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The views expressed i articles which appear in
this journal are those of the authors, and
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Journal.

Article submission

Please refer to the Author Guidelines on the
IUHPE website: www.iuhpe.org. Submissions or
queries on submissions should be addressed by
email to the Managing Editor at:
mperry@iuhpe.org

Subscription

All members of the IUHPE automatically receive
Promotion & Education. Itis also available by sub-
scription. For readers in Europe, North America,
Northern Part of Western Pacific, South West
Pacific: Ind. 71 €, Inst. 104 €.

For readers in Africa, Eastern Mediterranean,
South-East Asia, Latin America: Ind. 37 €, Inst.
42 €.Individual copies of current and backissues
may be ordered for 16 €.

To subscribe to Promotion & Education,
write to:

IUHPE

INTERNATIONAL UNION
FOR HEALTH PROMOTION
AND EDUCATION

Promotion & Education, la Revue internationale
de Promotion de la Santé et d'Education pour la
Santé, est une publication officielle de 'Union
internationale de Promotion de la Santé et d'Edu-
cation pour la Santé (UIPES). Il s'agit d'une revue
multilingue, contenant des articles de référence
sur tous les aspects théoriques et pratiques
dela promotion de la santé et de 'éducation pour
la santé. Elle s'adresse a un public de profes-
sionnels de toutes les régions du monde. Le
contenu dela revue refléte trois des priorités stra-
tégiques de I'UIPES, a savoir, développement
des connaissances et compétences, plaidoyer
pour la santé, et communication et travail en
réseau.

Promotion & Education publie quatre numéros
réguliers par an, parmi lesquels certains sont
consacres ades theémes particuliers, ainsi qu'une
sélection de numéros spéciaux de portée et de
taille variables. Les articles sont généralement
publiés dans leur langue originale et leurs résu-
més, dans les deux autres langues. lls peuvent
aussi, en fonction de leur pertinence, étre publiés
dans I'une ou bien dans les deux autres langues.
Unindex des articles est publié tous les deux ans.
Les opinions exprimées dans les articles de cette
Revue sont celles des auteurs et ne sont pas
nécessairement celles de [UIPES.

Toute reproduction ou traduction des textes parus
dans Promotion & Education est autorisée sous
réserve de la mention de la source et de 'envoi
d'une copie & 'adresse de la Revue.

Soumettre un article

Pour cela, référez-vous aux Directives pour les
Auteurs sur le site web de [UIPES : www.iuhpe.org
Les soumissions ou les questions & propos des
soumissions doivent étre adressées par e-mail &
la Coordinatrice éditoriale : mperry@iuhpe.org

Abonnement

Tous les membres de 'UIPES recoivent automa-
tiquementlarevue Promotion & Education, et elle
estaussi disponible par abonnement. En Europe,
Amérique du Nord, Pacifique Occidental Nord,
et Pacifique Occidental Sud: Ind. 71 €, Inst.
104 €. En Afrique, Méditerranée Orientale, Asie
du Sud-Est, et Amérique Latine : Ind. 37 €, Inst.
42 €. Il est possible de commander des numé-
ros individuels de la revue : 16 € par numéro.

Pour s'abonner & Promotion & Education,
veuillez contacter :

UIPES

UNION INTERNATIONALE
DE PROMOTION DE LA SANTE
ET D’EDUCATION POUR LA SANTE

Promotion & Education, la Revista Internacional
de Promocion de la Salud y Educacion para la
Salud es la publicacion oficial de la Union inter-
nacional de Promocion de la Salud y Educacion
parala Salud (UIPES). Es una revista que incor-
pora articulos revisados por una junta editora
e incluye informacion practica dirigida a una
audiencia de profesionales interesados en los
campos de la promocion de la salud y educacion
para la salud a nivel mundial. El contenido de la
revista refleja las tres prioridades estratégicas de
la UIPES, a saber, desarrollo de conocimientos
y capacidades, argumentacion en favor de la
salud y fortalecimiento de los intercambios y del
trabajo de redes.

Promotion & Education publica cuatro numeros
al afio, alguno de ellos dedicados a temas espe-
cificos, y varios nimeros extraordinarios cuyo
alcance y tamafio varian. Por regla general, se
publican los articulos en el idioma original y un
resumen de los mismos traducido los otros dos.
Dependiendo de la relevancia del articulo, tam-
bién es posible publicarlo en uno o dos idiomas
mas, aparte del original. Cada dos afios se
publica un indice de los articulos publicados.
Las visiones y opiniones expresadas en la revista
por los autores de los articulos no reflejan nece-
sariamente la vision institucional de la UIPES.
Todo material publicado en la Revista Promotion
& Education que sea reproducido o traducido
deberé ofrecer crédito a la revista y debera
enviarse copia a la direccion de la revista.

Solicitud de publicacién

de articulos

Le rogamoslealas Instrucciones para los autores
en laweb de la UIPES: www.iuhpe.org. Las solic-
itudes o preguntas acerca de la publicacion de
articulos en la revista deberan dirigirse por correo
electronico a la Coordinadora editorial a:
mperry@iuhpe.org

Suscripcion

Todos los integrantes activos de la UIPES reci-
ben una copia de la revista como beneficio de su
membrecia a la organizacion. La revista también
esta disponible mediante suscripcion. Para los
lectores de Europa, Norteamérica, Pacifico occi-
dental norte y Pacffico occidental sur, el precio de
larevistaes: Ind. 71 €, Inst. 104 €. Paralos lecto-
res de Africa, paises del Mediterraneo oriental, del
Sureste de Asia y de América Latina, el precio de
la revista es : Ind. 37 €, Inst. 42 €. Es posible sol-
citar copias individuales de los nimeros actuales y
anteriores a precio de 16 €.

Para suscribirse a Promotion & Edlucation,
contactar ;

UIPES

UNION INTERNACIONAL
DE PROMOCION DE LA SALUD
Y EDUCACION PARA LA SALUD

42, boulevard de la Libération— 93203 Saint-Denis Cedex — France.
Tel: +33 1 48 13 71 20 — Fax: +33 1 48 09 17 67 — E-mail: jcadinu@iuhpe.org

www.iuhpe.org

Founding Editor - Fondatrice - Fundadora:
Annette Kaplun « Director - Directeur:

Pierre Arwidson ¢ Editorial Advisory Board
-Conseil de Rédaction - Consejo Editorial:
Hiram Arroyo (Puerto Rico), Dora Cardaci
(Mexico), Juan-Manuel Castro (Mexico), Shane
Hearn (Australia), Lloyd Kolbe (USA),
Balachandra Kurup (India), Diane Levin (Israel),
Gordon MacDonald (United Kingdom), David
McQueen (USA), Maurice Mittelmark (Norway),
David Nyamwaya (Kenya), Michel O'Neill
(Canada), Mihi Ratima (New Zealand), Irving
Rootman (Canada), Becky Smith (USA), Alyson
Taub (USA), Thomas Karunan Thamby (India),
Keith Tones (United Kingdom), Pat Youri (Kenya)
* Executive Editorial Board - Comité de
Rédaction - Comité Editorial :

Editor in Chief - Rédactrice en Chef - Jefa
de redaccion : Jackie Green » Managing
Editor - Coordinatrice éditorial -
Coordinadora editorial : Martha W. Perry
Translators - Traducteurs - Traductores:
Marie-Claude Lamarre, Ma. Asuncion Oses,
Martha W. Perry, Marie-Cécile Wouters * Graphic
Design - Conception Graphique - Disefio
grafico: Frédéric Vion (01 40 12 27 41) « Printer
- Imprimeur - Impresor: Imprimerie Landais -
93160 Noisy-le-Grand (01 48 15 55 01)

Guest Editorial Avisory Board - Comité de
rédaction de I'édition - Comité de redaccion
de la edicion: Brick Lancaster, Iving Rootman,
Michel O'Neill ¢ Editorial support - Soutien
éditorial - Apoyo editorial: Simon Carroll,
Linnea Evans, Mary Hall.




Promotion
&Education

Supplement - Hors-série — Edicidon especial 2 2007

Contents - Sommaire - indice

The Ottawa Charter for Health Promotion: a critical reflection

Background to the 19" IUHPE World Conference on Health Promotion and Health Education, “Health Promotion
Comes of Age: Research, Policy & Practice for the 21 Century”

Editorial

At issue: two decades of the Ottawa Charter
M. Hills and D. V. MCQUEEN . .. ... ... . et et e e e e e e e e e 5

Reflecting back on Ottawa- commentaries from conference participants
Ottawa 1986: The fulcrum of global health development

JoCAtfOrd ... ... . 6
Creating environments for health - 20 years on

T HANCOCR ... oo e e e e e 7
The move towards a new public health

LOKICRDUSCR . . . . 9
Ottawa Charter: reflections from down under

L RAEDUINI . . . . o 10
Ottawa 1986 revisited

Ho oSN e 11

Reflecting on the Charter’s action areas- perspectives from the field
Social inequalities in health from Ottawa to Vancouver: action for fair equality of opportunity

V. Ridde, A. Guichard and D. HOUGLO . . . ... ... .. e e 12
Revitalising the evidence base for public health: an assets model

A Morgan and E. Ziglio . . ... .. ... 17
Enabling health systems transformation: what progress has been made in re-orienting health services?

M. Wise and D. NUIDEQITT ... .. ... ... e e 23
Did the Ottawa Charter play a role in the push to assess the effectiveness of health promotion?

L. Evans, M. Hall, C. M. Jones and A. NEIMAN . ... ... ... . e 28
The “Montreal message”: the Ottawa Charter for Health Promotion is still useful for today’s public health practice

M.ONell € Al . ... oo e e 31

Reflecting on the future of health promotion- the IUHPFE’s vision

Enhancing the effectiveness of the International Union for Health Promotion and Education to move health promotion forward
M. B. Mittelmark, M. W. Perry, M. Wise, M.-C. Lamarre and C. M. JONES ... ... ... ...t e e e e e e 33

La Charte d’Ottawa pour la Promotion de la Santé: Une réflection critique

Contexte de la 19° Conférence mondiale de 'UIPES sur la Promotion de la Santé et I'Education pour la Santé
“La Promotion de la Santé fait son chemin: Recherche, Politique et Pratiques pour le 21° Siecle”

Editorial
Histoire de deux décennies de la Charte d’Ottawa
M. Hills et D. V. MCQUEEI . . .. ...\ e e e e e e e e e e e e e e e e e e e e e 36

Réflexions a posteriori sur Ottawa - commentaires de participants a la Conférence

Ottawa 1986 : pivot du développement de la santé mondiale
JoCalford ... ... 37

Créer des milieux favorables a la santé — 20 ans aprés
TOHGNCOCR . ..o oo e 39

Vers une nouvelle santé publique
LKICRDUSCR . . . o oo 40

Charte d’Ottawa: réflexions des antipodes
JoRAEDUITI .« .. 141

Ottawa 1986 revisité
HoSAaN e 42



Promotion
&Education

Supplement - Hors-série — Edicion especial 2 2007

Contents - Sommaire - indice

Réflexions sur les domaines d’action de la Charte - perspectives du terrain
Les inégalités sociales de santé d’Ottawa & Vancouver : agir pour une « égalité équitable des chances »

V. Ridde, A. Guichard et D. HOUGIO .. ... .. ... .. . . . . e 44
Le « message de Montréal » : la Charte d’Ottawa pour la promotion de la santé est encore utile pour la pratique de la santé publique
d’aujourd’hui

MONelll €t QL . . ... oo e 48
RESUIMIES . . 50

Réflexions sur avenir de la promotion de la santé- la vision de PUIPES
RESUIMS . . 51

La Carta de Ottawa de Promocion de la Salud: una reflexion critica

Contexto para la 19* Conferencia Mundial de la UIPES de Promocion de la Salud y Educacién para la Salud, “La
Promocién de la Salud Madura: Ciencia, Politica y Practica para el Siglo XXI"

Editorial

En tela de juicio: veinte afios de la Carta de Ottawa
M Hills y D. V. MCQUEEN .. ..ot et et e e e e e e 52

Reflexion atras sobre Ottawa- comentarios de los participantes de la conferencia
Ottawa 1986: Piedra angular del desarrollo de la salud mundial

JoCatfOrd . .. o 53
Crear entornos para la salud- 20 afios después

T OHGNCOCR . ..o 55
Avanzar hacia una nueva salud publica

LKICRDUSCR . . . . 56
La Carta de Ottawa: reflexiones desde las antipodas

JoRAEDUIT . .. oo 58
Retorno a Ottawa 1986

Ho oSN o 59

Reflexion sobre las areas de accion de la Carta- perspectivas del terreno

El “mensaje de Montreal”: la Carta de Ottawa para la promocién de la salud es todavia ttil para la practica de la salud publica hoy
en dia
M.ONelll € AL . . ..o e 61

REeSUMENIES . ... 63

Reflexion sobre el futuro de la promocién de la salud- la vision de la UIPES
RESUMI N . . 64

Conference programme ataglance ...l 65

The production of this Supplement issue has been made possible through a financial contribution
from the Canadian Consortium for Health Promotion Research, host of the 19" IUHPE World
Conference on Health Promotion and Health Education, June 10-15, 2007, in Vancouver, Canada.
The views expressed herein do not necessarily represent the views of the Canadian Consortium
for Health Promotion Research.

“g CCHPR La production de ce numéro Hors Série a bénéficié du concours financier du Consortium Canadien

CCRPS de Recherche en Promotion de la Santé, hote de la 19° Conférence mondiale de 'UIPES sur la Pro-
motion de la Santé et I'Education pour la Santé, qui aura lieu du 10 au 15 juin 2007, a Vancouver,
Canadian Consortium for Health Promotion Research au Canada. Les points de vue qui y sont exprimés ne représentent pas forcément ceux du

Le Consortium Canadien de Recherche en Promotion dela Samg ~ Consortium Canadien de Recherche en Promotion de la Sante.

La produccion de esta edicion especial ha sido posible gracias a la amable contribucion del
Consorcio Canadiense de Investigacion en Promocion de la Salud, organizacién anfitriona de la
19 Conferencia Mundial de la UIPES de Promocion de la Salud y Educacion para la Salud, del
10 al 15 de junio de 2007, en Vancouver, Canada. Las opiniones expresadas no representan nece-
sariamente aquellas del Consorcio Canadiense de Investigacion en Promocion de la Salud.




At issue: two decades of the Ottawa Charter

Marcia Hills'? and David V. McQueen'®

The views and opinions in this article are those
of the authors and do not necessarily reflect
the views of the Centers for Disease Control
and Prevention and the Department of Health
and Human Services of the United States.

Itis a pleasure to serve as Guest Editors
for this Supplement issue of Promotion &
Education, intended to be published and
available at the 19* [IUHPE World Confer-
ence on Health Promotion and Education
in Vancouver, Canada, June 2007. The aim
of the issue is to approach the overall con-
ference theme of “Health Promotion Comes
of Age: Research, Policy & Practice for the
21* Century” in a unique way. The idea of
doing a special issue of the journal prior to
the conference is to provide a sort of intro-
ductory set of documents which lay the
foundation for the conference participants
and introduce innovative ways of thinking
about the journey which health promotion
has made as a field of research, policy and
practice since Ottawa. Essentially, the issue
aims to track and record how the Ottawa
Charter has influenced the development of
health promotion, and what kind of a path
the Ottawa Charter has taken since its
inception.

We had several ideas for how to frame
this special issue. First, we wanted to con-
sider and reexamine what was in the con-
ference bag for those who attended the
Ottawa meeting in 1986. Obviously every
one of the selected invitees of the Ottawa
meeting would bring their own ideas about
the present state and the future possibilities
for health promotion; however, those ideas
and the subsequent discussions in Ottawa
would also be shaped by the reading mate-
rials that greeted them. It was anticipated
that Ottawa would be a learning experience
as well as a participatory one. In this Sup-
plement issue we asked several of the orig-
inal attendees in Ottawa to comment on
their thoughts and expectations at the time,
and to reflect back on those ideas in light
of today. One of us (DVM) was also among
those original attendees, and so we had a
nice balance to understand the varying per-
spectives. What is most remarkable in these

recollections is the sense of urgency about
health promotion that was present in
Ottawa and also how recent the event itself
seems to be some two decades later.

We also commissioned papers to deal
with the perceived effect of the Charter on
the areas of work emphasized originally,
namely: building healthy public policy; cre-
ating supportive environments; strength-
ening community actions; developing per-
sonal skills; and, reorienting health
services. It soon became apparent that the
task of finding authors to deal directly with
these topics would be unsuccessful. The
Ottawa Charter, with all its strengths and
weaknesses, is not so prescriptive that the
subsequent development of health promo-
tion would take on each of these areas in
any systematic way. More specifically, it
seemed to be a call to embrace a broad
vision of health promotion with the goal to
place health promotion clearly in the cen-
ter of work that related to these five topic
areas. The papers that follow very much
support the ideas of the Charter and its
vision, yet are testimonies, in many ways, to
the failure of a single document to trans-
form public health across the globe. Nev-
ertheless, the inspiration of the Ottawa
Charter is a common theme in all the
papers. Perhaps this seeming conundrum
is not surprising, for Charters, goal state-
ments, mission statements, constitutions,
and other such documents are inspirational
rather than specific. They often represent
the loftiest and often unobtainable goals of
the creators. This does not mean that such
documents are failures, but that their
expectations far exceed the abilities of mere
mortals.

A comparison of documents is invidious
and some of the authors discuss the Ottawa
Charter in the light of more recent docu-
ments, notably the “Bangkok Charter.” No
doubt this is a discussion that will continue
for some time and be a hot topic in the con-
ference in Vancouver. Nonetheless, it seems
apparent to us that this is a comparison
without a firm conclusion. All documents
are products of their times, Bangkok and
Ottawa are no exceptions. Topics that have
become key concerns of health promotion

such as effectiveness and impact are
scarcely visible in the Ottawa document;
they simply were not on the agenda in those
frigid Ottawa days and nights. What remains
clear, however, is that the Ottawa Charter
remains more than just a shibboleth in the
global health promotion community.

1. Guest Editors

2. IUHPE Vice-President for the 19" [IUHPE World Conference; Professor, School of Nursing; Director, Centre for Community Health Promotion Research; President,
Canadian Consortium for Health Promotion Research, University of Victoria, British Colombia, Canada. Correspondence to: mhills@uvic.ca

3. IUHPE Vice-President for Scientific and Technical Development; Chair, Scientific Committee of the 19" IUHPE World Conference; Associate Director for Global
Health Promotion, DHHS/CDC/NCCDPHP/OD, Centers for Disease Control and Prevention, Atlanta, GA, United States. Correspondence to: dvmO@cdc.gov
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Ottawa 1986: The fulcrum of global health development

John Catford'

When Ottawa’s starting pistol was fired
in the snow blizzards of November 1986,
who would have thought that the health
promotion race would have run so long and
so hard? Across the world there are gov-
ernment health promotion strategies and
reviews, statutory authorities and founda-
tions, consumer interest groups, profes-
sional associations and journals. University
departments and professors proudly bear
the name, Masters and Bachelor degrees
are in abundance and a new textbook
seems to appear every few months. Mil-
lions of dollars are increasingly being
invested in health promotion programmes
by governments and international organi-
sations, like the World Bank, as well as
through voluntary contributions from peo-
ple themselves. It is quite remarkable that
this has all happened in just two decades.

The origins of health promotion are
complex and no single driver is responsi-
ble. However, most commentators would
agree that the shift in thinking began to
occur around an important Global meeting
of WHO at Alma-Ata, Kazak in the former
Soviet Union in 1978. The Declaration of
Alma-Ata formally adopted Primary Health
Care as the principle mechanism for health
care delivery. It crucially recognised that
health improvements would not occur just
by developing more health services or by
imposing public health solutions from the
centre. It heralded a shift in power from the
providers of health services to the con-
sumers of those health services and the
wider community. This led WHO in 1981 to
prepare a global strategy ‘Health for All by
the Year 2000’ with a series of measurable
targets and goals. This initiative became the
driving force for comprehensive health
development over the following two
decades and provided the right environ-
ment for the concept of health promotion to
foster and grow.

During the early 1980s the term ‘health
promotion’ was becoming increasingly
used by a new wave of public health
activists who were dissatisfied with the
rather traditional and top-down approaches
of ‘health education’ and ‘disease preven-
tion’. It signalled a positive, creative and
outcome oriented approach. However, in
some contexts and languages the term ‘pro-
motion’ was considered synonymous with
‘marketing’ and ‘selling’ rather than

‘enhancement’ and ‘empowerment’. This
prompted the WHO to call a special meet-
ing in late 1984 in Copenhagen Denmark to
provide some clarity and direction which
led to the first substantive document on
health promotion. The Concepts and Prin-
ciples of Health Promotion published in the
first edition of Health Promotion Interna-
tional in 1986 became the springboard for
the Ottawa Conference and Charter.

Looking back twenty years later, the key
achievement of Ottawa 1986 was to legit-
imise the vision of health promotion by
clarifying the key concepts, highlighting the
conditions and resources required for
health, and identifying key actions and
basic strategies to pursue the WHO policy
of ‘Health for All'. Importantly the Charter
that emerged also identified the prerequi-
sites for health including peace, a stable
ecosystem, social justice and equity, and
resources such as education, food and
income. It highlighted the role of organiza-
tions, systems and communities, as well as
individual behaviours and capacities, in
creating choices and opportunities for bet-
ter health. Since then the WHO has organ-
ized, in partnership with national govern-
ments and associations, a series of follow
up conferences, which have focused on
each of Ottawa’s five health promotion
strategies.

Building healthy public policy was
explored in greater depth at the Second
International Conference on Health Pro-
motion in Adelaide, Australia in 1988.
Organised to coincide with Australia’s
bicentenary, an invited audience from
mainly developed countries created the
Adelaide Recommendations on Healthy Pub-
lic Policy. It called for a political commit-
ment to health by all sectors. Policy-makers
in diverse agencies working at various lev-
els (international, national, regional and
local) were urged to increase investments
in health and to consider the impact of their
decisions on health.

The focus of the Third International Con-
ference on Health Promotion in Sundsvaal,
Sweden, in 1991 was on creating supportive
environments. It came at a critically impor-
tant time as it provided the first opportunity
for health professionals from all over the
world to consider how environments,
whether physical, social, economic, or
political, can be made more supportive for

health. Armed conflict, rapid population
growth, inadequate food, lack of means of
self determination and degradation of nat-
ural resources were among the environ-
mental influences identified at the confer-
ence as being damaging to health. The
Sundsvall Statement on Supportive Envi-
ronments for Health stressed the impor-
tance of sustainable development and
urged social action at the community level,
with people as the driving force of devel-
opment. This statement and the report from
the meeting were presented at the Rio Earth
Summit in 1992 and contributed to the
development of Agenda 21.

The Fourth International Conference on
Health Promotion held in Jakarta, Indone-
sia, in 1997 reviewed the impact of the
Ottawa Charter and engaged new players to
meet global challenges. It was the first of the
four International Conferences on Health
Promotion to be held in a developing coun-
try and the first to involve the private sec-
tor in an active way. The evidence pre-
sented showed that health promotion
strategies can contribute to the improve-
ment of health and the prevention of dis-
eases in developing and developed coun-
tries alike. Five priorities were identified in
the Jakarta Declaration on Health Promo-
tion into the 21st Century. These were con-
firmed in May 1998 through the World
Health Assembly Resolution on Health Pro-
motion (WHA 51.12).

Despite all the progress and develop-
ments in health promotion over the previ-
ous decade, two important challenges still
remained. The first was to demonstrate and
communicate more widely to developing
countries that health promotion policies
and practices can make a difference to
health and quality of life. The second was
even more important; that health promo-
tion action can achieve greater equity in
health and can close the health gap
between population groups. In response
the Fifth Global Conference on Health Pro-
motion in Mexico in 2000 focused on health
inequalities both within and between coun-
tries. The Mexico Ministerial Statement for
the Promotion of Health: from Ideas to Action
affirmed the contribution of health promo-
tion strategies in sustaining local, national
and international actions in health. It also
pledged to draw up country-wide plans of
action to monitor progress made in incor-

1. Editor in Chief, Health Promotion International; Professor, Health Development and Dean of Health, Medicine, Nursing and Behavioural Sciences, Deakin University,
Melbourne, Australia. Correspondence to: jcatford@deakin.edu.au
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porating strategies that promote health into
national and local policy and planning.

With the birth of a new millennium it
became increasingly apparent, however,
that the world was changing fundamentally
and this included our understanding of the
determinants of health. Opportunities and
challenges had emerged which were
unthought of in 1986 such as the Internet,
the human genome project, climate change,
terrorism, geopolitical change, third world
debt, and of course globalisation of people,
money, products and services. The struggle
is now about connecting global influences
with everyday life and managing them to
our best ability.

Against this context the Sixth Global
Conference on Health Promotion in
Bangkok was organised in 2005, which was
structured around four thematic tracks: the
new context; health-friendly globalisation;
partners; and sustainability. Participants
reviewed and soundly endorsed the origi-
nal five Ottawa action areas, but they also
found that building capacity to promote
health goes beyond community and skills
development; it includes global and local
policy, partnerships and alliances, finance
and information systems, and trade con-
siderations. Through the Bangkok Charter
for Health Promotion in a Globalized World
four new commitments were identified:
make the promotion of health (i) central to
the global development agenda, (ii) a core
responsibility for all of government, (iii) a
key focus of communities and civil society,
and (iv) a requirement for good corporate
practices.

Over the two decades since the Ottawa
Conference and Charter there have been
major and diverse shifts in thinking, policy
and action for better health atlocal, national
and international levels. But a clear thread
can be detected which leads back to this
meeting of free thinkers from fifty countries
which developed and affirmed a series of
principles and actions framing the value
systems and practice of health promotion.
Much has been achieved and much still
needs to be done, but whatever the blind
spots and shortcomings, the Ottawa Con-
ference and Charter has been the fulcrum
or tipping point in global health develop-
ment. Ottawa 1986 bridged the past suc-
cesses of the public health reforms with the
aspirations of the new health promotion
movement. It has shaped and will continue
to shape the world’s health destiny.

Reflecting back on Ottawa

Creating environments for health-

20 years on

Trevor Hancock'

This article is dedicated to the memory of Ron
Draper, the driving force with llona Kickbusch
behind the Ottawa Charter, from both of
whom | learned so much, and to both of whom
| owe so much.

Twenty years ago, [ wrote and presented
the theme paper on “Creating Environ-
ments for Health” for the Ottawa Charter
conference. Looking back, I am impressed
both by what it - and the Charter - did say
and what they didn’t say. My paper, and the
discussions at the conference that were
later reflected in the Charter, took a broad
approach to the concept of “environment.”
My paper discussed not only the physical
environment but the social environment
(particularly work and leisure) and the eco-
nomic environment, with particular refer-
ence to the limits of conventional econom-
ics and the need for “an economics that is
conscious of health”, while in my conclud-
ing section, [ noted that “A discussion of the
physical and social environments that influ-
ence health lead us inevitably to issues of
economic theory, the international eco-
nomic order, sustainability and planetary
survival.”

This holistic approach was reflected in
the Charter, which noted that “The inextri-
cable links between people and their envi-
ronment constitutes the basis for a socio-
ecological approach to health,” while the
section on creating supportive environ-
ments for health referred to changing pat-
terns of work and leisure, living conditions,
energy use and urbanization. However, |
focused my paper on the physical environ-
ment, on the grounds that “the other major
themes and workshops for the conference

are concerned almost entirely with the
social environment”, and in particular on
global environmental change and its health
impacts, while also recognizing the need for
local action, especially as typified by the
newly-established WHO Healthy Cities Pro-
ject. In the Charter itself, for the first time
in a WHO document (and some months
before the Brundtland report on sustain-
able development - WCED, 1987), a stable
ecosystem and sustainable resources were
listed as prerequisites (determinants) of
health, and it was noted that “The protec-
tion of the natural and built environments
and the conservation of natural resources
must be addressed in any health promotion
strategy.”

So what would I change, looking back?
First, in light of the clear evidence of global
warming (IPCC, 2001) and statements such
as this - “The current rate of decline in the
long-term productive capacity of ecosys-
tems could have devastating implications
for human development and the welfare of
all species” (World Resources Institute,
2000) -1 would strengthen the statements on
global change, explicitly linking human
health with ecosystem health (interestingly,
the recent Bangkok Charter is much less
specific on these global challenges). Global
environmental change, including climate
and atmospheric change, resource deple-
tion, ecotoxicity, habitat destruction and
species extinction, is the ultimate threat to
health: other civilizations have collapsed
(Diamond, 2004), and there is no reason to
believe ours is exempt from this possibility.

Second, | would put far more emphasis
on the built environment. We paid insuffi-
cient attention to the fact that in the devel-
oped world -and increasingly in the less
developed world- we spend 90% of our
time indoors (Leech, 1996) and we are 80%
urbanized (and have passed the 50% mark
globally). Thus the built environment is the
principal —one might almost say ‘natural’-
human environment. How we design, build
and operate our built environments
-homes, schools, workplaces, hospitals,
neighbourhoods, cities- is of profound
importance to health, and also has a pro-
found impact on the natural environment.

Third, the concept of social capital (Put-
nam, 1993) and its relationship to health,
not a significant part of the agenda for pop-

1. Health Promotion Consultant, Victoria, BC, Canada. Correspondence to: Greendoc@telus.net
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ulation health promotion in 1986, is much
more central today. However, [ also believe
that our current approach to social capital,
with its focus on social cohesion and social
networks - what I call ‘informal’ social cap-
ital- is too narrow and needs to be broad-
ened to include at least 2 other forms of
social capital. First, there is ‘formal’ social
capital - the system of social programs and
institutions such as education, social serv-
ices, social assistance, unemployment
insurance, health care, disability and retire-
ment pensions and many others- that we
have built up over the past century or more
in many countries around the world. These
are investments that contribute to the
health and wellbeing of the population as
a whole, and particularly the most vulner-
able members of the population. Second,
and more profound, is what I refer to as our
‘invisible’ social capital - the legal, politi-
cal and constitutional infrastructure that
underpins our societies and communities
and, through the UN, our world. We have
been developing this form of social capital
for hundreds, even thousands of years, and
where itis in place and honoured, it makes
it possible for us to lead civilized and peace-
ful lives; where it is absent or ignored, life,
health and safety are threatened. Health
promotion needs to pay more attention to
the creation and maintenance of both these
other forms of social capital in the future.

Finally, while we are somewhat closer to
a new economics based on human well-
being, we still have a long way to go. Ethi-
cal investment and the ‘triple bottom line’
(environmental, social and economic ben-
efits) are steps in the right direction, but we
need to move much further. First, health
promotion needs to insist that the focus be
on human development (of which health is
one key component), recognizing that,
“Human development and the achieve-
ment of human potential require a form of
economic activity that is environmentally
and socially sustainable in this and future
generations” (CPHA, 1992). Second, if
human development is to be at the centre
of our concern for sustainability, we need
to expand the ‘triple bottom line’ to become
a quadruple bottom line, including human
development. Indeed, as | have remarked
elsewhere (Hancock, 2001), real capitalists
in the 21* century will be those who can
simultaneously build all four forms of cap-
ital - natural, social and human as well as
economic capital. In so doing, they will be
promoting health, so we as health promot-
ers need to encourage and support this new
approach to an economics of sustainable
human development.
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The move towards a new public health

llona Kickbusch'

The Ottawa Charter on Health Pro-
motion, adopted by an international WHO
conference in Ottawa, Canada, in Novem-
ber 1986 (Ottawa Charter for Health Pro-
motion, 1986; Kickbush, 2003) has a very
important sub title which is often forgotten:
the move towards a new public health.
Those of us involved in drafting the Charter
were passionate about this link. We felt that
many of the best public health traditions
established in the 19" century had become
eclipsed by medical strategies or a focus on
individual behaviour. There were some
who said that public health was dead -we
argued fiercely against that. We thought it
had a great future.

We had -I am proud to say- a strong
sense of history. The Charter built on many
sources, including in particular the work
of Thomas McKeown (1980) -motivated by
his findings- continuously asked the ques-
tion “What really creates health?” It wanted
to put the spotlight back on population
health and in doing so it provided a frame-
work on how to approach the “sanitation
challenge” of the 20™ century, which had
been classified as “lifestyles conducive to
health.” It was not by chance that the newly
founded Journal “Health Promotion” (later
renamed Health Promotion International)
was launched at a pub called “The John
Snow” in Soho, London, and included a
visit to the replica of the Broad Street Pump
(we did not have the choice of a Rudolf Vir-
chow Bierstube or a Renée Villarmé Bistro.)

It was also not by accident that the first
health promotion settings project was
about “Healthy Cities” and that Liverpool,
the home of another great public health pio-
neer Dr. William Henry Duncan, hosted the
first healthy cities coordinating centre. The
public health success story had originally
emerged in cities: “Cities were once the most
helpless and devastated victims of disease,
but they became the great disease con-
querors,” Jane Jacobs wrote in her classic
on the great American city (Jacobs, 1969).
Cities, we felt, again needed to come into
focus as a potential solution - our spotlight
was on the social environment and new
types of pollution. “Think global - act local”
was the slogan of the day and the Healthy
Cities movement did spread all around the
world - but it took the outbreak of an infec-
tious disease in a city not far from Ottawa to
turn the political attention back to urban
public health, now with a new global twist.

The Charter established that “health is

created in the context of everyday life: where
people live, love, work and play” and intro-
duced a very active and interactive under-
standing of health. Our “Broad Street Pump”
consisted of the interface between five
essential areas of public health action:
healthy public policies, supportive envi-
ronments, personal skills, community
action and reorientation of health services
(Ottawa Charter for Health Promotion,
1986). The aim of health promotion —for us—
was to combine a social determinants
approach (the old public health) with a
commitment to individual and community
empowerment (the new public health).
Many of us had been part of the women’s
health movement, some of us were part of
the newly emerging ecological movement,
for some the gay pride movement was a
driving force for understanding the new
public health - the new public health was
partofour lives. The “settings approach”was
considered a new public health strategy to
take this agenda forward. I still maintain that
it was not capitalized upon enough.

Therefore I was very gratified to hear the
recent Harveian Oration by the great 20" cen-
tury public health pioneer, Sir Michael Mar-
mot. He too considered these two factors -
social environment and empowerment - to
be the key to any health progress (Marmot,
2006). He references the work of the devel-
opment economist Amartya Sen and states:
“that failing to meet the fundamental human
needs of autonomy, empowerment and
human freedom is a potent cause of ill health.”
Buteven this crucial insight misses one very
central point: health in the Charter was no
longer characterized as “a complete state of
wellbeing” as postulated by the WHO Con-
stitution or understood only as the result of
the impact of health determinants, butit was
in itself considered a resource for living - it
became an input. Lester Breslow, the great
epidemiologist, is in my view one of the few
who has understood this fully. Conse-
quently, he argued that the Ottawa Charter
and its view on health constituted the third
public health revolution (Breslow, 1999). [
confess 1 was very proud and deeply
touched when I read this.

But, where is this revolution? Did it
really happen? To some extent it is hap-
pening quite silently but persistently - in
another context [ have spoken of health
promotion as a rhizome that takes root,
spreads out and takes over (Kickbush,
2006). Of course it is more important that

Reflecting back on Ottawa

the ideas spread and are accepted than that
their source be mentioned, even though I
am frequently motivated (and frustrated) to
think “But we said that years ago in the
Charter....” The generation that developed
the the Ottawa Charter for Health Promo-
tion set out to classify what it takes to
address public health in modern societies,
not only in the 20™ but even more so in the
health society of the 21* century (Kickbush,
2007). I still maintain that the document was
very much ahead of its time and that its full
importance and potential has not yet been
fully recognized. When teaching or lectur-
ing on health promotion I need to remind
myself all the time that many of my students
were not yet in primary school when we
met during those cold days in November
1986 in Ottawa. The future of the Ottawa
Charter lies with them - in my view it has
not yet really come.
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Ottawa Charter: reflections from down under

John Raeburn’

My attendance at the Ottawa Conference
resulted from the fact that I had gone from
New Zealand (NZ) to spend 1986 on sab-
batical in the Health Promotion Directorate,
Ottawa, then the world’s Mecca for health
promotion (HP). That was a heady time,
with the unforgettable Ron Draper, and
other stars of Canadian health promotion,
like Irv Rootman and Lavada Pinder. | was
greatly excited and stimulated by what was
happening in the leadup to the conference.
Atthe same time, my own passion was, and
still is, with the community and people
dimensions of HP, and I sensed a growing
momentum towards what seemed to me
like the ‘bureaucratisation of HP’, where
policy, rather than people, was going to
dominate. It was also clear that the pre-
vailing North American preoccupation with
lifestyle in HP, originated by the Canadian
Lalonde Report, was under attack.

The top-down process of the conference
itself did little to allay the suspicion that ‘the
people’ (in this case the participants) were
not going to have much say in future HP.
Larry Peters (the other NZ delegate) and I
wrote an article on the conference for a NZ
public health journal on our return (Rae-
burn & Peters, 1987), which I now draw on
(Verbatim quotes indicated).

We saw the five-day conference as being
‘very much a WHO dominated occasion,’
with ‘the agenda of the conference set by
WHO.’ Given that reality, we were puzzled
that the focus was almost entirely on indus-
trialised countries, with only a smattering
of developing countries present. The aim
was ostensibly ‘to exchange experiences
and share knowledge of health promotion,’
although most participants felt that the
main concepts and structure of the confer-
ence were pre-ordained by WHO, and not
open to much debate. No mention was
made until the last day that a Charter was to
be produced! Much of our time was spent
with the same subgroup in workshops des-
ignated by five themes which later emerged
as the action streams of the Ottawa Char-
ter (OC) (Predictably, I was in the ‘Strength-
ening Communities’ workshop).

In the workshops, a number of common
themes kept emerging. Probably the most
important related to the relationship
between people/communities and profes-
sionals/bureaucracies, the latter seen as
inevitably controlling the HP resources and
decision-making. Certainly, of projects cited

from the 38 countries taking part, ‘few were
truly enabling.” Another theme that kept
resurfacing was that of equity, and the need
for an enabling/empowering approach
which gives those most in need the high-
est priority.

We noted that early in the week, the con-
ference seemed to ‘lack soul.” But as the
week went on, ‘there was a powerful feeling
of things coming together, of a real consen-
sus.” But when on the final day we learned
that was to be a ‘Charter’ issued by the con-
ference, there was a strong eruption of
anger - as though the ‘real purpose’ of the
conference had been withheld from us, and
we had not had the opportunity to discuss
this document. And when we saw the draft
proposed by WHO, there was intense dis-
satisfaction with it. As a concession, dele-
gates were given a brief time over lunch to
hand deliver written changes to the organ-
isers. (I personally wrote a whole sentence
which got included in the final document).
It was an extraordinary process. However,
[ am happy to report that when Ilona Kick-
busch read out the final draft in the closing
plenary, by some miracle, the changes met
with general approval, and, there was long
and emotional applause. As one delegate
said, ‘it had changed from an ugly duckling
into a beautiful swan.” And another was
heard to say that this was ‘perhaps the most
important event in the history of health.’

So what influence has this ‘beautiful
swan’ had in the world? From a NZ per-
spective, we were ripe for a coherent model
of HP. I went around the country enthusi-
astically promoting the OC to Area Health
Boards, and most or all adopted the OC as
their guiding HP document. To this day, the
Ministry of Health still includes the OC in
most of its public health documents, along
with the Treaty of Waitangi, which is an
empowering document relating to Maori
constitutional rights. All our HP and pub-
lic health students get a good dose of the
OC. Larry, who was the first director of the
Health Promotion Forum of NZ, did the
same promotional job with the many NGOs
who were the Forum’s main constituency.
In short, the OC had huge uptake among NZ
health promoters and public health peo-
ple generally, and Canadians sometimes
comment that we outdo Canada when it
comes to the OC.

Internationally, it is harder to judge, but
it does seem that most governments around

the world now accept the need for HP, and
that this is probably perceived through an
OC lens. However, the limitations of the OC
for the current global situation have been
highlighted by the recent Bangkok Charter
process, in which I also participated, where
the OC was reaffirmed as the fundamental
HP document, but where its many gaps
regarding the 21* century reality were also
apparent.

Personally, while I strongly support the
OC, I also still feel that it has had the effect
of overemphasising the top-down political
at the expense of the more human and
empowering aspects of HP. Its relative
remoteness from everyday life, and its dif-
fuse nature, means that it has not seized the
hearts and minds of ordinary people the
way it might have. Nor has it especially led
to people having more control over their
health. To me, it is more like a set of values
plus a checklist than a coherent statement
about effective and empowering HP. But it
definitely has helped to get HP on the
world’s political agenda, and to promulgate
the concept of broad social determinants
which underlies considerations of popula-
tion health. We would be much worse off
without it. But it is now time to move for-
ward to a new, coherent vision of HP which
truly engages people and their communi-
ties in an empowering way.
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Ottawa 1986 revisited

Hans Saan’

It cannot be avoided, this is a personal
story as | happened to be involved in and
present at that now famous conference in
Ottawa, which gave birth to the Ottawa
Charter. In this article I want to look back
at that event, put it into context and [ will
relate how [ took the values incorporated in
the charter to help The Netherlands to shift
from health education to health promotion.
Finally I will share what I think made that
charter so influential.

