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A new experience

Doing a Phd has been a very meaningful and exciting period of my life. This experience,
working with all these people with different backgrounds involved in Healthy Cities and
local health policy development has been a wonderful opportunity. If I could choose 1
would do it again. Doing the research and analysis was highly appreciated by me. Writing
it up was a different story. Because at that stage I was confronted with the fact that one
tends to write for an as diverse public as one has researched. In the end I came to the con-
clusion that the research provides for scientific researchers new insights and explanations
of relations between theory and health policy practice. For practitioners it provides new
glasses to look in a different way at their daily work; to step a bit back and reflect on
business as usual.

1 did my research in a very supportive environment. I appreciated very much the dis-
cussions and soup with my colleague Phd researchers from the University of Maastricht. I
also want to express my thanks to my promoter Hans Maarse. It took some time before
we had a common understanding on ‘where this research was all about’. And Hans I have
to admit that I admired you very mmuch because of your capability of distracting from my
stories and never-ending new ideas a compact and structured list of the key-points that
were at stake. Then of course my co-promoter Evelyne de Leeuw. Evelyne, what can I say,
you are an amazing person. So energetic, busy and so involved in the subject of Healthy
Cities. I owe you very, very much. Thanks for giving me years ago this chance of proving
that health policy and administration students indeed deliver important contributions
which move health promotion policy further.

Thanks to Angel Waaijen for re-educating me in the english language. I also appreciate
very much the time and energy that Matt Comumers has put in the english editing of this
book. Thank you Karin and Regina for helping me with the 'annoying parts’ of my
research. Nora Oosting has been very helpful and patient, for which 1 thank her, in the
lay-out, cover design and printing part.

Thanks also to the people in the cities of Sheffield, Glasgow, Liverpool, Rotterdam,
Almelo, Newcastle, Winchester, Tilburg, Eindhoven and Groningen. They have been so
kind to provide me with much information and with their assistance in gaining insight in
their local health policy practices. Also thanks to the people involved in the WHO Healthy
Cities Project and the WHO Healthy Cities Project team in Copenhagen for making me a
member of this movement.

Then there are all these many other people who have been there and still are there to
support me in various ways and many places. I mention a few. My colleagues of the
department of Health Ethics and Philosophy at the University of Maastricht and my colle-
agues at the Association of Dutch Municipalities in the Hague. Of them [ want to mention
Agnes Meershoek who has been my roommate at the university for some five years. Agnes
thanks for being a friend, for your time and your understanding of things that I did not
need to tell and for the ‘what do you think about...” answers. Thank you Katja, Paulien,
Mariélle, Karina, llene, Chantal, Loes, Nicole, Philip, Eugenie, Astrid and Paul for your
friendship and your support on this road. Thanks mam and dad for your faith in me and
that you sometimes quite frankly admitted that parts did not make sense to you. Then I
knew that again ‘T was thinking too difficult”.



Now 1 have written down the story and I am a bit afraid for the things which are going to
happen. Just as we are a bit afraid of ourselves, as Stef Bos (1992)* puts it:
“time has come to go

time has come to choose

time has come to let go what you have got

then you have nothing to loose

because the world is ¢ circle Marleen

we can go anywhere Marleen

the world is @ circle

and-we are not afraid

the world is fourthy-thousand kilometres straight.”

80, there I go; off to my new experience.
all the best,

Marleen
(Maastricht, november 1997)

*  From: Stef Bos (1992). Tussen de liefde en de leegte. Hilversum: CNR records.
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Ty Healthy Cities
and health policy

in an urban setting

Why cant we be a healthy city®

A city where,

as the sun rises

your morning face on the pillow
through strands of darkbrown hair,
the river lying back open to the day,
the loce curtains of terrace houses
sing like schoolchildren.

This city

is your mother

and your lover.

She is your first thought,
and your last.

She is your future
and your past.
Adrian Henry - City 2000

1.1 Introduction

About 50 percent of the human population lives in urban contexts, even though urbaniza-
tion has not been occurring as rapidly as anticipated by some theerists (United Nations
Conference on Human Settlements (UNCHS) 1996; World Health Organization (WHO),
1996). It is therefore not surprising that, in Burope as elsewhere, many urban issues seem
to be prominently represented on the political agendas of the Nineties. Examples of con-
temporary urban issues are economic development, environment, transport, city planning,
and liveability. These issues are receiving increasing attention in local, national, and inter-
nagonal programmes, policy, politics, and research (see for examples Mega, 1996)1.

