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The Ottawa Charter: The Implications
upon Public Health almost 31 Year since
its Declaration

Abstract

Objective: The aim of this article was to analyse the charter and its impact on
health inequalities almost 31 years after its declaration.

Methods: A discussion paper reviewing relevant literatures on the impact of
the Ottawa Charter on inequalities in health, almost 31 years following the
declaration. Detailed literature search was conducted using databases such as
CINHAL, Medline, PubMed, Cochrane Database of Systematic Reviews as well as
Public Health England (PHE) (UK) website were used to generate the most relevant
databases to inform the paper.

Discussion: There is evidence suggesting that although the key purpose of the
Charter was to reduce inequalities amongst population, through effective public
health and economic policies, there still exists a huge socio-economic gap
amongst populations in developing and developed nations. The key determinants
contributing to the gap remains inequalities in resource allocation and access, as
opposed to poverty.

Conclusion: There is an urgent need for political leaders and public health
professionals to focus on reduction of inequalities by developing and implementing
public health and economic policies that address the root causes of the inequalities.
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Introduction

This literature based discussion analyses the effects of Ottawa
Charter upon public health. It focuses on some of its key purpose
and current state of public health and discusses its implications
reducing in inequalities in health amongst populations, mainly in
developed nations but also briefly analyses the implications upon
developing ones. The review is not very exhaustive in its entirety
therefore any judgement about public health implementation
or service delivery which must be based on other extensive
evidences.

Background

The need to improve public health and promote equity has been the
focus of World health organisation for a long period of time. In some
countries such United Kingdom, reorientation of health services
to improve public health could be traced as far as 1975. A period

at which the National Health Service started shifting from disease
treatment oriented to health promotion and protection [1,2].

Using what was termed the “Crossman Formula” to reduce
inequalities in health in UK, the key focus was allocation of funds
to regional authorities based on the principles of equal access to
health care based on health needs [3,4]. However, to address the
potential health risks, the UK government commissioned what was
specific study to analyse the extent of inequalities in health in 1980
of what became known as Black Report 1980. The report suggested
that there was a large and high level of inequalities in health across
the population [3,5]. Although the introduction of the National
Health Service in United Kingdom in 1948 was meant to reduce
such inequalities, the gap between the rich and poor appears to be
increasing with significant [6]. Worldwide, the notion of ‘health care
for all’ addressing social inequalities in health amongst population
dates back as far as 1978, following Alma-Ata conference in primary
health care [7]. There are views that conference was the foundation
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for Ottawa charter as its key features formed the basis for improving
public health worldwide [4].

Nevertheless, it is now almost 31 years since the International
Communities convened a meaningful and serious public health
meeting on the 21 November 1986 in Canadian City to address
actual and potential public health challenges referred to as the
Ottawa Charter “a charter for action to achieve health for All by
the year 2000 and beyond”. The key drivers for the conference
was a need to define and adopt a robust public health strategies
capable of meeting ever-changing public health needs of
communities around the world [8,9]. As such, the leaders agreed
to set specific target of achieving health for all by the year 2000
and beyond as a baseline. Although the main focal, point during
the meeting was on industrialised nation, there was a need to
ensure that developing nations as well were supported and
encouraged to meet the set target, mainly to improve public
health, the key foundation had already been laid down during
Alma-Ata agreement [2].

Since public health goals could not be achieved without
understanding key terms or references, hence health promotion
was defined as health improving activities aimed at supporting
or enabling population either as individual or communities
to increase control over and improve their health [8,10]. This
definition implies that through health promotion approach,
individuals can achieve complete physical, mental and social;
well-being, which is the basis for WHO's definition of health. As
DoH [11] points out, for population to realise their aspirations,
satisfy their health needs and change or cope with their changing
environments, they need to be healthy. Therefore, one of best
way to enhancing their health is to adopt effective and realistic
health public health approach.

As such, there was acknowledgement that for the leaders to
achieve desired goals. However, achieving health for all is only
possible if there is peace worldwide, improved shelter, better
education, healthy diet, appropriate income, stable eco-system,
sustainable resources, enhanced social justice and equity [8,12]".

In addition, effective public health can only be achieved where
there are appropriate public health policies supported by fair
and just political commitments that encourage and support
health and equity amongst all population [8]; Marmot [5]. As
DoH [12] points out, although genetic factors have contributed
to ill health amongst societies, it is also clear that some of the
most contemporary health risks have been linked to other factors
such as social, economic as well as environmental that individuals
have no control over. The need to develop Ottawa charter was
not only motivated by desire to enhance health of communities
by world leaders but also to reduce socio-economic gap that
existed amongst population with nations or between countries
[13]. Hence, charter mainly focused on the ever-increasing
threats from harmful products, resource depletion, unhealthy
living standards as well as environmental health risks [14]. It was
perceived that by focusing on these key issues, the inequalities in
health could be reduced. Effective public health policies are more
likely to contribute to reduced health risks associated with poor
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nutrition and other ill health. As such, commitment to effective
health promotion and improved public health was seen as key
approach to ensure that each and every country have citizens
capable of fulfilling their potentials and aspirations free from
burden of diseases and disabilities [15].

