today’s extension and the way in which prevention will be dealt with in the future is closely related to the attitudes we adopt today.

THE DIMENSIONS AND DEFINITIONS OF HEALTH PROMOTION

The definition of health promotion represents an area of much debate among health promotion experts.   However, as a common understanding of the terms used is important to the development of clear and actionable recommendations from the Council of Europe, a brief review of the recent developments in the definition and scope of health promotion is attempted here (see Tones 1983
, 1990
, Collins 1984
, Baric 1985
, World Health Organisation 1985
.).

The context of this review is that health promotion is viewed as the promotion of well-being and the prevention (or a reduction in the probability) of disease or ill health. Health promotion is viewed as consisting of three types of measures: health education, health protection and disease prevention.

Health Education

Nutbeam (1986 p114
) has defined the traditional role of health education as 'concerned mainly with changing the risk behaviour of individuals'. This largely represents the preventive medical approach to health education involving, for example, the provision of medical information on the detrimental health or physiological effects of smoking, high salt intake or taking too little exercise.  Among the criticisms levelled at this approach is that it represents a form of 'victim blaming' and ensures health education remains under the control of the medical professionals who might otherwise feel threatened by the prospect of a healthier population with a reduced demand for clinical treatment (Tones, 1983 3 ).

Health education can be supplied through various channels and in different settings. These include the use of mass media, teachers, counsellors, doctors, self-help groups, providing health education in the workplace, in hospital, schools, the surgery and other community facilities.

Developments in thinking among health promotion experts over the last decade have led to new visions of the role of health education as a central part of the 'new public health' movement (Tones 19833).  The new public health has been defined as the 'professional and public concern with the effect of the total (social, economic and physical) environment on health' (Nutbeam 1986 p1228).  According to Tones (19902) this has resulted in two new roles for health education:

1.
To raise awareness among the public, health education professionals and politicians (and others with power) of the socio-economic and environmental causes of ill health and inequalities in the distribution of health resources. For example, this would cover a political lobbying role for health professionals and public groups to achieve an increase in tobacco taxation set by the government.

2.
To generate self-empowerment. This involves the use of health education to provide individuals with the knowledge and life-skills to enable them to make decisions about their own health and that of their family and the community they live in.  For example, this could cover assertiveness training or the provision of education that enables homosexual people to express their sexual rights.

This philosophy of the role of health education has been incorporated into recent health promotion strategy developments. It was an integral part of the health promoting policies designed to reduce social, economic and environmental inequalities outlined by the World Health Organisation in the Ottawa Charter on Health Promotion (Ottawa Charter for Health Promotion 1986
). In addition, in order to raise awareness of socio-economic and health issues and to empower individuals with the skills to change their own circumstances, health education has been embodied in the development of the 'healthy cities' initiative (Kickbush. 1989
, Milio 1990
).

Health Protection

Health protection consists of a set of measures derived from the nineteenth and early twentieth century public health movement (US Department of Health Education and Welfare, 1979
). It covers interventions which attempt to influence social, economic and environmental change in a way that is beneficial to health but is normally considered to be outside of the direct control of the individuals it affects (although as a group they can apply pressure for the implementation of health protection measures). Health protection has been defined in general terms as 'legal or fiscal controls, other regulations or policies and voluntary codes of practice aimed at the enhancement of positive health and the prevention of ill health' (Downie, Fyfe and Tannahill 1991 p51
). 

Such measures would thus include seatbelt legislation, tobacco taxation, pollution control and environmental health, fluoridation of community water supplies, infection control procedures, occupational safety, workplace no-smoking policies and food nutrition labelling.

Health protection measures usually have the prevention of disease or injury as a main objective but have a wider remit in terms of the protection of public health for the benefit of society as a whole. In general, the decision of whether to be 'protected' is not under the control of any one individual, but is delegated to the control of a third party such as the government or local authority or the company management board.

A complementary component of health protection is measures designed to provide health support. These include the provision of resources and facilities to enable healthy choices to be made. For example, the promotion of exercise is enhanced by the provision of easily accessible leisure facilities or the availability of aerobic sessions in the workplace. Health education measures could also be used to educate policy makers about the need to supply these facilities and to encourage individuals to make use of them.

Protective approach – an example

Epidemiological research and health promotion practices have until now, nearly only laid emphasis on behaviour to avoid risk (risk factors) and hardly on behaviour to promote health, based on protection factors. This has often created a “guilt inducing” and “moralising” climate, which has worked against the health promotion actions being accepted by civil society, the risk factors often being also factors “of pleasure” as anyone knows.


It seems to be useful then, that future action for health promotion should include also protection factors, giving individuals the possibility of making individualised and personalised choices, among factors, on which they can act to improve the quantity and quality of life.

The next table shows for the two more frequent death causes, the main risk and protection factors.

	CARDIOVASCULAR  (CV) AND CANCER (C) DISEASES



	Risk factors (to avoid or to reduce)
	CV
	C [1]

	¤   ADDICTION TO SMOKING
	×
	×

	¤   PASSIVE  SMOKING
	-
	×

	¤   FEEDING (SATURATED FAT)
	×
	×

	¤   OBESITY
	×
	×

	¤   HYPERTENSION
	×
	-

	¤   SEDENTARITY
	×
	×

	¤   ALCOHOL CONSUMPTION (EXCESSIVE)
	× [2]
	×

	¤   ULTRAVIOLET RAYS
	-
	×

	¤   DOMESTIC POLLUTION (FORMALDEHYDE, VARNISH, 

     COMBUSTION, SMOG, RADON, ETC.)
	-
	×

	
	
	

	Protection factors (to promote)
	
	

	¤   FEEDING (FIBRES, VEGETABLES, FRUITS)
	×
	×

	¤   ALCOHOL CONSUMPTION (MODERATE)
	×
	-

	¤   PHYSICAL ACTIVITIES
	×
	×

	¤   VITAMINS AND MICRONUTRIENTS (AS AN EXTRA)
	× [?]
	× [?]

	¤   SCREENNING (ARTERIAL TENSION, PAP. TEST, 

     MAMMOGRAPHY AFTER 50 YEARS OLD, ETC.)
	×
	×

	¤   EARLY RECOGNITION OF CORONARY  SYMPTOMS
	×
	-

	¤   ASPIRIN (LOW DOSES CONSUMPTION IN A LONG TERM, 

     ADULTS)
	×
	×

	Table 1. Main risk and protection factors of cardiovascular ills (CV) and controllable tumours at the individual level

× = favourable influence (if protection factors) or negative (if risk factors) on morbidity and mortality

[1]= different types                                               [2]= “ictus” only

Source : G. Domenighetti : Medicine and Hygiene, September 10th 1997




Disease Prevention

Disease prevention has been defined as 'strategies designed either to reduce risk factors for specific disease or to enhance host factors that reduce susceptibility to disease' (Nutbeam 19868). This definition relates to the notion of the primary prevention of disease and injury prior to any signs and symptoms of ill health. A more general definition of primary prevention covers any measures designed to prevent the first occurrence of disease or other phenomenon such as unwanted pregnancy (Tannahill 1985
, Downie, Fyfe and Tannahill 199113). It has also been set in the context of future health status profiles to include 'all efforts to reduce the probability, severity and duration of future illness' (Cohen and Henderson 198815).

The variety of definitions available has led to some confusion over the type of interventions that should be included as primary prevention.

If the Cohen and Henderson (1988
) definition is adopted then it covers interventions such as immunisation, family planning, pregnancy and infant care, food regulation, tobacco and alcohol taxation, road safety measures, environmental and occupational health and health education targeted at specific risk behaviours. However, it is difficult to reconcile any of these, with the exception of health education, using the definition given by Nutbeam (19866). The confusion arises because Cohen and Henderson include health protection measures within the scope of prevention.

For the purposes of this committee and for defining options it is useful to separate disease prevention and health protection measures. Primary prevention activities are assumed to consist of strategies such as immunization and family planning (e g. for unwanted pregnancy) in which the choice of whether to participate is controlled by each individual. (There are some exceptions. For example, if the prevention measure is mandatory such as the school BCG immunisation programme, then it is defined as health protection).

There is less uncertainty over the definition of secondary and tertiary prevention measures. The consensus is that the former covers the prevention of avoidable ill health or unwanted outcomes through detection of early signs of disease (through screening for specific diseases or risk factors such as high blood pressure) and subsequent remedial actions or treatment.