Why not address health in an urban context? Why not address the question of whether
a city maintains a healthy living ecology for its inhabitants? Health has most commonly
been associated with individuals and their lifestyles. Over the years, however, evidence has
accumulated that individual health status is not determined merely by biological heritage
and access to health care. As will be shown in this chapter, research has provided evidence
that social, working, and living environments have a significant influence on an individu-
al’s health. These environments are formed and transformed by activities and policies of
government, organizations, and groups in and outside the city.
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A consideration of the city as a an organism in and of itself, whose health must be pro-
moted, is not a new idea. For example, in 1875 the passing of the Public Health Act in the
United Kingdom was celebrated by a deseription of a utopian city by Sir Benjamin Ward-
Richardson (see for example WHO European Office (EURO) Healthy Cities Project Office
(HCPO}, 1988a p. 12-14). The idea, however, has recently been given new impetus by the
World Health Organization, an impetus embodied by the founding of the Healthy Cities
Project eleven years ago, in 1986. WHO/EURO regarded the concept of a Healthy City as
an innovative and promising one with which to promote health in urban environments.
They believed then, and still believe today, that such a concept would inspire people to
develop a vision and idea in regards to health, and at least to imagine a place such as Ward-
Richardson described. WHO did not talk much about the time-frame, nor did they put
great effort into assessing the practical implications of their ideas (WHO/EURO/HCPO,
1988a}. According to them, the meaning of a Healthy City could only be explained demon-
stratively, in effect, by working on it. And as every person and culture imagines a Healthy
City differently, it was acknowledged that Healthy Cities effort would take different forms
in different localities. The idea was to regard a Healthy Cities approach as a framework for
linking different ideas, strategies, and policies. In other words, Healthy Cities could be used
to bring a focus on health to a wide variety of public policy initiatives. Healthy Cities could
be used to create what Nancy Milio has described as “healthy public policy.” A Healthy
Cities policy would promeote the health of the city, and thereby promote health and reduce
health inequity among individuals living and working there.

Now that the WHO Healthy Cities Project has been functioning for more than ten
years, interest has emerged in finding out whether or not Healthy Cities has indeed been
used to create policy and/or to change previously existing policy and activities. How have
ideas and concepts championed and promoted by the Healthy Cities Project actually been
put into practice?

This thesis attempts to play a role in satisfying the curiosity regarding the outcomes of
Healthy Cities efforts in Europe by detailing and analysing the results of a qualitative
inquiry into the development of (health) policy in cities involved in the WHO Healthy
Cities Project and/or a comparable initiative with very similar ideological foundations. The
research has been conducted in ten cities in the Netherlands and the United Kingdom.

This chapter provides the background to the inquiry?. First, the Healthy Cities Project
will be explained in terms of its stated ideas, requirements, purposes, and policy approach.
Also included in the first section is a short description of how Healthy Cities ideas were
taken up in the Netherlands and the United Kingdom. Then, some attention will be paid
to the origins of the WHO Healthy Cities Project and we will explain what is meant by
health policy development in this research. Finally, the research questions will be presen-
ted, and an outine of the other chapters in this book will be described.

1.2 The WHO Healthy Cities Project

1.2.1 The start and development of the Project

In 1984, a conference was organized in Toronto, Canada, called “Beyond Health Care”, to
review the achievements of the now famous Lalonde report (see section 1.4). During this
particular conference, the role of the city in relation to the so-called “New Public Health”
was discussed. It was not a surprise that this discussion took place in Toronto, because the
city was aiming to become the healthiest city in North America by the year 2000

12



Table 1.1: Cities parficipating in the WHO/EURQ Healthy Cities Project.

