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NOTE 

The views expressed in this report are those of the members of the Subcommittee on Health 
Promotion and do not necessarily reflect the policies of the Organization. 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific for the governments of Member States in the Region and for those who 
participated in the first meeting of the Subcommittee on Health Promotion, held in Manila, 
Philippines, from 7 to 9 October 1991. 
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SUMMARY 

The first meeting of the Subcommittee on Health Promotion of the Western Pacific 
Advisory Committee on Health Research (WPACHR) was convened by the World Health 
Organization Regional Office for the Western Pacific in Manila, Philippines, from 
7 to 9 October 1991. 

The objectives of the meeting were: 

(1) to identify health promotion programme priorities for the Western Pacific 
Region; 

(2) to recommend areas for research in health promotion that would facilitate the 
development of the programme; and 

(3) to suggest specific projects that might be considered by the Western Pacific 
Advisory Committee on Health Research for recommending to WHO for future 
programme development in the area of health promotion. 

The meeting was attended by six members from five Member States, and seven 
WHO Secretariat staff. Dr Hin-Peng Lee, Singapore, was elected Chairman and 
Dr Delia Barcelona, Philippines, was elected Rapporteur. Dr S.T. Han, Regional Director, 
WHO Regional Office for the Western Pacific, delivered the opening and closing 
addresses. 

The Subcommittee on Health Promotion was established by WPACHR at its 
thirteenth session in July 1990 for the purpose of receiving proposals for research and 
activities in health promotion which would reflect the developments in the Region with 
regard to structural changes within society and the environment and, consequently, with 
regard to living conditions, lifestyles and their impact on health. 

Three background papers were presented by the WHO Secretariat, which included: 
(a) Objectives and background, with special reference to the Technical Discussions on 
Changing lifestyles and health, held in conjunction with the Regional Committee in Omiya, 
Japan in September 1991; (b) Issues in health promotion, a summary of the development 
of health promotion and its main implications; and (c) Psychosocial factors and health 
behaviour, an overview of approaches aiming at strengthening the mental and social 
dimensions of health. 

The Subcommittee started its discussion by recognizing that human behaviour, 
including health behaviour, was an ongoing process and that alterations to this lifelong 
process could be attempted, provided the social, cultural, environmental and economic 
conditions were taken into account. The concept of lifestyles as a major issue in health 
promotion was further developed. The five activity areas for health promotion were used 
as a framework for the subsequent discussions and for the development of 
recommendations for programme areas and research. 
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The Subcommittee recommended that the initial priority should be given to urban 
health development, with special attention to the urban poor. Research needs identified 
included: 

(1) Building a healthy public policy: 

(a) analysing the process of health advocacy; 

(b) assessing the impact on health of the policies of different agencies 
(i.e., planning. housing. transport, energy, food, agriculture, education, social, 
etc.). 

(2) Creating supportive physical and social environments: 

(a) identifying factors which contribute to healthy urban development; 

(b) improving information systems and research to relate health data to 
environmental conditions and services; 

(c) studying social networks and their impact on health. 

(3) Strengthening community action: 

(a) analyzing the process that maximizes the use and impact of organizational 
and other resources in the community for health promotion 
(e.g., nongovernmental organizations, women's groups, consumer organizations, 
health and social insurance organizations, etc.). 

(4) Developing personal skills: 

(a) studying lifestyles and the perception of health in different cultures; 

(b) identifying learning opportunities and their relationship to the promotion of 
health for women and children; 

(c) identifying different ways of coping with stresses in life. 

(5) Reorienting health services: 

(a) identifying. testing and applying appropriate indicators for the 
assessment/evaluation of health promotion programmes; 

(b) testing innovative curricula and teaching methods in the training of health 
personnel to support health promotion programmes; 

(c) evaluating the role of health institutions as agencies for health promotion. 

The Subcommittee also made recommendations with regard to new and innovative 
funding mechanisms for health promotion activities and research. It was stressed that 
health promotion research requires more qualitative research methods and that an 
evaluation of progress in health promotion research should be undertaken at the end of 
three years. 
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Finally, the Subcommittee identified the special role of WHO as one of research and 
action in the areas of advocacy, mobilization, dissemination of information, and 
networking. 

In the closing session, the Regional Director indicated that the Subcommittee would 
be further involved in the implementation and evaluation of the recommended research in 
health promotion. 



1. INTRODUcnON 

The Subcommittee on Health Promotion was established by the Western Pacific 
Advisory Committee on Health Research (WPACHR) at its Thirteenth session in 
July 1990. This was the first meeting of the Subcommittee. whose purpose is to 
recommend research activities to the Western Pacific Advisory Committee on Health 
Research with a view to developing health promotion activities in the WHO Regional 
Office for the Western Pacific. 

As the environment and lifestyles become recognized as major factors in many of the 
diseases that are currently increasing in prevalence, new approaches are being sought. The 
main thrust has been health promotion. The development of a health promotion 
programme within WHO involves many other different programmes to a greater or lesser 
extent. Inducing behavioural changes in individuals and structural changes within society, 
the environment and the health systems is implicitly a central activity of health promotion. 

An earlier position paper, discussed at the meeting of WHO Representatives in 
December 1990 and subsequently endorsed, stated that health promotion in the Western 
Pacific Region would seek to improve and protect health, prevent ill-health and promote 
both mental and physical well-being through the following: 

(1) Behavioural change 

This includes health education, personal health services, environmental 
measures, community and organizational development and price policy, economic 
and regulatory activities. Smoking control is a good example, as are dietary changes. 

(2) Biomedical change 

This will include changes affecting the biological and physiological organism, 
such as exercise and fitness training, maintenance on anti-hypertensive drugs where 
required, check-ups as appropriate, etc. 

(3) Socioeconomic change 

In both developed and developing countries, socioeconomic status affects 
health. Therefore programmes are needed which recognize this, for instance, by 
designing specific health education programmes for targeted audiences such as blue 
collar workers who are not giving up smoking. 

(4) Environmental change 

Environmental refers to the natural environment, the "built" environment, and 
the social environment. It includes urban and rural planning, environmental impact 
assessment, the handling and transportation of dangerous goods, and the general use 
of the environment as a limited resource, all of which create the setting in which 
improved health can develop. 
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1.1 Objectives 

The objectives of the flrst meeting of the Sulx:ommittee on Health Promotion were 
as follows: 

(1) to identify health promotion programme priorities for the Western Pacific 
Region; 

(2) to recommend areas for research in health promotion that would facilitate the 
development of the programme; 

(3) to suggest specific projects that might be considered by the Western Pacific 
Advisory Committee on Health Research for recommending to WHO for future 
programme development in the area of health promotion for the next three years. 

1.2 Members 

The Subcommittee consisted of six experts in different flelds and a supporting 
secretariat. The members represented expertise in health research in noncommunicable 
diseases, especially diabetes, public health behavioural aspects of health, community 
occupational and family health, maternal and child health and nursing training and 
communications. The expert on health economics was unable to attend because of ill
health. 

Dr Hin-Peng Lee of Singapore National University was nominated as Chairman and 
Dr Delia Barcelona of the University of the Philippines as Rapporteur. The full list of 
members and secretariat is given in Annex 1. 

1.3 Openini: ceremony 

In this opening remarks, the Regional Director, Dr S.T. Han pointed out that 
changes in both demography and society had led to the situation where already more 
deaths from "lifestyle" diseases occurred in the developing world than in the developed 
world. By early next century there would be more than twice as many. 

He reminded the Subcommittee that they were part of a larger body which advised 
the Regional Director on health research priorities in the Region. 

Lifestyles and behaviour had always affected the health of people through 
overcrowded housing, lack of hygiene and so on. However, never before had the impact of 
lifestyle and the social environment been so dominant in the emerging major causes of 
morbidity and mortality. To a larger extent than before, people determined their health, or 
their likelihood of acquiring ill-health, by their behaviour. 

The lifestyle diseases included the noncommunicable diseases, the sexually 
transmitted diseases, car accidents among other. The strategies for controlling or 
preventing these had been collectively called health promotion. Health promotion was one 
of the six priorities for action in this Region, although in some ways the concept had 
proved to be an elusive one. He suggested that one of the tasks might therefore be to 
derme it in concrete terms and specify its possibilities and limitations. 

The full text of Dr Han's opening remarks is presented in Annex 4. 
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2. PROCEEDINGS 

2.1 Introduction 

The proceedings opened with the adoption of the agenda (Annex 2) and some 
comments by the Chairman, who re-emphasired some of the important points relating to 
health promotion in the Region and described how the meeting would be organized. 

2.2 Objectives and back",ound 

Dr Ian Damton-Hill, Regional Adviser in Nutrition, on behalf of the Secretariat, 
presented the objectives and background. He described the priority accorded to health 
promotion in the Region and the recent transition from health education to health 
promotion to reflect the changing priorities. Accordingly, a position for a Regional 
Adviser in Health Promotion had been included in the 1992-1993 budget. At an internal 
meeting of WHO Country Representatives and staff in November 1990, a position paper 
on health promotion had been discussed and fInally endorsed (Paper 1, Annex 3). At the 
same meeting the Regional Director had called for the Director of Health Protection and 
Promotion to form a Task Force on Health Promotion, which had now met three times and 
had provided input into the planning of the Subcommittee meeting and into a background 
paper for the Technical Discussions held in conjunction with the Regional Committee in 
Omiya, Japan in 1991. 

This background paper, based on one prepared by Dr John Powles of the Preventive 
and Social Medicine Department, Monash University, Australia, was on the topic 
"Changing Lifestyles and Health". Participants in the Discussions had endorsed health 
promotion as a strategy to combat the rise in the noncommunicable and lifestyle diseases 
(Paper 2, Annex 3). 

The meeting of the Subcommittee thus represented yet another step in the health 
promotion strategy of the WHO. 

Although this was the first such Subcommittee on Health Promotion, there had been 
an earlier meeting devoted to behavioural research, which was now an integral part of 
health promotion research. Health promotion itself was a diverse creature and its many 
features would need to be addressed while always trying to maintain a coherent whole. 
One of these aspects was health and the environment which was another regional priority, 
especially the healthy urban environments project. Dr Damton-Hill drew attention to the 
working papers (Papers 3, 4 and 5, Annex 3) which mention two earlier WHO working 
groups: one on the integration of environmental health into planning for urban 
development, held in Kuala Lumpur in early 1991; and another on urban health 
development, held in Osaka in September 1991. 

The Task Force on Health Promotion had also looked briefly at Objective one and 
identilled five possible areas of priority but it was expected that the Subcommittee would 
identify others. The ones identilled by the Task Force were: urban poor, rural populations 
(to be treated as deserving separate attention),lifestyle diseases of all social strata, equity 
in health promotion and care (and hence appropriateness of approaches depending on the 
group being considered); factors that contributing to the maintenance and promotion of 
health (as opposed to the risk factor approach); and the role of advocacy at the highest 
levels of government, including the roles of policy and legislation. He emphasized that 
both the Task Force and the Regional Director were particularly interested in 
output-oriented and applied projects. 
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2.3 Issues in health promotion 

TIlls item was presented by Dr R Erben, Acting Regional Adviser in Health 
Promotion, who summarized the development of health promotion and its main 
implications. 

During the last decade, health promotion had become a unifying concept for those 
who recognized the need for change in the ways and conditions for living of people, in 
order to promote health. It had come to be seen as a "mediating strategy between people 
and their environments, synthesizing personal choice and social responsibility in health to 
create healthier futures". Broadening this notion even further on the basis of the lifestyle 
discussion (Paper 10, Annex 3), it had been defined as "the process of enabling people to 
increase control over and to improve their health". During the First International 
Conference on Health Promotion in November 1986 in Ottawa, the participants had 
adopted a Charter on Health Promotion (Paper 7, Annex 3), which extended the notion of 
primary health care and stressed the need to mobilize all resources towards the goal of 
health for all. However, as was stated in the Charter, that goal could not be achieved by 
the health sector alone. That was why health promotion demanded coordinated action by 
governmental and voluntary organizations, local authorities, industry and the media. All 
sectors shared responsibility in raising the individual and collective levels of health. 

With its focus on personal participation, social and cultural factors and 
environmental conditions, the health promotion concept represented a defmite departure 
from the medical model. It put health on the agenda of policy makers in all sectors and at 
all levels, stating that health aspects should always be taken into account in shaping public 
policy and that those who shaped it should be accountable for the health consequences of 
their decisions. 

Health promotion called for efforts to generate living and working conditions that 
were safe, stimulating, satisfying and enjoyable, i.e., creating supportive environments. 

It urged a redelegation of responsibilities in health through the strengthening of 
community action. It stressed the importance of developing personal skills and enabling 
people to learn throughout life, to prepare themselves for all its stages, and to cope with 
chronic illness and injuries. 

Last but not least, health promotion required a reorientation of health services, 
which needed to become part of the community responsibility again and to embrace an 
extended mandate which is sensitive to the total needs of the individual as a whole person. 

Health promotion thus focused on "the process of enabling people to increase 
control over and to improve their health" and on the importance for individuals and groups 
to be able "to identify and to realize aspirations, to satisfy needs and to change or cope with 
the environment". This concept highlighted health as an essential element of the quality of 
life, both personal and social, which could be promoted at every stage of life. 

Dr Erben pointed out that, parallel to and following the conceptual development of 
health promotion, a number of health promotion projects had been implemented, using 
different settings, i.e., the school, the workplace, the community. Best known was certainly 
the healthy cities project, which addressed in particular equity in health as a challenging 
task for politicians and decision-makers. 
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A further important step had been made when WHO had convened a working group 
in Geneva in October 1989 to examine the health promotion concept and issues in the 
context of realities in developing countries, and had drafted a Call for Action. It had been 
the clear consensus of all participants that health promotion with its principles and activity 
areas was also relevant for and already used in developing countries and that it sought to 
contribute to health development through three principal strategies: 

(1) Advocating policies, both within and beyond the field of health as traditionally 
defined, which were responsive to health and conducive to positive action for health. 

(2) Developing strong alliances and social support systems to ensure widespread 
and equitable attainment of health goals. 

(3) Empowering people with attitudes, knowledge and skills to enable them to act 
wisely and effectively in preventing and solving both personal and collective health 
problems. 

Dr Erben drew attention again to the five activity areas for health promotion: 
(1) build healthy public policy; (2) create supportive environments; (3) strengthen 
community actions; (4) deVelop personal skills; and (5) reorient the health services. 
Together with the above strategic elements these had certainly been extremely helpful in 
defming a broader framework for action. 

Two of the activity areas had been more closely discussed at the second and third 
International Conferences on Health Promotion. The background documents included the 
recommendations on healthy public policies made by the Adelaide Conference in 
April 1988 (Paper 8, Annex 3) and the Sundsvall Statement on Supportive Environments 
from June 1991 (Paper 9, Annex 3). 

She reminded the Subcommittee that key characteristic of health promotion and the 
new public health was its ecological dimension, i.e., it would always reflect the systematic 
relation between the individual, social groups, society and the environment. 

With the Ottawa Charter for Health Promotion, a WHO document had for the first 
time included "a stable ecosystem and sustainable resources" as prerequisites for health. 

WHO had reinforced this approach in preparing its contribution to the international 
efforts towards sustainable development. 

One area of special concern to WHO was the effect of rapid urbanization, especially 
the explosive growth of cities in developing countries with its health consequences. The 
importance of this issue had been the focus of the Technical Discussion of the 
Forty-fourth World Health Assembly in May 1991, resulting in a resolution on Urban 
health development (Paper 5, Annex 3). This resolution, together with the one on Health 
promotion, public information and education for health, adopted in 1989 by the 
Forty-second World Health Assembly (Paper 6, Annex 3) could form the broad 
framework for health promotion action in the Western Pacific Region (See Annex 6). 

Dr Erben proposed that in order to identify health promotion programme priorities, 
the Subcommittee might consider using the five activity areas for health promotion as a 
structural element for its work. She urged members to come forward with innovative 
thinking and at the same time practical proposals for programmes and research, which 
would mirror the diversity of countries in terms of population, socioeconomic status, 
political systems and cultures in the Region. This was the challenge put forward to the 
Subcommittee by the Regional Director (See Annex 6). 
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2.4 Psychosocial factors and health behaviour 

This item was presented by Dr N. Shinfuku, Regional Adviser in Mental Health and 
Drug Dependence, who reminded the Subcommittee of the WHO definition of health as "a 
state of complete physical. mental and social well-being and not merely the absence of 
disease or inflfIllity." 

He defmed health promotion as an effort to pursue the maximum standard of 
physical. mental and social well-being. Health problems at present were characterized by 
among other things a decrease in the prevalence of certain forms of ill-health due to 
bio-medical causes, e.g., infectious diseases; an increase in ill-health due to behavioural 
causes, e.g., diseases related to lifestyles; and difficulties in eliminating health problems 
resulting from social and fmancial causes, e.g., poverty and social injustice in health, 
concentration of diseases in urban slum areas, etc. 

The three most common causes of mortality in the Region were diseases closely 
related to lifestyles and hazardous behavioural patterns such as cancer and smoking. 
strokes and salty food, stress and heart diseases and high fat foods, lack of exercise. In 
Japan e.g., the three leading illnesses diagnosed and receiving medical treatment were 
hypertension, mental disability, and cerebrovascular diseases. 

In both developed and developing countries, the biggest contributors to a shortening 
of the average life-span (especially in the male population) were diseases or injuries 
resulting from risk-taking behaviours such as accidents, suicides, and alcohol and drug 
abuse. They were also the major causes requiring emergency medical care. In one country 
in the Region, the leading cause of emergency room attendance was injury resulting from 
alcohol abuse, e.g., road traffic accidents, violence, battered wives, abused children, etc. 

More and more, psychosocial factors were recognized as major determinants of 
ill-health and could be thought of as particular types of behaviour: high-risk-taking 
behaviours such as accidents; self-destructive behaviours such as suicide; and addictive 
behaviours such as alcohol, narcotics and tobacco use. Chronic stress reaction, peptic 
ulcer, hypertension, and most aches and pains had a large psychosocial component. 

Unhealthy daily habits which accounted for the majority of health problems in 
modern life included lack of exercise, smoking. excessive eating and drinking. unnecessary 
use of psychotropic drugs, promiscuous sexual behaviours, and many others. 

The promotion of healthy behaviours called for innovative approaches at all levels; 
(i) patient or client education at the individual level; (ii) family training; (iii) community 
participation; and (iv) at national or city level, setting up of health-inducing environments. 
However, there should be a networking of approaches at all levels. 

Health promotion targeted at the individual level had had some success, for example, 
in the education of people to control mild hypertension by using relaxation and meditation, 
increased exercise such as fast walking, reduction of sodium intake, reduction of alcohol 
intake, weight loss and other culturally relevant methods. Such education could be assisted 
by the mass media, in-office education, health workers training and so on. 

The importance of the family in health promotion should be stressed. For example, 
eating meals together with family members could have important effects in preventing 
high-risk-taking behaviours of children such as obesity, and in preventing alcohol problems 
of husbands and avoiding the chronic stress syndrome. 
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The family could also receive training on how to take care of hypertensive members, 
the elderly who were sometimes demented, or members who were neurotic, depressive, 
schizophrenic, epileptic or terminally ill. However, it was recognized this might put 
extraordinary strains on the family and increase the load on women. 

Community participation was essential for health promotion. Community members 
could gather together to participate in morning gymnastics, taichi, music and games. They 
could also be encouraged and supported to take care of other members of their 
communities by making regular visits to elderly people, to women who had lost their 
spouse, and by supporting families suffering from the alcohol problems of the bread winner 
and other psychosocial stresses on family life. 

Health promotion targeted at large communities or nationwide presented difJerent 
challenges. Setting up healthy environments (both physical and psychosocial) was the 
ultimate goal of health promotion. Target communities could consist of national. city, 
municipal. rural or other large communities. Strong political will and commitment at the 
highest politicalleve~ as well as appropriate fmancial provision, were essential for its 
success. Examples might include non-smoking in public places, safety education on the 
road, two holidays per week, prohibition of alcohol advertisements in the electronic media, 
clean drinking water, unpolluted rivers, etc. In Europe, the healthy cities projects had 
caught the imagination of many policy makers. Perhaps in the Western Pacific Region, 
more defmed areas and communities could be targeted e.g., a "healthy island project". 

A feasible conceptual model of health promotion was needed, including the 
successful marriage of a conceptual model with the actual programmes, and multisectoral 
cooperation. 

Dr Shinfuku noted that there had been 22 research projects in the Western Pacific 
Region in the fields of mental health, alcohol and drug abuse prevention, psychosocial and 
behavioural aspects of health and road traffic accident prevention over the last ten years. 
He concluded his presentation with some suggestions for future health promotion research. 

2.5 General discussion 

2.5.1 Outline of discussions 

The remainder of the fust two days was devoted to free-ranging sessions focussed on 
the three objectives. 

The discussion during the fust day centred on the fust objective and was mainly 
directed at definitions, especially of "lifestyles". 

The discussion during the second day used the framework of health promotion based 
on the activity areas suggested by the Ottawa Charter for Health Promotion, namely: 

Build healthy public policy 

Create supportive environments 

Strengthen community action 

Develop personal skills 

Reorient health services. 
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The reader is referred to Annex 3, Paper 7 for definitions of these health promotion 
activity areas. 

The third and final day was devoted to refining the broader areas of research, 
discussing specific research projects and the role of WHO in facilitating health promotion 
research. 

2.5.2 Summary of discussions 

(1) Determinants of health behaviour 

The Subcommittee observed that thinking in terms of health promotion implied the 
recognition of socioeconomic and sociocultural living conditions as structural factors in the 
development of lifestyles conducive to health. Health behaviour as part of human 
behaviour was to be seen as part of these structures. It was formed by them and also itself 
influenced them. 

One of the new aspects of health promotion was that it was "ecological" i.e., it was 
not addressing individual persons, groups, organizations, cities, etc. but always reflected the 
systematic interaction between humans and their environment. 

A major issue in health promotion seemed to be the use of the term "lifestyle" as 
connoting choices that were often available only to the more affluent groups. However, in 
some situations, individuals/communities did not have choices such as in urban poor areas 
where basic needs (food, shelter, etc.) were more important. 

The Subcommittee noted that the original concept of lifestyles, as sociologist 
Max Weber put it, was "way of living". Some alternative terms that might help explain the 
concept further were life options, life situations, life experience and opportunity, life 
influence, life habits, mode of life, way of life, or "how to live" life. 

This would recognize the fact that human behaviour, including health behaviour, was 
an ongoing process and alterations to this process could be attempted provided the social 
and individual conditions of its development and the social, cultural, environmental and 
economic conditions for its maintenance were taken into account. 

(2) Elements of health promotion 

In using the conceptual framework of health promotion as described in the Ottawa 
Charter, the main elements of the five activity areas were discussed and existing 
experiences were reviewed. 

The Subcommittee noted that there were health promotion activities that had been 
carried out in schools, the workplace, and the communities. It was important to 
understand the context of these settings to make health promotion more effective. This 
implied combining communication, legislation, organizational change and community 
development. 

Important questions that needed to be addressed in health promotion included: 

what models were available/effective? 

what structures could be tapped/mobilized? 
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Women's groups, civic clubs like Rotary, nursing mother's associations, involvement 
of big industries or companies were among the examples cited. 

It was felt that Maternal and Child Health might be a powerful channel or theme to 
use in health promotion campaigns because it transcended diversity of peoples and 
disciplines. 

Many aspects related to health programmes would need to be legislated for 
(e.g., how money could be generated from cigarette/liquor taxes). Work and policy makers 
would need to work closely to ensure that the funds were used for health projects. 

In addition, policy makers and programme planners needed to further understand 
the linkage between sound environment and good health. Some major programme areas in 
this regard were toxic chemicals and hazards waste, the "healthy cities" programme, and 
basic water supply and sanitation. The mobilization of all sectors would again need to be 
involved. 

There were no agreed external standards or indicators available to programme 
planners of healthy cities because each city would have its own targets, goals and strategies, 
and therefore criteria against which progress was to be measured. A recent thrust had 
been to integrate health into urban development. Although it was difficult to talk about 
criteria when considering the wide diversity of country/city situations, the underlying 
principles had much in common. They could be useful guides in assessing impact, 
effectiveness and improvements and in making a better analysis of health conditions. 

(3) Programme priorities 

The Task Force on Health Promotion of the WHO Regional Office for the Western 
Pacific had identified the following priorities: urban poor, equity of access to health 
facilities, health promotion that was relevant to all socioeconomic levels, rural population 
programmes, and the role of policy and legislation in health promotion. 

It was considered that possible programme priorities should emphasize innovation, 
and draw on experience seeking to identify principles that had characterized successful 
programmes in a wide variety of social, cultural and economic contexts. Such programmes 
might include Maternal and Child Health and sanitation as integral components of urban 
health development, structures/settings for specific health promotion activities (like 
families, workplace, women's groups), and programme implementation research. 

Following the proposal for the use of an acronym or a slogan as a focus to bring 
WHO's various programme areas together (for example, CONCERN (standing for the 
Creation of National Efforts to Concentrate on Environmental Health and Lifestyles 
through Regional Networking), the Subcommittee developed a variety of acronyms which 
reflected its programme priority setting. 

(4) Areas for research 

The Subcommittee took note of the specific recommendations made by the 
WPACHR at its July 1990 meeting which included: 

. studies of appropriate technologies for environmental health, behavioural studies 
to improve the effectiveness of environmental health education programmes; 
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- studies of the impact on health care of modernization and industrialization 
(e.g., risk-factors for non-communicable diseases, issues relating to aging of 
populations, accidents and injuries, etc.); 

- new ways to flnance the development of research on health care and health 
promotion activities. 

It was recognized that the notion of the social concept of health had already resulted 
in a shift in research approaches. 

The linkage between lifestyles, living conditions and health constituted a central 
aspect of socio-epidemiological research which needed to be developed. A secondary 
analysis of already existing empirical data from different disciplines could provide an 
important basis for assessing the life-situation of differing social groups. Scientific 
investigations into lifestyles and health required a variety of methods, ranging from 
quantitative studies (for example, representative surveys) to qualitative approaches (for 
example, biographical analysis or direct observation). The involvement of lay people, not 
only in programme development but also in research, was recognized to be essential. 

The need was identilled for more output-oriented and applied research in health 
promotion. 