Tertiary prevention involves the control of more advanced disease to minimise the detrimental impact this has on health (Nutbeam 19868, Cohen and Henderson 198813).

Discussion of health promotion and chronic illness has highlighted the health promotion potential of tertiary prevention by suggesting that those experiencing arthritis or heart attacks can be enabled to take control over and improve their health (Kaplan, 1992
).

From whatever point one starts in life, whether as a healthy baby or as somebody who has already gone through many life crises and has become chronically ill, health and well-being can be enhanced and developed (Kickbush 1992
).

Models of Health Promotion

A number of attempts have been made to devise a classification system for health promotion measures, usually linked to the development of public health targets. For example, targets that were set in the government's consultation document for England, The Health of the Nation (1991), were classified into treatment, promotion/prevention and rehabilitation groups by Akehurst et al (1991
). More specifically the US Department of Health and Human Services identified 22 priority areas for national health promotion and disease prevention, which were grouped into four categories: health promotion, health protection, preventive services and surveillance (Centers for Disease Control, 1990
).

The Tannahill Model

Neither of these approaches adequately recognises the overlaps between the constituent parts of health promotion.  Tannahill (198514) has produced a model of health promotion which provides a framework to illustrate the linkages between health education, health protection and prevention. The basic model is represented graphically by three overlapping circles (Figure 1). This produces seven domains which can be used to classify a wide range of health promotion measures and so provides a good basis for classification in policy analysis. Figure 1 represents the most recent version of the model which has been slightly modified from the original to allow for a clarification of the inter-relationships between positive health (or well-being), empowerment and the prevention of ill health (Downie, Fyfe and Tannahill 1991, p5813).

Figure 1

Tannahill's Model of Health Promotion







Source: Downie. Fyfe and Tannahill (1991).

Each of the domains incorporates both the prevention of ill health and the health promotion objectives of good health and well-being. Domains 5,6 and 7 cover measures that focus primarily on the well-being objective and domains 1,2,3 and 4 focus on measures that have prevention at the forefront. For each domain where health education is included the purpose is either to educate professionals and policy makers or the public (i.e. domains 2,4,5, and 7). Each domain and the range of measures included have been described by Downie, Fyfe and Tannahill (199113).

Domain 1: Prevention: for example, immunisation, screening, self help groups, nicotine gum for smoking cessation, hypertension case finding.

Domain 2: Preventive health education: Education which is aimed at encouraging changes in an individual's health behaviour in order to prevent ill health, and education for service providers to encourage the use of preventive services. For example, to encourage health professionals to offer alcohol screening or the public to use such facilities.

Domain 3: Preventive health protection: For example,  water fluoridation, seatbelt legislation, fiscal policy for tobacco/alcohol.

Domain 4: Protective health education for preventive purposes.  For example, lobbying for seatbelt legislation, for increased tobacco taxation and other efforts to influence the social environment to enhance the probability of effective preventive services being provided.

Domain 5: Health education for well being gains (defined by Downie et al as positive health). This involves education aimed at encouraging changes in an individual's health behaviour in order to promote health gains, such as encouraging a more physically active use of leisure time or changing dietary habits and empowering individuals/groups to achieve well-being gains (e.g. by increasing their self esteem).

Domain 6: Health protection for well being gains.  For example, the provision of public funds to promote the construction of leisure facilities with the objective of enhancing the well being of the community, the development of workplace no-smoking policies on the grounds of the general health benefits of clean air.

Domain 7: Protective health education for well being gains. For example, lobbying policy makers for more leisure facilities for the increased well being of the community, and encouraging and supporting members of the community to express a desire for such facilities.

The use of health education as part of local community development strategies is located across domains 4 and 7. The aim is to use health education to teach life skills and improve knowledge of the social, economic and personal factors that affect health, and to lobby for changes in the social environment through influencing policy.

The Ottawa Charter Model

The Ottawa Charter for Health Promotion (19869), building on the targets for Health for All 2000 (WHO 19857), is the clearest statement of principles of a new public health movement which permeates much of the thinking and practice in the field. The Ottawa Charter declares that health promotion action means:

Build healthy public policy - putting 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.

Create supportive environments - systematic assessment of the health impact of a rapidly changing environment is essential. The protection of the natural and built environment and the conservation of natural resources must be addressed in any health promotion strategy.

Strengthen 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.

Develop personal skills - health promotion supports personal and social development through providing information, education for health and enhancing life skills.

Reorient health services - the role of the health sector must move increasingly in a health promotion direction, beyond its responsibility for providing clinical and curative services.

Critics of the Charter as a blueprint for action would propose that its statement of principles brings together a broad spectrum of descriptive terminology and categories which appear to be novel and radical but are incapable of providing the necessary understanding for action to be taken.  Elements of the Charter lack clarity of definition and a sound theoretical base. Some of the ideas presented are potentially contradictory.  There is no obvious attempt to provide a mechanism (a rule) to deal with contradictions as and when they arise.  For example, the rule of greatest good for greatest number when dealing with conflict between the priorities for change defined by an empowered community and the demands of healthy public policy for the creation of supportive environments.

Because of its vagueness and contradictions it can mean all things to all people. This is not a sound basis for objective planning for health promotion but may be valued in legitimising political activity to improve health.

A Finnish approach to health promotion

Health promotion includes all activities that foster the health and well-being of the population and prevent diseases. These activities may involve the individual, the family, the whole community/society. In the selection of approaches to the promotion of health it is natural to look for "causes"/sources/risks of ill health and for any obstacle to the maintenance of good health. Usually, the origins of ill health can be traced to influences emanating from environments, lifestyle, social organisation and human biology.

In day-to-day practical application, health promotion has been heavily weighted towards prevention, and towards motivating people to change their self-destructive health habits to behaviour that will restore, sustain and improve their health and well-being. Public efforts to change lifestyles have commonly concentrated on behaviours that may prevent smoking, the use of drugs and alcohol. Safety regulations for automobiles is an example of an attempt to prevent traffic incidents and traumas. The role of medicine has been to introduce and to test the value of screening for early disease detection, and also, to provide the scientific basis for certain public health measures.

Environment, when broadly defined, encompasses the social environment. Some enactments directly concern health protection and others support health in an indirect way [e.g. housing, industrial food production, agricultural policy, dietary recommendations, food labelling, education, sports policy (physical exercise policy) mass catering].

When new scientific innovations are made and the population ages the demand for health services and especially for high technology is increasing. This is one of the reasons for the financing difficulties of health services in all member states of the Council of Europe. Health promotion and prevention of all preventable diseases is a big public health challenge, which, if we are lucky, provides savings. It makes investments in high technology and better services possible.

Health promotion and especially indirect health promotion are today among the main topics of national health policies in many countries as well as in the Council of Europe. The main aim in the field of indirect health promotion is to integrate health in all decision making and activities throughout societies. The aim of this health policy is to make all structures and practices in society promote healthy lifestyles and choices: e.g. all industrial foodstuffs are automatically consistent with the official dietary recommendations (sodium content 0, saturated fat less than a certain percentage of total fat content); the aim of agricultural policy is to reduce the production of saturated fats and to increase the production of unsaturated fats; one aim of teaching at schools is to improve the pupil's self-assurance, to teach and train social skills etc). The aim of this ideology of health is to have only healthy choices available. With these kind of structural changes no other efforts concerning health would be needed any more. However, every generation continuously needs health education.
Health and Health Actions

To develop policies to improve health requires a clear and workable definition of health.  Health is subject to wide individual, social and cultural interpretation; containing within it complex ideas about what it is to be healthy, whose responsibility it is to maintain health and how illness and disease should be interpreted.

The World Health Organisation's 1948 definition of health is: 

A state of complete physical, mental and social well-being and not merely the absence of disease and infirmity.

It was elaborated in 1986 in the Ottawa Charter for Health Promotion :

To reach a state of complete physical, mental and social well-being, an individual or group must be able to identify and to realise aspirations, to satisfy needs, and to change or cope with the environment. Health is therefore seen as a resource for everyday life, not the object for living. Health is a positive concept emphasising social and personal resources, as well as physical capabilities, (Ottawa Charter for Heath Promotion. 19869}.

Criticism of the original definition includes its exclusion of the health that can be gained by people who are chronically sick or disabled and that it is of limitless meaning. What is mental well-being? Without more detail there is no end to the list of possible interventions that might increase mental well-being. The clarification added to the definition in Ottawa is badly written and impossibly vague. Which needs, for instance, should health as a resource satisfy? A need for a long life? A need for risk and a dangerous life? A need to win the lottery?