WHO Healthy Cities Project Cities Phase Il 1993-1997:

Amadora Eindhoven Liege Rotterdam
Athens Fronkfurt Liverpool Sandnes
Belfost Geneva Lodz Sumperk
Bialystok Glasgow Maribor Torun
Bologna Gothenburg Mechelen Turku
Brno Gyt Nancy Vienna
Camden Horsens Padua

Copenhagen Jerusalem Pécs Honorary
Dresden Kaunas Poznan member:
Dublin Kosice Rennes Toronto

(Hancock, 1990a; Pederson, O'Neill & Rootman, 1994). A diverse, critical mass of people
-among them health and other professionals, scientists, and politicians- attended the confe-
rence. It was at that conference that the possibility of taking cities and communities as set-
tings for health initiatives first gained serious momentum, and in particular the idea of a
European Programime on Healthy Cities was first voiced. Although the idea as such was
not new, it did receive significant new input, and was adjusted to theé standards and pro-
blems of the 1980s at the same time.

Lona Kickbusch, at that time the Regional Officer for Health Education at the European
Office of the World Health Organization in Copenhagen, was present at the Toronto
meeting. She became quite convinced of the importance of the ideas presented. A
WHO/EURO planning group subsequently further explored the idea of considering the
urban environment as a primary setting for health promotion.

It was imagined that cities could be the focus for the implementation of Health for All
2000 strategy (HFA2000) and the Health Promotion Programme (WHO/EURO/HCPO,
1988a; Ashton, 1992). The planning group, and in particular the Regional Officer, recog-
nized the great potential and political relevance of creating a project on this theme. “The
city offered o socidl and culturel entity, with an identifiable space and physical environment, and with a political
body that can make political choices.” (Kickbusch, 1989b p. 78)

The concept was presented at a first Healthy Cities symposium in Lisbon, Portugal, in
April of 1986. During this meeting, visions on health, health promotion, and health meas-
urement in a city were explored (Ashton, Grey & Barnard, 1986). WHO subsequently
designated the first eleven Healthy Cites Project cities by the end of 1986, In 1987, the
second symposiurn took place in Diisseldorf, Federal Republic of Germany, and after that
symposium, another 14 cities were designated in 1988. By the end of 1992, a total of 35
European cities were participating in the WHO/EURO Healthy Cities Project.

In 1992, WHO/EURQ director Asvall decided to prolong the Healthy Cities Project for
another five years (1993-1998)3. New cities could apply for participation and old Project
cities were given the opportunity to continue. However, a ceiling was set at a maximum
of 45 cities. Today, in 1997, the WHO/EURO Project consists of 36 project cities located
in 23 countries. The majority of the cities joining the Project during the first five years
continued their relationship with the WHO as so called second phase Project cities. New
cities have come mainly from Central and Eastern Burope.
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In the first phase of the Project (1987-1992), cities were supposed to work according
to the annual themes of the five year action framework (see WHO/EURO/HCPO, 1988b).
Emphasis was particularly put on building supportive structures, setting processes into
motion, providing information, and giving visibility to the Project’s ideas through events
stch as demonstration projects. The second five year phase of the Project is meant to be
action-oriented (Tsouros, 1995). It should mature on the basis of what has been achieved
so far, with "old cities” mentoring and providing assistance to ‘new cites’. Strategic plan-
ning, building intersectoral alliances, and development and implementation of a city health
policy are now key aspects of the Project.

Since the start of the WHO/EURO Project in 1986, the idea of taking the health of a
city as 4 starting point for action has gained roots world-wide in a variety of forms. This
globalisation is reflected, for instance, in the fact that Healthy Cities was the theme of
World Health Day in 1996, The expansion of Healthy Cities and its approach has been
stimulated by WHO headquarters and other WHO regional offices; generally, attention has
been focused on how the Healthy Cities Project addresses aspects of potential direct rele-
vance to other WHO programmes. Also, the undertaking of individual city initiatives as
well as personal initiatives has also contributed to the reach and influence of the Healthy
Cities concept. What can be concluded is that, since its start, Healthy Cities has expanded
substantially over the years, and its influence can now be seen in efforts world-wide. We
have briefly considered the origin and current status of Healthy Cities. But it remains to be
seen what exactly is implied by the phrase, “a Healthy City”.