1986 was a busy year. The Department
of Health was planning a first major policy
paper on prevention and health and my
contacts at the department allowed me to
play arole in that. The policy paper had two
parts, the first one what we now call health
promotion, the second part on the restruc-
turing of the health services. The ideas on
health promotion policy were debated at a
national conference, with only little follow-
up. A report related to the second part of
the policy paper on the health service as a
market-oriented system got much more
attention and it took us years to shift the
attention from services to health.

The second important eventin that year
was for me the start of a project on the effec-
tiveness of health education. We tried to
review and summarise what we knew about
quality programmes and discovered that
the research available did not yet allow us
to draw clear conclusions. Of course we
interpreted most results as promising, but
our wish-listin the end of the project report
included changes in practice, policy and
research.

The third event was the Ottawa confer-
ence. | joined the Ilona Kickbusch virtual
team in 1982 and chaired a conference in
1984 where some of the Ottawa topics were
pre-tested. That is the first characteristic of
the Ottawa Charter: it was a final result of a
well orchestrated series of meetings, pub-
lications and events, as well as a start of
many greater things. A short document
called “Concepts and principles of health
promotion” fostered the debate and
remarkable was that uncertainties and
doubts about health promotion were con-
sciously recognised. It set the scene for the
Charter: though the type of goals and
processes we envisage are not simple, it can
be done.

The Charter is an iceberg: the two pages
are just the tip of a more complicated set
of ideas and values. I took from the Char-

ter three lessons that shaped my work since
then. First: the salutogenetic approach
taught me to put much more trust in the
positive, in people’s capacities and taught
me to look beyond disease-focussed pre-
vention. The second lesson was the exten-
sion of health determinants with the politi-
cal factors; not only party politics in
parliament, but also how capitalism shapes
our society and how that creates the rich-
poor divide. I learned to look for what we
now call “the causes behind the causes.”

And finally it made me aware of how we
used a pair of golden blinkers in health edu-
cation: we were not wrong, but just limited
in our scope. If we want people to join us for
health, we have to see how their history,
their opportunities and preferences are
shaped notjustonly by their individual psy-
chology, but how peer pressure and eco-
nomic and political forces shape the con-
ditions of living.

On our arrival back at Schiphol there
was not a crowd gathered, fighting for the
first print of the Ottawa Charter. It got little
attention at all in The Netherlands. Partly
that is because some of the key ideas
already had been incorporated in the men-
tioned national policy paper, partly
because WHO-publications did not have
the status WHO expected them to have.

We managed shortly after Ottawa to
organise a national conference to launch
the healthy cities movement, that has now
lost its movement characteristics and has
entered the stage of institutionalisation: all
local governments have to produce a policy
on health and local and national politicians
are taking health promotion seriously.
Slowly health promotion and public health
in general is getting more recognition; how-
ever, the investments to underline the beau-
tiful words on the subject only follow
slowly.

Still the salutogenic perspective, the
political factors and the relevance of con-
text needed a push to get adequate atten-
tion. The booming media have reinforced
the traditional trust in educational and
informational processes. Nowadays the ulti-
mate intervention seems to have a website,
just like in earlier days the use of a folder,
avideo, a CD-Rom have been the panaceas.
So in the time after Ottawa my work shifted
to advocacy for the ideas and values in
Health Promotion. In that role [ was joined
by another Ottawanian: Willy de Haes.

Reflecting back on Ottawa

Together we saw how the growth of clini-
cal epidemiology was getting more influ-
ence and how an individual blaming, dis-
ease focussed and RCT-addicted model was
dictating the criteria for both research and
policy. Convinced of the Ottawa principles,
we organised together a series of four con-
ferences on adequate research for health
promotion. In the models we developed as
an outcome of these conferences, we put
the Ottawa principles in words and mod-
els that fitthe trends and times. Leadership
in health promotion includes the ability to
change ones’ colours, to be chameleonic.

What made the Charter so influential? In
my opinion it surfed the wave of time quite
well and gave words to a still fuzzy feeling
about change necessary. It was well pre-
pared and the conference itself mobilised a
critical mass of pioneers, that tipped the
scales. The follow up was reinforcing the
key messages: being a veteran from the five
conferences at Adelaide, Sundsvall,
Jakarta, Mexico and Bangkok, | witnessed
how new concepts such as, globalisation
and new technology, like the internet and
the mobile phone, gave a new impulse to
the goals and means envisioned in the
Charter, but in essence the ideas have sur-
vived these 20 years.

But for myself it was the family feeling
that made me proud to be part of that gang.
The Ottawa Charter gave my work a sense
of coherence, the wonderful group of peo-
ple I met over the years gave me a great
sense of belonging and as we all know those
two senses are critical for good health. So
if you did not do that yet, for your own
health you better join the movement.
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Reflecting on the Charter’s action areas

Social inequalities in health from Ottawa to Vancouver: action
for fair equality of opportunity

Valéry Ridde', Anne Guichard? and David Houéto®

Abstract: The authors set out to show that the Ottawa Charter of 1986 has not been sufficiently accepted over the past
twenty years, even by those who use it as a strategic tool to guide interventions for reducing social inequalities in health. Although
some public health policies do emphasize the reduction of social inequalities in health, only the Ottawa Charter appears to
possess the status of an international declaration on the matter. Social inequalities in health are the systematic, avoidable, and
unjust differences in health that persist between individuals and sub-groups of a population. Four examples from the field of
health promotion serve to show that forgetting to combat social inequalities in health is not exclusive to the domain of public
health. However, taking action against social inequalities in health does not equal tackling poverty. Moreover, intervening on
the principle of equality of opportunity, on the basis of an ideology of meritocracy, or for the benefit of the population as a
whole, without regard to sub-groups, only tends, at best, to reproduce inequalities. Although evidence is insufficient, there are
studies that show that reducing social inequalities in health is not an aporia. Three explanations are advanced as to why social
inequalities in health have been ignored by health promotion professionals. The Ottawa Charter had the merit of highlighting
the struggle against social inequalities in health. Now, moving beyond the declarations, from the strategic framework provided
by the Ottawa Charter and in accordance with the Bangkok Charter, it is time to show proof of voluntarism. Several priorities
for the future are suggested and the International Union for Health Promotion and Education (IUHPE) should be responsible
for advocating for them. (Promotion & Education, 2007, Supplement (2): pp 12-16).

Key words: Ottawa Charter, IUHPE, public policies

Article en francgais a la page 44. Resumen en espanol en la pagina 63.

KEY POINTS

e Within the framework of reducing
health inequalities, the Ottawa Charter
appears less of a planning tool than a
strategic framework for interventions.

* If equality of opportunity is not the way
to counter social inequalities in health,
then “fair equality of opportunity”
should be advocated to contribute indi-
vidual's achievement of their full health
potential.

* We need to generate knowledge and
evaluate our actions to prove their
effectiveness in reducing health
inequalities.

Today it is almost impossible to attend
a conference on health and not see the
issue of social inequalities in health men-
tioned somewhere in the program. The 19"
IUHPE World Conference on Health Pro-
motion and Health Education in Vancouver
is no exception. It distinguishes itself, how-
ever, from other conferences by proposing
to celebrate the twentieth anniversary of
the Ottawa Charter, the declaration that
established the field of health promotion
(HP). The authors of this paper were asked
to reflect on the way in which the Charter
has influenced the development of HP in
terms of tackling social inequalities in
health. The term ‘social inequalities in
health’ refers to the systematic, avoidable,
and unjust differences in health between
individuals and population sub-groups.

The reader should be immediately advised
that the point of view expressed in this arti-
cleis certainly critical, butis in no way pes-
simistic. The article concludes with various
operational recommendations for the
future, including the International Union for
Health Promotion and Education’s (IUHPE)
role to advocate.

The authors have set themselves to
the task of demonstrating that the Ottawa
Charter has not been sufficiently accepted
over the past twenty years, even by those
who use it as a strategic tool for guiding
interventions to reduce social inequalities
in health. They do this by suggesting that
health promoters, who, in the authors’
opinion, have as one of their main duties
to tackle social inequalities in health, could
better discharge this if they worked for “fair
equality of opportunity,” to use Rawls’
expression (2004). After all, the revolution
proclaimed by the Charter has not yet mate-
rialized (Robertson & Minkler, 1994).

The Ottawa Charter and social
inequalities in health

Indeed, for all intents and purposes, the
statement in the 1986 Charter that “health
promotion focuses on achieving equality in
health” (OMS, 1986) announced a revolu-
tion. The drafters of the Charter hoped “to
respond to the health gap within and
between societies and...tackle the inequities
in health produced by the rules and practices

of these societies” (OMS, 1986). This objec-
tive also appeared in the Epp Report on HP
which was published by the Canadian gov-
ernmentin 1986 (Epp, 1986). One of the doc-
uments produced by WHO Europe in
preparation for the Ottawa conference
stated just as clearly that the reduction of
inequities was an integral objective of HP
(Kickbusch, 1986). Although some public
health policies designed on a regional or
country scale (e.g., WHO Europe, UK, Swe-
den) emphasize the reduction of social
inequalities in health, only the Ottawa Char-
ter appears to possess the status of an inter-
national declaration on the matter: “/t was
the first, and up until now, it is still the only
document that sets an agenda for health”
(Kickbush, 2006). Moreover, acting with the
goal of reducing inequalities in health
appears to be a distinctive characteristic of
HP, when compared with actions in the
fields of public health or community health
(Ridde, 2007b). The emergence of a health
practice focused on social change in order
to tackle inequalities in health was already
acknowledged and formalized in 1986 in
Ottawa.

However, action to achieve the equality’
proclaimed in the Charter is a delicate mat-
ter. Firstly, the Charter does not specifically
describe what action needs to be taken.
Operational outworking has yet to emerge
and the strategic strengths of the declara-
tion have perhaps unwittingly become its
weaknesses. The authors believe, never-
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theless, that the Charter is less of a planning
tool than a strategic framework for inter-
ventions. Secondly, talk of equality some-
times has the effect of paralyzing stake-
holders since the objective can seem to be
unattainable, if not utopian. The declaration
certainly reflects the mood of the late 1980s.
Nowadays, definitions of health equity have
abandoned, rightly or wrongly, the notion
of ultimate equality and substituted instead
the achievement of the best possible state
of health for all individuals (Braveman,
2006; Whitehead & Dahlgren, 2006).

Distributive justice and the social
gradient

Above and beyond possible interpreta-
tions of the Charter, any action aimed at
increasing equality is both bold and difficult
since it involves implementing a process of
equity. The term ‘equity’ is polysemic and
is related to the notion of social justice,
which is one of the founding principles of
the Charter. When the principles of equity
and social justice are lacking in a society,
social inequalities result and these end up
being expressed in differences in health
among individuals. The reader will be
spared a presentation here of the over-
whelming and incontestable evidence from
around the globe of these differences
(Acheson, 1998; Braveman & Tarimo, 2002;
Mackenbach, 2005). In order for the differ-
ences to be seen as injustices that need to
be righted, a value judgement must be
made and this judgement is not univocal.

Academics often debate the meaning of
the terms ‘inequalities’, ‘differences’ and
‘disparities.” The lack of consensus on the
use of these terms no doubt confuses pro-
fessionals in the field. Basically what
should be retained from these debates is
that the way issues are presented depends
on whether these disparities are under-
stood as differences (unavoidable) or as
inequalities (avoidable and unjust). These
issues of conceptual differentiation have
been raised by numerous authors in the
U.S.A., UK, (Exworthy, Bindman, Davies &
Washington, 2006), France (Fassin, Aiach &
Philippe, 1996) or Burkina Faso (Ridde,
2006). For example, some think that use of
the term ‘disparities’ in the U.S.A. denotes
a perception of differences that are of
a racial/ethnic or even ‘cultural’ origin
(Braveman, 2006; Exworthy et al., 2006),
whereas others affirm that this is not the
case (Carter-Pokras & Baquet, 2002), as the
“Healthy People 2010” policy seems to
demonstrate (U.S. Department of Health
and Human Services, 2000). In the UK., the
Tory government of the 1990s was not in
favour of using the term ‘inequalities’, thus
making any government action difficult.
The deliberate decision of the Chief Med-
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ical Officer to replace it with the word ‘dis-
parities’ made it possible to resume the
debate (Kelleher, 2007). In the authors’
opinion, underlying a choice of words is the
recognition of the values of justice they
evoke.

Also, as in the case of the so-called ‘ill-
nesses from God’ (Jaffré & Olivier de Sar-
dan, 1999) or those illness without a precise
cause, differences may be perceived as ‘nat-
ural’ and not imputable to any one since
they are the result of fate or destiny. Judge-
ment is then seen as being ‘objective’ and
no attempt is made to intervene. Inequali-
ties, on the other hand, imply a value judge-
ment based on principles of distributive jus-
tice by which disparities in health result
from a subtle and complex process of
socially constructed inequalities. From that
perspective, they are avoidable, atleast cor-
rectable, and, most of all, perceived as
being unjust.

It is to this latter vision that the Ottawa
Charter holds, resolutely turning its back on
the naturalistic view which prevailed for a
long time after Jean-Jacques Rousseau. The
incorporation of inequalities in bodies
(Fassin, 1996) is the end result of a sophis-
ticated and cumulative mechanism of
social inequalities (Aiach, 2004) whose
existence translates into what is referred to
as the social gradient® of health (Acheson,
1998; Evans, Barer, & Marmor, 1994; Mar-
mot, 2005). The famous Whitehall study
conducted with civil servants in England in
the 1970s clearly showed that even within
a category considered a priori privileged,
there is a gradation of mortality and mor-
bidity rates between civil servants at the
bottom of the hierarchy and those higher
up (Marmot, Shipley & Rose, 1984).

Acting on the principle of equality of
opportunity rooted in an ideology of meri-
tocracy (Dubet, 2006) or acting solely
against poverty will not suffice to dissipate
aphenomenon that affects the entire social
spectrum. By proceeding in this fashion,
one intervenes only marginally while ignor-
ing entire sections of the population that are
affected. Nowadays it is known that inter-
vening on the principle of equality of oppor-
tunity only has the effect, in the best of
cases, of reproducing inequalities. This was
brought to light in the field of education
forty years ago by French researchers Bour-
dieu and Passeron and by the American
Becker.

These difficult notions are just as subtle
as they are delicate to explain. Academics
sometimes struggle to make them more
accessible, just as the translators of the
Charter did. The French version of the Char-
ter affirms that HP aims at “I’égalité [equal-
ity in health] en matiére de santé” whereas
the English version talks of “equity in health”
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(www.euro-who.int), which are two very dif-
ferent notions as has just been explained.
No doubt this is all evidence of, on the one
hand, the permanent invisibility of social
inequalities in health in political debate and,
on the other hand, the present paralysis of
health promotion professionals. The impen-
etrability of the problem combined with its
invisibility cause stakeholders to favour an
approach focused on tackling financial inse-
curity and poverty. If equality of opportunity
is not the way to counter social inequalities
in health, then “fair equality of opportunity” *
(Rawls, 2004, p.93) should be advocated so
that no persons are disadvantaged in their
ability to achieve their full health potential
(Whitehead & Dahlgren, 2006)°.

The omission of health promotion

Despite the differences expressed in the
literature and the Ottawa Charter’s stand on
reducing social inequalities in health, one
is obliged to acknowledge that health pro-
moters have not exactly acted differently
than their medical, hygienist, or epidemi-
ologist colleagues. This ossification, how-
ever, is not exclusive to public health. Even
certain players who decry the biomedical
view of health practices and only act with
reference to the Ottawa Charter, appear to
have forgotten the commitments of 1986.
Four examples of this are examined.

Firstly, a study of the way HP is defined
by the experts reveals that, of the 13 defi-
nitions that Rootman and colleagues (2001)
found had been used since 1920, none of
them defined the ultimate goal of HP as
being the reduction of inequalities in
health. It was always a matter of either
maintaining health or improving it, but
never of reducing the gaps between popu-
lation sub-groups. This is not surprising
since neither two editions of the WHO'’s
glossary (1986 and 1998) that define HP, nor
its 2006 update, attribute this objective to
HP. The omission of the notion of inequal-
ity still persists in the most recent definition
of HP in Canada and in Quebec (O’Neill &
Stirling, 2006).

Secondly, it could be objected that these
definitions are slightly outdated and that
the age of globalization has arrived. It was
precisely because of this global interde-
pendence and interconnection that the
WHO justified formulating a new Charter
atits 2005 conference in Bangkok. Although
the final version of the Charter asks gov-
ernments to “tackle poor health and inequal-
ities as a matter of urgency” (OMS, 2005a),
this was not originally intended by the
drafters of the document, nor was it
broached by the formulators of the confer-
ence’s analytical framework®. Preliminary
versions of the Charter made no mention of
health inequalities (OMS, 2005b), and it was
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only because of criticism of this omission
during previous consultation that the issue
of tackling social inequalities in health was
included.

Thirdly, in order to be aware of the effec-
tiveness of HP, recent undertakings should
be examined. In line with the utilitarian val-
ues of various leaders of public health proj-
ects who subscribe to the equation “effec-
tiveness ergo [before] equity” and who
adopt planning approaches based on cost-
effectiveness (de Savigny, Kasale, Mbuya
& Reid, 2004; Ridde, 2007a), many HP
actions ignore the problem of social
inequalities in health. For example, the pro-
ceedings of the Paris symposium on effec-
tiveness of HP do not mention the issue of
equity (IUHPE, 2004). In the authors’ opin-
ion, an HP action cannot be qualified as
effective if it is not able to reduce differ-
ences in mortality or morbidity.

The last example, which is the epitome
of this amnesia, involves Canada and
Quebec where it cannot be claimed that HP
is absent. Various authors have pointed to
how health inequalities have been side-
lined in Canadian public policies (Raphaél,
2006, 2004; Williamson, Milligan, Kwan,
Frankish & Ratner, 2003). Likewise in
Quebec, those responsible for the 2003-2012
national health program neglected to set
objectives for reducing health inequalities
(Ridde, 2004), and recent analyses have
also failed to question this omission
(St-Pierre & Richard, 2006). In November
2006, the Ministry of Health and Social Ser-
vices unveiled its action plan for tackling
weight-related problems (Ministére de la
santé et des services sociaux, 2006). Not
once was the term ‘inequality’ mentioned
in the plan and none of the plan’s objectives
targeted the reduction of gaps among pop-
ulation sub-groups. It is known, however,
that, at least in France, inequalities in the
prevalence of obesity have increased over
the past ten years to the detriment of the
less educated, blue-collar workers, and
those with a lower standard of living (de
Saint Pol, 2007).

Action is still possible

At the very least, the will to take action
must translate into the formulation of pub-
lic policies that target the objective of
reducing health inequalities. Yet, by the end
0f 2005, only seven European countries, out
of 22 that were studied, had set themselves
quantifiable targets for reducing health
inequalities (Judge, Platt, Costongs & Jur-
czak, 2005). Obviously, planning and imple-
mentation are two different and sometimes
concomitant processes. But if combating
inequalities is not made part of these plans,
chances are slim it will happen.

It must be stated that it is still unclear
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how one should go about tackling health
inequalities and also that there is very lit-
tle evidence on how to design practices.
However, a certain number of studies do
exist which show that reducing social
inequalities in health is not an aporia,
although the majority of actions still prefer
to target individual determinants, instead of
structural ones (Crombie, Irvine, Elliott &
Wallace, 2005; Raphael, Bryant & Rioux,
2006; Ridde, 2003). For example, in the pur-
suit of its social policies, Finland, like Swe-
den, has managed to prevent its already
very low level of health inequalities from
increasing, despite a heavy economic
recession in 1994 (Lahelma, Keskiméki &
Rahkonen, 2002). In a poor neighbourhood
of Barcelona, a program for pregnant moth-
ers and their children was effective in
reducing the gaps between the neighbour-
hood and the rest of the city (Borrell, Vil-
lalbi, Diez, Brugal & Benach, 2002). In
Africa, it has been shown that the reorien-
tation of health services advocated by HP
and organized in the 1980s had beneficial
effects on population health (Dugbatey,
1999).

Conversely, numerous studies show that
programs that do not set the reduction of
social inequalities in health as an objective
and only work with the general population
almost always produce counter-productive
effects. Anti-smoking campaigns aimed at
the population as a whole have ended up
increasing inequalities among population
sub-groups (Barbeau, Krieger & Soobader,
2004). Moreover, the repercussions on poor
countries of a reduction in smoking in
wealthy countries are well-known today, as
tobacco companies turn towards these
poorer countries. In Brazil, public health
interventions aimed at children mostly ben-
efited families who needed them least. This
has served to confirm the authors’ “inverse
equity hypothesis,” whereby new inter-
ventions tend to increase inequalities since
they benefit in the first place those whose
state of health is already better (Victora,
Vaughan, Barros, Silva & Tomasi, 2000).

How has this happened?

How can this sidelining of social inequal-
ities in health by HP professionals be
explained? The following are several pos-
sible explanations.

The first is related to the lack of evi-
dence. Research on the subject is rare, it is
often concentrated in a few countries, and
itis almost exclusively in English. The inter-
disciplinarity required for such research
has not materialized. Assessments of
actions are rare and even more rarely do
they evaluate equity. When evidence does
exist, the processes for sharing knowledge
and moving from research to action have

difficulty operating. Practitioners do not
possess the tools they need to take action
and the subject is barely touched in their
training.

The second explanation concerns the
difficulty HP and its discourse have had in
carving out a place in the health landscape
in certain environments (Dupéré et al.,
2007). In Africa for example, political lead-
ers are aware of Alma-Ata but not of Ottawa.
Very little training specific to HP is offered
on the continent (Gnahoui-David, Houéto,
& Nyamwaya, 2005; Nyamwaya, 2005).

Lastly, even in countries where HP does
have a place, budget allocations for HP are
derisory, which may partially explain the
reproach often addressed to HP experts
that they are specialists in rhetoric but not
in practice. Nevertheless, health care sys-
tems that always absorb most of the budget
remain unable to eliminate social inequali-
ties in health. Even in exceptional cases
where usage of the health system is equi-
table, i.e. where the poor use health serv-
ices more than the rich because they are
sicker, health inequalities persist (Roos,
Brownell & Menec, 2005).

Priorities for the future

The concern and mobilization of HP
stakeholders for tackling social inequalities
in health are, however, evident on the
ground. Nevertheless, these actions are still
too scattered, they are seldom based on
available scientific knowledge, and they are
rarely assessed in terms of their different
effects on population sub-groups. Most cer-
tainly, these practices must be better doc-
umented, brought out into the open and
analyzed in order to draw out ways to
improve them. The Ottawa Charter had the
merit of emphasizing the struggle against
social inequalities in health. Now, moving
beyond the declarations, from the strategic
framework provided by the Charter and in
agreement with the Bangkok Charter, it is
time to show proof of voluntarism. We need
to generate knowledge and evaluate our
actions to prove their effectiveness in reduc-
ing health inequalities. The European proj-
ect “Closing the Gap: Strategies for Action to
Tackle Health Inequalities” is interesting
from this perspective (http://www.health-
inequalities.org).

Immense effort is still required to
“respond to the health gap within and
between societies” (OMS, 1986), to echo the
words of the Ottawa Charter. HP will most
certainly gain in legitimacy if it follows this
course because it “needs to reaffirm its own
identity outside the population health para-
digm” (Raeburn & Rootman, 2006). It needs,
however, to equip itself with the means for
achieving this. Several priorities for the
future are suggested below. Responsibility
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to advocate for these priorities should,
most assuredly, be part of the IUHPE’s
work:

* All HP policies, programs, and actions
should have the double objective of
improving population health AND of
reducing social inequalities in health;
Work should be pursued on the theoret-
ical integration of social determinants of
health with their mode of action on social
inequalities in health;

Each country should set up a national
research-action program with a view to
produce knowledge that is adapted to
local realities and that is scientifically rig-
orous in terms of how to reduce social
inequalities in health;

This knowledge should be made avail-
able in several languages and should be
widely disseminated.

Tools to promote action in the area of
social inequalities in health should be
designed using this knowledge;
Education about social inequalities in
health should be introduced systemati-
cally in HP training.

Political leaders, senior administrators
and non-governmental stakeholders
should be trained and sensitized with
respect to the concepts and actions
involved in combating social inequalities
in health.

HP professionals should be given the
means to apply concomitantly the five
strategies of the Ottawa Charter.
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Notes

1. The French version of the Charter affirms that HP
aims at “equality in health” whereas the English
version talks of “equity in health” (www.euro-
who.int), see discussion on that topic in the rest
of the paper.

2. The term ‘iniquity’ will not be discussed here. It is
rarely used in French publications on social
inequalities in health, but it expresses well the
injustice of disparities in health. The term
‘inequity’ seems to be rarely used in the U.S.A. In
the U.K,, the term ‘variation’ was also used in
place of ‘inequality’ in the 1990s.

3. For a popular scientific treatment of the social
gradient and the social determinants of health, see
(Wilkinson & Marmot, 2003).

4. To confirm just how difficult it is to express these

concepts simply, Promotion Santé Suisse uses

the term “equality of opportunity” rather clumsily in

a recent document. A closer examination of the

document reveals that the definition of the

concept is actually close to Rawls’ definition and
to our proposition, since the authors affirm that

“Equality of opportunity [...] postulates the right

to a fair and equitable share of goods and

opportunity” (p.7) (Lamprecht, Kénig, Stamm, L&S

Sozialforschung, & Beratung AG, 2006).

We are not taking up here Rawls’ principle of

difference, which would have one acting first and

foremost for those who are most disadvantaged,
but are seeking rather, taking up Mooney's
criticism of Rawls (1999), to find a fair solution
not only for the most disadvantaged, but for
everyone at every level. In his 2004 work

(translated in French), Rawls specifies clearly that

“fair equality of opportunity takes priority over the

principle of difference” (p.70). Adopting a policy

of charity and assistance is obviously different

(and easier?) than organizing a challenge to the

foundations of an unjust society through social

justice policies.

6. http://www.who.int/healthpromotion/conferences/
6gchp/framework/en/index.html

o
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Revitalising the evidence base for public health: an assets model

Antony Morgan' and Erio Ziglio®

Abstract: Historically, approaches to the promotion of population health have been based on a deficit model. That is, they tend
to focus on identifying the problems and needs of populations that require professional resources and high levels of depend-
ence on hospital and welfare services. These deficit models are important and necessary to identify levels of needs and prior-
ities. But they need to be complemented by some other perspectives as they have some drawbacks. Deficit models tend to
define communities and individuals in negative terms, disregarding what is positive and works well in particular populations. In
contrast ‘assets’ models tend to accentuate positive capability to identify problems and activate solutions. They focus on pro-
moting salutogenic resources that promote the self esteem and coping abilities of individuals and communities, eventually
leading to less dependency on professional services.

Much of the evidence available to policy makers to inform decisions about the most effective approaches to promoting health
and to tackling health inequities is based on a deficit model and this may disproportionately lead to policies and practices
which disempower the populations and communities who are supposed to benefit from them. An assets approach to health
and development embraces a ‘salutogenic’ notion of health creation and in doing so encourages the full participation of local
communities in the health development process.

The asset model presented here aims to revitalise how policy makers, researchers and practitioners think and act to pro-
mote a more resourceful approach to tackling health inequities. The model outlines a systematic approach to asset based
public health which can provide scientific evidence and best practice on how to maximise the stock of key assets necessary
for promoting health. Redressing the balance between the assets and deficit models for evidence based public health could
help us to unlock some of the existing barriers to effective action on health inequities. This re-balancing would help in better
understanding the factors that influence health and what can be done about them. It would promote a positive and inclusive

approach to action. (Promotion & Education, 2007, Supplement (2): pp 17-22).

Key words: health assets, salutogenesis, asset mapping, evaluation

Résumé en frangais a la page 50. Resumen en espanol en la pagina 63.

Disclaimer: The views expressed in this arti-
cle are those of the authors not necessarily
those of the organisations they work for.

Key PoiINTS

* Redressing the balance between the
assets and deficit models for evidence-
based public health could help unlock
some of the existing barriers to effec-
tive action on health inequities.

* The asset model draws on the theory
of salutogenesis to investigate key
‘health assets’ that support the cre-
ation of health rather than the preven-
tion of disease.

* Asset mapping supports health pro-
fessionals build an inventory of the
strengths and gifts of the people who
make up the community prior to inter-
vening.

*The asset model promotes a multi
method approach to evaluation using a
set of ‘salutogenic’ indicators to mea-
sure the effectiveness of programmes
and initiatives aiming to contribute to
the reduction in health inequities.

In an increasing number of countries,
politicians, policy makers and practitioners
are now convinced at the need to tackle
health inequities both between and within
countries to ensure that these heath
inequities are increasingly recognised as a
global problem. In 2000, the 189 states of the
United Nations reaffirmed their commit-
ment to work toward a world in which elim-
inating poverty and sustaining develop-
ment would have the highest priority
(WHO, 2003). Nonetheless, whilst there are
many examples of National governments
developing comprehensive strategies, pro-
grammes and initiatives to tackle inequities
(DH, 2003; MHSA, 2003; King, 2000), differ-
ent countries vary in their awareness and
commitment to take action (Judge et al.,
2006).

Despite the growing number of policy
commitments to tackle inequities, overall
improvements in health since the 1950s are
coupled with persistent differences in
health between different social groups. Evi-
dence demonstrates that even in Europe
today, there are many examples of system-
atic differences in health between different
social groups and in all European countries
most disadvantaged groups have worse
health and higher mortality (Whitehead &
Dahlgren, 2006). This suggests that some of

the policies and interventions put in place
to alleviate these differences are failing
some sections of our societies. Moreover in
some instances, some of these well inten-
tioned policies may in fact be having some
negative unintended consequences.
Despite calls for all health policies to be
‘equity proofed’ (Acheson, 1998; Stahl et al.,
2006) many cross government policies are
implemented without adequate attention to
their impact on health inequities.

Why should this be? Firstly, it is well
recognised that the multifaceted causes
and solutions required to address the
underlying determinants of inequities pose
particular problems for policy makers, in
that policies need to be long term, require
intersectoral collaboration (Exworthy etal.,
2003) and continued resources if goals of
sustainability are to be reached.

Secondly, whilst there is a wealth of data
(Marmot et al., 1991; Wilkinson 1996,) doc-
umenting the amount and type of inequities
that exist in populations, there is little
empirical evidence about the effectiveness
of strategies for reducing them (Macken-
bach & Bakker, 2002, Whitehead &
Dahlgren, 2006). Moreover the evidence
that does exist tends to be of a higher gen-
eral order, describing the types of actions
that are required but stopping short of how

1. Senior Research Fellow Karolinska Institute, Stockholm, Sweden. Correspondence to: Flat 2, 82 Honor Oak Road London SE23 3RR (antonyhmfph@tiscali.co.uk).
2. Head, WHO European Office for Investment for Health and Development, Venice, ltaly.
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these actions might work for different pop-
ulation groups in different contexts. In addi-
tion, the mechanisms giving rise to
inequities are still imperfectly understood
and evidence remains to be gathered on the
effectiveness of interventions to reduce
such inequities (Woodward & Kawachi,
2000; WHO, 2005).

Thirdly a lack of attention to follow
through well intentioned policies and pro-
grammes with sophisticated action plans
for implementation, often leads expecta-
tions by Government, professionals and the
general public to be undermined. Action
plans which don’t pay attention to the need
for adequate performance management,
insufficient integration between policy sec-
tors, and contradictions between health
inequities and other policy imperatives
may fail (Exworthy et al., 2002).

Fourthly, in the context of this paper we
argue thatin its quest to improve health and
combat disease, public health has focused
on gathering evidence about ‘what works’
from a deficit point of view. That is, there
is a tendency to focus on identifying prob-
lems and needs of populations that require
professional resources and high levels of
dependence on hospital and welfare serv-
ices (Morgan & Ziglio, 2006; Ziglio et al.,
2000). This leads to policy development
which focuses on the failure of individuals
and local communities to avoid disease
rather than their potential to create and sus-
tain health and continued development.

Whilst deficit models are important and
necessary to identify levels of needs and
priorities, they have some drawbacks and
need to be complemented by asset per-
spectives. The asset model presented here
aims to redress the balance between evi-
dence derived from the identification of
problems to one which accentuates posi-
tive capability to jointly identify problems
and activate solutions, which promotes the
self esteem of individuals and communities
leading to less dependency on professional
services. This can lead to an increase in the
amount and distribution of protective / pro-
moting factors that are assets for individ-
ual and community level health. Redress-
ing the balance, however, does not mean
that one approach is better than the other.
But in evidence terms, at least, the asset
model may help to further explain the per-
sistence of inequities despite the increased
efforts by Government internationally to do
something about them.

The asset model described here draws
on a number of perspectives to help us
more systematically understand the causes
and mechanisms of inequities in health and
what to do about them by:

» drawing on the theory of salutogenesis to
investigate the ‘key factors’ or ‘health
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assets’, which support the creation of
health rather than the prevention of dis-
ease;

applying the concept of asset mapping
to help create more effective solutions to
implementation working with the existing
capabilities and capacities of individuals
and communities and building on them;
employing the use of a new set of asset
indicators with multi-method evaluations
to assess the effectiveness of community
based approaches to tackling health
inequities.

What are health assets

The WHO European Office for Invest-
ment for Health Development based in
Venice, Italy, is using the term “health
assets” to mean the resources that individ-
uals and communities have at their dis-
posal, which protect against negative health
outcomes and/or promote health status.
These assets can be social, financial, phys-
ical, environmental or human resources
(e.g. education, employment skills, sup-
portive social networks, natural resources,
etc.) (Harrison et al., 2004).

As such, a ‘health asset’ can be defined
as any factor (or resource), which
enhances the ability of individuals, groups,
communities, populations, social systems
and /or institutions to maintain and sustain
health and well-being and to help to reduce
health inequities. These assets can oper-
ate at the level of the individual, group,
community, and /or population as protec-
tive (or promoting) factors to buffer against
life’s stresses.

It is possible to identify health promot-
ing / protecting assets from across all the
domains of health determinants including
our genetic endowments, social circum-
stances, environmental conditions, behav-
ioural choices and health services. An
inventory of health and development assets
would, as a minimum, include:

* At the individual level: social compe-
tence, resistance skills, commitment to
learning, positive values, self esteem and
a sense of purpose. For example, with
respect to young people an asset
approach to health and development
could involve prevention activities which
focus on protective factors which build
resilience to inhibit high-risk behaviours
such as substance abuse, violence, and
dropping out of school.

Atthe community level: family and friend-
ship (supportive) networks, intergener-
ational solidarity, community cohesion,
affinity groups (e.g. mutual aid), religious
tolerance and harmony. For example, the
cohesiveness of a community measured
by a set of strong and positive interlock-
ing networks may be seen as a health

asset. In this instance, the asset has the
potential to be health promoting irre-
spective of the levels of disadvantage in
that community.

Atthe organisational or institutional level:
environmental resources necessary for
promoting physical, mental and social
health, employment security and oppor-
tunities for voluntary service, safe and
pleasant housing, political democracy
and participation opportunities, social
justice and enhancing equity. For exam-
ple, health systems across Europe are
under utilised instruments for social and
economic development. In an asset
model, planners would ask how health
services can make best use of their
resources (and maximise their assets) to
help reduce health inequities by impact-
ing on the wider determinants of health,
to build stronger local economies, safe-
guard the environment and to develop
more cohesive communities.

Developing the assets model

Working together, assets based ap-
proaches add value to the deficit model by:
¢ Identifying the range of protective and
health promoting factors that act together
to support health and well being and the
policy options required to build and sus-
tain these factors.

Promoting the population as a co-
producer of health rather than simply a
consumer of health care services, thus
reducing the demand on scarce resources.
Strengthening the capacity of individuals
and communities to realise their poten-
tial for contributing to health develop-
ment.

Contributing to more equitable and sus-
tainable social and economic develop-
ment and hence the goals of other sec-
tors.

In reality, both models are important,
however, more work needs to be done to
redress the balance between the more
dominant deficit model and the less well-
known (and understood) assets model. The
asset model presented here promotes a
more systematic approach to understand-
ing the science and practice of an asset
approach to health and development. In
doing so, it has the potential to create a
more robust evidence base that demon-
strates why investing in the assets of indi-
viduals, communities and organisations
can help to reduce the health gap between
those most disadvantaged in society and
those who achieve best health.

The asset model draws on a number of
current and resurgent ideas found in the lit-
erature. The first of these is the concept of
salutogenesis, coined by Aaron Antonovosky
(1987, 1996) to focus attention on the genera-
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tion of health as compared to the pathogen-
esis focus on disease generation. Salutogen-
esis asks, ‘what causes some people to pros-
per and others to fail or become ill in similar
situations?’ It emphasizes the success and
not the failure of the individual and it
searches for the foundations of positive pat-
terns of health rather the foundation of neg-
ative outcomes.

The asset model also incorporates the
idea of asset mapping as a way of promot-
ing effective implementation of equity
focused policies by taking a positive
approach to measuring and diagnosing
community capacity to engage in health
development activities. Kretzmann & McK-
night (1993) describe asset mapping as a
process of building an inventory of the
strengths and gifts of the people who make
up a community prior to intervening. Asset
mapping reveals the assets of the entire
community and highlights the intercon-
nections among them, which in turn reveals
how to access those assets. McKnight
(1995) claims that asset mapping is neces-
sary if local people are to find the way
toward empowerment and renewal.

The asset model also promotes a multi-
disciplinary approach to the evaluation of
complex interventions, deriving a new set
of ‘salutogenic’ indicators useful for meas-
uring the effectiveness of these interven-
tions in different contexts.

Figure 1 highlights how the asset model
can be utilised to:

* generate a ‘salutogenic’ evidence base
that identifies the most important health
promoting and /or protective factors for
health and the actions that need to be
taken to create the necessary conditions
for health;

* assess how most effectively to implement
the actions required to create these con-
ditions for health;

* develop the most appropriate measures
and evaluation frameworks to assess the
effectiveness of these actions.

Using salutogenesis to build an
evidence base for health

Evidence-based public health is now
well established and forms an integral part
of the decision making process for health
development. Much work has already been
done to create the scientific base for action
(IUHPE, 2000), and a range of methodolo-
gies developed to evaluate these actions.
The asset model seeks to complement
these achievements by building a more sys-
tematic approach to collecting and synthe-
sising evidence based on the theory of salu-
togenesis.

The ‘salutogenic’ perspective or ‘the
origin of health’ allows us to identify those
factors which keep individuals from mov-
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ing toward the disease end of the health and
illness spectrum (Lindstrom, 2006). It can
help us to identify the combination of
‘health assets’ that are most likely to lead to
higher levels of overall health, well-being
and achievement. Specifically, the concept
embraces the need to focus on people’s
resources and capacity to create health. It
argues that the more that individuals
understand the world they live in, which
is manageable and has meaning, the more
they can utilise the resources they have
themselves and around them to maintain
their own health. Lindstrom (2005) argues
that the concept can be applied at an indi-
vidual, group and societal level.

A ‘salutogenic’ approach to building an
evidence base for public health would
include the need to identify those health
promoting or protective factors (assets) that
are most important in creating health and
to understand the implications for action.
At its core, salutogenesis asks:

* What external factors contribute to health
and development?

* What factors make us more resilient
(more able to cope in times of stress)?

* What opens us to more fully experience
life?

* What produces overall levels of well
being?

Applying this concept to the search for
evidence on the determinants of health and
the evidence of the most effective actions
has the potential to explain further what is
required to tackle inequities in health. It
also encourages the discipline of modern
epidemiology to move towards finding
answers to what creates health, rather than
its traditional focus of generating evidence
about the causes and distribution of dis-
ease and early death. The asset model
therefore calls for a rethinking of the theo-
retical basis on which the public health evi-
dence base is built. The key questions for
an epidemiology of health would include:
* What are key assets for health and devel-

opment at each of the key life stages?

* What are the links between these assets
and a range of health outcomes?

* How do these assets work in combination
to bring about the best health and well
being outcomes?

* How may these factors be used to con-
tribute to reductions in health inequities?

Of course, there are many examples
where this approach to research is already
being taken. The assets model aims to
encourage a more systematic way of col-
lecting and synthesising this research to
ensure that it features in the ongoing prac-
tice of evidence-based public health which
is still dominated by a positivist biomedical
approach to understanding ‘what works.’

Notable examples include the work of
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Figure 1. The Asset Model
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the ESRC Priority Network (www.ucl.ac.uk/
capabilityandresilience) and the Search
Institute (http://www.search-institute.org/).
The ESRC Priority Network (Bartley, 2006)
has compiled the most recent evidence on
the best ways to promote ‘capability and
resilience’ two concepts used to refer to the
ability to react and adapt positively when
things go wrong. This research recognizes
resilience as an asset because itallows indi-
viduals to rise above poor circumstances
and succeed either to avoid high risk taking
behaviour or to thrive in the face of these
circumstances.