Seedhouse (1997
) tried to define health with a view to overcoming many of the criticisms of the current definitions:

A person's (optimum) state of health is equivalent to the set of conditions which fulfil or enable a person to work to fulfil his or her realistic chosen and biological potentials. Some of these conditions are of the highest importance for all people- Others are variable dependent upon individual abilities and circumstances.
The detail of the set of conditions is fundamental to the utility of this definition.  Seedhouse has proposed the following conditions which make up health, which are of the highest importance for all people. These are:

1.
The basic needs of food, drink, shelter, warmth and purpose in life.

2.
Access to the widest possible information about all factors which have an influence on a person's life.

3.
The skill and confidence to assimilate this information. In most societies literacy and numeracy are needed in older children and adults. People need to be able to understand how the information applies to them, and to be able to make reasoned decisions about what action to take in the light of that information.

4.
The recognition that an individual is never totally isolated from other people and the external world. People are complex wholes who cannot be fully understood separated from the influence of their environment, which is itself a whole of which they are a part. This fact compels the recognition that a person should not strive to fulfill personal potentials which will undermine the basic foundations for achievement of other people.  In short, an essential condition for health in human beings (who are aware of the implications of their actions) is that they have an awareness of a basic duty which follows from their living in a community.

Other foundations for achievement are bound to vary between individuals dependent upon which potentials can realistically be achieved. For instance, a diseased person, a person in a damp and dilapidated house, a person in prison, a fit young athlete, a terminally ill patient, and an expectant mother all need the central conditions which constitute part of their healths, but in addition they require other specific foundations in order to enable them to make the most of their present lives.

Another tendency to be developed in the future is the "hedonistic" approach to health promotion, an approach which focuses not only on risk factors affecting health, but also on protective and pleasant factors.

INTEGRATING HEALTH PROMOTION AND HEALTH CARE –

A STRATEGIC FRAMEWORK MODEL AND FRAMEWORK

In most countries a strategic goal for their population will be to improve health. Health is usually defined negatively, the focus being on the minority of the population with illness and disease, and particularly those seeking medical treatment when their health has been threatened or lost. Providing health care services for people with illness obviously remains a priority. However a wider and more integrated view is required by strategists if they are to improve the health of the whole population.

The present picture of health promotion and prevention consists of the actual situation in all member states. This picture, painted by the hand of many different artists, has many meanings and reflects many different points of view. Although most countries theoretically  share the same views, in practice a variety of approaches inevitably emerges. As Professor Roukounas points out, a claim or a demand is a different thing from general political consent and from effective legal and practical fortification of a certain right or a certain liberty. Thus legal protection has different levels and degrees and the legal framework in each country provides, consequently, a different degree of protection for the individual
 . A common denominator should be found, which should act as the starting point for establishing procedures which would not only promote health but promote and safeguard democracy as well.

Apart from political considerations it is an essential question which point this or any other Recommendation takes as a starting one: the level of prevention in the most or the least developed member states. A balanced approach, of course, would be most reasonable but the discrepancies between the different countries make this task extremely difficult in its practical application. This of course does not mean that no action should be undertaken: member states are not obliged and cannot adopt all proposals. But it is important that, when they want to, they have access to some advice regarding future strategies, advice which will be interpreted in a different way but which, nevertheless, will be based on some common denominators, especially those of social coherence, human rights and the so-called "cost of negligence".

Despite this, the planning of health promotion and health has frequently been separated. For instance, in the EU, all member states have made specific arrangements to support health promotion activities, although the nature of their relationship with central government varies. In some Member States, such as Greece, Ireland and Italy there are health promotion units within Ministries of Health. In others, there are national bodies outside the Ministry such as the Danish Health Education Council, the Comité Franςais d'Education Sanitaire, the Dutch National Institute of Health Promotion and Education, and the British Health Education Authority. Also in Member States with national health services, health promotion functions are usually found at each level of the organisation.

Separating health promotion from health care at a policy level has some logic:

· reducing the risk of health promotion being overly influenced by special interest groups in medicine 

· freeing health promotion to operate independently of the health services, fully recognising its multi-disciplinary, multi-sectoral nature

However these advantages may not be gained in practice. Independent health promotion easily defines itself as being in conflict with medicine and health care: prevention as an alternative to cure and care. A conflict which self evidently lacks sense, no matter how well we are we all become ill and need care at some point.

Also there is a large element of health promotion that is integral to and a legitimate concern of health care. Health promotion is an important element of primary care and prevention and screening services are frequently delivered by health services.

This is not to propose that health promotion should become a marginal and underfunded element of a country's health service as has been seen with public health and health promotion in England. The proposal here is that we recognise that the aims of health promotion and health care overlap and that at a policy level, within an appropriate framework, they are integrated and planned together.
Health as a general resource for life should be taken into account in all sectors of society and whenever important choices and decisions are taken, consequences on health should be evaluated. This means to work by a systemic approach which takes into consideration all aspects of a situation or of a problem before selecting priorities. It is important to recognise that for an increasing number of people their health status is steadily worsening while at the same time, it is getting better for others.  The widening gap is generally explained by increasing differences in socio-economic conditions, insecurity and deprivation. This worrying trend is disturbing because it is true also for nations that since the end of the last world war have been giving an equal access to care to the whole population.

Figure 2
 illustrates the context for improving health, within which the health care services operate as one of a number of agencies dealing with peoples health.  It emphasises that health and health care action relate to both individuals and wider populations.

Health care can do little directly to address some of the important determinants of health such as economic, housing, or environmental conditions.  It can, however, working in alliances with other local agencies and groups, influence priorities in these areas to reflect their relative influence on health. The figure illustrates that there is a need for wider health policies, to which health care agencies must make important contributions.

In determining their own strategies, health care services will need to take into account the impact of the wider determinants of health on the resources available to groups and individuals to improve their own health, or to take up health services and initiatives.  Examples are variations in take up rates for immunisation and screening programmes,  and in the response to programmes to achieve lifestyle change.

There are three types of action needed within the health care sector and across the community to improve health:

· keeping people well and preventing illness .

· diagnosis and treatment to shorten episodes of illness 

· reducing disability and suffering.

Figure 2 - Context for Health Policies















Figure 3 (19) illustrates that these three activities take place in:

·  population in general

· high risk groups

· the health service

In the population in general the major improvements in health have in the past resulted from population measures, such as the provision of pure water, better housing and nutrition.  Measures taken by the whole population will continue to offer the greatest potential for improving health, for example, by an average reduction in salt consumption or increase in regular exercise. This approach is particularly effective because the majority of avoidable illness and premature death happens to people who are not known to be at special risk (Rose (1981
) and (1985
).

Like prevention, the majority of treatment and care is undertaken by people themselves, within families and the community.  People routinely diagnose and treat minor illness, and care for sick and disabled friends or relatives.

To improve health, it is not enough to offer better health care. We also need to improve people's ability to keep themselves and their families well and diagnose, treat and care for them when sick.

Within the population there are groups at particularly high risk of becoming ill because of their higher exposure to risk factors. The need, with these groups, is to identify individuals who would benefit most from health promotion, treatment and care programmes. Health care has a special role to help people at particular risk, but a great deal of this activity also takes place in schools, the workplace, and within housing and social services agencies.

Whatever the success of prevention, people will still become ill and seek the support of the health services. Longer, more active and healthier lives will still bring problems of chronic illness and disability, particularly in old age.  Health services are needed to provide people with effective treatment of illness.  Health promotion and the reduction of suffering and disability are as much a part of health care as treatment.

Figure 3 - Prevention, treatment and care to improve health
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Looking into the future.

The text of the recommendation looks to the future because if it revolved only around what is actually happening, there would be no progress nor incentive for change. It should be borne in mind that this Recommendation will act as a guiding text for a number of years. Laws tend to change very slowly and so it is unlikely that a new text on the same issue would be drafted in the near future, therefore at least a small "glimpse of vision" was necessary for pushing things forward. The Convention of Human Rights and Biomedicine, for example, is directed to the future and deals with the most important problems resulting from advances in medicine and biology.

Looking at the future entails two different things: taking into account new developments and adopting new approaches to old problems. This statement has many ramifications. It means that if the dignity and the rights of the individual are to be protected, the holistic nature of health should not be neglected. Fragmenting human existence to smaller parts has been a characteristic of therapeutic medicine which has dominated throughout the centuries and which has gained support on policy level: its short-term effects have been the main reason why this has happened. Nevertheless, human beings must be seen as whole entities. Extreme specialisation may work in the domain of therapeutic medicine. In prevention, however, things are different. Even the well-known definition of health by the WHO confirms this point: "Health is a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity". The underlying notion in this definition is quality of life, a very general but very humane concept which must be respected and protected under the form of the individual's freedom to choose, to accept and to refuse any kind of intervention.