1.2.2 What is a Healthy City?

A city can be visualized as a geographic structure in which to live and work. A city can

also be regarded as an administrative entity, or as a social and community structure. Duhl,

a city planner and psychiatrist described the city as an organism that has inputs and out-

puts (Duhl, 1963). Different systems interact with each other to keep the urban organism

in balance. This is to our opinion the meaning of city within the WHO Healthy Cities

Project. According to WHO, the health of a city depends on:

- how well the city functions as a physical and social environment;

- to what extent and how well the city provides the community resources that people
need, not just for health in the conventional sense, but to develop to their maximum
potential;

- the degree to which the city makes it possible for people to mutually support each
other in growing, developing and performing all the functions of life.
(WHO/EURO/HCPO 1988a, p. 10).

A definition of a Healthy City has been given by Hancock and Duhl: “A healthy city is one that

is continually creating and improving those physical and social environments and expanding those community

resources which enable people to mutually support each other in performing all the functions of life and in develo-
ping to their maximum potential.” (WHO/EURO/HCPO, 1988a p. 24) Thus, a Healthy City is
not a city with a certain health status. Instead it is a city that is comumitted to the goal of
health for its citizens and is willing to work continuously toward that goal. Beyond simply
working for health with existing structures, however, it is a city that continually improves
the municipal structures and processes available for the promotion of health. The most
important characteristics of a Healthy City, according to the WHO/EURO, are expressed in
table 1.2. What a Healthy City exactly means in a specific urban context depends on the
vision and ideas of its inhabitants. Kickbusch agrees with such a vision by mentioning that
project “diversity was a key idea from the start of the WHO Healthy Cities Project.” (Kickbusch, 1989b

p. 82)*
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Table 1.2: Characteristics of a Healthy City.

A clean, safe physical ervironment of high quality (including housing quality);

An ecosystem that is stoble now and sustainable in the long term;

A strong, mutually supportive and non-exploitive community;

A high degree of parficipation and tontrol by the public over the decisions affecting their lives,

W R

health and wellbeing;
The meeting of basic needs (for food, water shelter, income, safety and work] for all the city’s people;
6 Access to o wide variety of experiences and resources, with the chance for a wide variety of contact,

4]

imteraction and communication;
7  Adiverse, vital and innovative city economy;
The encouragement of connectedness with the past, with the cultural and biological heritage of
citydwellers and with other groups and individuals;
@ A form that is compatible with and enhances the preceding characteristics;
10 An optimum level of appropriate public health and sick care services accesible te oll; and
11 High health status (high levels of positive health and low levels of disease).

Source: Tsouros, A. {ed. ){1991). A project becomes a Movement. Copenhagen: FADL,

Unfortunately, in terms of research, this diversity in operationalization of Healthy Cities
complicates the research efforts that have been undertaken to set up baseline indicators for
measuring changes in the health of a city and to develop city profiles (Webster & Price,
1996). Webster and Price hesitate to provide health indicators that allow for inter-city
comparison. Not only the availability and collection of data differ from city to city, but
emerge from radically different city environments.

It is worth noting that only rather substantially-sized cities have been allowed to apply
for participation in the WHO Healthy Cities Project, and thus the rhetoric and research in
connection with the Project has traditionally focused on “cities”. The simple use of the
word “city,” however, may implicitly delegitimize other types of communities in terms of
their capacity to carry out Healthy Cities initiatives as described by the WHO Project.
Although in this thesis the word “city” will be used, however, the messages are meant to
be of relevance to any municipality, whatever its size.

1.2.3 The aims and requirements of the Project

In order to avoid confusion, it is necessary to make a distinction between the official
WHO Healthy Cities Project and other related or similar efforts. The WHO Healthy Cities
Project has been spearheaded by the European Regional Office of the World Health
Organization. (WHO/EURO) and sets specific requirements for continued designation as a
Healthy City (see for example table 1.2). Other initiatives have come to be known as
Healthy City projects and initiatives because they employ a Healthy Cities or Health for All
style. Local interpretations and conceptualizations of a Healthy Cities style vary. In general,
such initiatives embody similar principles and ideas to those made explicit by and for the
WHO Project cities; additionally, non-official healthy cities projects are joined together by
various national, provincial, and regional networks. Examples of these efforts are healthy
communities, healthy towns, healthy municipalities or local Health for All initiatives. A
further distinction also needs to be made between individual health promotion projects
under the Healthy Cities banner within individual cities and WHO/EURO's Project, always
referred to with a capital “P". In this thesis we will from now on use Healthy Cities to
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Table 1.3: Requirements for WHO Project cities.

