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ABSTRACT

Acting on the concern expressed by the WHO Regional
Committee for Europe in resolution EUR/RC47/R6 – that the
renewed policy for health for all should pay proper attention to
intersectoral action – the WHO Regional Office for Europe held a
consultation in January 1998. The 11 participants were
experienced or involved in the industry and business sectors,
education, transport, the mass media and politics. They reviewed
a draft of the renewed policy and made a number of specific
proposals, including: restructuring material to strengthen the logic
and the impact of the argument, and ensuring that the essential
policy message – the crucial importance of multi- and intersectoral
action – is couched in terms that are more appealing to the actors
in various sectors and show more awareness of their
circumstances.

In addition to this summary, a report on the consultation is
available in English.
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1. Purpose of meeting

For some time now there has been concern within WHO at all levels as to how best to sustain
commitment to health for all beyond the year 2000. This expression of concern has been a
response to both the experience of implementing HFA objectives, and to the changing
geopolitical, economic and social environment which has impacted on the whole UN system.

The issue was effectively resolved when the World Health Assembly adopted a plan of HFA
renewal, involving all levels of the Organization and leading up to the adoption of a new global
policy and strategy in May 1998. The Regional Organizations of WHO have been preparing their
own proposals for action beyond the year 2000 which will be seen to fit within the global strategy.
The Regional Office for Europe started this work already in 1995 and has had extensive contacts
with Member States, expert advisors and others.

A consultation draft Health for all for the twenty-first century: the health policy for Europe was
sent to individual Member States in the summer of 1997, with a proposal that there should be
wide consultations within countries on the document, and requesting their written comments by
the end of November 1997. Parallel to this, a preliminary discussion on the draft was held at the
Regional Committee session in September 1997 leading to resolution (EUR/RC 47/R6) which
points the way for further development of the policy.

In the light of that resolution and the formal comments on the document received from Member
States and others, the Secretariat has started work on the final draft which will be submitted for
adoption by the Regional Committee in September 1998. The Consultation on multisectoral issues
was convened as part of that process.

A central concern has been to stress that the protection and promotion of a population’s health
depends on much more than the health sector’s efforts. ‘Health’ sector is perhaps a misleading
name, since the sector’s principal concern is with the provision of medical care and other
associated services, i.e. it is largely dealing ‘after the event’ with the consequences of ill health.

The active protection and promotion of health depends on the policies, decisions, investments and
actions of many other sectors of the country and society. HFA advocates have been making the
case for multi- and inter-sectoral action for health for many years, but now with a growing
awareness that the argument has not always been heard in the other sectors. It was therefore
decided in the renewal of the HFA policy to highlight action in and with other sectors. Chapter 6
of the consultation draft on Multisectoral governance for health is the principal product of this re-
think, which can also be seen in Chapter 4 on Creating sustainable health and in the first section of
Chapter 7 Developing policies and managing change - Policy-making and implementation through
partnerships for health.

2. Introduction and orientation
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Herbert Zöllner, the Regional Office Focal Point for the HFA Policy Renewal, welcomed the
participants to this first consultation with “other sectors”. Keith Barnard was asked to chair and
facilitate the meeting, and May Hansen to act as Rapporteur (see Annex 1 for list of participants).
After participants had introduced themselves, identifying their experience and responsibilities,
Keith Barnard and Herbert Zöllner presented the draft document. They focused especially on
Chapters 4 (creating sustainable health) and 6 (multisectoral governance) but placing them in the
context and intent of the whole document. They also drew attention to the report, distributed as a
background document, of an international meeting held in Halifax, Canada, 1997, “Intersectoral
action for health - A cornerstone for health for all in the Twenty-first century”. In particular they
referred to the conceptual framework of intersectoral action for health presented in this report.

Patsy Harrington, who has been responsible within the Regional Office for analysing comments
received from countries, agencies, organizations, networks and experts, gave a short presentation
on the results so far. It was to be noted that there were relatively few comments from Member
States (as opposed to other respondents) on Chapter 6. There was a problem in interpreting this
lack of response, but it was quite possible that it reflected a continuing lack of experience, and
hence awareness of the implications of, multi and intersectoral action.