The Subcommittee considered that there should be a stronger link between 
programme development and evaluation through process evaluation which would define 
new roles for researchers and lay people in the process. 

It was especially recognized that there was a need to fwd out more about how to 
utilize mass media for health promotion (e.g., use of comics, radio, television, etc) and the 
complexity and cost-effectiveness of social marketing and media approaches. 

(5) Funding of health promotion programmes and related research 

The Subcommittee discussed funding as an important component of health 
promotion and related research. It was agreed that tie ups with governments/cities for 
joint funding of programmes should be explored (as in some of the "healthy cities" 
projects). Emphasis should be given to political commitment and multi-sectoral 
collaboration which would also result in sharing the costs for projects. Different innovative 
methods for funding health promotion activities were discussed. A workshop was proposed 
which would enable (1) a study to be made of existing models of funding and legislative 
procedures, and (2) proposals to be made for countries in the Region to develop socially 
and culturally relevant models for the fwancing of health promotion research and 
activities. 

2.6 ClosinK ceremony 

In his closing remarks, the Regional Director, Dr S.T. Han, referred to health 
promotion as one of the six priorities and expressed the hope that this would be 
increasingly reflected in budget allocations, new projects and in some cases in a 
reorientation of existing programmes. 

In thanking the Subcommittee for its work, he expressed WHO's interest in involving 
the group in supervising the implementation of the proposed research and activities (for 
the full text of the Regional Director's closing remarks, see Annex 5). 
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3. CONCLUSIONS AND RECOMMENDATIONS 

In the light of the preceeding presentations and on the basis of the general 
discussion, the Subcommittee reached the following conclusions and make a number of 
recommendations as follows: 

3.1 Conclusions 

(1) The Subcommittee clarified the term "lifestyles" which connoted choices that might 
not be available to many sectors in developing countries, to mean "ways of living" as it was 
in fact originally conceived. Adopting its use in health programmes, the Subcommittee 
suggested other terms which might help explain the concept further. These included life 
options, life situations, life experiences and opportunity, life influence, life habits and mode 
of life. 

(2) The Subcommittee emphasized the importance of the linkage between health and 
environment, in particular, urban environmental health. Programme priorities and issues 
were identified along the lines of WHA44.27 resolution adopted by the forty-fourth World 
Health Assembly in May 1991 on urban health development (Annex 3, Paper 5). 

(3) The Subcommittee endorsed the need for more innovative experience-based health 
interventions relevant to a wide variety of socio-cultural settings. This would require 
understanding of the underlying processes and social structure relevant to programme 
planning and implementation. 

(4) Consistent with the 1986 Ottawa Charter on Health Promotion Action, the 
Subcommittee recognized that effective health promotion implied advocacy at all levels, 
adherence to healthy public policies, creation of supportive physical and social 
enviroments, strengthening of the community action network and personal skills, and a 
reoriented health service. 

(5) In addition, the Subcommittee noted that effective health promotion also implied the 
use of cost-effective communication and education strategies, (e.g., social marketing, mass 
media, face-to-face approaches, etc.). 

(6) With regard to research the Subcommittee agreed that more emphasis should be 
given to qualitative methods, especially those allowing for the participation of lay people in 
derming problems and seeking a solution from their own viewpoint. 

3.2 Recommendations 

3.2.1 Focal points 

The Subcommittee noted with satisfaction that WHO, recognizing the high priority 
of health promotion in the Western Pacific Region, had established a position to serve as 
the focal point on health promotion, including health promotion research activities. 

It therefore recommended that all countries and areas should be encouraged to 
establish positions as focal points to coordinate health promotion activities and allow for 
networking. 
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3.2.2 Urban health development 

In view of the rapid and uncoordinated growth of urban centres in all countries of the 
Region, the Subcommittee further recommended that the initial priority should be given to 
urban health development, with special attention to the urban poor. 

The Subcommittee stressed that this recommendation in no way underestimated the 
importance of health promotion and health promotion research for the well-being and 
health of women and children, rural poor, the elderly, the refugees and immigrants, all of 
whom merited special attention. 

3.2.3 Priority research areas 

Following the above priorities and using the WHO activity areas for health 
promotion, the Subcommittee recommended the following areas of research: 

(1) Building healthy public policy 

Research is needed into: 

(a) The process of health advocacy 

e.g. the processes involved in successful examples of health 
advocacy among the urban poor. 

Process of health advocacy at different levels (e.g. from primary health care 
workers to legislators). 

e.g. identify underlying principles in the political process 
necessary to legislate for health and study those within the 
context of differing cultures, political systems and demographies. 

(b) Assessing the impact on health of the policies of agencies concerned with 
energy, food, agriculture, macroeconomic planning, housing, industry, transport and 
communications, education and social welfare, and adjusting them better to promote 
healthy communities and a healthy environment in cities. 

(2) Creating supportive physical and social environments 

Research is needed into: 

(a) The factors contributing to healthy urban development 

e.g. coordinate and disseminate studies on the effects of rapidly 
developing urban environments on the physical and mental 
health of the urban poor. 
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Healthy urban development project 

To strengthen effective and full community participation in urban 
development, by promoting strong partnerships among government and 
community organizations, including nongovernmental organizations, the private 
sector and the local people. 

To develop networks of cities and communities for health at national and 
international levels in order to increase community participation and gain 
political support for technical programmes to improve health services and 
environmental health. 

To improve information and research in order to relate health data to 
environmental conditions and health services, and to measure health 
differentials between parts of the town or city in order to guide municipal 
authorities in the planning and management of health development 
programmes. 

e.g. contribute to multidisciplinary studies that monitor the 
consequences for the health of residents of the Western PacifIC 
Region Healthy Urban Environment initiative. 

(b) Social networks 

e.g. identify cultural, family and community networks that can be 
used for health promotion. 

Social networks in households 

Social networks in the community 

e.g. the experience of aged poor through multicentre studies 
to understand the change in their relationships within their 
households and community networks. 

National 

(c) Socioeconomic and cultural effects on social networks. 



(3) Strengthening community action 

Research is needed into: 
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(a) The process that maximizes the use of organizational and other resources in the 
community for health promotion. 

e.g. study the impact and process of nongovernmental 
organizations such as Apex, Lions, Rotary etc. becoming active 
partners in health promotion activities within the Region. 

Women's groups 

e.g. women's groups as an effective agent for health promotion 
in selected countries. 

Voluntary agencies/civic groups/sports club. 

Health and social insurance organizations 

Nongovernmental organizations 

Local councils 

(b) Effective use of communication approaches in health promotion 

Mass media 

e.g. application of innovative ways to disseminate information 
on health studies on the most effective method of using mass 
media for health promotion in regional countries, particularly in 
a developing country context. 

Interpersonal channels (e.g. face-to-face) 



(4) Developing personal skills 

Research is needed into: 
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(a) Lifestyles and perceptions of health in different cultures. 

e.g. collaborative studies on lifestyles and perceptions of health 
of the urban poor in developing countries. 

(b) Learning opportunities and their relationships to the promotion of health for 
women and children. 

(c) Different ways of coping with stresses in life 

e.g. coping mechanisms of the urban poor to the stresses of 
internal migration. chronic disease and injuries. 

(5) Reorienting health services 

Research is needed into: 

(a) Identifying, testing and applying appropriate indicators in the 
assessment/evaluation of health promotion programmes. 

(b) Identifying suitable institutions in the Region to test and evaluate innovative 
curricula and teaching methods in the training of health personnel to support health 
promotion programmes. 

e.g. (a) a study to identify ways of improving nursing curricula 
and service delivery in the Region to increase health promotion 
knowledge and skills in graduates, and (b) evaluate in medical 
schools innovations in curricula and teaching processes designed 
to increase health promotion and psychosocial skills in graduates. 

(c) Evaluating the role of health institutions as agencies for health promotion. 

Hospitals 

e.g. undertake studies that replicate. with appropriate 
modifications, health promoting hospitals projects (e.g. Victoria 
Health Promoting Hospitals Project) and report on their results. 

Other health institutions. 
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3.2.4 Other areas requiring emphasis 

Besides the above research areas based on the WHO health promotion activities, the 
Subcommittee considered that the following areas also merited attention. 

(1) Funding of health promotion research 

Inseparable from areas in health promotion that need research are the sources of 
funds needed to support such research. In this context, research is needed into the 
financing of health promotion activities: 

(a) Identifying and evaluating new and creative funding mechanisms to support 
research into health promotion. 

(b) Identifying sources within ministries and governments as well as industry, the 
business community, and international and community organizations for health 
promotion activities. Examples already existing include the "Health Making 
Foundation" in Japan, "Victorian Health Promotion Foundation", "Foundation South 
Australia", the "Quality of Life Fund" in Mauritius and the alcohol tax in 
New Zealand. Innovative ways of using taxes to fund health promotion research and 
activities need to be further investigated. 

(2) Workshop on funding health promotion activities 

It is recommended that WHO should hold a workshop on funding health promotion 
activities (including research). Countries in the Region should be invited to send senior 
health, fmance and other (e.g. youth, sports, community services) officials to stimulate 
action within each country. It was proposed that a meeting should be held in Melbourne, 
Australia. 

(3) Research methods 

(a) It is recommended that qualitative research methods should be combined with 
quantitative, epidemiological research. Examples of those that could be usefully 
employed in health promotion research include case studies, participant observation, 
action research and critical ethnography. 

(b) It is also recommended that further development should be undertaken of new 
research methods which take into account the interdisciplinary nature of health 
promotion. 

3.2.5 Evaluation 

Although it was felt that the actual time plans of individual research projects should 
be at the discretion of the countries and the focal person for health promotion, the 
Subcommittee considered that an evaluation of progress in health promotion research 
would be useful at the end of three years. 
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3.2.6 Role of WHO 

(1) The Subcommittee considered that the particular roles for which WHO was 
considered to be most suitable were those of research and action in the following areas: 

(a) advocacy; 

(b) stimulation and mobilization of health promotion operational research in 
several urban centres consistent with the recommendation of the WHO Working 
Group on Urban Health Development held in Osaka in September 1991; 

(c) funding strategies; 

(d) dissemination of information on models of good practice; 

( e) use of collaborating centres as clearing houses, multicentre studies and other 
regional activities; 

(f) the application of new and existing indicators/standards. 

(2) Having taken note of the small number of existing WHO Collaborating Centres for 
Health Promotion, the Subcommittee recommended the strengthening of health 
promotion networks in the Western Pacific Region, including the designation of new WHO 
collaborating centres for research and evaluation of health promotion programmes. 
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ANNEX 1 

MEETING OF THE WPACHR SUBCOMMITIEE ON HEALlH PROMOTION 

Manila, Philippines 
7 - 9 October 1991 

UST OF PARTICIPANTS 

MEMBERS 

AUSTRAUA 

Dr Lesley Barclay 
Associate Professor 
School of Nursing 
Flinders University of SA 
G.P.O. Box 2100, Adelaide SA 5001 

Professor Paul Zimmet 
Director 
International Diabetes Institute 
Royal Southern Memorial Hospital 
260 Kooyong Road 
Caulfield,3162 

JAPAN 

Dr Masahisa Nishizono 
Professor and Chairman 
Department of Psychiatry 
Fukuoka Medical School 
Nanakuma, 7-45-1, Johnan-ku 
Fukuoka 



Annex 1 

- 20-

REPUBliC OF KOREA 

Dr Hyung Jong Park 
Dean, Graduate School of Public Health 
Vice-President, Inje University 
Kimhoe City, Kyung Sang Nam-do 
fyyn 

PHIUPPINES 

Dr Delia Barcelona (Communications Research) 
College of Mass Communication 
University of the Philippines 
Diliman 

Dr Hin-Peng Lee 
Head 

SINGAPORE 

Community, Occupational and Family 
Medicine Department 
Singapore National University 

2. SECRETARIAT 

Dr N.V.K. Nair 
Director, Health Protection 
and Promotion 
WHO/WPRO 
Manila 
Philippines 

Dr Ian Damton-Hill 
Operational Officer & 
Acting Regional Adviser 
in Health Education 
WHO/WPRO 
Manila 
Philippines 
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Dr Rosmarie Erben 
Co-operational Officer & 
STP/HED 
WHO/WPRO 
Manila 
Philippines 

Dr N. Shinfuku 
Regional Adviser in Mental Health 
WHO/WPRO 
Manila 
Philippines 

DrZ. Wu 
STP /Noncommunicable Diseases 
WHO/WPRO 
Manila 
Philippines 

Mr S. Tamplin 
Regional Adviser in 
Environmental Health 
WHO/WPRO 
Manila 
Philippines 

DrI. Robey 
Regional Adviser in 
Health Information 
WHO/WPRO 
Manila 
Philippines 
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09:30-10:00 

10: 15-12:00 

12:00-13:00 

13:00-15:00 

15:00-15:30 

- 23-

ANNEX 2 

AGENDA AND PROGRAMME 

Opening ceremony 

- Opening remarks of the Regional Director, Dr S.T. Han 

- Introduction of participants and WHO/WPRO staff 

- Nomination of Chairman and Rapporteurs 

Group picture/coffee break 

Adoption of agenda 

Introduction by Director of Health Protection and Promotion, 
Dr N.V.K. Nair 

- Objectives and background 
Dr l. Darnton-Hill, Operational Officer 

- Issues in health promotion 
Dr R. Erben, Co-operational Officer 

- Psychosocial factors and health behaviour 
Dr N. Shinfuku 

- Discussion 

Lunch 

Discussion of objective one: "To identify health promotion 
programme priorities for the Western Pacific Region". 

Formulation of recommendations 
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Tuesday. 08 October 

08:30-10:00 

10:00·10:30 

10:30·11:30 

11:30·12:00 

12:00·13:00 

13:00·15:30 

Wednesday. 09 October 

08:30·09:30 

09:30·10:00 

10:00·10:30 

10:30·12:00 

12:00·13 :00 

13:00·15:00 

15:00 
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Discussion of objective two: "To recommend areas for research 
in health promotion that would facilitate the development of 
the programme". 

Coffee Break 

Discussion of objective two (continued) 

Formulation of recommendations 

Lunch 

Discussion of objective three: "To suggest specific projects 
that might be considered by WPACHR for recommending to 
WPRO for future programme development in health promotion 
for the next three years". 

Discussion of objective three (continued) 

Formulation of recommendations 

Coffee Break 

Formulation and discussion of recommendations 

Lunch 

Further discussion and adoption of recommendations 

Closing ceremony 
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MEETING OF WHO REPRESENTATIVES WPR/WR63/8 
26 November 1990 

Manila 
4-10 December 1990 ENGLISH ONLY: 

LIMITED DISTRIBUTION 

Agenda item 8 

HEALTII PROMOTION IN TIlE WHO WESTERN PACIFIC REGION 

SUMMARY 

Changes in life-style and the environment are now being recognized as major 
contributors to a number of diseases. As these diseases increase in prevalence. new 
approaches are being sought. The main thrust has been health promotion. a concept which is 
still bedevilled by loose definition and an unclear focus. It also remains unclear to what extent 
health promotion. which is largely a rich, western-oriented paradigm, can be made relevant to 
all countries and cultures. 

The concept of change is central to health promotion activities. The suggested strategy 
is to focus on changes in individual behaviour, society, the environment and the health system. 
Health promotion in the Western Pacific Region will therefore seek to improve and protect 
health. prevent ill-health and promote positive well-being, both mental and physical, through: 

(1) Behavioural change 
(2) Biomedical change 
(3) Socioeconomic change 
(4) Environmental change 

Part I gives the rationale of the health promotion proposal and Part II gives an outline 
of segments already planned in other programmes that will make up the health promotion 
package. 

PART I - RATIONALE 

1. Background 

With the marked decline in communicable diseases and the related decline in mortality 
and morbidity from these diseases, along with improvement of socioeconomic status for many 
in the Region. there has been an increase in the life span of people in all countries. Various 
indicators such as infant mortality, life expectancy and so on. have shown an obvious 
improvement in, at least, physical health in the Region. The overall mental picture concerning 
health is largely unmeasured and remains of relatively unknown significance. 
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Annex 3 

It could be argued that the concept of health promotion started with affluence and 
people's desire for healthy aging. To substantiate this one needs only to note that the efforts 
being made in this context are generally all in the developed countries. 

Past definitions and interpretations of health promotion have reflected the newness of 
the overall concept, although component parts have clearly been apparent in primary 
prevention and public health practice for some time. Some of the confusion has resulted from 
professional demarcation issues as the current providers of, for example, health education feel 
threatened, and as others develop a new niche for themselves as health promoters. To some 
extent this represents a progression in the quest for improved quality of life as the threats to 
good health change. An earlier phase saw the noncommunicable diseases as self-inflicted and 
tended to 'blame the victim'. It then came to be realized that many of the factors affecting 
health, in any nation, do not necessarily stop at national or cultural boundaries. Acid rain, 
labour exploitation with inadequate industrial and occupational protection, cigarette 
advertising, the internationalization of foods conducive to the degenerative diseases and the 
broader environmental implications of ozone depletion, etc. required an expansion of the 
definition of health promotion. However, the concept has now become so diffuse and 
all-embracing that the definition of a single programme known as 'health promotion' 
becomes increasingly difficult. 

An early definition, in 1979, defined health promotion as 'any combination of health 
education and related organizational, economic and political interventions, designed to 
facilitate behavioural and environmental changes conducive to health'. WHO in 1986 came 
up with a simpler, more action oriented one of 'a process of enabling people to take control of 
and improve their own health', which loses something of the environmental influences. 

The definition of health promotion was first discussed within WHO at the 375th session 
of the Headquarter's Programme Committee in September 1984 when the subject 'Advocacy, 
Information, Education and Publications for Health Promotion' was one of the items on the 
agenda. 

The important issue in all this for the Western Pacific is the great diversity seen in the 
health status of different countries, and influences impinging on it and the challenge to make 
the concept of health promotion more relevant to the less affluent countries. WHO 
recognized this in 1989 by issuing a working paper for the working group on Health 
Promotion in Developing Countries. This quoted an extract of a speech by the 
Director-General in which he had said in a conference on health education that 'Society must 
make it possible for people to live healthy lives. A grand alliance of people, policy-makers and 
health professionals is necessary'. 

The first International Conference on Health Promotion, held in Ottawa, Canada in 
November 1986, was sponsored by WHO, the Canadian Health and Welfare Department and 
Canadian Public Health Association. This conference produced the ·Ottawa Charter for 
Health Promotion". The introduction of this charter states "Discussions focused on the needs 
in industrialized countries, but took into account similar concerns in all other regions·. 

This poses a fundamental question. "Is Health Promotion only for the rich?" Can we 
really talk of health promotion without the basic needs of people and communities being met 
and without primary health care being available to the entire population? 

The Charter states important ideals of equity in health, building a healthy public policy, 
reorientation of health services from curative services and so on, but cautions that health 
promotion needs to go beyond the health sector. Although nothing very concrete appears to 
have happened since this conference, the Ottawa Charter for Health Promotion is now a 
frequently quoted document. 
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Health promotion has been described (by Professor John Catford) as a broader concept 
than any of its constituent parts such as health education, and one that: 

- Seeks to improve or protect health through behavioural. biological. socioeconomic 
and environmental changes. It can include health education, personal services, 
environmental measures. community and organizational development, and economic 
and regulatory activities. 

- Health promotion embraces the concepts of disease prevention as well as the notion 
of positive health - the promotion of a sense of physical and mental well-being. A major 
emphasis is to make healthy choices easy choices. Health education is a core 
component, and it is unlikely that health promotion will succeed without it. 

- Personal services designed specifically for health promotion comprise preventive 
medicine services, e.g. immunization, family planning, hypertension screening and 
control; and positive health services comprising individual and group programmes, e.g. 
smoking cessation, keep fit, weight reduction. 

- Environmental measures concern safeguarding the physical environment and making 
it conducive to health, i.e. at home, at work, on the road, in public places. Examples of 
these often traditional 'public health' measures include provision of clean water, safe 
sanitation, pollution control, fluoridation, fire precautions, industrial safety measures, 
better road design and non-smoking areas. 

- Community development normally involves the mobilization of community 
resources, both human and physical. Activities might include the formation of self-help 
and pressure groups, and the development of local facilities and services. 

- Organizational development usually concerns implementing policies within 
organizations which promote the health of staff and clients, such as introducing non
smoking areas, promoting exercise and changing facilities and health catering services. 

- Economic and regulatory activities are primarily concerned with creating a social and 
economic environment which protects or improves health. Examples include fLSCal 
measures, legislation, voluntary codes of practice and the widening of the availability of 
services and products conducive to health. 

2. Regional Office strategy 

It is necessary to have a clear idea of the defmition to be used in the programme. For 
this, it is proposed that the best starting point would be the above defmitions. 

Many of the components of a 'Health Promotion' programme strategy are already in 
place under other programmes and it is suggested that what is needed is a focusing and 
imposing of coherence. 

In management terms, there will need to be an officer whose only responsibility is 
health promotion. This person will have the responsibility of acting as a one man 'task force' 
to coordinate health promotion activities from nutrition, noncommunicable diseases, 
information, health education, adolescent health, health of the elderly, environmental health, 

-------------------------------------
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research, and others. This diversity reflects both the strengths and weaknesses of the concept 
- the person's main activity will be to draw these many threads into one focus. A further 
development might also mean the launching of a new programme. 

This paper has touched on whether the health promotion concept is appropriate to the 
less affluent countries. We consider it is but the model will need to be different from one 
country to the next. Consequently the proposed programme will need to reflect in reality the 
theory of WHO collaborative action. It will be necessary for each and every country to 
develop their own priorities and locally relevant actions. This is not as fearsome as it appears, 
as some countries, e.g. Australia, Singapore and New Zealand are already well advanced in 
this concept and could. to some extent, act as models. 

It is suggested that the WPR programme would be based on four chanG strategies. 

Health promotion in the Western Pacific Region will seek to improve and protect 
health, prevent ill-health and promote positive (both mental and physical) well-being through: 

(1) Behavioural change 

This includes health education, personal health services, community and organizational 
development and price policy/economic and regulatory activities. The control of smoking is a 
good example, as are dietary changes. 

(2) Biomedical change 

In its broader sense, this will include changes affecting the biological and physiological 
organism, e.g. exercise and fitness training, maintenance on anti-hypertensive drugs where 
required, check-ups as appropriate and so on. 

(3) Socioeconomic change 

There is now overwhelming evidence from both developed and developing countries 
that class, or socioeconomic status, affects health. Both in existing health status, and in 
embracing healthy behaviour change, the disadvantaged tend to remain, and are becoming 
more disadvantaged. Short of political change, it will be necessary to use legislative measures; 
to design specific health education programmes directed to targeted audiences (e.g. the blue 
collar workers who are not giving up smoking); and to enhance the environment (e.g. the 
planting of trees in inner city primary schools). 

(4) Environmental change 

Again the evidence is increasing of the effect on the individual of the wider 
environment. Environment here refers to the destruction of the natural environment but also 
the 'built' environment (housing, recreation, exercise facilities or even space), and the social 
environment in which cigarette advertising is allowed, car fumes go unshielded and so on. 

As this is a concept paper, the actual action plan and day to day strategies can be 
worked out in more detail if the above rationale is accepted. If it is, then the 'task force' 
members could be asked to produce an outline of the possible initiatives and goals for their 
segment of Health promotion. This appears as part II of the paper. 
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PART II - PlAN OF ACllON 

Exam~les of some ~rouamme areas 

N indicated in part one of this document, the range of activities included under health 
promotion is, and should be. wide. Nutrition, for example, is an integral part of health 
promotion being a prerequisite for optimal growth, the health of mother and child and 
development. Deficiencies cause impairment of growth and development and excesses lead to 
the development of many of the major noncommunicable diseases. 

Human resource development (as in fellowships) is clearly important but was felt not to 
be included in the current usage of the words 'health promotion'. Some examples of 
individual programme areas which have the ultimate objective of health promotion are the 
following: 

1. Nutrition 

In China two training courses on nutrition promotion at county leveL production of a 
manual on community nutrition work, and activities in iodine deficiency disorders prevention 
and control are scheduled. 

In Cook Islands maternal and child health and nutrition activities. and monitoring, 
especially in the outer islands. are planned while in Fiji intersectoral seminars with 
agricultural workers with emphasis on adequate nutrition in the 0-5 year old age group and 
prevention of anaemia will be held. 

In Kiribati and Solomon Islands, the development of nutrition promotion in national 
food and nutrition policies and of educational materials for promoting good nutrition are a 
priority. 

In the Lao People's Democratic Republic, development of learning materials, especially 
for pregnant and lactating mothers and young children is planned and in Papua New Guinea. 
the upgrading of nutrition promotion activities for provincial nutritionists while in Viet Nam. 
workshops on the development of nutritional activities in PHC at grassroots level are planned. 
Regional seminars using diet instruction slips for use in the community will be arranged in the 
Philippines. 

Intercountry activities: Nutrition promotion will be emphasized through reorientation 
of nutrition policies including the development of surveillance. formulation of nutritional 
proftles of vulnerable groups and nutrition education. Iodine deficiency disorders, 
xerophthalmia and iron deficiency will receive particular attention. Groups to receive 
attention will be the elderly. workers and adolescents, as well as weaning children and 
pregnant and lactating mothers. 

1992-1993 Proposed programmes for nutrition 

In line with the Regional priorities, nutrition programmes are often subsumed in health 
promotion or noncommunicable disease activities. There are again three main streams: 
nutrition promotion for the optimal well-being of mother and child; the prevention of 
noncommunicable diseases; and the control of deficiency diseases especially iodine deficiency 
disorders, xerophthalmia and iron deficiency anaemia. 
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Health promotion is by its very nature, multi-disciplinary so related programmes of 
work are included, in particular diabetes and other noncommunicable diseases and 
noncommunicable diseases themselves, and food safety. 

Countries that intend to approach health promotion through the nutritionally-related 
noncommunicable diseases include: Brunei Darussalam. China. Cook Islands, Federated 
States of Micronesia, Fiji, Kinbati, Malaysia, the Philippines, Samoa, Tonga and Viet Nam. 

Food safety has been indicated as important by Brunei Darussalam, China. the 
Federated States of Micronesia. French Polynesia, Malaysia, Palau, Papua New Guinea, the 
Philippines, the Republic of Korea, Singapore and Vanuatu. 