However, in order to achieve effective health promotion or
public health capable of supporting producing and enterprising
population, there are key prerequisite that must be met by any
government, as such, these we set as follows: peace, shelter,
education food income stable eco-system, sustainable resources,
social justice and equity [5,2]. In an attempt to highlight health
inequalities [5], stipulates that while significant attention has
been on increasing knowledge and adoption of capitalism
within most countries, there seem to be unequal distribution
of resources, which have contributed to disparities amongst
majority of population [1].

In his report providing an outline of new evidence on health
inequalities in the European Union (EU) and the policy response
at EU and national level to health inequalities since 2009, Marmot
[5] states that there are significant health inequalities between
and within EU member states. In terms of inequalities amongst
EU, the report makes some comparison to those reported in
2006. Marmot [5], further argues that although some indicators
of inequalities within EU countries appeared to have decreased,
there are still significant levels of variations, with some appearing
to be increasing [16].

Methodology

Literature search

In order to address identify the most relevant evidences, a search
term “Ottawa charter. Inequalities in health/population” was
used to locate the most relevant data, from databases such as
PubMed, CINAHL and Cochrane. Further search searches were
conducted using government websites such as Public Health
England, National Institute for Clinical Excellence (NICE), World
Health Organisation, UNESCO and UNAIDs. The databases and
websites generated vast number of data, which were later
analysed into detail to ascertain their relevancies to the topic

area (Figure 1).
| =

Total data retrieved=| ] [ ]

—b{ Total number of data discarded due to lack of focus=60

Total number of data further analysed to ascertain focus on Ottawa
charter and inequalities in health =60

Total number of data further eliminated due to not linked to
inequalities=10

Total number of data screened for validity and ‘

¥

reliability to Ottawa charter=50

—b‘ Total data further eliminated due to lack of focus on implications=8

v
l Data finally included to support arguments=42 l

Figure 1 Using thematic approach to data extraction, the chart
below illustrates how the collated data were further

eliminated and included to address the aim of this papey
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Discussion

According to Marmot [5], there are indications that in 2010,
socio-economic variations amongst member states of European
Union (EU) have improved by 10% for women compared to 3% for
men. However, the European Public Health Association (EUPHA)
[17,18], argues that this could be due to enhanced or effective
infant care, particular those aged 0-15 years as well as improved
management of pregnancies by professionals. Evidences suggest
that inequalities in particular infant mortality within EU from 2000
to 2010 improved by 26%, with significant progress for reduced
mortality between 2005 to 2010, a period at which inequalities
was reported to have reduced by 19% [19,20].

Despite reports of improved health status of nations in particular
western Europe, in some cases there have been no significant
improvement in health inequalities especially countries such
as Belgium, France and Hungary. In these countries, regional
inequalities have increased [21]. Whilst EUPHA [18], suggests
that the Ottawa charter declaration has impacted upon public
health. EUPHA [18] details that the charter has acted as catalyst
for better public health outcome. EUPHA [18] further claims the
Charter acknowledged the role of health promotion as basis
for improving public health public health and there have been
improvement in public health in areas where this has been
implemented effectively. However, EUPHA [18] acknowledges
that even in most countries, there are indications the charter has
been either abandoned or not implemented at all. In such cases,
there are clear and distinctive socio-economic gap between
populations whether developed or developing countries.
Similarly, DoH [22] that although there are some improvements
in health, majority of world population experience inequalities
in health. The key contributing factor is unfair distribution of
resources. In attempt to revitalise Ottawa charter, in 2008, the
World Health Organization Commission on Social Determinants
of Health (CSDH) pointed out that some of the key precursor
for inequalities in health include, poor living conditions, lack of
power, money and resources [14,23]; since social and economic
inequalities underpin determinants of health and wellbeing of
population, the focus must be to eradicate the root causes of
inequalities [18].

According to WHO [23], lack of focusing on social-economic as
the key to improve public health by world leaders means that
majority of world leaders mean that despite the Ottawa Charter,
majority of the population have not experienced enhanced health
status. In fact, there continues to be severe risks of ill health
either due to man-made or natural events even though effective
public health policies could be developed and implemented [2].