In summary, although the responses vary there appears to be general agreement that the
document should be more future-oriented, include a better definition of the role and responsibility
of the health sector, and key HFA concepts better clarified. Targets should be more focused, and
an explanation of the necessity for multi- and intersectoral collaboration in the pursuit of various
targets. There should be guidance on practical ways to their achievement.

3. Discussion

A general exploratory discussion followed. This touched on how other sectors see the health
sector, how the health sector presents its case to others, and on the ongoing activities of other
sectors which have health either as an objective or consequence. The underlying concern was with
what else needs to be done in the future to ensure that the health sector relates positively to, and
works productively with, all other sectors. This led into a consideration of the text of the
consultation draft.

Limitations of the consultation process

Translation into national languages would have facilitated a broader consultation process. In many
countries only a limited number of people have sufficient understanding of one of the WHO
working languages (EFGR). Likewise, visits by WHO staff members would have speeded up the
consultation; and could have encouraged or prompted a wider consultation, outside the health
ministry’s domain. For future consultation on draft texts, the use of Internet should be explored.

Presentation and tone of the text

It should be made clear for whom the document is intended. The present draft seems to be aimed
at governments/ministries; there is an obvious gap in the text as regards roles and responsibilities
of local levels.
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The present text is indigestible to those unfamiliar with the document’s bureaucratic language,
especially so for those working outside the health sector. Key messages must be expressed clearly
and presented whether in boxes or with bullets to gain the readers’ attention. Summaries of
chapters with diagrams to show the structure and flow would help.

To make the text accessible to all readers, it is imperative to avoid WHO jargon and unfamiliar
terms which are not easily understood, and also difficult to translate. A glossary should be
included for new or unfamiliar terms whose use is unavoidable. Consider carefully whether
present overlaps and repetitions in the document are really justified. Make more use of boxes with
examples of good practice (e.g. how companies have made a positive impact on the health of their
employees through offering them education).

More thought should be given to the layout of the text so that different readers, being potential
actors for HFA  and coming from other sectors (business, education etc.), can find their own way
through the document. They should be able to identify easily all those sections that are of specific
relevance to them. This could involve a variety of devices, such as colour coded pages, and the
construction of a permutated index around key words. In this case the key words would be the
actors from other sectors, giving them an entry point and a pathway through the text.

It is often unclear what particular entity the text is referring to when it talks of a “sector”. It is
better to use “actor” instead! In general it would be more helpful to stress actors (individual and
corporate) and the particular issues in which they are involved as stakeholders, rather than the
more abstract concept of ‘sector’ which was originally adopted as a convenience by governments
for structuring national accounts.

The document would be improved by including a section on the process of health policy
formulation and implementation cast in terms which made it acceptable to those outside the health
sector.
 
In the present draft, there are passages which are too negative about other sectors. The tone and
content must be more positive. To give one instance, ‘competition’ need not be anti-health. For
many companies, “health” is a competitive strategy. It is in a company’s interest to have healthy
workers in healthy work places, making and selling healthy products to healthy customers, and to
enjoy a reputation as a health supportive enterprise, willing to engage with its local community
and to share know-how with health sector agencies and institutions.
 
A health policy must be adaptable to a variety of situations; it can have no fixed pattern. This may
often imply having a variety of tools and combinations of tools available for different situations
and levels. The selection could depend on country or local circumstances. It is counter productive
to use a “prescriptive” tone. It should be made clear that there can be several options/approaches
depending on the situation and the level concerned. There should be evidence presented to
support all statements given in the text: change the text if there is no evidence.

The view was strongly expressed that in chapter and section headings, the term “partnerships”
should be used rather than ‘multisectoral governance’. The term ‘governance’ was not sufficiently
widely known or understood and its use would create resistance rather than interest to read on.
This did not preclude introducing the term into the text together with an explanation of its
meaning and relevance.
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For collaboration in successful partnership, a common interest (mutual relevance and benefit)
must be identified wherever possible, together with the various actors (from whatever sectors)
who would have the necessary skills for the tasks1. Unless common interests are identified, there
is a high risk that any commitment to intersectoral collaboration will be nominal and no one will
feel responsible. It is very often helpful to use a “systems approach” to model the involvement of
different partners outside the health sector, and the interactions and consequences. This approach
had been successfully applied in the field of traffic safety and accident/injury prevention,
generating much more useful insights than by looking at individual factors in isolation.