2. Health of the elderly 

In China there are plans to develop models of community care of the elderly, while in 
Papua New Guinea and Viet Nam. there will be in-service training of health workers to 
recognize the particular needs of the elderly and provincial level training on gerontology and 
geriatrics. 

Intercountry activities: Health of the elderly is going to be a major issue in the Region 
in the forthcoming years. Health promotion in this group has three major components: 
promotion of community care in health of the elderly; promotion of personal health both in 
middle and old age; and well-being in aging. 

An important activity was the holding of a Regional Workshop in Human Resource 
Development in Health Care of the Elderly and the follow-up activities will be important over 
the next few years. 

Promotion activities will also support the formulation of national policies on the elderly. 

In the 1992-1993 health of the elderly programme, health promotion activities are 
planned by American Samoa. China, Cook Islands, Papua New Guinea, the Republic of Korea 
and Singapore. These programmes are generally aimed at promoting the concept of well
being in the elderly population with community-based care when health care is required. 

3. Prevention of blindness and deafness 

A national workshop on the prevention of blindness is planned for China, whereas Fiji 
and Papua New Guinea are concentrating more on the prevention of deafness in schools, and 
the establishment of a community detection programme and screening of schoolchildren. In 
the Lao People's Democratic Republic and Tonga development of a national policy and the 
printing of training materials will be emphasized. Viet Nam has planned seminars on 
blindness prevention and control and on prevention and treatment of eye trauma. 

Promotion in both these areas will concentrate on increasing awareness in the 
community, the health professions and government of the possibilities for prevention, 
treatment and rehabilitation of both deafness and blindness. 

Prevention of blindness and deafness in 1992-1993 

These are less clearly health promotion programmes in the more accepted form of the 
term. However, promoting primary eye care and prevention of avoidable hearing loss or loss 
of sight has been identified as important by China, Fiji, the Lao People's Democratic 
Republic. Papua New Guinea, the Philippines, the Republic of Korea, Tonga and Viet Nam. 
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4. Noncommunicable diseases 

In the broader sense, noncommunicable diseases encompasses cardiovascular disease, 
cancers, cerebrovascular disease, the nutrition-related chronic diseases, tobacco or health and 
exercise. All these areas are appropriately approached through the health promotion angle. 

While these are diseases related to life-styles, it is increasingly recognized that the 
choice is much influenced by the environment. It is no chance occurrence that even in the 
Western countries it is the more affluent who are able to make the healthy choices concerning 
life-style. The gap between the rich and the poor in terms of noncommunicable disease 
prevalence is increasing. Consequently, an important emphasis will be on identifying those 
most at risk and targeting the health promotion to their needs. 

The second major strategy will be to identify a person or unit in ministries and 
departments of health to have responsibility for NCDs and to include or work closely with 
related sections of health promotion including nutrition, health of the elderly, workers' health 
and so on. 

The third approach will be the monitoring and surveillance, using routinely-collected 
data, of noncommunicable diseases and also of risk factor prevalence. It is the risk factors 
that are the main targets for behavioural or environmental change. Tobacco or health will be 
a prime emphasis as one of the areas where successful change has already occurred in some 
countries of the Region and where new target groups e.g. adolescent women, need to be 
addressed. 

5. Oral health 

Education on the harmful effects of consumption of sugar-contammg foods and 
inadequate oral hygiene, the development of toothbrushing skills among children and the 
promotion of the use of pit and fissure sealants and fluorides in caries-prone children are 
some of the activities that should be included in the health promotion programme. 

In the 1990-1991 biennium, the following countries and areas in the Western Pacific 
Region have made budgetary provisions for one or more of the above activities mentioned: 
Brunei, China, Cook Islands, French Polynesia, the Lao People's Democratic Republic, 
Malaysia, Marshall Islands, Northern Mariana Islands, Philippines, Papua New Guinea, 
Samoa, Tonga, Vanuatu and Viet Nam. The bulk of the budgetary provision under the 
intercountry project has also been programmed to support oral health promotion activities. 

6. Occupatjonal health 

The promotion of positive health behaviours could contribute directly or indirectly to 
the protection of workers' health and to the prevention and reduction of morbidity and 
mortality due to occupational and work-related diseases. Health promotion therefore must be 
an integral part of WPRO's programme on workers' health. 

Primary health care models in occupational health services include in China, the 
development of occupational health in small-scale industries in rural areas through the 
primary health care approach and in Papua New Guinea training courses for health personnel 
involved in occupational health problems. In the Philippines and Viet Nam, national surveys 
on occupational health problems and a study of primary health care models for workers in 
factories with dust exposures, will be conducted. 
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A regional working group on occupational health will be held in March 1991. Health 
promotion in workers' health will be one of the topics for discussion; future activities in this 
context should be recommended. 

7. Health education promotion 

The health education operations in the Western Pacific Region are already being 
broadened and are suitable for supporting other health programmes in developing healthy 
life-styles through the strategy of health promotion. 

The health education activities, operations and infrastructure development plans in 18 
countries and areas have been drafted to support other health programmes to work through 
health promotion to achieve health for all. These countries are Brunei, China, Cook Islands, 
Fiji, Kiribati, the Lao People's Democratic Republic, Malaysia, Federated States of 
Micronesia, Palau, Papua New Guinea, the Philippines, the Republic of Korea, Samoa, 
Singapore, Solomon Islands, Tonga, Vanuatu and Viet Nam. These are being reoriented as 
components of health promotion. 

8. Public information and health promotion 

The nature of public information work is by defmition promotional; within WHO that 
work is of necessity "health promotion". Health promotion is an exercise in communication, a 
means to support existing WHO programmes in their information, education and 
communication (1EC) needs. Health promotion should not be seen as just a programme in 
itself. 

The three "World Days" - World Health Day, World No Tobacco Day and World AIDS 
Day - are all examples of obvious "general" health promotion, even if they are yet to be 
organized into the coherent campaigns their subject matter requires. 

The Regional Office and Headquarters priority programme areas that will need special 
promotional support, include: 

Regional Office: Poliomyelitis eradication initiative (Papua New Guinea, Philippines, 
China, Viet Nam, 1..10 People's Democratic Republic) and other EPI campaigns including 
hepatitis B; Cambodia across the board (including poliomyelitis initiative); 
noncommunicable diseases - especially "life-style diseases· such as cardiovascular 
diseases, tobacco-related diseases, diabetes and other nutrition-related noncommunicable 
diseases; and environmental health, especially urban initiatives. 

Headquarters: Nutrition (including vitamin A and iodine; possible links to diarrhoeal 
diseases and acute respiratory infections) and malaria and other tropical diseases, including 
leprosy. 

Other specific programme areas of likely focus in WPRO health promotion plans might 
be health of the elderly (excellent chance to become world leader owing to regional 
demography) and adolescent health, linked to noncommunicable diseases "life-styles·, 
including tobacco or health, family planning. AIDS/sexually transmitted diseases, etc. (likely 
to become one of the 'fashionable' programme areas of the 1990s). 

At the generic level, health promotion's goals are set in the WHO global slogan "Health 
for All". At the general level, the three World Days offer a targeted focus for three 
programmes. At the specific level of regional needs and priorities, health promotion should 
be seen as a major support activity to relevant regional programmes. Health promotion not 
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only advances programme penetration and results, it also contributes to the image and 
professional credibility of the organization as the only global agency responsible for health. 

WRs and CLOs are requested to provide input and advice regarding health promotion 
activities in their respective countries, with special reference to poliomyelitis eradication 
initiatives (and other EPI diseases), tobacco or health, AIDS/sexually transmitted diseases, 
noncommunicable diseases/life-styles, nutrition, health of the elderly, malaria and World 
Health Day. 

The year 1991 will already see, in addition to World Health Day (Disaster 
Preparedness), World No-Tobacco Day (tobacco-free public places and transportation) and 
World AIDS Day, a special effort to start up the poliomyelitis eradication initiative, and the 
possibility of activities starting in Cambodia. 

By the end of 1991, a detailed programme of health promotion activities for the new 
biennium should be available, with clear budgetary support from other relevant programme 
areas. 

9. The concept of healthy localities 

Various examples exist in Europe (Healthy Cities), in Australia (Healthy Localities) 
etc., where attempts are being made at a macro level to take health promoting measures in a 
defined area. These include a healthy environment (less pollution, clean water, better living 
abodes), healthy habits promotion (exercise, no smoking. nutritious diets) and treatment and 
care (diabetes, hypertension, etc.). In other words, the community receives all the health care 
it needs while being encouraged to have healthy habits of living to prevent or delay the 
occurrence of diseases associated with life-style. 

These efforts are becoming more and more popular and could expand in countries 
which have achieved a reasonable standard of development and have adequate resources. In 
lesser developed countries these might appear utopian. But not necessarily so. It is feasible 
to conceive of pioneering projects in small localities where the health needs of the individual 
and the community are met by using the existing resources to encourage health promotion 
activities. These could form model localities which can expand gradually. No doubt it will 
take time and effort but it would serve the useful purpose of demonstrating tangible and 
visible results in changing life style patterns for the better. 
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REGIONAL COMMITrEE 

Forty-seaIIld sessloa 
Omiya, Japan 

WPR/RC42/Technical Discussions/2 

31 July 1991 

10-16 Septelllber 1991 ORIGINAL: ENGUSH 

CHANGING LIFESTILES AND HEALTH 

Technical Discussions 

Although the impact of the noncommunicable "diseases of 
aftluence- was first felt in the industrialized countries, it is DOW 

global Changes in both demography and society have led to the 
. situation where already more deaths from -lifestyle" diseases 
occur in the developing world than in the developed world and by 
early next century they will be more than twice as many. Some 
countries have seen encouraging declines in several of these 
diseases, and this is presumed to be largely owing to lifestyle 
changes. Perhaps the more negative effects of lifestyle changes 
can be averted in countries now undergoing transition. 
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An aspiration to "change lifestyles" in order to "promote health" has emerged as a 
dominant theme of public health policy in industrialized countries over the past decade or so. 
The emphasis has been placed on "lifestyles" so that the measures thought necessary for the 
prevention of noncommunicable diseases are clearly distinguished from those used to combat 
infection such as ensuring safe water supplies, excreta disposal and immunization. 

The term "lifestyle" (in German, Lebensstil) comes from the sociologist Max Weber who 
was active in Germany at the beginning of this century. He used the term to designate the style 
of living that social groups adopted to express and sustain their identity in the social world. The 
term was taken up by market researchers in Western countries in their studies of "consumer 
behaviour". Their aim was to facilitate the "targeting" of marketing campaigns by identifying 
different market "segments" and making their marketing approach appropriate to the "lifestyle" 
of the chosen segments. The term thus brings to its usage in public health connotations of 
consumption and living habits that are typical for a particular social category at a particular 
time and place but which may be regarded as still changeable. Some such habits - those 
involved with eating. smoking. drinking and physical activity - are immediately recognizable as 
the major presumed determinants of noncommunicable diseases: hence the usefulness of 
"lifestyle" in discussing policies to reduce the incidence of these diseases. 

The noncommunicable "diseases of affluence" include ischaemic heart disease, cancers of 
the lung. colon and breast, non-insulin-dependent diabetes, smoking-induced chronic lung 
disease, and injury from car smashes. Although their impact was fIrst felt in the cOuntries now 
industrialized, this impact is now global. The prevention of noncommunicable diseases is 
becoming a major public health policy issue in developing countries as well. 

2. CHANGES IN NONCOMMUNICABLE DISEASES PREVALENCE 
IN LOW TO MEDIUM INCOME COUNTRIES 

Agrarian (and disrupted hunter-gatherer) cultures were characterized by very high 
fertility and matching very high mortality - mostly from gut and respiratory infections. With 
socioeconomic modernization, the decline in mortality from infections has been roughly 
uniform in extent but the off-setting rise of noncommunicable disease has been highly variable. 
As shown in the figure below, there have been several "paths from high mortality". 

North Western Europe, North America and Australasia have followed a "central" path 
whereby some of the benefIts of the decline in the infective causes of adult mortality (such as 
tuberculosis and pneumonia) have been offset by rising mortality from noncommunicable 
diseases. These offsetting effects have been more marked in males. Thus in Australia, the level 
of male mortality in late middle age stood roughly constant for 50 years from (1920 to 1970) as 
the rise in heart attacks, lung cancer, car smashes etc. negated the gains against the traditional 
killers. Since the turn-around in noncommunicable disease mortality trends around 1970, total 
mortality has declined rapidly. 
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Paths from high mortality 

Low Mid High 

Mortality from 'diseases of affluence' 

IIJustarative "points of transition" 
1 . Nauru. Native North Americans, 

Australian Aborigines, 1980s 
2. Hungary, mid 1980e 
3. North American whites, Australia, late 1960s 
4. North American whites, Australia, late 1980s 
S. Greece, South European migrants to 

Australia. 1980s 
6. Japan, Hawaiian Japanese. 19808 

Annex 3 

'. 

Among the countries with a broadly European culture, the overaU rise of 
noncommunicable diseases has been less marked in Southern Europe. In consequence, the 
decline of fatal infections has left them with adult mortality levels that are among the lowest in 
Europe. By contrast the countries of Eastern Europe have, over the last two or three decades, 
had higher than average upsurges of noncommunicable diseases, negating the advances due to 
reduced mortality from infectious diseases. Mortality rates between the ages of 35 and 64 in 
some East European populations are about 2.5 times "Mediterranean" rates. 

., 
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There is also great variation in the magnitude of the rise of noncommunicable diseases in 
the Western Pacific Region. Among East Asian populations the net rise has generally been 
small (or possibly non-existent) with the result that the lowest adult male mortality levels in the 
world are now to be found in this Region. Japan has the lowest national rates but rates are also 
low in the cities of China and in the ethnic Asian population of Hawaii. Furthermore it seems 
that net mortality from noncommunicable diseases is falling from what is a relatively low peak 
in Japan and in parts of China. In Japan, from 1972 to 1982, the rate of coronary heart-related 
deaths dropped by 21.6% for males and 34.5% for females. A major reason is probably that 
animal fat intakes and blood cholesterol concentrations have not risen to levels associated with 
epidemics of ischaemic heart disease, although there is cause for some concern from recent 
reports in the larger cities of China. 

Western Pacific Region popUlations that appear to be experiencing significant rises in 
noncommunicable diseases include Fiji. Malaysia, Samoa and the Micronesian countries. 
Increases in mortality from these diseases that are "above average" have been experienced in 
Nauru and among Australian Aborigines and the noncommunicable disease epidemics in these 
populations show little signs of abating. 00 

The demographic transition 

In their review, "1lle health sector in developing countries: problems for the 1990s and 
beyond", Mosley, Jamison and Henderson emphasize the major changes in disease patterns that 
will need to be addressed. 1 "1lle nature (and perhaps primacy) of primary prevention will 
markedly change. Different personnel skills and mixes of facilities will be required." This 
change in disease pattern is being produced by two transitions, the demographic and the 
epidemiological. 

The age structure of a population is primarily determined by the birth rate, not the death 
rate. Nevertheless. the shift in the age distribution of the living is inevitably accompanied by a 
shift in the age distribution of deaths. Estimates for Asia between 1985 and 2015, are that total 
numbers under the age of 15 will increase only slightly, whereas the number aged more than 45 
will more than double. The total number of deaths occurring under age 5 will fall to 32% of 
their 1985 levels whereas the numbers occurring at ages 45 to 64 will increase by about 60%. 
and those occurring over 64 will more than double. Thus the change in the age structure alone 
will "be accompanied by more than a doubling of chronic disease among adults relative to acute 
diseases among infants and children". 

Epidemiological transitions 

To the effects on relative disease frequency that flow directly from a change of th~ age 
structure must be added the changes in the age-specific frequency of diseases associ~d with 
modernization (the "epidemiological transition"). 

Bulatao, Lopez and Stephens have estimated the distribution of deaths by major causal 
group for 1985 and made projections for 2015 for developing and developed countries using 
World Bank demographic projections and recent relationships between the level of mortality 
and its composition by cause (Table 1). 

IMooIey Wo, Jamison D., Hendcl'5On D. 'The health sector in developinC countrics: preble .... for the 1990& and beyond. 

tINt. Rev. PI4bIi& HfaJlh. 1990; 11: 3lS-lS8. 
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Disease category Developed countries Developing countries 

Infectious 

Cardiovascular 

Neoplasms 

InjuryO.72 

Other2.04 

Total deaths 

deaths (millions) 

1985 2015 

1.08 1.02 

6.00 7.69 

2.16 2.61 

0.73 1.0 

2.45 1.2 

12.0 14.5 

Ratio 

0.9 

1.3 

1.2 

3.03 

11.38 

1.2 

deaths (millions) 

1985 2015 Ratio 

13.64 9.08 0.7 

7.20 16.73 2.3 

2.65 6.69 2.5 

3.35 1.1 

11.95 1.3 

37.9 47.8 1.3 

Although the assumptions on which these projections are based are open to challenge. 
the broad implications seem inescapable: there are already more deaths from 
noncommunicable diseases and injury occurring in the developing world than the developed. 
and by early next century it will be more than double. Within the developing countries this 
group of conditions will then account for more than 50% of all deaths. 

In the Western Pacific Region these processes are already well under way. For 29 of the 
35 countries and areas that make up the Region, at least 5 "leading causes of mortality" are 
listed in the regional data bank; for 26 of those 29 at least 3 of the 5 leading causes are 
noncommunicable diseases and for 13 of them, 4 or 5 are (see Annex). 

The net rise of noncommunicable diseases with modernization is likely to be highly 
variable between countries. The East Asian cultures, in particular, do not appear to be 
experiencing major epidemics of ischaemic heart disease - probably in part because animal fat 
consumption has not risen to the levels associated with epidemics of this disease. 

3" CHANGING LIFESTYLES AND HEALTH 

Changing lifestyles and the historic: decline in infection 

Public health measures (and curative measures) were not the only sources of the modern 
decline in mortality from infection and it is easy to overestimate their contribution. Changes in 
personal and domestic habits, especially those relating to cleanliness, practices within the 
household concerned with the rearing of children, along with the general increase in food 
consumption. have probably been more important. These are reasonably described as changes 
in "lifestyle" in Weber's sense. 

28111a1aO R., Lopez A., Sleph .... P. Eslimales and Pl'OJcclio ... or mon.lily by C8 .... : mclbodoi"IY ud detailed tablca. 10 

Jamilon D., Mooley W. (cds), Evolving h.allh sedor priorilies in developtng collnlries. Washington. World Bank, 1989 ("in dl'llrl"). 
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In the pre-modem West, the mode of life of city dweUers was associated with appallingly 
high mortality. especiaUy from infection in early life. Life expectancy in the cities was 
commonly below 20 years and their populations could only be sustained by new recruits from 
the surrounding countryside.3 Today. throughout the world, mortality in 
cities is typically lower than in rural areas. We have clearly learnt how to make urban life 
compatible with health, even if the relative importance of the various lessons learnt is not 
entirely clear and the contribution of the factors involved in the modern decline in mortality 
continues to be debated. 

Because the development of effective clinical measures (such as antibiotics and vaexines) 
came too late to make a major contribution to decline in mortality in Western countries, 
Thomas McKeown turned his attention to the role of "public health measures" (safe water and 
sewerage) and improvements in diet.· He noted that public health measures were principaUy 
directed at food and water-borne infections but that quantitatively the decline in air-borne 
infection by reducing overcrowding and improving poor housing had been more important. 
Nevertheless he opted for the improvement of diet as the most important underlying cause of 
the observed decline in mortality. This decline had been initiated by an increase in food 
production and then rendered sustainable by the control of births. There are thus good grounds 
for according a significant role in the modern decline in deaths from infection to what might be 
called "changing lifestyles". 

A strong clue is provided by the paramount importance of maternal literacy in the recent 
declines in mortality in developing countries. This points to the importance of changes within 
the household - among other things. in the way that children are cared for - as determinants of 
improved survival. In north-western Europe too it is likely that similar factors were important. 
Infant mortality declined in rural. economically undeveloped but literate Sweden before it 
declined in more economically advanced but less literate countries such as Britain. This 
association with literacy again implies changes in lifestyle consequent on a reorientation from 
traditional to cosmopolitan knowledge systems. 

Changes in domestic mode of life have also been manifested by profound changes in 
attitudes and practices relating to personal cleanliness. Such changes were facilitated by state 
action to improve water supplies and remove sewage and by enhanced consumption 
opportunities - for example for soap and for cotton clothing. But such changes were also the 
result of relentless campaigns to change behaviour and the social norms that supported that 
behaviour. At the time these campaigns for cleanliness were felt to be coercive and were 
resisted. An editorialist of The Times of London expressed great relief in 1854 when Edwin 
Chadwick, an ardent sanitary reformer. was dismissed from the Board of Health: "We would 
rather take our chance of cholera and the rest than be bullied into cleanliness." 

Now that historically stringent norms regarding personal cleanliness have become 
generally accepted. they are no longer experienced as coercive . except perhaps by children 
when they are being pressured into them. 

The point of this discussion has been to emphasize that diets rich in animal fat, or 
cigarettes, or motor cars. are not the first products of economic development to have been 
loaded with adverse potential for health. Living in cities created health penalties too. by 

loavil K. Cities and mo,ulity. In: Proceedinp oC Ihe In.emalionaIPopula .. onConCerencc.I973.l.ie~: In.ematiooa\ 

Union Cor Ihe ScientifIC Study or Popuialion. 1973: 259.,111. 

"McKeown T. The modem rise or populalion. London: Arnold. 1976. 
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increasing the transmissibility of infection. Over time these penalties have been successfully 
avoided by a range of "structural" (sanitation), behavioural and normative countermeasures. 

The idea of "changing lifestyles" to "promote health" thus entails much that is only 
apparently new. Before attempting to clarify further what is truly new it is helpful to look at the 
factors responsible for the rise of noncommunicable diseases. It is understood that most 
diseases. especially the sexually transmitted diseases, and now AIDS, have a greater or lesser 
"lifestyle" component. However this p~per focuses only on the major noncommunicable 
diseases. 

Noncommunicable diseases and modernization 

Not all noncommunicable diseases tend to increase with modernization: some tend to 
decrease. Typical changes in the frequency of particular noncommunicable diseases with 
modernization are set out in Table 2. 

Table 2. 

Category 01 
noncommunicable 
disease 

Cardiovascular 
diseases 

Cancer 

Respiratory 
disease 

Gastro-intestinal 
disease 

Metabolic 
disorders 

Injuries 

Noncommunicable diseases (and injuries) that typically 
show mlQor changes In rrequency with socioeconomic 
modernization 

Typically 
rall with 
modernization 

Stomach 
Cervix 
Mouth 
and tongue 

Typically 
rise with 
modernization 

Ischaemic heart 
disease 

Lung 
Breast 
Colon 
Rectum 
Pancreas 

Chronic obstructive 
lung disease 

Non-insulin dependent 
diabetes mellitus 

transport injuries 

Variable 
relation to 
modernization 

Stroke-

Liver cirrhosis 
Peptic ulcer 

suicide 

-The observed trend in mortality in Western countries in this century is generally 
strongly downwards. (The recent rises in several Eastern European countries are an 
exception.) Whether mortality from stroke rose in the early phases of modernization is not 
clear. 

Source: J. Powles. 1991. 
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Table 2 may help clarify why the magnitude of the net increase in noncommunicable 
diseases with modernization can be so variable For example, in populations with a previously 
high incidence of stroke (Japan, China) the decline in stroke mortality can easily exceed the 
increase in ischaemic hean disease mortality - especiaUy if the latter is weak or non-existent. 
Thus net mortality from cardiovascular disease declines. Similarly within the broad category of 
cancer, the magnitude of the decline in sites such as stomach and cervix may still be sufficient to 
exceed the increase in sites such as lung and breast, leaving a net decline in cancer. 

For the noncommunicable diseases typically or variably associated with modernization, 
the major apparent contributory elements of lifestyle can be seen in Table 3. 

Table 3. Major contributory elements or lifestyle to the 
noncommunicable diseases 

Elements of 
lifestyle outcomes 

Activity: 

Use of mechanical power 
instead of muscular 
exertion; 

Insufficient 
compensatory exercise; 

Insufficient 
compensatory control 
of food intake 

Illitl: 

Increased animal fat and sugar 
(especially in the absence 
of increased fruit and 
vegetable intake) 

Drui use: 

Tobacco 

Alcohol 
chronic exposure 
acute heavy drinking 

Source: J. Powles, 1991. 

Intermediate health 
outcomes 

obesity 

raised blood 
cholesterol 
concentration 

hypertension 

Final health 

non-insulin 
dependent 
diabetes mellitus 

heart attack 

chronic 
obstructive 
lung disease 

liver cirrhosis 
injuries from 
car smashes 
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There is extensive interaction between the factors identified in the first two columns and 
the frequency of outcomes in column 3. The trend in alcohol consumption with modernization 
is highly variable. In countries of European culture there has tended to be a long-term decline, 
partly reversed in the ftrst 20 to 30 years after the Second World War.$ 

( 1) Cardiovascular disease 

For women, in all regions apart from Eastern Europe, there have been substantial 
reductions in cardiovascular mortality at least since 1952. For men. again excepting Eastern 
Europe, favourable trends generaUy date from around 1970. These data are encouraging in 
that they make clear that rising affluence is not necessarily associated with a continuing 
increase in the total burden of cardiovascular disease. One could even speculate that the rise in 
heart disease, which is not in any case universal (see Japan), is associated with the "fU"St fruits" 
of affluence. The 'second fruits', in the phase of mature industrialism. are associated with its 
reduction. Precisely which of these 'second fruits' might be operating to reduce mortality is far 
from clear. The leading candidates are a reduction in smoking prevalence in men and the move 
to a lighter, more varied diet with less animal and more vegetable fat and more green, yeUow 
and leafy vegetables and fruit - together with more effective case management. 

(2) Cancer 

Trends in cancer mortality have generaUy been less favourable than the trends for 
cardiovascular diseases. For males in many countries, the massive rise in lung cancer has 
carried aggregate cancer mortality up with it and it is only now beginning to turn around and 
decrease. For females, breast cancer is also often showing an upward trend. In European 
populations malignant melanoma is also rising. The aggregate burden of all other cancers 
appears to be roughly constant. 