Emphasising prevention, early diagnosis and treatment

The overall aim of a health strategy is to improve the health of the population, and therefore to improve significantly the quality of their lives.  An increased emphasis on prevention, and early treatment and diagnosis, is needed to achieve this end.

Achieving this central goal will also, however, reduce the need for health care services earlier in life. It would meet the objective of 'adding life to years', as well as the more traditional goal of adding years to life. It would mean that when people do fall ill in later life and require health care, more resources would be available to provide appropriate and immediate attention.

The potential for reducing the demand for health services from preventable causes relates to a number of factors: 

· preventable diseases account for around 70% of illness and health care costs 

· lifestyle risk factors significantly damage health and increase people's use of health care services. In the USA it has been shown that the lifetime cost of health care for smokers, despite their shorter lives, is a third higher than for non smokers. Overall morbidity has been shown to be 60% higher than for non smokers

· the use of some health services, and particularly hospital care, relates as much to their availability as to the incidence of illness. Additionally where patients are given information about alternative treatments, on average they select less invasive procedures. This is particularly true of care in the final years of people's lives, which represents a significant proportion of their lifetime use of the health services 

· programmes of self management offer the potential for significant reductions in the use of health care, even for those with chronic illness. The important factors have been shown to be better information, and an increased confidence that illness can be self managed 

· health education programmes in the community and the workplace have been shown to improve health and reduce health care demands and costs. The evaluation of a range of workplace programmes has shown saving of three times their cost (22).

A central goal of a strategy is to improve people's health through a reduction in risk factors, and the prevention and postponement of chronic illness. Achieving a shift towards prevention and early diagnosis and treatment offers the greatest potential for the cost effective improvements in health. It must be emphasised however that prevention, treatment and care are not alternatives. An aim of a strategy is to find the optimum balance of these activities, both within and outside the health care system.

A key question arising from the application of an integrated strategic model is:

what are the areas of greatest potential in prevention, treatment, and care, which will have the greatest impact on the health of the population, high risk groups, and individuals with established illness?

The application of an integrated approach relates not just to comparing the impact of measures on populations, high risk groups, and those with established illness.  At each stage the balance of prevention, treatment, and care needs to be examined.  For those with physical disabilities or undergoing rehabilitation after serious illness, prevention and treatment to avoid any further deterioration are vital to maintain people's maximum health potential.

The unnecessary development of incontinence, or of pressure sores, increases the demands on health care, but more importantly reduces the quality of life and health potential of individuals.

Role of the mass-media.
The current emphasis on consumerism in the delivery of health care highlights the potentially important role of the mass media in increasing the public awareness of research findings and promoting the utilisation of effective and efficient health services. The mass media frequently cover health related topics and are targeted by those who aim to influence the behaviour of health professionals and patients playing several important functions in society including providing information, entertainment, articulating and creating meaning, setting agendas for individual and societal discourse, and influencing behaviour.

Population surveys show that mass media are the leading source of information about important health issues, such as weight control, HIV/AIDS, drug abuse, asthma, family planning and mammography.

Citing the "special authority" or "unique responsibility" of the media, various actors (industry, government, academia, Non Governmental Organisations) increasingly advance utilitarian views of the mass media as an information "distribution network", behaviour-modifying "set of tools", agenda-setting "vehicle", or an "opportunity of the greatest magnitude".

Media advocacy has become an established health promotion strategy, partly due to the influence of the World Health Organisation's 1986 Ottawa Charter for Health Promotion. It has become common to seek a "partnership" or "shared agenda" with the mass media in communicating health information to the public, particularly in the area of health promotion, prevention, risk reduction, and drug information.

Proponents of "media advocacy" lobby for health message exposure, accuracy and media responsibility in order to set the media agenda (framing for access), shape the media debate (framing for content), and advance healthy public policies. 

Medical news reports may raise expectations (sometimes falsely thereby dashing the hopes of the public) or may provoke alarm (sometimes unnecessarily). The mass media can also influence individual health behaviours, health care utilisation, health care practices and health policy. For example after extensive media reports on dietary studies connecting cholesterol-rich foods to heart disease, consumption of beef, eggs and fatty milk products declined.  Similarly, reports on the risks of excessive sodium consumption were associated with increased use of salt-free food products. A decline in the use of birth control pills and IUDs between 1970 and 1975 correlated closely with publicity about their possible adverse effects.

An example - provision of evidence-based information and a public acceptance for screening tests.

Over the last years there has been an increasing consensus in considering that patient preferences should play an essential role in clinical decision making. Indeed patient autonomy tends to be acknowledged as a value "per se".  However the basic requirement is the provision of adequate information on the yield of the health care intervention proposed.  This calls for the central responsibility both of institutions and doctors in providing the public and individuals with relevant evidence-based information.  This could have two desirable effects:

(i) make consumers/patients more aware of the real clinical effectiveness of the interventions proposed, and thus less exposed to the risk of accepting procedures of questionable value; 

(ii) allow informed choices on the options available more likely to fit the patient's values and preferences.

Facing the impressive increase of diagnostic procedures, screening practices, and the implementation of predictive medicine in the near future, it seems essential to develop a global strategy to enable consumers to have a more active role in clinical decision making, even among those who, because of their cultural attitudes, are more prone to rely completely on the subjective opinion of their own doctor. Provision of comprehensive research-based information can maximise patient freedom and autonomy in taking a decision. It allows a true ''informed'' consent, and can minimise the use of inappropriate or questionable diagnostic procedures and avoid waste of resources.

From a public health perspective these results highlight the need for community interventions aimed at empowering and encouraging the public to ask physicians the "right" questions before undergoing any suggested procedure.  Such a programme is currently ongoing in the Swiss region of Ticino, where, through a booklet targeted at all households, the consumer-patient is prompted to ask the physician the following questions before undertaking any diagnostic test: .

1 
Which disease (or illness) can be detected through the diagnostic test proposed?

2.
What are the probabilities of getting get a false-positive or false-negative result? 
3.
Is the disease (or illness) deterred curable? And what are the probabilities of success? 

There is already some empirical evidence that this approach can be successful. In 1984 a public information campaign in Canton Ticino (Switzerland) decreased hysterectomy rates by 26% and a systematic review confirmed the effect of mass media campaigns on health service utilisation.

In practical terms it could be feasible to develop, at least for the more frequently performed screening tests, a minimum set of evidence-based information which the physician should supply to each patient, allowing them time for reflection before they give their informed consent.

Finally, these findings imply that the content of the currently produced leaflets and supports aimed at promoting community screenings should be carefully reviewed and critically assessed, to minimise the potential risk of misguiding the consumer-patient.

APPROACHES TO PRIORITY SETTING

The need to set priorities against a background of health needs and limited resources has stimulated interest in epidemiological and economic methodological approaches.

Burden of Disease

This approach is based on the view that those problems which present the greatest challenge to health should be given the highest priority. This is often used when a professional group is advancing the case for priority being given to 'their' disease.

The criteria adopted may be the impact of the disease in terms of mortality, morbidity, financial cost, the availability of effective treatment, or its potential for increase in the absence of prevention or treatment.

Cost-Benefit Analysis

In other fields cost benefit analysis has been used to compare the monetary costs with the monetary gains. If the gains are greater than the costs, the activity is worth financing. Where this has been applied to health services, the costs have been compared with monetary gains calculated in terms of earnings foregone with the earnings in future years discounted to current values.

Calculations can be made in terms of costs to the patient or the government or society as a whole. The latter would include expenditure on social welfare and social security payments and reductions in income tax as well as the cost of publicly financed health care. This method expressly assumes that the value of each individual's life consists simply of the earnings that individual is commanding. The losses to society may be different from lost earnings if work can be postponed or a worker readily replaced from those unemployed. The retired and those with no jobs and no prospect of obtaining work because of disability or lack of skill have no value at all. Treatments which leave the disabled still too disabled to work are not worth financing. The results are inevitably biased towards the healthy and the more skilled young. While this type of calculation is of value in appraising a commercial investment, the underlying value judgments would not be accepted by public opinion, when applied to health care.