A marketing approach can also be productive. One example is to disaggregate the general
population into ‘market segments’, i.e. population groups with given characteristics, and identify
their particular needs. Traditionally, customers and clients have been passive, becoming active
only at the point of purchase, responding to what the vendor puts on offer.  New thinking in
marketing conceives the purchaser in a much more active role as a co-producer and co-designer
of goods and services.  The importance of this concept is also being acknowledged in health care.
The user of services is increasingly seen not as a passive, dependent patient, but as a co-producer
of his/her health care with the health care professionals.

This thinking can be used with the lifecycle/life course approach (infants and young children;
adolescents; young adults; adults; adults entering the third age, 65-80, over 80). People in each
age group are experiencing the health and other effects of various significant life events, are
exposed to different risks, and have their own needs and requirements. Equally important are the
gender differences in experiences, pressures and responses. The empirical evidence gathered this
way can be used to support policy decisions.

Impact of other sectors on people’s health

There is increasing awareness of the importance of social and economic determinants for health.
Any situation analysis offered in the text must reflect and be perceived to reflect the changing
situation in Europe, notably in economic systems, and especially in the eastern part of the Region.
This includes changes in the role of markets and the importance of the private sector, global
competition, and the impact of the ecology (“green”) movement. The consequences of social and
economic transformations include: the continuing growth of the informal economy, job insecurity,
and changing work patterns and ways of living.

Tourism is now the fastest growing sector in Europe, and is the biggest currency earner in
transition economies, with various subsequent positive and negative impacts on employment,
transport, environment, young people (who drop out from school to work in the industry),
incidence of communicable diseases etc. The elderly from northern Europe who become
“permanent” tourists when they relocate in the south after retirement, experience a number of
problems including isolation when they become frail and immobile. Increasing migration has
consequences for the overall health situation, both for local (host) populations and those who are
members of minorities or migrants.

                                               
1 A good example was provided from the Russian Federation where common interests of the industry, media
and Ministry of Health were identified.
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The importance of health education for young people is not sufficiently stressed in the document.
Health education campaigns must stress the opportunities for healthy choices that exist in the
actual environments where people live in order to have any chance of success. Individuals have
different priorities than health professionals. Campaigns conceived and launched in a vacuum and
which people, especially young people cannot relate directly to their circumstances and personal
experience are bound to fail. The policy must highlight the link between adult education and
developing the capacity for coping with stress, and the need to ensure adult education is provided
and opportunities for lifelong learning. One challenge will be how to reach the many micro-
enterprises with small workforces and ensure that they are “healthy” in terms of occupational
health and health promotion.
 
The focus on the activities and responsibilities of ‘other sectors’ still leaves unclear the role of the
consumer/citizen other than in very specific situations, such as the exercise of patients’ rights or
perhaps as an active member of an NGO whose activities impact on health or relate to the work
of the health sector. Since the consumer/citizen has a stake in all sectors, their position is
implicitly under consideration throughout the document. But there is need to have one passage in
the document which expressly looks at the scope of the consumer/citizen’s interests.

Whose leadership?
 
The concept of leadership and the responsibilities implied need careful presentation. Text should
be drafted to make it quite clear at the outset and then throughout the document that health is
everybody’s responsibility (not just the health sector), but patently, multi and intersectoral action
is not to be understood as requiring all sectors to be involved in all issues all of the time. There
are leadership tasks specific to the health sector: among others to stimulate, probe, inform and
bring together different actors2. The leadership responsibility of all  sectors is the implementation
of tasks, whether undertaken alone or with others, which protect and promote health.

4. Conclusions and Recommendations

Participants were asked to reflect on their preliminary conclusions and discussions continued with
an informal working buffet supper. The following morning, Herbert Zöllner and Keith Barnard
briefed participants on the specific issues on which they needed opinions and guidance. Help was
needed in

• determining and formulating the main messages concerning partnerships to go into the
short policy document now being drafted by the Secretariat.

• organising the material to bring out the linkages between partnerships and other HFA
issues and essential features such as dealt with in other chapters of the text;

                                               
2 Physicians and other health professionals in the future will need to have a broad vision and a more
comprehensive knowledge of the causes of health and disease. This means more training in public health and
prevention. At the same time other professions such as Town Planners whose work can have significant public
health impact need training in the health implications of what they do.
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• identifying examples of good practice and other illustrations of multi and intersectoral
action.