The concept of resilience has been iden-
tified as an example of an important health
asset to support the healthy development
of young people particularly those who are
growing up in difficult circumstances.
Resilient young people possess problem
solving skills, social competence and a
sense of purpose, which can be utilised as
an asset that can help them rebound from
setbacks, thrive in the face of poor circum-
stances, avoid risk-taking behaviour and
generally continue on to a productive life.

The Search Institute has developed 40
essential developmental assets for young
people, particularly during adolescent
years, which foster resilience capabilities
and support growing up as healthy, caring
and responsible people. Many of the factors
associated with resilience in young people
relate to the social context within which
they live.

Assets in action

The Acheson Report on Inequalities in
Health (Acheson 1998) recognized that the
solutions to major public health problems
such as heart disease, cancers, mental
health and accidents are complex. These
problems require interventions, which cut
across sectors to take account of the broader
social, cultural, economic, political and
physical environments which shape peo-
ple’s experiences of health and well-being.
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Some evidence exists to demonstrate
that communities which are more cohe-
sive, characterized by strong social bonds
and ties are more likely to maintain and sus-
tain health even in the face of disadvantage
(Putnam, 1993; Kawachi, 1997).

The cohesiveness of a community meas-
ured by a set of strong and positive inter-
locking networks and their positive impact
on wellbeing may be seen as a health asset.
In this instance, the asset has the potential
to be health promoting irrespective of the
levels of disadvantage in that community.

Supporting the development of strong
cohesive communities is now common-
place in many government strategies to
tackle health inequities and most people
working with local populations realise that
good community capacity is a necessary
condition for the development, implemen-
tation and maintenance of effective inter-
ventions (Morgan & Popay, 2007). However,
Jordan (1998) argues that whilst the nature
and extent of public involvement in deter-
mining the most appropriate ways of devel-
oping health has increased, the quality of
consultation remains questionable. One
reason for this is that policy makers under
heavy pressure to achieve very specific
national policy targets may feel that the
involvement of the community is time con-
suming and that they can suffer a loss of
control. This can lead to community
involvement activities becoming tokenis-
tic and separated from the main decision
making processes of professionals.

Another problem associated with poor
community involvement is that profession-
als tend to define communities by their defi-
ciencies and needs. These needs are often
translated into deficiency-orientated poli-
cies and programmes which rightly identify
the problems and try to address them. A
possible downside to this approach is high-
lighted by Kretzmann and McKnight (1993),
who claim from their work with communi-
ties that many low-income urban neigh-
bourhoods have become environments of
service where behaviours are affected
because residents come to believe that
their well-being depends upon being a
client. They therefore suggest that rather
than focus on deficits an alternative
approach would be to develop policies and
activities based on the assets, capabilities
and the skills of people and their neigh-
bourhoods.

Learning how to ask what communities
have to offer begins a process of building
and developinglocal capacities for creating
health. It brings knowledge, skills, and
capacities out into the open, where they
can work together to everyone’s benefit. As
the web of assets grows, so does the poten-
tial for the community to work with profes-
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sionals as co-producers of health which can
also contribute to a sense of belonging and
more cohesive communities.

Community asset mapping processes as

outlined by Kretzmann and McKnight help
to initiate a process that fully mobilizes
communities to use their assets around a
vision and a plan to solve their own prob-
lems. They illustrate the differences
between the traditional approach to assess-
ing need and the assets approach, which
identifies the following distinct categorisa-
tions for asset identification:
* Primary building blocks: assets and capac-
ities located inside the neighbourhood
and largely under neighbourhood con-
trol (e.g. skills, talents and experience of
residents, citizen associations etc).
Secondary building blocks: assets located
within the community but largely con-
trolled by outsiders (physical resources
such as vacant land, energy and waste
resources; public institutions and serv-
ices).
Potential building blocks: resources orig-
inating outside the neighbourhood out-
side the neighbourhood controlled by
outsiders (e.g. public capital improve-
ment expenditures).

Guy etal. (2002) promote asset mapping
as a positive, realistic (starting with
what the community has) and inclusive
approach to building the strengths of local
communities towards health improve-
ments for all. Assets maps provide a start-
ing point for taking action in a way which
builds trust between professionals and
local communities.

Asset mapping is therefore a key step in
the process of implementing well inten-
tioned policies aiming to tackle health
inequities. Good health needs assessment
should provide a means of identifying the
health assets and needs of a given popula-
tion to inform decisions about service deliv-
ery. Combined with more traditional ways
of measuring need, asset mapping can pro-
vide health promoters with an under-
standing of how best to create the condi-
tions required to maximise the potential for
health.

Asset mapping also helps us to concep-
tualise what s ‘salutogenic’, health enhanc-
ing in the contexts of people’s physical,
emotional, economic and cultural environ-
ments. In doing so, it begins the process of
identifying the most appropriate ‘asset indi-
cators’ to be used in the evaluation of strate-
gies aiming to create the conditions for
health.

Assets and evaluation

The assets model encourages the use of
a new set of indicators to evaluate those
programmes and initiatives that are devel-

oped to promote health and the reduction

of health inequities, as defined in this arti-

cle. Work is already under way to classify

a set of ‘salutogenic’ indicators that can be

used for this purpose (Bauer et al., 2006).

The development of these indicators is the

first step in producing a revitalised evi-

dence base developed through an assets
approach to health and development.

The next perhaps more challenging step
is to find appropriate methods and means
of evaluating these programmes to help
demonstrate the value in investing in the
assets based approach. Some of this evi-
dence already exists, however, as Hunter
and Killoran (2004) note, much of the rele-
vant evidence base available to provide
answers on the best way of tackling
inequities does not match the traditional
requirements in evidence based medicine.
Evidence arising from a ‘salutogenic’
approach to health and development prob-
ably lies in this domain.

Savedoff et al. (2006) argue that this eval-
uation gap has arisen because governments
and official donors do not demand or pro-
duce enough impact evaluations, which
aim to tell us the types of social interven-
tions that succeed, and those which are
commissioned, are often methodologically
flawed.

In addition, whilst there is much rheto-
ricin policy and research about the need to
employ a multidisciplinary approach to
finding evidence about the social determi-
nants of health, the positivist model of syn-
thesising evidence on the whole remains in
the biomedical tradition.

The assets model uses an evaluation
framework that follows the general shifts in
policy thinking over the last few years
which have refocused interventions (Hills,
2004):

* From a disease prevention model target-
ing morbidity and mortality to a more
positive approach targeting general
health and wellbeing.

* From a model of single disease causality
to a multiple dynamic model of health
and its determinants.

* From individual style interventions to
more community based and system level
interventions.

* From the notion of passive recipients of
health programmes to a more active pub-
lic participation movement in health.

The asset model approach to evaluation
endorses the framework put forward by
Wimbush and Watson (2000) which demon-
strates that there are many stages and forms
of evaluation which contribute to the devel-
opment of effective interventions. They call
for a more explicit expression of the types
of questions that need answering, for whom
and for what purpose. Focusing evaluations
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on outcomes and effectiveness may meet
the information needs of strategic planners
but often fall short of answering questions
for stakeholders involved in other parts of
the implementation chain. In addition, as
Koelen et al. (2001) argue, ‘methods of
research have to be determined, among oth-
ers by the purpose of the study the context
and the setting, the theoretical perspectives,
the applicability of the measurement tools
and the input of community participants.’

More emphasis on evaluation that helps
us to understand the mechanisms of
change and the underpinning theories
upon which programmes are based may
help us to overcome the evaluation gap on
how best to tackle health inequities. Paw-
son and Tilley’s (1997) notion of realistic
evaluation is helpful as it promotes theory
driven evaluations which help to capture
the linkages between the context (the nec-
essary conditions for an intervention to trig-
ger mechanisms), mechanisms (what is it
abouta particular intervention that leads to
a particular outcome in a given context)
and outcomes (the practical effects pro-
duced by causal mechanisms being trig-
gered in a given context).

The values of the asset model fit com-
fortably with these approaches to evalua-
tion. Its framework for evaluation incorpo-
rates an analysis of different stakeholder
perspectives, in particular, the voices of
local communities in the evaluation
process, and addresses the need to ask
questions not only about what works, but
for whom and in what circumstances. In
doing so, it draws on a range of approaches
and methods to produce a single coherent
model for assessing the effectiveness of
‘salutogenic’ approaches to health and
development.

The asset model evaluation framework
also answers the call by Hunter and Killo-
ran (2004) for interventions to reflect theo-
retical approaches to understanding social
and environmental sources of structural
inequities. As many of the important assets
for health and development lie within these
domains, it promotes the need to answer
questions of how these factors interrelate,
how they are mediated and how they are
constructed over an individual life history.

The asset model encourages the art of
systematic reviewing to pay more attention
to how different kinds of evidence can be
brought together to help with the task of
piecing together and evidence jigsaw
(Whitehead et al., 2004). Such a “jigsaw”
would encompass different types of evi-
dence - for example, evidence about the
potential effectiveness of policies (from
experimental, quasi-experimental, and
observational studies); evidence on the diag-
nosis and/or causes of problems that could
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contribute to the development of appropri-

ate interventions/programmes; and evi-

dence on costs and cost-effectiveness.

Essentially, it may therefore not be alack
of evidence thatis necessarily the problem,
but the ways in which we conceptualise
issues and where we look to find the evi-
dence. Judd et al.(2001) advocate a shift
away from a pathogenic risk factor and out-
comes-orientated perspective of evaluation
towards a more balanced menu of possible
targets for change and accompanying stan-
dards for defining success. They argue that
this is not at odds with standards that are
systematic and supportive of accountabil-
ity. A more ‘salutogenic’ approach to eval-
uation will allow the process and outcomes
of community based evaluations to be rel-
evant to community stakeholders, policy
makers and funders.

The asset model has the possibility to
help to reconstruct better evaluation frame-
works because:

* [t seeks to understand the combination of
factors required to effect population
heath.

e It majors on the need to employ commu-
nity based approaches to health devel-
opment and in so doing recognises that
evaluations should articulate process,
impact and experience.

Conclusions

The values and principles of the assets
model reflect those originally articulated in
the Ottawa Charter (WHO, 1986). In partic-
ular, it emphasises the need to strengthen
local communities- the model through
asset mapping promotes the process of
community empowerment to encourage
‘their ownership and control of their own
endeavours and destinies’ (McKnight,
1995). It also supports the development of
personal skills through its ‘salutogenic’
approach to health development. It creates
supportive environments by helping to
identify the key assets which generate liv-
ing and working conditions that are safe,
stimulating, satisfying and enjoyable.

Many of the key assets required for cre-
ating the conditions for health lie within the
social context of people’s lives and there-
fore it has the potential to contribute to
reducing health inequities.

It has the potential to revitalise the evi-
dence-base for public health by helping
politicians, policy makers, researchers and
practitioners rethink how to conceptualise
the concept of health to:

* Raise the self esteem and resourceful-
ness of individuals to improve and sus-
tain their own health.

* Provide mechanisms to ensure that all
policies and programmes aimed at tack-
ling health inequities take account of the
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positive attributes already existing in indi-
viduals and communities.

 Improve the efficiency of organisations to
contribute to the overall well-being of the
communities they serve.

The asset model presented here aims to
revitalise how policy makers, researchers
and practitioners think and act to promote
a more resourceful approach to tackling
health inequities. The model outlines a sys-
tematic approach to asset-based public
health which can provide scientific evi-
dence and best practice on how to max-
imise the stock of key assets necessary for
promoting health.

In research terms, this evidence-base
needs to articulate what the most important
assets are for health and development and
how policy and practice can support indi-
viduals, communities and organisations to
utilise them for health and development.
Research is also required to convince policy
makers of the economic benefits of investing
in the positive-centred asset approach. The
evidence-base also needs to be drawn from
the practical experiences of the people
working most closely with communities to
understand how these assets can be
released in real life settings. If it does this, it
has the potential to strengthen the evidence-
base for public health, which, to date, has
been dominated by deficit models of health.

Redressing the balance between the
assets and deficit models for evidence-
based public health could help us to unlock
some of the existing barriers to effective
action on health inequities. This re-balanc-
ing would help in better understanding the
factors that influence health and what can
be done about them. It hence promotes a
positive and inclusive approach to action.

Given the increasing global context for
health, the model also provides an oppor-
tunity for innovation and collaboration at
an international level so that we can gal-
vanise efforts to revisit existing evidence
with an assets frame of reference, and to
collect new data that tells how to maximise
the stock of health and development assets,
both within and across countries, to help to
sustain health for all now and in the future.
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Enabling health systems transformation: what progress has

Reflecting on the Charter’s action areas

been made in re-orienting health services?

Marilyn Wise' and Don Nutbeam’

Abstract: The Ottawa Charter has been remarkably influential in guiding the development of the goals and concepts of health
promotion, and in shaping global public health practice in the past 20 years. However, of the five action areas identified in the
Ottawa Charter, it appears that there has been little systematic attention to the challenge of re-orienting health services, and
less than optimal progress in practice.

The purposes of re-orienting health services as proposed in the Ottawa Charter were to achieve a better balance in invest-
ment between prevention and treatment, and to include a focus on population health outcomes alongside the focus on individual
health outcomes.

However, there is little evidence that a re-orientation of health services in these terms has occurred systematically any-
where in the world. This is in spite of the fact that direct evidence of the need to re-orient health services and of the potential
benefits of doing so has grown substantially since 1986. Patient education, preventive care (screening, immunisation), and
organisational and environmental changes by health organisations have all been found to have positive health and environmental
outcomes. However, evidence of effectiveness has not been sufficient, on its own, to sway community preferences and politi-
cal decisions.

The lack of progress points to the need for significant re-thinking of the approaches we have adopted to date. The paper
proposes a number of ways forward. These include working effectively in partnership with the communities we want to serve
to mobilise support for change, and to reinforce this by working more effectively at influencing broader public opinion through
the media. The active engagement of clinical health professionals is also identified as crucial to achieving sustainable change.
Finally we recognize that by working in partnership with like-minded advocacy organizations, the [IUHPE could put its signifi-
cant knowledge and experience to work in leading action to transform health care systems to make a major contribution to the
improvement of public health. (Promotion & Education, 2007, Supplement (2): pp 23-27).

Key Words: reorienting health services, partnership, evidence-based policy and practice, advocacy

Résumé en francgais a la page 50. Resumen en esparol en la pagina 64.

Key PoINTS

* Re-orienting health services is the
strategy from the Ottawa Charter that
has been the least systematically
implemented, despite substantial evi-
dence of need and effectiveness.

To achieve sustainable progress we
need to engage individuals and com-
munities and those that represent
them to change public opinion and
political decisions regarding the func-
tions of health systems- to include
stronger emphasis on and greater
investment in prevention and popula-
tion health interventions.

Health promotion practitioners and
researchers (through and with IUHPE)
will need to focus on building commu-
nity networks, engaging more actively
in media advocacy, and in influencing
clinical professionals to lead action to
transform health care systems to
achieve their potential in health pro-
motion and disease prevention.

The Ottawa Charter has been remark-
ably influential in guiding the development
of the goals and concepts of health promo-
tion, and in shaping public health practice
in the past 20 years. The magnitude of the
impact belies the fact that the Ottawa Char-
ter was developed at a relatively small WHO
meeting (only 38 countries were repre-
sented), and was focused almost exclu-
sively on the needs of “industrialised coun-
tries.”

Over these two decades the concepts
and strategies defined through the Ottawa
Charter have reached almost all nations.
Each of the subsequent international con-
ferences on health promotion convened by
the World Health Organization has built on
the foundations of the Ottawa Charter by
focusing on specific strategies, examining
the application of the Charter principles in
developing countries, or responding to the
challenges to health emerging from global-
ization.

Surprisingly, and disappointingly, none
of the subsequent international confer-
ences has focused on the Ottawa Charter
strategy of re-orienting health services. Of
the five action areas identified in the Ottawa
Charter, it appears that there has been lit-
tle systematic attention to the challenge rep-
resented by this strategy, and as a conse-
quence this issue offers the least
observable change.

It would seem logical that the health sec-
tor, from which health promotion originally
emerged (and in which it continues to
evolve), would respond to the growing evi-
dence from health promotion interventions
that improve the health of individuals and
populations, by adapting its goals, policies,
structures, and practices accordingly. Yet,
across the world there appears to have
been stubborn resistance to systematic
change in health care services, and only
limited examples of effective and sustain-
able health services reorientation. There
are some good examples, but these are gen-
erally confined to local levels - single hos-
pitals, individual community health serv-
ices, or individual health professionals.

As the science and art of health promo-
tion has evolved, the attention of the field has
(appropriately) focussed more on the social
and environmental determinants of health
and on reducing or eliminating inequities in
health status within and between popula-
tions. The role of health systems in address-
ing the determinants of health and in tackling
health inequalities has come to be seen by
many health promotion practitioners to be
marginal and/or less effective than actions
outside of the health system.

Alternatively, public and political atten-
tion to the role and structure of health sys-
tems continues to be dominated by the pro-
vision of tertiary services in most countries,
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and specifically to issues relating to cost,
access to and affordability of these serv-
ices. Given these circumstances, it is hardly
surprising that the Ottawa Charter strategy
of re-orienting health services has received
relatively little attention and that there is lit-
tle evidence to suggest systemic integration
of health promotion strategies and princi-
ples in the health sector.

In this context it is reasonable to pro-
pose that this is a strategy from the Ottawa
Charter that has been less well imple-
mented relative to the more successful and
systematic adoption of other strategies.
This paper considers the case for contin-
ued attention to the re-orientation of health
services, and what actions are implied for
the future if this goal is to be realised.

What do we mean by
re-orienting health services?

The WHO Health Promotion Glossary
(WHO, 1998) describes health services
reorientation as follows:

Health services re-orientation is charac-
terised by a more explicit concern for the
achievement of population health outcomes
in the ways in which the health system is
organized and funded...

The Glossary goes on to point out that
the Ottawa Charter also emphasises the
importance of a health sector as a whole.
It states that, in most cases, achieving
improved population health outcomes will
require an expansion in health promotion
and disease prevention action to achieve an
optimal balance between investments in
health promotion, illness prevention, diag-
nostic, treatment, care and rehabilitation
services in a health system. Such an
expanded role need not always be achieved
through an increase in direct health system
activity. It also makes the point that action
by sectors other than the health sector -but
with leadership from and partnership with
the health sector- may be more effective
in achieving improved health outcomes.

In short, the purposes of re-orienting
health services as proposed in the Ottawa
Charter were to achieve a better balance in
investment between prevention and treat-
ment, and to include a focus on population
health outcomes alongside the focus on
individual health outcomes.

These basic purposes have been refined
over the years in recognition that health
systems form an important part of national
economies, are major employers (1.3 mil-
lion people in the UK (Coote, 2006); 9.7%
of the Australian workforce (Health Work-
force Australia, 2006), have immense pur-
chasing power that can be used positively,
uses immense amounts of energy and other
resources (renewable and non-renewable),
and produces significant amounts of waste
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or carbon emissions (Hancock, 2003).
Health sectors have significant roles to play
in promoting health in addition to the direct
provision of services (including health pro-
motion) to their clients, patients, and com-
munities. There is some evidence of indi-
vidual organisations taking up these roles -
changing patterns of food purchasing, or
providing incentives for staff to use public
transport or to walk or cycle to work, or tak-
ing positive steps to improve the health and
wellbeing of staff. But, again, there is little
evidence of these having become system-
wide, routine measures. (Coote 2006)

Is there evidence to suggest that
health services re-orientation is
needed?

Direct evidence of the need to re-orient
health services and of the potential benefits
of doing so has grown substantially since
1986. There are several examples of inter-
national and country specific reviews of
health systems that have concluded in the
need for a better balance in investment and
more substantial investment in health pro-
motion and disease prevention activities as
crucial elements in the health sector, and as
a foundation for health services reform.

A substantial and recent example of this
is the independent review of the future sus-
tainability of the British National Health Ser-
vice (Wanless, 2002; Wanless, 2004). This
review was led by an economist, Sir Derek
Wanless, who was charged with the respon-
sibility for assessing the level and types of
resources required to provide high quality
health services for the British population in
the future. It was not a review generated
from within the health sector, and offered
the British Treasurer, Gordon Brown (who
commissioned the review) with a blunt
assessment of the future sustainability of
the health system in Britain.

Not unexpectedly, Wanless found that
there would be considerable differences in
expected future costs depending upon
improved productivity within the health
sector and upon the anticipated ‘health’ of
the population. He identified three scenar-
ios for the future of the British health sys-
tem, advocating his “fully engaged” sce-
nario as the only viable way to a financially
sustainable health system. This “fully
engaged” scenario envisaged significant
improvements in productivity (that is,
improved health care for lower cost)
through a combination of management
reform and technological change. This
improved productivity would be under-
pinned by more substantial patient engage-
ment in health care, and through a sub-
stantial increase in investment in public
health interventions.

In forming this view, Wanless examined

the cost effectiveness of actions to prevent
illness and injury and to address the wider
determinants of health. He found that meth-
ods that had already proven to be effective
in reducing premature mortality, or in
reducing risk of disease or injury or in pro-
moting positive health, had to form an
essential part of the response necessary to
achieve a sustainable health care system.

Wanless’ findings confirmed the evi-
dence from many other countries that have
undertaken similar reviews, such as in Aus-
tralia (Applied Economics, 2003), the
Netherlands (Van der Wilk et al, 2005), Swe-
den (Ager 2004; Kristenson & Weinehall
2006), and Canada (Romanow, 2002), indi-
cating that even relatively limited re-orien-
tation in investment in health systems to
public health services to promote the
health of populations (relative to invest-
ment in health care) will produce major
improvements to populations’ health (lives
saved, illness and injuries averted) and in
major cost benefits to societies.

The findings of this review led to
renewed interest in public health in the
health system, and a short-term boost in
funding for public health in England. This
has produced some system wide changes
in funding for primary health care, and for
prevention services in the British NHS.
Despite this, the fundamental public and
political concern with the NHS remains
firmly focussed on access to tertiary care,
and the management of costs. Similarly, in
Canada, a new national Public Health
Agency was established as one outcome of
the Romanow review, but public and polit-
ical attention remains firmly fixed on health
services access and affordability.

Is there evidence to suggest that
health services re-orientation
can produce improved health?

The Wanless review (and a follow up
report on progress with its implementation)
focused especially on the contributions
made by health services in promoting the
health of populations and sought to quantify
the cost and effectiveness of these (Wanless
2002, 2004). The Swedish 1997 Public Health
Report calculated that the health service
had contributed to prolonging average life
expectancy in Sweden by about 5 years,
with preventive measures implemented by
the health service accounting for approxi-
mately 1.5 of these' (National Board of
Health and Welfare 1997).

By identifying “patient engagement” as
essential to a future health system, the Wan-
less review added to the large body of exist-
ing evidence of effective patient education
interventions initiated and delivered by
health systems (eg Goel, Mclsaac 2000;
Johnson, 2000; IUHPE, 2000). Planned
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patient education to enable self-manage-
ment of chronic diseases (asthma, diabetes,
cardiovascular disease, arthritis, for exam-
ple) (Lorig, et al, 2001) and brief interven-
tions to assist people to quit smoking (Lan-
caster, Stead, 2004) or take up physical
activity or change their alcohol intake
(Fleming et al., 1997) have all been found
to be effective in improving life expectancy
or reducing risk of disease or injury. More
recent work has illustrated efficacy of
health services in assisting people through
episodes of depression and other mental ill-
nesses and enabling them to return to the
activities of daily living (www.vichealth.vic.
gov.au/cochrane/activities/reviews.htm).

As well, at the population level, health
services that have systematically imple-
mented public health programs, for exam-
ple in maternal and child health care,
immunisation and screening programs,
have succeeded in reducing the incidence
ofillnesses and in reducing premature mor-
tality (Centers for Disease Control and Pre-
vention, 1999; NSW Health, 2003).

The WHO Europe has established an
International Network of Health Promoting
Hospitals, and has developed normative
standards for health promotion in hospitals
(World Health Organization Europe, 2004).
The Vienna Recommendations on Health
Promoting Hospitals (1997) outlined prin-
ciples and strategies for comprehensive
changes in policy and practice. In 1997
there were approximately 30,000 hospitals
in Europe. In 2006, the WHO Europe health
promoting hospitals project reported that
there were 700 hospitals engaged in the
project in 25 networks (www.euro.who.
int/healthpromohosp). There is no equiv-
alent project or network in relation to other
institutional components of health systems
- e.g. general practice, community health or
primary care services - although there are
many that engage in health promotion activ-
ities.

There is also evidence of health services
succeeding in taking positive steps to
reduce their ecological footprints (Sustain-
able Development Commission, 2006) and
there is some evidence of health services
successfully acting to improve the health of
their own employees, directly.

In addition, there is now greater under-
standing (and consensus) on the type of
infrastructural support (or organisational
capacity) required by the health sector to
improve the health of populations. This
includes a designated, specialised infra-
structure for population health to provide
political and strategic leadership and to
apply the technical skills necessary to
design, deliver and evaluate effective
health promotion (IUHPE, 2000; Nutbeam
and Wise, 2002; Ministry of Health Services,

Reflecting on the Charter’s action areas

British Columbia, 2005; National Public
Health Committee 2000).

The IUHPE has played a leading role in
gathering evidence concerning the eco-
nomic and social benefits of health promo-
tion, particularly through its work for the
European Union (IUHPE, 2000). The evi-
dence that it is possible to bring about pos-
itive change is now strong, and has been
amassed in economically developing and
developed nations, across multiple popu-
lation groups and communities and in a
broad range of settings.

However, despite there being a strong
case for health services re-orientation, and
substantial evidence to support specific
actions by and within the health system,
since 1986 there is little tangible progress to
be observed in the proportion of health
budgets invested in public health or health
promotion. For example, in Australia,
recently published data by the Australian
Institute for Health and Welfare indicates
thatexpenditure on public health activities
by Australian health departments in 2004-
05 was approximately $1.4 billion or $71 per
person. The greatest proportion (23.6%, or
$338.3 million) was spent on organised
immunisation, followed by selected health
promotion ($232.8 million) and communi-
cable disease control ($232.0 million).

Allowing for inflation, the report shows
there has been a steady increase in expen-
diture on public health activities over the
six years from 1999-00 to 2004-05, with real
growth averaging 5.8% per annum. How-
ever, in 2004-05, the public health share of
recurrent health expenditure, in current
price terms, was estimated at 1.7% and has
remained virtually constant since 1999-00.
(AITHW, 2007).

Itis hard to find a country in which there
is universal access to all the health promo-
tion programs and services that have
proven to be effective; an optimal system
for the delivery of quality health care that
includes the benefits of health promotion
and that reaches, equitably, the whole pop-
ulation; and an optimal infrastructure for
public health/health promotion. Indeed
there has been continuing difficulty in
obtaining and/or maintaining investment in
health promotion.

Why have we made so little
progress in re-orienting health
services?

Atthe time of the Ottawa Charter’s devel-
opment there was a strong sense among
participants that health systems were so
focused on the provision of care for indi-
viduals with acute and chronic conditions
that the contribution they need to make to
primary prevention and health promotion
was neglected. The recommended actions
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from the workshop (Ottawa Conference
Report, 1986) at the Ottawa Conference
emphasized the importance of increased
citizen partnership in the planning and
implementation of health services,
increased accountability of health services
for improved population health outcomes
and changes to the financial incentives in
health services to support more health pro-
motion activities. These recommendations
are surprisingly similar to those of the Wan-
less review published 20 years on, perhaps
highlighting that little has changed in that
time.

Our inability to reframe the role of
health systems to include the promotion,
protection and maintenance of the health
of populations and to achieve a redistribu-
tion in countries’ investmentin their health
sectors points to the need for significant re-
thinking of the approaches we have
adopted to date.

What is clear is that evidence of effec-
tiveness has not been sufficient, on its own,
to sway community preferences and polit-
ical decisions toward the necessity for
reorientation of their health systems.
Although it is comforting to believe that
there is a seamless and rational fit between
the development of knowledge and its
application to policy, in truth there is no
such simple relationship. Evidence is used
in a variety of ways to lead, justify, support
or block policy development (Nutbeam,
2003).

Nancy Milio’s (1987) seminal work on
healthy public policy identified the com-
plexity of the process of achieving policy
change at the time of the Ottawa Charter.
Although evidence of the need for and via-
bility of change is a part of this process, she
explains that policy develops and changes
on the basis of underlying beliefs about
both the cause of a problem and the poten-
tial effect of intervention, alongside con-
sideration of the social and political context
within which a decision is to be made. In
other words, it is not enough to interpret the
causes of a problem, and to identify effec-
tive solutions; it is necessary to also recog-
nize and engage with the social and politi-
cal contexts within which policy decisions
are made if we are to succeed in influencing
them.

Milio argues that the ways in which evi-
dence is used in this process vary accord-
ing to the beliefs of those who create and
influence policy. “Evidence” can be used
internally to monitor, analyse and critique
policy options, or externally to persuade
or mobilise others into action. Milio sees
the media as having a particularly impor-
tant role in shaping community prefer-
ences, not only by what they report, but
also by choosing who is allowed to speak,
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how much prominence the issue is given,
and the way in which an issue is framed
(Milio. 1987).

This work is a reminder that although we
are right to continue to develop evidence,
we have to focus our attention equally on
the use of evidence in decision making, and
specifically how to work effectively with the
media to mobilize community preferences
in favour of increased health services
investment in public health and health pro-
motion, and to mobilize political leadership
and support for such investment.

What remains to be done?

In all, despite clear evidence that health
services can reduce the incidence and
prevalence of illness and injury in popula-
tions and reduce their detrimental impact
on the physical environment there is little
evidence that these ‘health promoting
actions’ have become integrated routinely
into the policies and practices in all health
services. The sector’s potential contribu-
tion to the health of populations has not yet
been fully realized, and this brief overview
of progress over the last thirty years is a
strong reminder of the serious challenges
that lie ahead to bring about sustained
changes within our own sector.

Although there are encouraging signs
that some countries have attempted to dis-
tinguish between the need for high quality,
accessible health care and the need for uni-
versal and targeted population health inter-
ventions at a political level, for example by
appointing Ministers for Public/Population
Health (eg UK, Sweden, Canada), even
these small steps have proven to be vul-
nerable to political processes, and have not
obviously led to significant health services
re-orientation as envisaged in the Ottawa
Charter.

The example from the UK of the
improvement in funding for public health
following the Wanless review is one that is
observable, with local variation, in many
countries in the world. A review of evi-
dence, or an acute public health crisis
(such as SARS), leads to a short-term invest-
ment in public health, but is almost always
followed by an insidious decay in public
attention and resource investment as pub-
lic concern turns to cost and access to
health care services.

Although there appears to be some
ambivalence on the part of health promo-
tion practitioners as to the importance of the
health system, the weight of evidence con-
cerning the potential impact on population
health, and the continuing cental role of the
health system as an anchor for public health
programs in most countries means that we
cannot afford to ignore this health promo-
tion “sleeping giant.” There is no doubt that
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health services (systems or sectors) have
vital roles to play in promoting the health
of populations and individuals

Re-orienting health services remains a
priority for health promotion. This short
overview makes it clear that systematic,
persistent, multistrategic approaches will
be required to engage communities in
debate, and that health promotion practi-
tioners will need to use their public health
advocacy skills for the purposes of trans-
forming public and political opinion on the
function of health systems. It will require us
to reframe health problems and their solu-
tions to more closely align with day-to-day
public and political concerns about health
and health investment. To do this four types
of action are proposed.

Firstly, we have to work effectively in
partnership with the communities we want
to serve. Community preferences for health
investment most commonly focus on
obtaining or improving health services
(and/or research) in relation to explicit
health issues. These preferences are, in
turn, shaped by individuals’ or groups’
experiences of disease or injury. Malaria,
breast cancer, schizophrenia, HIV/AIDS, or
violence against women are just some con-
ditions or experiences around which strong
advocacy organizations have evolved. In
partnership, often, with health profession-
als whose experience and concern also lies
with providing health care for the people
who have contracted these conditions,
these are powerful networks exerting pres-
sure on politicians and the senior managers
of health systems. The focus on improving
health care (mostly clinical care, sometimes
primary care) means that such groups less
often call for investment or action to prevent
illness or injury, or to promote positive
health and to eliminate (or at least, reduce)
unjust inequalities in health.

These groups are (or can be) powerful
allies in improving health services,
demanding, for example, the inclusion of
planned patient education in routine diag-
nosis, treatment and management, or uni-
versal access to drug treatments, or to clean
water supplies. And they are potentially (at
least) powerful allies in arguing the case for
a change in the priorities, resource invest-
ment, and range of outcomes expected of
‘re-oriented’ health services.

Second, we have to work more effec-
tively atinfluencing broader public opinion
through the media. Political decisions are
based on evidence of a variety of types,
including evidence of community demand.
The mass media play a significant role, as
Milio (1987) and Wallack (1998) point out.
Health promotion practitioners need a
sophisticated understanding of the media
and need to build relationships with

‘health’ journalists as small steps to build-
ing a stronger media voice for public health
and health promotion.

Thirdly, the active engagement of clini-
cal health professionals is crucial. This, too,
will require active inclusion of ‘training’ in
population health within the pre-profes-
sional preparation and on-going profes-
sional development of all health profes-
sionals - ensuring that, for example, new
evidence on the effectiveness of self-man-
agement programs for patients with a vari-
ety of chronic diseases is introduced into
clinical practice in a timely fashion. As a
component of this, enabling clinicians to
interpret reviews such as Cochrane reviews
in terms of impact on the health of popula-
tions (in addition to impact on the health
of individual patients) will be necessary.

Finally, The International Union for
Health Promotion and Education has a well-
established record of working with the
major health promotion organizations
across the world and with senior health
promotion academics, administrators and
practitioners to place issues on the global
health promotion agenda and of providing
evidence-based guidance for action on
these. The organization supports and dis-
seminates the building of evidence of effi-
cacy and effectiveness through its projects,
publications, journals and conferences. It
has a well-developed policy advocacy func-
tion and has worked in partnership with a
variety of international and national organ-
izations (in many countries) to influence
health policy and practice. By working in
partnership with like-minded advocacy
organizations, the IUHPE could put this
knowledge and experience to work in lead-
ing action to transform health care systems
to make a major contribution to the process
health services re-orientation.
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Did the Ottawa Charter play a role in the push to assess the
effectiveness of health promotion?

Linnea Evans', Mary Hall', Catherine M. Jones? and Andrea Neiman'

Abstract: The Ottawa Charter contains no explicit mention of the role evidence should play in supporting the development of
health promotion, nor is there a discussion on the available methods or recommendations for assessing the effectiveness of health
promotion programs and policies. The authors of this paper suggest evidence and effectiveness were not prioritized in the Ottawa
Charter, and consequently, attracted little attention during the early development of health promotion practice. This paper
reflects upon the various implications of a push to assess the effectiveness of health promotion well after the release of the Ottawa
Charter; examines progress in this area since the Ottawa Charter; and challenges the reader to continue on in their own con-
templation of remaining challenges ahead, in preparation for the 19th IUHPE World Conference, of which “assessing health
promotion effectiveness” is one of the key themes. (Promotion & Education, 2007, Supplement (2): pp 28-30).

Key words: evidence, effectiveness, health promotion, Ottawa Charter

Résumé en francais a la page 51. Resumen en espanol en la pagina 64.

The views and opinions in this article are those
of the authors and do not necessarily reflect
the views of the Centers for Disease Control
and Prevention and the Department of Health
and Human Services of the United States.

KEey PoOINTS

e The Ottawa Charter’s set of five health
promotion action strategies, calling for
integrated action, international collab-
oration, and global commitment unveil-
ed a large-scale demand which neces-
sitates resources.

¢ In an attempt to define the role of eval-
uation, the field has highlighted cul-
tural and geographical bias as a sig-
nificant methodological challenge in
the pursuit to assess effectiveness and
establish an evidence base for health
promotion practice.

¢ Until the fundamental methodological
challenges related to complexity are
addressed, and met with adequate
resources to ensure capacity, health pro-
motion evaluation may fail to develop
the solid evidence base the field needs
to sustain itself.

The Ottawa Charter contains no explicit
mention of the role evidence can play in
supporting the development of health pro-
motion, nor does it allude to the available
methods or recommendations for assessing
the effectiveness of health promotion pro-
grams and policies. Though the document
provides guidelines for the practice of
health promotion, one can only infer that
these same guidelines might also apply to
assessing its effectiveness (McQueen &
Jones, 2007). The framers of the Ottawa
Charter were not remiss in their duties to the
field, but rather took on the overwhelming
priority of outlining health promotion strate-
gies for action. The essence of the Charter is
that it is a political document, rather than a
scientific document giving “marching
orders” on how to do what is being pro-
posed.

Due to their absence from the Charter,
evidence and effectiveness were not pri-
oritized as important, and consequently,
attracted little attention early on. However,
the importance of determining the effec-
tiveness of such interventions has been of
growing significance for a number of years,
and was solidified in a 1998 World Health
Assembly resolution on health promotion.
In that resolution, which recognized the
powerful guidance provided by the Ottawa
Charter, the linkage was made between the
essential strategies for the practice of health
promotion and the need for an evidence
base of these approaches. Urging the adop-
tion of “an evidence-based approach to
health promotion policy and practice, using
the full range of quantitative and qualitative
methodologies,” this document calls for an
investment in evidence to support the prac-
tice of health promotion (WHO, 1998).

The goal of this article is to reflect upon
the various implications of a push to assess
the effectiveness of health promotion well
after the release of the Ottawa Charter; to
deduce progress in this area since the
Ottawa Charter; and challenge the reader to
continue on in their own contemplation of
remaining challenges ahead, in preparation
for the 19t [UHPE World Conference, of
which “assessing health promotion effec-
tiveness” is one of the key themes.

Implications resulting from
the lack of explicit language
on effectiveness in the Ottawa
Charter

A variety of implications can be evoked
as aresult of the lack of explicit language in
the Charter with regard to health promotion
effectiveness. The Charter’s call for action
provided a springboard for the rapid influx
of new health promotion practice, with an
intense focus on the design, planning and
implementation of interventions. This deep-
seated concentration on practice compelled
the nature of immediacy for programs, but
incidentally delayed the development of dis-
cussion on what is evidence of effective-
ness. Potvin and Goldberg (2006) cite two
principle roles which evaluation plays in
health promotion: 1. to increase the effec-
tiveness of interventions and 2. to support
the development and dissemination of inno-
vative practice. The first role of evaluation
naturally leads one to the question what is
acceptable as evidence of health promotion
effectiveness. A brief discussion on what
qualifies as evidence of effectiveness in
health promotion is discussed in the fol-
lowing section of this article.

The Ottawa Charter endorses local adap-
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tation of health promotion strategies and
programs and sanctions contextual alter-
ations which consider differing social, cul-
tural and economic systems; from this
premise has sprung strong, deliberate atten-
tion on the contextual issues of program
design and implementation, and hence
over time evaluation of effectiveness. How-
ever, the recurring dilemma is that of capac-
ity. The Ottawa Charter’s mandate for advo-
cating, enabling and mediating through a
set of five health promotion action strate-
gies, with a call for integrated action, inter-
national collaboration, and global commit-
ment unveiled a large-scale demand which
necessitated resources. These commit-
ments require not only financial resources,
infrastructure and policy, but also human
capacity including a highly skilled work-
force. As Catford (2005) argues, “each coun-
try needs a basic health promotion infra-
structure”, and this should include human
capacity not only for practice, but also pro-
fessional education and training in order
to plan, execute, and disseminate the eval-
uation of these efforts. In this regard, key
lessons from the past decade of interna-
tional experience with national capacity
mapping, which could be informative and
influential in developing better capacity for
effective health promotion, have been
brought to the surface (Catford, 2005; Mit-
telmark et al., 2006; Mittelmark et al., 2007).

The following section will focus on the
progress made to date in assessing effec-
tiveness of health promotion practice, high-
light the subsequent methodological chal-
lenges related to the complexity and
contextual nature of health promotion, and
discuss the underlying challenges pre-
sented by financial and human resource
constraints.

Progress: How far have we come
in assessing health promotion
effectiveness since the Ottawa
Charter?

The 1990s proved to be a watershed of
local, national and international health pro-
motion activities with increased interest
and effort towards establishing an evi-
dence-base for effective health promotion.
The external pressure to prove health pro-
motion as a ‘worthwhile’ investment of gov-
ernments, non-governmental organizations
and communities was growing as internal
pressures encouraged sound, evidence-
based practice of effective programs and
policies (WHO, 2001).