Cost-utility analysis

Cost-utility analysis seeks to value the benefits of health services in terms of healthy years of life gained rather than in financial terms. Years of less than full health can be counted as proportions of a healthy life year. Thus it is assumed that years of healthy life are of the same value in different individuals. Some may argue that certain periods of life are more valuable than others, for example, early parenthood or when caring for elderly relatives and some may feel it a greater loss to forego the period when their earnings peak. If any of these arguments were accepted, weights could be used before the final stage of comparing the costs of treatments with the value of years shown as a ratio. It is possible for estimates to be made of the average states people will be in after the treatment and how long on average they can be expected to live. It should, however, be remembered that these are estimates and that they are averages: some may have the prospect of responding to the treatment much better than others, the young may progress much better than the aged and so on. The frail, aged and disabled may start with a lower quality of life and thus have less to gain from an intervention.

The main problem is who should decide how states of disability (such as not being able to do heavy housework or being in a wheelchair) and other indications of ill-health should be rated? Who should determine degrees of pain and distress? How should disability and distress be weighted? Should the rating be done by a random population sample, by those actually having the degree of disability or pain, by health professionals or by those responsible for determining the priorities? Each would give different results.

These indices usually predict the likely improvement in the state of health after a treatment, the value placed on that improvement, and the likely duration of that improvement. The first major criticism is that, because duration of improvement is taken into account, setting priorities within or between treatments would bias against the elderly. Secondly, many other factors are not taken into account in quality of life measures, for example co-morbidities or other factors which may influence a patient's ability to improve. Thirdly, the predicated improvement of treatment is estimated as the average likely improvement. Certain individuals may be more likely to benefit from treatment than others. Fourthly, the effectiveness of treatments are not fully known and tools to measure improvements still need to be refined and used systematically. The same is true of quality of life measures especially when these tools are being used to help set priorities between a range of different services.

Measuring the impact of Both Disease and Disability

Premature deaths, because of the great potential for prevention they represent, are an important challenge for health promotion. Death alone as an indicator of health status, however, fails to account for the full burden of disease and disability. Various attempts have been made to develop more comprehensive health indicators including a recent estimate of the global burden of disease by the World Bank (1993
).  The World Bank method combines losses from premature death with the loss of healthy life resulting from disability to calculate the Disability Adjusted Life Years (DALYs) lost. The total DALYs across all ages, conditions and regions is called the global burden of disease. It measures the present value of the future stream of disability-free life lost because of death, disease or injury.  Several countries are currently measuring trends in DALY's over time to explore its utility for assessing trends in health status and ordering health priorities.

The Global Burden of Disease and Injury Series culminates an evolutionary process that began in late 1980s. Close and effective collaboration between the World Bank and the World Health Organisation initiated, supported and contributed substantively to that process.

The use of benchmarking

The role of benchmarking is that it serves two basic processes.  The first is to enable the comparison of the performance on scales rating them from worst to best.  The second is to enable the performance to be compared, e.g. similar types of organisations or countries of comparable size and culture. There is a need to know the relative importance of the different fields that are assessed in benchmarking performance, e.g. how does participation stack up against cross government co-ordination in its effects on delivering improved health? The inherent differences between organisations, in this case, countries, may make comparison difficult, if not impossible.  These differences include size, culture and complexity ensuring that there is a uniform definition of the fields used in the benchmarking exercise and that a standardised form of measurement is used. Many approaches have failed to satisfactorily address the important question of its primary purpose.  Will it rate countries’ performance on scales or allow “like” countries to compare and contrast their performance?  Even if this is taken to be the implicit intention it certainly does not meet any of the key problems of the benchmarking process:  inter country differences; do the fields have the same effect in different countries? Is there a standard definition of each benchmarking field and will the fields be measured in a consistent way? Anyhow it should be recognised that there are a number of legitimate ways to deliver health promotion and that each country will have to interpret criteria in the light of their own individual circumstances (resources, culture, stage of development, specific health needs). The comparisons (benchmarks) proposed should cover not only the level of process but also the outcome, e.g. a standardised approach to monitoring health needs and the outcome of health policies such as burden of disease. The only other area where a unitary approach is possible is in the field of rights and ethics, which is consistent with the Council of Europe universal approach.
The WHO Approach to Health Promotion 


Criteria for Health Promotion Action 

The following criteria can be used to guide the selection of focus areas: 

· the best available data and evidence on population health issues and effectiveness of interventions 

· the degree of impact on population health status (as measured by mortality, morbidity, quality of life) 

· the availability and effectiveness of interventions 

· the cost to the community of the conditions and its treatment and prevention 

· the potential to reduce health inequalities 

Health promotion action - irrespective of entry point - should adopt certain strategic approaches: 

· Encourage the reinforcement of the individual's potential 

· Provide support in social settings and develop healthy and safe environments 

· Improve living conditions 

· Act for and with groups at risk 

· Co-ordinate public policy and action to promote health and wellbeing 

· Orient the health and social services system toward the most effective and least costly solutions 

An ongoing agenda

A new, modern issue concerning the uncertainty of medicine and the evaluation of medical procedures (evidence-based medicine) has been raised by Domenighetti who referred to the "ethics of ignorance".  Not all know that a substantial part of medical practices is not supported by solid scientific evidence 
".

This sort of evaluation is indeed necessary. Nevertheless, one must not forget that proper evaluation requires collation of personal information on a wide scale, a fact which generates many ethical dilemmas regarding consent, confidentiality etc. A quote from the other side of the Atlantic: "Canada must not seize upon evidence-based medicine as a medical nirvana without sober reflection on the impact this massive assembly of personal information – health and other – may have on privacy and autonomy
.

Thus, although the importance of evaluating procedures – especially those which may be harmful or of no use at all – must be emphasised, legislators must be very careful in order to produce positive results without infringing on the individual's autonomy and personal freedom.

Health promotion priorities need to be chosen through democratic debate, at all levels (part of empowerment measures). It is particularly important as health promotion talks about "taking care of one's life" and therefore every citizen is concerned and has some competencies and ideas about it (which is not the case when we talk about diseases).

The notion of evidence-based health promotion is not yet fully developed, because some approaches to the "evidence-based" notion are based on highly medical and technocratic way of looking at reality: through case/control studies and randomisation. In many HP activities, it is impossible to do so. A specific concept of "evidence-based" should be sought for health promotion and preventive policies.  Evidence about effectiveness and efficiency of different interventions may empower the public, guiding them in a more conscious access to medical care.

Over the last years there has been an increasing consensus in considering that patient preferences should play an essential role in clinical decision making. Indeed patient autonomy tend to be acknowledged as a value "per se". However the basic requirement is the provision of adequate information on the yield of the health care intervention proposed.

It has been shown that giving patients balanced information can change their intention in health service consumption. 

This is true also when the target of the information is not the individual as in a patient-doctor encounter, but the general population at large exposed to generic information, as is usually the case for messages conveyed through public health interventions. 

In fact the willingness to undergo a doubtful screening test for rare cancer by the general population changes dramatically (60% versus 13.5%) according to the level of information provided showing in this case that information can have a protective effect. This result, considering the impressive increase in diagnostic procedures, could have important economical, ethical, clinical, public health and legal implications.

Case example

Process evaluation

Traditionally prevention programmes are testing efficacy or effectiveness of interventions in terms of change in the prevalence of risk factors or change in the occurrence of disease or mortality rates. Relating those outcomes to programme activities require a long period of observation.

Process evaluation places priority on learning how intervention programmes work and how they can be implemented cost-effectively. Process evaluation is concerned with the documentation of intervention, their intensity, range, cost, short and medium term impacts, and most importantly, 

with the tracking of processes whereby impacts are obtained. The primary aim of process evaluation is to provide practical feedback to those responsible for an intervention project so that they may improve its design and performance.

The WHO/EURO CINDI programme has produced a « handbook for process evaluation » 
 which summarises the programme experience in the network of European countries and Canada and can offer guidance on how to prepare process evaluation protocols, including : the framework for evaluation, selection of indicators to track inputs, processes and outputs and organisation of a system to implement the process evaluation.

HEALTH RIGHTS

Sir Harold Himsworth (1973
) defined a right as being 'an expectation in respect to matters affecting the interests of the individuals within a particular society which the consensus of opinion in that society accepts as justifiable.