 Participants were asked to bear in mind what the Secretariat could feasibly do first over the next
two months and then subsequently. The meeting then broke into two working groups. Their
specific proposals were presented at the final plenary.

Suggested main policy messages for multi- and intersectoral action.

The short policy document - aimed at politicians and high level decision-makers - should be in
accessible language, with “soundbites” that they would feel comfortable using. It should be
complemented by a “marketing document” (a ‘brochure’ of 4 A5 pages) capturing the essential
messages, to be widely disseminated in national languages and aimed at the general public.

The working groups offered the following drafts of what they believed were essential messages:

• HFA policy takes account of the emerging European scenario (the “new reality”)
which constitutes the overall context in which our lives are to be seen. This scenario
now includes the possibility of war3, the declining trust in scientific and economic
development, and the redefinition of work for the majority of the population. Our
understanding of such structural and cultural transformations are relevant to our
understanding of health - and the means of achieving health for all.

• We need to look at the health implications of these transformations, e.g. the social
organization of time. This means how we spend time both in an immediate
perspective of a day or a week and over the life span; the life course is no longer to
be seen as a natural progression from child hood and youth spent in learning and
preparation for adulthood, to the economically active years of adulthood and on to the
years of leisure in retirement.

• We will need to address the consequences for the health of all of the functioning of a
social and economic system in which there are some whose employment demands all
their time and energy; in which others must seek multiple jobs so that their combined
earnings enable them to live and support their dependants; and in which yet others can
find no employment whereby to earn the means to live and support their dependants.
We need to think further what it means to lead a satisfying and productive life.

• Health is a consequence of human and social (and economic) development (and vice
versa). The ultimate expression of this is that every single person would feel wanted
and needed. We must find new imaginative ways of working together, of ordering and
organizing our daily life as well as our common affairs (increasingly referred to as
“governance”), and of reflecting the needs and the pluralisms of a multicultural
society. But this also means building on best practice and existing partnerships - not
re-inventing the wheel.

                                               
3 Mention should be made of the health implications of people in the army (e.g. opportunities for health
promotion and education); and those caught in a war zone.
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• It remains a primary responsibility of the health sector to promote and coordinate
partnerships for health. We should state in our advocacy of health for all why we
consider it important

−  to create shared ownership and partnerships for health, emphasizing the positive
aspects and mutual benefits;

−  to extend accountability for health to all political levels and all sectors;
−  to support all forms of implementation of health related activities which take

place at the local level.

• We are aware that scarcity and competing alternative uses of resources presents
dilemmas to all decision makers.  We are also aware of the obstacles to the kinds of
partnerships we wish to build, such as those in which actors from the private and
public sectors come together in shared tasks.  The building of effective partnerships
can be met with organizational, political and even cultural difficulties.  These must be
acknowledged before they can be overcome.

• HFA requires the mobilization of resources in an integrated way to inspire and create
new health policies and programmes for the people of Europe. It is more than a means
to improve health. It is bringing together private and public sectors, professionals,
governments and non-governmental organizations in partnerships which recognize the
formidable potential of health development to strengthen society.

• HFA is not a new utopia but it can be made the means for the development of the
highest possible quality of life through the creation of sustainable (good) health for all
by all. This will involve key organizations and groups located in different sectors,
providing strategic leadership, making an investment and committing resources to
enable all partners to play their full part and, in turn, enable the full potential of this
approach to be realized.

 
The title of the policy document could possibly be: “Health for all, all for health”; or “Health
for all, health by all”. It was felt that, although not intended, health for all is being understood as
something that is promised and passively awaited. The new title should retain ‘health for all’ but
convey the idea that everybody had an active role to play. It was equally important that the
emphasis should not be placed so heavily on individual responsibility that those falling sick could
suffer guilt feelings even when the causes could be outside their control.
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Linkages and sequencing of policy issues

If the intention is to use the target boxes4 to focus attention on the key issues and the strategic
intent of the policy, then Target 24 should come “up front”. Its emphasis is on multisectoral
implementation reflecting HFA values i.e. multisectorality involving the participation of different
kinds of actors and partners; citizens/consumers, with varying social status, people in daily life,
including immigrants, minority groups, , both genders and different generations.

