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Praise for this book

“Health Promotion Theory authoritatively guides the reader through the history of health
promotion, its underlying politics, values and theoretical perspectives. New information is
introduced in easily digestible chunks, before being reinforced with simple, effective learning
activities. The book will make an excellent contribution to foundational learning and teaching in
Health Promotion.”

Dr Graham Moore, Research Fellow, School of Social Sciences, Cardiff University, UK

“A readable and engaging overview of health promotion theory and practice from a public health
perspective. This book offers an excellent starting point for those wanting to develop their
appreciation of what health promotion entails.”

Professor Peter Aggleton, Centre for Social Research in Health,The University of New South Wales, Australia
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Overview of the book

Introduction

Since the early nineteenth century, the health of the public has improved dramatically
in many parts of the world, though in some countries the rate of change has been more
significant than in others. These improvements in health are a consequence of three
main developments:

» improved levels of health care;

 the implementation of public policies and legislation designed to improve social and
environmental conditions; and

* the formation of health promotion strategies, including prevention services (for
example, services to increase awareness of the health risks of smoking).

This book focuses on the theoretical basis of the third of these three main contribu-
tors: health promotion.

Focusing as it does on theory, this book is of relevance to low-, middle-, and high-
income countries. However, given that much of the literature has been produced in
high-income countries, there is inevitably an apparent emphasis on those regions of the
world. Its important to recognize that most of the ideas and concepts, while originating
in high-income countries, are equally relevant when considering health promotion ini-
tiatives in low- and middle-income countries. Although actions will differ according to
identified need and cultural specificity in countries, this book provides the underpin-
ning theory on which a range of interventions can be built.

Why study health promotion theory?

Health promotion has been defined as the process of enabling people to increase control
over, and to improve, their health (WHO, 1986). Given the emphasis this implies on
action, it may not immediately be obvious why public health practitioners and students of
public health should spend time learning about the theory of health promotion. However,
as this book makes clear; health promotion is far from straightforward. Unless public
health practitioners understand the theory underpinning health promotion and use it to
inform their practice, there is a real risk, at best, of establishing ineffective interventions
and, at worst, of antagonizing and even harming the very people they are seeking to help.

This book will guide you through the origins and development of health promotion
and enable you to explore how this development has been influenced by philosophical,
ethical, and political debates. It will explain a range of theories, frameworks, and meth-
odologies that have been developed to help understand public health problems and
develop effective health promotion responses to these.Throughout the book, the focus
remains firmly on assisting you in applying the ideas and concepts described to practi-
cal implementation of health promotion activities in your own context.
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Xiv Overview of the book

Structure of the book

This book is structured in two Sections. Section |, which is made up of four chapters,
explores the history of health promotion and the theoretical concepts that underpin
it. Section 2, which consists of six chapters, looks at how to use theory in health pro-
motion practice.

Each chapter follows the same format.A brief overview tells you about the contents,
followed by learning objectives and the key terms you will encounter.There are several
activities in each chapter, which are designed to provoke or challenge certain concepts,
or to test knowledge and understanding. Each activity is followed by feedback to
enable you to check on your own understanding. If things are not clear, then you are
encouraged to go back and re-read the material.

Section |: History and concepts of health promotion

Chapter | explores the history of health promotion within the context of the develop-
ment of public health from the nineteenth century to the present. It explains that
‘health promotion’ as a specific concept came into use in the 1980s, but to understand
its meaning and significance we need to see health promotion in the context of the
broader history of public health. Chapter 2 introduces social constructionism as a
particular conceptual framework and explains how it might be used to make explicit
the concepts and assumptions that underpin ‘health promotion’.This enables us to look
critically at the whole health promotion endeavour and to consider what role it plays
and what consequences it might have in society more generally.

Chapter 3 discusses what drives health promotion. In particular, it explores how
evidence is generated and used in health promotion. Chapter 4 explores political and
ethical issues raised by health promotion, including the relationship between individuals
and society, who has the right to decide, and the basis on which health promotion is
justified. It goes on to discuss different theoretical approaches for resolving these
issues.

Section 2: Using theory to inform health promotion practice

Chapter 5 provides an overview of the use of theory to guide health promotion and
demonstrates how theories can greatly enhance the effectiveness and sustainability of
health promotion programmes. It also explores how theory can be directed towards
achieving change at the individual level. Chapter 6 explores the importance of the com-
munity in translating health promotion messages into action. It describes how theory
can help us understand the best ways to engage with local communities to provide
more health-enabling social environments and to enable the health-promoting role of
the community.

Chapter 7 discusses the range of factors that have an impact on the ability of indi-
viduals, communities, and societies to develop and maintain good health and well-being.
It explores conceptual models for understanding these determinants of health and
explains how such models are used in practice. Chapter 8 highlights the nature and
extent of health inequalities. It introduces a range of theoretical perspectives that
have been proposed to explain these inequalities and discusses how these can inform
health promotion approaches and methods. Chapter 9 gives an overview of the Rose
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Overview of the book XV

hypothesis,a theory developed to make health promotion more effective by addressing
the distribution of risk in the population. It then explores the benefits and limitations
of whole population and targeted approaches.

Finally, Chapter |0 discusses the importance of health communication and describes

how it has moved from the margins to the centre of health promotion practice.

It explores the theoretical and contextual factors that have driven this change and
introduces a selection of current health communication practices, approaches, and
opportunities.

Reference

World Health Organization (WHO) (1986) The Ottawa Charter for Health Promotion. Available at:
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/ [accessed |8 October 2012].
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The history of health
promotion
Alex Mold and Virginia Berridge

Overview

In this chapter, you will explore the history of health promotion within the context of
the development of public health from the nineteenth century to the present.You will
learn that ‘health promotion’ as a specific concept came in to use in the 1980s, but to
understand its meaning and significance you need to see health promotion in the light
of the broader history of public health and changes in its definition over time.Three
crucial phases are identified. The first phase took place during the nineteenth century,
a period when promoting good health was part of the broader development of public
health measures in the West, such as the improvement of sanitation. The second phase
occurred in the early to mid twentieth century, a time when the focus of public health
shifted away from the environment as a cause of ill health and began instead to focus
on families and individuals. The third phase encompasses the late twentieth century and
beyond.This is the period of the ‘new public health’, characterized by its focus on pre-
vention, risk and the environment, and of health promotion as a national and interna-
tional movement. Finally, you will assess some of the critiques levelled at health
promotion, and you will see that these can be related to the past just as much as the
present.

Learning objectives

After reading this chapter, you will be able to:

* describe the historical roots of the current concept of health promotion

* place changing definitions of public health and health promotion in social, eco-
nomic, and political context

* evaluate political and scientific critiques of health promotion

Key terms

Eugenics: The science of human heredity,informed by evolutionary theory. In the early
twentieth century, eugenics was concerned with racial improvement and the preven-
tion of degeneration.

Health promotion: The process of enabling people to increase control over; and to
improve, their health (WHO, 1986).
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History and concepts of health promotion

New public health: Form of public health that developed from the 1970s onwards.

Emphasized risk, prevention, and individual behaviour as a cause of disease.

Primary health care: Health services and care delivered at the local level often
through community health workers, which has been particularly important in the global
south from the 1970s onwards.

Social medicine: Form of public health developed in the inter-war years. Concerned
with the effect of social conditions on health and mortality.

Introduction

Activity 1.1

‘Health promotion’ is a relatively new term, but it is an old concept. The phrase
‘health promotion’ was first used at national and international policy levels during
the 1980s (Berridge 2010), but promoting good health as an idea has been around for as
long as there have been attempts to improve the public’s health. One of the earliest pub-
lic health texts, Hippocrates’ On Airs, Waters and Places (written around 400 B.c.) was
intended as a guide for settlers going to new environments to help prevent them
from getting sick (Porter; 1999: 15-16). To understand health promotion, and its
place within contemporary public health, you need to know where it came from
and how it developed. Health promotion and public health are not static concepts,
and after reading this chapter you will be able to explain how and why these have changed
over time. By learning about the history of public health and health promotion, you will
be better equipped to deal with the problems that health promotion faces today and also
be able to envision where it might go next.

This activity encourages you to reflect on how the meanings of both public health and
health promotion have changed over time.Your task is to read the three quotations
below and decide when you think these statements were made. Each extract is taken
from a key document from the history of health promotion since the nineteenth cen-
tury. One is from 1843, one is from 1943, and one is from [976.Which is which? What
are your reasons for dating the extracts in this way?

Extract |:‘we need to interest individuals, communities and society as a whole in the
idea that prevention is better than cure’.

Extract 2:‘The primary and most important measures, and at the same time the most
practicable ... are drainage, the removal of refuse from habitations, streets and roads,
and the improvement of supplies of water’

Extract 3: ‘There is no sharp division between individual and social medicine. Health
education and periodic health examination will some day supplement the remedial
activities of the general practitioner’
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The history of health promotion 5

Feedback

Extract | is from 1976, Extract 2 is from 1843, and Extract 3 is from 1943.

You might have decided that the first extract was the most recent one because of its
emphasis on the idea that prevention is better than cure. Indeed, this extract is taken
from the UK Department of Health’s (1976) report, Prevention and Health: Everybody’s
Business, which was indicative of the greater emphasis being placed on preventive meas-
ures as part of the new public health, the third phase in the evolution of health promo-
tion discussed in this chapter.

You might have thought that the second extract was from 1842 because of its fore-
grounding of environmental factors.The extract, which comes from Edwin Chadwick’s
(1843) Report on the Sanitary Condition of the Labouring Population of Great Britain, is
typical of nineteenth-century public health that focused on sanitation and the environ-
ment as both the cause and the solution to public health problems. But, as you will see,
the environment made a re-appearance (albeit in a different way) in recent formula-
tions of health promotion.

By the process of elimination, the third extract must be from 1943 (Ryle, 1943), but
the clue to the date here is the use of the term ‘social medicine’, a concept that was
integral to public health in the middle of the twentieth century. The emergence of social
medicine was one aspect of the second phase in the development of public health
discussed in this chapter. Each extract thus typifies one of the three phases that you are
going to explore in more detail.

Phase I: The nineteenth century

Environment and sanitation

Over the course of the nineteenth century, the populations of Britain and other
Western nations grew rapidly. The population of Europe expanded from 123 million in
1800 to 230 million by 1890 (de Vries, 1984: 36). Moreover, this population growth was
accompanied by industrialization and urbanization. The number of people living in
towns and cities expanded as they left the countryside to find jobs in the new factories.
This process was most pronounced in Britain, the heart of the Industrial Revolution.
Small towns like Birmingham in the West Midlands became large cities: the population
of Birmingham increased more than seven-fold between 1800 and 1900, from 74,000
to over 522,000. Major cities like London grew even larger:in 1831 the population of
London was around 1.6 million, but by 1871 it had doubled to 3.2 million (UK Census).

Living and working conditions in these rapidly expanding cities were extremely poor,
as key facilities, such as housing and sanitation, did not keep pace with the growth in
population. For example, in 1840 the River Aire in Leeds was described as ‘a reservoir
of poison carefully kept for the purpose of breeding a pestilence in the town’ and was
composed of ‘refuse from water closets, cesspools, privies, common drains, dung-hill
drainings, infirmary refuse, wastes from slaughter houses, chemical soap, gas, dye houses
and manufacturers, coloured by blue and black dye, pig manure, old urine wash, there
were dead animals, vegetable substances and occasionally a decomposed human body’
(quoted inWohl, 1983:235). In these conditions, infectious diseases thrived.Throughout
the nineteenth century, there were a series of epidemics of diseases such as cholera
and typhoid; around 53,000 people died in England and Wales in the 1848 cholera
outbreak alone (Snow, 2002).
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Social control?

Activity 1.2

The environment, perhaps unsurprisingly, was seen as a cause of disease. However, in
the early part of the nineteenth century it was widely believed that disease was caused
by bad smells and noxious gases — what was called ‘miasma’. Such beliefs were under-
mined eventually by the investigations of men like John Snow, who in 1854 deduced
that cholera was a waterborne disease.Although it took some time for Snow’s findings
to be accepted, by the second half of the nineteenth century sanitarian reform was well
underway (Hamlin, 1998). Measures such as the removal of sewage and other refuse
and the provision of clean water were paid for by the more affluent city dwellers and
by municipal governments (Melosi, 2000).

Such actions were not, however, rooted solely in altruism. Although the middle and
upper classes that lived in urban areas could, of course, also be exposed to infectious
diseases, they were driven to take measures to improve public health for socio-political
reasons as well. Epidemic disease posed a threat to the nation’s health, but also to its
political, social,and economic well-being. Sick individuals were less able to work and so
generate wealth, or to perform military duties and protect the nation and its empire.
Political leaders therefore began to develop a series of public health policies that were
intended to secure the health of the working population. Measures such as compulsory
vaccination against smallpox were introduced, despite considerable popular and scien-
tific opposition (Hennock, 1998; Durbach,2005).The notification of incidences of infec-
tious diseases was also made obligatory, as was treatment for some conditions, most
notably venereal disease (what we would now call sexually transmitted infections)
among women suspected of being prostitutes, but not their male clients. This double
standard, and the fact that public health measures were often targeted at specific
sections of society, has led some historians to see public health in this period as a form
of social control (Donajgrodzki, 1977). Other historians, such as Christopher Hamlin,
have argued that nineteenth-century public health focused on technical solutions
rather than addressing the causal factors underlying public health problems, such as
poverty (Hamlin, 1998).

In this activity, you will consider historical approaches to public health through a case
study on sanitation and public health in the nineteenth century. Read the extracts
below, and then answer the questions that follow.

‘consider the kind of public health that arose in Britain, one pre-occupied with water
and wastes. It is difficult to acknowledge a need to explain this for it remains a central
and uncontroversial part of public health.The water and sewage technologies the san-
itarians developed quickly became one of the most widely diffused technological com-
plexes in human history ... That we no longer see this achievement as revolutionary
shows only how well the revolutionaries “black boxed” it. A world in which modern
sanitation would have been rejected is unthinkable — the overflowing privy transcends
ideology, calling only for a minimally competent engineer’ (p. 7)

‘the early Victorians invented one public health among many.Their sanitary movement
was not a systematic campaign to eliminate excess mortality. Its concern was with some
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Feedback

aspects [original italics] of the health of some [original italics] people: working-class
men of working age. Women, infants, children and the aged were largely ignored.

(¢.12)

‘Chadwick and company rejected work, wages, and food to focus on water and filth,
arguably the greatest “technical fix” in history. (p. |3)

(Extracts taken from Christopher Hamlin (1998) Public Health and Social Justice in the
Age of Chadwick, Britain 1800—1854. Cambridge, Cambridge University Press.)

I What argument is Hamlin making about sanitation in nineteenth-century Britain?
2 What, according to Hamlin, would an alternative vision of public health have looked
like at this time?

Hamlin is arguing that sanitation was central to nineteenth-century ideas about public
health in Britain. He states that the technologies developed — such as the removal of
sewage and the provision of clean water — were one of the most successful innovations
of all time. So successful, in fact, that we can no longer see how revolutionary these
were, or acknowledge that it is necessary to explain how and why these measures
came in to being.

Hamlin suggests that the Victorian fixation on sanitation meant that other factors
also crucial to public health were ignored.An alternative vision of public health in this
period would have concentrated on reducing mortality for the whole population, not
just among men of working age. This, Hamlin suggests, could have been achieved by
focusing on improvements such as higher wages and better nutrition. In other words,
social conditions were as important as the environment as a cause of ill health.We will
return to this argument later when we consider some of the challenges faced by health
promotion in the contemporary period.

The bacteriological revolution

Towards the end of the nineteenth century, environmental understandings of public
health were pushed in a new, more specific direction. During the 1880s, the work of
Louis Pasteur in France and Robert Koch in Germany demonstrated that micro-
organisms (bacteria) caused many forms of infectious disease.Their discoveries resulted
in a significant growth in laboratory and scientific medicine, and led eventually to the
development of effective drug treatments, in the form of antibiotics, although this was
not until the 1940s. Some historians dispute the extent to which this constituted a
‘bacteriological revolution’, but these developments did lead to a ‘narrower concept of
dirt’ and to a more specific understanding of the kinds of material that cause illness
(Worboys, 2000). It has been suggested that the bacteriological revolution resulted
in a stronger focus on the individual and the disease rather than on cleansing the
environment. However, other historians have argued against this, asserting that this
was actually a new form of environmentalism that stressed the individual’s place in
the environment (Porter, 1999). Indeed, by the early twentieth century, attention was
shifting towards a focus on a different kind of hygiene, not in the sense of drains and
waste, but on what was called ‘social hygiene’.
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Phase 2: 1900-1970

Social hygiene

Activity 1.3

Social hygiene was concerned with the social influences on individual and public health,
and aimed to encourage a focus on preventive medicine. Underpinning this social focus,
however, was a strong reliance on biological determinism. Proponents of social hygiene
believed that the health and behaviour of individuals was determined by inherited
traits and characteristics. Social hygienists thought that such conditions as alcoholism,
and many other kinds of physical and mental illnesses, were passed on through the
generations. The concept of health was tied strongly to ideas about national efficiency
in this period. There was little sign of what we would now see as a notion of
positive health, as health being more than the absence of disease. Fears about national
efficiency coalesced around the concept of ‘degeneration’ the belief that bad
breeding was weakening the ‘race’. The Boer War (1899-1902) brought these issues
into focus in Britain, as large numbers of army recruits were found to be unfit to fight;
and the supposedly mighty British Army had trouble defeating a few Boer farmers
(Jones, 1986).

To overcome such weaknesses, eugenic approaches were adopted. Eugenics was the
science of improving the health of the population through controlled breeding
(Bashford and Levine, 2010). Eugenic ideas led to the development of what we
would now see as reprehensible policies, such as the forced sterilization of those
believed to be ‘unfit’ to have children, including alcoholics and individuals with learning
difficulties and mental health problems. At the same time, there was also a strong
emphasis placed on improving maternity services and reducing infant mortality and
morbidity. Attempts were made to encourage mothers to breastfeed, to produce
better meals, and to reach higher standards of hygiene in the home (Apple, 1987).
Maternal ignorance and poor personal hygiene were blamed frequently for infant
deaths, yet the highest infant mortality was often concentrated in the poorest areas
(Dyhouse, 1978).

The focus on motherhood and child health resulted in such developments as the
introduction of health visitors, women who would enter homes and advise mothers on
matters such as feeding, hygiene, and good parenting. Health visitors could be seen as
intruding into the lives of the working class, another form of social control whereby
the elite sought to regulate the behaviour of those lower down the social order.
Some historians, however, have shown that by the inter-war period health visitors
became more accepted and were offering support and advice to women in need
(Davies, 1988).

This activity looks at early twentieth-century approaches to improving maternal and
child health. Examine the image in Figure .1, which is a reproduction of a leaflet pro-
duced by the East and West Molesey Infant Welfare Centre in Surrey, England circa
1930, and then answer the following questions:

I Who do you think the leaflet was targeted at?
2 What effect do you think it might have had on its audience?
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A 1% Advice, which i5 given you free ;
B is for Babies, ane, two and three.
€ is the Centre in Melesey we've made
[} our good Doclor who lends us his aid.
!3 stajnds for Economy, taught to us there,
F is the Futare for which we prepare.

a is for Glaxo, fine babies it builds ;
H is for Hygiene, which saves Doctor's bills,
I s for Ideal,—and Infants loo,

v s the Joy they bring (o vou,

K stands for Kiddies, the big and the small.
L is the Love we have for'them all.

M stands for Mothers, who all come to see ;
M, our Nurse Barnes, on every Friday.

0 is for Ovaltine, a splendid food ;

P stands fur Powders, which sometimes do guuci.-'

Q are the Questions we all like to ask,

To answer {hem all Nurse has quite a task,
R stands for Rules, which must be obeyed ;
S stands for Scales on which we are weighed,
T is for Tea, at 1d. a cup,
U stands foe Us, who all drink it up,
¥ s for Virol, it will make you grow strong, and
W, your Weight will go up before long.
X is our "Xeeflenl andience here ;
Y isfor Year—come again please, next year.
Z s the Zeal, which is shown by each helper
Atthe E. & W, Molesey Infant Welfare Centre.

Figure 1.1 East and West Molesey Infant Welfare Centre (Surrey) leaflet, ‘Infant Welfare Centre ABC’,

circa 1930. Reproduced by permission of Wellcome Library, London.

Source: Wellcome Library, London

Feedback

| The leaflet was targeted at the mothers of small children.We can tell this because of
its focus on issues that relate to infants, but note also how it is addressed to mothers
(under ‘M’) alone, and not mothers and fathers, a view of parenthood typical of the
period. The focus on mothers reflected the idea that the health of the population
could be bettered by improving the way in which children were raised.You may also
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10 History and concepts of health promotion

have noticed that other messages — not strictly related to the health of children —are
communicated, such as ‘E’ for economy,‘F’ for the future, and the rather stern sound-
ing ‘R’ for rules. The leaflet is perhaps intended to inculcate other kinds of ‘good’
behaviours in the attending mothers, and is likely to be indicative of the middle-class
values of those running the health centre.

2 Itis, of course, difficult to know exactly what kind of an effect such a leaflet may have
had on its audience. Some of the mothers may have welcomed the leaflet as an
informative list of the kinds of facilities and advice they were likely to find at the
centre. Others may have found the leaflet patronizing or condescending, especially if
they did not share the values of those running the centre. Some mothers may have
ignored the leaflet,and been more focused on the services that the centre offered at
a time before free, comprehensive health care was widely available in Britain. Even
today, as we will discuss below, efforts to promote good health do not always have
the intended effect on their audience.

The development of health services

By the middle of the twentieth century, there were signs in many Western countries that
preventing disease and promoting good health might have more of a role to play in health
services.The Second World War helped to drive forward the development of centralized
health systems in many European nations. In Britain, for example, early plans for the
establishment of the National Health Service (NHS) appeared to emphasize disease
prevention and health education. In 1944, a White Paper (draft legislation) on the NHS
stated that the service aimed to: ‘divorce the case of health from questions of personal
means and other factors irrelevant to it: to provide the service free of charge ...and to
encourage a new attitude to health — the easier obtaining of advice early, the promotion
of good health rather than only the treatment of bad’ (Ministry of Health, 1944).