*  To establish an infersectoral policy steering committee with links to the political decision-making
systern.

* To appoint a politicolly responsible person.

+ To have o visible project office to which the public hos access.

¢ To appoint o coordinator and have full time stoff and @ running budget.

* To develop o Health for All policy and prepare a city health plan thot addresses equity,
environmental, social, and health issues within 2 years affer entering the second phase for old
project cities and within 4 years for new cities.

+ Cities should secure resources to implement the policy.

* To establish @ mechanism for occountability and develop sirong links with the city council.

* To take aclive steps in the implemeniation of the European Tobacee Action Plan and the European
Aleohel Action Plan and other WHO/Euro strategic action priority areas.

* To estublish mechanismis for public porticipation, o stimulate debate and involve the media in the
process of advocating health,

* To crecte a health profile of the city.

*  To address the needs of the most vulnerable and disadvantaged social groups.

* The politically responsible person and the project coordinator should participate in business meetings
of the project.

*  The city should report to WHO on their progress and activities at a regular basis. Therefore one must
link up with an electronic mail system.

¢ [t is essential fo participate in ene or more Multi City Action Plans {=a collaborative strategy between
cities on a specifice topic).

* To explore ways of resourcing the development of the WHO network.

* To cooperate with other local and national networks and initiatives, such as schools of public health,
urban development, medicol associations.

* To establish active working links with other project cities, to exchange information and experiences
and to foster debate.

« Cities that took part in the first phase of the project {1987-1992) should advise and support the new
project cities {mentors).

* Project cities should support the development of national networks of Healthy Cities in their

perspective countries.

Source: WHO/EUROY/HCPO {1993), Setting standards for WHO Project cities: the requirements and the designation
process for WHO Project cities. WHO Healthy Cities Project Phase i {1993-1997). Copenhager: WHO/EURO.

imply the Healthy Cities movement, including the WHO Project and all other initiatives

that are somehow connected with it worldwide.
The Healthy Cities Project is based on developments that took place both within the

WHO and the health sector in general. Its major aims are (see Tsouros, 1991):

- to bring together a network of European cities to assist in and support the implemen-
tation of loval HFA efforts;

- to move health higher on the political agenda;

- to put health on the public agenda and integrate the goal of health into the local eco-
nomy, culture, and city life;

- to develop city health policies;

- to foster the development of supportive physical and social environments;
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- to create action in the interest of health;

- to build international, national, and local alliances for urban development;

- to facilitate the development of networks and communication links;

- to exchange knowledge and expertise.

As challenges for the project Draper et al. (1993) mention:

- to modify local public policies and programmes such that they contribute in greater
measure to health;

- to adjust working styles in the city according to the WHO Health for All strategy and
health promotion programme;

- 1o develop projects which can facilitate and promote awareness of the role that health
plays in the city.

Project cities are not only supposed to subscribe to the above mentioned aims and challen-

ges, but must also meet requirements (see table 1.3). Only a few of them, such as the

creation of a city health plan, of health policy, or of a health profile, or to work on certain

WHO/EURQ programimes, actually concern the project’s content. The majority of these

requirements relate only to the structure and organisation of the Project (see also

WHO/EURO/HCPO, 1988a; WHO/FURO/HCPO, 1988b; WHO/EURO/HCPO, 1988c).
In this inquiry the WHO definition of a Healthy City and its accompanying require-

ments and aims will be taken as a starting point. From that starting point the research aims

to detect the perceived relevance and contribution of the Project to local health policy

development.

1.2.4 The structure of the Project

The Healthy Cities Project was defined as an international project, implying as such, that it
would have a fixed term of existence. The mandate behind the project’s creation was to
develop structures in and among cities which would make it possible for the WHO even-
tually to merely facilitate and support cities as they worked on realizing their vision of a
Healthy City.