The political and psychological importance of equity requires that it is taken first and presented as
a separate objective/target at the beginning of the document. Similarly the key issues explored in
Chapters 6/7 would come up front in the policy document.

Two options were identified for organizing the material. Option 1 is minimalist and not entirely
satisfactory. Option 2 calls for substantial change but this is more in terms of restructuring than
rewriting.

Option 1
In the Public Health Guide, merge Chapters 6 and 7 and leave other chapters as they are now.
Section 1 of short policy document to use key issues/themes from CH 6 and 7

Option 2 (the participants’ preferred option
The organizing principle is to start with the general; then lead onto specifics and set an agenda.
Chapters to be developed around sets of related targets. Renumber:

                                               
4 Some comments made during the Consultation seemed to imply that there was too much information in the
‘Target boxes’. But this points to a further issue: is the box a summary of the section to which the Target relates; a
stand alone essential message or in some way complementary to the narrative of the chapter/section.



EUR/ICP/EXCC 01 03 01
page 9

Target 24 Target 1 (but after equity)
Target 25, 26 Targets 2, 3
Target 23 Target 4

Introduction ex Chapter 8 (but with elements of Chapters 1 and 2.  Why HFA?  What are the
values and essential characteristics)

Chapter 1 ex Chapters 6 & 7
Chapter 2 ex Chapters 1 & 2
Chapter 3 4 alternatives:

(a) Remove present paragraphs on the lifecycle concept
(b) Rewrite using the life course and life events as the main framework and

“bolting” disease prevention on to it
(c) Use the life course and life events within the short policy document and

give practical examples
(d) Separate Chapter 3 into two chapters; one of the life course and life

events; and one on prevention.
Chapter 4 ex Chapter 4
Chapter 5 ex Chapter 5
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The new ‘Conclusions’ chapter could focus on possible trends and developments, sometimes
referred to as ‘weak signals’, which would call for a specific response should they be confirmed.
This would be a more speculative chapter than the rest of the  document, and would acknowledge
the need for continuous monitoring of the broad context in which health policy must be developed
(such as has been provided by the Regional Office’s series of Future Consultations 1990, 1992
and 1995).

5. Need for suitable illustrative material

More use could be made of mini case studies presented in ‘boxes’ to demonstrate good practice
and health-related activity of other sectors. Participants offers to provide such material were
noted and would be followed up. Cases could demonstrate both collaboration with the health
sector and sectors’ autonomous health related activities. However, cases would be particularly
valuable if they highlighted cross sectoral issues where a number of sectors or subsectors were
involved. These cases would provide really compelling evidence of health as everybody’s
business.

6. Tasks for Secretariat

WHO must find ways to strengthen its inspirational and dissemination role; and make more
effective use of its links with other UN family. WHO should send more direct messages to all
levels to maximize impact. It must also act in a way that shows its awareness of the different
circumstances of countries and communities. Politically, given the hierarchical character of
government, a top down dissemination is more likely to be effective. WHO’s initiatives will of
course be strengthened by any spontaneous action from other (especially local) actors in all
sectors.

Prime Minister is involved first, then other departmental (sector) ministers as well as the
Minister of Health; then NGOs, the media, business, and regional and local levels of
government.

The inclusion of ‘one by one’ assessments of different sectors in a health policy perspective such
as those included in the present Chapter 6, could be achieved through a special annex. The tone of
each assessment should be positive. The contribution of a sector to the promotion and protection
of health should come before a treatment of health problems arising from that sector. To be
effective and to ensure that there could be no misunderstanding in other sectors, each assessment
would need to be prepared in collaboration with representative(s) of the other sectors. They could
later be elaborated into separate working documents for use in other sectors. There should be
explicit criteria to explain the choice of sectors included.
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7. Close of meeting
 
At the end of the meeting, there was general agreement that it had been an instructive and
productive meeting, both for the participants and for the Secretariat. Keith Barnard and Herbert
Zöllner thanked all participants for their valuable, practical, comments on the draft document and
suggestions for further work. The examples of how various sectors contribute to health which had
come up during the discussions would certainly be taken into consideration in subsequent writing.
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