Early attempts at assessing effectiveness
of health promotion often relied upon the
use of randomized clinical trial and quasi-
experimental study designs, models highly
valued in medicine and the natural sci-
ences. These models are constructed
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around and place paramount importance
upon the rules of scientific inquiry, namely
predictability, repeatability, and falsifiabil-
ity (Tang, Ehsani & McQueen, 2003). In
health promotion however,“...strategies
and programmes should be adapted to the
local needs and possibilities of individual
countries and regions to take into account
differing social, cultural, and economic sys-
tems” (WHO, 1986). As such, health pro-
motion programs and policies are often
complex, attempting to intervene on multi-
ple factors and influence multiple out
comes, constructed in ways that attempt to
recognize the uniqueness of the popula-
tion, setting and socio-political environ-
ment. With time, models borrowed from
medicine and the natural sciences were
recognized by most as unsuitable methods
for use in assessing health promotion effec-
tiveness, as these models overlooked socio-
cultural and organizational factors, con-
cepts unique to health promotion (Long &
Sheldon, 1992; Speller, Learmonth, & Har-
rison, 1997; WHO European Working Group
on Health Promotion Evaluation, 1998). The
Global Programme on Health Promotion
Effectiveness (GPHPE), for example, has
adopted a broad definition of evidence and
framework in which to review evidence,
allowing for the review of a diverse array
in health promotion practice. This frame-
work stimulates debate on the nature of evi-
dence off effectiveness, taking regional and
cultural diversity into consideration and
allowing for review of health promotion ini-
tiatives that may lie linguistically or analyt-
ically outside the traditional boundaries of
Western-dominated science and research
(Jones et al., 2007).

In 1998, the World Health Assembly
called for the use of approaches based on
sound evidence and proved influential in
further advancing the dialogue on appro-
priate evaluation methodologies, encour-
aging “...the full range of quantitative and
qualitative methodologies;” (WHA, 1998).
Yet, deliberations on appropriate method-
ologies for evaluating health promotion pro-
grams and policies, and the process and cri-
teria invoked for reviewing evidence
continues to arise in practice today and
remains an area for global debate.

Remaining methodological
challenges

The Ottawa Charter verbalized a set of
widely accepted values that have become
the hallmark of health promotion practice.
For example, the Charter recommends
health promotion efforts should strive to
strengthen community action, and “At the
heart of this process is the empowerment
of communities - their ownership and con-
trol of their own endeavours and destinies”
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(WHO, 1986). These value-laden principles
again, are highly contextual and moreover,
many are abstract. Variables such as
empowerment and community involve-
ment are unlike disease or disability in that
they do not have material existence; one
cannot physically touch or see empower-
ment. Therefore, issues of measurement
become increasingly more complex as
attempts are made to evaluate the health
promotion program and policy aimed at
intervening on these incorporeal variables.
In an attempt to define the role of evalu-
ation in assessing the effectiveness of
health promotion, the field has highlighted
cultural and geographical bias, as yet
another methodological challenge in the
pursuit to assess effectiveness and estab-
lish an evidence base for health promotion
practice. The actual concept of evidence
and what constitutes evidence is largely
Western-derived; systematic reviews of
practice are often limited to published lit-
erature, and frequently only to those pub-
lished in the English language; and the
debate continues to be conducted in Eng-
lish, and often dominated by those from
economically advantaged countries
(McQueen, 2001). Health promotion con-
tinues to grapple with this challenge, with
hopes of uncovering ways to actively
include the approaches and experiences of
less economically developed countries.

The fundamental challenge of
financial and human resources

Despite recognition of the complexity
and highly contextualized nature of health
promotion practice, and the inadequacies
of the medical and natural science models
for assessing its effectiveness, the develop-
ment and use of innovative and diverse
methodologies has not evolved as rapidly
as many had hoped (McQueen & Ander-
son, 2001). Though health promotion has
come to recognize the importance of tai-
loring evaluations to capture the complex-
ity and contextualized nature of an inter-
vention, this practice is not widely applied
in health promotion evaluation. Indeed, it
is likely that this inaction is partially due
to the lack of consensus in the field on how
to tackle the sheer size and scope of many
health promotion interventions (Potvin,
Haddad, & Frohlich, 2001). Though the
standard for incorporating complexity and
context does not yet exist, practitioners and
researchers continue to discover and
describe a variety of appropriate methods
(Campostrini, 2007). In addition to method-
ological challenges, inattention to the finan-
cial and human resources required for actu-
alizing evaluations has also slowed the
progress in establishing an evidence-base
for health promotion.
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More often than not, programs have lim-
ited resources earmarked for evaluation.
Value is placed on conducting the inter-
vention, with less attention devoted towards
documenting and reflecting upon the way
it was delivered, the outcomes and impact,
and the reasons for success or failure. Addi-
tionally, minimal resources are invested in
developing the talent necessary to support
such efforts. This situation is further com-
plicated when the funders of a project insti-
tute a narrow evaluation framework that pre-
vents capturing of information that will
demonstrate and examine the context in
which the intervention is delivered and the
complexity of the intervention. Ultimately,
funding and expertise often dictate the eval-
uation process, the information that can be
garnered and its potential usefulness.

Given these circumstances, it’s hardly
surprising that marginal attempts at assess-
ing effectiveness are a result. Without fund-
ing and the expertise to support the devel-
opment and use of methodologies specific
and tailored to an intervention, the field will
continue to churn out one-size-fits-all eval-
uation models, such as “bean counting” or
pre- and post-tests, as attempts to produce
at least minimal information on the design,
function and impact of health promotion
practice. In a cyclical way, continuing to
accept these circumstances and continuing
to apply these one-size-fits-all models, will
likely make it impossible for health promo-
tion to demonstrate its worth, as these
attempts fail to document the social and
political context in which the intervention is
delivered, and often it is these very factors
that determine future funding and support.

Conclusions

The road to establishing an evidence
base of health promotion has been long, and
though somewhat delayed, has benefited
from the focus of such events as the 1998
WHA. There remain many challenges, how-
ever, that will require broad debate, as well
as close examination of the contexts in
which health promotion takes place.
Methodological strides, though laudable,
have not brought the field into a realm
where dealing with complexity is the norm.
Until this fundamental challenge is
addressed, health promotion evaluation
may fail to develop the strong evidence base
the field so strongly needs to sustain itself.
To do so, practitioners and researchers (or
perhaps “we”) must invest in capacity, and
re-orient thinking about what is evidence
and how to find it.

Setting the stage for the 19™

World Conference in Vancouver
As stated in the introduction, the goal

of this article is to provide a broad overview
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of health promotion’s progress towards
establishing an evidence base, highlight the
underlying challenges in this area, and
focus the reader on questions likely to
remain at the center of future dialogue on
health promotion effectiveness.
Therefore, we leave you with the fol-
lowing unresolved, yet essential questions:

* Is it practical or even appropriate to con-
sider developing standards for health
promotion evaluation, given the com-
plexity and contextual nature of health
promotion practice?

How should health promotion approach
the issue of incorporating the missing
voice from less economically developed
countries in the debate on evidence of
effectiveness?

How will health promotion address the
need for sustainable financial resources
and human capacity in order to carry out
evaluations appropriate and meaningful
for the field’s stimulation and advance-
ment?

In order to build evidence of health pro-
motion effectiveness, health promotion
advocates, researchers, practitioners, pol-
icy and decision-makers must ask the hard
questions and embrace opportunities to
continue the dialogue in order to stimulate,
advance and sustain health promotion
practice. It is our hope that the 19" World
Conference will serve this purpose and
continue this dialogue in a way that will
bridge across all boundaries of practice,
geography and language.

Acknowledgements

The authors wish to acknowledge and thank
Dr. David McQueen for his insight and guidance
in articulating a number of ideas presented in
this paper.

References

Campostrini, S. (2007). Measurement and
effectiveness: methodological considerations,
issues and possible solutions. In McQueen, David
V., & Jones, Catherine M., eds. (2007). Global
Perspectives on Health Promotion Effectiveness.
New York: Springer Science & Business Media.

Catford, J. (2005). The Bangkok Charter: steering
countries to build national capacity for health
promotion. Health Promotion International 20 (1):
1-6.

Green, J., Perry, M. W,, and Jones, C. M. (2006)
Change. Promotion & Education XIII (3): 172.
Jones, C.M. et al (2007) The Global Programme on

Health Promotion Effectiveness (GPHPE): a
global process for assessing health promotion
effectiveness with regional diversity. In McQueen,
David V., & Jones, Catherine M., eds. (2007).
Global Perspectives on Health Promotion
Effectiveness. New York: Springer Science &
Business Media.

Long, A.F. and Sheldon, T. A. (1992) Enhancing
effective and acceptable purchaser and provider
decisions: overview and methods. Quality in
Health Care, 1992, 177, 74-77.

McQueen, D.V. (2001). Strengthening the evidence
base for health promotion. Health Promotion

International 16 (3): 261-268.

McQueen, D.V. and Anderson, L.M. (2001). What
counts as evidence: issues and debates. In
Evaluation in health promotion: principles and
perspectives. Evaluation in Health Promotion:
Principles and Perspectives. Edited by Rootman,
I, Goodstadt, M., Hyndman B., McQueen, D. V.,
Potvin, L., Springett, J., Ziglio, E. WHO Regional
Publications, European Series, No 92. Denmark:
WHO, 2001.

McQueen, D.V. and Jones, C.M. (2007) Global
Perspectives on Health Promotion Effectiveness:
an introduction. In McQueen, David V., & Jones,
Catherine M., eds. (2007). Global Perspectives
on Health Promotion Effectiveness. New York:
Springer Science & Business Media.

Mittelmark, M.B., Wise, M., Nam E.W., Santos-
Burgoa, C., Fosse, E., Saan, H., Hagard, S. and
Tang, K.-C. (2006) Mapping national capacity to
engage in health promotion: overview of issues
and approaches. Health Promotion International
21 (S1): 91-98.

Mittelmark, M.B., Jones, C.M., Lamarre, M.-C., Perry,
M.W.,, van der Wel, M., Wise, M. (2007).
Enhancing the effectiveness and quality of health
promotion: Perspectives of the International Union
for Health Promotion and Education. In McQueen,
David V., & Jones, Catherine M., eds. (2007).
Global Perspectives on Health Promotion
Effectiveness. New York: Springer Science &
Business Media.

Potvin, L. and Goldberg, C. (2006). Deux roles joués
par I'évaluation dans la transformation de la
pratique en promotion de la santé. In Promotion
de la santé au Canada et au Québec,
perspectives critiques. Eds O'Neill, M.; Dupéré,
S.; Pederson, A.; and Rootman, I. Les presses de
I'Université Laval: Canada, 2006.

Potvin, L., Haddad, S., and Frohlich, K. (2001)
Beyond process and outcome evaluation: a
comprehensive approach for evaluating health
promotion programmes. Evaluation in Health
Promotion: Principles and Perspectives. Edited
by Rootman, I., Goodstadt, M., Hyndman B.,
McQueen, D. V., Potvin, L., Springett, J., Ziglio, E.
WHO Regional Publications, European Series,
No 92. Denmark: WHO, 2001.

Speller, V., Learmonth, D. & Harrison, D. (1997) The
search for evidence of effective health promotion.
British Medical Journal, 315, 361-363.

Tang, K C, Ehsani, J P, McQueen, D V. Evidence
based health promotion: recollections, reflections,
and reconsiderations. Journal of Epidemiology &
Community Health 2003; 57; 841-843.

WHO (1986) Ottawa Charter for Health Promotion.
First International Conference on Health
Promotion. Ottawa, November, 21, 1986.
WHO/HPR/HEP/95.1.

WHO (1998). World Health Assembly resolution
WHAB1.12 — Health Promotion. (Tenth plenary
meeting, 16 May 1998 — Committee A, fourth
report).
http://www.who/int/healthpromotion/wha51-
12/en/print.html Accessed: 19 February 2007.

WHO (2001) Evaluation in Health Promotion:
Principles and Perspectives. Edited by Rootman,
I, Goodstadt, M., Hyndman B., McQueen, D. V.,
Potvin, L., Springett, J., Ziglio, E. WHO Regional
Publications, European Series, No 92. Denmark:
WHO, 2001.

WHO European Working Group on Health
Promotion Evaluation. (1998) Health promotion
evaluation: recommendations to policy makers:
report of the WHO European Working Group on
Health Promotion Evaluation. Copenhagen, WHO
Regional Office for Europe, 1998 (document
EUR/ICP/IVST 05 01 03).

IUHPE - PROMOTION & EDUCATION SUPPLEMENT 2 2007



Reflecting on the Charter’s action areas

The “Montreal message”: the Ottawa Charter for Health
Promotion is still useful for today’s public health practice’

Michel O’Neill**, Sophie Dupéré>**, Evelyne Pedneault, Kadija Perreault’, Mathieu Forster®, Nancy Roberge’, Pascal Parent’

and Robert Perreault®

This paper is the first within a new sub-
series of the Ottawa 1986-Vancouver 2007:
should the Ottawa Charter be revisited?
RHP&EO series, which has been created to
provide the participants of the symposium
on the Ottawa Charter, held during the 10
Annual Public Health Conference (Journées
annuelles de santé publiques, JASP) in Mon-
treal on October 25", 2006, with the possi-
bility to pursue the exchanges begun then
on different issues. Over 1200 people, com-
ing from Canada and about 12 other coun-
tries, were at the symposium and tried to
answer the question: Is the Ottawa Charter
for health promotion still useful for today’s
public health practice? At the end of the day,
after a final vote, the “Montreal message”
seemed clear: over 70% answered yes to the
question. As an opener to the new sub-
series, the aim of this paper is thus to
explore a bit further the meaning of this
message and, at the same time, to trigger
additional thoughts on this subject in prepa-
ration of the IUHPE’s World Conference in
Vancouver in June 2007 (http://iuhpecon-
ference.org).

Three other papers introduce the sub-
series: one describing the sophisticated
process that guided the planning and the
realization of the Montreal symposium; one
focusing on the different themes that
emerged throughout the day; and, finally,
another on the theatrical performances that
took place during the day. In order to par-
take even more in the preliminary work of
IUHPE'’s Vancouver conference, a special
call for papers has been made to the 1200
participants in the context of the sub-series,
and the articles retained by a group of peer-
reviewers gathered especially for the cir-
cumstance will be placed online.

The aim of the Symposium:
bring the participants to reflect
and to take position

The Ottawa Charter Symposium was
developed by a scientific committee of about
twelve persons coming from a variety of jobs

and perspectives (see JASP, 2006, for further
details) under the leadership of M. O’Neill
and S. Dupéré, within the JASP’s general
rules regarding the organization of symposia.
The day began with a general plenary dedi-
cated to the past (from 1986 on), present and
future of public health, followed by five sub-
plenaries focusing on the Charter’s five strate-
gies. After lunch, the participants were split
into 20 parallel workshops devoted to diverse
forms of practice and were gathered again, in
conclusion, for a final plenary. Adopting a
peculiar format after a popular TV show in
Quebec by the name of “Right to speech”
(Droit de Parole), that plenary allowed a
debate between the views of the participants,
presented by the Mise au jeu theater troop (N.
Roberge et P. Parent), and those of nine “key
witnesses”, coming from a diversified set of
academic and practice environments; the
plenary ended by a final vote.

Principally designed by two members of
the scientific committee (S. Dupéré and E.
Pedneault), a sophisticated approach was
implemented in order to supply Mise au jeu
and the facilitator of the Droit de Parole (R.
Perrault) with meaningful content. The par-
ticipant’s viewpoints were collected using
such mechanisms as vox pop, a thorough and
systematic note taking process in each of the
activities as well as a mural and pictures. All
these elements were synthesized by two
“key reporters,” M. Forster and K. Perreault.
A breakfast with authors of recent books on
public health, over a hundred posters as well
as an exhibit called “Objet: pauvreté” also
nourished the reflections of the participants.

The main issues that emerged
during the day

Among the issues raised using the tech-
niques mentioned above, two seem to
stand out.

The Ottawa Charter: useful, usable,
used?

Even if the majority of the participants
judged that the Ottawa Charter was still use-

ful today, it seems important to question the
contemporary meaning of this usefulness.
The participants provided a multitude of
answers, which lead to believe that every
person uses the Charter in his or her own
manner. The Charter was even designated
in several miscellaneous ways: a reference
framework; a philosophy; a set of ideas, of
orientations, of directions, of guidelines; a
vision; a manifesto; and even... a Bible! Only
a few persons explicitly described the
Ottawa Charter as an intervention tool to be
used directly in the field; the Charter thus
seems to be perceived more as a concep-
tual or theoretical instrument, several hav-
ing specifically mentioned that they do not
use it in their daily work.

The conceptual usefulness of the Char-
ter, which seemed undisputable for the par-
ticipants, is thus suffering of a lack of appli-
cation. The reasons evoked to explain this
deficiency seem to lie in the difficulty to
concretely adapt the Charter, combined to
a weak political will regarding its imple-
mentation. These issues were brought up
during the opening plenary of the day:
according to the speakers, the enthusiasm
generated by the implementation of the
Charter in 1986 was soon followed by a
period where nothing really happened. Is
the Charter necessarily confined to occa-
sional pilot projects or can it truly inspire or
influence public policy? Could the Charter
be a wall levied against governmental deci-
sion based on electoral considerations,
thus protecting society from ill-informed
governmental positions? As an example
mentioned during the day, the spirit of the
Charter could be utilized to oppose
Canada’s sudden withdrawal of the Kyoto
Protocol by a conservative government in
Ottawa.

Is the Ottawa Charter still up to date?
Besides, is the Ottawa Charter still cur-
rent in several key domains such as inter-
national relations, environmental condi-
tions or global health, given the changes

1. A preliminary version of this paper was published in the Reviews of Health Promotion and Education Online (RHP&EO) at

http://www.rhpeo.org/reviews/2007/2/index.htm.

2. Faculty of Nursing Sciences, Laval University, Quebec, Canada. Correspondence to Michel O'Neill: Michel.ONeill@fsi.ulaval.ca.
3. Editorial team, Reviews of Health Promotion & Education Online (www.rhpeo.org)
4. Faculty of Law, Laval University; Quebec no poverty Collective, Quebec, Canada.
5. Inter-faculty PhD Programme on Community Health, Laval University, Quebec, Canada.

6. Faculty of Medicine, Laval University, Quebec, Canada.

7. Theater group Mise au jeu, Montreal, Canada.

8. McGiill University and Public Health Directorate of Montreal Center, Canada.
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observed during the last two last decades?
A number of participants mentioned that
the Charter still continues to be an up to
date document, hence its widely perceived
utility as mentioned above. Nevertheless,
the necessity to take stock of the issues
linked to globalization as well as of the non-
recognition of population’s needs, notably
in the developing countries, are among the
arguments defended by some participants
thinking that the Charter deserves to be
revisited.

For the participants, the model pro-
posed by the Charter did not seem there-
fore to have attained its full potential on
both social and political levels and its real
impact still awaits to be felt. Consequently,
despite being 20 years old, the Charter did
not look for them like a theoretical fossil,
dried out by the heat of much more recent
paradigms.

Conclusion: is the “Montreal
message” a mere hay fire?

Contrary to a lot of the discussions that
took place around the Bangkok Charter
&that left often the impression of a certain
obsolescence of the Ottawa Charter
(RHPEO, 2005, 2006; Van Steenberghe &
St-Amand, 2006), participants at the Mon-
treal Symposium seemed to agree that the
Charter is still useful although not easy to
apply. During the days that followed, in
another symposium on social exclusion
held in Quebec City, as well as in a speech
of the Quebec Minister of Health and Social
Services pronounced in honor of the 20™
anniversary of Quebec Network of Healthy
Cities and Towns, the Charter was explicitly
evoked. Were these evocations simply a
coincidence, or do they reflect the sturdi-
ness of the Ottawa Charter and its capacity
to formulate, in an effective manner, some
important public health issues still not
resolved even after 20 years? In June 2007,
the 19" ITUHPE World Conference in Van-
couver will continue to explore these
important questions.
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Enhancing the effectiveness of the International Union for
Health Promotion and Education to move health promotion

forward'

Maurice B. Mittelmark?®®, Martha W. Perry®, Marilyn Wise®*, Marie-Claude Lamarre® and Catherine M. Jones®

Abstract: The success in recent years of many [IUHPE initiatives provides cause for celebration, but also reminds us of the challenges
that lie ahead. The Global Programme for Health Promotion Effectiveness provides a blueprint for how the IUHPE can effectively
participate in, and lead, global networks for health. Health promotion research is well organized and productive in most of the
Northern hemisphere, but important wells of health promotion knowledge in the Southern hemisphere are not widely-enough dis-
seminated. The [IUHPE needs to help liberate knowledge producers everywhere from unnecessary structures, and find innovative
ways to illuminate knowledge for all to see. We have developed and proven the effectiveness of a range of technologies such as
settings-based health promotion. However, the vast majority of communities are untouched, and the IUHPE needs to be a leader
in finding ways to better disseminate effective health promotion practice. The IUHPE is a vigorous and effective advocate for health
promotion training, practice and research. Now we need to expand our advocacy for equity in health, building on our effective work
on social clauses in trade agreements and on tobacco control. (Promotion & Education, 2007, Supplement (2): pp 33-35).

Key words: IUHPE, effectiveness, equity, advocacy

Résumé en frangais a la page 51. Resumen en espanol en la pagina 64.

Key PoiINTS

 After more than half a century working
in health promotion, the IUHPE
reviews its contribution to the field and
proposes ways to move forward.

* Among the fundamental challenges of
health promotion is the sharing of the
knowledge base between the Northern
and Southern hemispheres and broad-
ening health promotion’s disciplinary
foundation.

¢ During the two decades since the
Ottawa Charter, health promotion has
developed a broad range of high qual-
ity strategies, and a main challenge of
the future is to implement them widely,
in every part of the world.

This Supplement issue of the [UHPE
journal, Promotion & Education, attempts to
critically reflect on the development of the
field of health promotion since the incep-
tion of the Ottawa Charter in 1986 as we pre-
pare for the 19" [IUHPE World Conference in
Vancouver in June 2007. One of the main
goals of the conference is to assess and
determine the relevance of the document
in the 21* Century. The IUHPE, which exists
since 1951 as the only global, professional,
non-governmental organization dedicated
to advancing health promotion, also needs
to examine its contribution to the field, as
well as to the accomplishment of its own
mission to promote global health and to
contribute to the achievement of equity in
health between and within countries of the
world. The date of the conference coincides
with the revision of the organization’s
Strategic Directions, which will be pre-
sented during the General Assembly. The
revised Strategic Directions reflect how the
IUHPE, working through its network of pro-
fessionals and institutions, can positively
and constructively contribute to reduce
health inequalities created by social, polit-
ical, economic and environmental deter-
minants. Along these lines, the IUHPE,
together with the Canadian Consortium for
Health Promotion Research (CCHPR), has
been working to reaffirm a clear role for
health promotion in the global context and
set out a number of recommendations to
strengthen the field. A document outlining
the priorities for action to shape health pro-
motion’s future will be released at the con-

ference and a more comprehensive publi-
cation containing ten field reports from
across the world will be produced at the
end of 2007 as a special edition of this jour-
nal. This work does not stand alone, but is
part of a whole programme of work under-
taken by the [UHPE to promote health. The
conference will thus serve to set the stage
to advance the international health pro-
motion agenda both for the IUHPE and the
professionals of the field. As the health pro-
motion community will celebrate the 20™
anniversary of the Ottawa Charter in Van-
couver, the [IUHPE, as outlined in this arti-
cle, celebrates the success in recent years
of its initiatives, while keeping in mind the
challenges that lie ahead.

IUHPE initiatives for quality,
effectiveness and equity

Abundant research makes a convincing
case for the effectiveness of health promo-
tion. However, we in health promotion have
not communicated well enough to com-
pletely allay decision-makers’ doubts about
the wisdom of investing in health promotion.
Therefore, the IUHPE has as one of its cen-
tral tasks the development of clearer and
more compelling ways to summarize and to
disseminate evidence about health promo-
tion’s effectiveness. In pursuit of this, the
[UHPE draws on the multiple skills and com-
petencies of our global network.

Over the past decade, the IUHPE has
developed its flagship journal, Promotion &
FEducation, into a peer reviewed scholarly pub-
lication with contributions in English, French,
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Springer Science & Business Media.

2. Research Centre for Health Promotion, University of Bergen, Norway. Correspondence to Maurice B. Mittelmark: Christiesgt. 13, 5015 Bergen, Norway

(maurice.mittelmark@iuh.uib.no)

3. International Union for Health Promotion and Education, Saint-Denis, France
4. Australian Centre for Health Promotion, Edward Ford Building, The University of Sydney, Australia

IUHPE - PROMOTION & EDUCATION SUPPLEMENT 2 2007

33



Reflecting on the future of health promotion

Spanish, and most recently, Portuguese and
German as part of supplement editions. We
have gone into a partnership with Oxford Uni-
versity Press involving Health Promotion Inter-
national and Health Education Research,
which are today official research journals of
the IUHPE. In these journals and at our
regional and global conferences, debate is
encouraged about what counts as evidence
of health promotion effectiveness. Inappro-
priate standards are challenged, and alterna-
tive standards are developed. In Europe, for
example, six conferences explicitly on the
theme of health promotion quality and effec-
tiveness have been held since the first one
in Rotterdam in 1989.!

Fundamental challenges

One of the most fundamental challenges
that the IUHPE faces today is that the health
promotion knowledge base is very unevenly
developed across the globe. In the Southern
hemisphere, health promotion is often prac-
ticed quite differently from practices in the
northern hemisphere, and with great inno-
vation, to fit diverse regional and local con-
texts. However, the knowledge base from this
experience is hardly accessible outside the
circles of health promoters that are immedi-
ately involved. The classical ways of generat-
ing, assembling and disseminating scientific
knowledge - ending with publication in a few
English language journals with stiff styles -
excludes many who have important experi-
ence to share. Responding, the IUHPE'’s jour-
nal Promotion & Education has launched col-
laboration with other key journals in the field,
to ease the path to publication for researchers
whose native language is not English. Much
more innovation is needed, however. The
Internet provides the possibility to break
away from crusty printjournal traditions that
enforce rigid language, word and style limits.
It is not desirable, nor is it possible, to write
well in -say, scientific Spanish- in a way that
mimics scientific English. With the concepts
of page and word limits banished, and with
ever-improving instant translation pro-
grammes coming online, Spanish health pro-
moters, and those working in all the languages
of the globe, can now communicate in the
style that fits the contours of their cultures and
the languages in which they best communi-
cate.

The challenge just described has led the
IUHPE to prioritise ‘liberating’ knowledge
from the Global South, and the path from our
original Euro-centric origins to having a truly
global perspective has been arduous, but
rewarding. Our initial step was indeed taken
in Europe, dating to the Rotterdam confer-
ence in 1989. A significant advance was also
of European origin- a project funded by the
European Commission (1998-2000) that
brought together communications experts,

34

policy and decision-makers, and health pro-

motion researchers and practitioners, to find

a common language with which to advocate

for investment in effective health promotion

technologies. This groundbreaking European
initiative resulted in a set of publications

(IUHPE, 2000) that illustrate the [IUHPE ‘blue-

print’ for documenting evidence and for com-

municating with a diverse range of target audi-
ences in ways that they understand.

Today’s IUHPE global effectiveness initia-
tive used the European experience as a
launching pad, butin each region of the world,
the work has taken on flavors appropriate to
the diverse contexts of the regions. However,
the programme as a whole does share three
hallmarks:

* The GPHPE illuminates evidence of effec-
tiveness—- we emphasise what is known,
rather than what is not known;

¢ Inappropriate standards for judging the
quality of evidence have been set aside-
rigid attitudes placing the randomized con-
trolled trial at the centre have no place in
our framework;

* Wide-scale dissemination efforts breach
geographic, linguistic, cultural and profes-
sional boundaries.

Health promotion’s proven
technologies

The effectiveness of some health promo-
tion practices is so well documented, that
they can be recommended with confidence.
Here, such practices are referred to as tech-
nologies. In its simplest sense, technology is
the application of knowledge to solve prob-
lems, and using the term to describe proven-
effective health promotion methods has
advantages. Many who are outside of health
promotion are puzzled by health promotion’s
‘insider’ terminology, and that makes it harder
to communicate with decision-makers than
it needs to be- but everyone is comforted
knowing that cutting-edge technology is being
applied to their problems!

So, what is meant by the term health pro-
motion ‘technology’? One example is that of
health impact assessment (HIA), by which
policies and programmes, at all levels from
national to local, can be systematically and rig-
orously evaluated for their positive, neutral
and negative impacts on health. HIA can be
used to document the need for healthy policy,
both public and private. Another example is
that of community-based public health action,
to strengthen communities’ ability to take
effective action at the local level, including
methods to map and mobilize local resources,
activate citizens, governments and the com-
mercial sectors, manage positive change, and
transform homes, schools, hospitals and work
places into health promoting environments.

Perhaps the best developed amongst
health promotion’s technologies is settings-

based action, in places such as schools, work-
places and hospitals. When this technology is
applied with high quality, it works. Yet the vast
majority of settings have not had the advan-
tage of systematic application of this technol-
ogy, and a challenge for health promotion is
its more equitable use in communities where
itis needed most.

Settings are ubiquitous in our lives, as they
are the physical and social environments
within which we carry out our daily activities,
and settings themselves can influence our
health directly and indirectly. Individual set-
tings (such as a single school or workplace
or church or sporting club) are microcosms
of society- structures within which tasks are
carried out, places within which individuals
and groups negotiate social relationships and
carry out the actions mandated by society to
achieve specific goals. The technology of
health promotion in settings includes partic-
ipative processes that help organizations
decide on and implement their policies, use
research-derived evidence to inform policy
development, and undertake routine meas-
urement of progress and outcomes.

The problem of exclusion

Health promotion in settings has been
developed in scattered, relatively small-scale
local projects and programmes. Exemplars
can be found today all around the world, but
the vast majority of settings are untouched.
The goal now is to spread the technology to
all schools and all workplaces, but no matter
the degree of success in reaching this goal,
many people will be excluded from health
promotion because there are no schools and
workplaces for them. Children who have no
school to attend, and adults who have no
workplace, can hardly benefit from even the
most successful settings-based health pro-
motion programme. Human development ini-
tiatives that create schools and create jobs are
fundamental. The best approach is one in
which these new creations are established
from the start as health promoting environ-
ments, using the lessons learned from con-
verting existing settings into health promoting
places.

Changing systems and settings on the
scale and in the ways required to achieve
equity requires effective action at all political
levels. Success in influencing the goals, poli-
cies, practices of the education, health and
employment sectors requires the engage-
ment of practitioners and researchers who
understand — and are willing to engage in —
the politics of building and implementing pub-
lic policy for health in all policy arenas. This
last point is vital: health promotion cannot
succeed in its aim to achieve equity in health
based on the efforts of professional health
promoters alone. We need to train profes-
sionals in education, welfare, economics,
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public administration, to name but a few
fields, so that health promotion becomes part-
and-parcel of their professional lore. This
would not require particularly dramatic
changes in curricula, and the feasibility of
such change is evident: today, every business
management school in the world includes
courses on corporate social responsibility, a
result of decades of pressure to produce busi-
ness leaders who take social responsibility
seriously. Advocacy to require some training
in health promotion in all the professions is
required, but no organized efforts are yet
underway, signaling an unmet need that
should be prioritized. Since all professions
have requirements of one sort or another for
continuing education, the development of
model curricula for short courses suitable for
continuing education could be a reasonable
way to launch efforts.

IUHPE research using
the resources of members

In 2005, the first IUHPE Research Associ-
ates were appointed to connect graduate stu-
dentresearch to IUHPE priorities. In 2006, the
first three volumes of the IUHPE Research
Report series were issued, containing the
results of IUHPE Research Associates efforts.
These efforts are supported entirely by
[UHPE members with academic credentials
and academic institutional backing. The
Research Associates and the Research
Reports provide mechanisms by which the
[UHPE can coordinate a global team of
researchers by recruiting them from the
IUHPE network itself, commissioning
research on topics that are priorities for the
[UHPE. As Walker, Ouellette and Ridde (2006)
point out, graduate student researchers
“...have the potential to make a unique and
valuable contribution to global health.” The
early experience shows that when graduate
students have the opportunity to do thesis
and dissertation research on topics of high pri-
ority to the IUHPE, their motivation and seri-
ousness of purpose grows to new heights.
Research of this type serves not only the
IUHPE’s growth as a knowledge-producing
agency; it serves also to bring the work of
[UHPE student members to the global read-
ership. To date, three such research projects
have been completed, the reports of which
are available at www.iuhpe.org, under the
Publications section.

Advocacy for health promotion
and for equity in health

The IUHPE has advocated for health edu-
cation and health promotion for over 50 years.
Through our journals, other publications,
website, triennial world conferences, regional
workshops and conferences, research pro-
grammes, and regional structures, we have
worked to be a powerful advocate for health

Reflecting on the future of health promotion

promotion training, practice and research.

However, advocacy for health promotion
as a professional arena is not sufficient. Advo-
cacy for equity in health is of crucial impor-
tance, because the world is changing in ways
that threatens to worsen -not reduce- health
inequity. As was the case during other eras
of major economic development (e.g. the
industrial revolution; Szreter, 2003), the post-
cold war period of globalization has produced
fastmoving, disruptive shifts in production, in
labor supply and demand, in trade (volume
and practices), and in economic regulation.
Among major barriers to improvements in
health are the growth of corporate power
among industries whose products are
demonstrably unhealthy (such as the
tobacco, sugar and softdrink industries), and
industries that resist changing products and
production methods, to reduce negative
impact on health and the environment. The
equity gap is not closing, and in many places
itis actually widening (Marmot, 2004).

Responding, the IUHPE has since 1998
been actively involved in advocacy for the
inclusion of social clauses in trade agree-
ments. The work is done by the [UHPE Work-
ing Group on Social Clauses and Advocacy,
led by Ron Labonte. Declarations and com-
mitments associated with the annual G7 (now
G8) Summit meetings have directand indirect
impacts on health, and the three most recent
Summits included discussions and commit-
ments related to health and development in
poor countries. The [IUHPE advocacy in this
arena includes the production of a series of
briefs on social clauses in trade agreements,
and participation in the Non-Governmental
Initiative on International Governance and
World Trade Organization Reform.

Another example of sustained [UHPE
advocacy is our work in the tobacco control
arena. We advocate for global tobacco control
via various activities, including the produc-
tion of a Manual on tobacco control legisla-
tion, to assist governments the world over to
enact effective tobacco control policy and to
implement the Framework Convention on
Tobacco Control in their own political
and legal context. These and our other advo-
cacy initiatives are fully described at
www.iuhpe.org. As we gain experience and
confidence in our ability to orchestrate our
global resources to advocate for equity in
health, the IUHPE will be able to expand its
work in the arena. Through the planned eval-
uations of the entire [IUHPE programme of
work, we will identify our strengths and weak-
nesses as advocates for health, and work to
eliminate the weaknesses. The IUHPE’s com-
mitment to excellence in this area is signaled
by the establishment of the post Vice Presi-
dent for Advocacy, and our work on social
clauses in trade agreements and tobacco con-
trol provides convincing evidence that we
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have the capacity to mount sustained advo-
cacy campaigns on a widening range of
issues.

A particularly efficient way to expand
[UHPE advocacy is to participate in the grow-
ing number of global health networks. Our
work in the tobacco arena shows us the way,
and we are joining with others to advance the
cause of health at all levels from the individ-
ual to the societal. Examples include the pro-
vision of technical support to the WHO Com-
mission on the Social Determinants of Health,
and participation in networks on physical
activity, nutrition, obesity and injury preven-
tion. Through such collaboration, we con-
tinue to create synergy with long-time part-
ners such as the WHO and the CDC in the
United States, and create new ties with organ-
izations such as the People’s Health Move-
ment and the Global Forum for Health
Research. At the core of all IUHPE advocacy
efforts is our aim to contribute to equity in
health within and among nations. We hold
ourselves accountable to contribute to this
aim, and a high priority in the coming period
will be to document how and to what degree
we are succeeding.

Summary

The quest for effective health promotion
should not be limited to interventions, proj-
ects and programmes. The organizations for
health promotion, governmental and non-
governmental alike, should strive for effec-
tiveness and efficiency in everything they do.
The resources devoted to health promotion
are extraordinarily meager, considering the
ambition to contribute to equity in health at
local, national and global levels, so making
resources count to the maximum is not just
a matter of practicality, but also a matter of
ethics. The IUHPE response has to be two-
fold: to do more of everything we do well, and
to improve that which can be improved.
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Histoire de deux décennies de la Charte d’Ottawa

Marcia Hills'? et David V. McQueen'?

Etre Rédacteurs invités de ce numéro
spécial de Promotion & Education est un
grand plaisir pour nous ; celui-ci va étre
publié et disponible au moment de la 19°
Conférence mondiale de I'UIPES sur la Pro-
motion de la Santé et 'Education pour la
Santé qui aura lieu a Vancouver, au Canada,
en juin 2007. Le but de ce numéro est
d’aborder d’'une maniére particuliére le
theme général de la conférence « la Pro-
motion de la Santé fait son chemin : Recher-
che, Politique & Pratiques pour le 21¢ sié-
cle ». Pourquoi publier un numéro spécial
de la revue avant la conférence ? Tout sim-
plement pour fournir a ceux qui participe-
ront a cet événement une série de docu-
ments introductifs qui poseront les bases
de notre discussion, et améneront des
idées nouvelles quant au chemin parcouru
par la promotion de la santé dans les domai-
nes de la recherche, de la politique et de la
pratique depuis Ottawa. Ce numéro vise
essentiellement a retracer et a rappeler
comment la Charte d’Ottawa a influencé le
développement de la promotion de la
santé, et quel chemin elle a emprunté
depuis ses débuts.

Nous avions plusieurs idées quant a la
facon dont devait étre structuré ce numéro
spécial. Premiérement, nous voulions
considérer et réexaminer ce qu'il y avait
dans le sac des délégués qui ont participé
alarencontre d’Ottawa en 1986. Il ne faisait
aucun doute que chacun des invités choi-
sis apporterait ses propres idées sur la
situation d’alors et sur les possibilités futu-
res de la promotion de la santé ; cependant,
cesidées etles discussions importantes qui
eurent lieu a Ottawa ont également été
nourries par la lecture des documents qui
avaient accueilli les participants. Il avait été
prévu qu’Ottawa serait une expérience
d’apprentissage de méme que participa-
tive. Dans ce numéro spécial, nous avons
demandé a plusieurs des participants pré-
sents a 'origine a Ottawa de se remémorer
leurs pensées et leurs attentes a ’époque,
et de réfléchir a ces idées a la lumiére de
la situation d’aujourd’hui. L'un de nous
(DVM) figurait aussi parmi ces participants
et nous avons donc pu bénéficier d’un bel
équilibre pour comprendre les différentes
perspectives. Ce qui ressort le plus de ces

témoignages est le sentiment d’'urgence qui
régnait a Ottawa & propos de la promotion
de la santé, de méme que la fagcon dont I’é-
veénement lui-méme nous apparait aujour-
d’hui encore trés récent, deux décennies
plus tard.

Nous avons aussi demandé a ce que cer-
tains articles traitent de I'effet perceptible
de la Charte dans les domaines de travail
mis en avant a l'origine, a savoir : élaborer
une politique publique saine ; créer des
milieux favorables ; renforcer ’action com-
munautaire ; acquérir des aptitudes indi-
viduelles ; et enfin, réorienter les services
de santé. Mais il nous est rapidement
apparu que nous ne parviendrions pas a
trouver des auteurs pouvant écrire direc-
tement sur ces sujets. La Charte d’Ottawa,
avec toutes ses forces et ses faiblesses, n’est
pas a ce point prescriptive pour que le
développementde la promotion de la santé
qui en a découlé se soit chargé par la suite
de chacun de ces domaines de maniére sys-
tématique. Elle semblait plus précisément
étre un appel a adopter une vision élargie
de la promotion de la santé dans le but de
la placer trés clairement au centre du travail
lié a ces cinq thémes. Les articles qui sui-
vent soutiennent largement les idées et la
vision de la Charte, mais témoignent aussi,
de nombreuses maniéres différentes, de
I'illusion qu’il y a d’imaginer qu'un docu-
ment unique puisse transformer la santé
publique a travers le monde. Quoi qu’il en
soit, I'inspiration de la Charte d’Ottawa est
un théme commun a tous ces articles. Peut-
étre que cela n’est pas vraiment surprenant
car les Chartes, les déclarations d’objectifs
et de missions, les constitutions et autres
documents de ce genre sont davantage
voués a étre des sources d’inspiration plu-
tot que d’étre tres spécifiques. Souvent ils
représentent les objectifs les plus élevés
mais parfois irréalisables de leurs créa-
teurs. Cela ne signifie pas que ces docu-
ments soient des échecs, mais plutét que
leurs attentes dépassent de beaucoup les
capacités des simples mortels.