(3) Injury 

Automation brings with it a decrease in obligatory muscular exertion and an increase in 
the risk of fatal injury, especially when combined with excessive alcohol consumption. The 
absolute numbers killed in car smashes may not appear high but they are disproportionately 
young lives that are lost and on a measuring scale of "person-years of life lost", car smash 
fatalities can rank relatively high. 

In many jurisdictions dramatic reductions have been achieved in mortality in relation to 
the number of vehicles on the road. In the state of Victoria, Australia, this rate was reduced by 
two thirds in the two decades from the early 19605. During this period a vast array of 
countermeasures were implemented with the support of an informed public: pre-licence 
education, tighter regulation of driving licences (including demerit systems), drink-driving laws 
(including random breath testing), control of speeding. compulsory wearing of seat belts, 
regulation of motor-cyclists, vehicle design requirements and roadworthiness checks, 
improvements to road environments and better case management of injuries. 

5See upcciaUy Spring J. and BU$5 D. Three centurieo at.leahol in the British diet. Narun 1977; 2iO: 567·572. 
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Table 4 shows the differing levels of deaths in relation to the number of vehicles. This 
suggests that although modernization typically brings increasing exposure to motor vehicles, the 
risk of death in relation to that exposure may he dramatically reduced through the deployment 
of a vast array of intensive countermeasures. 

Table 4. 

Country 

Fiji 

Tonga 
(Tongatapu island) 

Solomon Islands 
(Guadalcanal) 

Papua New Guinea 

Australia 

Risk or death rrolD car smashes in selected countries 
or the Western Padllc Region6 

Deaths rrolD car slDashes (per year, 19805) 

Per 10000 Per 100 000 
vehicles population 

18.5 11.5 

17.7 14.4 

18.5 20.7 

60.0 9.0 

3.4 18.6 

Factors contributing to declines in mortality 

Some similarities in the factors contributing to the declines in mortality from infections 
and in mortality from noncommunicable diseases are set out in Table 5. 

6Ryan G. P~lItioll and control of traeri< accidents. Fiji. ColISul,an, ~pon to Western Patine Region or WHO. 1990: 

(ICP / APR/OOl;RS/90/(043). 
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Table S. Similarities in lnnuenc:es on secular declines in mortality from infections 
and from noncommunicable diseases 

Secular fall in mortality Secular rail in mortality 
rrom infections rrom noncommunicable 
(all countries - most diseases (and injury) 
complete in industrialized) ( industrialized 

countries. since around 
1970 - except Eastern 
Europe) 

1. Role of change Primary importance of Decline in smoking 
in mode of life. behaviour within (men). dietary change 
including consumption household: implied by (more fruit and 
patterns. at household strength of association vegetables. less 
and personal level with maternal literacy; animal fat) 
("lifestyle") no other plausible 

explanation for 
decline in airborne 
infection (not 
directly influenced 
by 2 below) 

2. Role of centrally Water supplies and Controls on tobacco 
directed sewerage (declines in marketing (including 
environmental food and waterborne tax); smoke-free 
change infection); vector workplaces; road and 

control (declines in work safety measures 
malaria etc.) 

3. Role of specific Mass immunization Professional advice 
preventive measures (decline in vaccine- on smoking cessation 
applied to individuals preventable deaths) etc. 

4. Role of case Chemotherapy Anti-hypertensive 
management ( tuberculosis medication - accelerated 

since 1950) decline in stroke 
mortality (e.g. 
Australian males 
since 1970); treatment 
of heart attack? 

5. Changes in single Example: improved Example: reduced smoking 
elements of lifestyle childhood nutrition reduces risk of wide 
may have multipl~ reduces risk of range of noncommunicable 
health benefits wide range of diseases (heart 

infections attack. lung cancer. 
chronic lung disease) 

Source: 1. Powles. 1991. 
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4. L1FES1YLE CHANGES 

4.1 IntroductioD 

The incidence of most diseases that show major temporal and cross-<:ultural variation is 
strongly influenced by mode of living ("lifestyle"). Furthermore, the category of 
"noncommunicable diseases" does not in itself distinguish between those that tend to increase 
and those that tend to decrease with socioeconomic modernization. It is desirable to be more 
specific: the concern here is with those elements of modem "lifestyles· that are associated with 
those noncommunicable diseases that typically increase with modernization. The most 
important of these noncommunicable diseases include ischaemic heart disease, non-insulin
dependent diabetes, chronic obstructive lung disease, cancers of the lung. colon, rectum, 
pancreas, breast and, it is convenient to add. transport injuries. The relevant elements of 
lifestyle have already been identified in section 3. Here it is helpful to note the way in which 
these elements of lifestyle differ in character from those associated with variation in the impact 
of traditional killers. Some of these differences are set out in Table 6. 

The reason why these conditions pose such a difficult public health challenge is apparent: 
the pathogenic elements of lifestyle are typically among those things enjoyed as the "frrst fruits 
of affluence". Furthermore. their adverse effects on health are often much delayed. For the 
young man becoming dependent on tobacco. the likely ultimate cost to his health. even if 
intellectually understood. must seem remote. The same is mostly true for the consequences of 
high-fat diets and physical inactivity. It is only in the case of acute drinking to excess of alcohol 
where the ill-effects are typically prompt: here the problem is partly the propensity of young 
males to "take risks". This may be contrasted with the prudent behaviour of mothers of young 
children who comprise the prime target for infection prevention. 

Diet and activity 

There is a clear tendency for the prevalence of obesity to rise with national income 
although it is certainly no longer confined to the industrialized world. The decrease in 
obligatory muscular exertion during daily life plus the increased availability of attractive foods 
are the major causes. As the resumption of a laborious mode of life is universally rejected. the 
only solution for many is voluntarily to restrict food intake. 

In the United States. where mean Body Mass Indices (BMI) for adult men are above 25 
(a widely accepted limit of the "healthy range") daily energy intakes per kilogram body weight 
average about 130 kilojoules. This level of energy turnover is about 25% lower than in China 
(170 kJ/kg/day) where mean BMIs are at the lower end of the "healthy range". In Britain it is 
possible to compare energy intakes obtained from 7 day weighed food intake records in the 
1930s with similar surveys done in the 1970s. These show substantial declines in energy 
turnover per kilogram body weight - most marked for adult males. but also notable for adult 
females and schoolchildren. and similar findings are apparent from Australian studies. 

Obesity as a public health problem is thus largely an "exercise deficiency syndrome". 
Many people in industrialized countries still prefer to control it just by reducing energy intakes 
and without increasing expenditures - even though the health effects may be less favourable. 
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Table 6. Difrerences iD lnOuences OD sec:uJar decUnes iD mortal1ty from ial'ec:tJoaa 
and from DODcommunicable diseases 

1. Stimulus to change 
lifestyle 

2. Latency between 
determinant lifestyle 
and health outcomes 

3. Directness and 
promptness of health 
benefits from changed 
lifestyle 

4. Relation of health
enhancing lifestyle 
to "modernity" 

5. Priority target 
for health advice 

6. Strength of 
scientific 
evidence on relation
ship between 
lifestyle and 
health outcome 

7. Importance of 
management of acute 
episodes of illness 

Secular faU iD 
mortallty 
from ial'ectloas 
(all countries -
most complete in 
industrialized) 

relatively immediate: 
risk of sickness and 
death of children 

relatively short 
(up to a couple 
of years) 

relatively high 
(improved health/ 
less sickness of 
children) 

"positive": 
"modern" care and 
feeding of children; 
"modern" standards of 
personal and domestic 
cleanliness. use of 
modern medicine 

Mothers 

High 

Important 

Source: J. Powles, 1991. 

Secular fan iD mortallty 
from DODCODlDIUD1c:able 
diseases (ud bV..".> 
(industrialized countries 
since around 1970 - except 
Eastern Europe) 

relatively remote: full 
health costs of past lifestyle 
may not yet be apparent 

relatively long (up to 
several decades) 

lower: full health benefits 
may be delayed for decades 
and not be readily identifiable 

"ambiguous/ negative": involves 
deprivation of "first fruits" 
of affluence· tobacco, animal 
products and sugar in diet, 
alcohol, use of machines to 
avoid muscular exertion 

All ages, with some 
emphasis on men 

Moderate (evidence typically 
stronger for links between 
intermediate outcomes 
(e.g. blood cholesterol, 
blood pressure, body fatness) 
and final outcomes); 
inferences about the identity 
and relative importance of 
elements of lifestyle 
somewhat weaker 

Generally less important 
(except for injury) 
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Within the Western Pacific Region. obesity is most prevalent in the island states of the 
Pacific, but is becoming a problem in the affluent young of other countries. 

The changes in dietary composition that have accompanied modernization within the 
Western Pacific have been highly variable. A recent WHO study group on diet, nutrition and 
prevention of chronic diseases concluded "that repeated and consistent findings of an 
association between specific dietary factors and a disease suggest that such associations are real 
and indicative of a cause-and-effect relationship·.7 In many parts of the world, even modest 
increases in prosperity have been accompanied by major changes in dietary patterns and a 
dramatic increase in the incidence of diet-related disease. However the changes have not 
always been negative. 

In poor agrarian populations (for instance in China) whose past diet was based on few 
foods, was low in protein and had micronutrient deficiencies. development has brought 
increased food variety. increased high quality protein and increased supplies of micronutrients. 
At the same time there has probably been a decrease in the salted and pickled foods and coarse 
grains associated with oesophageal and stomach cancers. 

These changes have been associated with marked improvements in child health. a rapid 
increase in stature and, almost certainly, with a net decline in age-adjusted noncommunicable 
disease rates. It may be too early to get excited about warning the Chinese off the dangers of 
diets high in animal fat, especially as the diet is currently so low in animal fat and the 
experience of the very much richer Japanese is so reassuring. Nevertheless. even here. recent 
data suggest a worrying trend in some urban areas of China. 

At the other extreme are some Pacific island populations whose traditional diet was 
sufficient in fISh protein and in micronutrients from a variety of plant sources and who have 
since replaced this with a diet of store foods of much increased animal fat content, but 
sometimes with decreased micronutrients such as vitamin A. These changes in diet composition 
have been associated with markedly adverse trends in net mortality from noncommunicable 
diseases. 

In between these two extremes lie the populations of countries such as Malaysia and the 
Philippines, especially their urban components. 

Drug use 

Tobacco: 

Of all the elements of "modern lifestyles", the smoking of manufactured cigarettes is the 
one that will bring in its train the greatest amount of avoidable illness and premature death 
from noncommunicable diseases in the Western Pacific Region. 

The prevalence of smoking is high, especially among males, in most countries of the 
Region. Among 15 Pacific populations the prevalence of smoking in males ranged from 38 to 
88% with a median of 62%: for females the range was 4 to 74% with a median of 29%. There 
were relatively few heavy smokers however, with a median of 13% of males and 4% of females 
reporting smoking 20 or more cigarettes per day. 

7WHO. Diet, nutrition and the prevention oC chronic dlSCases. Technical Repon Seri .... No. 797. 1990:1-203. 
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A national survey on smoking in China in 1983 found a prevalence of nero for males and 
12% for females. Mean daily consumption was 6.9 cigarettes per man and 0.5 per woman. 
"National cigarette production was increasing during the early 19805 (from 600 billion in 1978 to 
1400 billion in 1987) and appears likely to continue to increase.~ Nevertheless, approximately a 
quarter of the countries legislating for smoke·free public places in the last ten years are from 
the Western Pacific Region. They include Australia, Hong Kong. Macao, Malaysia, New 
Zealand, Papua New Guinea, the Republic of Korea, Singapore and Viet Nam. The Civil 
Aviation Authority of China has received a WHO Tobacco or Health medal for its smoke-free 
policy. 

There has been a major decline in the prevalence of smoking in several countries in the 
Region. In Australian males since the late 1940s the prevalence fell from around 70% to below 
30%. There has also been a recent decline in the prevalence of smoking in women. Singapore 
and Japan have also shown recent declines. There is thus proof within the Region that smoking 
rates can be lowered. 

A large proportion of the deaths attributable to smoking are deaths from cardiovascular 
disease. and the risk factors for cardiovascular disease multiply with each other to determine 
overall mortality risk. This means that the absolute amount by which smoking increases the risk 
of premature death depends on the background risk of cardiovascular disease. Thus if smoking 
doubles a relatively low background risk of cardiovascular disease in Japan or China, it will 
exact a smaller penalty than it would by doubling a much higher risk in Western populations. In 
the light of the massive health damage attributable to smoking from noncardiovascular causes 
as well, this point merely serves as a minor qualifier to the seriousness of the smoking problem 
in the Region. 

Alcohol: 

The way in which alcohol is used varies markedly between cultures. In some cultures 
drinking is usual with meals but little is drunk apart from meals; average consumption per day 
may appear quite high but there is little overt intoxication. In other cultures, drinking may be 
concentrated in one section of the population (typically young adult males) and among this 
group it may be concentrated in time - for example drinking bouts at weekends: a not 
uncommon pattern in some countries of the Western Pacific Region. Consumption per day, 
when averaged over the whole population, may not appear high but drunkenness may be 
noticeable among a section of the population. 

The health effects of alcohol are also complex. It can cause harm in the short term via 
intoxication, or in the long term by causing or contributing to chronic diseases such as liver 
cirrhosis. The magnitude of the harmful effects associated with intoxication (such as traffic 
injuries) is clearly dependent both on whether alcohol is commonly consumed in a way likely to 
impair judgement ("peak drinking" . say 5 or more drinks in a drinking session) and on the 
activities engaged in when judgement is impaired. The net long term effect of alcohol on 
noncommunicable diseases is difficult to estimate because it appears that moderate use 
provides protection against what is, in many popUlations, the commonest cause of death, 
ischaemic heart disease. In Australia it has been estimated that the deaths from heart attack 
that are prevented by alcohol offset, to a significant extent, the deaths caused from liver 
cirrhosis and other diseases. 

Speto R. General reflections on principlcs and purpoocs: indirect and direct purpoICI of the present monograpll. Ill: 
Olen I .. Campbell T., Li I .• POlO R (cds). Diet. lifcstyle and mort.lity In Olin •. A study of the chalXteriatics of 6S OIincse counties. 

Oxford/Ithaca/Beijing: Oxford Unlve .. ilY Prcu/Comell Universily Pre .. /People'. Medical Pyblishin& House, 1990. p 73. 
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A final complication is that the intoxication-related deaths attributable to alcohol 
(principally from car smashes and suicide) tend to occur in young persons, with each death 
accounting for the loss of many more potential "life-years" than deaths from chronic disease 
occurring in middle to late life. 

The combined effect of all these considerations is generally to increase the salience of the 
intoxication-related problems associated with alcohol. Even in Australia, wruch is by no means 
at the extreme "peak drinking" end of the spectrum of drinking patterns, it has been estimated 
that injury (including suicide) accounts for around 80% of the net person-years of life lost 
attributable to alcohol. 

The implication of all this for measures of the extent of "exposure" to risks from alcohol 
in the Region is that data on the average amount consumed per day need to be combined with 
information on how this is consumed. 

It is clear from reports from Pacific Island nations and from Papua New Guinea, that 
there are severe intoxication-related problems in those countries, notwithstanding mean alcohol 
consumption levels that may not be high by international standards. Consumption levels are 
generally low in China, though they vary substantially by area. Japan is interesting as a culture 
in which intoxication is not uncommon but is not generally associated with violent or risk-taking 
behaviour. 

S. PUBLIC HEALTH AND CHANGING L1FES1YLES 

·Changing lifestyles· and health promotion in rich countries 

The experience of industrialized countries, including the more recently industrialized, 
such as Malaysia and Singapore, is important for developing countries because it has shown 
that it is possible to contain and in some cases reduce the "health costs of affluence". The 
biggest gains have come from the decline in cardiovascular diseases. The rate of injuries from 
car smashes has been reduced in the face of rapidly increasing use of motor vehicles. There has 
been least success with cancer. But the main cause of the failure· the rise of lung cancer - is 
known and is being successfully contained in several countries. 

It would be very helpful to know which of the efforts directed towards the protection of 
health have worked and which have not, but for many of the ·preventive programme/lifestyle 
change/health outcome" linkages this is probably largely unknowable: formal preventive 
programmes are but one group of influences on lifestyle and the health outcome is typically 
diffused in time. 

For example, cigarette smoking among men in several Western countries took 50 years to 
reach its peak prevalence (around 70%) at the end of the 1940s and has taken a further 40 
years to decline to below 30% . a reduction in prevalence of around 1 % per year. Thus during 
this phase of reducing smoking prevalence. the worthwhile effect of an additional anti-smoking 
measure, say a 50% increase in the background rate of reduction (from 1 % to 1.5%) will be 
difficult to detect. (It would take 10 years to produce a 5% advantage in smoking prevalence 
over a control population.) Similar declines have also occurred at a highly accelerated rate, 
though from a less high initial prevalence, in Singapore. 
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The effect of measures to promote dietary change appear to be even more difficult to 
detect, though few observers doubt that a concern to protect health has contributed to 
substantial changes in dietary practices in many Western populations over the last 20 or 30 
years. Such change has been most apparent in upper socioeconomic groups. 

The one area where these linkages may be more readily established, because of the 
specificity of the countenneasures and the promptness of the response, is the control of injury 
from car smashes. For example in Victoria, Australia there was a 20% reduction in fatalities in 
the year foUowing the introduction of compulsory seat-belt wearing. In this area there are dear 
and specific lessons to be learnt from the experience of industrialized countries. 

The sequence and content of poUUaaJ action to promote lifestyle change 

Although government responsibility may be thought of in terms of mounting fonnal 
preventive programmes. such programmes may often come after a period of "political 
preparation" and "constituency building". Thus smoking rates appear to have responded flfst to 
mass media reports of scientific fmdings of adverse health effects. These initial media stories 
were reinforced by authoritative summaries from official and professional bodies. Fonnal 
mass-directed anti-smoking programmes only gathered momentum after a constituency (mostly 
elite) had been created for them. As the constituency was consolidated it became possible to 
take ever stronger action to reduce smoking - including the combination of "structural" and 
educational measures now referred to as "health promotion". These "structural" measures have 
typically been strengthened with time: increased tax. restrictions on advertising. restrictions on 
sale to minors. smoke-free working and leisure environments. 

Changing lifestyles and health promotion 

It has already been noted that the public health problems associated with modernization 
vary considerably within the Region. Likewise priorities for action vary (Table 7). The control 
of tobacco smoking deserves priority throughout the Region. The control of injury. especially 
from car smashes, is also a widespread need. The need to promote changes in diet and activity 
to reduce chronic disease risk is variable. It is greatest in certain island states and, probably. 
smallest in the East Asian countries where the intake of animal fat shows little sign of rising to 
levels associated with high rates of ischaemic heart disease. The need to reduce damage from 
alcohol is also variable but apparently greatest in Oceania. 

The need to promote changes in diet and activity is urgent both in countries in transition 
and in those where noncommunicable disease prevalence is actually declining. In the latter. 
obesity remains a problem and in the former it may be possible to avoid some of the dietary 
transitions that have been so detrimental in the industrialized countries. 

Overcoming the attractions of tobacco smoking to populations in the early stages of 
affluence. the dependence-creating power of tobacco. the entrenchment of economic interests 
supporting tobacco smoking and the remoteness of the harmful effects on health present a 
difficult public health task. but one for which there is experience of relative success in the 
Region. 

In Victoria. Australia. the Anti-Cancer Council has. for at least 20 years. deliberately set 
out to "politicize" the smoking issue. It has been able to use its considerable prestige among 
health professionals and its extensive public support to help create a constituency for ever 
stronger measures against tobacco: including the 1987 Tobacco Act. This Act curtailed 
advertising and imposed an additional tax on tobacco. the proceeds of which go to a "Health 
Promotion Foundation". This yields over 20 million Australian dollars per year and may weU be 
a useful prototype. 
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Table 7. The variability 01 publlc health needs in the Westera PadIlc: Region 

Group I Group II GroupW Group IV 
East Asia Most Pacillc MalIlIy other Australia. 

countries East As lao Newbaland 
countries 

Overall mapitude Moderate Moderate Intermediate Moderate 
and trend In burden and not to high between groups to high but 
01 DODcommuakable increasing- and rising- I and II; e.g. decreasing 
diseases and Injuries with evidence of 

NCD rise among 
elite groups 

Appropriate priorities 
ror lICestyle change 

Smoking high high high moderate 
Diet/exercise low high moderate high 
Drunkenness/injuries moderate high moderate moderate 

-After allowance for changing age-structure 

Malaysia and Singapore have been emphasizing health education programmes and 
preventive medicine in recognition of the fact that the major causes of death are now associated 
with unhealthy lifestyles, particularly among young executives. Fiji is preparing a preventive 
programme through its noncommunicable diseases task force. Malaysia has already launched 
an ambitious six-year, 3.8 million dollar healthy lifestyle campaign based on the theme of 
"Choose health". Each year, the campaign will focus on one of the following six priority areas: 
cardiovascular disease, cancer, sexually transmitted diseases including AIDS, diabetes, the 
childhood diseases, and food poisoning. 

6. CONCLUSIONS: THE INESCAPABLE CHALLENGE 

1. "Lifestyles", as socially sustained modes of living viewed in their material aspect, are 
major determinants of most diseases that vary markedly across cultures and through time· not 
just of those noncommunicable diseases that typically increase with socioeconomic 
modernization. 

2. Earlier phases of socioeconomic development have brought with them adverse as well 
as beneficial effects on health. Living in cities. for example. greatly increased the 
transmissibility of infection and was. in past centuries associated with extremely high mortality. 
Effective countermeasures have been devised to make living in cities compatible with good 
health. although new social pathologies have become apparent in the larger metropolises. 
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3. Earlier adverse trends in the noncommunicable diseases that have typically increased 
with socioeconomic modernization have been either reversed (heart attack. injuries) or 
contained (lung cancer) in most industrialized countries in the last two decades. This shows 
that such health costs are not a price that must inevitably be paid for the other benefits of 
modernization. 

4. Because of their more rapid movement through the "demographic" and 
'epidemiological' transitions, most developing countries will not have the luxury of dealing with 
'traditional" and "modem' health problems sequentially. A1; several writers have pointed out, 
for the remainder of this century they will be dealing with both simultaneously. There are 
already more deaths occurring annually from noncommunicable diseases in the developing 
countries than in the developed. By early next century, noncommunicable diseases will account 
for more than half of all deaths in 'developing" countries. 

5. The 'lifestyle diseases" associated with socioeconomic modernization share 
characteristics that make them particularly difficult public health chaUenges. The elements of 
lifestyle that contribute to them are not "discredited traditions" (as is often the case with 
childhood infections) but rather the "first fruits of affluence", that previously poor populations 
look forward to enjoying. Furthermore, the connection between the behaviours involved and 
the health effects is often much more remote than the connections between child care and 
survival. 

6. If public health professionals and officials are to accept their professional and political 
responsibilities, they have no alternative but to rise to the chaUenge posed by the "new killers". 
Not to do so is to leave the populations, of whose health they are the guardians, destined for 
more death and suffering than they need to be. 

1. Because of the difficulties inherent in changing the elements of lifestyle, major efforts 
may be required first to contain adverse trends and then to encourage favourable ones. 
Typically, this will require "structural" measures in combination with education and persuasion 
("health promotion"). Because it is not always possible to be sure which measures have been 
most effective in countries that have, relatively speaking "succeeded", all measures that are 
affordable, culturally appropriate and likely to be effective should be deployed and. wherever 
possible, evaluated. 

8. Attention needs to be paid to the political processes underlying successful measures to 
change lifestyles. In early stages. where lifestyle trends are adverse, the first task may be to 
build constituencies for action. This will include documenting and publicizing the likely health 
impact of the elements of lifestyle involved. For this, appropriate data are naturally a requisite: 
affordable and adequate data systems in support of noncommunicable disease prevention are 
needed just as they are for the prevention of childhood killers. 

9. Public health administrations within the Region should demonstrate their desire to 
contribute to the solution of these problems by giving higher priority to obtaining data relevant 
to the prevention of noncommunicable diseases. The WPRO databank publication on 
"socioeconomic and health indicators" does not yet include data on smoking, alcohol use, diet 
composition. obesity or injuries. 

10. Like learning to live healthily in cities. learning to avoid the potential health penalties 
of modernization is likely to be a transition rather than a process that continues indefmitely. 
Once new and hygienically appropriate norms (lifestyles) are established they should mostly be 
self-sustaining. Although transformations of lifestyle may be experienced as coercive at the 
time (as with the promotion of personal cleanliness in Western countries). once in place they 
become part of normal life, leaving the citizens of a modernized world free to enjoy its benefits 
with a minimum of its health costs. 
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APPENDIX 

WESTERN PACIFIC REGION: COUNTRIES, POPULATIONS, UFE EXPECTANCY 
AND INDEX OF NONCOMMUNICABLE DISEASE MORTALITY 

Cae .. .,. 

American Sa~ 
AIIII",lia 
B .... nei Oaruaalam 
Clina 
Cook Islands 
~mbodia 

Fiji 
French Polynesia 
GIWII 
Hong Kong 
Jap"n 
Kiribali 
Lao People's Dcmcxnlic Republic 
Macao 
Malaysia 
Mariana Islands, Nonhem 
MaMaU Islands 
Micronuia. F.d."'led ScaIU 0( 

~au .... 
:-I ... ~ledonia 
_Zealand 

Siue 
Papua N ... GUinea 
Philippinu 
Republic 0( Korea 
Sam.". 
Singapore 
Solomon Islands 
Tokelau 
Tonga 
Palau 
Towlu 
Vanuatu 
Viet Nam 
Wallis and FUluna 

PopoaIaIioal 

(la Illousancls) 

37 
16800 

241 
I III 910 

17 
6780 

727 
189 
124 

5761 
122 026 

66 
3900 

448 
16958 

38 
43 
96 

1 
IGO 

3290 
] 

] 580 
60097 
42380 

161 
268S 

306 
2 

96 
14 
S 

150 
64 227 

12 

51.7 
76.1 
71.4 
68.9 
67.0 
43.5 
63.0 
67.S 
72.3 
77.2 
78.4 

53.0 
45.0 
79.1 
10.5 
SO.O 
65.7 

NA 
NA 

68.0 
74.4 

NA 
49.6 
64.3 
10.9 
64.0 
14.0 
60.0 

NA 
63.0 
60.0 
5S.5 
60.2 
64.0 

NA 

5 
5 
5 
3 
4 

3 
3 
5 
4 

4 

3 

4 

4 

5 
4 

5 
3 
3 
3 

o 
3 
3 
3 
4 

o 

3 
3 
3 

IFigu .... moody for 1988. Sou .... : World Heallh Organizalion Recional OffICe for Ihe Westem pacirIC, Westem pacirIC dala 

bank on socioeconomic and health indicalors. Manila: WHO W .... m PacirlC Regional Of rICe. S.plember 1990 (WHO/WPRlHlS) 

p. I. 