The attention being directed to promoting good health, however, did seem to disap-
pear once the NHS was established in 1948. Much greater emphasis was placed on
treating sickness rather than promoting health. By the 1950s and 1960s, faith in high-
tech medicine, and particularly so-called ‘magic bullets’ — specific drugs that could cure
particular diseases — was at its height. There were some justified successes: due partly
to drugs like antibiotics and also to vaccination programmes, epidemics of infectious
diseases seemed to be a thing of the past, at least in the West. Ironically, this was a dif-
ficult period for public health medicine, as its old foes appeared to have been van-
quished. Public health needed to find a new role.

Social medicine

One of the ways in which public health was able to revitalize itself was around the
notion of social medicine. Social medicine developed in Britain during the 1930s and
1940s, and was concerned with what John Ryle (who was the first Professor of Social
Medicine at Oxford University) described as the:‘whole economic, nutritional, occupa-
tional, educational and psychological opportunity or experience of the individual or
community’ (Ryle, 1948: | 1-12). What Ryle and other proponents of social medicine
were proposing was a much wider notion of health as a positive condition and not just
the absence of disease. To this end, health professionals inspired by social medicine
began to work with local communities to improve health.
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Social medicine helped to change the focus of public health in other ways too, par-
ticularly by bringing the social sciences into health studies, and especially epidemiology.
Research conducted during the 1940s and 1950s using epidemiological techniques
identified specific behaviours, such as tobacco smoking and diet, as risk factors for
developing diseases like lung cancer and coronary heart disease (Rothstein, 2003). In
this way, social medicine was an important antecedent of many of the key aspects of
what became known as the new public health.

Phase 3: 1970 to the present

I¢s nct the easiest thing in the world to sy
Bmﬁmd@s\mhﬁvﬁlﬁg\vﬁ&iﬁfﬂwmmmmamm
o

v sesk, Exxpliin biow you feel. belp during the awihward moments.
And if this doesnt works, ask yourself, is it warth the risk?
condams and AIDS,

ATSWETS YW CAM COUnt an.

Wellcome Images

Figure 1.2 US Department of Health and Human Services poster from the 1990s. Reproduced by
permission of Wellcome Library, London.

Source: Wellcome Library, London

Activity 1.4

Examine Figure 1.2, which is an AIDS prevention poster produced by the US
Department of Health and Human Services in the 1990s, and then answer the follow-
ing questions:
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12 History and concepts of health promotion
I Who was this poster being targeted at?
2 What effect do you think this poster was designed to have on its audience?
Feedback

The poster was being targeted at heterosexual women. It is representative of a shift
in ideas about who was likely to contract HIV from ‘high-risk groups’ — like gay men,
intravenous drug users, and haemophiliacs — to the wider population of non-drug-
using heterosexuals. The poster also tells us something about changing gender rela-
tions, or at least the possibility that women may insist that a male sexual partner use
a condom.

2 Clues to the intended effect of the poster appear in the text.‘Risk’ is mentioned, and
the campaign seems to be intended to influence individual behaviour in order to
prevent the transmission of HIV and the development of AIDS. Risk, prevention, and
a focus on individual behaviour were all crucial aspects of the new public health and
the development of health promotion, as you will see in the next section. Again, as
with the previous activity, it is difficult to know what affect such campaigns actually
had on their intended audience. The lower than initially feared incidences of HIV/
AIDS could be seen as evidence of the ‘success’ of such campaigns, but in many
Western countries HIV/AIDS prevalence is now higher than it was in the late 1980s/
early 1990s. Some critics have viewed such campaigns as potentially stigmatizing for
people living with HIV/AIDS, an argument discussed in greater detail later in this
chapter.

The new public health

Notions of risk, safety, prevention, and individual behaviour — as both a cause of disease
and a way to combat it — were central to what was called the new public health. In part,
this grew out of the challenge to conventional medicine. During the 1970s, biomedicine
came under attack from two sides. First, the rising costs of health care, together with
a weak global economy, made high-tech medicine increasingly expensive. At the same
time, the shortcomings of health services in both high- and low-income countries were
exposed, often through high-profile scandals about poor care. Second, theorists and
researchers began to criticize the supposed victories of high-tech medicine. Particularly
important here was the work of Thomas McKeown, Professor of Social Medicine at the
University of Birmingham. McKeown argued that declining mortality rates at the end of
the nineteenth century were the result not so much of medical advances, but of
improved living standards and nutrition (McKeown, 1979).The McKeown thesis had an
international impact. The influence of his work can be observed in a report produced
by the Canadian Minister of Health, Marc LaLonde in 1974.The report,A New Perspective
on the Health of Canadians (the LaLonde Report), acknowledged that improving living
standards and public health measures were at least as important, if not more so, than
biomedicine for the health of Canadians.

Health promotion and primary health care

Following the LaLonde Report, health promotion began to emerge as a specifically
identifiable strand within public health (MacDougall, 2007). Health promotion differed
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from the more medicalized new public health by emphasizing the wider social
influences upon collective and individual health.This can be seen in a number of devel-
opments globally. There were a series of initiatives introduced by the World Health
Organization (WHO) in the late 1970s and 1980s that stressed the importance
of promoting good health as well as combating disease. The 1978 Declaration of
Alma Ata, for example, advocated a multidimensional approach to health and socio-
economic development, and urged active community participation in health care
and health education at every level, with a particular focus on primary health care
(Cueto, 2004). In 1986, the Ottawa Charter for Health Promotion was introduced.
This document shifted the focus of public health from disease prevention to ‘capacity
building for health’. This was tied through the work of the Pan American Health
Organization (PAHO) and the European office of WHO (WHO Euro) to an
approach that moved beyond health care to a commitment to social reform and
equity (Kickbusch, 2003). To achieve this, specific targets were introduced, such
as those developed by WHO Euro under the slogan ‘Health for All by the Year 2000’
which emphasized the importance of understanding health behaviours within their
social context.

As part of this wider view of the determinants of health, by the late 1980s there
were signs that the environment was returning to play a role in public health and health
promotion. However, this took a slightly different form to the fixation with water and
sanitation so much in evidence during the nineteenth century, at least in the higher-
income countries. At the global and national levels, concern was expressed about
resource depletion, pollution, and the creation of unhealthy environments and living
conditions, especially in towns. There were moves to place the environment at the
heart of attempts to secure good health for all. This can be seen in the Ottawa Charter
for Health Promotion, which stated that: ‘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’ (WHO, 1986).

The Ottawa Charter was also part of an attempt to encourage governments to take
responsibility for creating environments that would make it possible for their popula-
tions to be healthy. But it was not only governments that took the lead here: there was
some inter-sectoral cooperation, with the public and the community working together
with government to make healthy environments possible. An example of this is the
Healthy Cities Initiative. Launched in 1987, this project aimed to bypass national health
ministries and localize health promotion, building a strong lobby at the local level
(Petersen and Lupton, 1996).

The international health promotion movement initially retained a Canadian and
European focus. In some countries such as the US, health education with its much
longer history as a strategy was never replaced by health promotion. In other countries
such as India, health promoting strategies had been used for longer but were not
termed as such. Separate from health promotion, but with similarities, was another
international movement that had its main influence in low-income countries. This was
primary health care, driven forward after the Declaration of AimaAta in 1978 (Berridge,
2010). The primary health care movement was concerned to find different ways of
organizing basic health services in resource-poor countries. Early initiatives such as
barefoot doctors in China and village health workers in Tanzania in the 1960s were
important precursors. In Venezuela and Guatemala, ordinary people were trained to
provide basic health care and Cuba also introduced a different model of health services.
Later, through the influence of WHO and UNICEF, such approaches — in particular the
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use of community health workers — spread widely in what were then called ‘developing
countries’.There were heated debates about whether programmes should be ‘horizon-
tal’ or ‘vertical’ (i.e. whether they should encompass wide service provision or simply
focus on a few conditions and problems). The latter approach was more attractive to
external donors (Walt, 2001). Only in the twenty-first century did concerns about
chronic disease begin to surface in these countries.

Prevention and risk

Indeed, the development of health promotion at the global level had an impact on
national and local public health policies too.A strong emphasis on disease prevention
can be identified in national public health policy documents from this period, such as
the UK’s Prevention and Health: Everybody’s Business, which we looked at in the opening
exercise of this chapter (Department of Health, 1976). Such an emphasis on disease
prevention was underpinned by epidemiology and the notion of risk.The case of smok-
ing and lung cancer illustrates this well. The work of Doll and Hill (1954, 1956) identi-
fied smoking as a risk factor for developing lung cancer. Here was a behaviour — not an
environmental factor — that was causing disease with the potential to affect the health
of the population as a whole.As a result, a new public health agenda began to develop
that stressed the need for behavioural change and for individuals to take responsibility
for their own health.Advertising and the mass media were both used to promote good
health and also encourage behavioural change. As you saw with the poster in Activity
1.4, emphasis was placed on preventing individuals from becoming sick.

In more recent years, it seems that the notion of risk has been broadened to include
the risks that individuals or groups of individuals pose to the rest of the community, not
just to their own health. Passive smoking is one example of this, with the relatively small
risk posed by smokers to the health of others used to justify policies such as banning
smoking in public places (Berridge, 2007).We can identify a subtle shift here:instead of
focusing on individual behaviour and the risk that this poses to the health of the indi-
vidual engaging in that behaviour, there is also an emphasis on the impact that behav-
iour has on the wider community. Is the idea of the risky individual giving way to that
of protecting the safety of community?

Evidence for such a view can be found, for instance, in the recent reformulation of
the UK’s strategy on illegal drugs, which focuses more on reducing the crime associ-
ated with drug use than on providing treatment for individuals. Some critics fear that
this could lead to a more punitive turn within the drugs field and in public health more
broadly, as emphasis is placed on protecting the community from the risks posed by
others. Such an approach adds weight to the arguments made by people who are
critical of health promotion. By way of conclusion, we will examine some of these cri-
tiques and consider what these also say about the way health promotion has developed
over the last 100 years or so.

Critiques of health promotion

In this section, we analyse three categories of attack made against health promotion:
practical, structural, and surveillance. But first, complete Activity 1.5, which highlights
some of these themes.
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Activity 1.5

Feedback

For some critics, health promotion still means health education only. In this activity,
you will consider critiques of health education. Read the extracts below, which are
taken from an article about health education by the British general practitioner and
author James Le Fanu. Health education is a specific strand of health promotion that
emphasizes learning to improve health. Once you have read the extracts, answer the
questions that follow.

‘Health education is an unexciting subject of marginal intellectual content. In essence,
and this is certainly the overriding public impression, it takes the form of advertising
slogans — or rather admonitions — which, were they complied with, are presumed to
improve the health of the nation: don’t drink and drive; wear a condom; smoking kills;
eat healthily etc. (p. 89)

‘scientific attempts to evaluate health education promotions almost all show that it is
actually very difficult to get people to change their behaviour by cajoling them to do
so’. (p. 90)

‘health education like any other branch of medicine is not without its “side effects”
which would be — as with the case of drugs — acceptable if it worked, but unacceptable
if it does not. These side effects would include frightening the public with misleading
concepts about the risk of everyday life, the linking of pleasurable activities like eating
and sex with disability and death. Do fish and chips clog up the arteries? Is unprotected
casual heterosexual intercourse very risky? For those unfortunate enough to suffer
from coronary heart disease or stroke, the health education message might have the
“side effect” of blaming the victim where the sufferers believe that their misfortune is
in large measure their own fault. (p. 91)

‘Over the last decade the Conservative government has enormously increased its
direct involvement in the private lives of the nation through its resourcing of health
education programmes.There are two sound reasons for regretting this development:
it reinforces the ethos of the nanny state in which the notion that individuals are
responsible for their own lives is marginalised; further, and this particularly applies to
the AIDS campaign, it has been argued by, for example, the Chief Rabbi, the campaigns
appear to endorse a moral message which sanctions casual sexual intercourse as long
as it is performed “safely”. To this extent health education can be said to have influ-
enced the moral tone of the nation. (pp. 91-2)

(Extracts from James Le Fanu (1994) Does health education work?, in J. Le Fanu
(ed.) Preventionitis: The Exaggerated Claims of Health Promotion. London: Social Affairs
Unit.)

| Itemize the different concerns Le Fanu raises about health education.
2 How convincing are his arguments against health education?

| The concerns Le Fanu raises are: (a) Health education lacks an intellectual founda-
tion and is instead based on telling people what to do. (b) There is little evidence to
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Practical

Structural

show that health education works. (c) Health education has side-effects, including
blaming the victim for his or her condition. (d) Health education undermines
individual responsibility for health. (e) Health education may encourage ‘immoral’
behaviour, such as having casual sex.

2 Some of you will not have been convinced by Le Fanu’s arguments. You may have
noticed, for example, that in the extracts presented he does not cite any evidence
for his contention that health education does not work. Le Fanu does draw on evi-
dence to support his argument in the full article, such as studies of health education
campaigns that have shown that behaviour is rarely changed by exposure to such
material. But how do we know what causes an individual to change their behaviour?
How long does it take for the effects of health promotion campaigns to be felt? You
may also have picked up on the rather controversial tone of Le Fanu’s writing. This
may have made you feel less confident about his arguments.Yet, some of you could
have found Le Fanu’s statements more convincing. He does raise genuine concerns
about whether or not health promotion works and its unintended effects. Regardless
of whether or not you agree with Le Fanu, he does make some important points that
health promoters need to take into account, issues that are discussed in more detail
in the remainder of this chapter.

One of the key critiques directed at health promotion is that it simply does not work:
it does not achieve the level of improvements in health it aims to. Critics like Le Fanu
argue that the resources used on health promotion would be better spent on treating
the sick rather than on preventing people getting ill. In practice, many national health
systems are designed primarily to deal with the ill and tend to place less emphasis on
disease prevention. Moreover, it could be argued, it makes sense when we only have
finite resources to spend on health that these are best directed at those who are
already ill. At the same time, from a political perspective, even if health promotion
measures have an effect, it is likely that these can only be felt over a long period and
are often difficult to measure.

A different kind of attack (often made by those on the left) is that health promotion
fails to address the structural issues that underpin health. Insufficient attention, critics
argue, is paid to the conditions that produce bad health such as poverty, poor housing,
dangerous environments, and so on. Inequalities and health have made a re-appearance
in health promotion in recent years, but many would suggest the insufficient attention
is paid to this issue still (Marmot, 2004).

Another structural problem with health promotion is that by targeting individual
behaviour and placing responsibility for health on individuals, it can have the effect of
appearing to blame victims of disease for their condition (Crawford, 1977). In contrast,
governments have been slow to target key actors such as the tobacco industry that
produce the products that make people sick in the first place. Focusing on preventing
sickness can also have the effect of increasing the stigma associated with being ill. As we
saw with the HIV/AIDS prevention poster, such efforts state very clearly that being ill
is an undesirable state, which increases the stigma attached to those who are unwell.
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Surveillance

Conclusion

Finally, some see health promotion as a project that places large sections of the popula-
tion under surveillance (Armstrong, 2008). Monitoring the health of the population can
become a form of discipline. Exhorting people to behave in a proscribed way under-
mines individual agency and autonomy. Health promotion can thus become a tool of
social control.

Summary

Now, whether or not you agree with these critiques, it is interesting that they
echo many of the themes we have touched on in the long history of public health
and health promotion. Surveillance, social control, stigmatization, whether to empha-
size disease treatment or prevention are all themes that we have come across
before.We have seen how the social determinants of health have often been ignored.
In the nineteenth century, for example, poor living conditions were often to blame
for sickness, but instead the working classes were pathologized and regarded
as a source of disease. There has also long been a tendency to blame the victims
of public health problems — we can see this in the late twentieth century and the
emphasis on individual responsibility for health. It is also the case that public health
and health promotion measures can be a form of social control. Intervention
into people’s lives, such as the introduction of health visitors in the early twentieth
century, can have a disciplinary effect. Such issues, present in the past, are manifestly
still with us in more recent attempts to safeguard public health and promote good
health.
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Overview

Social construction of
health and health
promotion

Sara Cooper and Nicki Thorogood

The aim of this chapter is to introduce you to social constructionism as a particular
conceptual framework and how it might be applied to the concepts of health and
health promotion. First, we provide a brief introduction to social constructionism
and how such a conceptual framework shapes our understanding and thinking
about the social world. Second, we examine how a social constructionist conceptual
framework might be applied to health. Here we introduce two different intellectual
strands of a social constructionist stance towards health and illness, exploring
how, in slightly different ways, they have both made a major contribution to our
understanding of the context-dependent dimensions of illness and disease entities.
Third, we explore what implications a social constructionist conceptual framework
has for health promotion. We demonstrate how it might help us to think critically
about the concepts, categories, and definitions used within health promotion
programmes, which could enable the practice of health promotion to be more
self-aware, self-critical, and accountable. Applying a social constructionist conceptual
framework to health promotion, however, takes us further than this. It also forces
us to look critically at the whole health promotion endeavour itself; to consider
what role it plays and what consequences it might have in society more generally.
An analysis at this level encourages us to think about health promotion’s potential
to act as a form of social regulation and whether it can be uncritically regarded as
‘good’.

Learning objectives

After reading this chapter, you will be able to:

¢ understand social constructionism as a particular conceptual framework

* appreciate how a social constructionist conceptual framework might be applied
to the concept of health and medical knowledge

* identify the implications social constructionism has for health promotion theory
and practice

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



Social construction of health and health promotion

21

Key terms

Disciplinary power: A modern and more concealed form of power that works
through systems of knowledge and practice, which, by creating standards of ‘normality’
and ‘abnormality’, induces people to constantly examine and adjust themselves and
others according to such norms.

Discourse: Bodies of language, knowledge, and practice that constitute the very things
they appear to describe.

Normative: Behaviours and practices that are viewed as ‘normal’ or ‘correct’ in a
particular social context.

Phenomenology: A qualitative research paradigm, derived from the writings of
philosophers such as Husserl and Buber, which focuses on the lived and subjective
experience of phenomena. It seeks to describe and appreciate how people themselves
understand and give meaning to their own experiences.

Semiotics: The study of signs and symbols which aims to deconstruct their coded
meanings. It includes signs and symbols in any medium or sensory modality (e.g. words,
images, sounds, gestures, and objects).

Social constructionism: A critical conceptual framework which understands things
that are generally thought to be exclusively natural as being socially produced.

What is social constructionism?

Social constructionism is a conceptual framework that understands things — generally
thought to be exclusively natural — as being socially produced. Its emphasis is on how
meanings of phenomena are not inherent in the phenomena themselves, but are cre-
ated through interaction and dialogue within a particular historically situated social
context (Gergen, 1999). Such a perspective rejects the suggestion that there is an
objective, single, and pre-existing ‘truth’ that is ‘out there’, waiting to be discovered.
Rather, social constructionists argue that social reality, and knowledge about it, is
multiple and always context-dependent, and is the product of social, historical, political,
and cultural processes (Berger and Luckmann, 1966). Understandings of phenomena
may therefore vary over time, and experiences may be assigned different meanings
across different social groups and settings. To take a simple example, child labour was
considered perfectly normal in Britain during the early nineteenth century whereas
now it is subject to rigorous legislation.

As a particular approach to human enquiry, social constructionism invariably has a
critical agenda (Burr, 2003), since it seeks to question taken-for-granted knowledge
about the social world and how we categorize it, which proclaims itself (sometimes
subtly and sometimes not so subtly) to be self-evident truth. Such a perspective
attempts to deconstruct the terms we use routinely; interrogating their absolute and
inevitable appearance. It seeks to unpack the assumptions, ideologies, and power rela-
tions that are embedded in, and reinforced by, the categories that are employed. It asks
questions such as:What are the processes by which phenomena become classified in
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Activity 2.1

particular ways? Who has the power to produce legitimate classifications? And what
are the consequences of such classifications?

Thus, for example, a social constructionist perspective contends that ‘gender’ is
socially constructed and as such the roles, abilities, and temperaments that are
assigned to a particular gender are shaped by commonly accepted norms about
what a man or woman should be like or how they ought to behave rather than
reflecting inherent truths found in nature. A social constructionist perspective might
also emphasize how dominant constructions of femininity and masculinity have
frequently served to naturalize and justify gender inequality. For example, it has been
argued that the common construction of womanhood as quintessentially caring
and nurturing has contributed to the concentration of women in part-time and
lower paid employment, and reduced their opportunities for training and promotion
(Charles, 1993).

Similarly, social constructionists argue that the category ‘race’ is more of a socially
produced notion than the expression of any major biological essences.They claim that
apparently ‘natural’ racial taxonomies act to reify ‘race’ as a predetermined reality and
to essentialize racial differences that have in turn been used to exploit and oppress
certain groups. For example, there is a long history of constructing black Africans as
genetically distinct and primitive, which has been employed to support political projects
such as slavery, imperialism, anti-immigration policy, and the eugenics movement
(Williams et al., 1994; Bhopal, 1997; Krieger, 2000).

Feedback

In this activity you will apply the framework of social constructionism to your
own examples. Pause for a moment and try to think of any examples from your
own knowledge and experience where accepted social categories have come into
question.

You might, for example, have recalled the way apparently ‘real’ racial classifications in
South Africa changed after the end of the apartheid era.What does this say about the
‘nature’ of racial categories? Or you might have considered how the acceptance of
women as being suitable for roles such as surgeons or for military duty has now
changed (although it is still commonly held that women are not suitable for frontline
fighting). What views of the ‘nature’ of women does this imply? Or you might have
reflected on how it was once an uncontested truth that the earth was flat.

The social construction of health and illness

Over the last 50 years, the social construction of health has become a significant per-
spective within the sociology of health and illness, and has made a major contribution
to our understanding of the context-dependent dimensions of illness (Bury, 1986;
Lupton, 2000). Although there are various intellectual strands within a social construc-
tionist approach to illness, two broad threads can be identified that have addressed this
topic slightly differently.
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The social construction of ‘lay’ understandings and experiences of health
and illness

The first tradition, which draws heavily on interpretive sociological perspectives, par-
ticularly phenomenology, takes the subjective meaning and experience of health and
illness seriously. Here, the focus is on what are termed ‘lay’ people (as opposed to
‘experts’ who have training in specific practices, skills, and academic disciplines) and
their personal understandings and enactments of well-being. Researchers in this
tradition have addressed questions such as: How do ‘lay’ people understand health and
illness? How do they make sense of and manage the onset of disease! WWhat meanings
are given to health-related behaviours? And how is health maintained in the lay sphere!