Similarly, Lawn [24] there are indications that mortalities such
infant, isimproving in some developing countries, it appears there
is less focus on health needs of older adults. Lawn [24], further
argues that developed nations have shifted from health for all
agenda to focusing on urgent issues such as, youth, maternal and
child health, reproductive health, the provision of safe water and
sanitation, reduction of malnutrition and infectious diseases such
as malaria [2]. This has contributed to poor or lack of developing
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and adopting effective public health policies that was agreed to
be the main focus of the Ottawa Charter. Whether this is due
to poor public health policies, lack of effective and appropriate
resources is not clear. Nevertheless, it is evident that lack of clear
focus on “health for all” has contributed to inequalities in health
in many developing nations [25,26]. However, it is reasonable to
argue that unlike developed countries, health care is not free at
the point of delivery. Therefore, unless individuals have finance
capacity to meet the cost of their care, they are more likely to
have poor health outcomes. As such, the notion of health for all
by the year 2000 as set out in the Ottawa charter might be difficult
to achieve in such circumstances [27]. Furthermore, while in
developed nations the focus is on non-communicable diseases,
supported by advanced medical technologies and innovations,
such technologies hardly exist in developing nation [24]. This
has contributed to discrimination and neglect and poor access to
health declared by the charter. According to United Nations [27],
health disparities by systematic factors such as, disadvantage,
or discriminate against certain social groups, should not be
condoned whether in developed or developing nations. However,
in situations such those prevailing in developing countries, where
combating communicable diseases remain the focus of public
health policies, health for all in its entirety might be idealistic
than realistic [28].

Moving Ottawa Charter Forward

The fundamental goal for national and international organizations
is to improve health of population and reduce inequalities
that seem to impact severely upon health. However, it can
also be reasoned that socio-economic factors as well as health
needs of population has changed since the Ottawa declaration
[16,29]. It is therefore clear that for any national or international
communities to enhance public health; there must be a need to
focus on healthy public health policies that address the socio-
economic factors that impact upon populations’ health. DoH
[12] postulate that, rather than claiming that the existing gaps
are due to poverty, public health policies must focus on dealing
with key determinants of ill health amongst population or social
determinants. According to DoH [12], most of these are due to
poor social-economic policies that promote unfair distribution of
wealth thereby creating inequalities [20].

As a result, in order to improve public health in some developed
nations, there has been a move towards adoption of public
health policies that address social determinants. Concepts such
as political science have been integrated into public health
policies (Department of Health and Children and the Health
Service Executive [15]. In addition, in these countries, there are
agreements that effective public health that facilitate reduced
socio-economic gap can only prevail where there are supportive
environments (Department of Health and Children and the Health
Service Executive [15]. Furthermore, in most of these countries,
the working conditions favour growth and developments. Whilst
in developing countries, the majority of working age groups
do work under very poor environments, in addition to job
insecurities. As a result, the majority are unable to meet their
basic health needs [30].
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While there has been some development worldwide since
declaration, in some continents such as Asia, Middle East, Africa
and Far East, inequalities in health remains a huge issue [8]. In
such cases, increased industrialisation has led to destructions of
health sustaining factors such as community green spaces, safe
neighbourhoods and healthy environments [16]; United Nations
[27], contributing to more health risks.

In addition, poor work ethics have led to elevated levels of
uncertainties amongst working age group in these parts of the
world [5,17]. Eriksson and Lindstro [17] further claim that in
most cases, some workers in developing countries hardly have
legislation that protect their working conditions therefore have
increased risks of unfair working terms and conditions.

Health Service Executive [10], therefore publichealth professionals
urges leaders of private as well as non-governmental organizations
to advocate for safe working as well as living conditions that are
health and wellbeing supportive. All employees must be afforded
with enjoyable and fulfilling and employment and working
conditions, in addition to being considered as partners. This
would lead to higher productivity and improved socio-economic
health of population [10,22]. Whilst EUPHA [18] stipulate that
it is clear that while socio-economic gaps might be presented
as decreasing, particularly in developed countries, there are
indications that some communities have lost interest and faith
in their leaders thereby disengaging from political processes
that shape their daily lives. This is more prominent in countries
where the governments had to implement austerities in order to
balance the economy where in some cases community facilities
and public sectors have experienced reductions in their budgets.
In order to move forward, WHO [23] as well as WHO [31] reiterate
that effective health strategies must be based civic renewal,
which supports the empowerment of communities rather than
undermining it [14,32]. According to EUPHA [18], the focus must
be to develop public health policies that facilitate development
of personal skills through appropriate education for health,
and enhancing life skills. While health care professionals must
be proactive, base their judgements on evidences, the focus
promoting socio-economic policies that deal with reductions
of the inequalities [6,21]. Health care services need to be re-
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