In order to support and communicate with each other, the cities organized themselves
into networks. These networks are used to channel knowledge and expertise for local action
on health to among relevant organizations. A network structure is also expected to ensure
access to politicians and decision-makers at specific levels (see also WHO, 1991). As will
be illustrated later, partnerships and the involvernent of key-decision-makers and politi-
cians is essential for the success of the Project and of local health policy development. The
international WHO Healthy Cities Project network is composed of Project cities and the
WHO/EURO Healthy Cities Project Office (HCPO). This coordinating centre at the
WHO/EURO manages the Project and provides participating cities with information and
support. Publications and conferences are the most important instrurnents the Project has
for dissemnination of information and advice to participating cities; these means have been
especially favoured because only limited financial commitment is involved. Apart from the
international WHO Project cities network, national Healthy Cities networks and linguistic
networks exist which support the interchange of information among participating cittes
(see also Price & Tsouros, 1996; Tsouros, 1991; Goumans, 1993). Furthermore, cities are
connected through Multi-City-Action-Plans (MCAP's) and City Twinning.

Mational networks. National networks can best be regarded as organizational structures
which facilitate information exchange and provide tools to their participants, and other
interested cities, organizations and individuals, for working toward the improvement of
the health of a city (WHO/EURO/HCPO, 1994a). In 1997, 26 national networks were
operational in Europe.
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WHO Healthy City Project cities are encouraged to stimulate the development of a
national Healthy Cities network in their respective countries. In addition to Project cities
themselves, however, the WHO, national umbrella organizations, research institutes, and
individuals have been very active in the stimulation of national network development
(WHO/EURO/HCPO, 1994a). The specific participation criteria for these networks differ
from one country to another. Most criteria are based on WHO's Project requiremnents and
most aims or other criteria derived from the HFA2000 strategy. In Europe these national
networks are part of, or work together with; EURONET. EURONET is an international
non-governmental European Association of National Healthy Cities Networks (WHO/
BURQ/HCPO, 1994a}. In order to become an official member of EURONET, a network
needs to have a formal structure, Financial and in-kind support for national networks
comes from their national government, though the content and intent of such support
may vary by country. Examples of support are financial contributions, office space, or
political support. The basic aim of these networks is to influence health policy develop-
ment. Members use their nerwork membership as a legitimization of and support for their
innovative local health activities. Specific network activities are organized to inspire and to
stimulate members to continue with health promotion and health policy development in
their own localities. Secdon 1.4 will discuss two of these national networks, the Dutch and
British networks, and their member cities.

Linguistic networks. Apart from networks that are bound by geographical boundaries,
there are also operating linguistic networks. Examples of these nerworks are the
Francophone, the Spanish, the Portuguese, and Arabic speaking Healthy Cities networks.

Muli City Action Plans. Muld City Action Plans (MCAP) is a collaborative strategy between
WHO Project cities. They work together on a specific issue, such as AIDS, Sports and Active
Living, and Elderly people. These MCAPs are linked with WHO/EURO through linkages
with the WHO/EURO/HCPO and the support they receive from WHO (technical) units.

City Twinning. City Twinning was originally initiated by WHO/EURO to assist cities in
Central and Eastern Europe in restructuring their health system and tackling environmental
hazards by relating them to Western European cities. Within the context of the Healthy
Cities Project, City Twinning means that cities which have long been involved in the
Project offer assistance to new cities by sharing their own experience and through help in
the development of demonstration projects.

1.3 City health plans

More explicitly than in the first phase of the Project, the aspect of policy development was
mentioned by the WHO/EURO/HCPO as a key issue for the second five year phase. One
way in which the WHO/EURO/HCPO tries to stimulate cities to work on health policy
development is through the development of a city health plan. “The main focus for activities in
this phase is on formulating and implementing HFA-oriented city policies, developing city health profiles and
comprehensive city health plans that set explicit targets and address issues such as equity and sustainable develop-
ment, and establishing mechanisms to promote accountability for health.” (Tsouros, 1995 p. 139)

A city health plan is defined by WHO/EURO/HCPO (1994c; 1995a) as a plan that
describes the broad policies and strategic objectives for improving health in a city witlnjq a
given time frame. The implications and details of this plan are expected to be elaborated in
so-called operational plans. Key-issues in the health policy plan are the development of
intersectoral collaboration and recognition of the responsibilities that each public policy
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