Such research has demonstrated that conceptualizations of health are neither uni-
versal nor given. Rather, they are context-bound, influenced by prevailing ideologies and
mediated by the wider milieu in which people live, such as their cultural context, struc-
tural and geographic location, social identity,and personal biography. Understandings of
health are at once individual and social and infinitely varied.VWhat is defined as unhealthy
in one culture may be celebrated in another. For example, some cultural groups might
regard women’s menstruation as a sign of disease, connoting moral and spiritual
uncleanliness. As a consequence, during menses various taboos might be observed in
areas such as clothing, bathing, food, social interaction, and sexual relationship. Other
groups, however, might see menstruation as a sign of health and fertility for women.
Both sets of practices are perceived as ‘natural’ and ‘right’ within their own societies
and there will be sanctions invoked for any breaches. From a social constructionist
perspective, we can regard these ‘truths’ as socially produced knowledge.

Similarly, conceptualizations about health and illness are not stable over time, but
shift and adapt as prevailing social and political ideologies change. For example,
Crawford (1994,2006) tracks the radical changes that have occurred in understandings
of health in Western societies over the last 200 years. He highlights how, before the
eighteenth century, health was more likely to be perceived as part of an inclusive ‘good
fortune’ and the outcome of good living, ritual observance or divine grace.As Europe
and America modernized and industrialized, health emerged as something that could
be achieved and was seen as an essential foundation of character and good citizenship.
Understandings of health thus increasingly began to reflect the values of capitalism and
individualism, being imbued with notions of individual autonomy, self-control, self-
discipline, and willpower.

Research within this tradition has also demonstrated how health-related behaviours
and choices are embedded in socio-economic structures and cultural contexts. For
example, research in Canada (Shoveller et al., 2004), the UK (Thorogood, 1995), and
South Africa (Wood and Foster, 1 995; Shefer and Foster, 2001) has revealed that sexual
practices have significant social, personal, and cultural meanings which often have very
little to do with health. Sexual behaviour and related decisions in the context of
people’s everyday lives are frequently influenced by discourses such as those pertaining
to desire, intimacy, trust, morality, and danger. Similarly, research into the reproductive
choices among HIV-positive women in many African countries also demonstrates how
such decisions are frequently shaped by social and cultural norms and expectations,
rather than health concerns. The strong social and cultural norms around fertility in
many African societies, which can result in childless women being marginalized and
even facing death, has been shown to be a major influence in many HIV-positive wom-
en’s decisions to have children (Aka-Dago-Akribi et al., 1997; Dyer et al., 2002; Myer
and Morroni, 2005). Research into women and smoking has similarly illustrated the
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Activity 2.2

socially and contextually entrenched nature of health-related behaviours. It has been
found that for many working-class women, smoking promotes an emotional sense of
well-being and may enhance social capital. As Graham (1987: 55) concludes from her
study of women caring for pre-school children in low-income families in Britain,
‘Smoking acts as both a luxury and a necessity when material and human resources are
stretched ... In a lifestyle stripped of new clothes, make-up, hair-dressing, travel by bus
and evenings out, smoking can become an important symbol of one’s participation in
an adult consumer culture!

A final major line of research within this tradition has examined the personal and
social meanings of illness at the experiential level, and explored how illness is managed
within the social contexts that people inhabit. Such research has highlighted how the
experience of illness is socially constructed, contingent on how the sufferer comes to
make sense of, and live with, their illness, and reclaim a sense of self. People may
assign different meanings to their distress and suffering, depending on, for example,
their personal and social relationships, class, gender, religious and cultural beliefs. As
such, the everyday enactment and experience of illness is endowed with subjective
meaning and is infinitely varied. The ways in which people actively determine the
boundaries of their illness, and their identity in relationship to those parameters, has
been demonstrated in the case of various specific illnesses including depression (Karp,
1996), epilepsy (Schneider and Conrad, 1983), schizophrenia (Schulze and Angermeyer,
2003), rheumatoid arthritis (Fagerlind et al.,2010), diabetes (Peyrot et al., | 987),asthma
(Adams et al.,, 1997), and HIV/AIDS (Davies, 1997; Ezzy, 2000; Klitzman and Beyer,
2003).

Feedback

This activity encourages you to reflect on the impact of taking lay beliefs and experi-
ences into account when designing health promotion interventions. Imagine, for exam-
ple, that you have been asked to design a health promotion intervention to change
eating habits in a population of adolescents. How might taking into account young
people’s ‘lay’ beliefs about, and experiences of, food, diet, and health affect your plans?
Jot down a few ideas for a setting you are familiar with.Ask yourself, what assumptions
are the ‘health experts’ making about this group? How might they differ from the views
of others — for example, non-health professionals (youth workers, church leaders, edu-
cationalists, politicians, etc.) or young people! Can you think of examples of this from
your own professional, or lay, experiences?

Health professionals may feel that they know what a desirable outcome is in terms of
young people’s eating habits and that they have simply to enable these to be adopted.
Thus, perhaps, the ‘professional’ intervention may be no more than a socially con-
structed norm about what is desirable, without taking into account other aspects of
the social world that may be as, if not more, important for this target group as ‘good
health’.This might include, for example, ideas about what constitutes ‘attractiveness’ for
young men and young women, or their expectations of physical health and well-being.

Note also that ‘young people’ do not form a homogeneous group and appropriate
interventions may vary with the prevailing social norms such as those relating to
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socio-economic class, gender or ideas about autonomy. Professionals may also
wrongly assume that all of these social variables are pertinent to all young people at
all times.

The social construction of medical knowledge and disease entities

A second intellectual strand within the constructionist approach to illness that draws
heavily on the writings of Michel Foucault (1977) has contributed to our understanding
of the socially constructed nature of health, albeit in a slightly different vein.What we
might call the Foucauldian tradition looks critically at medical knowledge and disease
entities, interrogating how and why particular signs and symptoms get labelled as med-
ically legitimate illnesses (Jordanova, 1995; Turner, 1995; Bunton and Petersen, 1997;
Lupton, 1997).

According to Foucault (1977), expert knowledge about ‘health’ and ‘disease’ is not an
objective ‘discovery’ of a ‘given’ biological reality that simply exists in nature. Rather,
accepted illness categories or disease entities are products of medical discourse that is
shaped by social, cultural, and political reasoning and practices. Certain behaviours and
experiences are conferred the status of medical conditions or illnesses within a par-
ticular time and place, and for Foucault, such constructions are a principal form of
power in modern societies. For example, when a group of symptoms is categorized
within medical discourse as ‘tuberculosis’, it does not mean that this entity exists
independently ‘out there’, but rather it has been defined or labelled as such within a
particular social, historical, and political contexct.

The socially constructed nature of disease entities is clearly illustrated by the fact
that disease vocabularies and categories are not stable; boundaries and meanings of
illness are perpetually contested, negotiated, and redefined over time. Throughout his-
tory there are examples of diagnoses and disease categories that have disappeared
from clinical textbooks,and new ‘diseases’ are frequently being ‘discovered’ and named.
The constant revision of the International Statistical Classification of Diseases and
Related Health Problems (ICD) and Diagnostic and Statistical Manual of Mental
Disorders (DSM) is testament to this.

Scholars within this Foucauldian tradition have demonstrated that these shifts in the
classifications of disease entities are less the outcome of medico-scientific evidence
and diagnostic procedures becoming more advanced or accurate, and more the prod-
uct of changing social practices and political ideas. It is also stressed that decisions
concerning what constitutes a disease are not value-neutral, but are mediated by
political and moral values and ideologies that prevail within society. lliness categories
therefore have a strong evaluative agenda, often supporting the interests of those
groups in power, and reinforcing existing social structures.

For example, until the mid-1980s, homosexuality was defined and categorized in the
International Classification of Diseases (widely used within the USA and Western
Europe) as a medical condition requiring treatment. It is not difficult to see how this
official medical diagnosis occurred within the context of powerful socio-political forces
that were against variations from the traditional heterosexual dyad that prevailed
for much of the twentieth century (Hare-Mustin and Marecek, 1997; Smith et al,
2004). Similarly, a number of scholars have demonstrated how the development of a
host of diseases associated with sexuality and reproduction during the nineteenth
century were intimately shaped by patriarchal structures and contemporary social
mores about women'’s ‘proper’ place in society (Jacobus et al., 1990; Ussher, 1991,
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1996). Nineteenth-century illnesses such as neurasthenia and hysteria were attributed
to supposed aberrations of the reproductive system, and women were therefore
encouraged to concentrate on dulling the mind, intellectually and emotionally, to enable
the functions of their body to ensue unhindered by mental obstruction.

To summarize this section on the social construction of health, unlike a medical
model of illness which assumes that diseases are universal and stable across time and
place, a social constructionist approach emphasizes how all meanings, experiences, and
definitions are produced by social interactions, shared cultural traditions, shifting
frameworks of knowledge, and relations of power.All of this is not to deny the realities
of pain and suffering, or to say that people do not experience bodily or mental distress.
A social constructionist perspective emphasizes, however, that these experiences, and
how we label them, are not just a result of medico-scientific procedures, but also the
product of historical, social, and political processes.

Implications for health promotion

What are the implications of a social constructionist perspective, both generally and
more specifically in relation to health, for health promotion? An appreciation that lay
meanings of health and health-related behaviours are inextricably context-bound and
socially shaped is crucial for making health education and promotion campaigns rele-
vant and responsive to the target groups’ lived experiences and subjective understand-
ings. This is essential both for bringing the person’s needs back into health promotion
as an end in itself and for the potential effectiveness of health promotion programmes.
Encouraging people to modify their lifestyles and adopt healthier ways of living in isola-
tion from the social context in which these arise and develop meaning is somewhat
artificial and may prove to be ineffective. For example, health promotion messages that
simply advise people to stop smoking or practise safer sex will remain ineffective if the
decisions surrounding these behaviours carry social, cultural, and symbolic meanings
other than those which pertain to health, which they invariably do.The work of Holland
et al. (1990a, 1990b), Wilton and Aggleton (1990), Campbell (2003), and Bernays and
Rhodes (2009) has clearly demonstrated this in the case of HIV/AIDS. Campaigns and
interventions that conceptualize health behaviour denuded of social meaning are likely
to increase victim blaming and stigma, and have limited success.

Furthermore, a social constructionist perspective within a more Foucauldian tradition
is vital for sensitizing health promoters to the importance of thinking critically about the
concepts and categories that are employed. Such a perspective reminds us how all defini-
tions and classifications are produced by people, in a particular time and place, and are
thus always imbued with particular norms, assumptions, and social forces. It encourages
us to think about how the problem is defined or framed in the first place, how it was
developed, and what the consequences might be of adopting such a paradigm. This is
essential if the practice of health promotion is to be self-aware, self-critical,and account-
able. Indeed, social constructionist critiques have been instrumental in articulating the
frequently hidden ideologies embedded in many health promotion campaigns.

For example, attacks have been levied on the uncritical use of racial categories within
many HIV/AIDS health education and promotion programmes in Africa, and how this
has produced devastatingly racist stereotypes of African people and their sexualities
(Sabatier, 1988; Crewe and Aggleton, 2003; Stillwaggon, 2003; Campbell, 2004). Similarly,
social constructionists have demonstrated how the norms and values attributed to
target groups within many HIV/AIDS health education and promotion strategies in the
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Semiotics

UK have supported gender stereotypes (Holland et al., 1990c;Wilton, 1997) and rein-
forced homophobia and discriminary practices (Treichler, 1989;Watney, 1989).Another
example, this time from the USA, is the US Government’s health information
campaigns as part of the on-going so-called ‘war on obesity’, which has promoted the
message that weight loss is simply a matter of self-control. In a context in which weight
and health have been connected to patriotism and morality in the USA, such campaigns
have been shown to have significantly increased the stigma associated with being
overweight and obese (Garcia, 2007).A final example is from the UK, where during the
1980s health education campaigns directed at ‘ethnic minorities’, such as those con-
cerned with rickets, surma, and antenatal care, were seen to have contributed to the
construction of racist stereotypes and the augmentation of institutional racism
(Sheiham and Quick, 1982; Pearson, 1986).

Activity 2.3

As demonstrated above, a social constructionist perspective helps us to think critically
about the meanings embedded within health promotion activities. Meaning, however, is
not only embedded within written or spoken language, but is also inserted within other
mediums such as images, sounds, gestures, and objects. Here a strand of social con-
structionism, known as semiotics, can be very useful, as many health promotion initia-
tives use images as a key form of communication. Semiotics is the study of signs and
symbols, especially systems of communication, in an attempt to deconstruct their
coded meanings (Chandler, 2008). It includes signs and symbols in any medium or sen-
sory modality (e.g. words, images, sounds, gestures, and objects). Semiotics is based on
the assumption that signs do not just ‘convey’ meanings, but also constitute a medium
in which meanings are constructed. The objective is therefore to reveal how certain
values, attitudes, and beliefs are supported or silenced within particular signs and
symbols. Meaning might be divided into two levels within semiotics: denotation and
connotation. ‘Denotation’ refers to the more definitional, ‘literal’ or ‘obvious’ meaning
of a sign, whereas ‘connotation’ refers to the deeper socio-cultural, political, economic,
and ‘personal’ associations (ideological, socio-political, emotional, etc.) of the sign.

Feedback

In this activity you will analyse a health promotion intervention using a social construc-
tionist and semiotic perspective. Consider the poster shown as Figure 2.1.Who do you
think it is aimed at (and what makes you think that)? What does its location in an urban
town in a Sub-Saharan African country suggest to you (and why)? What wider message
might it be hoping to convey (how does it make you ‘know’ this)? Now you have briefly
deconstructed this poster using discourse analysis and semiotics ask yourself: In whose
interests is this poster being displayed? What is absent from it? What assumptions are
implicit in it? Does it tell you anything about wider social norms?

The method of discourse analysis and semiotics takes text and image and ‘decon-
structs’ their explicit and implicit meanings.Where words and image act together, as in
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Figure 2.1 A government HIV awareness poster on the roadside in Jimma Town, Ethiopia (photograph
taken in 2006). Reproduced by permission of Sasha Andrews, Wellcome Images.

Source: Sasha Andrews, Wellcome Images (image no. N0032219: http://wellcomeimages.org/)

the poster, both the image and the text constitute the object of the analysis. A semiotic
approach asks us to consider two levels of meaning in an image, its denotation, or its
literal meaning. In this case it is one woman and two men, each holding onto a bunch
of flowers and a book, and wearing formal academic dress.

A second level is its connotation; that is all the other attributes that are implied and
which depend on the system of values and meanings we bring to it. For example, in this
case, we might ‘know’ that these three individuals are graduating students because of
the academic gowns and caps worn.We might also infer a sense of hope and optimism
through the images of flowers and arms raised in the air.

Without the text we may not be able to ‘know’ what wider message this image
seeks to convey. However both the literal meaning of the text and the way it is pre-
sented give us ‘clues’. We might ‘read into it’ that these three students are confronted
with deciding what their future will hold, a decision that is seen to consist of only two
options:‘satisfaction’ or ‘frustration’. The ‘right decision’ to make for a ‘brighter tomor-
row’ is represented in no uncertain terms as one which embraces health, career and
family.

You might have wondered why this campaign is focused on students, rather than
other age-groups.You might have speculated on the apparent markers of ‘satisfaction’
and ‘frustration’, and why certain notions are provided and contrasted, and not
others.You might also have questioned whether one’s future is something that can be
‘decided-upon’ and ‘chosen’.

This might suggest wider social norms about what it means to be happy and success-
ful in the world, intimately related to notions of personal health, occupational achieve-
ments and familial obligations, and embroiled with ideals of individual agency. Or,
conversely, a more benign reading might see it as depicting young people as able to
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make independent and responsible decisions about their futures. The text plus images
might also lead you to ‘know’, without the inclusion of the country name, that the
poster is situated in Africa, as all the people depicted are black and the language ‘style’
of the text and the reference to HIV might reasonably suggest this. There are also no
white people shown, and this, situated in many other settings might be deemed inap-
propriate, exclusive or even racist.

Another ‘layer’ of analysis might have you wondering whether there are any com-
mon factors between those people that ‘read’ it one way and those that ‘read’ it
another; and, if so, how these differences might have come about.

Health promotion as a form of disciplinary power

These multi-level layers of analysis show how a social constructionist perspective for
health promotion can take us further than only thinking critically about the accepted
concepts, categories, and definitions used, and their embedded assumptions within
health promotion programmes. It also urges us to look critically at the whole health
promotion endeavour itself, and what role it plays — and what consequences it might
have — in society more generally.A social constructionist perspective of health promo-
tion seeks to ask questions about the broader goals and aims of health promotion, and
whether it can be uncritically regarded as ‘good’. Analyses at this level have drawn
attention to health promotion’s propensity to act as a form of social regulation
(Armstrong, 1983;Thorogood, 1992; Nettleton and Bunton, 1995).

Here, we are brought back to the work of Foucault,and his ideas concerning modern
forms of power. As touched on earlier, Foucault saw medical discourse as a principal
form of power in modern societies. To understand this fully,and how health promotion
might function as a type of social control, one needs to appreciate how a Foucauldian
approach conceptualizes the operation of power in contemporary, liberal democracies.
According to Foucault (1980, 1984), modern forms of power operate differently to
traditional forms of power. In this view, traditional power is conceptualized as ‘sover-
eign’ and is seen as regressive and coercive, whereas modern configurations of power
are exercised in much more diffuse and typically covert ways, functioning at the micro-
level of individuals. Such modern forms of power, or what Foucault terms ‘disciplinary
power’, function through social systems of knowledge and practice that create stand-
ards pertaining to ‘normality’ and ‘abnormality’, ‘healthy’ and ‘unhealthy’. It operates
through providing guidelines about how people should understand, conduct, regulate,
and experience their bodies, minds, and subjectivities. The objective of such modern
forms of power is thus to produce ‘obedient’ subjects or ‘disciplined objects’, which
constantly examine and adjust themselves and others to fit the norms and ideals it
prescribes.

From this perspective, through the establishment of norms regarding appropriate
and healthy experiences and behaviour, the programmes and technologies of health
promotion can be seen as a form of disciplinary power and social regulation. As
Wilbraham (2004: 460) articulates:

There are now pervasive networks of health authorities, techniques and
practices that seek to shape the conduct of individuals and populations. For
example, think of: medical insurance, self-help books, advice columns, hygiene
instructions at schools, yoga, aerobics classes, safer sex techniques, examinations
in a doctor’s consulting room, diabetic diets and so on.
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Activity 2.4

Through all of these programmes, health promotion discourse and practice results in
an increasingly all-encompassing network of surveillance and observation. Such dis-
course has penetrated the minds of lay people, who more and more willingly draw
upon prevailing health promotion vocabularies to interpret their own experiences, and
reflect upon, monitor, and think about themselves. People ever more frequently make
particular choices and adopt specific behaviours that are expected by health promo-
tion discourses. Indeed, seemingly subjective choices and activities — food and eating,
sleeping, leisure, aspects of bodily maintenance, sexual behaviour — are increasingly
becoming amenable to personal monitoring and regulation. Ultimately, as people
become progressively caught within the discourses of health promotion, they actively
and readily seek to develop their lifestyles, bodies, minds, and subjectivities in accord-
ance with the prevailing truth configurations of it. Indeed, this is a fundamental compo-
nent of modern forms of power, which seek to:

Establish voluntary practices by means of which individuals not only create for
themselves the rules of conduct, but also endeavour to transform themselves, to
modify their unique being ...and [thus] come to think of his own being when he
recognises himself as mad, when he regards himself as ill, when he thinks of
himself as a living being, working and talking, when he judges and punishes
himself as criminal.

(Foucault, 2004: 709)

This all may seem to imply that health promotion is a coercive and repressive enter-
prise. On the contrary, Foucault’s analysis of ‘disciplinary power’ emphasizes that such
power is not necessarily negative or oppressive, or for the purpose of coercion and
constraint (Lupton, 1997). Indeed, he argued that the very seductiveness of power in
modern societies is that it is productive rather than confining:

What makes power hold good, what makes it accepted, is simply the fact that it
doesn’t only weigh on us a force that says no, but that it traverses and produces
things, it induces pleasure, forms of knowledge, produces discourse. It needs to
be considered as a productive network which runs through the whole social
body, much more than as a negative instance whose function is repression.
(Foucault, 1984:61)

As such, it is exactly because health promotion attempts to improve our lives and make
us healthier beings that it is able to wield such immense power.

Feedback

In this activity, you will explore your own personal health-related behaviour from a
social constructionist perspective using a ‘Diary of your day’. Make a list of the things
you do on a typical day, listing all the activities in which you participate (voluntarily) that
currently form part of the ‘health promotion’ project.

Your diary might have included: cleaning your teeth, taking a vitamin tablet, limiting
the amount of coffee you drink, feeling guilty (self-monitoring) because you have
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Summary

used the escalator rather than the stairs or driven rather than walked to your
destination, reading the label on the sandwich you bought for lunch, deciding how
to prepare your evening meal in a healthy way, and so on. Have a look through these
and ask yourself how would this list have looked to someone 50 or 100 years
ago! How might it look in the future (5, 10, 20 or 100 years from now)? In this
way, we might be able to ‘see’ how knowledge about what is ‘normal’ and ‘desirable’,
and the assumptions and behaviours that are predicated on it, can easily change
over time. Pause for a moment, does this change the way you feel about your daily
activities? Does it make you feel more, or perhaps less, inclined to ‘discipline’ yourself
in this way?
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What drives health 3
promotion?

Wendy Macdowall, Ford Hickson,
and Mark Petticrew

Overview

This chapter explores two questions. First, why are some health issues prioritized over
others? Second, how are policy responses to those issues formulated? In doing so, the
chapter discusses the complex processes that determine which needs health promo-
tion seeks to address, whose needs it prioritizes, and what form it takes. It pays par-
ticular attention to how values, theory, and evidence influence the process of setting
priorities for health promotion.

Learning objectives

After reading this chapter, you will be able to:

* identify factors important to the processes of policy formation in health promo-
tion

* compare the challenges and opportunities presented by the evidence-based
movement in public health and health promotion

* think critically about the nature of evidence and how it is generated, disseminated,
interpreted and used

Key terms

Evidence: The available body of facts or information indicating whether a belief or
proposition is true or valid (Oxford English Dictionary).