Wolstenhome and Elliot (1973
) speaking at the CIBA Foundation symposium on Human Rights in Health chose four fundamental human rights in health as the minimum at which mankind should aim.   These are:

1.
Safe water to drink 

2.
Sufficient food 

3.
Protection against communicable disease

4.
Access to the means of controlling fertility

All are interlinked and they lead to a fifth,

5.
the right to have within reach at least some form of health care.

They also realised that there are other factors contributing to good health which might also claim to be considered as rights, education and shelter, for example.

Health Rights and the Health Transition

Wolstenholme and Elliot were speaking in 1973 about global rights to health. With hindsight, protection against communicable disease might have extended to protection against communicable and non-communicable disease.

The justification for this is the 'health transition'.  The health transition as originally described consists of 3 periods:

· The era of pestilence and famine

· The era of receding pandemics 

· The era of non-communicable diseases (originally called 'man-made' or degenerative diseases, and now often called 'chronic diseases' (Omran (1971
).

Across the world and even in the poorest countries non-communicable diseases are replacing traditional communicable disease as the major causes of death and disability.

In the developed world, with the exception of the poorest and most marginalised of groups within particular societies the most common diseases are chronic rather than acute. Instead of infectious diseases causing 30-40% of mortality as they did at the beginning of this century. Morbidity and mortality patterns are dominated by chronic conditions. The most important causes of death are cancers, heart disease and stroke. Frequently reported chronic conditions include mental illness, diabetes, asthma, degenerative arthritis, hypertension, chronic obstructive pulmonary disease and deafness. Variations in the incidence of these between different groups of the population within a country and between the countries of Europe provide evidence that there is considerable scope for improvement through health promotion, treatment and care.

Issues of rights are involved in all aspects of health programmes from analysis to implementation and monitoring. Each stage can involve a conflict of rights, for example, rights to privacy versus access to data for epidemiological purposes. The moral basis for health promotion interventions is not always explicit and ranges from a desire to inform people by health education, to the promotion of the 'common good' through policy advocacy. There is always tension in health polices between autonomy of the individual and the desire to protect and promote the health of the whole population. All health promotion programmes attempt to balance individual and collective rights.

Health and human rights are linked in three general ways. Firstly, health policies can have both a positive and negative impact on human rights, especially when state power is used to limit the 'rights of a few for the good of many', as is often the case in the control of communicable disease. However, there need not be a conflict between human rights and health promotion for example, the control of the HIV/AIDS pandemic requires increased attention to the promotion of the human rights of people most at risk of infection.

The second link is the health impact of violations of human rights. This ranges from medically sanctioned and culturally accepted torture, genital mutilation of girls, or the systematic persecution of refugees or political opponents.

The third, and most fundamental consideration, is that health and human rights are inextricably linked in the struggle to advance human well being within the context of the closed biosphere. To die because of the absence of the fundamentals of health, whether it be medical care or adequate nutrition, is a violation of human rights. The striking and enduring inequalities in health within and especially between countries is both a health and human rights issue. The reduction of inequalities represents a great opportunity for improving the health of all populations, but this goal requires health policy and social policy interventions. There is a need to draw attention to the importance of the linkage between human rights and population health and to develop methods assessing the impact on human rights of health policies and programmes and health reforms.

Health Rights and Health Care

In the literature, it is apparent that when defining health rights and obligations it is much easier to consider the right to health care.

For example, the British Labour Party's Social Justice Commission (1994
) reports:

'The right of equal access to health care should be part of a broader vision of social rights. If citizens are to enjoy a 'right to health' the right to health treatment and care must be seen as fundamental. The right to good health cannot in general be treated as a 'legal right', it is a moral and social right, to be realised through political action'. .'Although it is not possible to guarantee equal outcomes from health care, it is possible to promote equal access to (the best in) health treatment'.

Fairer treatment within the health service itself, however, can be assisted by giving patients clear and enforceable rights. A choice of doctor, information about treatment, access to second opinions and limits on waiting time are all important.  So, also, are the principles of consent and confidentiality. The Patients Charter has better defined these rights, but only to a limited extent, since it is not law. Generally, people should have a right to the fair distribution of all health and social services, with decision makers under an explicit duty to treat people equally and consistently, aided by clear rights of access, appeal and complaint.

Medical professionals traditionally  are trained to take care of diseases and ill-health and this long training costs society a lot. In many countries they are not able or willing to offer leadership, but they should be trained and motivated  to offer more information and guidance for patients.
Vulnerable groups

The notion of human dignity and human rights with regard to future developments in Biomedicine is central to the work of the Council of Europe and as it constitutes the axis around which prevention strategies must revolve, reference should be made to some special issues which are integrated into our lives more and more deeply every day.

a)
Children: children are a part of the population which require special attention. According to article 8 of the Declaration of Children’s Rights «the child should, in all circumstances, be among the first ones to receive protection and care ». Children can be affected by a variety of health problems ranging from issues concerning immunisation or nutrition to mental health problems. As far as the latter are concerned prevention may prove of great value. Dealing of course with children, involves a series of ethical issues: inequalities between different social classes, the role of the family, research in child education, etc. Respecting the dignity and the rights of children, entails, however, that efforts will be made not only for creating the conditions which are necessary for the materialisation of this aspect but also to make these conditions last throughout the children’s (and tomorrow’s adults) lifetime as well.

b)
Mental Health: Recommendations regarding the criteria for preventive policies and health promotion should also take into consideration the importance of mental health. It has already been remarked that mental illness is an important factor leading to disability and handicap and, therefore, it should not be underestimated. Prevention in mental health concerns mainly prevention of family breakdown and of long-term hospitalisation. The latter is a very sensitive area as it touches the freedom of individuals as well as their dignity. Consequently preventive measures in this area are of great value but because of their special nature, they must comply with the notion of human dignity and respect for the individual.

c)
Elderly and disabled persons: the elderly represent another vulnerable group of the population with special needs. According to a draft Recommendation of the CDSP (doc. CDSP (97) 27), « the very existence of shared ethical principles at national, community and institutional levels is a prerequisite for fair treatment and acceptance of the specific rights for elderly people with health problems and/or social difficulties ». Also: « the actual implementation of preventive policies is influenced by the position and the image of the elderly group within society ». Thus, in forming prevention policies for the elderly, attention should be paid to safeguarding the rights of this group and to help them maintain their independence and their autonomy (for as long as this is possible). Thus, as far as the elderly are concerned it is often tertiary prevention which is the most important. Even in economic terms, tertiary prevention is crucial as the number of elderly people increases dramatically in all countries.

Health Promotion and Health Care System Reforms - A Consensus Statement

First Meeting of the European Committee for Health Promotion Development, 

Dublin, 14-16 March 1995

1. Summary

Investment in health promotion can make a significant contribution to achieving the most important aims of health care system reforms. For this to be realised, health promotion needs to be well organised and managed, both nationally and locally. This can now be confidently based on a growing body of successful experience in countries within the European region. 

2. 
Introduction

Main issues in health care system reforms

Most countries in the European region are actively engaged in reforming their health care systems. The Ljubljana Technical Package describes and comments on the wide scope and variation of reforms from country to country, analyses the main patterns, and identifies the key issues as follows: 

-
The choice of method(s) of financing health care (tax-based or social insurance-based, with or without private insurance supplementation), 

-
Cost-containment (through measures acting on the demand for services and/or their supply and/or the remuneration of providers), 

-
Decentralisation, especially devolution of responsibilities to local authorities, and/or privatisation, 

-
The roles of citizens' voice and choice, from consumer demand-driven freedom of choice of provider or insurer, through greater responsiveness to consumer needs and demands in tax-based systems, and citizen participation in decision-making and reform planning, to the establishment of patients' rights, and of increased consumer responsibility for health, 

-
Improving health status - an increasingly intended objective of reforms in many countries, and which is leading to increasing reference to the role of health promotion. 

-
Health promotion and health care system reforms.

The aspiration to achieve and maintain good health shared by the people of the European region, is expressed in the long-standing commitment of governments to achieve Health For All, and is increasingly articulated in national strategies for health. 

Such strategies recognise that good health is a major resource for personal, social and economic development, and an important dimension of quality of life, and that its achievement requires the development and integration of three contributory elements, namely: 

-
pre-requisites, such as a stable eco-system and sustainable resources, safe and sound shelter, wholesome food, good education, sufficient income, social justice and equity; 

-
actions in all sectors of society to promote better health; 


the design and implementation of health care reforms in ways which maximise the achievement of better health and minimise outcomes detrimental to health; this requires careful attention to all of the five key reform issues: 

method(s) of finance 

cost-containment 

decentralisation 

citizen's voice or choice, 

and health status, maintaining health improvement as the fundamental aim. 