Il n’est pas juste de vouloir comparer
des documents et certains des auteurs dis-
cutentde la Charte d’Ottawa a la lumiére de
documents plus récents, en particulier de
la « Charte de Bangkok ». Il ne fait aucun

doute que cette discussion est appelée a
se prolonger et sera 'un des sujets briilants
de la conférence a Vancouver. Il nous sem-
ble cependant évident que cette comparai-
son ne peut avoir de conclusion radicale
et définitive. Tous les documents sont des
produits de leur temps. Bangkok et Ottawa
ne font pas exception a la régle. Des sujets
qui sont devenus depuis des préoccupa-
tions centrales de la promotion de la santé,
comme |'efficacité et 'impact, sont a peine
visibles dans le document d’Ottawa ; ils n’é-
taient tout simplement pas a 'ordre du jour
de ces froides journées d’hiver a Ottawa.
Mais il n’en demeure pas moins, cepen-
dant, que la Charte d’Ottawa est bien plus
qu’'une simple doctrine pour la commu-
nauté mondiale de la promotion de la santé.

1. Rédacteurs invités

N

. Vice-Présidente de I'UIPES chargée de I'organisation de la 19° Conférence mondiale de I'UIPES ; Professeur, Ecole des Soins infirmiers ; Directrice du Centre pour

la Recherche en Promotion de la Santé communautaire ; Présidente du Consortium canadien de Recherche en Promotion de la Santé, & I'Université de Victoria, en
Colombie-Britannique, au Canada. Correspondance a adresser & : mhills@uvic.ca

<]

Vice-Président de 'UIPES chargé du Développement scientifique et technique ; Président du Comité scientifique de la 19° Conférence mondiale de 'UIPES ;

Directeur associé pour la Promotion de la Santé mondiale, DHHS/CDC/NCCDPHP/OD, aux Centres américains de Contréle et de Prévention des Maladies, a
Atlanta, en Géorgie, aux Etats-Unis. Correspondance a adresser & : dvmO@cdc.gov
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Ottawa 1986 : pivot du développement de la santé mondiale

John Catford’

Qui aurait pensé, quand le coup de feu
du départ d’Ottawa fut tiré dans les tempé-
tes de neige de novembre 1986, que la
course de la promotion de la santé allait
durer aussi longtemps et serait aussi dure ?
A travers le monde, on trouve aujourd’hui
en promotion de la santé des stratégies gou-
vernementales, révisées de temps a autre,
des autorités statutaires et des fondations,
des groupes d’intérét de consommateurs,
des associations et des revues profession-
nelles. Des départements universitaires et
des professeurs portent fierement ce nom,
les licences et les maitrises abondent et il
semble qu’'un nouveau manuel ou livre,
apparaisse tous les mois. De plus en plus,
des millions de dollars sont investis dans
les programmes de promotion de la santé
provenant de gouvernements et d’organi-
sations internationales, comme la Banque
mondiale, de méme que de contributions
individuelles. Il est tout a fait remarquable
que tout cela soit arrivé en seulement deux
décennies.

Les origines de la promotion de la santé
sont complexes et la responsabilité de moti-
vations et d’efforts multiples est en cause.
Cependant, la plupart des commentateurs
s’accorderaient pour dire que I’évolution
de la pensée a commencé a se produire
autour d’une importante rencontre mon-
diale de 'OMS a Alma-Ata, capitale casaque
dans I'ancienne Union soviétique, en 1978.
La Déclaration d’Alma-Ata adoptait officiel-
lement les Soins de Santé primaires comme
mécanisme principal de délivrance des
soins de santé. Elle reconnaissait de facon
essentielle que des améliorations en
matiére de santé n’adviendraient pas juste
en développant davantage de services de
santé ou en imposant des solutions de
santé publique a partir du niveau central.
Elle annoncait un glissement du pouvoir
depuis les prestataires de services de soins
vers les consommateurs de ces services et
vers la communauté élargie. Cela a amené
I’OMS a élaborer, en 1981, une stratégie
mondiale nommée ‘ La Santé pour Tous
d’ici I'an 2000’comportant une série de
cibles et d’objectifs mesurables. Cette initia-
tive est devenue la force motrice d’un déve-
loppement global de la santé au cours des
deux décennies suivantes et a fourni 'en-
vironnement approprié pour que le
concept de promotion de la santé puisse
se nourrir et grandir.

Au début des années 80, le terme « pro-
motion de la santé » a été de plus en plus uti-
lisé par un nouveau courant d’activistes de
la santé publique, insatisfaits des appro-
ches traditionnelles et directives de « I'édu-
cation pour la santé » et de la « prévention
des maladies ». Ce nouveau terme indiquait
une approche positive, créative et orientée
vers des résultats. Cependant, dans cer-
tains contextes et dans certaines langues, le
terme « promotion » a été per¢cu comme
synonyme de « marketing » et de « vente »
plutét que de « mise en valeur» et
d’« empowerment ». Cela a poussé 'OMS a
organiser une rencontre spéciale en 1984, a
Copenhague, au Danemark, pour clarifier
le concept et lui donner une orientation,
ce qui a abouti au premier document
important sur la promotion de la santé.
Le document Concepts et Principes de la
Promotion de la Santé, publié en 1986 dans
la premiére édition de Health Promotion
International, devint un tremplin pour la
Conférence et la Charte d’Ottawa.

Si I'on regarde vingt ans en arriére, la
principale réalisation d’Ottawa en 1986 a été
de légitimer la vision de la promotion de la
santé en en clarifiant les concepts clés, en
mettant en évidence les conditions et les
ressources nécessaires a la santé, en iden-
tifiant les stratégies de base et les actions
principales permettant de poursuivre la
politique de « La Santé pour Tous» de
I’OMS. La Charte qui en a émergé a égale-
ment identifié les conditions préalables a la
santé, notamment la paix, un écosystéme
stable, la justice et 'équité sociale, et des
ressources telles que I’éducation, I’alimen-
tation et des revenus. Elle a mis en avant
le role des organisations, des systémes et
des communautés, ainsi que des compor-
tements et des capacités individuels, en
créant des choix et des opportunités pour
une meilleure santé. Depuis lors, 'OMS a
organisé, en partenariat avec des gouver-
nements et des associations nationales, une
série de conférences qui ont abordé cha-
cune des cing stratégies de la promotion de
la santé mentionnées a Ottawa.

En 1988, a Adélaide, en Australie, la 2¢
Conférence internationale de Promotion de
la Santé a exploré plus en profondeur ce
qu’on entendait par le développement de
politiques publiques favorables a la santé.
Organisée de facon a coincider avec le
bicentenaire de l'’Australie, cette confé-

rence a accueilli un public invité issu prin-
cipalement de pays développés. Ensemble,
ils ont élaboré les Recommandations d’A-
delaide sur les Politiques publiques saines.
Ce document appelle a un engagement poli-
tique en faveur de la santé de tous les sec-
teurs. Les responsables politiques de diver-
ses agences et travaillant a différents
niveaux (international, national, régional et
local) ont été pressés d’augmenter les
investissements en santé et de prendre en
considération I'impact de leurs décisions
sur la santé.

En 1991, la 3¢ Conférence internationale
de Promotion de la Santé a Sundsvaal, en
Suéde, portait sur la création de milieux
favorables. Elle est arrivée a un moment par-
ticuliérement important puisqu’elle procu-
rait aux professionnels de santé du monde
entier la premiére occasion de réfléchir
a la maniére dont les environnements
- qu’ils soient physiques, sociaux, écono-
miques ou politiques - pouvaient étre orga-
nisés pour étre plus favorables a la santé.
Conflits armés, croissance rapide de la
population, alimentation inadaptée, manque
de moyens d’autodétermination, et dégra-
dation des ressources naturelles figuraient
parmi les influences environnementales
identifiées dans le cadre de la conférence
comme négatives pour la santé. La Décla-
ration de Sundsvall sur les Milieux favorables
a la Santé a souligné I'importance du déve-
loppement durable et la nécessité d’'une
action sociale au niveau communautaire,
s’appuyant sur la population comme force
motrice de développement. Cette déclara-
tion etle rapportissu de larencontre ont été
présentés au Sommet de la Terre qui a eu
lieu a Rio en 1992, et ont contribué au déve-
loppement de I’Agenda 21.

La 4¢ Conférence internationale sur la
Promotion de la Santé, qui s’est tenue en
1997 & Jakarta, en Indonésie, a examiné I'im-
pact de la Charte d’Ottawa et a engagé de
nouveaux acteurs a relever les défis mon-
diaux. C’était la premiére des quatre Confé-
rences internationales de Promotion de la
Santé a avoir lieu dans un pays en voie de
développement, et la premiére a impliquer
de facon active le secteur privé. Les preuves
présentées ont montré que les stratégies de
promotion de la santé peuvent contribuer
a améliorer la santé et & prévenir les mala-
dies, a la fois dans les pays développés et

1. Rédacteur en chef, Health Promotion International ; Professeur en Développement de la Santé et Doyen de la Faculté des Sciences sanitaires, médicales, infirmiéres
et comportementales de I'Université Deakin, & Melbourne, en Australie. Correspondance a adresser & : jcatford@deakin.edu.au
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dans les pays en voie de développement.
Cinq priorités ont été identifiées dans la
Déclaration de Jakarta sur la Promotion de la
Santé au 2I° siécle. Elles ont été ensuite
confirmées en mai 1998, par la Résolution
de I’Assemblée mondiale de la Santé sur la
Promotion de la Santé (WHA 51.12).

En dépit de tous les progrés et les déve-
loppements réalisés en promotion de la
santé durant la décennie précédente, deux
difficultés importantes subsistaient. La pre-
miére était de démontrer et de communi-
quer plus largement aux pays en voie de
développement que les politiques et les pra-
tiques de promotion de la santé peuvent
avoir un impact sur la santé et la qualité de
vie ; la seconde, plus importante encore,
qu’agir en promotion de la santé peut per-
mettre d’atteindre une plus grande équité
en santé et de diminuer I’écart entre les
groupes de population. En réponse, la 5°
Conférence mondiale sur la Promotion de la
Santé & Mexico, en 2000, s’est intéressée
principalement aux inégalités de santé a la
fois entre les pays et a I'intérieur méme de
leurs frontiéres. La Déclaration ministérielle
de Mexico pour la Promotion de la Santé : des
idées a l'action a affirmé la contribution des
stratégies de promotion de la santé en appui
aux actions locales, nationales et interna-
tionales en faveur de la santé. Elle s’est éga-
lement engagée a établir des plans d’action
al’échelle nationale pour suivre les progres
réalisés en intégrant des stratégies qui pro-
meuvent la santé dans les politiques et les
planifications nationales et locales.

Avec I'arrivée du nouveau millénaire, il
est devenu alors de plus en plus évident
que le monde était en train de changer
d’'une maniére fondamentale et que cela
concernait aussi notre compréhension des
déterminants de la santé. Des opportunités
et des défis sont apparus que 1'on n’avait
pas imaginés en 1986, comme l'internet, le
projet du génome humain, le changement
climatique, le terrorisme, le changement
géopolitique, la dette du Tiers Monde, et
bien entendu, la mondialisation des per-
sonnes, de ’argent, des produits et des ser-
vices. Les efforts consistent désormais a
connecter les influences mondiales avec
la vie de tous les jours et de les gérer de
notre mieux.

Dans ce contexte, la 6° Conférence mon-
diale sur la Promotion de la Santé a été orga-
nisée en 2005 & Bangkok, et a été structurée
autour de quatre thématiques : le nouveau
contexte ; une mondialisation respectueuse
de la santé ; le partenariat ; et le dévelop-
pementdurable. Les participants ont réexa-
miné et réaffirmé fortement les cinq champs
d’action originels d’Ottawa, mais ont trouvé
également que le développement des capa-
cités pour promouvoir la santé va au-dela
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du développement communautaire et des
compétences ; cela inclut aussi les poli-
tiques mondiales etlocales, les partenariats
et les alliances, les systémes d’information
et de financement, ainsi que des considé-
rations commerciales. A travers la Charte de
Bangkok pour la Promotion de la Santé a
l’heure de la Mondialisation, quatre nou-
veaux engagements ont été pris : faire dela
promotion de la santé (i) le centre de I'ac-
tion mondiale en faveur du développe-
ment, (ii) une responsabilité centrale de
I’ensemble du secteur public, (iii) un axe
essentiel de 'action communautaire et de
la société civile, et (iv) une exigence de
bonne pratique au niveau des entreprises.

Au cours des deux décennies qui se sont
écoulées depuis la Conférence et la Charte
d’Ottawa, de nombreux et divers change-
ments ont eu lieu en termes de réflexion,
politiques et d’action pour une meilleure
santé au niveau local, national et interna-
tional. Mais on distingue cependant trés
nettement un fil conducteur qui nous
raméne a cette rencontre de libres pen-
seurs issus de cinquante pays différents,
qui ont développé et affirmé une série de
principes et d’actions constituant le cadre
du systéme de valeurs et de pratique de la
promotion de la santé. Beaucoup de choses
ont été réalisées depuis et de nombreuses
autres restent encore a faire ; mais quels
que soient les points faibles et les incom-
préhensions qui ont pu persister, la Confé-
rence d’Ottawa et sa Charte ont été un pivot,
un « point de basculement » dans le déve-
loppement de la santé mondiale. Ottawa
1986 a été le lien entre les réussites passées
des réformes de santé publique et les aspi-
rations du nouveau mouvement de la pro-
motion de la santé. Cette Charte a déter-
miné et continuera a déterminer le destin
du monde en matiére de santé.
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Créer des milieux favorables a la santé - 20 ans apreés

Trevor Hancock'’

Cet article est dédié a la mémoire de Ron
Draper, la force motrice, avec llona Kickbusch,
de la Charte d'Ottawa. J'ai tant appris d'eux
et je leur dois tant.

Il y a vingt ans de cela, j’ai rédigé et pré-
senté l'article « Créer des milieux favora-
bles a la santé » pour la conférence qui a
donné naissance a la Charte d’Ottawa.
Aujourd’hui, lorsque je regarde en arriére,
je suis impressionné par ce que cet article
- tout comme la Charte - ont dit mais aussi
par ce qu’ils n’ont pas dit. Mon papier, de
méme que les discussions lors de la confé-
rence qui furent plus tard reflétés dans la
Charte, proposaient une approche trés
large du concept « d’environnement ». Mon
article abordait non seulement I’environ-
nement physique mais aussi ’environne-
ment social (en particulier dans le cadre du
travail et des loisirs) et I'environnement
économique, en faisant référence particu-
lierement aux limites de l’économie
conventionnelle, etla nécessité d’« une éco-
nomie qui prenne en compte la santé ».
Dans ma conclusion, je soulignais qu’« une
discussion sur 'environnement physique
etsocial et leur influence sur la santé nous
ameéne inévitablement a des questions de
théorie économique, a parler de I'ordre
économique international, du développe-
mentdurable et de la survie de la planéte ».

Cette approche holistique a été reflétée
dans la Charte, qui observait que « le lien
qui unit de facon inextricable les individus
etleur milieu constitue la base d’'une appro-
che socio-écologique de la santé », tandis
que la section sur la création de milieux
favorables a la santé parlait de changer les
modes de travail et de loisirs, les conditions
de vie, I'utilisation de I’énergie et I'urbani-
sation. Pour ma part, cependant, j’ai centré
mon article sur ’environnement physique
- partant du fait que « les autres ateliers et
thémes principaux de la conférence étaient
presque tous concernés par ’environne-
ment social » — eten particulier par le chan-
gement environnemental a I’échelle mon-
diale, et ses impacts sur la santé, tout en
reconnaissantla nécessité de I'action locale,
en particulier telle qu’elle a été caractérisée
par le projet Ville en Santé de 'OMS, alors
tout nouveau. Dans la Charte elle-méme,
pour la premiére fois dans un document de
I’'OMS (et quelques mois avantle rapport de
Brundtland sur le développement durable
- CMED, 1987), un écosystéme stable et des
ressources durables étaient retenus comme

des conditions préalables (déterminants)
alasanté, et on notait que « la protection des
milieux naturels et artificiels et la conser-
vation des ressources naturelles devaient
étre abordées dans toute stratégie de pro-
motion de la santé. »

Qu’est ce que je changerais aujourd’-
hui ? Toutd’abord, a la lumiére des preuves
irréfutables du réchauffement planétaire
(IPCC, 2001) et de déclarations telles que -
« Le taux actuel de déclin des capacités de
production a long terme des écosystémes
pourrait avoir des implications dévastatri-
ces pour le développement humain et le
bien-étre de toutes les espéces » (Institut
des Ressources mondiales, 2000) - je ren-
forcerais les déclarations sur les change-
ments du monde, en liant explicitement la
santé humaine a la santé des écosystémes
(il est intéressant de noter que la toute
récente Charte de Bangkok est bien moins
spécifique sur ces défis planétaires). Les
changements de I’environnement a 1'é-
chelle de la planéte, avec le changement cli-
matique et atmosphérique, la diminution
desressources, I’écotoxicité, la destruction
de I'habitat et I’extinction des espéces,
constituent une ultime menace pour la
santé :d’autres civilisations ont été anéan-
ties avant la notre (Diamond, 2004), etil n’y
a aucune raison de croire que nous som-
mes a I’abri de cette éventualité.

Deuxiémement, j’insisterais beaucoup
plus sur I’environnement construit. Nous
n’avons pas accordé suffisamment d’atten-
tion au fait que dans le monde développé
- et de plus en plus dans le monde moins
développé - nous passons 90 % de notre
temps a l'intérieur (Leech, 1996) et nous
sommes urbanisés a 80 % (nous avons
dépassé la limite des 50 % a I’échelle mon-
diale). Lenvironnement construit est donc
le principal environnement - on pourrait
presque dire naturel - humain. La facon
dont nous concevons, construisons et uti-
lisons nos lieux de vie construits — maisons,
écoles, lieux de travail, hopitaux, quartiers,
villes - est d’'une importance capitale pour
la santé, et a aussi un profond impact sur
I’environnement naturel.

Troisiemement, le concept de capital
social (Putnam, 1993) et ses relations avec la
santé, qui ne représentait pas une part signi-
ficative de I’agenda de la promotion de la
santé de la population en 1986, est bien plus
important aujourd’hui. Néanmoins, je crois
également que notre approche actuelle du
capital social, centré sur la cohésion sociale

et les réseaux sociaux - ce que j'appelle le
capital social ‘informel’- est trop étroite et
doit étre élargie pour inclure au moins deux
autres formes de capital social. En premier
lieu, le capital social « formel »- le systeme
des institutions et des programmes sociaux
comme I’éducation, les services sociaux,
I’assistance sociale, I'assurance chomage,
les soins de santé, les pensions aux handi-
capés et aux retraités, et bien d’autres — que
nous avons construit tout au long du siécle
dernier, voire depuis plus longtemps
encore, dans de nombreux pays a travers
le monde. Ce sont la des investissements qui
contribuent a la santé et au bien-étre des
populations dans leur ensemble, et en par-
ticulier des membres les plus vulnérables
dela population. En second lieu, et plus pro-
fond encore, il y a ce que j’appelle notre
capital social « invisible » — 'infrastructure
légale, politique et constitutionnelle qui
sous-tend nos sociétés etnos communautés
et, au travers des Nations Unies, notre
monde. Nous avons développé cette forme
de capital social pendant des centaines,
voire des milliers d’années, etla ot il est mis
en place et valorisé, il nous permet de vivre
en paix et de facon civilisée ; en revanche,
la ot il est absent ou ignoré, la vie, la santé
et la sécurité sont menacées. La promotion
de la santé doit veiller davantage a créer et
amaintenir ces deux autres formes de capi-
tal social a 'avenir.

En fin de compte, méme si nous sommes
d’une certaine maniére plus proches d’'une
nouvelle économie basée sur le bien-étre
humain, il nous reste encore un long chemin
a parcourir. L'investissement éthique et le
Triple Résultat (ou « Triple Bottom Line » :
bénéfices environnementaux, sociaux et
économiques) sont des étapes dans la
bonne direction, mais nous devons aller
bien plus loin encore. Premiérement, la pro-
motion de la santé doit insister pour que la
priorité soit mise sur le développement
humain (dont la santé est une compo-
sante), en reconnaissant que « le dévelop-
pement humain ainsi que la réalisation du
potentiel humain nécessitent une forme
d’activité économique qui soit durable au
niveau environnemental et social, pour
cette génération et celles a venir » (ACSP,
1992). Deuxiémement, si le développement
humain doit étre au centre de nos préoc-
cupations pour un développement durable,
nous devons élargir le Triple Résultat pour
obtenir un résultat quadruple, incluant le
développement humain. En effet, comme
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j’ai pu le constater ailleurs (Hancock, 2001),
les vrais capitalistes du 21° siécle seront
ceux qui pourront simultanément déve-
lopper les quatre formes de capital - le capi-
tal naturel, social, humain et économique.
Ce faisant, ils promouvront la santé ; aussi
nous devons, en tant que promoteurs de
santé, encourager et soutenir cette nouvelle
approche d’économie pour un développe-
ment humain durable.
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Vers une nouvelle santé publique

llona Kickbusch'

La Charte d’Ottawa pour la Promotion de
la Santé, adoptée en novembre 1986 par la
conférence internationale de I'OMS a
Ottawa, au Canada (1,2), posséde un sous-
titre souvent oublié : vers une nouvelle santé
publique. Ceux d’entre nous qui ont parti-
cipé a la rédaction de la Charte étaient pas-
sionnés par ce lien. Nous avions le senti-
ment que beaucoup des grandes traditions
de santé publique établies au 19éme siécle
avaient été éclipsées par les stratégies médi-
cales ou par une focalisation sur les com-
portements individuels. Il y en avait certains
qui disaient méme que la santé publique
était morte — nous nous sommes vivement
opposés a cela. Nous pensions au contraire
qu’elle avait un grand avenir devant elle.

Nous avions et je suis fiére de le dire un
grand sens de I'histoire. En construisant la
Charte, on s’est appuyé sur de nombreuses
sources, et en particulier les travaux de Tho-
mas McKeown. (3). On s’est inspiré de ses
résultats, en revenant sans cesse a la méme
question « Qu’est-ce qui crée vraiment la
santé ? » On voulait & nouveau porter I'at-
tention sur la santé de la population et en fai-
sant cela, fournir un cadre de référence sur
la maniére d’aborder le « défi sanitaire » du
20 siécle, les « modes de vie favorables a la
santé ». Ce n’est pas par hasard que le lan-
cement de la revue « Health Promotion »
(rebaptisée par la suite Health Promotion
International) ait eu lieu dans un pub appelé
le « John Snow », a Soho, a Londres, ni qu'il
comportat une visite devant la réplique de
la célébre ‘Broad Street Pump’. (Nous n’a-
vions pas le choix d’un ‘Bierstube’Rudolf
Virchow ni d’un bistrot Renée Villermé.)

Ce n’est pas non plus par accident que
le premier projet de lieux de vie promoteurs
de santé ait été celui des « Villes en Santé »
et que Liverpool, patrie d’un autre grand
pionnier de la santé publique, le Dr. William
Henry Duncan, ait accueilli le premier cen-
tre de coordination des villes en santé. A I'o-
rigine, c’est dans les villes que sont apparus
les premiers grands succés de la santé
publique : « Les villes étaient autrefois les vic-
times les plus vulnérables et les plus dévastées
par la maladie, mais elles sont devenues
aujourd’hui de grandes conquérantes de la
maladie », écrivit Jane Jacobs dans son clas-
sique sur les villes américaines (4). Les
villes, nous en avions le sentiment, avaient
besoin de revenir au centre des préoccupa-
tions comme une solution possible - notre
souci majeur était’environnement social et
les nouveaux types de pollution. « Pensez

mondial - agissez local » était le slogan du
jour et le mouvement des Villes en Santé
s’est répandu a travers le monde - mais il a
fallu I'apparition d’une maladie infectieuse
dans une ville non loin d’Ottawa pour attirer
a nouveau l'attention des politiques sur la
santé publique urbaine, désormais avec un
nouveau rebondissement mondial.

La Charte a établi que « la santé est créée
dans le contexte de la vie de tous les jours :
la ou l'on vit, ot l'on aime, ou l'on travaille
et oti l'on joue » et a introduit une compré-
hension trés active et trés interactive de la
santé. Notre « Broad Street Pump» a
consisté en l'interface entre cinq stratégies
essentielles de I'action de santé publique :
I’élaboration de politiques publiques sai-
nes, la création de milieux favorables, I’ac-
quisition d’aptitudes individuelles, le ren-
forcement de I’action communautaire et la
réorientation des services de santé (1).
Lobjectif de la promotion de la santé — pour
nous - était de combiner une approche des
déterminants sociaux (la vieille santé
publique) avec un engagement envers I’em-
powerment individuel et collectif (la nou-
velle santé publique). Nombreux parmi
nous avaient pris part au mouvement de la
santé des femmes, certains faisaient partie
dumouvement écologique émergent ; pour
d’autres, le mouvement de la « gay pride »
était une force motrice pour comprendre la
nouvelle santé publique - cette nouvelle
santé publique qui faisait partie de nos vies.
La prise en compte des milieux de vie (« set-
tings approach ») fut considérée comme
une nouvelle stratégie de santé publique
pour faire avancer cet agenda. Encore
aujourd’hui, je maintiens qu’elle n’a pas été
suffisamment exploitée.

C’est pourquoi j’ai eu beaucoup de plai-
sir & entendre la récente ‘Harveian Oratio-
n’donnée par ce grand pionnier de la santé
publique du 20 siécle, Sir Michael Marmot.
Lui aussi considére que ces deux facteurs
- I’environnement social et I'empower-
ment - sont les clés de tout progrés en
matiére de santé (5). Il se référe au travail
de I’économiste du développement, Amar-
tya Sen, pour affirmer que : « si on ne répond
pas aux besoins humains fondamentaux
d’autonomie, d’empowerment et de liberté,
on crée les causes potentielles de mauvaise
santé. » Mais méme cette idée essentielle
ignore un élément vraiment central : la
santé décrite dans la Charte n’était plus
caractérisée comme « un complet état de
bien-étre », comme c’estla cas dans la Cons-
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titution de ’'OMS, ni comprise seulement
comme le résultat de I'impact des détermi-
nants de la santé, mais qu’elle était consi-
dérée comme une ressource pour vivre -
elle devenait un « input ». Lester Breslow, le
grand épidémiologiste, est a mes yeux I'un
des rares a I'avoir compris pleinement.
Ainsi, il a affirmé que la Charte d’Ottawa,
avec sa perception de la santé, constituait
la troisiéme révolution de la santé publique
(6). Je dois avouer que j’ai été trés fiere et
profondément touchée quand j’ai lu cela.

Mais ot est cette révolution ? S’est-elle
vraiment produite ? Dans une certaine
mesure, elle a lieu de facon assez silencieuse
mais persistante. Dans un autre contexte, j’ai
parlé de la promotion de la santé comme
d’un rhizome qui prend racine, s’étend, et
finit par s'imposer (7). Bien sir, il est plus
important que les idées se répandent et
soient acceptées plutot que leur source soit
mentionnée, méme si je suis souvent ame-
née a me dire « Mais nous avons dit cela il y
a des années, dans la Charte... » (ce qui est
frustrant). La génération qui a élaboré la
Charte d’Ottawa pour la Promotion de la
Santé s’est mise a classer ce qu'’il faut pren-
dre en compte pour aborder la santé
publique dans les sociétés modernes, non
seulement au 20¢ siécle, mais plus encore
dans la société du 21<siécle (8). Je maintiens
encore que ce document était vraiment en
avance sur son temps et que son importance
et son potentiel n’ont pas encore été pleine-
ment reconnus. Lorsque je donne un cours
ou une conférence, je dois constamment me
rappeler que beaucoup de mes étudiants
qui n’étaient pas encore a I’école primaire
lorsque nous nous sommes réunis a Ottawa,
durant ces froides journées de novembre
1986. L'avenir de la Charte d’Ottawa repose
entre leurs mains - & mon avis, on attend
encore son avénement.
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Réflexions a posteriori sur Ottawa

Charte d’Ottawa : réflexions des antipodes

John Raeburn'

Sij’ai participé a la Conférence d’Ottawa,
c’est parce que j’avais quitté la Nouvelle
Zélande (NZ) pour passer une année sab-
batique a la Direction de la Promotion de la
Santé, & Ottawa, devenue alors la Mecque
mondiale de la promotion de la santé (PS).
Ce fut une expérience grisante, avec I'inou-
bliable Ron Draper et d’autres stars de la pro-
motion de la santé, comme Irv Rootman et
Lavada Pinder. J'étais vraiment passionné et
stimulé par tout ce qui se passait dans le
cadre des préparatifs de la conférence. En
méme temps, ma propre sensibilité m’ame-
nait, et m’ameéne toujours, a m’intéresser sur-
tout a la dimension communautaire et
humaine de la PS, or je pressentais alors un
élan croissant vers ce qui me semblait étre
la ‘bureaucratisation de la PS’- ot les poli-
tiques plus que les personnes allaient domi-
ner. || était évident également que la préoc-
cupation, prévalente en Amérique du Nord,
des modes de vie en PS, du fait du Rapport
Lalonde, était en butte aux critiques.

Le processus directif de la conférence
elle-méme n’a pas beaucoup aidé a dissiper
les soupc¢ons qui planaient selon lesquels
‘les gens’ (dans ce cas précis, les partici-
pants) n’allaient pas avoir grand-chose a dire
sur la future PS. Larry Peters (I'autre repré-
sentant de la NZ) et moi-méme avons écrit
a notre retour un article sur la conférence
pour une revue néo-zélandaise de santé
publique (Raeburn et Peters, 1987), dont je
cite des passages plus bas. (Traduction libre
des citations).

Les cing jours de la conférence nous sont
apparus comme ‘un événement bien dominé
par 'OMS’, et ‘dont I'ordre du jour avait été
établi par I'Organisation Mondiale de la
Santé’. Partant de cette réalité, nous étions
assez perplexes sur le fait que la conférence
soit presque entiérement axée sur les pays
industrialisés, avec seulement une poignée
de pays en voie de développement présents.
Le but était ostensiblement ‘d’échanger des
expériences et de partager des savoirs au
sujet de la promotion de la santé’, méme si
la plupart des participants sentaient que les
principaux concepts, ainsi que la structure
dela conférence, avaient été réglés al'avance
par 'OMS, et ne laissaient pas beaucoup de
place au débat. Jusqu'au dernier jour,
aucune mention n’avait été faite qu'une
Charte allait &tre produite ! Nous avons passé
la majeure partie de notre temps dans un
méme sous-groupe, en ateliers organisés
autour de cinq thémes qui s’avérérent par
la suite étre les champs d’action décrits par

la Charte d’Ottawa (CO). (Comme on pouvait
s’y attendre, j’étais dans l'atelier intitulé
« Renforcer les Communautés »).

Dans ces ateliers, plusieurs thémes com-
muns apparaissaient réguliérement. Le plus
important était probablement celui lié aux
relations entre populations/communautés et
professionnels/bureaucraties, ces derniers
étant considérés comme controlant inévita-
blement les ressources de la PS et la prise
de décision dans ce domaine. Assurément,
sur les projets mentionnés par les 38 pays
participants, peu étaient vraiment suscepti-
bles de donner la possibilité de faire. Un autre
théme récurrent était celui de I'équité, et de
lanécessité d’'une approche qui facilite la par-
ticipation, I'autonomie, 'acquisition de capa-
cités, de moyens et de pouvoir, et qui donne
d’abord a ceux qui en ont le plus besoin.

Nous avons observé qu’au début de la
semaine, la conférence semblait « manquer
d’ame ». Mais au fil des jours, « nous elimes
le sentiment profond que les choses s’agen-
caient, pour former un réel consensus ».
Cependant, lorsque nous apprimes, le der-
nier jour, qu'une « Charte» allait étre pro-
duite a I'issue de la conférence, cela provo-
qua une vive colére - car nous pensions
que le « but réel » de cette conférence nous
avait été caché, et nous n’avions pas eu la
possibilité de discuter du document en ques-
tion. L'ébauche préliminaire proposée par
I’'OMS provoqua une insatisfaction intense.
En guise de concession, les délégués purent,
sur I'heure du déjeuner, remettre en main
propre aux organisateurs leurs modifica-
tions par écrit. (Personnellement, j’avais
écrit une phrase entiére qui fut intégrée
ensuite au document final). Ce fut un pro-
cessus extraordinaire. Je suis néanmoins
heureux de pouvoir témoigner que lors-
qu’llona Kickbusch lutle document final lors
delaséance pléniére de cloture, comme par
miracle, les modifications apportées susci-
térent 'approbation générale, et de longs
applaudissements pleins d’émotion s’en-
suivirent. Comme le dit un délégué, «le
vilain petit canard était devenu un cygne
magnifique ». Et 'on entendit un autre dire
que c’était ‘peut-étre I’événement le plus
important de I'histoire de la santé’.

Quelle influence a donc eu ce ‘beau
cygne’ dans le monde ? D’un point de vue
néo-zélandais, nous étions miires pour un
modéle cohérentde PS. J’ai parcouru le pays
avec enthousiasme pour promouvoir la CO
auprés des Conseils de Santé locaux, et la
plupart d’entre eux pour ne pas dire tous,

1. Université d’Auckland, Nouvelle Zélande. Correspondance a adresser a : Ecole de Santé de la Population,
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ontfaitdela CO leur document de PS de réfé-
rence. Jusqu'a ce jour, le Ministre de la Santé
continue a inclure la CO dans la plupart de
ses documents de santé publique, paralle-
lement au Traité de Waitangi, un document
relatif aux droits constitutionnels des Mao-
ris. Tous nos étudiants en PS et en santé
publique re¢oivent une bonne dose de CO.
Larry, qui futle premier directeur du Forum
néo-zélandais de Promotion de la Santé,
réalisa le méme travail de promotion auprés
des nombreuses ONGs qui composaient en
grande partie le Forum. En bref, la CO a vite
été assimilée en Nouvelle-Zélande par les
promoteurs de santé et les acteurs de la
santé publique en général, et les Canadiens
disent parfois que nous en faisons plus
qu’eux lorsqu'il s’agit de la CO.

Au niveau international, c’est plus diffi-
cile a estimer, mais il semble bien que la plu-
part des gouvernements dans le monde
acceptent aujourd’hui la nécessité de la PS,
et que celle-ci soit percue a travers 'optique
dela CO. Cependant, les limites de la CO par
rapport a la situation mondiale actuelle ont
été mises en évidence par le récent proces-
sus d’élaboration de la Charte de Bangkok,
auquel j’ai également participé, et au cours
duquel la CO a été réaffirmée comme le
document fondamental de la PS, mais ou
sont apparus aussi ses nombreux manques
par rapport a la réalité du 21° siécle.

Personnellement, méme si je soutiens for-
tement la CO, je continue a penser qu’elle a
eu pour effet de trop insister sur les aspects
dirigistes politiques de la PS au détriment de
ceux davantage liés a 'humain et a I'« empo-
werment ». Son éloignement relatif de la vie
quotidienne, et sa nature diffuse, font qu’elle
n’a pas eu dans le cceur et 'esprit des per-
sonnes ordinaires le retentissement qu’elle
aurait di avoir. Elle n’a pas amené non plus
les personnes a avoir un meilleur controle
de leur santé. Pour ma part, il s’agit davantage
d’un ensemble de valeurs et d'une liste d’ac-
tions a entreprendre que d’'une déclaration
cohérente sur une PS efficace et favorisant
I'« empowerment ». Mais il ne fait aucun
doute qu’elle a contribué ainscrire la PS al'or-
dre du jour politique mondial, et a promou-
voir le concept des déterminants sociaux, au
sens le plus large, qui sous-tendent les consi-
dérations de la santé de la population. Sans
elle,nous n’en serions pas la. Mais il est main-
tenant temps de passer a une vision nouvelle
etcohérente de la PS qui engage vraimentles
personnes et leurs communautés d’une
maniere participative et « empowering ».
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Ottawa 1986 revisité

Hans Saan'

C’estinévitable ; il s’agit d'une histoire per-
sonnelle, puisque j'étais engagé et présent
lors de cette fameuse conférence d’Ottawa
qui donna naissance a la Charte du méme
nom. Dans cet article, je voudrais revenir
sur cet événement, le remettre en contexte,
et raconter comment j’ai repris les valeurs
intégrées dans la Charte pour aider les Pays-
Bas a passer de I’éducation pour la santé a
la promotion de la santé. Enfin, je voudrais
vous faire part de ce qui, a mon sens, a
rendu cette Charte si influente.

1986 a été une année chargée. Le Dépar-
tement de la Santé préparait un premier
document important de politique générale
sur la prévention etla santé, et mes contacts
au sein de ce département m’avaient per-
mis d’y prendre part. Ce document com-
portait deux parties, la premiére portait sur
ce que nous appelons aujourd’hui la pro-
motion de la santé ; la deuxiéme sur la res-
tructuration des services de santé. Les
idées sur la politique de promotion de la
santé avaient été débattues lors d’une
conférence nationale, mais avec peu de
suivi. Un rapport lié a la seconde partie du
document, sur le service de santé en tant
que systéme orienté marché, avait en
revanche recu plus d’attention, et nous
avons mis des années avant de parvenir a
détourner I’attention portée aux services
vers la santé elle-méme.

Le second événement important pour
moi, cette année-l3, fut le lancement d’'un
projet sur I'efficacité de I’éducation pour
la santé. Nous avons essayé d’examiner et
de synthétiser ce que nous savions sur les
programmes de qualité, etavons découvert
que les travaux de recherche disponibles
ne nous permettaient pas encore de tirer
des conclusions trés claires. Bien siir, nous
avons interprété la plupart des résultats
comme prometteurs, mais sur notre liste de
souhaits, a la fin du rapport de ce projet,
figuraient des changements de pratiques,
de politique et de recherche.

Le troisiéme évenement fut la Confé-
rence d’Ottawa. J'avais rejoint I’équipe vir-
tuelle d’llona Kickbusch en 1982, et avait
présidé en 1984 une conférence ot certains
des sujets devant étre abordés a Ottawa
avaient été pré-testés. C'est la la premiére
caractéristique de la Charte d’Ottawa : il s’a-
gissait du résultat final d’'une série bien
orchestrée de rencontres, de publications
et d’événements, ainsi que le point de
départ de nombreuses autres choses plus
grandes encore. Un courtdocument intitulé

« Concepts et Principes de la Promotion de
la Santé » alimenta le débat, et ce qui est
remarquable, c’est que les incertitudes et
les doutes a propos de la promotion de la
santé étaient parfaitement reconnus. Tout
cela a préparé le terrain pour la Charte :
méme si la nature des objectifs et des pro-
cessus que nous envisageons n’est pas sim-
ple, on peut le faire..

La Charte estun iceberg: ses deux pages
ne sont que la partie visible d’une série d’i-
dées et de valeurs plus compliquées. J'en
ai tiré trois enseignements qui ont depuis
lors déterminé mon travail. Premiérement :
I'approche salutogénique m’a appris a faire
beaucoup plus confiance au positif, aux
capacités des personnes, et a voir au-dela
d’une prévention axée sur la maladie. La
seconde lecon que j’en ai tirée a été I'élar-
gissement des déterminants de la santé en
y incluant les facteurs politiques ; pas seu-
lement la politique des partis au parlement,
mais aussi a la facon dont le capitalisme
modéle notre société et crée la division
entre riches et pauvres. J'ai appris a recher-
cher ce que nous appelons aujourd’hui «
les causes derriére les causes ».

Enfin, cela m’a permis de réaliser a quel
point nous avions des ceilleres en éduca-
tion pour la santé : nous n’avions pas tout
faux, nous étions juste limités dans notre
ambition. Si nous voulons que les gens
nous rejoignent pour développer la santé,
nous devons nous intéresser a la facon dont
leur histoire, leurs opportunités et leurs
préférences sont déterminées, autrement
que par leur seule psychologie indivi-
duelle, mais bien aussi par la pression de
I'entourage et les forces économiques et
politiques qui déterminent leurs conditions
de vie.

A notre retour d’Ottawa, aucune foule ne
se pressait a I'aéroport de Schiphol pour
tenter de nous arracher le premier tirage de
la Charte d’Ottawa. Celle-ci avait en effet trés
peu attiré I'attention aux Pays-Bas, en par-
tie parce que certaines des idées clés
avaient déja été intégrées dans le document
de politique générale mentionné, et par
ailleurs parce que les publications de 'OMS
n’avaient pas du tout le statut attendu par
I’Organisation.

Nous sommes parvenus, peu de temps
apreés la conférence, a organiser une confé-
rence nationale pour lancer le mouvement
des villes en santé, qui a aujourd’hui perdu
ses caractéristiques de mouvement pour
passer au stade de l'institutionnalisation :

42

1. Consultant en Promotion de la Sant¢, Pays-Bas. Correspondance & adresser a : hans.saan@hccnet.nl

IUHPE - PROMOTION & EDUCATION SUPPLEMENT 2 2007



tous les gouvernements locaux doivent
produire une politique de santé et les
responsables politiques locaux et natio-
naux prennentla promotion de la santé treés
au sérieux. La promotion de la santé et la
santé publique en général gagnent tout dou-
cement une plus grande reconnaissance ;
mais les investissements pour soutenir les
belles paroles tardent a suivre.