Evidence-based medicine: The conscientious, explicit,and judicious use of current best
evidence in making decisions about the care of individual patients (Sackett et al., |996).

Evidence-based public health: The conscientious, explicit and judicious use of current
best evidence in making decisions about the care of communities and populations in the
domain of health protection, disease prevention, health maintenance and improvement
(Jenicek, 1997).

Policy: A course or principle of action adopted or proposed by an organization or
individual (Oxford English Dictionary).
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Policy agenda: The list of subjects or problems to which government officials and
those close to them are paying serious attention to (Kingdon, 2002: 98).

Introduction

In the promotion of health and well-being, there are many different issues that govern-
ments could attend to.This begs the questions why, and how, are some issues acted on
and others not, and why, and how, are some issues prioritized over others? A simple
way of conceptualizing these questions is to consider two axes, one of need and one
of action (see Figure 3.1).All other things being equal, we could reasonably expect that
governments are more likely to take action as more need is identified. WWe might also
expect the reverse to hold true — where there is little evidence of need (or evidence
of little need), the likelihood of government action to meet that need is low. In many
instances, this is indeed the case. For example, in 2011 the Department of Health in
England set out its commitment to address obesity as a leading cause of diabetes,
coronary heart disease, and cancer, which contribute significantly to the overall burden
of disease and health care costs (Department of Health, 2011). However, there are
numerous situations where government inaction occurs in the face of relatively high
need and where government action occurs despite relatively low need. For example,
during the 1990s and early 2000s, the Government of South Africa was widely criti-
cized for not acting to address the growing crisis of HIV in the country.

It is therefore clear that simple evidence of the burden of disease does not auto-
matically translate into public health actions.The reasons for this are varied and com-

Action
A
Action in absence of need Needed and acted on
Low need » High need
No need, no action Needed but not acted on
Inaction

Figure 3.1 Matrix of action and need
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plex and include issues related to: (1) how the causes of the ‘need’ are understood; (2)
how those ‘in need’ are perceived; (3) how addressing the ‘need’ is conceptualized; and
(4) interpretations of the evidence base and its shortfalls. In exploring these issues,
definitions are important: How is need defined? Is a high level of disease sufficient
evidence of need for action? Whose needs are these? Whose needs are more impor-
tant? Who gets to decide these questions? There are political and ethical dimensions to
all these questions. Also important is how the often competing interests of different
actors — who may also have their own strongly held political and ethical values — are
resolved. The political and ethical aspects of health promotion are considered in more
detail in Chapter 4 of this book.

The policy process

To understand why some health issues are prioritized over others and how responses
to those issues are formulated, is to understand how policy is made, adopted and
implemented, and the factors that influence it. The policy development process is not
always smooth and rational. In fact, public policy-making has been described as ‘extraor-
dinarily messy’ (Kingdon, 2002: 97). Kingdon goes on to argue that it does have ‘a sort
of structure, but there is plenty of room for complexity, uncertainty, fluidity and resid-
ual randomness’ (p. 97).

A number of different frameworks and models have been developed to analyse and/
or describe policy-making. Walt (1994) introduces the health policy triangle to help us
think systematically about the different factors that may affect policy. It focuses on the
three dimensions of content (of policy), context (within which policy-making occurs),
and process (of policy-making).Within the triangle are the actors involved (individuals,
groups, organizations).

A common framework for policy-making distinguishes four distinct stages, each with
its own set of questions (see Box 3.1).

Box 3.1 Stages in the policy process

Stage |: Problem identification and issue recognition
How do issues get on to the policy agenda? Why are some issues not even dis-
cussed?

Stage 2: Policy formation
Who formulates policy? How is it formulated? Where do initiatives come from?

Stage 3: Policy implementation
Who must act differently? What resources are available? Who should be involved?
How can implementation be enforced?

Stage 4: Policy evaluation
What happens once a policy is put into effect? Is it monitored? Does it achieve its
objectives? Does it have unintended consequences? Is it sustained or abandoned?

Source: Adapted from Walt (1994).

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



38

History and concepts of health promotion

This framework can be both descriptive (it is what happens) and prescriptive (it is what
should happen). In practice, how far these stages are followed in a logical, sequential set
of steps is a matter of debate. It is also worth noting that models usually present the
policy process as linear, while in practice policies may get stuck at any one stage in the
process or may be sidelined or abandoned. Models of the policy process should, there-
fore, always be seen as idealized versions of reality.

There are three main models that address rational policy-making: the rational, incre-
mental, and mixed scanning. The rational model, as the name suggests, proposes that
having identified a problem, policy-makers (do or should) systematically gather and
assess a variety of policy options and their potential outcomes, and having done so
select the one that is most likely to address their goals. However, there are many fac-
tors that constrain policy-makers from behaving rationally. Walt (1994) identified four
main factors: (1) the challenge of problem definition as it may not always be clear what
the specific problem is; (2) the challenge of weighing up alternative policy options in the
absence of definitive information; (3) the fact that policy-makers themselves are not
objective, as their own values will influence how they conceptualize both the problems
and the potential solutions;and (4) that previous policies will influence and potentially
limit current policy options. Together these factors mean that some areas of known
need are not acted on, and sometimes actions are taken when there is little or no
evidence of need.

An alternative to the rational model of policy process is that of incrementalism.
According to Lindblom (1959), the constraints on policy-makers preclude them from
assessing all of the evidence and considering the full range of policy options. In practice,
they consider only a limited number of alternatives that do not radically differ from the
status quo. He describes the process as muddling through and of being influenced by
partisan mutual adjustment (the positioning and repositioning of various interested
parties). As such, Lindblom argues that what is possible politically is most commonly
only incrementally different from what went before. For policy to progress, policy-
makers must agree on a direction of travel. Where all actors disagree, or where there
are two powerful but opposing sides, policy gets ‘stuck’ and it becomes impossible to
move forward. From this perspective, the measure of a good decision is the extent to
which decision-makers agree about it. This model of policy-making has its own prob-
lems. Where the rational model is criticized for being too idealistic, the incremental
model is criticized for its conservatism. It is argued that within this model it is not pos-
sible to make the step changes that are often required for significant health gain.

Recognizing the idealism of the rational approach and the conservativism of the
incrementalist approach, a middle position, that of mixed scanning, has been proposed
by Etzioni (1967). The term scanning refers to an array of activities carried out to aid
decision-making, including searching for, collating, and evaluating information. In mixed
scanning, decisions are classified into two levels, namely fundamental (macro) decisions
and small (micro) decisions.The model proposes that good policy decision-making uses
different degrees of scanning for different levels, and that not all decisions require the
same exhaustive assessment of the evidence. Some macro decisions can be taken with-
out the micro-detail of all the implications of that decision being known.

Policy agenda-setting

Kingdon (2002) proposes that there are three streams to policy-making that occur
simultaneously and in tandem: problems, proposals, and politics.This is a way of concep-
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tualizing the processes at play in limiting the list to those issues that actually are the
focus of attention, known as policy agenda-setting. He describes how the three streams
flow around governments largely independently of each other (see Box 3.2). He argues
that ‘proposals are generated whether or not policy makers are solving a problem,
problems are recognised whether or not there is a solution and political events move
along according to their own dynamic’ (Kingdon, 2002: 98). He goes on to argue that
there are critical times of opportunity when the three streams align to open a ‘policy
window’. So-called policy entrepreneurs can exploit the opening of a policy window to
push their issue or their solution.

Box 3.2 Kingdon’s agenda-setting streams

Activity 3.1

Problem stream: where issues are identified and problematized. It has both objective and
subjective elements. Objectively, changes in indicators of various health behaviours
and health outcomes can draw attention to certain issues.As can certain ‘focussing
events’, such as a scientific breakthrough that attracts media attention. However,
there is also a more subjective process of interpretation that renders something as
a ‘problem’ that we feel we ought to do something about. This interpretation is
influenced by how issues are framed and whether they conflict with prevailing
values.

Proposal stream: where policy proposals are created and honed. Many actors, including
civil servants, politicians, researchers, interest groups, activists, and policy analysts, all
contribute ideas that have policy potential. It is argued that how ideas are selected
is analogous to the primordial soup: ‘Ideas, like molecules, bump into one another,
combining and recombining in various ways ... In the process of policy evolution
some ideas fall away, others survive and prosper, and some are selected to become
serious contenders for adoption’ (p. 101).

Political stream: where features of the political environment influence the policy agenda,
such as changes in governments, shifts in public opinion and interest group pressure.

Source:Adapted from Kingdon (2002).

Feedback

Identify a health issue that has come to prominence in your country recently. Using
Kingdon’s (2002) agenda-setting model, can you identify factors from the problem,
proposal, and political streams that influenced why the issue came onto the agenda or
rose up it?

In the problem stream you may have identified the publication of regional, national or
international health statistics or indicators, or the publication of a major piece of
research. Or maybe there was a crisis (for example, an outbreak of a disease). In the
policy stream you may have identified the publication of an influential report or guid-
ance offering policy options or some activity by key politicians or civil servants (for
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example, a high-profile conference). In the political stream you may have identified a
change in government, a change in public opinion around the issues or actions of inter-
est groups or of individual champions. Kingdon argues that issues are only taken
seriously by governments when the three streams come together.

Hall et al. (1975) have proposed an alternative model of policy agenda-setting. This
model suggests that an issue will only receive attention when it has high levels of
legitimacy, feasibility,and support. Legitimacy refers to those issues that the government
feel that they should be concerned with, or have the right to intervene on.These vary
considerably between countries and within counties.There are many issues where the
boundaries of what it is acceptable for the state to intervene on — and the nature of
any intervention — are fiercely contested. For example, the extent to which the state
should act on the economy varies enormously across different countries. Some people
believe the state has little or no role in the economy (for example, free marketeers),
whereas others think the state should strongly intervene on issues such as interest
rates, banking, and monopolies. Other areas where the state’s role is strongly con-
tested include family life, religion, education, the media, and health. Feasibility refers to
the extent to which government feels it has the ability and resources to address the
issue. Finally, support refers to public support for intervention. Although some types of
political regimes are less dependent on public support, such as dictatorships, even in
these regimes there is a need for support for policy among key groups, such as the
armed forces (Buse et al., 2012).

The importance of public support

A difficult issue for any government in relation to health promotion policy, and central
to the question of public support, is how far it is acceptable to intervene in people’s
lives to promote their own health, or that of others. Richard Reeves, in his 2010 report
to the UK Government on the role of the state in health and well-being argues:‘Good
health is a vital ingredient of a good life — but so is freedom’ (Reeves, 2010: 4). He
conducted qualitative research with members of the public and found that people are
more likely to support action on policy issues where freedom of choice is protected
and where there is a strong case for intervention because there is seen to be sound
evidence to justify it. His research also highlighted the public’s desire for government
to act in helping make healthier choices easier by the regulation of industry. This
suggests it is more palatable to the British public for industry to be regulated than have
their own behaviour regulated. It may also indicate where the public see the responsi-
bility lies for some health issues and highlights the role of industry as a key player in the
policy process.

Even when health promotion policies are targeted at specific groups rather
than seeking to reach the whole population, public support remains important. One of
the factors that influences public support for more targeted interventions, and
therefore the likelihood and nature of the intervention, is how the public perceive
those affected. The policy response to HIV/AIDS is a case in point. Watney (1997)
and others have argued that in the UK in the 1980s there was a limited public
health response to cases of AIDS while it appeared confined to ‘homosexuals and
addicts’.

Reeves (2010) concludes that government should ask themselves three questions
before intervening. The first relates to legitimacy and asks how strong is the case
for intervention? The second relates to individual autonomy and asks how can the
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state respond in a way that protects (or increases) autonomy? The third relates to
effectiveness and asks will it work? This summary may sound eminently sensible on
the surface, but the concepts of legitimacy, autonomy, and effectiveness are all
contested and value-laden. It is also of note that while in principle these questions
may be transferable to other contexts, they have been constructed in the context
of the UK. The ethical principle of autonomy is considered in Chapter 4 of this
book. Here, we now turn to the role of evidence and in particular the concept
of evidence-based decision-making, which are key to questions of legitimacy and of
effectiveness.

The role of evidence

Activity 3.2

The evidence-based movement began in the field of medicine in the early 1990s. At its
core is the principle that clinical decisions should be made ‘on the basis of the best
available scientific data, rather than on customary practices or the personal beliefs of
the health care provider’ (Des Jarlais et al., 2004: 361). Evidence-based medicine also
recognizes that many health care decisions have been made simply out of convenience
or they in some way were beneficial to the provider (for example, they were
less costly). The concept of evidence-based medicine has gained currency since its
inception and there are now similar movements in public health, health promotion, and
many other fields of public policy.This proliferation of the concept is rooted in the view
that, like health professionals, those involved in policy initiatives or programme man-
agement should also base their decisions on the best available scientific information.
This raises questions, however, about the nature of evidence, including:What counts as
‘evidence’? What is the ‘best’ evidence? This in turn raises questions about the research
that underpins that evidence: How is the research funded and by whom? How is it
generated and by whom? How is it interpreted and by whom? How is it used and by
whom?

Feedback

What different types of evidence can help inform decision-making in health promotion
policy and practice? Remember that evidence consist of facts or information that sup-
ports or refutes a belief.

It is likely that you thought about how evidence can help both identify problems and
their causes and suggest how best to address them. Brownson et al. (2009) suggests
three types of evidence.The first type of evidence indicates that ‘something should be
done’ (it defines the causes of disease and the size and strength of preventable risk);
the second type indicates that ‘specifically this intervention should be done’
(it describes the relative effectiveness of different interventions); and the third
type indicates ‘how something should be done’ (it informs the implementation of inter-
ventions). There is more of the first type of evidence and less of the second and
third types (Brownson et al., 2009). This means we know about more problems than
solutions.
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Types of evidence (or hierarchies of evidence)

Since the establishment of evidence-based medicine, there has been considerable debate
about what constitutes ‘evidence’ and what the ‘best’ evidence is. Parallel debates have
taken place in relation to evidence-based public health and health promotion. Figure 3.2
provides an example of a suggested hierarchy based on the relative objectivity of different
types of evidence. In evidence-based medicine, randomized control trials sit at the top of the
hierarchy of research study designs for assessing effectiveness, with systematic reviews of
randomized controlled trials considered to be the strongest form of evidence of effective-
ness. A number of distinctions have been made between evidence-based medicine and
evidence-based public health and health promotion, and one of the questions that has been
hotly debated is whether the evidence-based medicine ‘model’ — which prizes randomized
controlled trials and systematic reviews —‘fits’ the world of social interventions. It has been
argued that reluctance to apply evidence-based medicine principles to public health and
health promotion is based on a number of misconceptions and misunderstandings (Macintyre
and Petticrew, 2000).

Tannahill (2008) identifies three issues that are particular to evidence of effective-
ness in health promotion.These are demand, skewing, and inadequacy. In relation to the
demand for effectiveness evidence, Tannahill argues that there are so many health
topics (e.g. cardiovascular disease, cancer, obesity, sexual health, and mental health),
behavioural topics (e.g. smoking, diet, alcohol consumption, and physical activity), life
stages (e.g. preconception, pregnancy, early years, adolescence, middle age,and late life),
settings (e.g. schools, workplaces, social care), and cross-cutting themes (e.g. the social
determinants and inequalities in health), combined with different levels of action (e.g.
individual, community, and environment), that there will never be evidence of effective-
ness on all potential interventions. In relation to skewing of effectiveness evidence,
Tannahill suggests that ‘the conventional approach [derived from evidence based
medicine] has left a legacy of skewing the search for, and supply of, effectiveness evi-
dence towards interventions relating to specific health or risk factor topics and on the
“inner layers” of the health improvement onion’ (Tannahill, 2008: 382). In relation to
inadequacy of effectiveness evidence, he argues that the ‘actions and types of action for
which evidence is strongest are not necessarily the most important for achieving
population health gain and reducing health inequalities’ (ibid.). In summary, the best

e Scientific literature in systematic reviews Objective
e Scientific literature in one or more journal articles
e Public health surveillance data
e Programme evaluations
e Qualitative data
e Community members
e Other stakeholders
e Media/marketing data
e Word of mouth

o Personal experience Subjective

Figure 3.2 Different forms of public health evidence

Source: Brownson et al. (2009)

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



What drives health promotion? 43

evidence we have is about the simplest interventions. We have less — or weaker —
evidence about complex interventions (such as policies) but policy-makers are often
most interested in complex questions. This has also been called the ‘inverse evidence
law’ (Nutbeam, 2004).

In addition to questions about effectiveness, there is growing recognition of the need
to consider questions of context. These questions include how interventions work,
why they work, and for whom they work. In 201 I,Waters and colleagues detailed the
essential components of public health and health promotion evidence reviews. The
authors argue that ‘if reviews of intervention evidence are to be useful to decision-
makers at all, contextual and implementation information is an essential, non-negotiable
component of the review process’ (Waters et al., 201 I: 462). They go on to make a
number of recommendations to ensure public health and health promotion evidence
reviews are useful to decision-makers, including: engaging stakeholders when scoping
the review; understanding the pathways in operation and the theoretical underpinnings
of the evidence;and capturing information on programme implementation through the
review process (Waters et al., 201 ).

Use of evidence by policy-makers

In practice, how research findings are used and what using research to inform policy
and practice actually means vary considerably (Weiss, 1979). Different models of
research utilization acknowledge that the linear interpretation of knowledge-driven use,
which goes from basic research through applied research to application, rarely occurs
in reality. A more commonly applied model, which is also linear; is the problem-solving
or knowledge-deficit model where a problem exists, or a commitment to ‘do some-
thing’ has been made, but information regarding the solution is lacking and is actively
sought. Two other models, which appear to reflect the often messy, non-linear process
of policy-making described above, are the interactive and the enlightenment models.
The interactive model acknowledges that there are many pieces in the policy jigsaw and
that research is only one part. The enlightenment model suggests that in practice
research ‘diffuses circuitously though manifold channels’ (Weiss, 1979: 429) and over
time enters the policy sphere. It is argued, however, that this non-direct mechanism
renders research findings susceptible to both oversimplification and to distortion
(Weiss, 1979). Evidence is also used — and abused — in other ways. It may be used to
meet political ends, where research findings are picked selectively and used to support
a decision already made, which Weiss (1979) describes thus:‘research as ammunition’. It
may also be used tactically, for example to pass on responsibility for unpopular policy.

Whether or not research is used for purely political purposes, it is important to
acknowledge the central role of politics in any understanding of the research—policy
interface. In the first instance, decisions regarding what research gets funded may be
made for political reasons rather than for scientific ones. Furthermore, whether
research findings are acted upon and result in any changes to policy and practice is
essentially the domain of politics. As Oliver (2006: 195) puts it, ‘Science can identify
solutions to pressing public health problems, but only politics can turn most of those
solutions into reality. That is not to say that the process cannot be influenced by the
academics or others who generate the research or by other actors in the policy proc-
ess, but it is to say that this is an inherently political enterprise.

Research conducted with policy-makers to explore how evidence informs public
health policy-making has highlighted some common themes that militate against
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research informing policy (Petticrew et al., 2004; Rychetnick and Wise, 2004). These
include:

* Researchers lacking an understanding of the practical and political constraints on
policy-makers.

* Policy-makers having a more pluralistic view of evidence than the narrowly defined
research-based findings.

* Researchers failing to make the practical and policy implications of their findings
explicit.

Rychetnick and Wise (2004) suggest that academics may be reluctant to express their
views on the implications of their findings, let alone get involved in publicly advocating
for particular policies for a number of reasons.They speculate that this reserve may be
linked to the scientific convention of sticking to the demonstrated facts. They may have
concerns regarding the imperative to remain impartial. They may lack knowledge about
the policy process and how to influence it. It is also the case that evidence given by
disinterested parties is often viewed as more valid than that presented by someone
who is clearly already committed to a particular course of action.

Nutley and colleagues (2002) identify a number of key requirements if evidence is to
have a greater impact on policy and practice (see Box 3.3).

Box 3.3 Key requirements if evidence is to have a greater impact on policy
and practice

| Agreement as to what counts as evidence in what circumstances.

2 A strategic approach to the creation of evidence in priority areas, with concomi-
tant systematic efforts to accumulate evidence in the form of robust bodies of
knowledge.

3 Effective dissemination of evidence to where it is most needed and the develop-
ment of effective means of providing wide access to knowledge.

4 |Initiatives to ensure the integration of evidence into policy and encourage the
utilization of evidence in practice.

Source: Nutley et al. (2002).

Social research ideas also work their way into policy through featuring in popular pub-
lications and the general media. Policy-makers are attuned to the current zeitgeist and
respond accordingly. There are trends and fads in policy-making as much as there are
in fashion and music. Popular books for a general readership are much more likely to
be the source of new inspiration in health policy-making than are specialist papers in
academic journals. Some examples of popular big idea books in the health arena include:
The Tipping Point: How Little Things Can Make a Big Difference by Malcolm Gladwell, first
published in 2000; The Wisdom of Crowds: Why the Many are Smarter than the Few and
How Collective Wisdom Shapes Business, Economies, Societies and Nations by James
Surowiecki, published in 2004; The Status Syndrome: How Your Social Standing Directly
Affects Your Health and Life Expectancy by Michael Marmot, published in 2004; and
Nudge: Improving Decisions about Health, Wealth, and Happiness by Richard H.Thaler and
Cass R. Sunstein, published in 2008.These books have made a significant, but sometimes
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Activity 3.3

short-term, impact on health policy-makers, illustrating the fact that knowledge alone
is not sufficient to influence policy. Knowledge must also be packaged and promoted
for it to have an effect.

So to influence policy, research findings need to be clearly presented, timely, and
relevant to current debates. They should be made available in a non-technical language
that policy-makers can understand and then disseminated through channels they will
encounter or can easily access.Although evidence of effectiveness may not change, or
may change very slowly, evidence of unmet health need should be as up-to-date as
possible if it is to be used to inform health-promoting action. Systems also need to be
in place for relevant scientific information to be identified, synthesized, and dissemi-
nated. In many parts of the world, these systems are not well developed (Petticrew
et al,, 2004).

Tannahill (2008) argues that we should think of evidence-informed health promotion
rather than evidence-based health promotion. This chimes with Nutley and colleagues’
(2002: 1) view that ‘evidence based’ when attached as a modifier to policy or practice
‘can obscure the sometimes limited role that evidence can, does, or even should, play’.