3.
What health promotion offers

Actions which produce health

Whereas other aspects of reform are concerned with the management of consumption of health care, the distinctive and major contribution of health promotion to the reform process is to the production of health and prevention of illness. 

Apart from its humanitarian desirability, this can enable health care resources to be allocated to much greater effect than in many current instances. 

The members of the European Committee for Health Promotion Development recognise five activities which make the greatest contribution to promoting better health: 

-
relating public policy in all sectors of society towards possible improvement of health, for example, discouraging the misuse of alcohol through price and availability policies; 

-
creating living and working conditions which promote better health - for example, assessing and, where necessary, controlling the application of new technologies; 

-
strengthening the ability of communities to achieve better health - for example, helping them to set their own priorities and plan and implement effective strategies; 

-
enhancing people's skills to improve their own health - for example, through information and education for health in homes, schools, workplaces and community settings; 

-
orienting health care systems and individual services towards promoting better health - for example, through providing incentives to general medical  practitioners to prevent illness. 

Effective investment in these activities - and in the pre-requisites for health can now be identified from the wealth of evaluated experience which has been developed in many countries over the past two decades, and which is being constantly supplemented by research findings and management reports. 

4.
Organisation and infrastructure

Experience in the European region increasingly suggests that this important aspect of health care system reforms necessitates paying attention to national and local management arrangements and health promotion, and that these are likely to be at risk if they are not explicitly considered as part of the reform process. Success is most likely to be founded on: 

-
creating and sustaining a centre or centres for health promotion, as part of  the general arrangements for public health, to act as a focus for analysis and action, to run country-wide and regional programmes, and to lend support to the development of local expertise and the implementation of local  programmes; 

-
establishing and sustaining local expertise in health promotion, and appropriate organisational arrangements, to act as a local focus for intersectoral motivation, support and action; 

-
defining the skills and expertise needed, and setting up appropriate training programmes; 

-
enhancing capacity in relevant research disciplines and information systems. 
Health Rights and Health Promotion

It is proposed in this paper that we view the provision of health care as only one element of a government's strategy to improve the health of its population, together with the other three elements of health promotion, prevention, protection and health education. If this is the case then the rights proposed by the Social Justice Commission would apply to the other element of health service - health promotion. What would this look like? Here follows my interpretation of the Commissions rights:

People have a fundamental right of equal access to health education, protection and prevention measures to maintain and improve their health. This right can be assisted by giving them the right to:

· opt in or out of public health programmes 

· accurate and full information about health promotion programmes and the knowledge on which they are based 

· a full programme of health promotion consistent with the current state of knowledge about the risk and benefit to health of prevention, protection and health education measures 

· the ability to register complaints and appeal against health promotion actions.

At this point, it might also be valuable to look again at Seedhouse's (198720) theory of health promotion.  His set of conditions or the foundations, which make up health that are of the highest importance for all people, could easily be translated into health promotion rights. Figure 4 lists these foundations with some more specific content.

Figure 4 - The foundations with more specific content

	A home to call his/her own for everyone in a particular society
	Open access to the widest possible information
	Education to good levels of literacy and numeracy
	The constant awareness of one’s belonging to a community – the awareness of the interests of others and of one’s dependence upon others’ thoughts, on their physical and cultural support, and on their productivity
	
	ADDITIONAL OR CRISIS SUPPORT

Access to life sav-ing and sustaining medical services

	
	Assistance with the interpretation of information (eg legal, medical, technical, bureaucratic)


	
	
	
	

	
	
	Education to enable a good level of unsupported interpretation of information
	
	
	

	Protection from death, assault, and undue coercion
	
	
	
	
	

	
	
	
	
	
	Access to medical services that enable the restoration of normal function for the individual (ideally to restore the person to the full platform, left)

	
	Encouragement to find, to explore, retain and act on information
	
	
	
	

	Adequate daily nutrition
	
	
	
	
	

	
	
	Open, continu-ing education without bar of age
	
	
	

	
	
	
	A constant aware-ness of one’s duty to develop oneself and to support others – and so to develop the community
	
	

	Assistance, when-ever required, with defining and (in some circum-stances) pursuing purposes/life plans
	
	
	
	
	

	
	Encouragement of open discussion of information (public seminars, sponsored ‘open info’ sessions, public service talk-back, radio and television)
	
	
	
	

	
	
	
	
	
	Access to special context dependent support in medical crises

	
	
	Encouragement of self-education throughout life
	
	
	

	
	
	
	
	
	

	
	
	
	The constant understanding that citizenship involves not only individual fulfilment but a commitment to the larger civic (global) body
	
	

	
	
	
	
	
	The continuing fulfilment of special needs – the absence of which would constitute crisis

	
	
	
	
	
	

	Meaningful, fulfilling employment
	
	
	
	
	


Here in column 1 and 3 we have some of the basic health related, but not necessarily health directed conditions of adequate housing, protection from violence and coercion, purpose in life, employment, education and the rights and obligations of citizenship.

Specifically health directed conditions or possibly rights are –

· Open access to the widest possible information 

· Assistance with the interpretation of medical/technical information 

· Encouragement to find, explore, retain and act on information 

· Encouragement of open debate and discussion of health information 

· Education to enable a good level of unsupported interpretation of health information 

· Access to continuing health education without bias of age 

· Encouragement of self health education throughout life

· A constant awareness and understanding that citizenship involves more than fulfilment of individual health but a commitment to the health of the population at large

Seedhouse also integrates health and health care issues in column 5 of his foundation approach.

Special issue – predictive medicine

Although the issue of genetics may be considered as special, belonging not only to the health sphere, it could not be excluded from consideration as evolutions in genetics and the mapping of the Human Genome have marked the opening of a new era in therapeutic as well as preventive medicine. We must not forget that four articles of the Convention on Human Rights and Biomedicine refer to the issue of Human Genome. The area of genetics in general is very « dangerous » as far as the possibility of various forms of abuse are concerned. Therefore, when forming new strategies and developing old ones, a reference to those criteria which can ensure the protection of human rights and human dignity in this field is deemed necessary, for as it was written many years ago «[Genetics] is commonly defined as the scientific study of heredity, but in the light of modern concepts it may be more instructive to define it as the study of the origin, development and contribution of individual differences » 
, (emphasis added).

It is obvious that the unexplored territories of genetics will play an important role in prevention. Moreover, there is going to be a shift from the traditional preventive medicine to predictive medicine. We must realise that in areas like genetics, the notion of human dignity and human rights acquire a different connotation for they can be infringed in subtle and delicate scientific ways of which the public is still ignorant. Speaking about teleology in medicine, Professor L. Honnefelder has pointed out that: « the dignity and the attached rights of the human person are preserved if a medical intervention in the form of predictive genetic testing is exclusively carried out within the framework of a medical teleology… it is the reference to medical teleology which distinguishes the preventive therapeutic intervention from an intervention aimed at the strengthening of random properties as morally and legally legitimate ».

Health Rights and consumer empowerment

If consumer empowerment, in the light of traditional health promotion objectives aimed at promoting better self-management of health, is not, almost intellectually and scientifically of concern, the promotion of a more conscious access to care and to medical services by citizens could collapse with the traditional overly optimistic belief about the effectiveness of every medical service consumed and of all round effectiveness of medicine in general. Nevertheless, according to the editor of the British Medical Journal, today's health consumer environment is conducive to a "folie à deux" relationship, where "the patient always likes the idea that the doctor will cure him and keep death at bay and the doctor wants to believe that he knows more than he actually does". This commonly held, overly optimistic belief about medical practice has supported the view that medicine is somehow similar to a car repair.

Surveys have shown that about 70-80% of citizens thought that medicine could be considered as an "exact science"  (the reality is that only about 20% of medical practices are supported by solid scientific "evidence") and that about only 10% declared they had an "active role" in the relationship with their doctors.

We believe that in the near future, especially dealing with a potentially unlimited demand of medical services, predictive medicine, priority setting, and implicit or explicit rationing in health care, it will be essential to have a global strategy to involve consumers in more informed decisions and choices. Consumer empowerment is a necessary buttress against the uncertainty in medical science. It should not be seen as an erosion of the physician's authority by the public, but rather as the foundation of a new partnership to which physicians should be enthusiastic contributors.

Consumer empowerment can be encouraged through community programs aimed at promoting [i] a greater awareness about the yield of health care interventions 

[ii] a demand for more evidence-based practices and 

[iii] better dealing with medical uncertainty and conflict of interest.