~u",e: As above. p. 3. "'here only ... -specific valuu are given in Ihe Ilble a simple ave"'F oC the 2 has been .... d. 

~e Dumber OUI oC Ihe 5 leading callOU oC dealh lhal arc chronic noncommunicable diseases or injury (includinl suicide). The 

eat.goriu IIICd vary by country and the score is p"nly dependenl on the cI ... ilicalion .... d. "Re6pi"'tory diseases" and "digc&live 

WseaseJi·, are presumed 10 be predominanlly due 10 inCective eallOU unleu funhcr specified (e.g. ·chronic obstnu:tive pulmonary 

disease"). "Liver disease· is presumed to be non-inC.Clive in origin. The ellipsis ( ... ) .ignifics 1_ than 5 ca ..... listed or list confined 

to infective sou", ... (Sou",.: As abov., pp. 20-29.) 
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NONCOH~UNICAOLE ('LIf~~TYLE') OISEASfS 
IN THE IIESTERN PACIfIC REGION OF WIIO 

MALES 
(except where otherwise specified). 

The data most often refer to males of 35-64 years. 
Where there are tvo figures ~eparated by a slash e.l_ 20/10. the first filure is fro. an urban sa.ple/the second fro. a rural sa.ple. 

See other explanatory footnotes and clarifications oyerpage. 

Deaths (COal 

Country Life Three top cardiovascular % Hyper- Awer8,e 
code expectancy causes of causes Obese Average BHI 2 Siloking tension Diabetes chole.tetol 
name (years) death as % of all deaths [% overweightJ (weight/height ) prevalence (%) (%) prevalence (%) (-.,J/O 

--------
A~IS 51.7 ('ItF) CVD. CAN. CBV 
AUS 13.1 CVO. CBV. CAN 44.7 7.5 (43J 25.7 36 25.1 white 2.3 5.8 

Abori,. 16.7 
BRU 70.1 CAN. CVD. CBV 
CHN 67.0 INF. CAN. CBV 

(56.7++J 
23.4 61 24.6 * 4.1 

COK 64 CVD. RES. CAN 27.4 3B 9.8 5.5 
CA~ 42 CHOLtc 

FIJ 61 CVO Ind. 22.8/21.5 Ind. 52 Ind. 9.9/7.2 Ind. 14.1/12.7 
CAN Hel. 25.8/25.5 Hel. 76 tiel. 8.6/3.5 Hel. 4.8/1.7 
INF 

VI FRP 65.2 CVD. CAN. INJ 24.1 50 15.7 1.8 ...;j 
FSH RES. CVO. CAN 
GUt! 69.5 CVD. CAN. CRB 40(H+F) 
HOK 74.4 CAN. CVD. CRB 33 

19+ JAP 75.5 CAN. CVD. CRB 
[52.8/24.4++J 

66 0.6 
tIR 50.6 INF. CRB. LIV 85 8.1/3.6 
LAO 44.6 
HAC 76.7 CVD. CAN. CRB .. 
t!AA 69.0 CVD. INF. INJ 28.6 (11.5 )(H+F) 41 14.4(H+F) 
HSI 65.7 (t1+F) CVO. 1)1. INF 

[84.7++) 
32/11 

HAU CVD. INJ. SEN 53 24.6 
NEC 64.9 CVD. CAN. RES 

30.0' 
(46.5/9.8++J 58 

NEZ 71.3 CVD. CAN. CRB 10( 4Ol+ 25.7 34 20.1 3("I;F) 5.7 
NXU [39.4 J 58 5.3 
NHI 47 INJ. CVD. CAN 
PAU 6O(H+F) UN[. CVD. RES 

(18.0/1.9++) 15.6/8.9/0@ PNG 49.6 (H+F) INF (inc ludiDg 85 
.. ntnlitis and TB). 
INJ. MAL 

18.5+ PHL 62.2 INF. CVD. TB 21 78 
lOR 66.9 CVD. CAN, INJ 34 

[48.6128.1++1 
69 6.5 3.5 (H+F) 

! s.'IA 63 INF. CVD. CRB 66 7.012.1. 
SIN 71.7 CVD. CAN. CRB 35 35 Ind. 28.8 

lfal. 20.5 
Chn. 9.2 

SOL 60 (P1+F) RES. HAL, INF IS Hel. 3.6(H+F) Mel. 1.5(H+F) 
Mie. 5.8(H+F) Mic. 7.9(H+F) 

TOK RES. CVD. CAN 
[37.6++1 TON 63 (It+F) CVO. INF. CRB 62 

TUV 57 RES. INF. CVD [24.4/21.7++1 51 
VAN 61.1 RES/INF. CAN. TB 12 25.9122.6 54/77 6.3/2.2 2.1/1.0 5.3/4.9 
YTN 62 TB. HAL. INF IS 3B 1.9-8(H+F) 
WAf [36.0++1 1.4* 



• .. ~ 20 yeilcs 
.> 1:\ YC.lC's 

tt ~~;592~enr5 
(~tF') aveCilse total (.~.;Jlcs .1nd females) 
, highl.nds of PNG 

hi~her amonc tlaorl 

CAN 
010(. -
eRB 
CVD 
Ilt1 
INF 
INJ 
LIV 
IUL 
RES 
SEN 
TB 
UN[ 

malignant neoplasms 
cholera 
cerebrovascular 
diseases of heact, cardiowascular system, circulatory system 
diabetes •• llltus 
'certaLn conditions oristnaeln. 1n the perinatal period' 
injuries, acc:.ldents and sulcide~ 
lLver diseases 
malaria 
respiratorJ diseases 
senilltr 
tuberculosis 
not knovn 

The aboye information Is collated froo a oarletr of sources, Includlna soae countrr reports. Life •• pectancr and the three le.dlna causes of death are 
all t.ken from the Western Pacific Re,lon Data Bank on Socloecona.lc and Health Indicators, 1990. WPRO/WHO would be oost &rateful for further (or .ore up-to-date) 
Information allowing us to fill the .aps. 

~ 

~ 
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WPR/RC42/Technical Discussions/2 Add.2 

13 September 1991 

ORIGINAL: ENGLISH 

CHANGING LIFES1YLES AND HEALTH 

Technical Discussions 

. Attached is a supplementary table giving an overView of 



NONCOMMUNICABLE ('LIFESTYL£') DISEASES 
IN THE WESTERN PACIFIC REGION OF WHO 

FEMALES 
(except where otherwise specified). 

The data most often refer to females of 35-64 years. 
Where there are two figures separated by a ·slash e.g. 20/10, the first figure is from an urban sample/the second from a rural sample. 

See other explanatory footnotes and clarifications overpage. 

Three top 
causes of Deaths from 

Country 
code 
name 

Life death cardiovascular 
expectancy (as in list causes 

(years) for males) as % of all deaths 

-----------------
Al1S 51. 7 (M+f) 
AUS 79.5 40.3 

BRU 72.7 
CIIN 71.0 
COK 70 
CAM 45 
FlJ 76.4 

fRP 74.6 
FS~I 
GIJ)1 
iiOK 79.9 
JAP 81.3 
KIR 54.0 
LAO 47.5 
MAC 81.4 
MAA 71.9 
MSI 65.7 (N+F) 
NAU 
NEC 71.4 
NE2 77 .4 25' 
NIU 
NM[ 52 
PAU 60 UI+f) 
P~G 49.6 (~I+f) 

PHL 65.9 
KOR 74.9 
SM. 65 
SIN 7b.3 

SOL 60 Ol+f) 
TOK 
TON 63 (eI>,) 
'ruv 60 
VAN 59.3 
VTN 66 
WAf 

% 
Obese 

[% overweight] 

9.2 [35] 

[78.6] 

*-10-50 [40-80] 

[70.2/41.5++] 

++ [92.8 ] H 
[69.8/36.9 ] 
10[ 25J+ 
[69.4 ] 

[23.5/14.2++] 

[78.9/60.8++] 

[20] 

++ [38.8 ] ++ 
[24.2/22.4 ] 

[77++] 

Average gHI 2 
(weight/height ) 

24.7 

24.5 

Ind. 23.9/23.5 
Mel. 27.9/26.3 

24.5 

27.9122.9 

Average 
Smoking 

prevalence (%) 

Hyper
tension 

(%) 
Diabete. cholesterol 

prevalence (%) r,-.I/I) 

22.5 19.1 white 2.1 5.8 
Urban aboria. 14.6 

19 21.5 • 4.3 
19 8.0 

Ind. 13 Ind. 9.213.9 Ind. 12.3/3.9 
Mel. 44 Hel. 9.217.1 Hel. 8.211. 7 

46 6.7 1 

40 (M+F) 
4 

14 14.5+ 
70 7.4/3.6 

4 

• 59 23.9 
22 
27.4 18.1 • 5.B 
17 9.1 

BO 
10.5+ 

O~ 

7 
22 

3 Ind. 10.9 
Mal. 13.5 
Chn. 7.1 
1.5/1.4 

38 
31 

5 4.212.6 Z.6/0.5 5.0/4.6 

* 3.5 

[ 

81 



* ... '> 20 ye.rs 
*'**~ 13 yeafs 
+ 15-19 years just under 10%, 40-49 years just over 50% 

++ 40-59 years 
Bl'Il 25 

(~F) averase tot.l (males and females) 
, hishlands of PNG 

higher among Maori 

CAN 
CHOL -
CRB 
CVD 
DM 
INF 
INJ 
UV 
MAL 
R£S 
SEN 
TB 
UNK 

malignant neoplasms 
cholera 
c.erebr-ovascular 
diseases af heart, cardiovascular system, circulatory system 
diabetes mellitus 
'certain conditions originating in the perinatal pertod' 
injuries, accidents and suicides 
liver diseases 
malaria 
respiratory diseases 
senility 
tuberculosis 
not known 

The .bove information is collated from a variety of .ources, Including some country report •• Life e.pecta.cy and the three lead Ina cau.es of 
death are all taken from the Western Pacific Region Data Bank on Socioeconomic and Health Indicators, 1990. WPRO!WHO would be most arateful for further 
(or more up-to-date) information allowing u. to fill the gaps. 

0\ -

! 
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REGIONAL COMMITI'EE WPR/RC42/14 

Forty-second session 
Omiya, Japan 
10-16 September 1991 

24 June 1991 

ORIGINAL: ENGUSH 

Provisional agenda item 18 

HEALTHANDEMnRONMENT 

Many of the past approaches to dealing·· with 
environmental health problems are stiIJ. indispensable.· At the 
same time, however, new needs have arisen which can for 
new approaches. In particular, some of the most Serious 
environmental health problems of today stem from the 
processes of urbanization and economic development In 
many cases, they can be solved or greatly reduced if there is • 
strong support for environmental health at the highest levels 
of government and industry. Programmes for promoting 
such support and organizing activities which involve the many 
different sectors concerned with environmental health· are 

I. needed. 
. ..... 

... 
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1. INTRODUcnON 

"In 1~, Dr John Snow, having satisfied himself that an outbreak of cholera in London 
was due to faecal contamination of a water supply, suggested removal of the handle from a 
pump in Broad Street, Soho. This was done. and the outbreak came to an end (sceptics said 
that the epidemic was already declining at the time)."! In 1991, we still have outbreaks of 
cholera, but the equivalent of removing a pump handle is no longer a simple matter. The 
complexities of environmental health have moved well beyond the traditional beginninp in the .. 
World Health Organization which emphasized environmental sanitation and the problems of 
water supply. 

The contemporary concept of environmental health has grown to include an almost 
limitless variety of concerns: air pollution. water pollution, waste management (solid, liquid, 
municipal, industrial, hazardous or toxic). food safety, chemical safety, and even the potential 
disappearance of South Pacific islands because of global warming. The dangers of the 
greenhouse effect and stratospheric ozone depletion conflict with the need for economic 
growth and development. The public health official is pitted against forces that go far beyond 
the health sector's resources and political influence. 

As we enter the 199Os, environmental health issues are becoming even more complex as 
unanticipated global changes occur in the political, social and economic sectors. In the face of 
this growing complexity and these competing demands for limited resources, what can be done 
to focus our attention constructively on the important issues? 

2. EVOLVING APPROACHES 

Previous efforts to deal with environmental health issues have been organized, for the 
most part, in four programmes: community water supply and sanitation, rural and urban 
development and housing, control of environmental health hazards, and food safety. More 
recently, a fifth programme has been added in the area of chemical safety. In implementing 
these programmes WHO has traditionally provided technical advisory services, supported 
human resources development through fellowship and group training activities, and purchased 
small amounts of supplies and equipment to support the development of institutions and 
infrastructure. This has been done with varying degrees of efficiency and effectiveness, but on 
balance it has made a significant contribution to coping with increasingly severe environmental 
problems. 

Thus, despite significant population growth in the Region, overall coverage with water 
supply and sanitation facilities has increased by about 12% over the last ten years. Even where 
industrialization is rapid, environmental impact assessment has come to be accepted in a 
number of developing countries as an essential part of the development decision-making 
process. In many industrial areas where a smoking chimney was once seen only as a sign of 
prosperity, it is now also recognized as a health hazard. There is a growing awareness in 
government, industry and the public of the importance of sound environmental health 
decision-making for sustainable development. 

1:n., lAIIU', November 24, 1990, p. 1310. 



- 64-

Annex 3 

Much of the traditional work must continue. Water wells still have to be drilled; latrines 
and sewage treatment facilities still have to be constructed; pollution control equipment still 
has to be installed and maintained. Likewise we must continue to train and educate food 
handlers, environmental health technicians, engineers, programme managers, and policy-level 
decision-makers. As we attempt to deal with the ever-increasing environmental health 
problems of rapidly growing urban areas, we must not neglect the concerns that continue to 
weigh heavily on rural populations. At the same time, however, we have to supplement these 
efforts with more effective and practicable implementation and coordination methods and 
mechanisms. 

To focus WHO's attention on the main issues, the Director-General formed a 
commission on health and environment to do the following: 

- Describe the main environmental determinants affecting human health in the process 
of socioeconomic development. 

- Assess the health impact of exposure to these environmental determinants. 

- Indicate the likely trends over the next two decades. 

- Identify research needs. 

- Suggest general strategies to prevent or mitigate the most serious adverse 
environmental health trends. 

The WHO Commission on Health and Environment was established early in 1990. It is 
chaired by Mrs Simone Veil (France) and consists of 23 members. It is assisted by four 
technical panels, on energy, food and agriculture, industry, and urbanization. The 
Commission's report will be available in late 1991 and will make a major contribution to the 
United Nations Conference on Environment and Development, which will be held in Rio de 
Janeiro, Brazil. from 1 to 12 June 1992. 

The United Nations Conference on Environment and Development will outline 
international strategies and measures to halt or reverse the process of environmental 
degradation in the context of national and international efforts to promote sustainable and 
environmentally sound development. In particular, the Conference will be requested to adopt 
a programme of action for the international community for the period from 1992 to the year 
2000. It is of paramount importance that the health dimension of the environmental and 
developmental crisis should be fully reflected in this programme. 

In the Western Pacific Region, the global perspective provided by the WHO 
Commission and the United Nations Conference will be vitally important in shaping the 
environmental health programme. However, a more specific response to regional needs will be 
delineated in collaboration with national and international experts. The regional programme 
framework developed as a result of this process will give particular attention to setting 
priorities and providing guidelines for interorganizational cooperation and coordination. Such 
a framework could serve as a blueprint for the future programme planning and development 
activities of all organizations dealing with environmental health. 

Among other things, the programme reflected in this framework will focus on healthy 
urban environments, chemical safety in expanding industrial economies, and environmentally 
healthy coastal areas as an integral part of growth and development. These issues are of 
special importance to the Western Pacific Region now, as economic growth is placing an 
overload on existing environmental health infrastructures and resources. 
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3. CURRENT INITIATIVES 

In the past, attention to environmental health issues has tended to be locally focused, but 
in recent y~rs it has become abundantly clear that we must also look beyond the border of our 
own villages, cities and countries. Climatic change, stratospheric ozone depletion, acid rain, 
and the transboundary movement of toxic chemicals and hazardous wastes are only a few of 
the issues that have both local and global significance. Solving environmental health problems 
can involve marketing decisions made in industrial board rooms, economic development 
decisions made in government offices, and consumer decisions made by the end user about, for 
instance, what to do with an empty container. In the face of such a broad range of concerns, 
how do we decide what is most important? Where are WHO's key entry points? 

One promising step towards answering such questions is the preparation of a healthy 
urban environments project. 

The rapid growth of urban areas in Member States has caused severe overloading of 
urban infrastructures and services providing housing. transportation, water, energy, domestic 
and industrial waste disposal, parks and recreational areas. As a result, the quality of the living 
environment in many urban areas has deteriorated, threatening the health of the people living 
there. In particular, disadvantaged groups such as squatters and slum dwellers in underserved 
areas suffer greatly from the lack of a healthy environment and access to life-supporting 
services. 

As observed earlier this year by the World Health Assembly resolution on urban health 
development (WHA44.27), achieving desirable levels of health in an urban environment 
involves dealing with a wide range of issues affecting the physical environment, lifestyles, 
health care services and public policy. For this, environment and health considerations must 
become part of the urban planning and development processes. This requires strong 
leadership, a significant commitment of organizational resources, and well dermed mechanisms 
for integrating related efforts. In this regard, a new WHO initiative focused on the 
development of healthy urban environments is called for in the Western Pacific Region. 

Three WHO meetings have been organized which will significantly contribute to the 
delineation of this new initiative: 

(1) the Working Group on Integration of Environmental Health into Planning for 
Urban Development (Kuala Lumpur, Malaysia, 25 February - 1 March 1991); 

(2) the Working Group on Urban Health Development (Osaka, Japan, 
18-21 September 1991); and 

(3) the Meeting of the Sub-Committee on Health Promotion of the Western Pacific 
Advisory Committee on Health Research (Manila, Philippines, 7-9 October 1991). 

The recommendations of the Working Group on the Integration of Environmental 
Health into Planning for Urban Development cover the institutional requirements for 
intersectoral cooperation, the supportive mechanisms for advocacy and participation, and the 
monitoring, training and research required for programme implementation. The 
recommendations also recognize the need to develop a clear vision of what is to be 
accomplished, and a programme to achieve it. They stress the importance of marketing such a 
programme to key decision-makers and target populations so as to secure the necessary 
support. 
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The Working Group to be convened in Osaka will build on the output of the Working 
Group on Integration of Environmental Health into Planning for Urban Development. It will 
focus on the physical environment, health care services, changing lifestyles and public policy, 
delineating strategies and approaches for a healthy urban environment initiative in the Region, 
and recommending specific activities. 

The Sub-Committee on Health Promotion will examine ways to improve and protect 
health, prevent ill-health and promote well-being through behavioural, biochemical, 
socioeconomic and environmental change. Particular attention will be given to effecting such 
change in the context of the Region's healthy urban environment initiative. 

4. FUTURE PROSPECfS 

Historically, technical advisory services and human resources development have formed 
the basis for WHO's collaboration with Member States. For the most part, activities have been 
focused on specific problems, places and populations. In many respects they have been 
successful, but now more inclusive and effective approaches are needed. 

A broader base of support is needed. so that a more realistic share of the resources 
available can be devoted to the health sector. In particular this calls for stronger influence on 
the government and the private sector. 

Support at the highest levels of Government is needed so that environmental health 
considerations are included in decision-making on development. Governments have expressed 
their concern, but this still needs to be translated into far-reaching measures and realistic 
budget allocations. It must also be recognized that the causes and solutions for many 
environmental health problems lie outside the traditional health sector. Therefore, the health 
sector must become increasingly involved in the work of other sectors in order to fulfil its 
responsibilities in this area. 

The private sector, especially industry, must be influenced to take into account 
environmental health issues in their production and marketing strategies. In rapidly changing 
economies, private sector development. initiatives do not usually include adequate 
environmental health impact assessment as an integral part of the decision-making process. 
This is an area in which preventive care can be very effective for protecting the longer-term 
interests of both health and the economy. 

The new healthy urban environment initiative, together with a comprehensive 
programme framework will help to define these needs in terms of programmes. In the 1990s 
and beyond, a "business as usual" approach to environmental health problems will not suffice. 
The challenge is to learn from past mistakes, build on successes and explore new ways of 
making the environmental health programme effective. 
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REPORT OF 

A WORKING GROUP ON INTEGRATION OF ENVIRONMENTAL HEALTH 

INTO PLANNING FOR URBAN DEVELOPMENT 

Kuala Lumpur, Malaysia 

25 February - 1 March 1991 
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SUMMARY 

Objectives of the Working Group meeting: 

The objectives of the Working Group on Integration -of Environmental 
Health into Planning for Urban Development were: -

(a) to review the experience gained in programmes, projects, studies, and 
other activities involving the integration of various planning efforts to 
improve environmental health in urban areas at both the national and 
municipal levels; 

(b) to identify the environmental health problems associated with urban 
development activities; -

(c) to delineate technical and institutional options for integrating 
planning activities for urban environmental health improvement; 

(d) _ to formulate regional strategies for the improvement of urban 
environmental health management through integrated planning; and 

(e) to recommend specific activities to be carried out by WHO for the 
prof!1otion of healthy urban environments in cities and towns of the 
Region. 

Summary of proceed-jngs, conclusions and recommendations 

The Working Group meeting was attended by seventeen members from 
Australia, China, Japan, Malaysia, New Zealand, the Philippines, the Republic 
of Korea, Singapore and Viet Nam, a representative of the United Nations 
Centre for Regional Development (UNCRD) and an observer from Australia. 
The members of the Working Group presented their country reports, 
highli~hting urban environmental health problems and the link to policy, 
planrung and management mechanisms_ The WHO secretariat reviewed WHO 
activities in environmental health and urban health development and discussed 
the technical and institutional options for integration of environmental health 
into urban planning and development processes. These sessions were followed 
by the presentation of three case-studies. 

Group discussions were held in three groups to address the institutional 
arrangements required to strengthen intersectoral cooperation; the supportive 
mechanisms necessary to enhance advocacy and participation; and the 
monitoring, training and research components essential to effective programme 
implementation.- The group discussions produced the following 
recommendations: -

(1) WHO should strengthen its advocacy at the highest level of 
Government of the need to ensure that plar!ning for urban development 
and management produces a healthy and sustainable urban environment. 

(2) In carrying out its advocacy role, WHO should contact the authorities 
responsible for formulating and Implementing urban development policies 
and for urban management to promote healthy -urban environments. 
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(3) WHO should collaborate with other external sUfPort agencies to 
encourage multinational companies to take account 0 healthy urban 
environments in their developmen~, planning and marketing strategies. 

(4) WHO should form a multidisciplinary technical advisory group 
(comprising planners, environmental scientists and public health experts) 
to help formulate, develop and monitor the implementation of healthy 
urban environment programmes. 

(5) WHO should collaborate with Member States in the Region and 
international organizations to provide training courses to up~rade technical 
and professional skills required to resolve conflicts in achievmg a healthy 
urban environment, to facilitate the exchange of expertise, and to support 
related research programmes. 

(6) To promote healthy urban environments, WHO should establish a 
regional network of cities and towns. 

(7) WHO should provide guidelines and promote information sharin~ to 
strengthen intersectoral collaboration and citizen participation in planrung 
for both private and public development. 

(8) WHO should support the development of information systems at the 
country level, including computer based syste~, to manage, monitor, and 
evaluate the progress towards a healthy urban environment. 

(9) WHO should disseminate information on the relationshipbetween 
environmental and health issues; the link of environmental health 
programmes with urban development planning; and developments in 
healthy urban environment activities, including information on "good 
practice" examples in the Region. 

(10) WHO should introduce a regional project to promote clean, healthy, 
environmentally sound and sustainable cities and towns throughout the 
Region. 
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FORTY - FOURTH \lOUD HEALTH ASSOOLY WHA44.27 

Alenda item 17.2 15 Hay 1991 

URBAN HEALTH DEVELOPIWIT 

The Forty-fourth World Health Assembly, 

Noting that from 1950 to 1990 the world's urban population almost tripled, from 
734 million to 2390 million, or from 291 to 45% of the total population of the planet, 
and that the increase is continuing;· 

Aware that most of the urban population increase was in ci,ies of developing 
countries, whose urban population increased five-fold, from 286 million in 1950 to 
1515 million in 1990; 

Not.ing t.hat annual urban populat.ion growth rates of 3% or orore have been common in 
developing countries, and may continue over the next. 20 years; that such growr.h exceeds 
the capacity of a city to provide adequate resources, housing, employment and services, 
and results in the exposure of increasing numbers of urban dwellers to the hazards of 
poverty, unemployment, inadequate housing, poor sanitation, pollution, disease vectors, 
poor transport, and psychological and social stress; 

Taking account of the conclusions and recommendations of the Technical Di~cussions 
held during the Forty-fourth World Health Assembly; 

Recalling actions taken by ~~O on urban health development, 

Recognizing the need for the reappraisal of urban health systems that contribute to 
the promotion of urban health in the context of health for all; 

Noting that the WHO Commission on Health and Environment has identified urbanizat~on 
as a major driving force of development; 

Aware of the attention to urban development in the programmes of the United Nations 
Centre on Human Settlements, UNDP and UNEP, and in the preparations for the United 
Nations Conference on Environment and Development in 1992; 

1. URGES Member States: 

(1) to prevent excessive urban population growth by:. 