Feedback

Reflect on what you have learnt about the role of evidence in developing health pro-
motion policy.What do you think are the potential advantages of an evidence-informed
approach in health promotion? What do you think are the potential limitations of such
an approach?

You might have reflected that the advantages of an evidence-informed approach could
include:

* Greater consensus on the rationale for intervention

» Greater support for intervention

* A greater chance of achieving the desired outcomes by employing strategies that
have been demonstrated to work

* A more judicious use of resources

* Increased understanding of areas where more research is needed.

You might have reflected on limitations, including:

* Innovative approaches may not get adopted as there is no evidence to support them

* Problems for which no clear solutions have been shown to be effective may get
sidelined

 Evidence is not always taken up and is sometimes used inappropriately or out of
context

 Evidence that is perceived as more subjective, for example how well people feel
themselves to be, may be undermined

* Decisions about funding research may be politically driven

* Evidence cannot compensate for a lack of political will to deal with a problem.
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What about theory?

In much of the debate about evidence-based policy and practice, the role of theory
has received relatively little attention (Green, 2000). At first sight it may seem
that there is a contradiction in using evidence to inform policy and practice and in
using theory. It may even be tempting to assume that evidence can replace theory in
developing and implementing health promotion initiatives. However, as this book
makes clear, theory is essential to how health ‘problems’ and their causes are
understood and throughout the processes of developing, implementing, and
evaluating solutions to those ‘problems’. Theory is also crucial in informing policy
and practice in the many areas where gaps exist in the evidence base. Furthermore,
evidence is derived from the testing of theory, whether explicitly stated or not
(Tannahill, 2008).

A framework for health promotion policy and practice decision-making

The framework shown in Figure 3.3 encapsulates the important dimensions of
health promotion decision-making that have been introduced in this chapter. This
model draws on Walt’s (1994) health policy triangle and the health policy decision-
making framework for health promotion proposed by Tannahill (2008). It considers
the role of evidence and theory, ethics and politics, and the processes and actors
involved. Inherent in all of these dimensions are values, which are at the centre of
the proposed model. All of the elements in the model influence how health need
is understood, prioritized, and translated into health promotion policy and then
practice.

Ethics

Politics

Theory

Evidence Process

Power

Figure 3.3 A framework for health promotion policy and practice decision-making
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Summary

This chapter has explored factors that influence how health need is understood, pri-
oritized, and translated into health promotion policy and then practice. It has shown
that the policy process is complex and often messy.While theoretical models are use-
ful in helping to understand this process, they often reflect an idealized version of real-
ity. This chapter has also described how the concept of evidence-based policy and
practice has gained currency in health promotion and other areas of public policy in
recent years and introduced the debate about what counts as ‘evidence’ and what is
the ‘best’ evidence. It has explained many factors that influence how policy-makers use
evidence. Finally, the chapter proposes that evidence, theory, ethics, politics, and values
interact in complex ways to drive the promotion of health.
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Political and ethical
considerations
Nick Fahy

Overview

You have already learnt that health promotion raises political and ethical issues that
need to be taken into account for health promotion to be effective, and to be seen as
acceptable.These include issues linked to the relationship between individuals and soci-
ety, who has the right to decide and the basis on which health promotion is justified.
Taking these as a starting point, this chapter will look at some theoretical approaches
for considering such issues in political and ethical philosophy and how they are resolved
in practice.

Learning objectives

After reading this chapter, you will be able to:

* describe some of the key political and ethical issues relevant to health promotion

* relate these issues to some alternative philosophical approaches and consider
their usefulness in resolving health promotion questions

 consider how these political and ethical issues are addressed in practice

Key terms

Beneficence: Doing good; active kindness.

Liberalism: The rights of the individual should be respected to enable society as a
whole to benefit from the full potential of all its citizens.

Neoliberalism: A modern variation on liberalism, typically used in the context of the
role of the state, emphasizing market-based solutions to problems rather than public
intervention.

Non-maleficence: A principle based on avoiding the causation of harm.

Plato’s Republic: An ideal society governed by those best qualified to do so.

Utilitarianism: A theory of the good (whatever yields the greatest utility or value)
and a theory of the right (the right act is that which yields the greatest net utility).
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Introduction

Activity 4.1

There is much scope for political debate and dispute on the ends and means of health
promotion. This is something that health professionals need to be aware of in their
work. First, over the result to be attained, what is good health? This may appear a
straightforward question but, as you have seen in Chapters |,2,and 3, people may have
different understandings of what health means in practice. Examples include those
linked to self-image (such as obesity and nutrition), behavioural choices (such as smok-
ing, alcohol or drug-taking), sexual behaviour (linked to sexually transmitted diseases),
or mental health (and attitudes towards depression or suicide). And where there are
differences, this leads to the question about whose definition of health should take
precedence — that of the health professional, the individual concerned, or society as a
whole?

Second, there may also be differences over the means used for promoting or
achieving health. Political questions will arise in particular for those cases where
the health-related behaviour of one person has an impact on the health of another,
such as with smoking, alcohol consumption (potentially linked to violence), and
vaccination (where the benefit is also for the surrounding population). There is also
the issue of the cost of treating avoidable ill health, and how far the solidarity
of the community gives that community a right to impose their views on the
individuals depending on that solidarity — such as making smokers contribute to
the cost of their own care, or not funding certain types of medical intervention such as
abortion.

Third, health is affected by factors such as unemployment, housing, access to essen-
tial services, education, and the environment, which are discussed in more detail in
Chapter 5.Action to improve health will require political decisions in these areas and
the balancing of different priorities against each other. For example, there may be
economic or commercial costs to action to promote health.

Looking at these areas of potential conflict, it is clear that there must be some
mechanism for resolving differences of view within society, as with other choices
about the organization of the community as a whole and limits on the behaviour of
individuals within it. This brings us to the political philosophy and organization of
the society in which you live and work, as these political mechanisms and values will
be what determines how such issues are resolved in practice. Questions related to
health and behaviour are among the most sensitive questions of modern political life,
and thus it is essential for health professionals to be aware of this wider context to
their work.

In this activity, you will relate the issues and approaches discussed in this chapter to
your own situation and apply the theories put forward in practice.

| Identify some political and ethical issues related to your area of work or study in
health promotion. How are these issues resolved in practice?

2 What political or ethical frameworks are used by you or by others in your area of
work or study? Are they compatible?
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Feedback

| There are likely to be quite a wide range of potential issues, including those men-
tioned in the introduction to this chapter. However, their political or ethical dimen-
sion may not be immediately obvious; they may not necessarily be considered
through formal political or ethical structures but may be presented in a wide variety
of different ways, depending on their specific context. How issues are presented will
affect how they are resolved in practice. People may frame issues in different ways
(for example, as a matter of individual choice rather than as a health issue) depending
on the outcome that they would prefer.

2 Many different political and ethical frameworks are mentioned in everyday life. These
are not limited to explicit political ideologies. Economic systems (socialism, capital-
ism) may also be linked to certain political values (collective responsibility, individual
liberty). Different societies may have established values on certain issues. One clear
example is religion; different religious beliefs involve different ethical approaches and
may also have an impact on what mechanisms the people concerned accept for
resolving conflicts.

A perfect society?

Questions about resolving different values and priorities within society are fundamen-
tal and have, therefore, been considered from the earliest works of political philosophy.
For the first approach to addressing these issues, you can go back to one of the earliest
works of political philosophy — Plato’s The Republic, written over 3000 years ago in
Greece (Plato, 1989). This was a time of city-states, where different cities within the
relatively small geographical area around the Aegean organized themselves individually
and quite differently, with consequently much discussion about what the best means
of organization was. The Republic sets out Plato’s answer, a perfect society — the
Republic — which is governed by those best qualified to do so: the Guardians.

Plato’s argument is that where some activity can be done better by people with
more expertise, the best approach is to choose someone who has the appropriate
expertise, put them in charge,and do as they say.Therefore, the best way to ensure that
society is run as well as possible is to select the most capable people, give them all
appropriate training, and put them in charge; these people are the Guardians, and they
direct the behaviour of everyone else.

This is the ultimate vision of society in which decisions are taken based on expertise
and evidence. Government is seen as an activity based on knowledge that can be done
well or badly, like any other profession. Plato therefore argues that you should logically
prefer it to be done well, and thus give the power of decision-making to those best
qualified to exercise it; you should have the same type of relationship to the Guardians
as patients have with their doctor.

Giving power to a small minority on the basis of some expertise or ability does not
leave much room for democracy. This is entirely intentional by Plato, who did not view
democratic rule as a good thing but rather as encouraging factionalism and selfishness.
This ‘perfect society’ may seem quite alien to us today, with its disregard for individual
freedoms and exclusion of most members of society from government. Nevertheless,
though the society that Plato describes is very different from modern societies, the
questions he raises are still relevant today.
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Activity 4.2

Particularly relevant for health promotion is the tension between taking decisions on
the basis of expertise and taking decisions on the basis of the majority view of all
citizens, regardless of their knowledge or expertise in the area. In Plato’s time, there
were major advances towards a more scientific and empirical understanding of the
world. This was part of the context in which Plato considered that good government
should be based on expertise, not just the majority view. Similarly today, we increasingly
seek scientifically based explanations and remedies for the problems that confront us,
and place great trust in those who have the expertise to analyse and recommend on a
scientific basis. The power of the Guardians of Plato’s Republic prompted the question
‘who will guard the Guardians?’, and the same question applies to the authority of
health professionals and other experts today. After all, if expertise is the basis
of authority, this leads to questions about the basis of this expertise — how we know
what the correct analysis or action is.

Feedback

This activity encourages you to apply the concepts articulated by Plato in a modern
context, and to raise some related issues for health promotion.

| What are the advantages and disadvantages of giving power to experts to decide?
Give examples of areas outside health promotion of each approach.
2 How can the authority or expertise of experts be monitored or judged?

| Advantages of giving power to experts to decide are mostly focused around the
outcome; someone with expert knowledge of a technical area should produce a bet-
ter outcome than someone without that expertise, all other things being equal.
However, there are limits to when this will be the case, which your examples of
disadvantages should reflect. In particular, expertise is only useful when the issue for
decision is one where technical knowledge is relevant — not the case for a conflict of
values, for example. And the technical knowledge of the area should be sufficient to
give a clear answer; where there is disagreement between experts or knowledge is
limited, other approaches are required.

Also, decisions by experts may not be appropriate where the process of deciding
is itself important — for example, where commitment is required from other people
for the decision to be implemented. If people have not been able to choose for
themselves or at least been part of a decision-making process that they perceive
as fair, they will be less likely to feel committed to implementing a decision in
practice. For example, most modern societies take democratic approval as being
the ultimate political endorsement for decisions, not expert views. Therefore,
your counter-examples to government by experts could be any area of decision
by majority vote. However, there are some areas where decisions are left to
experts. Having interest rates set by an independent central bank would be one
example.

2 On monitoring the authority or expertise of experts, your answer might consider
mechanisms such as making the basis for expert decisions open, so that others with
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expertise can also analyse them.Your answer might also include mechanisms whereby
experts regulate themselves and consider what standards are required of experts,
and how these can be upheld, for example through professional associations.

Utilitarianism or consequence-based theory

Utilitarianism is a suggested theoretical framework for morality, law, and politics
that accepts the principle of utility as the basis of ethics. Utilitarianism is both a
theory of the good and a theory of the right.As a theory of the good, utilitarianism is
welfarist — that is, the good is whatever yields the greatest utility (pleasure, satisfaction,
or in reference to an objective list of values).As a theory of the right, utilitarianism is
consequentialist — that is, the right act is that which yields the greatest net utility.
The origins of this theory can be found in the writings of Jeremy Bentham and John
Stuart Mill.

Utilitarians offer many examples from daily life to argue that we all engage in a utili-
tarian method of calculating what should be done by balancing goals and resources and
considering the needs of everyone affected. The principle of utility is the ultimate
standard for all utilitarians, although recently there has been argument as to whether
this pertains to particular acts, in particular circumstances, or to general rules that
determine which actions are right and which are wrong. Rule utilitarians consider the
consequences of adopting rules, whereas act utilitarians disregard rules and justify their
acts by appealing directly to the principle of utility. For the rule utilitarian, an act’s con-
formity to a justified rule makes it right and the rule is in no case expendable, even
when following it in that particular situation does not maximize utility. For the act
utilitarian, moral rules may be useful as rough guidelines but are expendable if they do
not promote utility.

Worthington Hooker was a prominent nineteenth-century doctor and rule utilitar-
ian. He addressed the rule of telling the truth as follows:

The good which may be done by deception in a few cases, is almost as nothing
compared with the evil which it does in many, when the prospect of its doing
good was just as promising as it was in those in which it succeeded. And when
we add to this the evil which would result from a general adoption of a system
of deception, the importance of strict adherence to the truth in our intercourse
with the sick, even on the ground of expediency, becomes incalculably great.
(cited in Beauchamp and Childress, 2009: 340; emphasis in the original)

Act utilitarians consider many of the moral questions raised by technological develop-
ments impossible to address in terms of traditional moral rules. This has many
strengths, hence its popularity among ethicists working in health policy and practice.
The requirement for objective assessment of the interests of all concerned and of
impartial choice to maximize good outcomes for these are apparently desirable norms
of policy-making. Utilitarianism is also beneficence-based, seeing morality in terms of
promoting welfare.

The utilitarian approach has been criticized, however. Beauchamp and Childress
(2009: 341-2) raise three arguments in particular. The first is about immoral prefer-
ences; what if there are outcomes that bring great satisfaction to some, but which
we would regard as immoral — exploiting the ill health of factory workers for the sat-
isfaction of cheaper products, for example? A second criticism is that utilitarianism
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Liberalism and

seems to require us to act against our own interest if doing so would overall bring
benefits. Thirdly, and perhaps most fundamentally, a utilitarian approach does not seem
to protect the minority against the majority. In health promotion terms, if overall health
could be promoted at the cost of the ill health of the few, the utilitarian approach
would argue that it should be done, but would we accept that as ethical?

individual freedom

An alternative approach to resolving values and priorities in society is to focus not on
the overall ideal outcome to be attained, as with Plato and the utilitarians, but on the
rights of the individual. This ‘liberal’ approach of individual rights and the balance
between the individual and society at large was articulated in particular by John Stuart
Mill (1806—1873),and set out at the start of his essay On Liberty:

The object of this Essay is to assert one very simple principle, as entitled to
govern absolutely the dealings of society with the individual in the way of com-
pulsion and control, whether the means used be physical force in the form of
legal penalties or the moral coercion of public opinion.That principle is, that the
sole end for which mankind are warranted, individually or collectively, in inter-
fering with the liberty of action of any of their number, is self-protection. That
the only purpose for which power can be rightfully exercised over any member
of a civilised community, against his will, is to prevent harm to others. His own
good, either physical or moral, is not a sufficient warrant. He cannot rightfully be
compelled to do or forbear because it will make him happier, because, in the
opinions of others, to do so would be wise, or even right. There are good rea-
sons for remonstrating with him, or reasoning with him, or persuading him, or
entreating him, but not for compelling him, or visiting him with any evil, in case
he do otherwise. To justify that, the conduct from which it is desired to deter
him must be calculated to produce evil to some one else.The only part of the
conduct of any one, for which is amenable to society, is that which concerns
others. In the part which merely concerns himself, his independence is, of right,
absolute. Over himself, over his own body and mind, the individual is sovereign.

(Mill, 1990: 135)

Mill argued that we should respect these freedoms of the individual both to enable
them to realize their own potential and to enable society as a whole to benefit
from the full potential of all its citizens. Mill only considers that this applies to adults
‘in the maturity of their faculties’. For children, Mill considered that society has a
specific responsibility to ensure proper education, to enable them to act rationally
as adults and, if it fails, then society must bear the consequences.This liberal tradition
was articulated alongside the revolutionary developments in industrialization and
urbanization in Western Europe.As well as changes in economic structure, these times
also brought major change in social organization, with greater individual freedom both
economically and politically, and erosion of the established mechanisms for social con-
trol and standards. The liberal tradition gave a philosophical expression to these
changes, and still forms a large part of the modern political framework of Western
societies.

This philosophical approach sets a clear limit to the role of society in attempting to
shape the behaviour of the individual — a limit that is especially applicable to health
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Activity 4.3

issues. Expertise or knowledge of the consequences of a particular kind of behaviour
is no justification for interfering in a person’s choices, on this basis. For example, the
abuse of alcohol was one of the specific cases cited by Mill as something that might not
be ideal behaviour but where society should not intervene unless it led to specific
harm to someone else:

No person ought to be punished simply for being drunk; but a soldier or a
policeman should be punished for being drunk on duty.Whenever, in short, there
is a definite damage, or a definite risk of damage, either to an individual or to the
public, the case is taken out of the province of liberty, and is placed in that of
morality or law.

(Mill, 1990:213)

Yet this also provides an example of the kind of argument that can be made against this
liberal position. One might argue that in practical terms, for people living together in a
society, the distinction between behaviour that causes harm to others and behaviour
that is purely private is not as clear as Mill suggests — or at least, that the boundary
of what does not affect others needs to be drawn much more narrowly than Mill
describes. To continue the example of alcohol misuse, when someone drinks too
much and causes harm to themselves, they also cause a burden on society through
the efforts of those called on to treat them and the cost of providing health care for
them. Does this mean that they are in fact causing harm to others and therefore
that social direction of their behaviour is justified? For Mill, the answer seems to be
clearly ‘no’

But with regard to the merely contingent, or, as it may be called, constructive
injury which a person causes to society, by conduct which neither violates any
specific duty to the public, nor occasions any perceptible hurt to any assignable
individual except himself; the inconvenience is one which society can afford to
bear, for the sake of the greater good of human freedom.

(Mill, 1990:213)

This position is contested, with proponents of stronger social intervention on issues
such as tobacco and alcohol arguing that the overall cost of these behaviours for soci-
ety justifies interference with individual liberties in this area.This is another area where
different values come into conflict when considering specific issues of the politics and
ethics of health promotion.

This activity encourages you to engage with the concept of liberalism in specific cases,
and to identify some particular challenges.

| What are the advantages and disadvantages of liberalism and only intervening where
necessary to prevent harm to others? Consider how some specific health promo-
tion issues would be addressed on this basis.

2 Mill argues that these freedoms only apply to adults ‘in the maturity of their
faculties” — how should others be treated?
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Feedback

| Advantages of this approach include clarity; this provides a clear test for when inter-
vention is justified. It also respects the rights of the individual and avoids many of the
disadvantages of decisions by experts as described above.

The disadvantages include that this has quite significant limits for health promotion,
which frequently focuses on the good of the individual themselves, which is precisely
where Mill argues intervention is not justified. Moreover, even in cases where some
action causes harm to others but without intent and without harming a specific
individual (which might be the case for environmental damage, for example), Mill
seems to argue that intervention is not justified.

However, one important issue to note is that of consent. Following this approach
does not mean that health promotion aimed at the good of the individual cannot be
undertaken, only that it cannot be imposed without their agreement. As set out in
the first extract from On Liberty, Mill agrees that seeking the agreement of the
individual is reasonable; what Mill argues against is compelling someone against
their will for their own good. Thus the main limit on health promotion under this
approach comes from actions involving some element of obligation — in particular,
laws, regulations or other exercise of official authority.

2 This is also relevant for children and others who are not capable of making their own
decisions, for whatever reason; the key issue is that these people are not able to
decide for themselves what is in their own interest and thus there is a greater
responsibility on others to make those decisions for them.You should consider who
should make those decisions (such as parents or guardians for children) and why. Mill
also raises the issue of education and preparing children for life as adults and making
their own choices; your answer should address what kind of education would be
proper preparation from a health promotion perspective.

The four principles approach

Beauchamp and Childress (2009) defend what is termed the four principles approach to
health care ethics, also known by its opponents as principalism. The principles they
describe derive from ‘considered judgements’ in the common morality and medical
traditions. The four clusters of principles are:

| Respect for autonomy: this requires respecting the decision-making capacities of
autonomous persons. Many philosophers agree that morality presupposes people
are able to act autonomously, but interpret this in different ways. Beauchamp and
Childress describe the autonomous individual as acting freely ‘in accordance with a
self-chosen plan, analogous to the way an independent government manages its ter-
ritories and establishes its policies’ (Beauchamp and Childress, 2009: 99). A ‘person
of diminished autonomy, by contrast, is in some respect controlled by others or
incapable of deliberating or acting on the basis of his or her desires and plans’ (ibid.).
Requiring informed consent for treatment is a well-established example of such
respect in individual health care, but this principle can also affect health promotion
questions. For example, one of the arguments in favour of the recent ‘libertarian
paternalism’ approach is that it can be used to promote health by altering default
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options or other ‘nudges’ to promote health, but it does so while respecting the
choices of individuals to do otherwise if they wish (Thaler and Sunstein, 2009).

2 Non-maleficence: avoiding the causation of harm.This is closely associated in medical
ethics with the maxim Primum non nocere: ‘Above all, do no harm’. In health care, a
decision-making framework for situations that may involve life-sustaining proce-
dures and assistance in dying, for example, is necessary. For health promotion, this
might arise from unintended consequences of health promotion actions such as
wider social effects of changes originally promoted to improve health, for example
providing health information through channels that are accessed more by groups of
higher socio-economic status, thus widening inequalities in health.

3 Beneficence: providing benefits and measuring benefits against risks and costs.
Beauchamp and Childress (2009: 197) argue that ‘principles of beneficence poten-
tially demand much more than the principle of non-maleficence, because agents
must take positive steps to help others, not merely refrain from harmful acts’. They
describe two principles of beneficence: positive beneficence, meaning actively help-
ing others, and utility, meaning balancing the different advantages, disadvantages, and
costs to ensure the best overall outcome.

4 Justice: distributing benefits, risks, and costs fairly. Inequalities in health and access to
health care are frequently raised as a moral problem in debates on social justice.This
also links to much wider questions about rights to health, the role of government
and public expenditure, socio-economic inequalities and their effect on health,
individual freedom and our collective rights and obligations. Quite apart from
differences in the resources of different countries, different societies have made
quite different choices about what justice means for health, as shown clearly,
for example, by the different approaches of the USA and European countries.
Theoretical approaches to inequalities in health are discussed in more detail in
Chapter 8.