La perspective salutogénique, les fac-
teurs politiques et'importance du contexte
avaient cependant encore besoin d’un petit
coup de pouce pour gagner 'attention.. L'es-
sor des moyens de communication a ren-
forcé la confiance traditionnelle dans les
processus éducatifs et informatifs. De nos
jours, la derniére intervention en date
dispose de son site Web, tout comme I'uti-
lisation de brochures, de vidéos, de cd-rom
a été aun moment donné la panacée. Ainsi,
aI’époque qui a suivi la conférence d’Ot-
tawa, mon travail a consisté a plaider en
faveur des idées et des valeurs de la Pro-
motion de la Santé. J’ai été rejoint en cela
par un autre participant d’Ottawa : Willy de
Haes. Ensemble, nous avons observé la
maniére dont I'expansion de 1'épidémiolo-
gie clinique gagnait plus d’influence, ainsi
que lamaniére dontles critéres pour la poli-
tique et la recherche étaient dictés par un
modeéle axé sur la maladie et la culpabilisa-
tion, et voué aux essais randomisés.
Convaincus par les principes d’Ottawa,
nous avons organisé ensemble une série de
quatre conférences sur la recherche appro-
priée a la promotion de la santé. Dans les
modeéles que nous avons développés, suite
a ces conférences, nous avons formulé et
modélisé les principes d’Ottawa, en fonction
des tendances et du moment. Le leadership
en promotion de la santé nécessite de pou-
voir changer de couleurs, tel un caméléon.

Qu’est-ce qui a donc rendu la Charte si
influente ? A mon sens, elle a su surfer sur
la vague du moment, et mettre des mots sur
un sentiment alors encore confus qu'un
changement était nécessaire. Elle a été bien
préparée, et la conférence elle-méme a
mobilisé un grand nombre de pionniers qui
ont fait pencher la balance. Le suivi a ren-
forcé les messages clés : en tant que vété-
ran des cinq conférences d’Adélaide, de
Sundsvall, de Jakarta, de Mexico et de
Bangkok, j’ai pu constater a quel point de
nouveaux concepts, comme la mondialisa-
tion et '’émergence des nouvelles techno-
logies, comme I'Internet et la téléphonie
mobile, ont donné une impulsion nouvelle
aux objectifs et aux moyens envisagés dans
la Charte, mais en essence, les idées ont
survécu ces 20 années.

En ce qui me concerne, cependant, c’est
ce sentiment d’appartenance a une famille
qui m’a rendu fier de faire partie de la
bande. La Charte d’Ottawa a donné a mon

travail un sens de cohérence ; le mer-
veilleux groupe de personnes que j’ai ren-
contré au cours de ces années m’a donné
un fort sentiment d’appartenance et
comme nous le savons tous, ces deux élé-
ments sont essentiels a une bonne santé.
Aussi, si vous ne l'avez pas encore fait, et
dans I'intérét de votre propre santé, vous
feriez bien de rejoindre le mouvement.
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Réflexions sur les domaines d’action de la Charte

Les inégalités sociales de santé d’Ottawa a Vancouver :
agir pour une « égalité équitable des chances »

Valéry Ridde', Anne Guichard? et David Houéto*

Résumé : Les auteurs tentent de montrer que la Charte d'Ottawa de 1986 n'a pas été suffisamment pergue ces 20 derniéres
années, y compris par ceux qui s'y réferent, comme un instrument stratégique pour orienter les interventions en faveur de la
réduction des inégalités sociales de santé. En effet, si certaines politiques publiques de santé mettent I'accent sur la diminu-
tion des inégalités sociales de santé, seule la Charte d'Ottawa nous semble disposer du statut d’'une déclaration interna-
tionale a cet effet. Les inégalités sociales de santé sont les différences de santé systématiques, évitables et injustes qui per-
durent entre des individus et des sous-groupes de la population. Quatre exemples tirés du champ de la promotion de la santé
servent a montrer que I'oubli de lutter contre les inégalités sociales de santé n'est pas I'apanage de ceux qui se réclament de
la santé publique. Mais agir contre les inégalités sociales de santé n’est pas intervenir contre la pauvreté. De plus, intervenir
selon le principe de I'égalité des chances, I'idéologie de la méritocratie, ou uniquement en faveur de I'ensemble de la popula-
tion sans se préoccuper des sous-groupes n'a pour effet, dans le meilleur des cas, que de reproduire les inégalités. Bien que
les données probantes ne soient pas suffisantes, il existe des études qui montrent que la réduction des inégalités sociales de
santé n'est pas une aporie. Trois pistes sont avancées pour expliquer cette mise a I'écart des inégalités sociales de santé par
les acteurs de la promotion de la santé. La Charte d'Ottawa a eu le mérite de mettre I'accent sur la lutte contre les inégalités
sociales de santé. Maintenant, au-dela des déclarations, du cadre stratégique que la Charte fournit et en accord avec la Charte
de Bangkok, il nous faut faire preuve de volontarisme. Nous suggérons quelques priorités pour I'avenir dont la responsabilité

du plaidoyer devrait incomber a 'UIPES. (Promotion & Education, 2007, Supplement (2) : pp 44-47)

Mots clefs : Charte d'Ottawa, IUIPES, Politiques publiques

English article on page 12. Resumen en espafiol en la pagina 63.

Mots RESUMES

* Dans la perspective de réduction des
inégalités sociales de santé, la Charte
d’Ottawa apparait moins comme un
outil de planification que comme un
cadre stratégique utile pour orienter
les interventions.

* Si I'égalité des chances pour contre-
carrer les inégalités sociales de santé
n’est pas la voie, préconisons plutét
« |'égalité équitable des chances » afin
que personne ne soit désavantagé
dans sa capacité a atteindre son plein
potentiel de santé.

*Nous avons besoin de générer des
connaissances et d’évaluer nos actions
pour faire la démonstration de leur effi-
cacité aréduire les inégalités de santé.

Il est aujourd’hui quasiment impossible
d’assister a une conférence qui se rapporte
au domaine de la santé sans que la problé-
matique des inégalités sociales de santé ne
figure au programme. La 19° conférence
mondiale de promotion et d’éducation a la
santé de Vancouver n’y fera pas exception.
Mais cette conférence se démarquera des
autres puisqu’elle se propose de célébrer
le 20° anniversaire de la Charte d’Ottawa,
déclaration constitutive du champ de la
Promotion de santé (PS). A cette occasion,
il nous a été demandé de réfléchir a la
maniére dontla Charte a influencé le déve-
loppement de la PS a I'égard de la lutte
contre les inégalités sociales de santé. Par
inégalités sociales de santé, nous enten-
dons les différences de santé systéma-
tiques, évitables et injustes qui perdurent
entre des individus et des sous-groupes de
la population. Autant prévenir le lecteur
immédiatement : notre point de vue sera
assurément critique mais en aucun cas pes-
simiste. Nous suggérons, en conclusion,
des recommandations opérationnelles
pour 'avenir, a propos desquelles I'Union
internationale de Promotion de la Santé et
d’Education pour la Santé (UIPES) devrait
avoir un role de plaidoyer a jouer.

Nous nous proposons en effet de mon-
trer que la Charte n’a pas été suffisamment
percue ces 20 derniéres années, y compris

par ceux qui s’y référent, comme un instru-
ment stratégique pour orienter les inter-
ventions en faveur de la réduction des
inégalités sociales de santé. Nous le ferons
en suggérant que les promoteurs de la
santé, dont selon nous une des taches pri-
mordiales est de lutter contre ces inégalités
sociales de santé, pourraient mieux s’en
acquitter s’ils oeuvraient, selon I'expres-
sion de Rawls (2004), & « I'égalité équitable
des chances ». Car finalement, la révolution
annoncée par la Charte n’a pas eu lieu
(Robertson & Minkler, 1994).

La Charte d’Ottawa et
les inégalités sociales de santé
En effet, on annoncait quasiment une
révolution en écrivant dans la Charte en
1986 que « la promotion de la santé vise ['é-
galité en matiére de santé » (OMS, 1986). Les
rédacteurs souhaitaient « combler les écarts
de niveau de santé dans les sociétés et [...] lut-
ter contre les inégalités produites dans ce
domaine » (OMS, 1986). Cet objectif était
aussi inscrit dans le rapport Epp relatif a la
PSrédigé par le gouvernement canadien en
1986 (Epp, 1986). Dans I'un des documents
produits par 'OMS Europe, al'occasion des
réflexions préalables a la conférence d’Ot-
tawa, on stipulait aussi clairement que la
réduction des inégalités était un objectif a
part entiére de la PS (Kickbusch, 1986). Si
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certaines politiques publiques de santé
congues a I’échelle d’une région ou d’un
pays (e.g. OMS Europe, Angleterre, Suéde)
mettent 'accent sur la diminution des
inégalités sociales de santé, seule la Charte
d’Ottawa nous semble disposer du statut
d’une déclaration internationale a cet effet.
« Cétait le premier et, jusqu’a maintenant,
c’est encore le seul document qui établit un
agenda pour la santé » (Kickbush, 2006). De
surcroit, agir dans le but de réduire les
écarts de santé constitue, selon nous, le
trait distinctif de la PS comparativement aux
actions se référant a la santé publique ou
a la santé communautaire (Ridde, 2007b).
L'émergence d’une pratique sanitaire dési-
reuse de changement social pour lutter
contre les inégalités de santé étaient donc
d’ores et déja constatée et formalisée a
Ottawa en 1986.

Cependant, agir pour atteindre cette éga-
lité' annoncée dans la Charte est délicat.
D’abord, le document ne décrit pas préci-
sément les actions a accomplir. Les prolon-
gements opérationnels se sont fait attendre
et les forces stratégiques de cette déclara-
tion sont peut-étre devenues, sans le vou-
loir, ses faiblesses. Nous croyons néan-
moins que la Charte est moins un outil de
planification qu’'un cadre stratégique utile
pour orienter les interventions. Ensuite, par-
ler d’égalité a parfois pour effet de paralyser
les intervenants tant I’objectif peut paraitre
inaccessible, voire utopique. Il reflétait cer-
tainement’air du temps de la fin des années
1980. De nos jours, les définitions de I'équité
en santé ont abandonné, a tort ou a raison,
cette ultime égalité, la substituant a I'atteinte
du meilleur état de santé possible pour
chaque individu (Braveman, 2006 ; White-
head & Dahlgren, 2006).

La justice distributive et le
gradient social

Au-dela des interprétations possibles de
la lecture de la Charte, 'exercice qui
consiste a vouloir tendre vers plus d’égalité’
est aussi difficile qu’audacieux puisqu’il
implique la mise en ceuvre d’un processus
d’équité. Or, le concept d’équité est un
terme polysémique, proche de celui de la
justice sociale, 'un des principes fonda-
teurs de la Charte. Lorsque les principes de
justice sociale et d’équité font défaut dans
une société, des inégalités sociales se pro-
duisent, dont les retentissements vont s’ex-
primer a travers un état de santé différencié
entre les individus. Nous épargnons au lec-
teur la démonstration chiffrée de ces diffé-
rences, tant les données a cet égard sont
nombreuses et incontestées a I’échelle de
la planéte (Acheson, 1998 ; Braveman &
Tarimo, 2002 ; Mackenbach, 2005). Mais
pour que cette différence soit comprise
comme une injustice alaquelle il faut remé-
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dier, un jugement de valeur doit étre posé.
Et, ce jugement n’est pas univoque.

Les universitaires débattent souvent de
la signification des termes « inégalités »,
« différences » et « disparité »*. Le manque
de consensus sur I’emploi de ces termes
apporte assurément de la confusion pour
les intervenants. Fondamentalement, il faut
retenir de ces débats les enjeux posés selon
que ces disparités soient comprises comme
des différences (non évitables) ou comme
des inégalités (évitables et injustes). Ces
enjeux de différenciation conceptuelle ont
été soulevés par de nombreux auteurs tant
aux USA, qu’en Angleterre (Exworthy, Bind-
man, Davies, & Washington, 2006), en
France (Fassin, Aiach, & Philippe, 1996) ou
au Burkina Faso (Ridde, 2006). Par exem-
ple, en ce qui a trait au terme de « dispari-
tés », certains pensent que son usage aux
USA dénote une perception des différences
comme étant d’origine raciale/ethnique-
voire « culturelle » (Braveman, 2006 ;
Exworthy et al., 2006), alors que d’autres
(Carter-Pokras & Baquet, 2002) affirment
que ce n’est pas le cas, tel que semble le
montrer la politique « Healthy People 2010 »
(U.S. Department of Health and Human Ser-
vices, 2000). En Angleterre, le gouverne-
ment Tory des années 1990 n’était pas favo-
rable a I'usage du terme « Inequalities »,
rendant ainsi difficile toute action gouver-
nementale. Le choix délibéré du Chief Medi-
cal Officer de le substituer par le mot « dis-
parities » a permis aux débats de reprendre
(Kelleher, 2007). Selon nous, il demeure
que le choix des mots est sous-tendu par
la reconnaissance des valeurs de justice
qu’ils évoquent.

Aussi, comme dans le cas « des maladies
de Dieu » (Jaffré & Olivier de Sardan, 1999),
les différences peuvent étre percues comme
« naturelles », ne pouvant étre imputées a
personne puisqu’elles sont la résultante du
destin ou de la fatalité. Le jugement est alors
percu comme étant « objectif » et on ne ten-
tera pas d’intervenir. Les inégalités, en
revanche, impliquent un jugement de
valeur qui repose sur des principes de jus-
tice distributive selon lesquels les dispari-
tés de santé résultent d’'un processus subtil
et complexe d’inégalités socialement cons-
truites. De ce point de vue, elles sont évi-
tables, du moins corrigibles, et surtout per-
cues comme injustes.

C’est a cette derniére vision que la
Charte d’Ottawa se rattache, tournant réso-
lument le dos a la vision naturaliste des
inégalités de santé qui a longuement prévalu
ala suite de Jean-Jacques Rousseau. Or, I'in-
corporation des inégalités dans les corps
(Fassin, 1996) est 'aboutissement d’un
mécanisme sophistiqué et cumulatif d’iné-
galités sociales (Aiach, 2004) dont I'exis-
tence se traduit dans ce qu’'on appelle le
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gradient social’ des états de santé (Acheson,
1998 ; Evans, Barer, & Marmor, 1994 ;
Marmot, 2005). La fameuse étude de Whi-
tehall conduite en Angleterre dans les
années 1970 auprés de fonctionnaires a clai-
rement montré que méme au sein d’une
catégorie a priori considérée comme privi-
légiée, il existe une gradation des taux de
mortalité et de morbidité entre les fonc-
tionnaires situés en bas de la hiérarchie et
ceux qui occupent une position supérieure
(Marmot, Shipley, & Rose, 1984).

Agir selon le principe de I'égalité des
chances enracinée dans I'idéologie de la
méritocratie (Dubet, 2006) ou uniquement
contre la pauvreté ne saurait suffire a résor-
ber un phénoméne qui affecte I'’ensemble
du spectre social. En procédant de la sorte,
onintervient a la marge laissant de co6té des
pans entiers de la population concernée.
On sait aujourd’hui qu’intervenir selon le
principe de I’égalité des chances n’a, dans
le meilleur des cas, pour effet, que de repro-
duire les inégalités ; ce qui a été mis au jour
il y a quarante ans dans le domaine de
I’éducation par les francais Bourdieu et Pas-
seron ou I'américain Becker.

Ces notions ardues sont aussi subtiles
que délicates a expliquer. Les universitai-
res peinent parfois a les rendre plus acces-
sibles, tout comme les traducteurs de la
Charte peuvent s’y perdrent. La version
francaise de la Charte affirme que la PS vise
« l’égalité en matiére de santé » tandis que
la version anglaise parle de : « equity in
health » (www.euro-who.int), ce qui est
assez différent comme nous venons de le
dire. Tout cela témoigne sans doute, d'une
part, de la permanence de l'invisibilité des
inégalités sociales de santé dans le débat
politique, et d’autre part, de 'immobilisme
actuel des intervenants. Limpénétrabilité
du probléme conjugué a son invisibilité
incitent ainsi les acteurs a privilégier une
approche centrée sur la lutte contre la pré-
carité etla pauvreté. Sil’égalité des chances
pour contrecarrer les inégalités sociales de
santé n’est pas la voie, préconisons plutot
« l'égalité équitable des chances »* (Rawls,
2004, p.93) afin que personne ne soit désa-
vantagé dans sa capacité a atteindre son
plein potentiel de santé (Whitehead & Dahl-
gren, 2006)°.

Loubli de la promotion de la
santé

Malgré cette dissidence épistolaire et
cette profession de foi de la Charte d’Ottawa
en faveur de la réduction des inégalités
sociales de santé, force est de reconnaitre
que les promoteurs de la santé n’ont pas
tout a fait agi de maniére différente que
leurs collégues hygiénistes, médecins ou
épidémiologistes. Mais cette sclérose n’est
pas 'apanage de ceux qui se réclament de
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la santé publique. Méme certains acteurs
pourfendeurs des visions biomédicales des
pratiques sanitaires et n’agissant qu’en réfé-
rence a la Charte d’Ottawa, semblent amné-
siques des engagements de 1986. Prenons
quatre exemples.

Premiérement, étudions la maniére dont
la PS est définie par ses experts. Dans les
13 définitions repérées depuis 1920 par
Rootman et ses colléegues (2001), aucune
n’a assigné a la PS l'objectif ultime de
réduire les inégalités de santé. Il s’agit tou-
jours, soit de maintenir I’état de santé, soit
de 'améliorer, mais jamais de réduire les
écarts entre les sous-groupes de la popula-
tion. Cela n’est pas surprenant puisque
méme les deux éditions du glossaire de
I’'OMS (1986 et 1998) définissant la PS, puis
samise a jour en 2006, n’attribuent pas non
plus a la PS ce juste objectif. L'oubli des
inégalités est toujours présent dans la
récente définition de la PS au Canada et au
Québec (O’Neill & Stirling, 2006).

Deuxiémement, on pourrait objecter
que ces définitions sont un peu surannées
etquel'ére delaglobalisation a sonné. C’est
justement en vertu de cette interdépen-
dance et interconnexion du monde que
I’OMS a justifié la formulation d’'une nou-
velle Charte lors de sa conférence a Bang-
kok en 2005. Or, bien qu’il soit demandé,
dans la version finale de la Charte, aux gou-
vernements de « s‘attaquer d’urgence... aux
inégalités en matiére de santé » (OMS,
2005a), cela n’était pas a I’origine prévu par
les rédacteurs du document, ni abordé par
ceux qui ont formulé le cadre d’analyse de
la conférence®. Dans les premiéres ver-
sions, rien n’était dit des inégalités de santé
(OMS, 2005b), il aura fallu une critique dans
les forums préalables de cet état de fait
(Arwidson, 2005) pour que la lutte contre
les inégalités sociales de santé apparaisse.

Troisiemement, il nous faut examiner les
récentes entreprises pour rendre compte
de l'efficacité de la PS. En phase avec les
valeurs utilitaristes de certains responsa-
bles de projets de santé publique qui adop-
tent ’équation « efficacité ergo équité » et
des approches de planification fondées sur
le rapport coutefficacité (de Savigny,
Kasale, Mbuya, & Reid, 2004 ; Ridde,
2007a), nombre d’actions en la matiére
oublient la problématique des inégalités
sociales de santé. Par exemple, les actes du
colloque de Paris sur I'efficacité en PS ne
mentionnent pas la question de I'équité
(IUHPE, 2004). Or, il nous semble qu’une
action de PS ne peut étre qualifiée d’effi-
cace si elle n’a pas été en mesure de résor-
ber les différences face a la mort ou la mala-
die.

Prenons un dernier exemple, compris
comme le parangon de I'amnésie, circons-
crit 1a ot la PS ne peut pas étre prétendue
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absente : le Canada etle Québec. Plusieurs
ont démontré la mise a ’écart des inégali-
tés de santé dans les politiques publiques
canadiennes (Raphaél, 2006, 2004 ; William-
son, Milligan, Kwan, Frankish, & Ratner,
2003). De méme au Québec, les responsa-
bles du programme national de santé
publique 2003-2012 ont négligé de formuler
des objectifs visant la réduction des inéga-
lités de santé (Ridde, 2004), ce que des ana-
lyses récentes ont pareillement omis d’in-
terroger (St-Pierre & Richard, 2006). En
novembre 2006, le ministére de la santé et
des services sociaux dévoilait son plan
d’action pour lutter contre les problémes
reliés au poids (Ministére de la santé et des
services sociaux, 2006). Pas une fois le
terme « inégalité » n’est mentionné dans ce
plan et aucun des objectifs a atteindre ne
cible la réduction des écarts entre sous-
groupes de la population. On sait pourtant,
a tout le moins en France, que les inégali-
tés de prévalence de l'obésité se sont
accrues ces dix derniéres années au détri-
ment des moins diplomés, des ouvriers ou
de ceux qui ont un niveau de vie le plus fai-
ble (de Saint Pol, 2007).

Il est pourtant possible d’agir

Au minimum, la volonté d’agir doit se
concrétiser par la formulation de politiques
publiques ayant pour objectif de réduire les
inégalités de santé. Et pourtant, fin 2005,
seuls sept pays européens (sur 22 étudiés)
s’étaient dotés de cibles quantifiées de
réduction des inégalités de santé (Judge,
Platt, Costongs, & Jurczak, 2005). Evidem-
ment, la planification et la mise en ceuvre
sont deux processus différents, parfois
concomitants. Mais si la lutte contre les
inégalités ne figure pas dans les plans, il y
aalors fort peu de chances qu’elle soit mise
en ceuvre.

Maintenant, il faut bien dire que 1'on ne
sait pas encore tout a fait comment s’y pren-
dre, que I'on dispose de trés peu de don-
nées pour concevoir les pratiques. Il existe
cependant un certain nombre d’études qui
montrent que la réduction des inégalités
sociales de santé n’est pas une aporie, bien
que la majorité des actions ciblent encore
préférentiellement les déterminants indi-
viduels par rapport aux déterminants struc-
turels (Crombie, Irvine, Elliott, & Wallace,
2005 ; Raphael, Bryant, & Rioux, 2006 ;
Ridde, 2003). Par exemple, en poursuivant
ses politiques sociales, la Finlande, tout
comme la Suéde, a réussi a empécher que
son niveau déja trés bas d’inégalités de
santé ne se détériore, malgré une forte
récession économique apparue en 1994
(Lahelma, Keskiméki, & Rahkonen, 2002).
Dans un quartier pauvre de Barcelone, un
programme destiné aux femmes enceintes
etaleurs enfants a été efficace pour réduire

les écarts entre ce quartier et le reste de la
ville (Borrell, Villalbi, Diez, Brugal, &
Benach, 2002). En Afrique, on a montré que
la réorientation des services de santé pré-
conisée par la PS et organisée dans les
années 1980 avait des effets bénéfiques sur
la santé des populations (Dugbatey, 1999).

ATinverse, de nombreuses études mon-
trent que les programmes qui ne se fixent
pas pour objectif la réduction des inégalités
sociales de santé en agissant uniquement
aupres de la population générale produi-
sent presque toujours des effets contre-
productifs. Les campagnes de lutte contre
le tabagisme menées auprés de la popula-
tion dans son ensemble ont eu pour effet
d’accroitre les inégalités entre les sous-
groupes de la population (Barbeau, Krie-
ger, & Soobader, 2004). En outre, on connait
bien aujourd’hui les répercussions de la
diminution du tabagisme dans les pays les
plus riches sur les pays les plus pauvres,
vers lesquels se sont tournées les compa-
gnies de tabac. Au Brésil, les interventions
de santé publique destinées aux enfants ont
d’abord profité aux familles qui en avaient
le moins besoin. Cela a permis aux auteurs
de confirmer leur « inverse equity hypo-
thesis » selon laquelle les nouvelles inter-
ventions ont tendance a accroitre les inéga-
lités car elles profitent d’abord a ceux qui
sont déja en meilleure santé (Victora, Vau-
ghan, Barros, Silva, & Tomasi, 2000).

Mais que s’est-il passé ?

Comment donc expliquer cette mise a
I'écart des inégalités sociales de santé par
les acteurs de la PS ? Formulons quelques
pistes.

La premiére est liée au manque de don-
nées probantes. Les recherches sont rares,
souvent concentrées dans quelques pays et
presque uniquement diffusées en anglais.
La transdisciplinarité nécessaire a de tel-
les recherches n’est pas au rendez-vous.
Les évaluations des actions sont rares et
elles ne s’interrogent qu’exceptionnelle-
ment sur I’équité. Et lorsque les données
probantes existent, les processus de par-
tage des connaissances et de passage de la
recherche a 'action ne s’opérent que diffi-
cilement. Les praticiens ne disposent pas
des outils utiles et nécessaires pour agir. Ce
sujet n’est quasiment pas évoqué dans leur
formation.

La deuxiéme piste concerne la difficulté
de la PS et de son discours a faire sa place
dans le paysage sanitaire de certains contex-
tes (Dupéré et al., 2007). En Afrique par
exemple, les responsables politiques
connaissent Alma-Ata mais pas Ottawa. Peu
de formations spécifiques a la PS sont offer-
tes sur le continent (Gnahoui-David, Houéto,
& Nyamwaya, 2005 ; Nyamwaya, 2005).

En dernier lieu, méme dans les pays ot
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la PS a trouvé sa place, 'allocation budgé-
taire est restée dérisoire, ce qui peut expli-
quer, en partie du moins, le reproche sou-
vent adressé aux experts en PS d’étre des
spécialistes de la rhétorique et non de la
pratique. Pourtant, les systémes de soins
qui absorbent toujours I’essentiel des bud-
gets restent incapables d’enrayer les inéga-
lités sociales de santé. Méme lorsque, de
maniére exceptionnelle, I'utilisation du sys-
téme de santé est équitable — les pauvres
utilisent plus les services que les riches car
ils sont plus malades — les inégalités de
santé perdurent (Roos, Brownell, & Menec,
2005).

Propositions pour ’avenir

La préoccupation et la mobilisation des
acteurs de PS dans la lutte contre les inéga-
lités sociales de santé sont pourtant mani-
festes sur le terrain. Cependant, ces actions
sont encore trop éparses, peu fondées sur
les connaissances scientifiques disponibles
et rarement évaluées au regard de leurs
effets différenciés sur les sous-groupes de
la population. Il faut assurément mieux
documenter ces pratiques, les faire émer-
ger de 'ombre et les décrypter afin d’en
tirer des lecons pour les améliorer. La
Charte d’Ottawa a eu le mérite de mettre
I’accent sur la lutte contre les inégalités
sociales de santé. Maintenant, au-dela des
déclarations, du cadre stratégique que la
Charte fournit et en accord avec la Charte
de Bangkok, il nous faut faire preuve de
volontarisme. Nous avons besoin de géné-
rer des connaissances et d’évaluer nos
actions pour faire la démonstration de leur
efficacité a réduire les écarts de santé.
Le projet européen « Closing the gap: stra-
tegies for action to tackle health inequali-
ties » est intéressant de ce point de vue
(http://www.health-inequalities.org).

Un effortincommensurable doit encore
étre fourni pour « combler les écarts de
niveau de santé dans les sociétés » (OMS,
1986) pour reprendre l'annonce de la
Charte d’Ottawa. La PS gagnera assurément
en légitimité, si elle suit cette voie, car elle
a « besoin de réaffirmer sa propre identité
a lextérieur du paradigme de la santé de la
population » (Raeburn & Rootman, 2006,
p-29). Mais pour cela, elle doit s’en donner
les moyens. Aussi, suggérons quelques
priorités pour I’avenir dont la responsabi-
lité du plaidoyer devrait assurément incom-
ber a 'UIPES :

* Que toutes les politiques, programmes et
actions de PS se fixent le double objectif
d’améliorer la santé des populations ET
de réduire les inégalités sociales de
santé ;

* Quel'on poursuive le travail d’intégration
théorique entre les déterminants sociaux
de la santé et leur mode d’action sur les
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inégalités sociales de santé ;

Que chaque pays instaure un programme
national de recherche-action en vue de
produire des connaissances adaptées
aux réalités locales et scientifiquement
rigoureuses sur la maniére d’agir en
faveur de la réduction des inégalités
sociales de santé ;

Que ces connaissances soient partagées
dans plusieurs langues et diffusées lar-
gement ;

Que des outils d’aide a 'action dans le
champ des inégalités sociales de santé
soient concus a partir de ces connais-
sances ;

Que I'on introduise de maniére systéma-
tique dans les formations en PS un
apprentissage relatif aux inégalités socia-
les de santé ;

Que 'on forme et sensibilise les respon-
sables politiques, les cadres administra-
tifs ainsi que les acteurs non gouverne-
mentaux aux concepts et aux actions de
la lutte contre les inégalités sociales de
santé ;

Que I'on donne les moyens aux acteurs
de PS d’appliquer de maniére concomi-
tante les cinq stratégies de la Charte
d’Ottawa.
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Notes

. La version frangaise de la Charte affirme que la
PS vise « I'égalité en matiére de santé » tandis
que la version anglaise parle de : «equity in
health » (www.euro-who.int). Voir le reste de
I'article pour la discussion a ce sujet.

. On ne parlera pas ici du terme « iniquité » qui est
rarement employé en frangais dans les écrits sur
les inégalités sociales de santé, mais il traduit
bien l'injustice des disparités de santé. Le terme
«inequity » semble aussi rarement employé aux
USA. En Angleterre on a aussi employé le terme
de « variation » & la place d'inégalité dans les
années 1990.

. Pour un document de vulgarisation scientifique

sur le gradient social et les déterminants sociaux

de la santé, voir (Wilkinson & Marmot, 2003).

Pour confirmer la difficulté d'évoquer simplement

ces concepts, Promotion Santé Suisse use

maladroitement du terme « égalité des chances »
dans un récent document. En y regardant de plus
prés, la définition de ce concept est finalement
proche de celle de Rawls et de notre proposition
puisqu'ils affirment que « L'égalité des chances

[...] postule le droit a une répartition équitable et

Juste des biens et des chances (p.7) »

(Lamprecht, Kénig, Stamm, L&S Sozialforschung,

& Beratung AG, 2006).
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N

w

»>

IUHPE - PROMOTION & EDUCATION SUPPLEMENT 2 2007

5. On ne reprend pas ici le principe de la différence
de Rawls voulant que I'on agisse prioritairement
pour les plus désavantagés, mais on cherche
plutét, reprenant les critiques de Rawls par
Mooney (1999), a trouver une juste solution non
pas seulement pour les plus désavantagés, mais
pour tout le monde et a tous les niveaux. Dans
son ouvrage de 2004, Rawls précise bien que
«['égalité équitable des chances a priorité sur le
principe de différence » (p.70). Adopter une
politique de charité et d'assistance est
évidemment différent (et plus facile ?)
qu’organiser une remise en cause des
fondements d'une société injuste par des
politiques de justice sociale.
http://www.who.int/healthpromotion/conferences/
6gchp/framework/en/index.html

o

47



Réflexions sur les domaines d’action de la Charte

Le « message de Montréal » : la Charte d’'Ottawa
pour la promotion de la santé est encore utile
pour la pratique de la santé publique d’aujourd’hui’

Michel O’Neill**, Sophie Dupéré>**, Evelyne Pedneault’, Kadija Perreault’, Mathieu Forster®, Nancy Roberge’, Pascal Parent’

and Robert Perreault®

Ce texte constitue le premier, a I'inté-
rieur d’une sous-série de la série Ottawa
1986 -Vancouver 2007 : devrait-on réviser
la Charte d’Ottawa ? de RHP&EO, permet-
tant aux participant-es de continuer a pren-
dre la parole sur I'’ensemble des enjeux qui
ont été soulevés lors d’'un symposium tenu
le 25 octobre 2006, dans le cadre des 10
Journées annuelles de santé publique du
Québec (JASP, 2006). Ce symposium
regroupait au-dela del200 participant-es
provenant du Québec, du reste du Canada
et d’'une douzaine d’autres pays et posait
la question :la Charte d’Ottawa pour la pro-
motion de la santé est-elle encore utile pour
la pratique de la santé publique d’aujour-
d’hui ? A la fin de la journée, lorsque le
vote final sur cette question a été pris
aupres des centaines de personnes encore
présentes, le « message de Montréal » était
clair : a plus de 70 %, la réponse était oui !
Le but du présent texte est d’explorer de
facon un peu plus détaillée la signification
de ce message, notamment afin d’alimenter
la réflexion en prévision de la 19° Confé-
rence mondiale de I'UIPES de Vancouver
en juin 2007 <http://iuhpeconference.org/>.

Trois autres textes sont prévus pour
introduire cette sous-série : un, décrivant
les processus particuliers qui ont guidé la
planification etla réalisation de la journée ;
un, approfondissant les grands thémes qui
ont émergé tout au long de la journée ; et,
finalement, un texte portant sur le travail de
création et de performance théatrale qui a
fait partie intégrante de la journée. Par la
suite, celles des contributions soumises par
les participant-es a la journée qui auront été
acceptées par un comité de pairs mis en
place spécialement pour la sous-série,
seront mises en ligne de maniére a partici-
per aux travaux préalables a la conférence
de Vancouver.

Lintention de la journée :
faire réfléchir les participants
et les inviter a prendre la parole

Le symposium sur la Charte d’Ottawa a
été concu par un comité scientifique d’'une
douzaine de personnes provenant de
divers horizons (voir JASP, 2006, pour les
détails) sous la responsabilité conjointe de
M. O’Neill et S. Dupéré, a partir des consi-
gnes générales des JASP pour la réalisation
de leurs symposiums de formation conti-
nue. Il s’est déroulé d’abord en grande plé-
niére, en s’attardant au passé (depuis 1986),
au présent et au futur de la santé publique,
puis en cinqg sous pléniéres qui se sont pen-
chées sur les stratégies de la Charte. Les
participant-es se sont ensuite répartis en 20
ateliers concomitants, abordant diverses
formes de pratiques, pour enfin se réunir
anouveau en pléniére de conclusion. Sous
la forme d’un « Droit de parole », en inter-
action avec la salle, cette pléniére a permis
de confronter les propos des participants-
es, véhiculés par la troupe de théatre « Mise
au jeu » (N. Roberge et P. Parent), a ceux
de neuf « grands témoins » provenant de
milieux trés diversifiés, le tout se terminant
par un vote final.

Concue principalement par deux mem-
bres du comité scientifique (S. Dupéré et
E. Pedneault), une démarche sophistiquée
impliquant une trentaine d’étudiants-es
bénévoles a été déployée afin d’alimenter
« Mise au jeu » et 'animateur du « Droit de
parole » (R. Perreault). Les points de vue
des participants-es ont été recueillis par des
mécanismes tels que des vox pop, une
prise de note systématique dans chacune
des activités, une murale et des photogra-
phies, puis synthétisés par deux « grands
rapporteurs » (M. Forster et K. Perreault).
Un petit déjeuner avec des auteur-es d’ou-
vrages récents de méme qu’une centaine
de communications affichées et une expo-
sition intitulée « Objet : pauvreté » fournis-
saient aussi matiére a réflexion.

Les principaux enjeux ayant
émergé au cours de la journée
Parmi les enjeux recueillis grace aux
processus décrits ci-dessus, deux nous
semblent importants a souligner ici.

La Charte d’Ottawa : utile, utilisable,
utilisée ?

Si la vaste majorité des personnes pré-
sentes au symposium a jugé la Charte
d’Ottawa encore utile aujourd’hui, il
convient de s’interroger sur la signification
de cette utilité. Les participants-es ont fourni
une multitude de réponses a cet effet, lais-
santa premiére vue croire que chacun s’ap-
proprie le contenu de la Charte a sa fagon.
Des constantes se retrouvent toutefois dans
les propos recueillis. Pour plusieurs, la
Charte d’Ottawa constitue un document de
base en promotion de la santé ou en santé
publique, lequel servirait de guide a la
recherche, al'intervention ou a la formation.
La Charte a ainsi été désignée par d’hétéro-
clites appellations : cadre de référence ; phi-
losophie ; regroupement d’idées, d’orien-
tations, de directions; grandes lignes ;
vision ; manifeste ; voire méme... bible !
Quelques personnes seulement ont expli-
citement décrit la Charte d’Ottawa comme
outil d’intervention directement utilisable,
celleci étant donc davantage percue
comme un instrument conceptuel ou théo-
rique. Plusieurs ont d’ailleurs mentionné ne
pas s’en servir dans leur travail quotidien.

La Charte, dont I'utilité conceptuelle
semblait incontestable pour les partici-
pants-es, souffrirait ainsi d’un certain
manque d’application. Les raisons évo-
quées pour expliquer ce manque réside-
raient dans une difficulté a traduire concre-
tement la Charte dans la pratique, ainsi que
dans une faible volonté politique, a tous les
niveaux, de la mettre en ceuvre. Ces enjeux
ont été évoqués notamment lors de la plé-
niere d’ouverture de la journée: aux
enthousiastes années qui ont suivi la pro-

—_

http://www.rhpeo.org/reviews/2006/6/index.htm.
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mulgation de la Charte en 1986 ont succédé,
selon les conférenciers, des temps bien
plus moroses. Aujourd’hui, son application
serait-elle majoritairement confinée au
développement d’occasionnels projets
pilotes plutot que d’inspirer ou d’influencer
véritablementles politiques publiques ?La
Charte ne pourrait-elle pas, par exemple,
constituer un rempart qui protégerait la
société contre la mise en place de poli-
tiques inappropriées et contre des déci-
sions gouvernementales mal avisées,
davantage issues de considérations électo-
rales ? L'esprit de la Charte s’opposerait
ainsi au soudain désengagement du
Canada vis-a-vis du Protocole de Kyoto,
exemple soulevé au courant de la journée
comme étant un effet direct de I'accession
au pouvoir a Ottawa d’un parti néolibéral.

La Charte d’Ottawa toujours a jour ?

Par ailleurs, la Charte d’Ottawa est-elle
encore actuelle, malgré I'ampleur des chan-
gements observés durant les deux dernie-
res décennies en ce qui a trait, par exemple,
aux relations internationales, aux condi-
tions environnementales et a la santé mon-
diale ? Plusieurs des participants-es a la
journée ont souligné que la Charte consti-
tuait toujours un document a jour, d’oti son
utilité percue. Cependant, la nécessité de
tenir compte des enjeux liés a la mondiali-
sation etle manque de reconnaissance des
besoins des populations, notamment dans
les pays en développement, sont parmi les
arguments défendus par certain-es qui pen-
saient que la Charte mérite d’€tre révisée.

Le modéle proposé par la Charte n’au-
raitdonc pas encore atteint son plein poten-
tiel social et politique, son impact réel se fai-
sant toujours attendre. Du haut de ses 20
ans, elle ne semble néanmoins nullement
faire figure de fossile théorique desséché
par le soleil de paradigmes plus récents ou
plus innovateurs.

Conclusion : le « message de
Montréal », un feu de paille ?
Contrairement a beaucoup des discus-
sions qui ont eu cours autour de la Charte
de Bangkok, et qui laissaient souvent entre-
voir une certaine désuétude de la Charte
d’Ottawa (RHPEO, 2005, 2006 ; Van Steen-
berghe et St-Amand, 2006), les participants-
es au symposium de Montréal semblent
donc y voir encore une utilité certaine
quoique peu facile a mettre en pratique. Au
cours des jours qui ont suivi le symposium
d’ailleurs, dans un colloque sur I’exclusion
sociale tenu a Québec et dans I'allocution
du ministre québécois de la Santé et des
Services sociaux prononcée a Ste-Adéle
pour souligner les vingt ans du Réseau
québécois des Villes en villages en santé,
la Charte d’Ottawa a été explicitement évo-
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quée. Ces évocations sont-elles simplement
conjoncturelles, ou reflétent-elles une
robustesse réelle de la Charte et sa capacité
a avoir formulé d’'une maniére particulié-
rement efficace des enjeux encore non
résolus aprés 20 ans qui demeurent encore
au ceeur des préoccupations de la santé
publique d’aujourd’hui ? C’est ce que la
conférence de Vancouver continuera a
explorer, en juin 2007.
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Réflexions sur les domaines d’action de la Charte : Résumés

La Charte d’Ottawa a-t-elle joué un role dans les efforts d’évaluation de l'efficacité
de la promotion de la santé ?

L. Evans et al.,, p. 28

La Charte d'Ottawa ne mentionne pas explicitement le role que devraient jouer les données probantes dans le soutien du développe-
ment de la promotion de la santé, ni ne discute des méthodes ou des recommandations disponibles pour évaluer I'efficacité des pro-
grammes et des politiques de promotion de la santé. Les auteurs de cet article émettent I'idée selon laquelle la Charte d'Ottawa n'a
pas fait des données probantes et de I'efficacité des priorités, lesquelles ont donc peu attiré I'attention au début du développement
des pratiques de promotion de la santé. Cet article réfléchit quant aux diverses implications d'un effort destiné a évaluer I'efficacité de
la promotion de la santé bien apres la diffusion de la Charte d’'Ottawa ; examine les progrés réalisés dans ce domaine depuis la Charte ;
et met les lecteurs au défi de poursuivre leur propres observations des difficultés qui subsistent, en préparation de la 19° Conférence
mondiale de 'UIPES, dont I'un des thémes clés sera « I'évaluation de I'efficacité de la promotion de la santé ».