(a) developing national policies that maintain in balance urban population and 
infrastructure and services, including attention to family planning; 

(b) adjusting urban and rural development policies to provide incenti',es for 
the public, industry, the private sector, and government agencies, to prevent 
excessive concentration of population in potential urban problem areas; 
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(2) to strengthen the capacity for healthy urban development by: 

<a) adjusting and implementing policies at all levels to render urban 
development sustainable and to preserve an environment supportive of health; 

(b) assessing the impact on health of the policies of agencies concerned with 
energy, food, agriculture, macroeconomic planning, housing, industry, transport 
and communications, education and social welfare, and adjusting them better to 
promote healthy communities and a healthy environment in cities; 

(c) developing suitable structures an~ processes for coherent intersectoral 
and community participation in the planning and implementation of urban 
development; 

(3) to ensure that responsibilities for urban development and management, including 
health and social services, are decentralized from the national level to a level 
compatible with efficient and integrated management and technological requirements; 

(4) to give priority to the development, reorientation and strengthening of urban 
health services based on the primary health care approach, including appropriate 
referral services, with particular emphasis on responding to the needs of the urban 
poor; 

(5) to strengthen effective and full community participation in urban development, 
by promoting strong partnerships among government and community organizations, 
including nongovernmental organizations, the private sector and the local people; 

(6) to develop networks of cities and communities for health at national and 
international levels in order to increase community participation and gain political 
support for technical programmes to improve health services and environmental 
health; 

(7) to improve information and research in order to relate health data to 
environmental conditions and health services, and to measure health diff~rentials 
between parts of the town or city in order to guide municipal authorities in the 
planning and management of health development programmes; 

2. CALLS ON the community of international agencies: 

(1) to give proper attention in their programmes to the interrelation between the 
urban crisis and the growing degradation of the global environment; 

(2) to consider environmental, social and health needs when deciding on their 
priorities and service allocations and the impact of these decisions on health; 

(3) to develop new ways of providing support to national governments, municipal 
governments and community organizations to help them address urban health problems 
as part of urban development programmes; 

3. REQUESTS the Director-General: 

(1) to continue to strengthen WHO's information base and ensure its availability to 
countries and cities for addressing the hurnan and environmental health aspects of 
urban development; 

(2) to strengthen technical cooperation with and among Hember States in urban 
health development, in order to increase awareness of the needs o! the urban poor, 
develop national skills to meet these needs, and support the extension of city 
networks for health worldwide; 
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(3) to promote regional networks and interdisciplinary panels of experts and 
community leaders, to advise on health aspects of urban development; 

(4) to submit a report on progress in the imple .. ntation of this resolution to a 
future World Health Assembly through the Executive Board. 

Tvelfth plenary .eeting, 15 Kay 1991 
A44/Vll/12 
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FORTY-SECOND WORIP HEALTH ASSEtW.y WHM2.44 

Agenda item 18 2 19 May 1989 

The Forty-second World Health Assembly, 

Recalling previous resolutions on public information and education for h.a1th, in 
particular resolutions WHA27. 27, WHA27. 28 and WHA31.42; 

Stressing the importance of the proclamation in the Alma-Ata Declaration that 
"education concerning prevailing health prob1.ms and the methods of preventing and 
controlling them" is the first of the eight ba.ic el.ments of primary health care; 

Recognizing that the spirit of A1ma-Ata wa. carried forward in the Ottawa Charter 
for Health Promotion developed at the 1st International Conference on Health Promotion 
(1986) in Ottawa, Canada, and in the strategies for Healthy Public Policy developed at 
the 2nd International Conference on Health Promotion (1988) in Adelaide, Australia; 

Mindful that information and education on health matters are vital for social 
policies supportive of health promotion and public health development, for fostering 
intersectoral cooperation, and for ensuring people's participation in achieving health 
for all; 

Having due regard to the increasing importance of health promotion, information and 
education for achieving health goals, especially with the emergence of new and serious 
health problems as AIDS, as reflected in the London Declaration on the prevention of 
AIDS; 

Bearing in mind the great potential of modern mass media, and the rapid development 
in communication technology, and taking into account the evident achievements resulting 
from their use; 

Mindful of the relatively low priority so far given to health promotion and public 
information and education for health by the health sector in general and the potential 
for strengthening social marketing, educational technology, behavioural research and 
strategies and resources for health promotion, and public information and education for 
health; 

1. URGENTLY CALLS UPON Member States: 

(1) to develop, in the spirit of the Alma-Ata, Ottawa and Adelaide conferences, 
strategies for health promotion and health education as an essential element of 
primary health care and to strengthen the required infrastructure and resources at 
all levels; 

(2) to take necessary action for the training of health and related manpower in 
health promotion and health education principles and practice, including the use of 
the mass media for social marketing, health advocacy and education for health; 
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(3) to make wider use of mass media and actively involve the media sector in health 
promotion and education of the public in support of national health-for-all 
strategies; 

(4) to strengthen cooperation and encourage the exchange of experience in the 
development and application of health promotion strategies and communication and 
education technology, including technical cooperation among developing and developed 
countries; 

2. CALLS UPON the Director-General: 

(1) to provide support to Kember States in strengthening national capabilities in 
all aspects of health promotion, and public information and education for health, 
particularly the training of manpower; 

(2) to pay particular attention to research and the development of new and more 
effective methodologies and strategies, in the fields of health promotion and public 
information and education for health, and to the evaluation of their impact on 
individual life-styles, the health of families and communities, and the health 
status of the population; 

(3) to promote the documentation of significant experiences of Kember States 
regarding health promotion and health education, and its dissemination through WHO 
publications; 

(4) to submit a progress report to the Forty-fifth World Health Assembly. 

Thirteenth plenary meeting, 19 Kay 1989 
A42/VR/l3 
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Charter 
The first International Conference on Health Promotion, meeting in Ottawa this 21st day of November 1986 

hereby presents this CHARTER for action to achieve Health for All by the year 2000 and beyond. ' 
This conference was primarily a response to growing expectations for a new public health movement around 

the world. Discussions focused on the needs in industrialized countries, but took into account similar concerns 
in all other regions. It built on the progress made through the Declaration on Primary Health Care at Alma Ata, 
the World Health Organization's Targets for Health for All document, and the recent debate at the World Health 
Assembly on intersectoral action for health. 

HEAl. TH PROMOTION 
Health promotion is the process of enabling people to increase control over, and to improve, their health. To reach a state of 

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

PREREQUISITES FOR HEALTH 
The fundamental conditions and resources for health are peace, shelter, education, food, income, a stable eco-system, 

sustainable resources, social justice and equity. Improvement in health requires a secure foundation in these basic prerequisites. 

ADVOCATE 
Good health is a malor resource for social, economic and personal development and an important dimension of quality of life. 

Political, economic, social, cultural, environmental, behavioural and biological factors can all favour health or be harmful to it. Health 
promotion action aims at making these conditions favourable through advocacy for health. 

ENABLE 
Health promotion focuses on achieving equity in health. Health promotion action aims at reducing differences in current health 

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

MEDIATE 
The prerequisites and prospects for health cannot be ensured by the health sector alone. More importantly, health promotion 

demands coordinated action by all concerned: by governments, by health and other social and economic sectors, by non
governmental and voluntary organizations, by local authorities, by industry and by the media. People in all walks of life are involved 
as individuals, families and communities. Professional and social groups and health personnel have a major responsibility to 
mediate between differing interests in society for the pursuit of health. 

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

HEAl. TH PROMOTION ACTION MEANS: 
BUILD HEALTHY PUBLIC POLICY 

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

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

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

CREATE SUPPORTIVE ENVIRONMENTS 
Our societies are complex and interrelated. Health cannot be separated from other goals. The inextricable links between people 

and their environment constitutes the basis for a socio-ecological approach to health. The overall guiding prinCiple for the world, 
nations regions and communities alike, is the need to encourage reciprocal maintenance - to take care of each other, our 
commu'nities and our natural environment. The conservation of natural resources throughout the world should be emphaSized as a 

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

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

STRENGTHEN COMMUNITY ACTION 
Health promotion works through concrete and effective community action in setting priorities, making decisions, planning 

strategies and implementing them to achieve better health. At the heart of this process is the empowerment of communities, their 
ownership and control of their own endeavours and destinies. 

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

DEVELOP PERSONAL SKILLS 
Health promotion supports personal and social development through providing information, education for health and enhancing 

life skills. By so doing, it increases the options available to people to exercise more control over their own health and over their 
environments, and to make choices conducive to health. 

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

REORIENT HEALTH SERVICES 
The responsibility for health promotion in health services is shared among individuals, community groups, health professionals, 

health service institutions and governments. They must work together towards a health care system which contributes to the pursuit 
of health. 

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

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

MOVING INTO THE FUTURE 
Health is created and lived by people within the settings of their everyday life; where they learn, work, play and love. Health is 

created by caring for oneself and others, by being able to take decisions and have control over one's life circumstances, and by 
ensuring that the society one lives in creates conditions that allow the attainment of health by all its members. 

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

COMMITMENT TO HEALTH PROMOTION 
The participants in this conference pledge: 
to move into the arena of healthy public policy. and to advocate a clear political commitment to health and equity in all sectors; 
to counteract the pressures towards harmful products, resource depletion, unhealthy living conditions and environments, and 
bad nutrition; and to focus attention on public health issues such as pollution, occupational hazards, housing and settlements; 
to respond to the health gap within and between SOCieties, and to tackle the inequities in health produced by the rules and 
practices of these societies; 
to acknowledge people as the main health resource; to support and enable them to keep themselves, their families and friends 
healthy through financial and other means, and to accept the community as the essential voice in matters of its health, living 
conditions and well-being; 
to reorient health services and their resources towards the promotion of health; and to share power with other sectors, other 
disciplines and most importantly with people themselves; 
to recognize health and its maintenance as a major social investment and challenge; and to address the overall ecological issue of 
our ways of living. 

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

CALL FOR INTERNATIONAL ACTION 
The Conference calls on the World Health Organization and other international organizations to advocate the promotion of health 

in all appropriate forums and to support countries in setting up strategies and programmes for health promotion. 
The Conference is firmly convinced that if people in all walks of life, nongovernmental and voluntary organizations, governments, 

the World Health Organization and all other bodies concerned jOin forces in introducing strategies for health promotion. in line with 
the moral and social values that form the basis of this CHARTER, Health For All by the year 2000 will become a reality. 
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Conference Statement 

The Adelaide Recommendations 

The adoption of the Declaration of Alma Ata a decade ago was a major milestone in the Health for All 
movement which the World Health Assembly launched in 1977. Building on the recognition of health 

• as a fundamental social goal. the Declaration set a new direction for health policy by emphasizing people's 
involvement. co-operation between sectors of society. and primary health care as its foundation, 

The Spirit of Alma Ata 
The spirit of Alma Ata was carried forward in 
the Charter ior Health Promotion which was 
adopted In Ottawa In 1986. The Charter set the 
challenge for a mo\'e towards the new public 
health by reaftinning social justice and equity 
as prerequisites for health. and advocacy and 
mediation as the processes ior their 
achle\·emenl. 

The Charter identified five health promo
lion action areas: build Health~' Public Policy. 
create supportive environments. develop per
sonal skills. strengthen community action. and 
reorient health ser\'ices. 

These actions are interdependent. but 
Healthy Public Policy establishes the em'iron
ment that makes the other iour possible. 

The Adelaide Conierence on Healthy 
Public Policy continued in the direction set at 
_\lma Ata and Ottawa. and built on their 
momentum. Two hundred and twenty partici
pants irom iOI1\·-two countries shared 
experiences in iormulating and implementing 
Healthy Public Policy. The following recom
mended strategies for Healthy Public Policy 
action reflect the consensus achieved at the 
Conierence. 

Healthy Public Policy 
Hc:alth\' Public PoliC\' is characterized b\' an 
explicit concern ior health and equit\' in all 
areas of poliC\' and b\' an accountabilitv for 
health impact. The main aim of Healthy Public 
Policy is to create a supportive environment to 
enable people to lead healthy lives. Such a 
policy makes healthy choices possible or easier 
ior citizens. It makes social and physical em'i
ronments health-enhancing. In the pursuit of 

Healthy Public Policy. government sectors 'Con
cerned with agriculture. trade. education. 
industry. and communications need to take 
account of health as an essential factor when 
formulating policy. These sectors should be 
accountable for the health consequences of 
their policy decisions. They should pay as much 
attention to health as to economic 
conSiderations. 

The \'alue of Health 

Health is both a fundamental human nght and 
a sound social investment. Governments need 
to Invest resources in Healthy Public Policy and 
health promotion in order to raise the health 
status of all their citizens. A basIC pnnciple of 
social justice is to ensure that people have 
access to the'essentials ior a healthy and satis
fying liie. This. at the same time. raises overall 
societal productivity in both social and eco
nomic terms. Healthy Public Policy in the short 
term will lead to long-term economic benefits 
as shown by the case studies presented at this 
Conference. New efforts must be made 10 link 
economic. social. and health policies into inte
grated action. 

Equity. Access. and Development 

Inequalities in health are rooted In inequities in 
~. Closing the health gap between socially 
and educationally disadvantaged people and 
more advantaged people requires a policy that 
will improve access to health-enhancing goods 
and services. and create supportive environ
ments. Such a policy would assign high priority 
to underprivileged and vulnerable groups. Fur
thermore. a Healthy Puhlic Policy recognizes 
the unique culture of indigenou, peoples. 

ethnic minoritirS. andimmigrant>.fQuat
access to health services. particularly commu
nity health care. is a vital aspect of equity in 
health. 

New inequalities in health may folio\\' 
'rapid structural change caused by emerging 
technologies. The iirst target of the European 
Region of the World Health Organization. in 
moving towards Health ior All. is that: 

by the year 2000. the actual differences in 
health stutus be/ween countries and between 
groups within countries should be reduced by 
at least 25% by improving the level of health of 
disadvantaged nations and groups. 

In view of the large health gaps between 
countries. which this Conference has examined. 
the developed countries have an obligation to 
ensure that their own policies have a positive 
health impact on developing nations. The Con
ference recommends that all countries develop 
Healthy Public Policies that explicitly address 
this issue. 

Accountability for Health" 
The recommendations o( this'Conferencewill' 
be realized only if governments at national. 
regional. and local levels take action. The devel
opment of Healthy Public Policy is as important 
at the local levels of government as it is nation
ally. Governments should set explicit health 
goals that emphasize health promotion. 

Public accountability for health is an 
essential nutrient for the growth of Health\' 
Public Policy. Governments and all other con
trollers of resources are ultimately accountable 
to their people for the health consequences of 
their policies. or lack of policies. A commit
ment to Healthy Public Policy means that 



go\'ernments must measure and report the 
health impact of their policies in language that 
all groups in society readily understand. Com· 
munity aclion is central to the fostering of 
Healthy Public Policy. Taking education and 
literacy into account. special efforts must be 
made to communicate with those groups most 
affected by the policy concerned. 

The Conference emphaSizes the need to 
e\'aluate the impact of policy. Health informa· 
tion systems that support this process need to 
be developed. This will encourage informed 
decision· making over the future allocation of 
resources for the implementation of Healthy 
Public Policy. 

~lo\'ing beyond Health Care 

Healthy Public Policy responds to the chal· 
lenges in health set by an increasingly dynamic 
and technologically changing world. with its 
complex ecological interactions and growing 
international interdependenCies. ~lany of the 
health consequences of these challenges cannot 
be remedied by present and foreseeable health 
care. Health promotion efforts are essential and 
these require an integrated approach to social 
and economic de\'elopment which will re·estab· 
lish the links between health and social reform. 
which the World Health Organisation policies 
of the past decade ha\'e addressed as a basic 
principle. 

Partners in the Policy Process 

Government plays an important role in health. 
but health is also influenced greatly by corpo· 
rate and business interests. non·governmental 
bodies. and community organizations. Their 
potential for presen'ing and promoting people's 
health should be encouraged. Trade unions. 
commerce and industry. academic associations. 
and religious leaders have many opportunities 
to act in the health interests of the whole 
community. !\ew alliances must be forged to 
provide the impetus for health action. 

Action Areas 
The Conference identified four key areas as 
priorities for Healthy Public Policy for imme· 
diate action: 

Supporting the Health of Women 

Women are the primary health promoters all 
over the world. and most of thm work is 
performed without payor for a minimal wage. 
Women's networks and organizations are 
models for the process of health promotion 
organization. planning. and Implementation. 
Women's networks should receive more recog· 
nition and support from poliC\··makers and 
established institutions. Otherwise. this invest· 
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ment ofwomen's labour increases inequity. 
For their effective participation in health 

promotion women require access to informa· 
tion. networks. and funds. All women. 
especially those from ethnic. indigenous. and 
minority groups. have the right to self·determi· 
nation of their health. and should be full 
partners in the formulation of Healthy Public 
Policy to ensure its cultural relevance. 

This Conference proposes that countries 
start developing a national women's Healthy 
Public Policy in which women's own health 
agendas are central and which includes pro· 
posals for: 
• equal sharing of caring work performed in 

society; 
• birthing practices based on women's prefer. 

ences and needs; 
• supportive mechanisms for caring work. such 

as support for mothers with children. parental 
leave. and dependent health·care leave. 

Food and Nutrition 

The elimination of hunger and malnutrition is 
a fundamental objective of Healthy Public 
Policy. Such policy should guarantee universal 
access to adequate amounts of health\' food in 
culturally acceptable ways. Food and nutrition 
policies need to integrate methods of food pro· 
duction and distribution. both private and 
public. to achieve equitable access to food at 
affordable prices. 

A food and nutrition policy that integrates 
agricultural. economic. and environmental fac· 
tors to ensure a positive national and' 
international health impact should be a pnority 
for all governments. The first stage of such a 
policy would be the establishment of goals for 
nutrition and diet. Taxation and subsidies 
should discriminate in favour of easy access for 
all to healthy food and an improved diet. 

The Conference recommends that govern· 
ments take immediate and direct action at all 
levels to use their purchasing power in the food 
market to ensure that the food·supply under 
their specific control (such as catering in hospi
tals. schools. day·care centres. welfare services. 
and workplaces I gives consumers ready access 
to nutritious food. 

Tobacco and Alcohol 

The use of tobacco and the abuse of alcohol are 
two major health hazards that deserve imme· 
diate action through the development of 
Healthy Public Policies. Not only is tobacco 
directly injurious to the health of the smoker 
but the health consequences of passive 
smoking. especially to infants. are now more 
clearly recognized than in the past. Alcohol 
contributes to social discord. and physical and 
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mental trauma. Additionally. the serious eco· 
logical consequences of the use of tobacco as a 
cash crop in impoverished economies have con· 
tributed to the current world crisis in food 
production and distribution. 

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

This Conference calls on all governments 
to consider the price thev are paying in lost 
human potential by abetting the loss of life and 
illness that tobacco smoking and alcohol abuse 
cause. Governments should commit themselves 
to the development of Healthy Public Policy by 
setting nationally determined targets to reduce 
tobacco growing and alcohol production. mar· 
keting. and consumption significantly by the 
year 2000. 

Creating Supportive Environments 

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

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

A commitment by all levels of goVernment 
is required. Co·ordinated intersectoral efforts 
are needed to ensure that health considerations 
are regarded as integral prerequisites for indus
trial and agricultural development. At an 
international level. the World Health Organiza· 
tion should playa major role in achieving 
acceptance of such principles and should sup· 
port the concept of sustainable development. 

This Conference advocates that. as a 
priority. the public health and ecological move· 
ments join together to develop strategies in 
pursuit of socio-economic development and the 
conservation of our planers limited resources. 

Developing New Health Alliances 
The commitment to Healthy Public Policy 
demands an approach that emphasizes consul· 
tation and negotiation. Healthy Public Policy 
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requires strong advocates who put health high 
on the agenda of policy-makers. This means 
fostering the work of advocacy groups and 
helping the media to interpret complex policy 
issues. 

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

The Conference recommends that local. 
national. and international bodies: 
• establish clearing· houses to promote good 

practice in developing Healthy Public Policy: 
• develop networks of research workers. 

training personnel. and programme managers 
to help analyse and implement Healthy Public 
Policy. 

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

Future Challenges 
1. Ensuring an equitable distribution of 

resources even in adverse economic circum· 
stances is a challenge for all nations. 

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

3. The most fundamental challenge for indio 
vidual nations and international agencies in 
achieving Healthy Public Policy is to 
encourage collaboration lor developing part
nerships) in peace. human rights and social 
justice. ecology. and sustainable develop
ment around the globe. 

4. In most countries. health is the responsi-
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bility of bodies at different political levels. 
In the pursuit of better health it is desirable 
to find new ways for collaboration within and 
between these levels. 

5. Healthy Public Policy must ensure that 
advances in health-care technology help 
rather than hinder the process of achieving 
improvements in equity. 

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

Renewal of Commitment 
In the interests oi global health. the partici
pants at the Adelaide Conference urge all 
concerned to reaffirm the commitment to a 
strong public health alliance that the Ottawa 
Charter called for. 
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SUNDSVALL STATEMENT ON SUPPORTIVE ENVIRONMENTS 

(Statement from the Sundsvall Conference 
3rd International Conference on HeaIth Promotion 

Sundsvall, Sweden, 
9 - 15 June 1991) 
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---------------------------------------------------------------------------------------------------------------
The SUlldsvall COllferellce 011 supportive ellvirOllmell/s for health fits illlo a sequellce oj evelllS which 
begall with the commi/lllelll oj the WHO to the goals of Health For All (1977) was followed by /he 
Declaratioll of Alllla A/a all Primary Health Cart' (1978) alld the Firstllllerlla/iollal COlljerellce all 
Health Promotioll ill Illdustrialized Coull/ries. ill Ollawa (1986). Subsequelll cOllferellces 011 Healthv 
Pllblic Policy ill Adelaide (1988) alld a Calljor Actioll: Health Promotioll ill Developillg CoulI/ries. 
ill Gelleva (1989) havefurther df!\'eloped the relemllce alld meallillg of heal/II promotioll./1I parallel 
wi/h these d/!l.'elopmell/s ill the heal/h arella, there has beell grow/h ill public cOllcern over the threats 
/0 the global em'irollmelll. This was clearly expressed by the World Commissioll 011 Ellvirollmellt alld 
Del'elopmellt ill its report Our Commoll Future which df!\'t!loped a new ullderstalldillg oj tile 
imperatil'e of Sllstaillable developmelll. 

Supportive environments for health 
The Sundsvall Statement: 
The Sundsvall Conference on Health Promotion being the first global 
conference on health promotion with participants from 81 countries 
calls upon people worldwide to actively engage in making environment 
more supportive of health. Merging the health and environmental issues 
of today, the conference pointed out that millions of people are living in 
extreme poverty and deprivation in an increasingly degraded 
environment that threatens their health, which makes the goal of Health 
For All 2000 extremely hard to achieve. The way forward lies in 
making the environment - the physical environment, the social and 
economic environment, and the political environment - supportive to 
health rather than damaging to it. 

The conference identified many examples and approaches for creating 
supportive enviroments that can be used by policymakers, 
decisionmakers and community activists in the health and environment 
sectors. In the opinion of the Sundsvall conference everyone has a role 
in creating supportive environments for health, 

A call for action 
This call for action is directed towards policymakers and 
decision takers in all relevant sectors and at all levels. 
Advocates and activists for health, environment and social 
justice are urged to form a broad alliance towards the 
common goal of Health for All. We conference participants 
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are pledged to take this message back our communities, 
countries and governments to initiate action. We also call 
upon the UN agencies to strengthen their co-operation and to 
challenge each other to be truly committed to sustainable 
development and equity. 

A supportive environment is of paramount importance for health. The 
two are interdependent and inseparable. We urge that the achievement 
of both be made central objectives in the setting of priorities for 
development, and given precedence in resolving competing interests in 
the everyday management of government policies. 

Inequities are reflected in a widening gap in health both within our 
nations and between North and South. This is intolerable. Action to 
achieve social justice in health is urgently needed. Millions of people are 
living in extreme poverty and deprivation in an increasingly degraded 
environment in both urban' and rural areas. An unforseen and 
frightening number of people suffer from the tragic consequences of 
armed conflicts on health and welfare. Rapid population growth is a 
major threat to sustainable development. People have to survive without 
clean water, adequate food, shelter and sanitation. 

Poverty locks up the ambitions and dreams of building a better future; 
and a limited access to political structures undermines the basis for self 
determenation. For many education is unavailable or insufficient, or, in 
its present forms, fails to enable and empower. Millions of children lack 
access to basic education and have little hope for a better future. 
Women, the majority of the worlds population, are still oppressed. They 
are sexually exploited and suffer from discrimation in the labour 
market and many other areas which prevents them from playing a full 
role in creating supportive environment. 

More than a billion people worldwidt:: have inadequate access to essential 
health care. Health care systems undoubtedly need to be strengthened. 
The solution to these massive problems lies in social action for health 
and the resources and creativity of individuals and their communities. 
Releasing this potential requires fundamental change in the way we view 
our health and our environment and a _ clear, strong political 
commitment to sustainable health and environmental policies. The 
solutions lie beyond the traditional health system. 
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Initiative and implementation has to come from all sectors that can 
contribute to health supportive environments and be acted on by people 
in local communities, nationally by government and nongovernmental 
organizations, and globally through international organizations. Action 
will involve predominantly such sectors as education, transport, housing 
and urban development, and industrial production and agriculture. 

Dimensions of action on supportive environments 
for health 

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

The conference highlighted four aspects of supportive environments in 
particular: 

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

the political dimension which requires governments to guarantee 
democratic participation in decision making and the decentralization of 
responsibilities and resources. It also requires a committment to human 
rights, peace and a shifting of resources from the arms race in line with 
concepts of global security. 

the economic dimension which requires a rechannelling of resources 
for the achievement of Health For All and sustainable development 
including a transfer of safe and secure tecnology. 
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the recognition and use of womens' skills and knowledge in all 
sectors, including policy and economy, would lead to the development 
of a more positive infrastructure for supportive environment. The 
burden of the workload of women must be recognized and shared 
between men and women. Womens community based organisations must 
have a stronger voice in the development of health promotion policies 
and structures. 

Proposals for action 

The SUNDSY ALL Conference on Supportive Environments for Health 
is in agreement, that proposals to implement the Health For All 
strategies must reflect two basic principles: 

Equity must be a basic priority in creating supportive environments 
for health releasing energy and creative power by including all human 
beings in this unique ende~vour All policies that aim at sustainable 
development must be subjected to new types of accountability 
procedures so as to achieve and equtable distribution of responsibilities 
and resources. All action and resource allocation must give a clear 
priority and committment towards the very poorest, alleviating the 
extra hardship on the marginalised, minority groups, and people with 
disabilities. The industrialized world needs to pay the environmental and 
human debt that is accumulated through exploitation of the developing 
world. 