In addition, Beauchamp and Childress describe three different types of rules that spec-
ify the four principles and serve as a guide to action. First, substantive rules include the
rules of: telling the truth, confidentiality, privacy, fair allocation and rationing of health
care,and so on.An example of a substantive rule that specifies the principle of respect
for autonomy would be, ‘Follow the wishes of the patient expressed in advance when-
ever they are clear and relevant. Second, authority rules include the rules of surrogate
authority (who should make decisions for incompetent persons), professional authority
(who should assume responsibility for overriding or accepting patients’ decisions in
cases where these are potentially damaging), and distributional authority (who should
make decisions about the distribution of resources). Third, procedural rules establish
procedures to be followed when, for example, determining eligibility for medical
resources or reporting grievances to higher authorities.

The market solution

Although the above four principles are a valuable guide for the specific issue of health
promotion, they do not resolve the wider tensions between the different possible
political approaches to resolving conflicting values. Is there a way of agreeing on a single
common approach for philosophical principles underlying the relationship between
individuals and wider society? In recent decades, the answer has increasingly come not
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Activity 4.4

from philosophers, but from another discipline — economics, and the use of markets to
resolve different points of view.

Michael Sandel (2012) argues that there has been a trend in recent decades to
replace discussions of ethics with the use of markets as an alternative philosophy, an
approach sometimes described as ‘neoliberalism’.

Why might the use of markets be problematic? Sandel argues that there are two
fundamental problems, namely inequality and corruption. With inequalities in society
come differences of purchasing power, but such differences can be more or less impor-
tant depending on how many spheres of life are affected by those differences.The more
societies structure our relations in all spheres of life as markets, though, the greater the
impact of such inequalities. For health specifically, the impact of socio-economic ine-
qualities is already clear; as for example described by the World Health Organization’s
Commission on Social Determinants of Health (CSDH, 2008).

With the second problem of corruption, Sandel is not referring so much to obvious
issues of illicit payments, but rather the way in which treating something as a market
commodity to be bought and sold changes the way in which we see it. It implies that
what is being sold is something valued in monetary terms, but this may conflict with
other values, which we think should apply instead.

Feedback

In this activity, you will explore issues arising for the use of markets in health provision
by looking at examples. One example Sandel describes is that of access to health
care in China (Sandel, 2012: 24-5). Due to its limited availability in many areas, people
travel to Beijing to seek health care. But rather than seeing people on the basis of their
need, appointment tickets are sold; and then resold, with high prices to see leading
specialists.

Another example that Sandel cites is that of ‘Project Prevention’, a project in the USA
that offers cash incentives to people who are addicted to drugs if they will be sterilized
or use long-term birth control (Sandel,2012).This is argued to prevent harm to poten-
tial children who might be born to drug-addicted parents. It has also been criticized
as being coercive, or as being corrupting. How would you analyse these different
examples, and the arguments for and against them?

Your analysis of the first example may raise obvious issues of inequality; it also says
something about the nature of health care, as being not a response to medical need,
but simply a commercial service.Your analysis of the second example is likely to show
that this issue cannot only be analysed in economic terms of costs and benefits, but
also requires a discussion of values. Issues of inequality and whether people who are
addicted to drugs are in a position to make informed and free decisions about whether
to accept such an offer are likely to be raised; this is again both an empirical question
(about the impact of addiction on cognition, for example) and a question about values
and power. You may also consider whether decisions about conception and children
can be valued economically or whether a different kind of valuation is appropriate; and
if so, whether these two types of value can co-exist, or whether applying an economic
valuation in some way displaces other values.
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Resolving political and ethical considerations in practice

As you will have seen, there is a wide range of possible approaches to considering
political and ethical considerations. Each of these approaches is reflected to a certain
extent in modern political discussion, without any of them being universally agreed. But
there are also many other possible approaches.These include those based on religious
beliefs. Religious belief can lead to a different perception of issues than a scientific
approach, which can be particularly relevant for health care and other science-based
disciplines.

This is not just a matter of philosophical discussion, however. It becomes an important
question for health promotion, especially when carried out with or on behalf of public
authorities or in pursuit of a public good. Health promotion by or on behalf of public
authorities can involve some element of compulsion and even when it does not, it is
often perceived as having a coercive element. It is thus important to have not just the
agreement of individuals but also, where relevant, the agreement of society as a whole.
Of course, there will be a general framework for political and ethical values expressed in
the legal framework of the country concerned, which can be taken as describing the
accepted rules for that environment. However, this is unlikely to address all the issues
that can arise in health promotion. For example, the health impact of particular measures
may be unclear or disputed. And even when the scientific evidence about the health
consequences of a particular action are clear, individuals may still prefer to make choices
that conflict with that advice. Health-related decisions may also conflict with other values
(such as moral values) or other interests, requiring some means for making decisions.

To illustrate these issues, consider the following examples of political and ethical
discussion over current issues in health promotion.

Measles, mumps, and rubella (MMR) vaccination

Controversy arose over this vaccine after a link with inflammatory bowel disease and
autism was suggested in 1998. Despite broad scientific consensus that there is no evi-
dence of a link between MMR and these conditions, public confidence in the safety of
the vaccine was severely undermined and in the UK uptake declined by 8 per cent
from the peak coverage of 92 per cent in 1995. The British Government decided
not to provide vaccination for each of these conditions individually, citing increased
danger both to the children concerned and to others through increased risk of trans-
mission of these diseases, despite the concern of many parents over vaccination for
their children with MMR.

Ban on smoking in public places

Several high-income countries have some form of ban on smoking in the workplace or
public places, including Ireland, Norway, Malta, and some US states, citing the need to
protect people (in particular workers) from the harmful effects of second-hand tobacco
smoke. Proposals for such bans are often controversial and have been argued against
on the grounds of the right of individuals to choose to smoke and the potential
harm to commercial establishments from a fall in revenue due to smokers choosing to
stay away. There have also been disputes between experts over how much harm
second-hand tobacco smoke actually causes, although the balance of opinion appears
to suggest that there is significant harm.
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Health promotion as experimentation

As discussed in Chapter 3, the evidence base for different health promotion interven-
tions may be unclear or disputed. Resources for health promotion are also often low.
These challenges can be combined by carrying out experiments in health promotion —
giving a certain intervention to some members of a potential target group but not others,
and evaluating the results. Tim Harford gives the example of a Dutch charity funding
money for treating children in Kenyan schools for intestinal worms.With limited funds,
the charity opted to phase the intervention and use schools without the intervention for
comparison (Harford, 201 1). On the one hand, this can be argued to provide better evi-
dence about how successful interventions really are. On the other hand, ethical concerns
can be raised:Is it legitimate to conduct experiments in this way? Should limited resources
not be targeted on those most in need, rather than used for comparisons?

Activity 4.5
This activity encourages you to bring together the different perspectives outlined
during this chapter to see how they relate to practical issues.
I What political and ethical issues do the above examples raise?
2 How could they best be resolved?
Feedback

| These examples raise many of the issues already discussed in this chapter, such as the
tension between expertise and individual choice, and between individual choices and
the values of the community.

2 On the issue of MMR vaccination, your answer should identify issues around
justifying action on scientific expertise and how to decide between expert judge-
ments on the one hand and the wishes of individuals on the other when they conflict.
This also raises issues about individual consent, as a government’s decision not to
offer the three separate vaccines can be considered to be, in effect, a form of official
pressure, as well as the potential for harm to others through diseases transmitted
due to lack of vaccination using MMR.You may also refer back to your answer under
Activity 4.3 on how society should handle the health choices of children, as these
vaccines are given at a young age and thus decisions are being made by parents or
guardians.

On the issue of banning smoking in public places, this raises issues about the balance
between individual consent and possible harm to others — also in terms of health, or
sometimes in terms of other factors (such as the economic harm to commercial estab-
lishments). This is also a clear example of using political processes (legislation) to
achieve a health promotion goal, including use of the coercive power of the state.You
may have considered whether it is possible to compare different interests when they
are of different types (such as by putting a monetary value on non-monetary interests
to enable comparisons).This issue again raises questions about how to decide between
different expert viewpoints, given the different views of experts over the harm from
second-hand tobacco smoke.
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The issue of health promotion as experimentation is likely to raise issues about ends
and means, and whether the desirable end of producing good evidence justifies using
an experimental approach in allocating resources or experimenting with different
interventions; whether this implies treating the participants in the intervention as
means rather than ends, and what this implies, perhaps referring back to Activity 4.4.
You may make comparisons with clinical trials for health care interventions, which
are a central part in licensing medicinal products, although these two have their own
ethical dilemmas, and participation in clinical trials normally involves consent.

Summary

You have learnt about political and ethical aspects of health promotion, including iden-
tifying some of the political and ethical issues that health promotion may raise.You also
learnt about five different approaches to considering political issues and the balances
to be struck: a perfect society, described by Plato; utilitarianism; liberalism and individ-
ual freedom; the four principles approach; and how far there should be moral limits to
markets.All of these approaches have advantages and disadvantages and the framework
in which health promotion is carried out will involve elements of these and other
approaches.

References

Beauchamp, T.and Childress, ). (2009) Principles of Biomedical Ethics (6th edn.). New York: Oxford University
Press.

Commission on Social Determinants of Health (CSDH) (2008) Closing the Gap in a Generation: Health Equity
through Action on the Social Determinants of Health. Final Report of the Commission on Social
Determinants of Health. Geneva:WHO.

Harford, T. (201 1) Adapt:Why Success Always Starts with Failure. London: Hachette Digital.

Mill,]. (1990) On Liberty,in M.Warnock (ed.) Utilitarianism, On Liberty, Essay on Bentham:Together with Selected
Writings of Jeremy Benthan and John Austin. Glasgow: Collins/Fontana.

Plato (1989) The Republic, in E. Hamilton and H. Cairns (eds.) The Collected Dialogues of Plato, including the
Letters. Princeton, NJ: Princeton University Press.

Sandel, M. (2012) What Money Can’t Buy:The Moral Limits of Markets. London: Penguin.

Thaler, R.H. and Sunstein, C.R. (2009) Nudge: Improving Decisions about Health, Wealth and Happiness
(illustrated, reprint edition). London: Penguin.

Further reading

Burns, J.H. and Hart, H.L.A. (eds.) (1977) The Introduction to the Principles of Morals and Legislation. London:
Athline Press.

Cribb,A. and Duncan, P. (2002) Health Promotion and Professional Ethics. Oxford: Blackwell.

Elster, J. (1989) Nuts and Bolts for the Social Sciences. Cambridge: Cambridge University Press.

Norman, R. (1998) The Moral Philosophers: An Introduction to Ethics (2nd edn.). Oxford: Oxford University
Press.

Sandel, M.J. (2012) What Money Can’t Buy:The Moral Limits of Markets. London: Penguin.

Seedhouse, D. (1998) Ethics:The Heart of Health Care (2nd edn.). Chichester:Wiley.

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



Downloaded by [ Faculty of Nursing, Chiangmai University 5.62.158.117] at [07/18/16]. Copyright © McGraw-Hill Global Education Holdings, LLC. Not to be redistributed or modified in any way without permission.



SECTION 2

Using theory to
inform health
promotion
practice

J0 Aynde4 ] Aq pspeojumoq

P3 4ol 0 "[9T/8T/20] ® [2TT'85T29°S Aasienun rewbi

UM A2 AU U1 PSIJINOLU 10 PaINGLISIPe] 84 01 10N "D

‘uossiwad nol



Downloaded by [ Faculty of Nursing, Chiangmai University 5.62.158.117] at [07/18/16]. Copyright © McGraw-Hill Global Education Holdings, LLC. Not to be redistributed or modified in any way without permission.



Using theory to guide 5

change at the individual level

Overview

Don Nutbeam

This chapter provides an overview of the use of theory to guide health promotion
directed at achieving change at the individual level, drawing upon some of the most
influential theories and models that have guided health promotion practice in the
recent past and which remain influential. When used thoughtfully, theories can greatly

enhance the effectiveness and sustainability of health promotion programmes.

Learning objectives

After reading this chapter, you will be able to:

* identify ways in which the use of theory can help you understand the nature of
the health problem being addressed, including the needs and motivations of the
target population

* explain or make propositions concerning how to change health behaviours and
social and environmental determinants of health

* recognize key measures used to monitor and evaluate a health promotion
intervention

Key terms

Health behavior: Actions undertaken by an individual that have an effect (positive or
negative) on health.

Self-efficacy: Belief in one’s ability and capacity to achieve a goal.
Social determinants of health: The social, economic, and environmental factors
which impact on health behaviours and determine the health status of individuals or

populations.

Social norms: Pattern of behaviour in a particular group, community or culture,
accepted as normal and to which an individual is expected to conform.

Theory: Systematically organized knowledge devised to analyse, predict or explain
observable phenomena that could be used as the basis for action.
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Introduction

Theory

Not all forms of public health intervention are equally successful in achieving their aims
and objectives. Experience tells us that health promotion interventions are most likely
to be successful when the determinants of a health problem or issue are well under-
stood, where the needs and motivations of the target population are addressed,
and the context in which the programme is being implemented has been taken into
account.

Although many health promotion projects and programmes are developed and
implemented without overt reference to theory, there is substantial evidence from
published research demonstrating that the use of theory will significantly improve the
chances of success in achieving pre-determined programme objectives (Glanz et al.,
2008; Nutbeam et al., 2010).

Theory can be defined as systematically organized knowledge applicable in a relatively
wide variety of circumstances devised to analyse, predict or otherwise explain the
nature or behaviour of a specified set of phenomena that could be used as the basis for
action (Van Ryn and Heany, 1992).A fully developed theory would explain:

* The major factors that influence the phenomena of interest, for example those
factors that explain why some people are regularly physically active and others
are not.

* The relationship between these factors, for example the relationship between knowl-
edge, beliefs, social norms, and behaviours such as physical activity.

* The conditions under which these relationships do or do not occur. How, when,
and why relationships exist, for example, the time, place and circumstances which,
predictably, lead to a person being active or inactive.

Using theory in practice

Most health promotion theories come from the behavioural and social sciences. They
borrow from disciplines such as psychology and sociology and from activities such as
management, consumer behaviour, and marketing. Such diversity reflects the fact that
health promotion practice is not only concerned with the behaviour of individuals but
also with the ways in which society is organized and the policies and organizational
structures that underpin social organization.

Many of the theories commonly used in health promotion are not highly developed
in the way suggested in the definition above, nor have they been rigorously tested when
compared, for example, with theory in the physical sciences. For these reasons, many
of the theories referred to below are more accurately termed ‘models’.

The potential of theory to guide the development of health promotion interventions
is substantial. There are several different planning models that are used by health pro-
motion practitioners. Internationally, among the best known of these planning models
is the PRECEDE/PROCEED model developed by Green and Kreuter (2005), and the
RE-AIM framework developed by Glasgow and colleagues (1999). Several variations of
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this approach have also been produced, often in an attempt to incorporate better the
social and environmental determinants of health than the established models.

In each case, these models and guidelines follow a structured sequence, including
planning, implementation, and evaluation. Reference to different theories can guide and
inform practitioners at each of these stages. Figure 5.1 provides a summary of the key
phases in the process, and examples of the different elements, actions, and indicators
that can be used to shape programme planning, implementation, and evaluation.

The use of theory in each of these stages is considered in turn.

Problem definition

Identification of the parameters of the health problem to be addressed may involve
drawing on a wide range of epidemiological and demographic information, as well
as information from available sources on health-related behaviours, social, economic
and environmental conditions, and knowledge of community needs and priorities.
Here, different theories can help you identify what should be the focus for an
intervention.

Specifically, theory can inform your choice for the focus for the intervention.
This may be the individual characteristics, beliefs, and values that are associated
with different health behaviours and that may be amenable to change. Alternatively,
the focus might be on social or environmental conditions that may need to be
changed.

Solution generation

The second step involves the analysis of potential solutions, leading to the development
of a programme plan that specifies the objectives and strategies to be employed, as well
as the sequence of activity. Theory is at its most useful here in providing guidance on
how and when change might be achieved in the target population, organization or policy.
It may also generate ideas that might not otherwise have occurred to you.

Different theories can help you understand the methods you could use as the focus
of your interventions; specifically by improving understanding of the processes by
which changes occur in the target variables (i.e. people, organizations, and policies), and
by clarifying the means of achieving change in these target variables. For example, theory
may help explain the influence of different social influences, or environmental condi-
tions and their impact on individual behavioural choices. These insights will help in the
design of a programme, for example by indicating how changes to the environment can
have an impact on health behaviour.

Thus, those theories that explain and predict individual and group health behaviour
and organizational practice, as well as those that identify methods for changing these
determinants of health behaviour and organizational practice, are worthy of close con-
sideration in this phase of planning. Some theories also inform decisions on the timing
and sequencing of your interventions in order to achieve maximum effects.

Capacity building

Once a programme plan has been developed, the first phase in implementation is
usually directed towards generating public and political interest in the programme,
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mobilizing resources for programme implementation, and building capacity in
organizations through which the programme may operate (e.g. schools, worksites,
local government). Models and theories that indicate how to influence organizational
policy and procedures are particularly useful here, as too is theory that guides
the development and use of different media, including, for example, the social
media.

Health promotion actions

The implementation of a programme may involve multiple strategies, such as education
and social mobilization. Here, the key elements of theory can provide a benchmark
against which actual selection of methods and sequencing of an intervention can be
considered in relation to the theoretically ideal implementation of programmes.

In practice, it is not always possible to do what may be theoretically ideal. The use of
theory helps you to understand observed success or failure in different programmes
by highlighting the possible impact of differences between what was planned and
what actually happened in the implementation of the programme. It can also assist in
identifying and describing the key elements of a programme that can form the basis for
disseminating successful programmes.

Evaluating outcomes

Health promotion interventions can be expected to have an impact initially on proc-
esses or activities such as personal and community participation, organizational prac-
tices, and even government policies. Theory can provide guidance on the appropriate
measures that can be used to assess such activities. For example, where theory sug-
gests that the target of interventions is to achieve a specific change in knowledge about
something (for example, healthy weight), or changes in social attitudes towards some-
thing (such as smoking), measurement of these changes becomes the first point of
evaluation. Such impact measures are often referred to as health promotion outcomes
(see Figure 5.1).

Intermediate outcome assessment is the next level of evaluation. Theory can also be
used to predict the intermediate health outcomes that are sought from an intervention.
Usually these are modifications of people’s behaviour or changes in social, economic,
and environmental conditions that determine health or influence behaviour. For exam-
ple, theories can predict the ways in which changes in knowledge, motivations, and
intentions will lead to changes in health behaviours.

Health and social outcomes refer to the final outcomes of an intervention in terms
of changes in physical or mental health status, in quality of life, or in improved equity in
health within populations. Definition of final outcomes will be based on theoretically
predicted relationships between changes in intermediate health outcomes (behaviours
and social conditions) and final health outcomes.

Table 5.1 summarizes the areas of change and some of the theories or models
underpinning them to support the planning, execution, and evaluation of health
promotion programmes. This chapter introduces you to some important theories
used to guide individual behaviour change. Others are described elsewhere in this
book.
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Table 5.1 Areas of change and the theories or models underpinning them. From Nutbeam, D., Harris, E.,
Wise, M. (2010) Theory in a Nutshell: A Practical Guide to Health Promotion Theories. Reproduced by
permission of McGraw-Hill.

Areas of change

Theories or models

Theories that explain health behaviour and health * Health belief model
behaviour change by focusing on the individual * Theory of reasoned action

* Transtheoretical (stages of change) model
* Social learning theory

Theories that explain change in communities and * Community mobilization
community action for health — Social planning
— Social action

— Community development
« Diffusion of innovation

Theories that guide the use of communication strategies ¢ Communication for behaviour change

for change to promote health * Social marketing

Models that explain changes in organizations and the * Theories of organizational change
creation of health-supportive organizational practices * Models of intersectoral action
Models that explain the development and * Framework for healthy public policy
implementation of healthy public policy — health in all policies

* Health impact assessment

Source: Nutbeam et al. (2010)

Selecting an appropriate theory

Activity 5.1

Theories are not static pronouncements that can be applied to all issues in all circum-
stances. In health promotion, some of the theories used have been extensively refined
and developed in the light of experience, while others are ‘work in progress’, less
well-developed ideas subject to continuous refinement. The range of theories used in
health promotion has expanded over the past two decades from a focus on the modi-
fication of individual behaviour, to recognition of the need to influence and change a
broad range of social, organizational, and environmental factors that influence health
alongside individual behavioural choices.

Choosing the right approach is moderated by the nature of the problem, its deter-
minants, and the opportunities for action. Programmes that operate at multiple levels,
such as those envisaged by the Ottawa Charter for Health Promotion (WHO, 1986)
are more likely to address the full range of determinants of health problems in popula-
tions, and thereby have the greatest effect.

In this activity, you will consider the wide range of different actions and interventions
that can be used in health promotion. Consider a programme to improve the uptake
of a childhood immunization in your country. Suggest some interventions that could be
implemented with individual parents, a whole local community, the organization of
services, and the whole population at the national level.
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Feedback

Possible interventions could include:

.

For individual parents: education to inform and motivate individual parents to immu-
nize their children.

For the local community: facilitation of community debate to change social perceptions
concerning the safety and convenience of immunization, and social norms concern-
ing the need for immunization.

» For the organization of services: changes to organizational practice to improve
reminder and notification systems for parents and provide more conveniently
located clinics.

At the national level: policy change providing financial (or other material) incentives for
parents and doctors to immunize children.

It follows that no single theory dominates health promotion practice and nor could it,
given the range of health problems and their determinants, the diversity of populations
and settings, and differences in available resources, skills, and opportunity for action
among practitioners.

Depending on the level of an intervention (individual, group, organization or nation)
and the type of change (simple, one-off behaviour, complex behaviour, organizational or
policy change), different theories will have greater relevance and provide a better fit
with the problem. None of the theories or models presented in this book can simply
be adopted as the answer to all problems. Most often, you benefit by drawing upon
more than one of the theories to match the multiple levels of the programme being
contemplated.

To be useful and relevant, the different models and theories have to be readily under-
stood and capable of application in a wide variety of real-life conditions. Although
we are constantly reminded that ‘there is nothing so practical as a good theory’,
we may remain somewhat suspicious of the capacity of intervention theories to
provide the guidance necessary to develop an effective intervention in a complex
environment.