Revitaliser la base des données probantes pour la santé publique :
un modele axé sur les atouts

A. Morgan et E. Ziglio, p. 17

Historiquement, les approches traditionnelles de promotion de la santé de la population ont été axées sur un modéle basé sur les
manques. C'est-a-dire qu’elles tendent a se concentrer sur I'identification des problémes et des besoins des populations nécessitant
des ressources professionnelles et des niveaux élevés de dépendance par rapport aux services hospitaliers et sociaux. Ces modéles
basés sur les déficits sont importants et nécessaires pour pouvoir déterminer quels sont les besoins et les priorités, mais ils compor-
tent cependant certains inconvénients. lls tendent a définir les communautés et les individus en termes négatifs, négligeant ce qui est
positif et ce qui fonctionne bien dans certaines populations particulieres. En revanche, les modéles basés sur les atouts tendent a met-
tre en évidence les capacités positives pour identifier les problémes et pour mettre en ceuvre des solutions, ce qui favorise I'estime de
soi chez les individus et les communautés, et aboutit a une plus grande autonomie par rapport aux services professionnels.

Une grande partie des données disponibles quant aux approches les plus efficaces pour promouvoir la santé et lutter contre les iné-
galités de santé, sensées permettre aux responsables politiques de prendre des décisions éclairées, repose sur un modéle basé sur le
déficit et débouche donc de fagon disproportionnée sur des politiques et des pratiques qui privent les populations et les commu-
nautés supposées en bénéficier de leur autonomie et de leurs capacités a se prendre en charge. Une approche de la santé et du
développement basée sur les atouts comprend la notion de produire de la santé, et encourage par la méme la pleine participation des
communautés locales dans le processus de développement de la santé.

Le modele basé sur les atouts qui nous est présenté ici vise a revitaliser la fagon dont les décideurs, les chercheurs et les praticiens pensent
et agissent, pour promouvoir une approche plus riche afin de lutter contre les inégalités de santé. Ce modéle met en avant une approche
systématique pour une santé publique basée sur les atouts, capable de produire des preuves scientifiques et des pratiques exemplaires qui
montrent comment maximiser |'utilisation de I'ensemble des atouts fondamentaux nécessaires a la promotion de la santé. Le fait de rétablir
I'équilibre entre les modeles basés sur les atouts et ceux basés sur les manques pour une santé publique basée sur les données probantes
pourrait nous aider & faire tomber certaines des barriéres qui nous empéchent d’agir efficacement sur les inégalités de santé.

Permettre la transformation des systémes de santé : Quels progrés ont été réalisés
dans la réorientation des services de santé ?

M. Wise et D. Nutbeam, p. 23

La Charte d'Ottawa a eu une influence remarquable en guidant le développement des objectifs et des concepts de la promotion de la
santeé, et en déterminant les pratiques mondiales de santé publique de ces 20 derniéres années. Cependant, sur les cing champs d'action
identifiés par la Charte, il apparait qu'on ait accordé peu d'attention systématique au défi que représente la réorientation des services de sante,
et que les progres dans la pratique sont loin d’avoir atteint un niveau optimal.

La réorientation des services de santé telle qu'elle est proposée dans la Charte d'Ottawa avait pour but d'atteindre un meilleur équilibre
des investissements entre prévention et traitement, et de se centrer sur les résultats de santé de la population tout entiére tout autant que
sur ceux des personnes prises individuellement.

Cependant, on a peu d'éléments qui prouvent que la réorientation des services de santé se soit faite en ces termes de fagon systéma-
tique ou que ce soit dans le monde. Et cela en dépit du fait qu’on ait toutes les preuves directes qu'il faille effectivement réorienter les serv-
ices de santé, et des bénéfices potentiels qui pourrait en découler. Léducation du patient, les soins préventifs (dépistage, vaccination), et
les changements organisationnels et environnementaux effectués par les organismes de santé ont tous démontré leur impact positif sur la
santé et I'environnement. Néanmoins, les preuves d'efficacité n'ont pas été suffisantes en elles-mémes pour influencer les préférences
communautaires et les décisions politiques.

Ce manque de progrés met en avant la nécessité de repenser complétement les approches que nous avons adoptées jusqu'a présent.
Cet article propose plusieurs maniéres de le faire. En particulier, travailler effectivement en partenariat avec les communautés que nous voulons
servir, pour mobiliser les soutiens qui peuvent favoriser le changement et les renforcer en travaillant tout aussi effectivement a influencer une
opinion publique plus large a travers les médias. L'engagement actif des personnels soignants est également retenu comme essentiel pour
parvenir a des changements durables. Enfin, nous reconnaissons qu’en travaillant en partenariat avec des organisations aux aspirations
semblables, I'UIPES a pu mettre en oeuvre son expérience et ses connaissances conséquentes pour contribuer a la transformation des
systémes de santé, et a I'amélioration de la santé publique.
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Réflexions sur I'avenir de la promotion de la santé : Résumé

Améliorer l'efficacité de I’'Union internationale de Promotion de la Santé et d’Education pour
la Santé

M. B. Mittelmark et al., p. 33

Ces dernieres années, nous avons pu célébrer le succés de nombreuses initiatives de I'UIPES, mais ces succés nous rappellent aussi
qu'il nous reste encore des défis a relever. Le Programme mondial sur I'Efficacité de la Promotion de la Santé nous offre un exemple et
un modeéle de la maniére dont I'UIPES peut effectivement prendre part dans des réseaux mondiaux pour la santé et en animer certains.
La recherche en promotion de la santé est bien organisée et productive dans la majeure partie de I'hémisphére nord, mais des sources
importantes de connaissances et de savoirs en promotion de la santé dans I'hémisphére sud ne sont pas encore suffisamment diffusées.
L'UIPES doit libérer ces producteurs de savoirs, ou qu'ils soient, de structures inutiles, et trouver des moyens novateurs de mettre au
jour les connaissances disponibles de fagon a ce qu'elles soient visibles par tous. Nous avons développé une série de technologies
dont I'efficacité a été prouvée, comme la promotion de la santé basée sur les lieux de vie. Cependant, la grande majorité des commu-
nautés reste hors d'atteinte, et 'UIPES doit tenir son réle de leader dans le domaine et s’attacher a trouver les moyens de mieux dif-
fuser les pratiques efficaces de promotion de la santé. LUIPES plaide vigoureusement et efficacement en faveur de la formation, de la
pratique et de la recherche en promotion de la santé. Nous devons a présent étendre notre plaidoyer en faveur de I'équité en santé, en
nous appuyant sur le travail efficace que nous avons réalisé pour I'insertion de clauses sociales dans les accords commerciaux, ainsi
que pour la lutte contre le tabac.
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En tela de juicio: veinte anos de la Carta de Ottawa

Marcia Hills'? y David V. McQueen'*

Es para nosotros un placer ser los
Redactores invitados de este Suplemento
de Promotion & Education, cuya publi-
cacién coincidira con la 19* Conferencia
Mundial de la UIPES de Promocién de la
Salud y de Educacién para la Salud, que se
celebrara en Vancouver (Canada) en Junio
de 2007. El suplemento pretende abordar
de manera singular y novedosa el tema gen-
eral de la conferencia “La promocién de la
salud madura: Ciencia, politica y practica
para el siglo XXI.” La idea de publicar un
namero especial previo a la conferencia
responde al deseo de ofrecer un conjunto
de documentos introductorios que ofrez-
can una base a los participantes de la
misma y que presente formas de pensar
innovadoras acerca del camino que ha
recorrido desde Ottawa la promocién de
la salud, en tanto que campo de investi-
gacion, de elaboraciéon y aplicacion de
politicas y de practica. Basicamente, este
nimero pretende seguir la pista y dejar con-
stancia de la influencia que ha ejercido la
Carta de Ottawa en el desarrollo de la pro-
mocién de la salud y de la trayectoria que
ha seguido desde su concepcion.

Hemos barajado varias ideas en cuanto
a la forma de estructurar este nimero
especial. En primer lugar, querfamos tener
en cuenta y volver a examinar qué lleva-
ban en sus mochilas los participantes de
la reuniéon de Ottawa en 1986. Natural-
mente, cada uno de los selectos invitados
llevaba sus propias ideas acerca de la
situacion de la promocioén de la salud en
aquel momento y de las posibilidades de
futuro; no obstante, aquellas ideas y las
posteriores discusiones de Ottawa, se
vieron influenciadas por el material de lec-
tura con que se recibi6 a los participantes.
Se anunciaba que la Conferencia seria
tanto una experiencia de aprendizaje
como de participacién. En el presente
Suplemento especial, hemos pedido a
algunas de las personas que asistieron a
Ottawa que comenten sus pensamientos y
expectativas de aquel entonces, y que
reflexionen de nuevo sobre aquellas ideas,
alaluz de la actualidad. Uno de nosotros
dos (DVM) se hallaba entre los asistentes
asi que hemos podido encontrar un buen

equilibrio para comprender las diversas
perspectivas. Lo que méas destaca de los
recuerdos que hemos recogido sobre la
experiencia de Ottawa es el sentimiento de
urgencia de la promocion de la salud pre-
sente en aquel encuentro y también lo
reciente que parece todavia aquel acon-
tecimiento, veinte anos después de que
hiciera historia.

También hemos solicitado algunos
articulos sobre las repercusiones que ha
tenido la Carta de Ottawa en las areas de tra-
bajo que ella misma subrayaba original-
mente, a saber, la elaboracién de politicas
publicas saludables, la creaciéon de ambi-
entes favorables a la salud, el fortalec-
imiento de la accién comunitaria, el desar-
rollo de las aptitudes personales y la
reorientacion de los servicios de salud.
Enseguida nos dimos cuenta de que encon-
trar autores que trataran estos temas direc-
tamente era misién imposible. La Carta de
Ottawa, con sus puntos débiles y fuertes, no
fue tan normativa como para que el poste-
rior desarrollo de la promocién de la salud
siguiera de manera sistematica cada una de
estas areas de intervencion. Se trataba mas
bien de una llamada a adoptar una visiéon
amplia de la promocion de la salud con el
objetivo de colocarla inequivocamente en
el centro del trabajo en el que confluian
esos cinco campos de accién. Los articulos
que siguen, ratifican en gran medida las
ideas y la vision de la Carta, pero son al
mismo tiempo testimonio, en muchos
aspectos, de la imposibilidad de que un
solo documento transforme la salud
publica de todo el planeta. No obstante,
todos los autores coinciden en que la Carta
de Ottawa ha sido fuente de inspiracion. Tal
vez este aparente enigma no tiene por qué
sorprendernos, puesto que las Cartas, los
documentos en los que se declaran la mi-
sién y los fines de las organizaciones, las
constituciones y similares son mas de tipo
inspirador que concretos. Con frecuencia
expresan los fines mas nobles y a menudo
inalcanzables de sus creadores. Esto no
quiere decir que dichos documentos sean
un fracaso, sino que sus expectativas super-
aban con creces las capacidades de los
meros mortales.

Las comparaciones son odiosas, tam-
bién las de documentos, y algunos autores
comentan la Carta de Ottawa a la luz de doc-
umentos mas recientes, especialmente la
“Carta de Bangkok.” No cabe duda de que
hay discusion para rato y que serd uno de
los temas calientes de la conferencia de
Vancouver. No obstante, nos parece que
se trata de una comparacion sin una con-
clusién sélida. Todos los documentos son
fruto de su época, y Bangkok y Ottawa no
constituyen excepcion alguna. Algunos
temas que han llegado a ser la preocu-
pacién primordial de la promocién de la
salud actual, apenas se vislumbraban en
el documento de Ottawa; simplemente, no
figuraban en el orden del dia de aquellas
interminables jornadas glaciales de
Ottawa. Lo que queda claro, en todo caso,
es que la Carta de Ottawa sigue siendo para
la comunidad mundial de promocién de la
salud algo mas que una mera doctrina
anticuada.

1. Redactores invitados

2. Vicepresidenta de la UIPES para la 19* Conferencia Mundial; Profesora de la Escuela de Enfermeria; Directora del Centro para la Investigacion en Promocion de la
Salud Comunitaria; Presidenta del Consorcio Canadiense de Investigacion en Promocion de la Salud, Universidad de Victoria (Columbia Britanica, Canada).

Correspondencia a: mhills@uvic.ca

3. Vicepresidente de la UIPES para el Desarrollo Cientifico y Técnico; Presidente del Comité Cientifico de la 19* Conferencia Mundial; Subdirector para la promocion
de la salud mundial de DHHS/CDC/NCCDPHP/OD, Centros para el Control y la Prevencion de Enfermedades, Atlanta (GA, Estados Unidos). Correspondencia a:

dvmO@cdc.gov
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Reflexion atras sobre Ottawa

Ottawa 1986: Piedra angular del desarrollo de la salud mundial

John Catford’

Cuando son6 el pistoletazo de salida en
medio de las tormentas de nieve del mes de
Noviembre de 1986, ;quién iba a pensar que
la carrera de la promocioén de la salud iba
a ser tan larga y dificil? Hoy en dia existen
en el mundo estrategias y revisiones guber-
namentales de promocién de la salud, auto-
ridades y fundaciones legales, grupos de
interés de consumidores, asociaciones y
revistas profesionales. Los departamentos
y los profesores universitarios ostentan el
nombre con orgullo, hay abundancia de
licenciaturas y doctorados, y cada tanto
aparece un nuevo libro de texto. Se invier-
ten millones de délares en programas de
promocion de la salud, ya sean los gobier-
nos o las organizaciones internacionales,
como el Banco Mundial, y las mismas per-
sonas hacen su aportacion voluntaria. Y lo
mas sorprendente es que todo esto haya
sucedido en apenas veinte afos.

Los origenes de la promocion de la
salud son complejos y no tienen un Gnico
protagonista. No obstante, la mayoria de los
comentaristas estarian de acuerdo en que
el cambio de mentalidad empez6 a gestarse
en 1978, en una importante reunién mun-
dial de la OMS en Alma-Ata, (Kazak, en la
antigua Unién Soviética). La Declaracion de
Alma-Ata aprob6 la Atencion Primaria de
Salud como mecanismo primordial para
atender los cuidados de salud. Reconocio
que la salud no mejoraria por el simple
hecho de desarrollar mas servicios o impo-
niendo soluciones de salud publica desde
el centro. Anuncié un cambio en la titula-
ridad del poder que pasé de los proveedo-
res de los servicios de salud a los consu-
midores de dichos servicios y a la
comunidad més amplia. Esto llevé ala OMS
a preparar una estrategia mundial “Salud
para todos en el Afio 2000,” con una serie
de objetivos y metas susceptibles de medi-
cién. Estainiciativa se convirti6 en el motor
de un desarrollo integral de la salud en las
dos décadas siguientes y ofrecio el entorno
adecuado para que anidara y creciera el
concepto de promocién de la salud.

A principios de los 80, una nueva oleada
de activistas de la salud publica, insatisfe-
chos con los enfoques tradicionales y ver-
ticalistas de la “educacion para la salud” y
de la “prevencion” empezaron a utilizar
cada vez maés la expresién “promocion de
la salud.” Expresaba un enfoque positivo,
creativo y orientado a los resultados. No

obstante, en algunos contextos e idiomas,
el término “promocién” era considerado
sinénimo de “marketing” y de “ventas” y no
daba a entender los aspectos de mejora y
de empoderamiento. Esto llevé a la OMS a
convocar una reunién especial a finales de
1984 en Copenhague (Dinamarca) para
ofrecer aclaraciones y orientaciones que
desembocaron en el primer documento
sustantivo sobre la promocion de la salud.
Los Conceptos y principios de la promocion
de la salud, publicado en la primera ediciéon
de Health Promotion International en 1986,
se convirtié6 en la plataforma de lanza-
miento de la Conferencia y de la Carta de
Ottawa.

Mirando atras veinte aiios después, el
principal logro de Ottawa 1986 fue legitimi-
zar la vision de la promocion de la salud
aclarando los conceptos basicos, poniendo
de relieve las condiciones y los recursos
necesarios para la salud e identificando las
acciones clave y las estrategias basicas para
materializar la politica de la OMS de “Salud
para Todos”. Fue importante que la Carta
identificase también los requisitos previos
a la salud, entre los que figuran la paz, un
ecosistema estable, la justicia social y la
equidad, y recursos como la ensefanza, la
alimentacién y larenta. Ademas, subrayaba
el papel de organizaciones, sistemas y
comunidades, asi como los comporta-
mientos y capacidades individuales, a la
hora de generar opciones y oportunidades
para mejorar la salud. Desde entonces, la
OMS ha organizado, en colaboracién con
gobiernos nacionales y asociaciones, una
serie de conferencias de seguimiento, que
se han centrado en cada una de las cinco
estrategias de promocion de Ottawa.

El tema del establecimiento de politicas
publicas saludables fue abordado en mayor
profundidad en la Segunda Conferencia
Internacional de Promocién de la Salud
celebrada en Adelaida (Australia) en 1988.
Se organiz6 de forma que coincidiese con
el bicentenario de Australia, y los partici-
pantes, procedentes sobre todo de paises
desarrollados, formularon las Recomenda-
ciones de Adelaida sobre Politicas Piiblicas
Saludables. En ellas, se hacia un llama-
miento a generar un compromiso politico
con la salud en todos los sectores. Ademas,
se pedia a los responsables de las politicas
de diversos organismos de nivel interna-
cional, nacional, regional y local que

aumentaran las inversiones en salud y que
calibraran las repercusiones de sus deci-
siones sobre la salud.

La Tercera Conferencia Internacional de
Promocién de la Salud que se celebr6 en
Sundsvaal (Suecia), en 1991, se centr6 en la
creacion de entornos propicios. Se celebro
en un momento decisivo pues ofrecié la pri-
mera oportunidad a los profesionales de
salud de todo el mundo de considerar
cémo podemos hacer para que los entor-
nos -ya sean fisicos, sociales, econémicos
o politicos- sean mas propicios para la
salud. Entre las influencias del entorno que
se identificaron en la conferencia como per-
judiciales para la salud figuran los conflic-
tos armados, el rapido crecimiento de la
poblacion, la alimentacién insuficiente, la
falta de medios de autodeterminacién y la
degradacion de los recursos naturales. La
Declaracién de Sundsvaal sobre entornos
propicios para la salud subrayaba la impor-
tancia del desarrollo sostenible y animaba
alaaccion social en la comunidad en la que
las personas fueran el motor del desarrollo.
Esta Declaracién y el informe de la reunién
se presentaron en la Cumbre de la Tierra,
celebrada en Rio en 1992, y contribuyeron
al desarrollo de la Agenda 21.

La Cuarta Conferencia Internacional de
Promociéon de la Salud celebrada en
Yakarta (Indonesia) en 1997 revisé las
repercusiones de la Carta de Ottawa e
implicé a otros actores para responder a los
desafios mundiales. Fue la primera de las
cuatro Conferencias Internacionales de
Promocién de la Salud que se celebr6 en un
pais en vias de desarrollo y la primera en la
que particip6 el sector privado de forma
activa. La evidencia que se presenté mos-
traba que las estrategias de promocion de
la salud pueden contribuir ala mejora de la
salud y a la prevencion de la enfermedad
tanto en los paises en vias de desarrollo
como en los desarrollados. En la Declara-
cién de Yakarta sobre promocién de la salud
en el siglo XXI se identificaron cinco priori-
dades. La Resolucién sobre promocién de
la salud adoptada por la Asamblea Mundial
de Salud (WHA 51.12) confirmé en 1998
dichas prioridades.

A pesar de los avances y las innovacio-
nes experimentadas por la promocién de la
salud respecto a la década anterior, que-
daban pendientes dos retos importantes. El
primero era demostrar y comunicar mas

1. Redaccion de Health Promotion International; Profesor de Desarrollo de la Salud y Decano de Salud, Medicina, Enfermeria y Ciencias de la Educacion,
Universidad de Deakin, Melbourne (Australia). Correspondencia a: jcatford@deakin.edu.au
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ampliamente a los paises en vias de desa-
rrollo que las politicas y las practicas de
promocion de la salud pueden cambiar la
salud y la calidad de sus vidas. El segundo
era todavia mas importante: que las accio-
nes de promocion de la salud pueden con-
seguir mas equidad en el ambito de la salud
y pueden reducir las diferencias entre los
grupos de poblacion. En respuesta a este
dltimo, la Quinta Conferencia Mundial
sobre Promocién de la Salud celebrada en
Meéxico en el ano 2000, se centré en las desi-
gualdades en el campo de la salud tanto
entre unos y otros paises como en el seno
de un mismo pais. La Declaracién Ministe-
rial de México para la promocion de la salud:
de las ideas a la accién afirmé la importan-
cia de las estrategias de promocién de la
salud para apoyar las acciones locales,
nacionales e internaciones en el &mbito de
la salud. También se comprometia a elabo-
rar planes de accién nacionales para hacer
un seguimiento de los avances logrados en
introducir estrategias que promueven la
salud en la planificaciéon de las politicas
nacionales y locales.

Con lallegada del nuevo milenio, se hizo
cada vez mas evidente, no obstante, que el
mundo cambiaba radicalmente y con él,
nuestro concepto de los determinantes de
la salud. Habian aparecido oportunidades
y retos totalmente impensables en 1986,
como Internet, el proyecto del genoma
humano, el cambio climatico, el terrorismo,
los cambios geopoliticos, la deuda del ter-
cer mundo, y por su puesto, la globaliza-
cion de las personas, el dinero, los pro-
ductos y los servicios. De lo que se trata
ahora es de relacionar las influencias glo-
bales con la vida cotidiana y compaginar-
los de la mejor manera posible.

Con este telon de fondo, en 2005 se orga-
nizo la Sexta Conferencia Mundial de Pro-
mocién de la Salud en Bangkok, que se
estructur6 en torno a cuatro ejes teméaticos:
el nuevo contexto; globalizacion favorable
a la salud; los partenariados; y la sosteni-
bilidad. Los participantes revisaron y ava-
laron sélidamente las cinco areas de acciéon
definidas en Ottawa, pero también se die-
ron cuenta de que la capacitacion para pro-
mover la salud va mas alla del desarrollo
comunitario y de habilidades; incluye tam-
bién las politicas mundiales y locales, los
partenariados y alianzas, los sistemas eco-
némicos y de informacion, y consideracio-
nes de tipo comercial. A través de la Carta
de Bangkok para la Promocién de la Salud
en un Mundo Globalizado, se formularon
cuatro compromisos nuevos: hacer que la
promocion de la salud sea (i) un elemento
fundamental de la agenda de desarrollo
mundial, (ii) una responsabilidad nuclear
de todos los que gobiernan, (iii) se centre
principalmente en las comunidades y en
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la sociedad civil, y (iv) exija buenas prac-
ticas empresariales.

En los veinte afios transcurridos desde
la Conferencia y la Carta de Ottawa se han
producido cambios de gran envergadura en
lamentalidad, en las politicas y en las accio-
nes encaminadas a mejorar la salud a nivel
local, nacional e internacional. Pero puede
seguirse un hilo claro que nos lleva hasta
aquella reunion de librepensadores de cin-
cuenta paises que desarrollaron y afirma-
ron una serie de principios y acciones que
enmarcan el sistema de valores y la practica
de la promocién de la salud. Se ha avanzado
mucho y queda mucho por hacer, pero cua-
lesquiera que sean los puntos ciegos y las
carencias, la Conferencia y la Carta de
Ottawa han sido la piedra angular o el punto
de inflexion en el desarrollo de la salud
mundial. Ottawa 1968 enlazé los éxitos cose-
chados gracias a las reformas de la salud
publica con las aspiraciones del nuevo
movimiento de promocién de la salud. Ha
modelado y continuard modelando el des-
tino de la salud en todo el mundo.
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Reflexion atras sobre Ottawa

Crear entornos para la salud- 20 anos después

Trevor Hancock'

Dedico este articulo a la memoria de Ron
Draper, quien impulsd, junto con llona
Kickbusch, la Carta de Ottawa. De ambos
aprendi mucho, a ambos les debo mucho.

Hace veinte afos, preparé la ponencia
“Crear entornos para la salud” para la con-
ferencia de Ottawa y la presenté. Al mirar
atras, me impresiona tanto lo que dije -y
dijo también la Carta- como lo que no diji-
mos. En mi ponencia, y en los debates de la
conferencia que posteriormente quedaron
reflejados en la Carta, se empleaba el con-
cepto de “entorno” en sentido amplio. Yo
no s6lo hablaba del entorno fisico, sino
también del social (especialmente del tra-
bajo y del tiempo libre) y del econémico,
haciendo referencia especial a los limites
de la economia convencional y a la nece-
sidad de “una economia que tome con-
ciencia de la salud” y concluia que “Un
debate sobre los entornos fisicos y sociales
que influyen en la salud nos lleva inevita-
blemente a hablar de cuestiones de teoria
econdmica, del orden econémico interna-
cional, de la sostenibilidad y de la super-
vivencia del planeta”.

Este enfoque holistico quedo reflejado
en la Carta, que sefialaba “Los lazos que, de
forma inextricable, unen al individuo y su
medio constituyen la base de un acerca-
miento socioecoldgico a la salud” y la sec-
cién dedicada a la creacién de ambientes
favorables a la salud se referia a cambiar los
modelos de trabajo y de tiempo libre, las
condiciones de vida, la utilizaciéon de la
energia y la urbanizacién. No obstante,
dado que “los principales temas y talleres
de la conferencia tratan casi exclusiva-
mente del entorno social,” mi ponencia se
centraba en el entorno fisico, y, concreta-
mente, del cambio medioambiental mun-
dial y sus repercusiones en la salud, si bien
reconociendo al mismo tiempo, la necesi-
dad de acciones locales, especialmente de
conformidad con el recién establecido Pro-
yecto de las Ciudades Saludables de la
OMS. En la propia Carta, y por primera vez
en un documento de la OMS (y alguno
meses antes, en el Informe Bruntland sobre
desarrollo sostenible, CMMAD, 1987), la
existencia de un ecosistema estable y de
recursos sostenibles se incluian dentro de
la lista de requisitos previos (determinan-
tes) de la salud, y se senalaba que “La pro-
teccion tanto de los ambientes naturales

como de los artificiales y la conservacién
de los recursos naturales, debe formar
parte de las prioridades de todas las estra-
tegias de promocién de la salud”.

Si miro atras ;qué cambiaria? En primer
lugar, y a la luz de las pruebas claras del
calentamiento del planeta (IPCC, 2001) y de
declaraciones como la siguiente: “El indice
actual de deterioro de la capacidad pro-
ductiva a largo plazo de los ecosistemas
podria tener consecuencias devastadoras
para el desarrollo humano y el bienestar de
las especies” (World Ressources Institute,
2000), reforzaria las declaraciones relativas
al cambio mundial, vinculando explicita-
mente la salud humana a la salud de los
ecosistemas (es interesante senalar que la
reciente Carta de Bangkok es mucho menos
concreta respecto de estos retos mundia-
les). El cambio medioambiental mundial,
tanto el cambio climatico como el atmos-
férico, el agotamiento de los recursos, la
ecotoxicidad, la destruccién de los habitats
y la extincién de las especies son, en Gltimo
término, amenazas para la salud: otras civi-
lizaciones desaparecieron (Diamond 2004)
y no hay motivos para creer que la nues-
tra se libre de esta posibilidad.

En segundo lugar, daria mas importan-
cia a los ambientes artificiales. No presta-
mos la debida atencién al hecho de que en
el mundo desarrollado -y cada vez mas en
el mundo menos desarrollado- pasamos el
90% del tiempo en el interior de los edificios
(Leech, 1996) y que el 80% esta urbanizado
(hemos superado a nivel mundial el nivel
del 50%). Asi pues, los ambientes artificia-
les son los principales ambientes humanos,
por no decir que son casi los “naturales.”
La manera en que concebimos y construi-
mos nuestros ambientes artificiales ~hoga-
res, escuelas, lugares de trabajo, hospitales,
vecindades, ciudades- y la manera en que
oparemos en ellos es de vital importancia
para la salud y tiene ademéas un impacto
profundo en el entorno natural.

En tercer lugar, el concepto de capital
social (Putnam, 1993) y su relacién con la
salud, que no fue una parte importante de
la agenda de la promocion de la salud de
la poblacién en 1986, es mucho maés rele-
vante en la actualidad. No obstante, creo
también que nuestro planteamiento actual
del capital social centrado en la cohesién
social y en las redes sociales -lo que yo
denomino capital social “informal”- peca
de estrechez de miras y necesita ampliarse

de forma que abarque al menos 2 formas
mas de capital social. Una es el capital
social “formal”-el sistema de programas e
instituciones sociales como la ensenanza,
los servicios sociales, la asistencia social, el
seguro de desempleo, la atencion sanitaria,
la pensiones de incapacidad y de jubilacién
y muchos otros- que se construyé a lo largo
del siglo pasado o0 més en muchos paises
del mundo. Son inversiones que contribu-
yen a la salud y al bienestar de la poblacién
en conjunto y, especialmente, de sus miem-
bros mas vulnerables. La otra, mas pro-
funda, es lo que yo denomino nuestro capi-
tal social “invisible”: la infraestructura legal,
politica y constitucional que apuntala nues-
tras sociedades y comunidades y, a través
de Naciones Unidas, a todo el mundo.
Hemos estado desarrollando esta forma de
capital social durante cientos, incluso miles
de anos. Mientras exista y sea respetada,
posibilitara que llevemos vidas civilizadas
y pacificas; si desaparece o laignoramos, la
vida, la salud y la seguridad se veran ame-
nazadas. La promocion de la salud tiene
que prestar mas atencion a la creaciéon y
mantenimiento de estas otras formas de
capital social en el futuro.

Por tultimo, si bien en cierto modo esta-
mos mas cerca de una nueva economia
basada en el bienestar humano, nos queda
mucho por recorrer. La inversion ética y el
“triple minimo” (beneficios medioambien-
tales, sociales y econémicos) son pasos en
la direccion correcta, pero necesitamos ir
mucho maés alla. En primer lugar, la promo-
cién de la salud necesita insistir en el desa-
rrollo humano (del cual la salud es un ele-
mento integral) como planteamiento
fundamental, reconociendo que “El desa-
rrollo humano y la realizacién del potencial
humano exigen una forma de actividad eco-
noémica que sea sostenible desde el punto
medioambiental y ecolégico en esta gene-
racion y las venideras” (CPHA, 1992). En
segundo lugar, si el desarrollo humano tiene
que situarse en el centro de nuestra preo-
cupacion por la sostenibilidad, tenemos que
ampliar el “’triple minimo” y convertirlo en
un minimo cuadruple, en el que se incluya
el desarrollo humano. En efecto, como ya
subrayé en otro momento (Hancock, 2001)
los capitalistas auténticos del siglo XXI
seran los que puedan construir de manera
simultanea las cuatro formas de capital
-natural, social y humano, asi como el eco-
némico. Si lo hacen, estaran promoviendo

1. Consultor de Promocion de la Salud, Victoria, BC, Canada. Correspondencia: Greendoc@telus.net

IUHPE - PROMOTION & EDUCATION SUPPLEMENT 2 2007

55



Reflexion atras sobre Ottawa

la salud, y nosotros como promotores de
salud, tenemos que apoyar y alentar este
nuevo planteamiento de una economia de
desarrollo humano sostenible.
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Avanzar hacia una nueva salud publica

llona Kickbusch'

La Carta de Ottawa para la promocion de
la salud, aprobada por una Conferencia
internacional de la OMS celebrada en
Ottawa (Canada) en Noviembre de 1986
(Ottawa Charter for Health Promotion, 1986;
Kickbush, 2003) tiene un subtitulo muy
importante que a menudo se olvida: avan-
zar hacia una nueva salud pablica. Alos que
participamos en la redaccion de la Carta
nos apasionaba ese eslabon. Crefamos que
muchas de las mejores tradiciones de la
salud publica establecidas en el siglo XIX
se habian visto eclipsadas por las estrate-
gias médicas o por una atencién centrada
en las conductas individuales. Hubo quien
dijo que la salud publica habia muerto...y
nosotros argumentamos ferozmente en
contra de aquella afirmacién. Estabamos
convencidos de que la salud publica tenia
un gran futuro.

Me siento orgullosa de decir que tuvi-
mos vision histérica. La Carta se basaba en
muchas fuentes, especialmente en el tra-
bajo de Thomas McKeown (1980)-motivada
por sus descubrimientos- y se preguntaba
continuamente: ;Qué es lo que genera la
salud? La Carta queria volver a situar a la
salud de la poblacién en el punto de mira y,
al hacerlo, ofrecié un marco para abordar
el “reto de la sanidad” en el siglo XX, que
habia sido definido como los “estilos de
vida que favorecen la salud.” No fue casual
que la presentacion de la recién fundada
revista Health Promotion (posteriormente
denominada Health Promotion Internatio-
nal) se hiciera en un pub denominado The
John Snow en el Soho de Londres, e inclu-
yese una visita a la réplica de la Fuente de
Broad Street. (No teniamos la opciéon de
una Bierstube Rudolf Virchow o de un Bis-
tro Renée Villarmé).

Tampoco fue accidental que el primer
proyecto que se centraba en los entornos
de la promocion de la salud fuera el de las
“Ciudades saludables” y que Liverpool,
ciudad natal del Dr. Henry Duncan, otro
gran pionero de la salud publica, fuera sede
del primer centro coordinador de dicho
proyecto. La historia del éxito de la salud
publica tuvo sus origenes en las ciudades:
“Las ciudades, antario victimas impotentes
ante la enfermedad y devastadas por ella,
se han convertido en sus grandes conquista-
doras”, escribié Jane Jacobs en su obra cla-
sica sobre la grandes ciudades americanas
(Jacobs, 1969). Nosotros pensabamos que
eranecesario volver adar importancia a las
ciudades como posible solucién: nuestro

centro de atencion era el entorno social y
los nuevos tipos de contaminacién. “Piensa
globalmente, actual localmente’, fue el lema
del dia y el movimiento de las Ciudades
Saludables se difundio, en efecto, por todo
el mundo...pero fue preciso el brote de una
enfermedad infecciosa en una ciudad no
lejos de Ottawa, para que la salud publica
urbana recuperase la atencion politica, esta
vez con un nuevo giro de caracter mundial.

La Carta establecia que “la salud se crea
y se vive en el marco de la vida cotidiana:
en los centros de ensenianza, de trabajo y de
recreo” e introdujo un concepto muy activo
e interactivo de salud. Nuestra “Fuente de
Broad Street” fue el punto de encuentro
entre cinco areas esenciales de laaccion de
la salud publica: politicas publicas sanas,
entornos propicios, aptitudes personales,
accién comunitaria y reorientacion de los
servicios de salud (Ottawa Charter for
Health Promotion, 1986). Para nosotros, la
finalidad de la promocién de la salud era
mantener un enfoque que tuviera en
cuenta los determinantes sociales (la anti-
gua salud publica) sin olvidar, al mismo
tiempo, el compromiso con el empodera-
miento individual y comunitario (la nueva
salud publica). Muchos de nosotros habia-
mos formado parte del movimiento a favor
de la salud de la mujer, algunos participa-
bamos del reciénsurgido movimiento eco-
l6gico, para algunos el movimiento del
orgullo “gay” era una fuerza impulsora para
comprender la nueva salud publica, una
salud publica que formaba parte de nues-
tras vidas. El “enfoque basado en los entor-
nos” se consider6 como una nueva estra-
tegia de salud publica para llevar adelante
esta agenda. Yo insisto en que no se capi-
talizo6 suficientememente.

Por este motivo, me gratific6 enorme-
mente escuchar el discurso, pronunciado
hace poco por el gran pionero de la salud
publica del siglo XX, Sir Michael Marmot. El
también consideraba que estos dos facto-
res -el entorno social y el empodera-
miento- eran la clave de cualquier avance
en materia de salud (Marmot, 2006). Refi-
riéndose al trabajo del economista del
desarrollo Amartya Sen, afirma: “si no satis-
facemos las necesidades humanas funda-
mentales de autonomia, empoderamiento y
libertad, alimentamos una causa importante
de la falta de salud.” Pero hasta esta idea
bésica ignora un punto fundamental: en la
Carta, la salud ya no se caracterizaba como
un “estado de bienestar completo”, como
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postulaba la Constitucion de la OMS, ni se
entendia Gnicamente como el resultado del
impacto de los determinantes de la salud,
sino que se consideraba en si misma “un
recurso para vivir”... se convirtié en un ele-
mento. Lester Breslow, el gran epidemio-
logo es, en mi opinién, uno de los pocos
que lo han entendido de verdad. En con-
secuencia, defendi6 que la Carta de Ottawa
y su concepto de salud constituian la ter-
cera revolucion en la salud publica (Bres-
low, 1999). Confieso que me senti muy orgu-
llosa y profundamente conmovida cuando
lo lei.

Pero ;donde esti esta revolucion?
:Sucedi6 realmente? En cierta medida, esta
ocurriendo de manera muy silenciosa,
pero persistente; en un contexto diferente
del que nos ocupa hoy, hablé de la promo-
cion de la salud como un rizoma que echa
raices, se extiende y coloniza su entorno
(Kickbusch, 2006). Por supuesto, lo impor-
tante es que las ideas se divulguen y se
acepten, no que nos limitemos simple-
mente a mencionar su fuente, aunque con
frecuencia tengo la tentacion (y la frustra-
cién) de pensar “Pero si esto ya lo dijimos
hace anos en la Carta...” La generacién que
elaboro la Carta de Ottawa para la promo-
cién de la salud se propuso formular lo que
se necesita para abordar la salud publica en
las sociedades modernas, no sélo en el
siglo XX sino mucho mas adelante, en la
sociedad del siglo XXI (Kickbusch, 2006).
Insisto en que el documento se adelant6
mucho a su época y que todavia no se ha
reconocido toda su importancia y su poten-
cial. Cuando doy clases de promocion de la
salud o pronuncio algtn discurso de esta
materia necesito recordarme continua-
mente que muchos de mis alumnos actua-
les ni siquiera habian comenzado la ense-
flanza primaria cuando nosotros nos
reunimos en Ottawa en aquel frio mes de
Noviembre de 1986. El futuro de la Carta de
Ottawa esta ahora en sus manos...yo creo
que aun no ha llegado.
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La Carta de Ottawa: reflexiones desde las antipodas

John Raeburn’

Asisti ala Conferencia de Ottawa porque
en 1986 me habia ido de Nueva Zelanda
para pasar un aio sabatico en el Consejo de
la Promocioén de la Salud de Ottawa, ciudad
que en aquel entonces, era la meca mundial
de la promocién de la salud (PS). Eran tiem-
pos emocionantes, con el inolvidable Ron
Draper y las otras estrellas de la promocién
de la salud canadiense, como Irv Rootman
y Lavada Pinder. Yo me sentia enorme-
mente animado y motivado por lo que
estaba ocurriendo en el periodo previo ala
conferencia. Al mismo tiempo, mi pasién
era, y sigue siendo, la dimensién comuni-
taria y personal de la PS, y yo percibia un
impulso creciente hacia lo que me parecia
la burocratizacién de la PS, en virtud de la
cual las politicas acabarian siendo mas
importantes que las personas. También
quedaba claro que la preocupacién domi-
nante en Norteamérica por los estilos de
vida en la PS, suscitada por el Informe
Lalonde canadiense, estaba siendo ata-
cada.

El proceso vertical de la propia confe-
rencia no contribuy6 a despejar la sospe-
cha de que “las personas” (en este caso los
participantes) no iban a tener mucho que
decir en la futura PS. A nuestro regreso,
Larry Peters (el otro delegado de Nueva
Zelanda) y yo escribimos un articulo sobre
la conferencia para una revista de salud
publica de nuestro pais (Raeburn & Peters,
1987) al que recurro ahora (citas textuales
entre comillas).

La conferencia, de cinco dias de dura-
cion, nos parecia un “evento muy domi-
nado por la OMS” en la que “el orden del
dia habia sido fijado por la OMS”. Asi las
cosas, nos desconcerté que la conferencia
se centrara casi exclusivamente en los pai-
ses industrializados, con alguna alusion a
los paises en vias de desarrollo. El objetivo
declarado era “intercambiar experiencias
y compartir conocimientos del ambito de la
promocion de la salud” aunque casi todos
los participantes tenian la sensacién de que
los principales conceptos y la estructura de
la conferencia habian sido predetermina-
dos por la OMS y no admitian discusion.
iHasta el dltimo dia no se dijo nada de que
se iba a redactar una Carta! Pasamos casi
todo el tiempo en el mismo subgrupo, en
talleres definidos por los cinco temas que
luego serian las lineas de accién de la Carta

de Ottawa (CO). Como era de esperar, yo
estaba en el taller cuyo enunciado era For-
talecer las comunidades.