Practically this can brought about 

i.
through the adoption of a community-oriented strategy based upon delivery of information to the public in order to generate a "healthy scepticism" about all round effectiveness of medicine among consumers

ii.
through disclosure of data on the real effectiveness of health care interventions and on the variations existing in their utilization, 

iii. 
by providing empowering tools such as the promotion of "second opinions" for non-urgent surgical procedures, 

iv.
developing a minimum set of evidence-based information about the most performed medical practices and

v.
developing a set of questions to ask physicians to help the consumer-patient to request a more evidence-based medical prescription.

Health Rights and Politics

As referred to earlier, the implementation of health rights are more a matter of politics than they are of law.

Howard Leichten (1991
) takes the view that health promotion and disease prevention constitute a special species in the health policy genus, for a number of reasons:

1 
Many proposed health promotion practices involve our most basic, intimate and routine personal behaviour patterns, including the quantity and nature of the products we consume (food, alcohol, drugs and tobacco), and with whom we engage in sex.

2.
Their explicit assumption about the aetiology of disease. Many of today's 'lifestyle diseases' are conceptualised as self-inflicted, the result of foolish behaviour rather than of random and uncontrollable biological forces.

3.
The tendency to view health problems as not only self-inflicted but as the result of a 'weak character' or worse still a sign of immorality. As a result, health policy takes on the quality of a moral or social crusade.

4.
They generate extraordinary passions and politics because they intrinsically conflict with individual freedoms.  Health promotion policy often requires a choice between good health and personal freedom.

5. Individual lifestyle choices are portrayed as having consequences that extend beyond the individual concerned. Those consequences may place others at physical risk, or cause them material deprivation, or limit their freedom.

Leichter goes on to list a number of political standards for evaluating health promotion policies. These are:

a. the nature of the evidence. Among the most basic questions that must be addressed before the public and policy makers can and should endorse regulation of personal behaviour, is the degree of certainty linking a particular life-style practice to a health harm.  Is the practice a necessary and sufficient cause of the harm, or is it simply associated with it?

b.
 the aetiology of harm. Is a particular harm the result of informed, voluntary choice, or factors beyond the individual's control?

c.
externalities. These are the costs or benefits borne by individuals not directly engaged in the activity. Almost every act in a complex society involves externalities. We would not expect government involvement in every single case. Consequently it is important to determine which require government action. To do this, some element of health impact assessment of health behaviour and policy is needed.

d
viable alternatives. Health promotion requires people to forsake or limit a particular activity or raise the cost or difficulty of engaging in that activity.  Because of the freedom limiting implications, short of regulation, how can a desired, health enhancing outcome such as increased use of seatbelts, prudent use of alcohol, reduced use of cigarettes be achieved? Should a hierarchy of possible responses ranging from public exhortation and education to disincentives like increased taxes be considered before resorting to regulating behaviour. Alternatively, a desired outcome might be achieved through private rather than public action, for example, allowing the market forces of the costs of smoking to employers to operate. 

A real life example

Most of the items and issues discussed reflect the philosophy of the WHO Global Strategy of Health for All by the Year 2000, in particular the healthy  cities project of the late 198Os. One big difference on the European public health scene between the time those projects were initiated and now is the flood of migrants – refugees, displaced persons, asylum seekers which constitute a form of internal demographic bleeding. These people of semi-legal status penetrate the borders of the European Union countries in 5- and 6-digit numbers. The greatest burden of refugees (350.000 from Bosnia and 150.000 Albanians from Kosovo) has fallen on Germany, although the present Kosovo crisis with its new waves of refugees also seriously affects Albania, Italy (the European version of the Vietnamese « boat people ») and Montenegro. Croatia is uniquely qualified to offer advice and share its experience in the health management of large numbers of refugees, particularly those coming from a different cultural, religious, behavioural, and therefore, different health background (eg. Bosnian Muslims). At one point during the war in Croatia (1991 – 1993) Croatia provided shelter for nearly 700,000 refugees and displaced persons, both Croatian and Muslim.

At that time, the Croatian national health service, and particularly the public health network, together with local authorities, were mobilised to accept all the people seeking safety by fleeing the combat areas and frequently carrying all that was left of their homes and possessions in plastic bags. The strategy implemented by the Croatian public health service, in brief, was the following :

· each refugee or displaced person was registered and given a health registration form, thereby legalizing his status in his new environment,

· each person was submitted to a medical check-up. Persons with fever were isolated,

· shelter was given to all refugees and displaced persons. This was usually a two phase processus, the first phase consisting of improvised accommodation in objects such as sport halls, schools or tents, and the second phase providing more permanent accommodation such as hotels along the Adriatic coast,

· food preparation and drinking water was strictly controlled and on-the-spot sanitary measures in the process of food preparation were enforced by sanitary inspectors and other local health officials,

· all children regardless of previous immunization history were immunized,

· when accommodation was provided on a more permanent bases, such as hotels in seaside towns, all children were enrolled in local schools and provided with books and other schools necessities free of charge.

The result of the above policies has been that on the territory under Croatian jurisdiction there was not a single outbreak of infectious diseases, nor cases of food and water intoxication.

The Jakarta Declaration on Leading Health Promotion into the 21st Century under the heading « determinants of health » lists in the first place peace, followed by shelter, education, social security, social relations, food, etc. This is precisely what was violated on a gross scale in the Balkan wars of the 1990s. It is ironic that the UN High Commission for Refugees has declared the year 1998 as « the year of the return » just as another « project » of ethnic cleansing – this time the Kosovo Albanians – threatens to add numerous new refugees to the number of those already dispersed throughout European countries and overseas.
In order to succeed, governments should be fully informed, convinced and committed. "Full commitment" of governments and policy makers requests them to accept the definition of health as in the Ottawa Charter) and to acknowledge the key role of social justice in influencing the socio-economical determinants of health.

Health promotion could be seen also as a mean to improve the quality of life, which is also part of human rights. People often attach less weight on life expectancy and more on quality of life and decreasing morbidity. Living is more than surviving! 

To put only more years in life is a traditional and typical medical approach, while health promotion approach does not loose focus on quality

This analysis of the politics of health promotion and the earlier considerations of the right to be fully informed, to opt in or out of health promotion programmes, etc, leads to the issue of the ethics of health promotion.

Health Rights and Ethics

The management of health promotion and the development and delivery of health promotion policy which is defined as a right will require a stronger and more explicit ethical basis than is currently the case.

The four basic principles of biomedical ethics can be applied to the practice of health promotion. Respect for:

· autonomy 

· human rights, dignity and freedom

· non-maleficence, the principle of not harming

· beneficence, the principle of doing good.

In applying these principles there are two crucial distinctions to be made in health promotion practice, these are:

1.
health promotion done specifically to assist a defined individual or group, and health promotion done more generally to improve the health of populations

2.
health promotion done on request, and health promotion done without a recipient or recipients asking for it.

These two distinctions give rise to four alternative categories of intervention, as follows:

A
health promotion done to improve the general public health in accordance with the clear wishes of all or most of the general public 

B
health promotion done on request of a specifically defined individual or group

C
health promotion done to improve the health of a specifically defined individual or group without their request or permission.

D
health promotion done to improve the general public health without the expressed consent of the general public and/or done at the request of a minority interest group.

Alternatives A and B in practice pose few ethical difficulties.

Alternatives C and D pose large ethical problems. The test for these will be very similar to the standard for political judgement listed above, the nature of evidence, the aetiology of the harm, the externalities and the alternatives available.

The Society of Public Health Educators in the USA (SOPHE) has published a value code for the health educator.

'Health educators value privacy, dignity and the worth of the individual, and use skill consistent with these values.  Health educators observe the principle of informed consent with respect to individuals and groups served Health Educators support change by choice, not by coercion'.

This statement probably only applies to alternatives A and B. Prevention and health protection policies, large scale interventions to improve a population’s health are, in complex societies almost inevitably paternalistic It is impractical to consult everyone about such matters as anti-pollution measures, acceptable levels of food additives, national childhood immunisation programmes. Nor is it possible to suit everyone when there is disagreement. In these cases what really matters is having, demonstrating, explaining and abiding by a defensible, explicit model of intervention for health.

An ethical code for health promotion will have to recognise the ethical differences between health education, health protection and prevention. In dealing with health protection and population prevention policy a utilitarian approach such as the greatest good for the greatest number will be an underlying ethical principle.
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