Theories and models are simplified representations of reality — they can never
include or explain all of the complexities of individual, social or organizational
behaviour. However, while the use of theory alone does not guarantee effective pro-
grammes, the use of theory in the planning, implementation, and evaluation of
programmes will enhance the chances of success. One of the greatest challenges for
you is to identify how best to achieve a fit between the issues of interest and estab-
lished theories or models, which could improve the effectiveness of a programme or
intervention.

Theoretical models for individual health behaviour change

One of the major roots of health promotion can be found in the application of health
psychology to health behaviour change. Evidence for this can be seen in the phenom-
enal growth in the discipline of health psychology and the evolution of the concept of
behavioural medicine in the past 20 years.This discipline has had a significant influence.
For several decades researchers have sought to explain, predict, and change health
behaviour through the development and application of theories and models evolving
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from psychology and, in particular, social psychology. Let us now explore three theories
that have been proposed to explain individual health behaviour.

The health belief model

This is one of the longest established theoretical models designed to explain health
behaviour by understanding people’s beliefs about health. It was originally articulated to
explain why individuals participate in health screening and immunization programmes,
and has been developed for application to other types of health behaviour.

At its core, the model suggests that the likelihood of an individual taking action for a
given health problem is based on the interaction between four types of belief
(Figure 5.2).The model predicts that individuals will take action to protect or promote
health if:

* they perceive themselves to be susceptible to a condition or problem

* they believe it will have potentially serious consequences

* they believe a course of action is available that will reduce their susceptibility, or
minimize the consequences

* they believe that the benefits of taking action will outweigh the costs or barriers.

Perceived susceptibility
to problem

Perceived seriousness
of consequences
of problem

Perceived threat

Perceived benefits
of specified action

Self-efficacy
(perceived ability
to carry out
recommended
action)

Perceived barriers
to taking action

Outcome expectations

T

Figure 5.2 The health belief model. From Nutbeam, D, Harris, E.,Wise, M. (2010) Theory in a Nutshell: A
Practical Guide to Health Promotion Theories. Reproduced by permission of McGraw-Hill.

Activity 5.2

In this activity, you will consider the practical application of the health belief model in
health promotion. Imagine you are developing a public education programme for HIV
prevention in your country. List the beliefs necessary for people to adopt behaviour
change to minimize their risk of infection according to the health belief model. If it is
helpful, target the project to a particular population group (such as adolescents, or sex
workers).
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Feedback

Individuals would need to:

¢ believe that they are at risk of HIV infection

* believe that the consequences of infection are serious

* receive supportive cues for action which may trigger a response (such as targeted
media publicity)

* believe that risk minimization practices (such as safe sex or abstinence) will greatly
reduce the risk of infection

* believe that the benefits of action to reduce risk will outweigh potential costs and
barriers, such as reduced enjoyment and negative reactions of their partner

* believe in their ability to take effective action, such as following and maintaining safe
sex behaviours.

Studies have shown how something as simple as the use of a postcard to remind par-
ents of immunizations that are due for their children are effective in raising immuniza-
tion rates. Hawe and colleagues (1998) compared the difference in impact on
immunization rates between using the health belief model to guide the content of a
simple postcard message to encourage parents to bring their children for immuniza-
tion and that of a standard card that provided only the time and place of the immuniza-
tion clinic. This simple modification, guided by the health belief model, produced a
significant improvement in the uptake of immunization in the community in which it
was tested.

Generally, the health belief model has been found to be most useful when applied to
behaviours for which it was originally developed, particularly prevention strategies such
as screening and immunization. It has been less useful in guiding interventions to
address more long-term, complex, and socially determined behaviours, such as alcohol
and tobacco consumption. The model’s advantage is the relatively simple way in which
it illustrates the importance of individual beliefs about health and the relative costs and
benefits of actions to protect or improve health. Three decades of research have indi-
cated that promoting change in beliefs can lead to changes in health behaviour that
contribute to improved health status. Changes in knowledge and beliefs will almost
always form part of a health promotion programme, and the health belief model pro-
vides a reference point in the development of messages to improve knowledge and
change beliefs using print, electronic, and other mass media.

The stages of change (transtheoretical) model

Prochaska and DiClemente (1984) developed this model to describe and explain the
different stages in behaviour change.The model is based on the premise that behaviour
change is a process, not an event, and that individuals have different levels of motivation
or readiness to change. Five stages of change, which are shown in Figure 5.3, have been
identified:

* Precontemplation: this describes individuals who are not even considering changing
behaviour or are consciously intending not to change.

* Contemplation: the stage at which a person considers making a change to a specific
behavior.
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* Determination (or preparation): the stage at which a person makes a serious commit-
ment to change.

* Action: the stage at which behaviour change is initiated.

* Maintenance: sustaining the change, and achievement of predictable health gains.
Relapse may also be the fifth stage.

From a programme planning perspective, the model is particularly useful in indicating
how different processes of change can influence how activities are staged. Several proc-
esses have been consistently useful in supporting movement between stages. These
processes are more or less applicable at different stages of change. For example,
awareness-raising may be most useful among pre-contemplators who may not be
aware of the threat to health that their behaviour poses, whereas communication of
the benefits of change and illustration of the success of others in changing may be
important for those contemplating change. Once change has been initiated at the

Premature
way out

A

Contemplation:
Weighing up pros
and cons of

changing

Active changes:
Putting decision into
practice

Precontemplation:

Start

Client sees no
problem but others

disapprove

Maintenance:
Actively maintaining
change

Relapse:
Return to previous
pattern of behaviour

OPTIMAL RECOVERY
Change consolidated

Figure 5.3 The stages of change (transtheoretical) model. From Prochaska, ].O., DiClemente, C.C. (1984)
The Transtheoretical Approach: Crossing Traditional Boundaries of Therapy. Reproduced by permission of Dow

Jones Irwin.
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Activity 5.3

action stage, social support and stimulus control (for example, by avoiding certain situ-
ations or having environmental supports in place) are more important.

By matching stages of behavioural change with specific processes, the model speci-
fies how interventions could be organized for different populations, with different
needs and in different circumstances. The stages of change model stresses the need to
research the characteristics of the target population, the importance of not assuming
that all people are at the same stage, and the need to organize interventions sequen-
tially to address the different stages that will be encountered.

The model has been applied in a wide variety of settings, and to address a range of
behaviours and conditions. For example, it has been used in a workplace programme
to promote regular physical activity and stress management — interventions that tradi-
tionally have met with limited success. Prochaska and colleagues (2008) tested an inter-
vention that used the stages of change model to tailor interventions to workers’
current level of activity and motivation to change. The intervention consisted of a
transtheoretical tailored communication (T TM), motivational interviewing (MI), and a
brief health risk intervention (HRI) in a worksite sample according to the different
stage of change.The intervention produced promising short-term results by supporting
many participants to move on through the different stages of change towards more
regular activity and effective risk management.

Feedback

In this activity, you will consider the practical application of the transtheoretical model.
Identify three different forms of intervention that would assist individuals in weight
control, moving from their current stage of change to the next stage.

There are many forms of intervention you may have suggested. For example, in the
contemplation stage, information and advice on the health problems associated with
being overweight, and the feasibility of losing weight might help a patient move from
the pre-contemplation to the contemplation stage. Developing an individual, tailored plan
for weight loss and providing a mechanism for feedback may help tip the ‘decisional
balance’ from the determination to the action stage. Improving access to gym facilities,
and providing healthy food options in a worksite canteen may help with the longer
term maintenance of optimal weight.

The stages of change model has become an important reference point in health
promotion interventions because of its obvious advantage in focusing on the
change process.The model is important in emphasizing the range of needs for an inter-
vention in any given population, the changing needs of different populations, and the
need for the sequencing of interventions to match different stages of change. It illus-
trates the importance of tailoring programmes to the real needs and circumstances
of individuals, rather than assuming an intervention will be equally applicable to
all. As Activity 5.3 illustrates, it can also prompt consideration of a wide range of
interventions.

However, a recent review of findings from health behaviour interventions using the
transtheoretical model (Bridle et al., 2005) found mixed evidence of effectiveness from
studies of ‘highly variable quality’. The model has been criticized for failing to account
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for the full complexity of behavioural change processes.Although it has been proposed
as a model that serves as an umbrella for other theories that guide health promotion
practice, its strong roots in behavioural psychology and primary application in clinical
settings with individuals makes this assessment somewhat optimistic. It may be best
considered as a useful approach to defining needs and structuring interventions to
improve the health of individuals.

Social cognitive theory

This is one of the most widely applied theories in health promotion because it
addresses both the underlying determinants of health behaviour and the methods of
promoting change. The theory was built on an understanding of the interaction
that occurs between an individual and their environment (Bandura, 1995). Early
psycho-social research tended to focus on the way in which an environment shapes
behaviour, by making it more or less rewarding to behave in particular ways. For exam-
ple, if at work there is no regulation on where people are able to smoke cigarettes, it
is easy to be a smoker. If regulations are in place, it is more difficult and, as a conse-
quence, most smokers smoke less and find such an environment more supportive for
quitting.

Social cognitive theory indicates that the relationship between people and their
environment is more subtle and complex. For example, in circumstances where a sig-
nificant number of people are non-smokers and are assertive about their desire to
restrict smoking in a given environment, even without formal regulation, it becomes far
less rewarding for the individual who smokes. They are then likely to modify their
behaviour. In this case, the non-smokers have influenced the smoker’s perception of the
environment through social influence.

This is referred to as ‘reciprocal determinism’. It describes the way in which an indi-
vidual, their environment, and behaviour continuously interact and influence each
other.An understanding of this interaction and the way in which modification of social
norms can impact on behaviour offers an important insight into how behaviour can be
modified through health promotion interventions. For example, seeking to modify
social norms regarding smoking is considered to be one of the most powerful ways of
promoting cessation among adults.

In addition to this basic understanding of the relationship between the individual and
the environment, a range of personal cognitive factors form a third part of this relation-
ship, affecting and being affected by specific behaviours and environments. Of these
cognitions, three are particularly important. The first of these is the capacity to learn
by observing both the behaviour of others and the rewards received for different pat-
terns of behaviour. This is termed ‘observational learning’. For example, some young
women may observe behaviour (such as smoking) by people whom they regard as
sophisticated and attractive so use as role models. If they observe and value the rewards
that they associate with smoking, such as personal attractiveness or a desirable self-
image, they are more likely to smoke themselves — their expectancies in relation to
smoking are positive. Such an understanding further reinforces the importance of tak-
ing account of peer influences and social norms on health behaviour, and of the poten-
tial use of role models in influencing social norms.

The second of these cognitions is the capacity to anticipate and place value on the
outcome of different behaviour patterns, referred to as ‘expectations’. For example, if
you believe that smoking will help you lose weight and you place great value on losing
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Activity 5.4

weight, then you are more likely to take up or to continue smoking.This understanding
emphasizes the importance of understanding personal beliefs and motivations underly-
ing different behaviour, and the need to emphasize short-term and tangible benefits.
For example, young people have been shown to respond far more to the short-term
adverse effects of smoking, such as bad breath and smelly clothes, than to any long-
term threat posed to health by lung cancer or heart disease.

The final cognition the theory emphasizes is the importance of belief in your own
ability to successfully perform a behaviour, referred to as ‘self-efficacy’. Self-efficacy is
proposed as the most important prerequisite for behaviour change and will affect how
much effort is put into a task and the outcome of that task. The promotion of self-
efficacy is thus an important task in the achievement of behaviour change. It has been
proposed that both observational learning and participatory learning (for example, by
supervised practice and repetition) will lead to the development of the knowledge and
skills necessary for behaviour change, known as ‘behavioural capability’. These are seen
as powerful tools in building self-confidence and self-efficacy.

Taken as a whole, social cognitive theory provides a comprehensive and integrated
theoretical basis for health promotion programmes. It recognizes the fundamental
importance of individual beliefs, values, and self-confidence in determining health
behaviour, as does the health belief model. It also explicitly identifies the importance of
social norms and cues (social modelling) and environmental influences on health
behaviour, and the continuous interaction between these variables.

Social cognitive theory also provides practical direction on how to modify these
influences. In addition, this model suggests a different role for the practitioner who
becomes a ‘change agent’, facilitating change through modification of the social environ-
ment and development of self-efficacy in ways that enable individuals to act to improve
their health. Furthermore, it assists in understanding the multiple levels at which a
health promotion programme may need to work.The application of this model can be
seen in health promotion interventions that combine educational programmes with
modification of the social and physical environments.

Feedback

In this activity, you will look at the practical application of social cognitive theory. Using
the three key cognitions from social cognitive theory, identify the key components of a
programme to reduce the uptake of smoking among teenagers in your country.

There are many types of action suggested by social cognitive theory. Examples include:

* using the mass media (especially social media) to change social norms regarding the
acceptability of smoking

* using role models (for example, from sports, fashion or music) to advocate non-
smoking

» changing expectations in relation to smoking by emphasizing short-term conse-
quences of smoking such as bad breath and smelly clothes

» working with young people in formal settings (such as the classroom) to help them
to develop self-efficacy in resisting peer pressures to smoke.
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Summary

You have learnt about the importance of theory in health promotion and how to apply
theory in the design and delivery of health promotion activities. Theories that focus on
the individual provide important guidance on major elements of health promotion
programmes.Taken together, the theories and models described in this chapter empha-
size the importance of knowledge and beliefs about health, the importance of self-
efficacy (the belief in one’s competency to take action), the importance of perceived
social norms and social influences related to the value an individual places on social
approval or acceptance by different social groups, and the importance of recognizing
that individuals in a population may be at different stages of change at any one time.
However, as this chapter has outlined, there are limitations to psychosocial theories
which do not adequately take account of socio-economic and environmental
conditions. Consequently, changing these conditions or people’s perception of these
conditions is important if health promotion activities are to be effective.
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Overview

Using theory to 6
guide change at the
community level
Morten Skovdal

Those concerned with health promotion tend to target their efforts at various levels,
from global, national and regional levels down to community and individual levels. Each
level is important and health promotion practitioners should look to harmonize these
multi-level efforts.The community is the crossroads between these levels. Communities
translate health promotion messages and promote social cohesion — shaping our lived
experiences and the way we conduct ourselves, including our health behaviours.
Understanding how to engage with local communities to provide more health-enabling
social environments is therefore key to health promotion theory. For these reasons,
this chapter focuses on the health-promoting role of the community as a pathway for
change.

Learning objectives

After reading this chapter, you will be able to:

« explain the relevance and role of community level structures in promoting health

* draw on conceptual perspectives to understand how health promoters can help
guide change at a community level for improved health

* identify ways to better integrate health programmes into a social context and
facilitate community responses for health

Key terms

Community capacity building: Enabling people in communities to participate in
actions based on community interests.

Community health competence: The degree to which a community is health-
enabling and responsive.

Community response: The combination of actions and steps taken by community
members for the public good, including the provision of goods and services.
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Conscientization: The development of a critical consciousness, a better understand-
ing of the inequalities that exist in the world, particularly in relation to self.

Participatory learning and action: An approach for learning about and engaging
with communities using participatory and visual methods to facilitate a process of col-
lective learning and action.

Salutogenesis: An approach focusing on factors that support human health and well-
being, rather than on factors that cause disease.

Social capital: The social benefits that derive from social networks and collaboration
between people, and their shared values and norms of behaviour.

Introduction

As Section | of this book explored, the 1986 Ottawa Charter built on the Declaration
of Alma Ata and the Health for All philosophy by redefining the field of health promo-
tion. It did so by encouraging a shift away from a focus on the modification of individu-
als and their health-damaging behaviours to recognizing the importance of the social
environment in shaping and determining health actions. This is because an individual’s
decision to engage in health-damaging behaviours, such as smoking or refusing to use a
condom, are not necessarily determined by rational thinking of the risk factors, even if
the knowledge is there. Instead, they are influenced by the extent to which the social
environment supports, or even encourages, such behaviours (Campbell, 2001).
Individuals do not live in a vacuum but in social and community contexts that have the
potential to enable, or inhibit, health-enhancing behaviours.This is a paradigm shift that
has changed the role of health promoters working at a community level. Health pro-
motion at a community level is no longer about ‘experts’ providing target audiences
with health-related information, but is about engaging with local actors to challenge
health-damaging practices and norms as well as to facilitate locally defined solutions to
health problems. However, a real shift has been slow because didactic and information-
based health promotion methods are relatively straightforward and easy to get off the
ground compared with engagement and facilitation approaches. Furthermore, there is
limited understanding of theories guiding change at a community level.

What do we mean by community level?

Health promotion practitioners working at a community level are faced with the chal-
lenge of having to define what is meant by community in the context of their work.
Often community refers to a geographically bounded area, a neighbourhood or a vil-
lage. While this is a relatively simple understanding of community, it becomes more
complicated when the definition is expanded to include members who share a com-
mon social identification. This understanding of community recognizes that individuals
belong to a number of communities, both within a geographical area and beyond, each
of which can play a health-enabling or -inhibiting role. A community of identity may
include a group of people who share a set of beliefs and history (for example, a
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Activity 6.1

religious community), a sexual identity (for example, gay men), experiences of margin-
alization and discrimination (for example, people living with a stigmatized disease),
hobbies and interests (for example, a sports club, or online gamers forming a virtual
community), or aa common purpose which collectively they work towards (for exam-
ple, women’s groups). These and other social groupings form communities of people
with common experiences, interests or beliefs. People are likely to actively participate
in and draw on the benefits of a number of different social groupings at any one time.
How these communities are experienced, as well as their significance for health, differ
markedly and may come down to the nature of the social interaction that binds people
together.

Feedback

This activity encourages you to reflect on the diversity of community.What communi-
ties are you a part of? Make a list of all the communities you think you belong to.Think
about what qualifies you to be a member of these communities and how each of those
communities plays a role in facilitating your health and well-being.

Your examples will show how diverse communities are, how they overlap, and how
they influence behaviour.

Although the Internet has enabled social interaction to transcend beyond the locality
of people, most social interaction still takes place in local social environments, and as
such, the spatial dimension of community remains significant. Community level in this
chapter therefore refers to the local social environment where norms, local institu-
tions, and social interaction (often in ‘communities of identity’) mediate responses to
health.

Health-enabling social environments

As discussed in Section | of this book, the field of health promotion has moved beyond
a focus on individual behaviour and recognizes the importance of a wide range of social
and environmental interventions. The role of community level health promoters is
therefore to facilitate the process of health-enabling social environments, where peo-
ple are in a position to take control over — and improve — their own health and that of
others. Consequently, community participation and empowerment are key to commu-
nity health promotion. Before discussing theories that can guide change at a community
level, it is useful to describe some of the social structures,actors, and contexts that are
part of a health-enabling social environment and thus play a key facilitating or inhibiting
role in health promotion at a community level.

A model often used in the field of health promotion to discuss pathways to more
health-enabling social environments, and the interplay between social structures, is the
social ecological model (Bronfenbrenner, 1979; Stokols, 1996).The model, as illustrated
in Figure 6.1, usefully situates the community within a broader and vertical context,
locating the community at the intersection between individuals and their immediate
family and wider socio-political and cultural factors, thus playing a key role in mediating
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Individual
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Figure 6.1 The social ecological model

Source: Adapted from Bronfenbrenner (1979)

initiatives for improved health.What the model highlights is that changes at a commu-
nity level are inter-dependent on wider social influences. Empowerment and health-
enabling behaviours do not happen in a vacuum. More specifically, contexts enable, and
in some cases inhibit, the effectiveness of community level responses to health promo-
tion. This means it is essential to consider wider social influences in community level
health promotion.These contexts include the availability of material (for example, con-
doms or sustained funding from global actors), symbolic factors (for example, social
policies being aligned with local realities or gender constructions), relational issues (for
example, patient—nurse relationships, level of community involvement), and institutional
factors (for example, the quality and availability of health services) (Campbell and
Cornish, 2010; Skovdal et al., 201 1a, 201 Ib).

Nonetheless, it is at a community level that health promotion initiatives take shape
and get appropriated to local realities. It is at a community level where identities are
created as well as where social knowledge, shared meanings, and common values get
enacted — with the capacity to influence health-related behaviours both positively and
negatively. It is at a community level where health-related behaviours are learned and
practised, affirming the intrinsically social connection to health.

Playing an active role in shaping these norms, values, and health-related behaviours
are smaller level and inter-dependent social structures horizontally nested within the
community level. These social structures make up tangible actors, representing a
mix of external change agents, such as local non-governmental organizations, local
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government departments, schools and churches and indigenous community
groups, networks and other ‘communities of identity’. Learning how to engage with
and empower these social structures is pivotal to community level health
promotion.

The field of health promotion is dominated by formal responses that enable people
to take control over, and to improve, their health. Here, health promotion initiatives,
spearheaded by more technical and resourceful organizations, involve community
members in their programme design and implementation. While this continues to be
important and integral to health promotion initiatives, there is also a need to acknowl-
edge that most responses to health continue to be led by local community groups and
networks, often with no support from external change agents. This is particularly the
case in countries where health care is not a public good.This can be exemplified by the
community response to HIV in Africa. Here indigenous community resources (such as
community norms, networks, connectedness, assets, critical consciousness, and oppor-
tunities for dialogue) have been observed to, although not always, provide significant
‘behind the scenes’ support for those living with or affected by HIV (Campbell et al.,in
press; Gregson et al., in press). Indigenous community responses can therefore have a
positive impact on behaviour change and much can be learned from them to strengthen
and align more formal community level health promotion initiatives with local resources.
A recognition of indigenous community responses also paves the way for the opportu-
nity for health promotion not only to be about enabling individuals to take control over
their health, but also to be about enabling community members to play a role in
improving the health of others.

Against this background, to facilitate effective health-enabling social environments,
health promoters working at a community level must recognize and bridge local and
global structures responding to health, establishing dialogue between local community
members and global actors penetrating local communities. Health promoters working
at a community level must serve as mediators and make every effort to understand the
context in which they work and identify key actors and contextual factors facilitating
or inhibiting health and well-being. Health promoters can use this information to work
with local community structures to devise a strategy that establishes productive alli-
ances that can work towards the building of health-enabling social environments.
Echoing the above, Figure 6.2 details a pyramid that outlines some questions that health
promoters working at a community level can ask to gain a better understanding of the
social structures, factors, and contexts that impact change at a community level. This
information can be used to identify pathways towards a more health-enabling social
environment and can inform a theory of change.