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

It can be done: 
strengthening social action 

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

By using the examples presented at the conference four key public 
health action strategies emerged in support of creating supportive 
environments at communtiy level: 

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

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

3. Building alliances for heaith and supportive enviroments in order 
to strengthen the cooperation between health and environmental 
campaigns and strategies. 

4. Mediating between conflicting interests in society in order to 
ensure equitable access to supportive environment for health. 

In summary, empowerment of people and community participation 
emerged as the essence of a democratic health promotion approach and 
the driving force for self reliance and development. 

Participants of the conference recognized in particular that education is 
a basic human right and a key element to bring about the political, 
economic and social changes needed to make health a possibility for all. 
It should be accessible throughout life and uphold the principle of 
equity, particularly with respect to cuitur, social class and gender. 

The global perspective 

Humankind forms an integral part of Earth's ecosystem. Peoples' health 
is fundamentally interlinked with the total ~nvironment. All available 
information indicates that it will not be possible to sustain quality of life 
for human beings and all living species, unless drastic changes in 
attitudes and behaviours at al levels are adopted with regard to the 
management and preservation of the environment. 
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Concerted action for a sustainable, supportive environment for health is 
the challenge of our times. 

At the international level there are large differences in percapita income 
leading to inequalities not only in access to health but also in the 
capacity of societies to improve and sustain a decent quality of life for 
future generations. Emigration from rural to urban areas drastically 
increases the number of people living in slums with accompanying 
problems including a lack of clean water and sanitation. 

Political decision making and industrial development is too often based 
on short term planning and economic gains, which do not take into 
account the true costs to our health and the environment. The 
international debt is seriously draining the scarce resources of the poor 
countries. Military expenditure is increasing, and war, which causes 
deaths and disability, is now introducing new forms of ecological 
vandalism. 

Exploitation of the labour force, exporta~ion of hazardous waste and 
substances, the dumping of toxic waste, particularly in the weaker and 
poorer nations, the wasteful consumption of world resources, all 
demonstrate that the present approach to development is in crisis. There 
is an urgent need to advance towards new ethics and global legislation 
based on peaceful co-existence to allow for a more equitable distribution 
and utilization of the Earth's limited resources. 

Achieving global accountability 

The SUNDSV ALL conference calls upon the international community 
to establish new mechanisms of health end ecological accountability that 
build on the principles of sustainable health development. In practice 
this requires health and environmental impact statesments for major 
policy and programme initiatives. WHO and UNEP are urged to 
strengthen their efforts to develop codes of conduct on the trade and 
marketing of substancers and products harmful to health and the 
environment, 

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

The Sundsvall Conference has demonstrated that the issues of health, 
environment and human development cannot be seperated. Development 
must imply the improvement in the quality of life and health while 
preserving the sustainability of the environment. 

The Conference participants therefore urges the UN Conference on 
Environment and Development (UNCED) in Rio de Janeiro 1992 to 
take the conference statement into account in its deliberation in 
developing the EARTH CHARTER and Agenda 21. Health goals must 
figure prominently in both. Only worldwide action based on global 
partners hi p will ensure the futll:re of our planet. 

-------------------------------------------------------------------;--------------------------------------------

This statemelll is the first of three Oil/comes /0 the SUllds"all COl/ferel/ce. The cOllferellce report alld 

halldbook will expalld the prillciples of the stalemellt ill the form of practical actiol/s for the future at 

all levels. As sucll tire three documeJlts togetirer fOl"m a coherellllVay forward. 
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1. Introduction 

The WHO's Regional Office for Europe's Regional Strategy: "Health for 
all by the year 2000" (Document EURIRC 30/H) defines as one of the 
three areas of special concern for future efforts in health policy and 
education the furthering of lifestyles which are conducive to health. The 
document makes the recommendation that measures aimed both at indi
viduals and at communities should be developed and implemented with 
this end in mind. It specifically points out that socio-economic living 
conditions have a significant influence on the creation of lifestyles condu
cive to health. The tendency to move towards a social concept of health. 
which the Regional Strategy implies. has given rise to a .. Regional Prog
ramme for Health Education and Lifestyles" (Document EURIRC 311 
10). This establishes three areas of activity: 

- health promotion. 

- preventive health education. 

- supportive health education. 

The socio-economic and socio-cultural living-conditions are seen in this 
programme as structural factors in the development of lifestyles condu
cive to health. Individual decisions concerning health behaviour are seen 
as being dependent on working and living conditions. the influence of 
which has been largely ignored by a concept of health-promotion which is 
exclusively oriented towards the individual. It is therefore suggested that 
the social networks within which we live should be taken as the 
framework for the development of health programmes: thus health 
behaviour will regain its social dimension - which would be in line with 
the WHO definition of health. which covers social as well as physical and 
psychological well- being. 

The two WHO-EURO-Documents mentioned formulate a series of 
problems for health education. for the solving of which a series of dif
ferentiated steps are necessary. The concept of "lifestyles" requires 
sociological. socio-psychological and socio-epidemiological investigation 
if it is to prove useful for specific health-promotion programmes. For this 
reason an intensive conceptualisation phase was carried out and the 
results of this work were discussed at various conferences of expcrts 
arranged by the Regional Office. The results of these conferences had a 
lasting influence on the further refining of the lifestyle concept. 

In view of the decision to deal with the concept of lifestyles and its 
significance for health measures during the technical discussion at the 
33rd Regional Committee meeting in Madrid in 19H3. the Federal 
Republic of Germany stated its willingness, together with the WHO Reg
ional Office for Europe. to lend its financial and organisational support to 
an international exchange of ideas on the effects of living conditions and 
lifestyles on health. This meeting was intended. on the one hand, to 
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document and discuss the state of development of the lifestyle-concept 
and, on the other hand, to investigctte how far this concept could be 
implemented in health educatien and health policy-making. In line with 
these aims, experts in the areas of sociology, health-education and health 
policy were invited in order to allow for as wide-ranging as possible a 
discussion and evaluation of the working-papers. 

2. Content and aims of the meeting 

In the search for reasons why health education concepts have hitherto 
been lacking in effectiveness and efficiency one particular factor is seen to 
be their primary concern with individually discernible indicators of medi
cal "wrong behaviour". The socio-medical expression for this concern is 
the .. risk-factor model'·. According to this model, health and illness 
behaviour are seen as a complex of biochemically and physiologically 
establishable factors in the individual- a complex which can be changed 
by appropriate causally demonstrable activities or intervention in the 
daily process of living. Eating habits, consumption of alcohol, tobacco 
etc., lack of physical activity, are, among others, seen as areas of indi
vidual behaviour which can be specilically intluenced in a framework of 
prevention and intervention studies. A scientific survey of such studies 
has recently proved, however, that their strategic and methodological 
conception is inadequate and ineffectual; positive effects have not been 
forthcoming, and their suitability has to be put in doubt. It is not surpris
ing. therefore. that a greater sociological orientation is taking over in the 
theory and practice of health-education. health policy-making. and 
epidemiology. 

The point of departure for a change of approach is the view that human 
behaviour is a complex of (behavioural) structures and sequences which 
develop and manifest themselves in specific economic, ecological, social 
and cultural conditions and circumstances. Health behaviour is thus to be 
seen as a part of these structures; it is formed by them and also itself 
intluences them. The link between cause and effects of these modes of 
behaviour is not entirely unambiguous. In intervening in this network of 
relationships one has to remember that certain modes of behaviour and 
the life in which they are manifcsted display several levels; in addition. 
one has to reckon with the fact that the effects of individual intervention
ist measures cannot be completely controlled. 

In this connection human behaviour is seen as an excerpt. taken at one 
particular moment, from a lifelong process of socialisation; its meaning 
and function emerge above all against a background of the life-history of 
the individual. Because human behaviour is regarded as an ongoing pro
cess, alterations to this process can be allempted, provided the social and 
individual conditions of its development and the societal conditions and 
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lifestyles are taken into account. Behaviour involving a health risk is thus 
seen not just as a result of an individual decision, but, above all, should be 
analysed also in terms of its social, cultural and economic dependence and 
functionality, before apparently promising preventive and interventive 
strategies are tried out. In this way the classic epidemiological concept has 
to have its social dimension added, i.e. for health education and health 
measures a socio-epidemiological concept has to be developed which 
encompasses social as well as individual indicators. 

The aims of the meeting were: 

(a) an overview of sociological and psychological concepts and research 
results concerning personality development and lifestyles; 

(b) an overview of sociological concepts and research results concerning 
living conditions and lifestyles; 

(c) an overview of socio-epidemiological concepts and research results 
concerning preventive and interventive studies of behaviour involv
ing a health risk; 

(d) an evaluation of the relevance of the lifestyle concept for health 
policy and health education; 

(e) the development of recommendations for political decision-makers 
nationally and internationally, concerning future activities and 
measures in the area of health, health education and health research. 

Background papers on the first four aims were produced which aimed to 
provide an overview of the problem area. The participants were 
requested to express their views from their own national point of view on 
these papers. The ensuing discussion was meant to lead on to the task of 
pinpointing and recommending possible ways of incorporating the life
style concept in concrete programmes. 

3. Opening of meeting and welcoming of participants 

Dr. Kickbusch (WHO-EURO Regional Officer for health education), in 
her words of welcome, pointed out that the WHO Regional Office for 
Europe, in organising this meeting expected significant progress to be 
made in the concretisation of the lifestyle concept. The concept had an 
important position and function for the realisation of the Regional 
Strategy "Health for all by the year 2000" because of the fact that 
Europe was the only region of WHO in which work was being undertaken 
on the health problems of industrialised states. The move towards a social 
concept of health had therefore to be seen as a reaction to the specific 
social, political and cultural conditions in these states. However, the mul
tiplicity of social and political systems within Europe should also not be 
forgotten; the question of transferability of the lifestyle-concept to all 
member states of WHO-EURO had to be carefully examined in every 
case. 
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Dr. Voigt lander (Federal Ministry for Youth, Family and Health) stres
sed the significance of the lifestyle-concept in connection with increased 
social responsibility for the health of each individual in society. Health 
should not be seen merely as a private but also as a public good, the 
preservation and furthering of which was one of the most important 
collective tasks of any society. 

The conference chairman, Prof. Levin (Yale University), in his introduc
tory remarks stressed that the lifestyle-concept could provide a source of 
inspiration to public health programmes if it could be made more precise 
at three levels: 

1. Health policy: The implications of the concept for the public health 
system had to be established for three areas: programmatic and legis
lative developments and health promotion. 

2. Prevelllive and intervelllioll measures: The innovative character and 
the strategic implications for the furthering of health and for health 
education must be presented and communicated in a practical manner. 

3. Research: Gaps in both basic and applied research and ways of bridg
ing these must be listed individually. 

4. The Scientific background of the lifestyle concept 

In health research the concept of "lifestyles" was reintroduced into sci
entific discussion in connection with criticism of the risk-factor model. At 
the turn of the century social medicine and epidemiology had a relatively 
easy task in identifying the pathogenic factors causing the infectious ill
nesses of the time; but now the pattern of illness in highly industrialised 
states has changed radically - for example the increase in cardio
vascular disease and various forms of cancer etc. - and this has reduced 
the predictive reliability of classical medicine. The so-called "civilisation 
diseases", as the name suggests, cannot be subjected to the type of analysis 
and therapy favoured by medicine, which is exclusively aimed at the 
individual. These are not just diseases caused by civilisation, but clearly 
also diseases of civilisation, which receive their expression in individual 
cases. The term "psycho-social factors", which is used to explain. for 
example, cardio-vascular diseases, is a whole complex of factors innuenc
ing our health which are to be found largely in the social, political and 
cultural side of life. These factors influence the everyday behaviour of 
people at their place of work, their place of education. in the family, their 
leisure activities, without it being possible to influence the often detri
mental effects on health in individual cases. Health risks are not only to 
be ascribed to individual behaviour, but, particularly in industrialised 
societies, have largely social, political and cultural causes. 
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In the risk-factor model, health-risk behaviour is only examined on the 
level of individual patterns of beha"iour, and it is assumed that these can 
give rise to specific illnesses. The assumption is made that we are entirely 
free to make a choice for or against health; at least it is assumed that the 
individual can reduce the risk to his or her health by making appropriate 
decisions, for example in areas like nutrition, consumption of tobacco and 
alcohol, amount of exercise taken. Prevention and intervention prog
rammes have however shown, by their partial lack of results, that the 
social dimension of health, that is, above all, the conditions and lifestyle 
of individuals and groups within the population, have a considerable 
inHuence on the genesis and the treatment of .. civilisation diseases" . 

The rediscovery of a health system which had been temporarily neglected 
- namely social networks like the family, neighbours, friends, leisure 
groups etc., in which people exist as social beings - a rediscovery which 
was expedited by the failure of these studies - has focused attention on 
the sociological and socio-epidemiological factors linked with the occur
rence, development and treatment of health-risk behaviour. Terms like 
"lifestyles", "living conditions", "quality of life" are now being used with 
increasing frequency in discussions on health promotion and health edu
cation. 

As far as the meaning of the concept of "lifestyles" is concerned, its 
introduction into health promotion and health education programmes has 
been difficult: 

- In Anglo-American usage the term "lifestyle" has, since 1970, 
appeared increasingly frequent in scientific literature on health problems. 
Without taking into account its sociological history, the word "lifestyle" is 
generally taken to mean here a special form of behaviour, for example 
smoking, drinking alcohol, etc. In connection with the commercial exploi
tation of health problems in the form of fitness programmes, "lifestyle 
programmes" , anti-smoking or drinking therapy, etc., the excessive use of 
the term "lifestyle" has unfortunate connotations for health educators. 
This fashionable use of a genuine sociological term seems to them to be 
inappropriate for health promotion programmes. However, the term con
tinues to be used in specialist literature without any sociological or 
socio-psychological basis. The confusion and ambiguities found there 
only make the task of establishing the term's conceptual meaning even 
more difficult. 

- In German, the term .. Lebensweise" has a sociological tradition 
stretching back to Max Weber (other authors trace it back as far as 
Marx). However the term has been used relatively infrequently in recent 
times. The use of the term" Lebensstil" to translate the word "lifestyle" 
occurs mainly in the area of research into young people, where it is used 
to denote specific" subcultural lifestyles" of individual groups of young 
people. 
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_ In French the term "style de vie", were it used to translate "lifestyle", 
would have strong associations with certain advertisements and would 
suggest a stylish way of living in the sense of fashionable, status
conscious. The translation" mode de vie" would seem more appropriate 
even if this does not completely cover the meaning of "lifestyle". There 
are similar problems for other European languages, and the precise con
cept therefore has to be established for each country. 

These conceptual difficulties have, however, in the unanimous view of the 
participants of the meeting, no significance for assessing the health-risk 
problems and relating them to the socio-structural conditions in the indi
vidual countries of Europe. 

5, The suggested lifestyle concept of the Regional Office for Europe 
of the WHO 

In the section on lifestyles in the Regional strategy: "Health for all by the 
year 2000" it is pointed out that this concept represents an approach 
which is intended to contain both individual and community-oriented 
elements. Lifestyles cover occurrences which are intervening variables 
between individual behaviour and the social, political and cultural condi
tions in which it occurs; lifestyles as a mediating sociological concept 
which fills the gap between the individual and general social institutions 
and systems of values. In this sense, lifestyles are to be determined both in 
relation to their individual and their collective manifestations. 

In addition to this, the concept of lifestyles tries to see health-behaviour 
as one element in a whole repertoire of behaviour patterns; it is mutually 
interdependent with other values, norms and behaviour patterns and can 
only be isolated from these for analytical purposes. 

Lifestyles in industrialised societies are significantly determined by the 
division of the day into work and leisure; but an important structuring 
effect is created by the socio-ecological centres of daily activity (place of 
work, home, lodgings, public transport system, etc.) and by more 
peripheral areas of social interaction (leisure centres, cultural institutions, 
etc.); access to the latter has an effect on the use of leisure time and 
therefore on the possibility of effectively compcnsating for stress created 
in the former. 

The lifestyle of a social group characterises the totality of patterns of 
meaning and forms of expression which are produced by a group in the 
course of collective efforts to cope with the demands and contradictions 
of the social structures and situations common to all members of that 
group. The lifestyle brings together efforts related to the demands made, 
i.e. the external (social, political economic and cultural) conditions and 
efforts related to the subjective situation and condition. In the lifestyle is 
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expressed under what conditions a social group acts or reacts in a particu
lar way, i.e. the lifestyle tells us in which directions a group tends to 
develop its behaviour in the ,ongoing proceSs of coping with the conditions 
in which they live. These tendencies, in the forms of common social 
values, norms, language forms, interaction rituals etc., provide a reservoir 
for individuals or sub-groups which they can draw on for their personal 
and social identity; it makes it possible for them to give some sense and 
meaning to their specific situation. 

The lifestyle of an individual characterises the totality of normative 
behavioural structures which is developed in the course of his or her life 
in the ongoing interaction with his or her social and natural environment. 
Subjective motivation and also potential action are expressed through the 
lifestyle and are used by the individual according to the social situation. 
The individual's lifestyle contains variations. additions to and omissions 
from the collective lifestyle which are specific to that individual's person
ality; nevertheless the individual remains linked to his particular social 
group- i.e. any change in his or her lifestyle is bound by the collectively 
developed framework - unless, with this change, there is also a change of 
the social group, or it is the group which wishes to undergo such a change. 

This concept of lifestyles creates a close link between the living conditions 
of an individual, his activities and socially formed strategies for coping 
with life. Characteristic for this is the linking of individual and collective 
lifestyles in relation to the particular socio-structural conditions in which 
the individual lives. Individual behaviour is understood as being largely 
socially determined - with the implication, among others, that to change 
it, social changes are necessary. Thus the message for health promotion 
and health education is that integrative strategies for prevention and inter
vention must be developed - strategies whose chief characteristic is that 
they link up the various social sectors and are also effective within them. 

6. Assessment of the lifestyle concept from the point of view of 
health policy and social policy 

Before the working groups held a detailed discussion of the concept as 
presented in the background papers, and considered how it could be 
further refined, the plenary session made a general political assessment of 
the lifestyle approach as far as health promotion programmes were con
cerned. 

The approach advocated by the Regional Office for Europe, which looks 
at health as a social concept, as an ideal which is in daily use, was basically 
welcomed by the participants in the conference. Both the theoretical and 
strategic approach of the Regional Programme" Health education and 
lifestyles" were given complete support. The programme of health 
policies presented here was seen as showing up the weaknesses of a health 
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policy aimed at the individual and as offering a convincing way of over
coming these. 

The concept of "lifestyles" as a central category for health measures 
represents a concept which manages to establish the positive elements of 
health behaviour in all their complex interrelations. The development of 
lifestyles which are conducive to health offers health education a positive, 
forward-looking attitude. In view of the structural crisis faced by indus
trialised societies, the central task for health education should not be 
patching up ruined lives but rather developing lifestyles and liviflg cOfldi
tions conducive to health. A strategy like this can make a constructive 
contribution towards tackling environmental and living conditions which 
endanger health. 

Nevertheless, the expectations connected with the concept have to be 
measured against the economic, political and social realities in the various 
countries of Europe. While structural problems in the highly developed 
industrialised countries have led to a considerable restriction of the finan
cial possibilities for changes in the health system, the less industrialised 
countries have seen the economic recession seriously reduce the material 
and financial possibilities of further development of their health system. 
In addition to this it should be a cause for concern that the "over
developed" industrial states are with increasing frequency exporting 
dangerous products (alcohol. tobacco. medicaments etc.) - and with 
these the associated lifestyles - into less developed countries. This is not 
just true within Europe. but also increasingly true of relations with Third 
World countries. Compared with short-term economic strategies, the 
lifestyle concept. which aims at continuous. long-term processes of 
development. has a position which makes it difficult to include in every
day political discussions and controversies. 

Another possible difficulty in realising the concept in terms of health 
policy stems from the fact that the promotioll of health is rarely seen as 
the maifl strategy of health policy. The health system is largely geared to 
the medical profession, and this means that health policy is geared to 
illness. with concomitant effects on the funding of medical provisions. 
This reduces the funds available for health promotion. Thus the further
ing of health and lifestyles as a political programme must develop new 
ideas on the role for the medical profession within the health system. 

The concept of health as a mailer of public responsibility represents a 
political programme the implications of which need to be carefully 
examined. The approach which tries to extend the active involvement and 
choice of the population at large, to return a considerable degree of 
self-determination in health mailers into lay hands, but at the same time 
to emphasise the public and the state's responsibility for creating the 
correct framework for lifestyles conducive to health. implies a Hrategic 
balance which, when allempts are made to realise it politically, is bound 
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to produce clashes with the long-established structures of health care in 
the various countries of Europe. On the one hand the introduction of the 
lifestyle concept could be at the cost of increased social control over the 
everyday activities of the population; this would occur if health became 
- more or less covertly- changed into a totalitarian concept imposed by 
the state on the population. On the other hand, the lifestyle concept could 
also be misused to continue the individualisation of social hcalth prob
lems; this would occur if health was regarded as mainly a matter of the 
individual creating for him or herself a lifestyle which accords with the 
established standards. The danger of both sorts of imbalance has to be 
taken into account when the concept is being converted into health and 
social policy. Precisely because of the present economic difficulties of 
many countries in Europe the lifestyle concept has to be implemented 
with great care. Given the political, social and cultural diversity of the 
region, national differences have to be taken into account - and here the 
European Regional Office of WHO can offer invaluable assistance. 

7. Socio-epidemiological assessment of the lifestyle concept 

Just as the lifestyle concept represents a relatively new approach for 
health promotion and health education, so too socio-epidemiology is in 
the early stages of its theoretical and methodological development. 
Although in the last century it made a valuable contribution towards 
eradicating endemic diseases in the countries of the industrial revolution, 
its importance in the health system dwindled as conditions in the cities 
improved as far as hygiene was concerned. Hand in hand with the estab
lishment of basic health provision for the population went a gradual 
individualisation of the medical system, which took less and less account 
of the social causes of illness and also of health behaviour. Only recently 
- as part of the critique of curative medicine - has classical epidemiol
ogy been seen to try to include social, ecological and economic conditions 
in its analyses and strategies. Stimulated by research into stress - partly 
also as a critique of the latter - socio-epidemiological studies have come 
to the forefront of attempts by scientists to combat the spread of "civilisa
tion diseases" in industrialised societies. 

The scientific approach of socio-epidemiology is based on a critique of 
classical epidemiology and traditional sociological sciencies. The com
monly observable gap between the medical and sociological disciplines is 
caused, among other things, by the fact that each side often lays claim to 
the exclusive rights of analysis and interpretation of health and sickness 
behaviour. By contrast, socio-epidemiology attempts to emphasise the 
complimentary nature of various disciplines and to put them to use in 
overcoming health problems in the various societies involved. The 
development of theoretical bases and new ways of empirically testing 
these are at present of primary concern for socio-epidemiology. 
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In advocating an ecological orientation of socio-epidemiological ideas. 
this approach coincides with the basic assumptions of rhe lifestyle con
cept. The available research results point to the necessity of an increasing 
emphasis to be laid on the social dimensions of health. But at the same 
time they have made clear that health promotion and health education 
need a basic theoretical and methodological conception if they are to 
succeed in producing well thought-out strategies of prevention and inter
vention. One of the reasons for the lack of effectiveness of strategies 
employed hitherto is seen as being the fact that they were tried out in 
reality without sufficient thought having been put into the concepts on 
which they were based. The failures caused by this were blamed on health 
promotion per se, without it being made clear that this was a case of the 
chosen strategies not being based on a sufficiently refined scientific foun
dation. 

The socio-epidemiological contribution could complement the lifestyle 
concept by further developing the link between the classical medical and 
sociological approaches and research strategies. Before this occurs. the 
sociological contribution to health promotion and health education would 
have to be more precisely determined. Eventually such an approach leads 
to a theoretically and methodologically well-founded choice of strategies 
for prevention and intervention. 

8. Socio-psychological assessment of the lifestyle concept 

The increase in psychosomatic disorders led at an early stage to theoreti
cal consideration by socio-psychologists of whieh factors and events in the 
course of an individual's sOl:ialisation process can be linked to these dis
orders. The various analytical and therapeutic models (from 
psychoanalysis to special forms of psychotherapy) which have been 
developed hitherto still relatively rarely include in their approach the 
social conditions in which the individual concerned lives. 

The controversy over the medical or classical psychiatric treatment of 
psychosomatic disorders led to the development of a socio
psychologically oriented psychoanalysis which aims to answer the ques
tion of the development of the individual's relationship with his or her 
body and how this development takes place in. and/or is innuenced by, 
the social conditions at the time. A socio-historical analysis of industrial 
societies shows that as industrialisation and rationalisation of work and 
living processes increases so the division between the individual and his or 
her body also increases. This division is reinforced by curative medicine. 
which sees in the patient a body or part of a body which. with the help of 
sophisticated technology is to be put back in order. 

At the level of social actions the division between the individual and his 
or her body is seen in the introduction of the role of the sick person. 
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(Interestingly enough there is no corresponding role to that of the patient 
or ill person in the form of the role of a .. healthy person".) In this role, 
especially in the case of psychosomatic disorders, the body is often 
instrumentalised for social and psychological purposes. Connected with 
illness and assumption of the role of the sick person there are needs for 
compensation vis a vis injuries produced in everyday life. Lifestyles or 
living conditions leave their stamp on subjective feelings of well-being. 
For the social psychologist the vital question is what strategies individuals 
develop in order to retain their personality (identity) in the face of the 
demands and contradictions of society. 

In health education for some time now the question has been asked as to 
what extent behaviour which puts health at risk (e.g. smoking, alcohol 
consumption, unbalanced diet etc.) is to be interpreted as a reaction to 
the social, economic, ecological and political conditions in which indi
viduals live, a reaction for which, at least subjectively there is no available 
alternative. Compensation for situations of social conflict by risk 
behaviour represents for industrial societies a phenomenon of epidemic 
proportions. Clearly such behaviour hides a purpose and a function which 
can only be revealed by a detailed analysis of the living conditions and 
lifestyles of the pupulation. A detailed socio-psychological analysis of the 
origins and dynamics of health- risk behaviuur must therefore take into 
accuunt the fact that under present conditions the question of a change in 
people's relationship to their bodies is not essentially a psychological one. 
Health as a social phenomenon implies the political context for its 
definition. What health is - and above all, to whom it can be useful
must be discussed at a political level. For the individual, the question 
which arises is whether health represents a value per se, or whether it is 
essentially functionalised, i.e. has the nature of a good. From a socio
psychological point of view the problem of social control has to be 
included in the discussion of the question of a changed altitude to our 
bodies. 