En los talleres, habia una serie de temas
que surgian continuamente. Probable-
mente, el mas importante tenia que ver con
la relacién entre personas/comunidades y
profesionales/burdcratas, y a estos Gltimos
se les consideraba inevitablemente como
los que controlaban los recursos y la toma
de decisiones de la promocion de la salud.
En efecto, de los proyectos mencionados
de los 38 paises participantes, “pocos ver-
daderamente ayudaban a potenciar la auto-
nomia y la capacidad de decision de las
personas”. Otra cuestion recurrente fue la
equidad y la necesidad de un enfoque capa-
citador/empoderador que otorgase priori-
dad absoluta a aquellos que estan en situa-
cién mas necesitada.

Durante los primeros dias, nos pareci6
que a la conferencia “le faltaba alma”. Pero
amedida que transcurria la semana, “se fue
generando una potente sensacion de que las
cosas iban encajando o de que se llegaba a
un consenso real”. Pero cuando nos entera-
mos, el Gltimo dia, de que la conferencia iba
a hacer publica una “Carta”, hubo una esta-
llido de indignacion, como si se nos hubiese
ocultado “el verdadero objetivo” de la con-
ferencia, con el agravante de que no habfia-
mos tenido la oportunidad de debatir dicho
documento. Y cuando vimos el borrador
que proponia la OMS, nos produjo una gran
insatisfaccion. A modo de concesion, se per-
miti6 a los delegados que propusieran modi-
ficaciones por escrito a los organizadores,
durante el breve tiempo del almuerzo. (Yo
personalmente escribi toda una frase que
quedé incluida en el documento final).
Resulté ser un proceso extraordinario. No
obstante, me alegra decir que cuando llona
Kickbusch ley6 en voz alta el borrador defi-
nitivo en la sesion plenaria de clausura, los
cambios introducidos se granjearon, como
por milagro, la aprobacién general y se pro-
dujo una ovacion larga y emocionada. Como
dijo uno de los delegados: “el patito feo se
habia convertido en hermoso cisne.” Y otro
comentd que aquel “era probablemente el
acontecimiento mas importante en la histo-
ria de la sanidad.”

¢Y qué incidencia ha tenido este “her-
moso cisne” en el mundo? Desde el punto
de vista de Nueva Zelanda, estabamos lis-

tos para iniciar un modelo de PS coherente.
Fui por todo el pais dando a conocer con
entusiasmo la CO en todas las Juntas de
Salud de Area y casi todos adoptaron la
Carta como documento orientador de su
PS. Hasta el dia de hoy, el Ministerio de
Salud sigue incluyendo la CO en casi todos
sus documentos de salud publica, junto
con el Tratado de Waitangi, que es un docu-
mento a favor de los derechos constitucio-
nales de los maoris. Todos los estudiantes
de PSy de salud publicareciben una buena
dosis de CO. Larry, que fue el primer direc-
tor del Forum de Promocién de la Salud de
Nueva Zelanda, llevé a cabo el mismo tra-
bajo de divulgacién entre las muchas ONGs
que constituian los principales integrantes
del Forum. En pocas palabras, la CO tuvo
una enorme aceptacion entre los promoto-
res de salud de Nueva Zelanda y entre los
profesionales de la salud publica en gene-
ral, hasta el punto de que algunos cana-
dienses comentan a veces que nosotros les
superamos en relacion con la CO.

A escala internacional, el impacto es
més dificil de calibrar, pero parece real-
mente que la mayoria de los gobiernos de
todo el mundo aceptan hoy en dia la nece-
sidad de la PS y que esta percepcion se
tiene a través de la lente de la CO. No obs-
tante, las limitaciones de la CO para la situa-
cién mundial actual han sido subrayadas
en el reciente proceso de la Carta de Bang-
kok, en el cual también participé, y en
donde la CO se reafirmé6 como documento
fundamental en el ambito de la PS, al
tiempo que se hacian palpables sus lagunas
respecto de la realidad del siglo XXI.

Personalmente, aunque apoyo firme-
mente a la CO, sigo creyendo que ha tenido
el efecto de subrayar excesivamente la
importancia de los aspectos politicos ver-
ticales en detrimento de los aspectos mas
humanos y empoderadores de la PS. Su
relativo alejamiento de la vida diaria y su
naturaleza difusa han hecho que no se haya
ganado el corazoén y la mente de la gente
corriente como podria haber sucedido. Ni
ha empujado a las personas a tener mayor
control sobre su salud. Para mi, es mas un
conjunto de valores y una lista de verifica-
cién que una declaracién coherente sobre
una PS efectiva y empoderadora. Pero no
hay duda de que ha ayudado a introducir la
PS en la agenda politica mundial y a difun-
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dir el concepto de los amplios determinan-
tes sociales que subyace a cualquier plan-
teamiento de la salud de la poblacion. Esta-
rilamos mucho peor sin ella. Pero es el
momento de dar un paso mas, en direccién
a una vision coherente de la PS que impli-
que de verdad a las personas y a sus comu-
nidades de una manera que les ayude a
desarrollar su madurez y su autonomia.
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Retorno a Ottawa 1986

Hans Saan'

Es inevitable: este articulo es una histo-
ria personal, puesto que participé y estuve
presente en aquella conferencia ahora
famosa, celebrada en Ottawa, que alumbré
la Carta de Ottawa. En este articulo quiero
echar la vista atras, situar aquel acontec-
imiento en su contexto y contar c6mo
asumi los valores que contenia la Carta
para ayudar a los Paises Bajos a materi-
alizar el paso de la educacién para la salud
ala promocioén de la salud. Por tltimo, com-
partiré lo que creo que hizo que la Carta
tuviese tanta influencia

1986 fue un aio ajetreado. El Departa-
mento de Salud planeaba redactar por
primera vez un documento de primer
orden sobre politicas de prevencion y de
salud y mis contactos en el departamento
me permitieron desempeiiar un papel en
ello. El documento tenia dos partes, la
primera versaba sobre lo que ahora denom-
inamos promocion de la salud; la segunda,
sobre la reestructuracion de los servicios
de salud. Las ideas sobre las politicas de
promocion de la salud se discutieron en
una conferencia de &mbito nacional, que
tuvo poco seguimiento. Capté mucha mas
atencion el informe relacionado con la
segunda parte del documento sobre el ser-
vicio de salud como un sistema orientado
al mercado y nos cost6 afos trasladar la
atencion de los servicios a la salud.

El segundo acontecimiento importante
parami de aquel afio fue el inicio de un pro-
yecto sobre la efectividad de la educacién
parala salud. Intentamos revisar y resumir
lo que sabiamos sobre programas de cali-
dad y descubrimos que los estudios que
existian sobre el tema no nos permitian
sacar conclusiones claras. Naturalmente,
casi todos los resultados nos parecieron
prometedores, pero nuestra lista de deseos
al final de la memoria del proyecto conte-
nia cambios en la practica, en las politicas
y en la investigacion.

El tercer acontecimiento fue la Confer-
encia de Ottawa. Entré a formar parte del
equipo virtual de Ilona Kickbush en 1982
y presidi una conferencia en 1984 en la que
se sondearon algunos de los temas de
Ottawa. Esta es la primera caracteristica de
la Carta de Ottawa: fue el resultado final de
una serie bien orquestada de reuniones,
publicaciones y acontecimientos, asi como
el inicio de asuntos mucho mas impor-
tantes. Un breve documento titulado “Con-
cepto y principios de la promocién de la
salud” foment6 el debate y vale la pena

destacar que se reconocieron consciente-
mente las incertidumbres y las dudas a
cerca de la promocién de la salud. Prepard
el ambiente que luego se respir6 en la
Carta: aunque el tipo de objetivos y proce-
sos que vislumbramos no son faciles,
podemos conseguirlo.

La Carta es como uniceberg: las dos pagi-
nas no son mas que la punta de un conjunto
de ideas y valores mas complicado. De la
Carta saqué tres lecciones que desde
entonces han modelado mi trabajo. Primera:
el enfoque salutogenético me ensei6 a tener
mucha mas confianza en lo positivo, en la
capacidad de las personas, y a mirar mas alla
de la prevencion centrada en la enfermedad.
La segunda leccion fue la ampliacién de los
determinantes de la salud a los factores
politicos: no sélo la politica de partido en el
parlamento, sino también cémo el capi-
talismo modela nuestra sociedad y crea la
divisién entre pobres y ricos. Aprendi a bus-
car lo que hoy llamamos “las causas detras
de las causas”. Y, por ultimo, me ayudoé a
darme cuenta de que en la educacién para
la salud habiamos mirado con orejeras de
oro: no estdbamos equivocados, pero
teniamos un campo de visién limitada. Si
queremos que la gente una sus esfuerzos a
los nuestros en favor de la salud, tenemos
que ver que su historia, sus oportunidades
y sus preferencias se van configurando no
s6lo por su psicologia individual, sino que la
presion por parte de sus iguales y de las
fuerzas econémicas y politicas también con-
figuran sus condiciones de vida.

Cuando regresamos, no habia ninguna
muchedumbre en el aeropuerto de
Schiphol peleandose por la primera edicién
de la Carta de Ottawa. En los Paises Bajos
apenas tuvo resonancia. Por un lado,
porque algunas de las ideas principales ya
habian sido incorporadas en el documento
de politica sanitaria nacional antes citado, y
por otro porque las publicaciones de la OMS
normalmente no tenian la consideracién
que la OMS habria esperado.

Poco después de Ottawa, conseguimos
organizar una conferencia nacional para pre-
sentar el movimiento de las ciudades salud-
ables, que en la actualidad ha perdido las
caracteristicas propias de un movimiento y
haentrado en la fase de institucionalizacion:
todos los gobiernos locales tienen que for-
mular una politica en materia de salud y los
politicos locales y nacionales se estan
tomando en serio la promocién de la salud.
Lentamente, la promocion de la salud y la

1. Consultor de promocion de la salud, Paises Bajos. Correspondencia: hans.saan@hccnet.nl
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salud publica en general van obteniendo
reconocimiento; no obstante, las inversiones
que deberian seguir a las palabras bonitas
sobre el tema, llegan con cuentagotas.

Aun asi, la perspectiva salutogenética,
los factores politicos y la importancia del
contexto necesitaban un empujén para que
se les dedicara la atencion debida. El auge
de los medios de comunicaciéon ha
reforzado la confianza tradicional en los
procesos educativos y de informacién. Hoy
en dia, parece que la maxima intervencion
sea tener una web, como en otros tiempos
habia sido la panacea utilizar una carpeta,
un video o un CD-ROM. Asi que, después
de Ottawa, mi trabajo paso a ser la defensa
delasideasy valores de la promocién de la
salud. En esa labor me acompafi6 otro par-
tidario de Ottawa: Willy de Haes. Juntos
vimos como el crecimiento de la epidemi-
ologia clinica aumentaba su influencia y el
modelo que culpabilizaba a la persona, cen-
trado en la enfermedad y adicto a los RTC
(ensayos clinicos controlados randomiza-
dos) dictaba los criterios tanto en el ambito
de las politicas como en el de la investi-
gacion. Convencidos de los principios de
Ottawa, organizamos una serie de cuatro
conferencias sobre la investigacién apropi-
ada para la promocién de la salud. En los
modelos que desarrollamos como fruto de
aquellas conferencias, concretamos los
principios de Ottawa en palabras y en mod-
elos que se ajustaban a las tendencias y a
las épocas. En la promocion de la salud, el
liderazgo incluye la habilidad de cambiar
de color, de ser camaleénico.

:Qué es lo que hizo que la Carta tuviese
tanta influencia? En mi opinion, resistié bien
el paso del tiempo y formul6 con palabras
aquel vago sentimiento sobre la necesidad
de un cambio. Estuvo bien preparada y la
conferencia en si moviliz6 a una masa
critica de pioneros que decidi6 la balanza.
El seguimiento reforz6 los mensajes claves:
al ser un veterano de las cinco conferencias
(Adelaida, Sundsvaal, Yacarta, México y
Bangkok) he sido testigo de cémo los
nuevos conceptos como la globalizaciéon y
las nuevas tecnologias, Internet y el teléfono
movil, han dado nuevo impulso a los obje-
tivos y a los medios que la carta vislumbro,
pero esencialmente las ideas han sobre-
vivido estos 20 afnos.

En cuanto a mi, fue un sentimiento de
familia lo que hizo que me sintiera parte de
aquel grupo de gente. La Carta de Ottawa
dio a mi trabajo un sentimiento de coheren-
cia, el maravilloso grupo de gente que he
ido conociendo a lo largo de estos afios me
ha dado sentimiento de pertenencia vy,
como todos sabemos, ambos son funda-
mentales para una buena salud. Por lo
tanto, si todavia no lo ha hecho, piense en
su salud, y inase a nuestro movimiento.
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El “mensaje de Montreal”: la Carta de Ottawa para
la promocion de la salud es todavia util para la practica
de la salud publica hoy en dia

Michel O’Neill****, Sophie Dupéré>**, Evelyne Pedneault’, Kadija Perreault’, Mathieu Forster®, Nancy Roberge’, Pascal Parent’

and Robert Perreault®

Este articulo es el primero dentro de la
subserie Ottawa 1986-Vancouver 2007:
¢deberiamos de revisar la Carta de Ottawa?,
que permite a los participantes de continuar
la reflexion y debate sobre los temas pre-
sentados en un simposio que tuvo lugar el
25 de octubre del 2006, durante las 102 Jor-
nadas anuales de salud publica de Québec
(JASP, 2006). Este simposio reagrup6 a mas
de 1200 participantes provenientes de Qué-
bec, del resto de Canada y de una docena
de otros paises en el que se planteaba la
siguiente pregunta: ;la Carta de Ottawa para
la promocién de la salud es todavia ttil para
la practica de la salud publica hoy en dia? Al
finalizar la jornada, cuando se tomé el voto
final sobre esta pregunta ante cientos de
personas aun presentes, el “mensaje de
Montreal” fue claro: con mas de 70%, la res-
puesta fue jsi! El objetivo del presente texto
es de explorar de manera mas detallada el
significado de este mensaje, particular-
mente con la finalidad de estimular la refle-
xion previa a la 192 Conferencia mundial de
la UIPES en Vancouver en junio del 2007
http://iuhpeconference.org/.

Tres textos mas introducen esta subserie:
uno describiendo los procesos particulares
que guiaron la planificacién y la realizaciéon
de la jornada, otro profundizando en los
grandes temas que surgieron durante toda la
jornada; y finalmente, otro sobre el trabajo
de creacion y realizacion teatral que formd
parte integral de la jornada. Asimismo, se
hizo una llamada a los 1200 participantes a
presentar articulos dentro del contexto de la
jornada, de los cuales un comité de reviso-
res ha eligido unos cuantos para colgar en
linea. Estos textos contribuyen al trabajo pre-
vio a la conferencia en Vancouver.

Propésito de la jornada: hacer
reflexionar a los participantes e
invitarlos a tomar la palabra

El simposio sobre la Carta de Ottawa fue
concebido por un comité cientifico com-
puesto por una docena de personas pro-

venientes de diversos campos (ver JASP,
2006, para los detalles) bajo la responsabi-
lidad conjunta de M. O’Neill y de S. Dupéré,
a partir de las recomendaciones generales
de las JASP para la realizacién de los sim-
posios de formacién continua. Se efectud
primero una gran plenaria, deteniéndose
en el pasado (desde 1986), en el presente
y en el futuro de la salud publica; después,
cinco subplenarias se centraron en las
estrategias de la Carta. Posteriormente los
participantes se repartieron en 20 talleres
simultaneos, que abordaron diversas for-
mas de practicas, para finalmente reunirse
de nuevo en una plenaria de conclusion.
Basdndose en un programa televisivo
popular en Québec, llamado “Derecho a la
palabra” (Droit de parole), bajo la direccion
del grupo de teatro “Puesta en juego” (Mise
enjeu) (N.Roberge et P. Parent) y de un faci-
lidador (R. Perreault), esta plenaria permi-
ti6 un debate de las ideas de los partici-
pantes, en interaccion con la sala y con un
panel de nueve “grandes expertos” (grands
temoins) provenientes de diferentes cam-
pos, y concluyd con la votacion final.

Principalmente disefiado por dos miem-
bros del comité cientifico (S. Dupéré et E.
Pedneault), se estableci6 un proceso sofis-
ticado que implicé a unos treinta estudian-
tes voluntarios con el fin de proporcionar
un contenido significativo a la “Puesta en
juego” y animar a los participantes a través
del “Derecho ala palabra”. Se recolectaron
los puntos de vista de los participantes
mediante mecanismos como el de “vox
pop,” la toma sistematica de notas en cada
una de las actividades, un mural y fotogra-
fias. Estos fueron sintetizados por dos rela-
tores (M. Forster et K. Perreault). Un desa-
yuno con la presencia de autores de obras
recientes sobre la salud publica, asi como
alrededor de cien comunicaciones de pds-
ter y una exposicién titulada “Motivo:
pobreza” también sirvieron para propor-
cionar material de reflexion a los partici-
pantes.

Principales puntos que
surgieron en el transcurso de la
jornada

Dentro de los puntos recolectados gra-
cias a los procesos ya descritos, dos nos
parecen importantes de resaltar.

La Carta de Ottawa: ;itil, utilizable,
utilizada?

Aunque la mayoria de las personas pre-
sentes en el simposio juzgaron que la Carta
de Ottawa es todavia ttil hoy en dia, es con-
veniente preguntarse sobre el significado
de esta utilidad. Los participantes aporta-
ron miltiples respuestas dejando creer a
primera vista que cada uno se apropia a su
manera el contenido de la Carta. Sin
embargo, se encuentran algunas constan-
tes en lasideas recolectadas. Para varios, la
Carta de Ottawa constituye un documento
de base en promocién de la salud o en
salud publica, el cual serviria para guiar la
investigacion, las intervenciones o la for-
macion. De esta manera, la Carta fue desig-
nada por apelativos singulares como: cua-
dro de referencia; filosofia; reagrupamiento
de ideas, de orientaciones, de direcciones;
grandes lineas; vision; manifiesto; e incluso
ila Biblia! S6lo algunas personas describie-
ron la Carta de Ottawa explicitamente como
instrumento de intervencién para usar
directamente sobre el terreno, siendo esta
entonces percibida mas como un instru-
mento conceptual o tedrico. Varios men-
cionaron ademas no utilizarla en su trabajo
cotidiano.

La Carta, cuya utilidad conceptual pare-
cia incontestable para los participantes,
sufrirfa entonces de una cierta carencia de
aplicacion. Las razones evocadas para expli-
car esta carencia se encuentran en la difi-
cultad de traducir concretamente la Carta
a la practica, asi como en una baja volun-
tad politica de ponerla en obra en todos
niveles. Estos puntos fueron sefialados
durante la plenaria de apertura de la jor-
nada: segin los ponentes, al entusiasmo
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generado tras la promulgacién de la Carta
en 1986, le sucedieron tiempos donde no
ocurrié practicamente nada a nivel de
implementacién. Hoy en dia, jsu aplicacion
seria mayoritariamente confinada al desa-
rrollo ocasional de proyectos piloto en lugar
de inspirar o de influir realmente en las poli-
ticas publicas? La Carta no podria, por ejem-
plo, ;constituir una muralla que protegiera
ala sociedad contra las politicas inapropia-
das y contra las decisiones gubernamenta-
les mal atinadas, concebidas sobre todo
bajo consideraciones electorales? El espi-
ritu de la Carta se opondria de esta manera
al stubito alejamiento de Canada ante el Pro-
tocolo de Kyoto, ejemplo sefialado en el
transcurso de la jornada como uno de los
efectos directos de la toma del poder en
Ottawa por un partido neoliberal.

¢JLa Carta de Ottawa todavia al dia?

Por otro lado, ¢la Carta de Ottawa esta
todavia actualizada, a pesar de la amplitud
de los cambios observados durante las dos
altimas décadas con respecto, por ejemplo,
a las relaciones internacionales, a las con-
diciones ambientales y a la salud mundial?
Algunos de los participantes de la jornada
sefalaron que la Carta constituia todavia un
documento al dia, de donde proviene la
percepcion de su utilidad. Sin embargo, la
necesidad de tener en cuenta factores liga-
dos a la globalizacién y a la carencia de
reconocimiento de las necesidades de las
poblaciones, sobre todo en los paises en
desarrollo, forman parte de los argumentos
apoyados por algunos(as) que piensan que
la Carta merece ser revisada.

Entonces, el modelo propuesto por la
Carta no habria todavia alcanzado la totali-
dad de su potencial social y politico, su
impacto real esta todavia esperandose.
Desde la ctispide de sus 20 anos, la Carta no
parece sin embargo de ninguna manera
jugar un papel de {6sil te6rico desecado por
el sol de paradigmas mas recientes o mas
innovadores.

Conclusion: el “mensaje de
Montreal” éun fuego de paja?
Contrariamente a muchas de las discu-
siones que han tenido lugar sobre la Carta
de Bangkok, y que dejan entrever a
menudo un cierto desuso de la Carta de
Ottawa (RHPEO, 2005, 2006; Van Steen-
berghe et StAmand, 2006), los participan-
tes del simposio de Montreal parecen con-
cebir todavia una cierta utilidad de la Carta,
aunque poco facil de poner en practica.
Ademas, en el transcurso de los dias que
siguieron al simposio, en un coloquio sobre
la exclusion social llevado a cabo en Qué-
becy en el discurso del Ministro de Québec
de la Salud y Servicios Sociales pronun-
ciado en Ste-Adéle para resaltar los veinte
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afos de la Red Quebequense de Ciudades
y Municipios Saludables, la Carta de Ottawa
fue explicitamente evocada. Esas evoca-
ciones son simplemente coyunturales, o
;reflejan una robustez real de la Carta asi
como su capacidad para haber formulado,
de una manera particularmente eficaz,
situaciones atin no resueltas después de 20
afnos que permanecen todavia en el cora-
z6n de las preocupaciones de salud publica
de hoy? Esto es lo que la Conferencia de
Vancouver continuara explorando en junio
del 2007.
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Las desigualdades sociales en el ambito de la salud de Ottawa a Vancouver: actuar para
una “justa igualdad de oportunidades”

V. Ridde, A. Guichard y D. Houéto, p. 12 (English version); p. 44 (Version francaise)

Los autores pretenden demostrar que, en estos 20 ultimos anos, la Carta de Ottawa de 1986 no ha sido percibida, ni siquiera por
los que se refieren a ella, como un instrumento estratégico orientador de las intervenciones a favor de la reduccion de las desigualda-
des sociales en el ambito de la salud. Efectivamente, si bien determinadas politicas publicas sanitarias hacen hincapié en la disminu-
cion de las desigualdades sociales de salud, parece que unicamente la Carta de Ottawa disponga de la categoria de declaracién
internacional a tal efecto. Las desigualdades sociales de salud son las diferencias de salud sistematicas, evitables e injustas que per-
duran entre las personas y los subgrupos de poblacién. Cuatro ejemplos pertenecientes al campo de la promocion de la salud sirven
para demostrar que el olvido de luchar contra dichas desigualdades no es propio de los que dicen pertenecer a la salud publica. Pero
actuar contra las desigualdades sociales de salud no es intervenir contra la pobreza. Es mas, actuar en base al principio de la igualdad
de oportunidades, la ideologia de la meritocracia o Unicamente a favor del conjunto de la poblacién, sin preocuparse de los subgru-
pos, solo desemboca, en el mejor de los casos, en la reproduccion de las desigualdades. Aunque no contamos con suficientes datos
concluyentes, existen estudios que muestran que la reduccion de las desigualdades sociales en el ambito de la salud no es una apo-
ria. Avanzamos tres pistas para explicar este olvido de las desigualdades sociales de salud por parte de los actores de la promocion
de la salud. La Carta de Ottawa tuvo el mérito de hacer hincapié en la lucha contra dichas desigualdades. Ahora, mas alla de las decla-
raciones, del marco estratégico que la Carta ofrece y de acuerdo con la Carta de Bangkok, tenemos que demostrar nuestra voluntad.
Apuntamos algunas prioridades de futuro, cuya defensa deberia asumir la UIPES.

Revitalizar la base de evidencias para la salud publica: el modelo basado en los activos
A. Morgan y E. Ziglio, p. 17

Alo largo de la historia, los enfoques de la promocion de la salud de la poblacion tenian su fundamento en un modelo basado en las
carencias de dicha poblacion. Es decir, tienden a centrar su accién en detectar los problemas y las necesidades de las poblaciones
que requieren recursos profesionales y dependen en gran medida de los hospitales y los servicios sociales. Estos modelos basados
en las carencias son importantes y necesarios para detectar las necesidades y las prioridades. Pero tienen algunas desventajas. Como
por ejemplo, definir a las comunidades y a las personas en términos negativos, sin tener en cuenta lo positivo y lo que funciona bien en
el seno de las mismas. Por el contrario, el modelo basado en los activos tiende a acentuar la capacidad real de detectar los problemas
y activar las soluciones, lo cual promueve la autoestima de personas y comunidades, y conlleva una menor dependencia de los servi-
cios profesionales.

Grran parte de la evidencia que sirve a los responsables de las politicas para tomar decisiones con conocimiento de causa respecto
de los enfoques mas efectivos para promover la salud y para abordar las desigualdades en materia de salud se fundamenta en un modelo
basado en las carencias y en consecuencia, llevan a la puesta en marcha politicas y practicas que, de modo desproporcionado, restan
autonomia a las poblaciones y comunidades que supuestamente tienen que beneficiarse de ellas. El enfoque de la salud y del desa-
rrollo que se basa en los activos de una comunidad adopta la nocién salutogénica de generacion de salud y, de este modo, fomenta la
plena participacion de las comunidades locales en el proceso de desarrollo de la salud.

El modelo basado en los activos que presentamos aqui pretende revitalizar el pensamiento y la accion de los responsables de ela-
borar las politicas, de los investigadores y de los profesionales de la salud para promover un planteamiento mas basado en los recur-
sos que en las carencias con vistas a abordar las desigualdades en materia de salud. El modelo contiene un enfoque sistematico de la
salud publica basado en los activos que puede ofrecer evidencia cientifica y mejores practicas sobre como optimizar la reserva de
activos esenciales para la promocion de la salud. Restablecer el equilibrio entre el modelo basado en los activos y el de las carencias
para llevar a cabo una salud publica basada en la evidencia podria ayudarnos a desbloquear alguno de los obstaculos existentes para
emprender acciones eficaces respecto de la desigualdad en materia de salud.
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Posibilitar la transformacion de los sistemas sanitarios: équé avances se han logrado en la
reorientacion de los servicios de salud?

M. Wise y D. Nutbeam, p. 23

Durante los ultimos 20 afos, la Carta de Ottawa ha influido de modo extraordinario en la formulacion de los objetivos y conceptos
de la promocion de la salud y en la configuracion de la practica de la salud publica en todo el mundo. Sin embargo, de las cinco areas
de accidn identificadas por la Carta, parece que se ha dedicado escasa atencién sistematica al reto de reorientar los servicios de
salud y los avances en la practica distan de ser optimos.

Lo que pretendia la Carta de Ottawa con la propuesta de reorientar los servicios de salud era lograr un mayor equilibrio entre las inver-
siones en prevencion y en tratamientos y afiadir los indicadores de salud de la poblacion a los del individuo.

No obstante, apenas hay hechos que corroboren que la reorientacion de los servicios de salud en estos términos se haya producido
sistematicamente en algun punto del mundo. Y ello es asi a pesar de que desde 1986, se hacen cada vez mas evidentes tanto la nece-
sidad de reorientar los servicios de salud como los potenciales beneficios de hacerlo. Se ha demostrado que la educacion del paciente,
los cuidados preventivos (los examenes médicos, la vacunacion) y los cambios organizativos y ambientales que han llevado a cabo las
organizaciones de salud han tenido resultados positivos en la salud y en los entornos donde se han llevado a cabo. No obstante, las
pruebas de la efectividad no han bastado, por si solas, para incidir en las preferencias de la comunidad ni en las decisiones politicas.

La falta de avances apunta a la necesidad de reformular seriamente los enfoques que hemos utilizado hasta la fecha. El articulo pro-
pone una serie de vias de salida. Entre ellas, trabajar de manera efectiva en colaboracién con las comunidades a las que queremos
servir movilizando los apoyos para lograr los cambios y fortalecer este aspecto incidiendo mas ampliamente en la opinion publica a tra-
vés de los medios de comunicacion. Esta demostrado que la implicacion activa de los profesionales clinicos de salud es decisiva si
queremos lograr cambios sostenibles. Por ultimo, reconocemos que, trabajando en colaboracion con organizaciones de abogacia afi-
nes a ella, la UIPES podria utilizar sus conocimientos y su experiencia para liderar las acciones encaminadas a transformar los siste-
mas sanitarios con lo que haria una contribucion de primer orden a la mejora de la salud publica.

La Carta de Ottawa, étuvo algo que ver en el avance que experimenté la evaluacion de la
efectividad de la promocion de la salud?

L. Evans et al.,, p. 28

La Carta de Ottawa no hace mencion explicita al papel de apoyo que deberia desempenar la evidencia en el desarrollo de la pro-
mocién de la salud, ni tampoco contiene debate alguno sobre los métodos disponibles para evaluar la efectividad de los programas y
politicas de promocion de la salud, ni hace recomendaciones al respecto. Los autores de este articulo sefialan que ni la evidencia, ni la
efectividad fueron cuestiones prioritarias de la Carta de Ottawa y, por consiguiente, suscitaron poco interés durante los primeros tiem-
pos del desarrollo de las practicas de la promocién de la salud. El articulo reflexiona sobre las diversas repercusiones del avance que
ha experimentado la evaluacion de la efectividad de la promocion de la salud mucho después de la redaccion de la Carta de Ottawa;
examina los progresos en este campo desde entonces y anima al lector a seguir considerando los retos que quedan pendientes, mien-
tras se prepara para la 19* Conferencia Mundial de la UIPES, en la cual, uno de los temas principales es, precisamente, “evaluar la
efectividad de la promocion de la salud.”

Reflexidn sobre el futuro de la promocion de la salud: Resumen

Incrementar la efectividad de la Union Internacional de Promocion de la Salud y de
Educacion para la Salud en el desarrollo de la promocién de la salud para el futuro

M. B. Mittelmark et al., p. 33

El éxito de muchas iniciativas llevadas a cabo por la UIPES en los ultimos afios nos brinda un motivo de celebracion, pero nos recuerda
asimismo los retos que quedan por delante. El Programa Mundial para la Efectividad de la Promocion de la Salud ofrece un ejemplo de
cémo puede la UIPES participar activamente en las redes mundiales a favor de la salud y liderarlas. La investigacion en materia de pro-
mocion de la salud esta bien organizada y es productiva en casi todos los paises del hemisferio Norte, pero existen importantes depo-
sitos de conocimientos en el Sur que apenas se han divulgado. La UIPES necesita ayudar a liberar de estructuras innecesarias a
todos aquellos que generan conocimientos y hallar nuevas formas de iluminar dichos conocimientos para que todos puedan verlos.
Hemos desarrollado y demostrado la efectividad de un conjunto de técnicas, de las cuales un buen exponente es la promocion de la
salud basada en los entornos. No obstante, no han llegado a la gran mayoria de las comunidades y la UIPES tiene que ser pionera en
encontrar formas de divulgar mejor las practicas efectivas de la promocion de la salud. La UIPES es un firme y eficaz defensor de la
formacién, de las practicas y de la investigacién en el ambito de la promocion de la salud. Ahora tenemos que ampliar nuestra labor de
defensa a la equidad en el ambito de la salud apoyandonos en nuestro trabajo efectivo sobre las clausulas sociales de los acuerdos
comerciales y en el control del tabaco.
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Conference programme at a glance

The schedule is subject to change should the need arise

The 19th [UHPE World Conference
on Health Promotion & Health Education

CANADA % 2007

Sunday Monday Tuesday Wednesday Thursday Friday
June 10 June 11 June 12 June 13 June 14 June 15
CREATING BuiLbING STENGHENING REORIENTING
SUPPORTING HEALTHY PuBLIC COMMUNITY HEALTH
ENVIRONMENTS PoLicy AcTION SYSTEMS
FOR HEALTH DEVELOPPING
PERSONNAL
SKiLs
08:30 Plenary Plenary Plenary Plenary ENABLING
introduction introduction introduction introduction SYSTEMS
TRANSFORMATIONS
08:45 Plenary Session Plenary Session Plenary Session Plenary Session Concurrent
Sessions
Chair: Chair: Chair: Chair:
Sylvie Stachenko | David Butler- Michel O’Neill Maurice B.
Jones Mittelmark
David McQueen Michel Autés Vivian Labrie Palanitina
Toelupe
Jeff Reading Nadarajah Maria Dolores
Sivarajah Fernds Stephen Matlin
10:00 Michael Marmot Paulo Buss Esau Kekeubata Monique Bégin Nutrition Break
10:30 Nutrition Break Nutrition Break Nutrition Break Nutrition Break
Concurrent
11:00 Reducing Health Reducing Health Reducing Health Reducing Health Sessions
Inequities Inequities Inequities Inequities
Concurrent Concurrent Concurrent Concurrent
12:00 Registration Sessions Sessions Sessions Sessions
Closing
12:15 Lunch Lunch Lunch Lunch Ceremony
13:30 Debate Debate Debate Debate Mary Amuyunzu-
& Dialogue & Dialogue & Dialogue & Dialogue Nyamongo
DD1 DD5 DD1 DD13 David Butler-
Health Promotion Knowledge Trans- School Health Mental Health Jones
Effectivenes lation: Linking Promotion Promotion
Research & Policy llona Kickbusch
DD2 DD6 DD10 DD14 Gauden Galea
Social Determi- Assessing Reducing Health Enabling Systems
nants of Health Effectiveness of Inequalities Transformation New IUHPE
Health Promotion President
DD3 DD7 DD11 DD15
13:45 Diversity in Knowledge Decentralization: Evaluation of
Health Determi- Decentralization Links Between Health Promotion
nant & Health of Public Health & Central in the Americas
Promotion Health Promotion Decision-Makers Closing
Needs Among Policies and Local Actors Reception
Vulnarable
Populations DD8 DD12 DD16
Globalization Assets for Health Evidence-
& Development: Informed Health
14:45 Creating Support- | Promotion: Role
ive Environments of Knowledge
15:00 Translation?
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Conference programme at a glance

Sunday Monday Tuesday Wednesday Thursday Friday
June 10 June 11 June 12 June 13 June 14 June 15
CREATING BuiLDING STENGHENING REORIENTING
SUPPORTING HEeALTHY PuBLIC COMMUNITY HEeALTH
ENVIRONMENTS PoLicy AcTION SYSTEMS
FOR HEALTH DEVELOPPING
PERSONNAL
SKiLs
15:00 Nutrition Break Nutrition Break Nutrition Break Nutrition Break
15:30 Assets for Assets for Assets for Assets for
Health and Health and Health and Health and
Development & Development & Development & Development &
Effectiveness Effectiveness Effectiveness Effectiveness
of Health of Health of Health of Health
Promotion Promotion Promotion Promotion
Concurrent Concurrent Concurrent Concurrent
Sessions Sessions Sessions Sessions
17:00 Global P
I Perspectives enera
Canada Night: on Health Assemb
A celebration Promotion
of Canada’s Effectiveness
contribution Book Lauch

Opening to health
Ceremony PRI, promotion
internationally

Indigenous
Peoples’ Night

Opening
Reception Reception
Dance

Key:

Plenary Session

Debate
& Dialogue

Opening & Closing
Ceremony

Sessions

Social Events

The schedule is subject to change should the need arise
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Latin America
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International Union for Health Promotion and Education
Union Internationale de Promotion de la Santé et d’Education pour la Santé
Unidn Internacional de Promocion de la Salud y Educacién para la Salud

The IUHPE is a Global Professional Association
devoted to contributing to greater equity in health
through health promotion and health education.
Founded in 1951, the IUHPE works in close coop-
eration with major inter-governmental and non-gov-
emmental organisations to influence and facilitate
the development of health promotion strategies and
projects.

The journal is one of the IUHPE's main communi-

cation tools and it aims to:

1. provide an international and interdisciplinary
forum for the dissemination and exchange of
health promotion, health education and public
heath theory, research findings, practice and
reviews in arange of settings and specific popu-
[ations;

2. publish articles which ensure wide geographical
coverage and are of general interest to an inter-
national readership;

3. encourage and support authors from low- and
middle-income countries, as well as, non-English
speakers to publish through the Health Promotion
Journals Equity Project (HPJEP);

4.remain committed to equitable access in publi-
cation, in terms of language and type of contri-
bution. The journal's content spans wider than a
traditional academic journal to reflect the daily
practical success stories and challenges of prac-
titioners in the field in terms of their lessons
learned from interventions, and their experiences
in terms of areas like advocacy, networking and
partnership.

5. provide a fair, supportive and high quality peer
Teview process;

6. ensure a multi-ingual print dissemination tool for
information on IUHPE projects, events and other
relevant communications for members of the net-
work.

Headquarters Staff

L'UIPES est une Association professionnelle mon-
diale dont la mission est de contribuer a la réduc-
tion des inégalités de santé & travers la promotion
de la santé et '¢ducation pour la santé. Fondée
en 1951, 'UIPES travaille en étroite collaboration
avec de nombreux Organismes intergouverne-
mentaux et non gouvernementaux pour influencer
et développer des stratégies et projets de promo-
tion de la santé partout dans le monde.

La revue a pour but de :

1. Fournir un forum international et interdisciplinaire
pour diffuser et échanger des théories de pro-
motion de la santé, d'éducation pour la santé et
de santé publique, des résultats de recherches,
des pratiques et des évaluations, dans différents
environnements, et aupres de populations spé-
cifiques ;

2. Publier des articles qui garantissent une large
couverture géographique et présentent un
intérét d'ordre général pour un lectorat interna-
tional ;

3. Encourager et soutenir les auteurs de pays &
faible et moyen revenu, de méme que les non
anglophones, afin qu'ils puissent publier en
bénéficiant du Projet Equité des Publications de
Promotion de la Santé (HPJEP) ;

4. S'engager pour un acces équitable a la publi-
cation, que ce soit en termes linguistiques ou
auniveau des types de contribution. Le contenu
delarevue est plus étendu que celui d'une revue
académique traditionnelle, et cela afin de refléter
les réussites et les difficultés que connaissent
quotidiennement les acteurs de ce domaine sur
le terrain en termes de legons tirées des inter-
ventions, ainsi que leurs expériences dans des
domaines tels que le plaidoyer, le travail en
réseau et le partenariat.

5. Garantir un processus de révision des articles
qui soit juste et de grande qualité, et qui souti-
enne les auteurs ;

6. Garantir un outil de diffusion multilingue sur
papier des projets et des événements de
['UIPES, ou d'autres communications perti-
nentes pour les membres de son réseau.

Executive Director: Marie-Claude Lamarre — mclamarre@iuhpe.org
Membership Officer: Janine Cadinu — jcadinu@iuhpe.org
Programme Director: Catherine M. Jones — cjones@iuhpe.org
Communications Officer: Martha W. Perry — mperry@iuhpe.org

IUHPE Headquarters

42, boulevard de la Libération — 93203 Saint-Denis Cedex — France
Tel: +33 48 13 71 20 — Fax: +33 1 48 09 17 67 — Email: iuhpe@iuhpe.org

La UIPES es una Asaciacion profesional mundial
dedicada ala consecucion dela equidad en mate-
ria de salud a través de la promocion de la salud y
la educacion para la salud. Fundada en 1951, la
UIPES trabaja en estrecha cooperacion con impor-
tantes organizaciones intergubernamentales y no
gubemamentales para influenciar y facilitar el desa-
rrollo de estrategias y proyectos de promocion de
la salud.

La revista aspira a:

1. Ofrecer un foro internacional e interdisciplina-
rio para la divulgacion e intercambio de la teo-
ria, los descubrimientos de la investigacion , la
practica y la critica de la promocion de la salud,
de la educacion para la salud y de la salud
publica, en diversidad de entornos y de pobla-
ciones concretas;

2. Publicar articulos que garanticen la diversidad
geografica y que sean de interés general para
una red de lectores de ambito internacional;

3. Promocionar y prestar apoyo a los autores pro-
cedentes de paises de rentas medias y bajas, asi
como a los de habla no inglesa, para que pue-
dan publicar, gracias al Proyecto de Equidad en
las Revistas de Promocion de la Salud (HPJEP,
en sus siglas en inglés);

4. Mantener su compromiso de trabajar por una
mayor igualdad de oportunidades a la hora de
publicar respecto de los diferentes idiomas y
tipos de textos. El contenido de Promotion &
Education es mucho mas amplio que el de una
revista académica tradicional en aras a reflejar
los éxitos cosechados y los problemas surgi-
dos enla préctica cotidiana de los profesionales
de nuestro campo, es decir, laslecciones apren-
didas a partir de las intervenciones realizadas
y sus experiencias en el campo de la abogacia,
el trabajo en red y los partenariados.

5. Ofrecer un proceso de revision por iguales que
sea equitativo, constructivo y de elevada cali-
dad;

6. Garantizar una herramienta multilingtie de difu-
sion impresa que ofrezca informacion sobre los
proyectos y las actividades de la UIPES, asi
como otrotipo de informacion relevante paralos
miembros de la red.

www.iuhpe.org
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