9. Refinement and further development of the concept of lifestyles 
in health promotion 

The discussions in the working groups and the final plenary session 
covered questions such as to what extent the lifestyle concept can serve as 
the basis for health promotion programmes at national and international 
level, what additions and refinements should be taken into account in 
future work, and what priorities should be recommended to WHO
EURO for preparation of the contents of the 33rd meeting of the Reg
ional Commillee in Madrid in 1983. What follows is a resume of the 
results of these discussions. 
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9.1 Health promotion and lifestyles - mediating concepts 

In order to encourage the development of healthy lifestyles it would 
appear appropriate to identify those elements in the environment which 
provide a framework for the development of relevant behavioural 
strategies: socio-economic living conditions (what money is necessary in 
order for an individual to live healthily and does he have this money at his 
disposal?), time (do healthy lifestyles require extra time and how could 
this extra time be integrated into the time-budget of the various social 
groups?), social values and their legitimisation (what value is attached to 
a healthy lifestyle in the various social groups and how are these values 
legitimised?), informal system of social support (what social networks 
with what structure and functions are at the disposal of individuals, 
according to their social position, and what use do they make of them?), 
resources (what human and material resources in the lay system contri
bute to the development of healthy lifestyles? - e.g. what importance 
and function do women in various social groups have in the area of 
preventive health measures?). An analysis of living conditions and life
styles differentiated according to social class can help to remove the 
middle-class orientation which the lifestyle concept still retains. Its 
applicability depends on a realistic analysis of the social living conditions. 

Implementation of the concept largely depends on whether plausible 
strategies for health promotion are successfully developed which emphas
ise the integrative and mediating quality of the lifestyle approach where 
health and social policy are concerned. While the lifestyle concept forms a 
bridge between individual or collective behaviour and its socio-structural 
context, health promotion reflects the need for a new public health policy 
which lies somewhere between concrete health education measures and 
general state activities; without doubt, for example in the field of legisla
tion, measures are necessary which bring about an improvement in the 
quality of life in industrial societies (e.g. for the sectors environment. 
work, social and health insurance, family law etc.) 

The main aim of health promotion programmes is seen as being an 
improvement in the quality of options for the development of lifestyles 
which are conducive to health. Because of the way social. economic, 
ecological, and cultural living conditions differ it can be assumed that 
there does not exist olle healthy lifestyle which is equally valid and 
equally achievable by all sectors of the population. The complexity of 
industrial societies results in a pluralistic concept of health promotion 
which is flexible enough to reflect the variety of lifeforms within countries 
and regions. 

9.2 Distribution of resources within the health system 

It is to be assumed that financial and material resources allocated to the 
health sector in European countries will not be significantly increased. 
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What appears to be happening, on the contrary, is that, because of 
economic crises, funding for health promotion and health education often 
is among the first areas to be reduced. The precipitate cutting of resources 
often obscures the prospects of structural alterations in the health system, 
for example the possibility of reallocation of resources. However, one 
should be clear that the health system does not exist in a political vacuum 
but is exposed to continuous influence from very varied political interests 
and groups. Health promotion and health education are also genuine 
political activities which are judged by their economic and socia-cultural 
effects. Against the background of continued widespread support for 
curative medicine, the social orientation of prevention and intervention 
resulting from the lifestyle concept has to be seen as an approach which at 
least partly challenges the present organisational form of the health sys
tem, i.e. it becomes the object of political controversy - and here the 
related question of a redistribution of financial, material and staff 
resources undoubtedly plays a significant role. 

A greater emphasis on, and a greater integration of the lay system in the 
public health system, a redefining of the roles of the professional in pre
vention and intervention programmes, a shift from the classic, clinically 
oriented approach to social and ecological strategies of health promotion, 
and a basic rethinking of prevention and intervention are all seen as areas 
in which available resources and e"isting legislation should be carefully 
eMmined; this applies even to the organisation and administration of the 
areas whose structural usefulness at times must be doubted. 

At the same time, however, it is possible to observe that exaggerated and 
unrealistic e"pectations are made of health promotion, in particular con
cerning the solving of structural social problems. The social problems and 
risks to health resulting from long periods of unemployment in many 
industrialised countries can hardly be mitigated by health education prog
rammes. Here we have a structural problem of society which must be 
solved at this level; the increase in psychosomatic ailments among the 
unemployed is a result of an economic crisis. and at best only the symp
toms can be dealt with by health measures. The limits of health promo
tion are largely drawn by structural living conditions. 

9.3 Measures at national level 

The structure of the living conditions and quality of life of a society is 
created by political, legislative and economic decisions at national level. 
One can assume that in Europe, whatever role is played by regional or 
local institutions in helping to form the health system, there is an overall 
state responsibility for health policy, and this is expressed in the form of 
framework conditions for health provision. These may differ from coun
try to country and are the result of an interplay hctwecn various differing 



Annex 3 

- 106-

organisations. pressure groups and statc institutions at all levels of the 
health system. 

It is therefore necessary for complementary strategies for health promo
tion to be developed which link together and make compatible local. 
regional and national programmes. At national level a network - as it 
were - of health promotion must be developed which balances activities 
in the extent to which they are centralisedldecentralised. active/passive, 
professionaVlay. state/local. What is not advocated is a thoroughly organ
ised system which lays down every step and every detail. and which in the 
last event cannot avoid taking on a totalitarian character; what is meant is 
rather a national "early warning system" which is capable of pointing to 
shortcomings. recommending solutions and common activities, and sug
gesting new ideas and possibilities for interlinking of sectors etc. It should 
promote communication and cooperation between the various organisa
tions and groups which are active in health promotion. 

As an example of a possible organisational form for such a network the 
Canadian programme for health promotion was presented and discussed. 
Its strategy is based on two basic decisions which were made by the 
appropriate political bodies: 

(a) The basis for the content and strategy of national health promotion 
measures should be the involvement of those whom they are aimed at in 
the development and implementation of such measures and the principle 
of self-help and mutual support. 

(b) In order to encourage the population to become directly involved, 
there should be widespread public discussion of the socio-structural con
ditions for and the consequences of lifestyles conducive to health. 

Based on these two principles the Canadian Institute for Health Promo
tion establishes contact with the various social groups in order to discover 
with them what interests and needs they have where health promotion is 
concerned. where the emphasis should he put. and what can be done; 
after the necessary decisions have been reached. these groups are pro
vided with financial and material resources so that they can develop a 
practical and grass-root approach; at the same time attempts are made to 
establish a network for communication and cooperation among the indi
vidual groups; and attempts are also made to tap additional resources for 
health promotion and make these available to the groups. Initial experi
ence with this approach has been good; there were initial problems in 
reorganising the tasks and function of the institute - not all those con
cerned were entirely happy about the reduction in possibilities of control 
and the handing over of powers of definition to the population at large. 
However. it has now been realised that a central institution can success
fully initiate and coordinate health promotion programmes at the various 
local and regional levels. 
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Lifestyles are developed where people live, work, grow up, are educated 
and spend their leisure time: in the local community. Local institutions, 
organisations and groups are the organs of practical health promotion. 
Their activities are, on the one hand related to national programmes; on 
the other hand they relate to local conditions and needs. In their capacity 
as creations of the state they have formal authority, in their capacity as 
non-state organisations they have social authority to contribute to the 
development of lifestyles conducive to health within the framework of a 
national programme. 

Health shops, home-based services, psycho-social advice centres, self
help groups, clubs, professional associations, schools, further education 
institutes, firms, churches etc. are important targets for health promotion 
programmes. At the same time these are the institutions which offer the 
framework for the development of healthy lifestyles. Social and cultural 
values, general attitudes and types of behaviour, coping strategies and 
attitudes towards one's own body, apart from being developed in the 
family, are developed in the social institutions of the community. 

The potential for social activities within the community, whether at the 
level of groups of friends or neighbours or in clubs, social groups and 
other networks provides the basis for the creations of lifestyles conducive 
to health. The inclusion of all sectors of the population in such program
mes and activities should be particularly promoted because of its socially 
integrative effects. Above all this applies to young people and old people 
who would otherwise run the danger of being socially isolated. 

Initiatives and social movements at local level concerned with problems 
related to health and the environment in general and also with specific 
forms of health provision (women's movement, "alternative" health 
shops and health-food shops), represent an innovative and creative 
approach which is closely geared to the actual needs of those concerned 
and, as such, can supplement traditional forms of health promotion. They 
have done a lot in developing a critical consciousness among the consum
ers who have come under their influence. 

9.5 Involvement of decision-makers 

There is no doubt that the development of lifestyles conducive to health 
can only be achieved if the population at large can be involved in the 
process. Social responsibility for the health of the population is a matter 
for all groups in society. It is thus necessary to find methods of ensuring 
that those concerned are involved in decision-making processes on health 
promotion at local, regional and national level. Participation of this kind 
could go a long way towards reducing the gap between the lay system and 
thosc who make thc decisions - a gap. incidentally, which is still respons-

Annex 3 
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ible for a number of negative developments in health provision. 

The practical competence in health promotion and education to be found 
in the lay system, particularly in the active social groups. is a vast reser
voir which should be drawn by being integrated into the planning and 
realisation of activities in this field. 

9.6 The role of the professional system 

The social concept of health constitutcs an approach which does not 
replace traditional forms of health promotion and education but rather 
supplements them. The professional medical system has hitherto concen
trated on individuals and on illnesses. It is therefore necessary to stress, in 
contrast, the social context of illness. The lifestyle concept, particularly 
because it links concrete forms of behaviour with living conditions, brings 
with it a strategy for health promotion which highlights the various roles 
which lay and professional people play within the public health system. 
These roles are not in competition, but rather complement each other. 

Integration of the lifestyle concept into health promotion and health 
education must not, however, lead to the designation and special training 
of "lifestyle-experts". The social dimension of health derives from the 
living conditions and lifestyles of the population at large. Only through 
cooperation between the lay system and the professional system can the 
factors be identified and the strategies developed which will result in 
lifestyles conducive to health. It is the capabilities of the lay system which 
playa crucial role in realisation of the lifestyle concept. 

9.7 Research problems related to the lifestyle-concept 

Research into the living conditions and lifestyles of various groups in the 
population is a task which is being undertaken by the social sciences. 
Empirical studies are being carried out into a whole series of aspects and 
the results of these can be brought together under the heading" health" . 
Such a "secondary analysis" of available empirical data provides an 
important basis for assessing the life-situation of differing social groups. 

A detailed analysis of the link between living conditions or lifestyles and 
specific manifestations of health behaviour, taking into account clinical 
and social aspects, constitutes a central aspect of socio-epidemiological 
research. It would therefore seem to be neccssary to establish socio
epidemiology at the centre of empirical investigation of the lifestyle con
cept and to supply it with the necessary financial. material and staff 
resources. The fact that socio-epidemiological research combines clinical 
and social aspects of health behaviour makes this discipline extremely 
relevant for basic and applied research. 

In addition to this, if a network were to be developed which hrought 
together existing invcstigations, projects and programmes of relevance 
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for the lifestyle concept. this could provide important stimulus for 
research programmes. National and international cooperation in this area 
should continue to be encouraged. 

Scientific investigations into lifestyles and health are confronted with a 
number of methodological problems. The complexity of the area is such 
that it is appropriate to employ a variety of methods. ranging from a 
quantitative approach (e.g. representative surveys) to qualitative studies 
(e.g. biographical analyses or direct observation). 

Recommendations 

The development of a social concept of health initiated by the Regional 
Office for Europe of the WHO. was welcomed by the participants at the 
meeting and given wide support. There was agreement that one basic 
prerequisite for realisation of the concept as presented and discussed is 
the maintenance of peace in connection with efforts to achieve nuclear 
disarmament. The following recommendations were made for future 
work in the" Regional Programme for Health Education and Lifestyles": 

- Continuation of refinement of the lifestyle concept, in particular taking 
into account secondary analyses of available research projects and data 
which are of relevance to the context of Health and Lifestyles. 

- The promotion and spreading of the lifestyle concept within the Euro
pean Region, above all by organising and participating in conferences. 
seminars and workshops dealing with health-promotion and health pol
icy. 

- The setting up of national and international networks for health 
policymakers. health-educators and scientists. in order to lend sustained 
support to national approaches to the development of programmes for 
health promotion and lifestyles. 

- The development and implementation of a research programme on 
.. Socioepidemiology" at national level and the establishment of an 
exchange of ideas and experience on theoretical and methodological con
cepts within the European Region. 

- The development at local authority level of prevention and interven
tion strategies which start from the living conditions of the population at 
large and are planned and implemented with the active involvement of 
those concerned. 

- The initiation of broad-based public discussion on the link between 
living conditions. lifestyles and health, in order to make public the social 
concept of health in close cooperation with the media. politicians. profes
sional people and the population at large. 



- 111-

OPENING SPEECH OF 
DRS.T. HAN, REGIONALDIRECfOR 

WHO REGIONAL OFFICE FOR TIIE WESTERN PACIFIC 
Manila 

Distinguished members, colleagues, 

ANNEX 4 

It is becoming common to hear it said that our lifestyles are killing us. This is no longer 
just tru~ of the more affluent societies but is becoming universal. Changes in both demography 
and society have led to the situation where already more deaths from -lifestyle- diseases occur 
in the developing world than in the developed world and by early next century they will be more 
than twice as many. 

You were invited to join this important subcommittee because of your particular skills, 
knowledge and experience. This subcommittee is part of a larger body which advises me on 
health research priorities in this Region. I am very grateful to you for making the time to share 
your expertise with us for the common good. 

Lifestyles and behaviour have always affected the health of people through overcrowded 
housing, lack of hygiene and so on. However, never before has the impact of lifestyle and the 
social environment been so dominant in the emerging major causes of morbidity and mortality. 
To a larger extent than before, people determine their health, or their likelihood of acquiring 
ill-health, by their behaviour. 

This is not "victim-blaming-; I am all too aware of the part played by environment, lack of 
education and information, advertising, and perhaps most importantly, the belief that one has 
no control over one's life. Nevertheless, there are behaviours which can be avoided or modified 
and which do have a relatively predictable outcome. There have been many reports, for 
example, on just how much more likely one is to get lung cancer if one smokes. The importance 
of exercise is increasingly well known. Dietary options are being more and more clearly 
dermed. 

The lifestyle diseases include the noncommunicable diseases, the sexually-transmitted 
diseases, car accidents and so on. The strategies for controlling or preventing them have been 
collectively called health promotion. You may be aware that health promotion is one of my six 
priorities for action in this Region. The reasons for making it a priority must be obvious to you, 
but the concept has proved to be an elusive one. One of your tasks might therefore be to derme 
it in concrete terms and specify its possibilities and limitations. 

I am asking this subcommittee to advise me on the priorities we should select for health 
promotion research. How do we distinguish between the different aspects of an unhealthy 
lifestyle? How do we convince people to change them and to persevere in those changes? 

One advantage we have in this Region is a wide variety of health promotion strategies 
that have been tried, as well as some internationally recognized success stories. This range of 
experience is well represented in this subcommittee. 
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I wish you all success in your deliberations and look forward to hearing your 
recommendations. 
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CLOSING REMARKS OF THE 
REGIONAL DIRECfOR 

Distinguished members, colleagues: 

ANNEX 5 

You have spent a busy three days identifying health promotion programme priorities 
for the Western Pacific Region, and recommending areas of health promotion research. 
Perhaps most importantly, you have been outlining specific projects that might be 
considered by your parent committee in its advice to me. 

This cannot have been an easy task, as health promotion is still a very broad concept. 
Even within WHO there are different interpretations of health promotion. Its innovative 
approach continues to be under-utilized by most countries. Do we fully agree, for instance, 
that major aspects of health lie outside the health sector? Are we ready to adapt the 
medical model and accept a more social model of health on which health promotion is 
based? 

Health promotion is consumer-oriented, and implies horizontal, multisectoral and 
multidisciplinary approaches. It has therefore many structural consequences. Yet are we 
equipped to cope with the day-to-day operational problems that are a result of having a 
wide range of outside and interdisciplinary partners? 

And when we state that health needs to be achieved through social and political 
processes, are we prepared to we prepared to face the implications at the levels of planning 
and implementation? 

As I mentioned in my opening remarks, health promotion is one of six regional 
priorities. And it is my hope that this will be increasingly reflected in this Region and this 
office in budget allocations, new projects and in some cases a reorientation of existing 
programmes. 

You have recommended that we concentrate our health promotion efforts on urban 
health development with special attention to the urban poor. You have identified research 
needs in five activity areas: health public policy, the creation of supportive environments, 
the strengthening of community action, the development of personal skills, and the 
reorientation of health services. Your recommendations also touch upon other priorities 
such as our such as our work in environmental health and in human resource development. 
In this context, you will be pleased to hear that the theme chosen for the Technical 
Discussions to be held in conjunction with the next Regional Committee is "Healthy Urban 
Environment" . 

We shall be further clarifying in this Office how the issues of lifestyles and 
environmental health can be integrated. We wish to collaborate with the countries of our 
Region in creating cities and towns fit to live in, where people can develop lifestyles 
conducive to good health and where they will be assisted in this process. We shall be 
supporting national efforts to concentrate on environmental health and lifestyles. Regional 
networking may be one of the means to do this. 
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There is still a long way to go in clarifying what is meant by "lifestyles" in different 
cultures and settings. Common patterns and major differences between the various 
countries in the Region need to be distinguished and a basis laid for policies that will 
reflect the diversity of needs, cultures, traditions, and economic and political features of 
our Member States. Some of the research suggested addresses this diversity. At the same 
time we must act now and endeavour to offer practical solutions to already existing 
problems. 

Thank you again for accepting our invitation to sit on this subcommittee and 
contribute your expertise. I look forward to reading in more detail your recommendations 
and ensuring that the best of them are incorporated into our programmes. 

I wish you a pleasant journey home. 
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ISSUES IN HEALTH PROMOTION 

by 

DR ROSMARIE ERBENI 

During the last decade, health promotion has come to represent a unifying concept 
for those who recognize the need for change in the ways and conditions for living of people, 
in order to promote health. It has come to be seen as a "mediating strategy between 
people and their environments, syl}tbesizing personal choice and social responsibility in 
health to create healthier futures" ~ I). And, broaden this notion even further on the basis 
of the lifestyle discussion, it has been defU)fd as "the process of enabling people to increase 
control over and to improve their health" t ). This was done during the First International 
Conference on Health Promotion, which took place in Ottawa in November 1986 and was 
considered to be a new landmark in public health. 

In Ottawa, at the end of the week-long meeting, the participants adopted a Charter 
on Health Promotion which extended the notion of primary health care and stressed the 
need to mobilize all resources towards the goal of health for all. As stated in the Charter, 
this goal cannot be achieved by the health sector alone. Health promotion therefore 
demands coordinated action by governmental and voluntary organizations, by local 
authorities, industry and the media. All sectors share responsibility in raising individual 
and collective levels of health. 

With its focus on personal participation, social and cultural factors and 
environmental conditions, the health promotion concept represents a defInite departure 
from the medical model. It puts health on the agenda of policy makers in all sectors and at 
all levels, stating that health aspects should always be taken into account in shaping public 
policy and that those who shape it should be accountable for the health consequences of 
their decisions. 

Health promotion calls for efforts to generate living and working conditions that are 
safe, stimulating, satisfying and enjoyable, i.e. creating supportive environments. 

It urges a redelegation of responsibilities in health through the strengthening of 
community action. It stresses the importance of developing personal skills and enabling 
people to learn throughout life, to prepare themselves for all its stages, and to cope with 
chronic illness and injuries. 

Last but not least, health promotion requires a reorientation of health services, 
which need to become part of the community responsibility again and to embrace an 
extended mandate which is sensitive to the total need of the individual as a whole person. 

lActing Regional Adviser in Health Promotion, WHO/WPRO. 
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Health promotion thus focuses on "the process of enabling people to increase control 
over and to improve their health" and on the importance for individuals and groups. to be 
able "to identify and to realize aspirations, to satisfy needs and to change or co~ wIth ~he 
environment" This concept highlights health as an essential element of the quality of life, 
both personal and social, which can be promoted at every stage of life. In that sense 
"health and well being can be promoted at whatever point one starts in life, whether as a 
w,?nderfully healthy baby or as somebody who has already gone through a lot of life 
cnses"(J) 

It is the notion of the health potential, the fact that health promotion is concerned 
with "enabling people to maximize their health potential and move ahead", that makes 
health promotion an attractive concept. 

Parallel to and following the conceptual development of health promotion, a number 
of health promotion projects were implemented, using different settings, i.e. the school, the 
workplace, the community. Best known is certainly the Healthy Cities project, which 
especially addressJ<1Jequity in health as a challenging task for politicians and 
decision-makers \ 1 . 

AU these health promotion projects combined diverse, but complementary methods 
and approaches, including communication, education, legislation, community development, 
organizational change and so forth. 

However, this development was heavily influenced by the contributions from 
developing countries. 

Therefore, WHO/HQ convened a working group in October 1989 in Geneva to 
examine the health promotion concept and issues in the context of realities in developing 
countries. It was the clear cons~g~us of all those participating in the workshop and 
formulated in A Call for Action\ ) that health promotion with its principles and activity 
areas is also relevant for and already used in developing countries. 

Similar to the Ottawa Charter, with its three strategic elements of: 

- advocacy for health, 
• enabling, and 
- mediating (sometimes between conflicting interests in society), the 

Geneva workshop recognized for the developing countries that health promotion strives to 
contribute to health development through three principal strategies: 

"(1) Advocacy of policies, both within and beyond the field of health as 
traditionally defined, which are responsive to health and conducive to positive action for 
health; advocacy that generates public interest in health, encourages allocation of 
appropriate resources for health and ensures that health is viewed as an economic and 
political asset; advocacy for health and related systems to be responsive to the needs and 
aspirations of the people; and advocacy for supportive environments and facilities that 
make health choices easier choices for people. 
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(2) Developing strong alliances and social support systems that ensure 
widespread and equitable attainment of health goals; systems that legitimize and 
encourage healthy lifestyles as a social norm and foster individual and collective action for 
health. 

(3) Empowering people with attitudes, knowledge and skills that enable them 
to act wisely and effectively in preventing and solving both personal and collective health 
problems." 

These strategic elements together with the activity areas for health promotion 
(1) build healthy public policy; (2) create supportive environments; (3) strengthen 
community actions; (4) develop personal skills; and (5) reorient health services have 
certainly been very helpful in defming a broader framework, for action for example in the 
field of AIDS prevention through health promotion. 

Two of the activity areas have been more closely discussed in the 2nd and 3rd 
International Conferences on Health Promotion, and you will fmd in your background 
documents the recommendQtions on healthy public policies made by the Adelaide 
Conference in Aoril1988(0) and the Sundsvall Statement on Supportive Environments 
from June 199117 J. . 

The Sundsvall conference in merging health and environmental issues of today made 
it clear again: the fact that millions of people are living in extreme poverty and deprivation 
and an increasingly degraded environment that threatens their health makes the goal of 
Health for All 2000 extremely hard to achieve. It was stated, that the way forward lies in 
making the environment - the physical environment, the social and economic environment 
and the political environment supportive to health rather than damaging it. 

It should be mentioned that parallel to the development in and around WHO as 
described, there has been a growth in public concern over the threats in the global 
environment, expressed by the(lt) orId Commission on Environment and Development in its 
report "Our Common Future" . 

It is at this point high time to remind us again that one of the key characteristics of 
health promotion and the new public health is that it is ecological. It will always reflect the 
systematic interrelation between the individual, the collective, society and environment. 

The concept of an ecological public health has emerged in the last decade in 
response to the new range of health issues and problems. 

The ecological thinking influenced the development of hetlJf promotion from the 
notion of maividual and collective lifestyles conducive to health over the "Ecology of 
the Body·~ 1 ) as framework for health promotion up to one of the WHO healthy cities 
project papers from I. Kickbusch. "Good planets are hard to find"( 11) and the outcome of 
a Australian NatiPMl Workshop (1989) on: A Sustainable healthy future. Towards an 
ecology of health~ l~). 
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With the Ottawa Charter for Health Promotion for the first time, a WHO document 
included "a stable ecosystem and sustainable resources as prerequisites for health. It states 
that: Caring, holism and ecology are essential issues in developing strategies for health 
promotion", and calls on health professionals and decision-makers, "to recognize health 
and its maintenance as a major social investment and challenge; and to address the overall 
ecological issue of our ways of living". 

WHO has strengthened this approach in preparing its contribution to the 
international effor.1~3towards sustainable development. A World Health Assembly 
resolution in 1989l l . I) stressed that achieving health for all requires the sustainable use of 
the world's resources and sustainable social and economic development. 

One area of special concern to WHO are the effects of rapid urbanization, especially 
the explosive growth of cities in developing countries with its health consequences. The 
importance of this issue was recognized by and focus of the Technical Disccsion of the 44th 
World Health~~embly in May 1991, which resulted in a resolution on Urban health 
developmentt ). This resolution, together with the one on Health promotion, public 
informa'\<lQ and education for health, adopted in 1989 by the 42nd World Health Assembly 
in 19 ll:J) could form the broad framework for action in WPRO. 

WPRO's special CONCERN could be summarized as the Creation Of l:::iational 
efforts to ~oncentrate on ~nvironmental health, lifestyles and li~g condmons through 
,Regionall:::ietworking. In order to identify health promotion programme priorities within 
this framework and the necessary relevant reearch the group should consider to use the 
five activity areas for health promotion as a structural element. Health promotion as a 
strategy will make it necessary to reflect its multidisciplinary and multisectoral approach. 
We will have to come forward with innovative thinking and yet practical approaches for 
programmes and research, which mirror the diversity of countries in the Region in terms of 
population, socioeconomic status, political systems and cultures as well as their strength. 
And this is the challenge put forward to us by the Regional Director. 
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