Why do we need a theory of change?

Theories of change help us unpack pathways to change. They are often advanced by
social scientists and applied by practitioners. They make explicit the role of health pro-
moters and uncover the thinking and beliefs that guide our assumptions of how inter-
ventions can make an impact. A theory of change articulates what activities have to
occur for an expected change to happen. Put simply, by doing x (an action),y (a change)
will be achieved. Needless to say, no social change initiative is that straightforward, and
most mature theories of change are made up of systematically organized knowledge
that provides you with a comprehensive road map to consider the populations you are
serving,and help you establish the broader context and other major factors influencing
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Figure 6.2 Questions to consider when developing a community level health promotion strategy

change. Mapping out the preconditions influencing pathways to change can help cir-
cumvent failure and optimize the impact of a health promotion strategy.

Moreover, a theory of change can crystallize the intended results of a social change
initiative and that way help practitioners plan and develop health promotion strategies
that can be evaluated.A theory of change can thus become a useful tool in demonstrat-
ing success and lessons learned.

Activity 6.2

In this activity, you will analyse how theories of change apply in practice. In rural

Zimbabwe, some men fail to make use of HIV testing and treatment services.

Local understandings of what it means to be a ‘real man’ appear to conflict with the
expectations of users of HIV services. For example, some men in parts of rural
Zimbabwe do not want to accept that they are vulnerable and at risk of contracting
HIV, and those living with HIV are given lessons (often by female nurses) on how to
live healthily, requesting them to stop engaging in certain activities (such as drinking
alcohol and extramarital sex) that some men participate in to project and exert their
masculinity (Skovdal et al., 201 la).Against your interest to improve HIV service use by
men in this context, develop your own theory of change by asking the following two
questions:

I What change would you like to see happen so that men in this context are more
likely to make use of HIV services?
2 What must happen in this context for your change to be realized?
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Feedback

Your change should be plausible and focus on changes in and between people and
groups that a social change initiative can realistically tackle, for example, make men feel
more at ease with HIV and HIV services.Your vision should not point to an idealized
and unachievable state such as transforming local understandings of masculinity. Your
vision should be dynamic, and reflect the complexity of the social structures in which
the initiative would be located.

Your actions, or pre-conditions for change, can either consist of tangible changes (for
example, male-friendly HIV services such as men-only clinics, male nurses, peer
support groups for men) or process outcomes (for example, attitude changes, more
lenient and flexible understandings of masculinity, supportive relationships and confi-
dence as a result of community conversations, peer group meetings or community role
models discussing the impact of masculinity on HIV service use).

In the field of health promotion there is growing recognition of the need to learn from
pathways to achievement and health as a way to guide theories of change. For example,
a theory of change to address men'’s inclination to use HIV services could be strength-
ened by knowing how some men manage to construct HIV-service-friendly masculini-
ties and successfully adhere to anti-retroviral therapy without feeling social pressure to
conform to hegemonic and local understandings of manhood.

Conceptual perspectives and theories guiding change at a community level

There are a host of theories and conceptual frameworks that seek to explain, predict,
and change pathways towards more health-enabling social environments. In this
section, you will learn about four key conceptual perspectives that will advance your
understanding of possibilities for change at a community level.

Critical consciousness and collective action

Collective action for change does not happen overnight. It is a result of a growing
critical awareness of a social or health problem and recognition of the need to come
together and instigate change. The writings of Brazilian educator Paulo Freire (1970,
1973) can help us to understand why developing a critical consciousness is important
to spark collective action and change, as well as how this is achieved.

To do this, Freire uses the example of didactic and top-down teaching,a pedagogical
approach adopted in many parts of the world, to argue that such an approach to teach-
ing assumes learners are passive beings in need of controlled knowledge, failing to
foster critical thinking, and serves the purpose of keeping the rich and the elite in
power and to further oppress the poor and powerless. Freire therefore calls for an
alternative approach to teaching, one where learners and teachers engage in dialogue
as equals, making the learners integral to the learning process, as opposed to objects.
For Freire, education should be about creating safe social spaces for dialogue to occur,
allowing people to share their life experiences and as a collective, and individually,
develop ideas, new understandings, and ultimately a more critical awareness of self and
other. Critical thinking, Freire (1973) argues, evolves over a series of stages, starting
with ‘intransitive thought’. At this stage people do not see it as within their power and
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control to instigate change and improve their life situation. If change does happen,
this is likely to be explained by the influence of wider social structures, or even luck.
The next stage towards more critical thinking pertains to ‘semi-transitive’ thought.
Here people begin to see the connection between their actions and change to
their lived realities, and experiment with various actions to instigate change. At this
stage, however, they may still struggle to connect their social problems with the
wider social structures and determinants that impact their lives. The final stage Freire
refers to as ‘critical transitivity’. At this stage people are experiencing an awakening
of critical consciousness, or conscientizagdo as Freire called it, and are able to
critically engage with their life situation and see the connection between their
social problems, or poor health, and the structural violence, oppression, and social
inequalities that keep them in this condition. This will spark their interest to instigate
change.

In summary, the change theory of this conceptual perspective is that creating social
spaces for reflection and critical dialogue is a vehicle towards a more critical
consciousness, where people become critically aware of their social situation as well as
empowered, increasing the likelihood, and their interest, to translate this awareness
into collective action and thereby instigate change.

One strength of this theoretical exposition is that it highlights the importance of
seeing development as a process, involving a partnership between both those with
more and less power.The theory can be used by health promoters to reflect on how
they engage with people at a community level to build their critical awareness of health
matters to instigate change. Photovoice, a health promotion tool rooted in Freire’s
conscientization theory, is described later in this chapter as one potential tool to facil-
itate community level change.

A limitation of the theory is that it fails to fully recognize the importance of ‘awak-
ened’ people or communities to build partnerships with more resourceful actors such
as health promoters. People and communities may, for example, be fully aware of the
health implications of drinking water from a water hole also used by livestock, but do
not have the resources and means to build a fencing system and water troughs, or
money for transport to go and lobby for change. Critical awareness is a prerequisite
for community level change, but we should not assume that this automatically trans-
lates into change and collective action.

Community participation

Although community participation more often occurs naturally and through indige-
nous social networks and groups — and from which much can be learnt — the focus
here is on the role of health promoters in drawing on the concept of community
participation to facilitate more health-enabling social environments. Community par-
ticipation is a central tenet health promotion. It is widely accepted that only when
externally facilitated health programmes recognize and draw on local structures and
ways of life will they resonate with local needs, be relevant and contribute to changes
in health-related behaviours and an effective community response to health.As a con-
cept, community participation is a minefield, with its meaning always being contextual
and partial, reflecting varying understandings and commitments to the term. Community
participation can, for example, take different forms and reflect different degrees of
community involvement. Peter Oakley (1991) distinguishes between three types of
participation:
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* Participation as a free resource: Community members may be invited to get involved in
a project, implementing activities. This kind of participation is often marginal and
primarily involves community members in order to tap into community resources
(e.g. labour, land, knowledge, time). This kind of participation does not seek to
empower or appropriate a health promotion initiative to local needs, but is used to
meet externally designed programme goals and to use community members as a free
resource. For example, unpaid community health workers trained by an external
change agent to improve the hygiene and hand washing practices of community
members in a rural community might spend hours trekking from household to
household talking to them about their hand washing practices.

Participation as consultation: In this type of participation, community members may be
asked about their priorities, possible solutions to a local health need, as well as their
level of involvement in the programme.The external change agent will, however, still
retain control over the aim of the programme and the kind of activities that will be
implemented. For example, a health promotion initiative looking to reduce HIV
transmission among sex workers might consult sex workers about their sexual
health needs and learn that they want improved condom access and sexual health
education by peer educators. The external change agent might improve condom
access, train peer educators,and have them facilitate sexual health education, but may
decide to only improve condom access if that was the prearranged aim.

Participation as community control: This level of participation allows community mem-
bers to have complete control of the health initiative. For example, a sex workers’
network may be mobilized as part of a health promotion initiative. But rather than
having a set of prescribed project goals and activities imposed upon them, they con-
duct a needs assessment of their health needs, develop solutions, carry out activities,
and evaluate progress. In other words, community members play an integral role in
implementing the health promotion initiative, from start to finish.

While there is a role for all three levels of participation, depending on the context,
community-level health promotion initiatives ought to strive for participation as com-
munity control. There are a number of reasons for this. Aside from appropriating and
contextualizing a health promotion initiative, ensuring there is a good fit with local
needs, community control of the planning and design of health promotion initiatives
ensures community members are more likely to get involved and stay committed to
the long-term goals of the initiative. Barriers to health can also be more easily identified
and addressed, optimizing the impact of health promotion initiatives. But more impor-
tantly, participation as community control recognizes participation as a process as
opposed to an activity used to achieve a single health outcome. Reflecting Freire’s
theory of conscientization, the process of community members conducting a needs
assessment, gathering and analysing information about local health needs improves
their consciousness, making it easier for them, as a community, to transform and
negotiate new and more health-enabling norms and behaviours. Furthermore, the
participatory process of community-led project cycles can be empowering,and ensures
the participation and commitment of community members to the programme in the
long term. Their experiences of taking an active role in the implementation of a
programme can facilitate a sense of worthiness, enhance their internal locus of control
and self-efficacy as well as a positive social orientation (Skovdal et al., 201 lc).
Participatory programmes can also improve individual and collective problem-solving
abilities, improve social relationships and give them hope for the future.These are only
some of the many social psychological outcomes that participatory processes may
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Social capital

facilitate and represent protective processes that are of great value in enhancing the
resilience of individuals and communities (Rutter, [987).

In summary, the change theory of this conceptual perspective is that creating oppor-
tunities for community participation can, if done meaningfully and with community
members taking an active and direct role in implementing a health promotion initiative,
facilitate an educational process and dialogue that can help communities transform
attitudes, norms, and actions that are health-damaging into more health-enhancing life-
styles. Community participation can also be empowering,and in the vein of conscientiza-
tion, give people the chance to take control over different aspects of their lives,
including their health.

A key strength of community participation as a conceptual tool in health promotion
is that it is endorsed by global health policies, particularly in the wake of the Declaration
of Alma Ata in 1977.As a result, community participation is widely recognized to be a
key pillar in any health and development initiative, which makes it easier for practition-
ers at a community level to promote community participation for improved health.

A limitation of community participation is that the meanings of ‘community’ and
‘participation’ vary between people and over time.The boundaries of communities are
fluid and are constantly shifting, and participation can range from being merely a free
resource to encompass community control. Participatory community health promo-
tion programmes can also easily be hijacked by more powerful individuals, both at local
and global levels, to serve their own interests and undermine the participatory process
(Cooke and Kothari, 2001). Another limitation pertains to the difficulty of measuring
and evaluating community participation. The Spidergram, a tool developed by Susan
Rifkin and colleagues to measure the participatory process, is described later in this
chapter as one potential tool to facilitate and evaluate community level change.

Social capital refers to the glue that brings people and different actors together for the
common good.The term was popularized by Robert Putnam in the 1990s. He defines
social capital as the community cohesion that results from ‘networks, norms and social
ties that facilitate coordination and cooperation for mutual benefit’ (Putnam, 1995: 67).
More specifically, communities with high levels of social capital are characterized by
having a high number of active community organizations and networks, strong commit-
ments to civic engagement or participation within these networks, as well as an ethics
of care and reciprocal support,and a sense of solidarity and trust between community
members. Although Putnam used the term to describe the socio-economic and politi-
cal implications of declines in social capital, a growing body of evidence suggests that
communities characterized by high levels of social capital are more likely to be healthy
and engage in health-enhancing activities. As a result, a key aim of health promoters
working at a community level is to facilitate the development of social capital.

Social capital theory builds on the two previous conceptual perspectives. In fact,
conscientization and community participation contribute to the development of social
capital, in so far as they seek to create a context where people can come together and
take control over their health by transforming health-damaging behaviours and social
identities. In the context of health promotion, and the previous discussion on health-
enabling social environments, it is useful to unpack social capital and discuss the con-
cept from three different perspectives: bonding, bridging, and linking social capital
(Szreter and Woolcock, 2004).
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Bonding social capital refers to the trust and quality of cooperative social relations
that exist between members of a network or community, where members share simi-
lar characteristics. This could range from a little women’s group made up of elderly
widowed women who have come together to deal with hardship and the care and
support of orphaned children, through to the collective response by a village or
community to fight off tsetse flies and sleeping sickness. Bridging social capital, on the
other hand, refers to horizontal relations of respect and empathy between people,
groups or networks whose backgrounds are different, because of factors such as reli-
gious beliefs, viewpoints, age, ethnicity, sexuality, and social class. For example, in a low-
resource and high HIV prevalent community, a church group and an AIDS support
group might decide to come together and create a synergy to reduce HIV-related
stigma in the community. Linking social capital refers to the bridging of relations of trust
and respect between people, networks, and organizations whereby they interact
vertically across power and authority structures. For example, a youth theatre group
established to communicate HIV prevention messages may link up with a more
resourceful non-governmental organization that can provide the group with the
resources it requires to move around and reach a large number of people.

In summary, the change theory of social capital is that strengthening the connections
between individuals, groups, and organizations (bonding, bridging, and linking social
capital) equips community contexts with an asset that makes them stronger in times of
hardship and which can be leveraged to maintain or improve health and well-being.

According to Szreter and Woolcock (2004), a strength of social capital theory is that
it acknowledges the importance of recognizing the quality and quantity of social
relations between individuals, groups, and organizations influencing health. The theory
also encourages an emphasis on whether or not these social relationships are charac-
terized by mutual respect or differentiated by social identities (horizontal bridges) and
their access to power or authority (vertical links).

A limitation pertains to the controversy and criticism that surrounds the theory of
social capital. Like community participation, concerns have been raised about the ambi-
guity of social capital and fears that social capital can be used to justify a withdrawal of
government welfare services, with the explanation that communities with high levels of
social capital have the power to fulfil this social welfare role (Labonte, 1999).
Furthermore, social capital does not always carry with it positive health implications. A
rural African community may, for example, avail support to the sick and elderly in many
different ways and exhibit high levels of social capital for those who conform to the
status quo of community life. While this is beneficial to the majority of community
members, narrowly conscribed networks can simultaneously reject more stigmatized
groups, such as men who have sex with men, leaving them extremely marginalized and
vulnerable.

The asset model

Traditional health promotion models tend to focus on epidemiological risk factors,
such as smoking, poor diet,and lack of exercise. In doing so, they take a deficit approach
by focusing on gaps in services, information, and capacity. By contrast, the asset model
looks at the resources of individuals and communities and how these can be harnessed
to improve health and well-being. These resources or ‘health assets’ are defined as
anything that maximizes opportunities for individuals and local communities to acquire,
maintain, and sustain health and well-being (Ziglio et al., in press).
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Health assets can include factors from across the range of the determinants of
health, including genetic make-up, economic and social conditions, environmental
conditions, health behaviour, and use of health and other services. Research by the
WHO European Office for Investment in Health and Development (Harrison et al.,
2004) identified key health assets to include family and friendship networks, inter-
generational solidarity, community cohesion, environmental resources necessary for
promoting physical, mental and social health, employment security and opportunities
for voluntary service, affinity groups (such as mutual aid), religious tolerance and har-
mony, life-long learning, safe and pleasant housing, political democracy and participation
opportunities, social justice and enhancing equity. The assets for health that are amen-
able to action are often located at the community level, so an asset-based approach is
closely aligned with community development.

Three concepts are central to the asset model. First, the concept of salutogenesis,
introduced by Aaron Antonovsky in 1979, focuses attention on health generation
rather than a pathogenesis focus on disease prevention. Salutogenesis emphasizes the
success rather than the failure of individuals by exploring why some people prosper
and others fall ill in similar situations (Antonovsky, 1979, 1987, 1996). Second, the asset
model sees resilience as a protective factor for both individuals and communities to
thrive, even in the face of difficult circumstances. Third, the model sees the concept of
social capital, as discussed above, as key to creating strong supportive networks for
health, well-being, and development.

The asset model suggests that individuals and communities can develop health assets
at various stages of life and can use these to offset risks that they face as they age and
at critical moments during their life, such as early childhood, entering the labour mar-
ket, parenthood, sickness, job loss,and old age.The model argues there are core sets of
assets, linked to the concepts of salutogenesis, resilience and social capital, that are key
for the successful transition through these stages. It is also recognized that particular
assets will impact in different ways depending on individual circumstances. The model
suggests understanding which asset or combination of assets is most important at key
transitional stages can help develop more effective programmes to improve well-being
and health.

Ziglio et al. (in press) have highlighted the following key features of the asset model:

It fosters a systematic approach to developing a coherent evidence base for positive
approaches to health and development following the principles of evidence-based
public health.

2 It emphasizes those health-promoting and protective factors (‘health assets’) that
can support the creation of the conditions required for acquiring, maintaining, and
sustaining health and well-being.

3 It highlights the potential for a set of key theories, methods, and actions that can be
employed to develop asset-based policy, research, and practice.

4 It recognizes that many of the key assets for health creation lie within the social
context of people’s lives and therefore offers the opportunity of contributing to the
health inequity agenda.

5 It assumes that to maximize the opportunity for identifying health assets, individuals
and communities need to be involved in all aspects of the health development
process.

6 It is about working with what communities already have, rather than assuming there

is nothing there to start with. In this way, it encourages individuals and communities

to be active partners in the process, rather than passive recipients.
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Activity 6.3

7 It emphasizes the importance of a life course approach to the promotion of health,
recognizing that different assets may be more or less important at key life stages.

8 It is does not preclude the need to employ the well-developed deficit approaches
to health, but offers a model that may work synergistically to sustain health and
minimize inequities.

9 It ensures existing resources at the individual, community or organizational level are
taken into account.

10 It looks to the individual with their formal and informal associations within the
community to create solutions and mobilize capacity to achieve better health.

There are many overlaps between the four conceptual perspectives discussed above.
They all build on each other and are rooted in a common recognition of the need to
draw on local strengths in creating health-enabling social environments and promote a
development process where gradients of power and authority are more aligned and
characterized by mutual respect.

Feedback

In this activity, you will consider the role of communities in theories of change.
What changes would you like to make to the theory of change you developed in the
previous activity to incorporate the four conceptual perspectives you have just been
introduced to?

Your theory of change should not only reflect an understanding of one or a hybrid of
the conceptual frameworks explained above, but also a broader recognition of the
steps in the process of change and your role as a change agent.

Tools to facilitate community level change

The conceptual perspectives discussed above highlight the importance of community
engagement and empowerment in guiding change at a community level for improved
health.There are a number of different participatory learning and action tools that can
be employed to facilitate such a process. Participatory learning and action tools seek
to visually generate different forms of information, which can then be used by com-
munity members to reflect, engage in dialogue, and make collective and democratic
decisions. Maps, diagrams, pictures, and charts can all be used by community members
to visually represent information gathered from their local context, while ranking
and scoring tools can be used to facilitate decision-making processes in a democratic
manner.

The following two examples illustrate techniques that can be used to apply the
theories of change described above in practice. Additional detailed examples of many
of the tools that can be used to engage communities are provided in Rifkin and
Pridmore’s book Partners in Planning: Information, Participation and Empowerment (2001)
and Tools Together Now: 100 Participatory Tools to Mobilise Communities for HIV/AIDS
(2006), available on the worldwide web from the International HIV/AIDS Alliance.
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Example |: Photovoice

Photovoice is a technique that enables community members to visually represent
aspects of community life through picture taking. The pictures can be used to reflect on
the community’s strengths and problems as well as a means to share this information
with fellow community members, health service providers or policy actors (Wang
et al, 1998). In doing so, Photovoice can act as a bridge between local realities and
expert priorities, sharpening policy and practice for a better fit with local needs.
Photovoice can also cultivate critical dialogue and reflection at a local level, which can
instigate cognitive-emotional reactions leading to individual or collective change. In
essence, Photovoice stimulates a sharing of information, across languages, literacy and
power hierarchies in the hope that this can lead to more aligned knowledge systems
and priorities,appropriating community responses, programmes, and policies for health.

Photovoice is a flexible tool and needs to be adapted to each context. In the field of
health promotion, Photovoice is often used as an assessment tool, both in the planning
and evaluation of health promotion initiatives. The implementation process can take
multiple forms. Below is an outline of key steps (adapted from Wang, 2006) that can
help you get started.

Photovoice implementation steps

I. Recruit a group of Photovoice participants

» 7—15 people is an ideal size (more have often been used).

* You can recruit through educational establishments, churches, profit and non-profit
organizations.

* If you recruit different groups (e.g. youth/adults, employers/employees, men/women),
you can gain comparative perspectives.

2. Introduce the Photovoice methodology to participants and discuss the
use of cameras, power, and ethics

* What is an acceptable way to approach someone to take their picture?

* Can you take pictures of other people without their knowledge?

* When would you not want to have your picture taken?

» To whom might you wish to give the photographs?

* And what might be the implications?

3. Obtain informed consent

* Place emphasis on the safety, authority, and responsibility of using a camera.

* Consider the vulnerability of the photographer;include a statement of potential risks.

* Clarify the voluntary nature of their participation, and the freedom to withdraw at
any time without giving a reason.

* No photographs identifying specific individuals should be released without separate
written consent.

* Obtain informed consent from parents or guardians for all minors.

4. Pose initial themes for taking pictures
* Participants can generate, or be given, specific open-ended questions that will guide
the taking of pictures.

5. Distribute cameras to participants
* Decide on using disposable or digital cameras and practise using them.
* Agree on a time for participants to return the cameras/images for developing/print.

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



Using theory to guide change at the community level 93

* |-5 weeks per roll of film is recommended before meeting up again (this process has
on occasions been repeated for up to 12 months).
» Agree on a time for participants to discuss the photographs/write reflections.

6. Discuss photographs and identify themes

* Discuss photographs, or a selection based on a prescribed criterion or based on
what the participants find most significant or like the most.

Facilitate a group discussion, asking them to describe the photographs, explain
what is happening on the photographs, their reasons for taking the photographs, the
significance of the photographs, and lessons learnt from the photographs.
Photographs can also be reflected upon in writing, prompted by open-ended
questions.

* Participants identify key themes emerging from their photographs and reflections.

.

7. Dissemination

* Facilitate the creation of posters/power point presentations depicting key takeaway
messages using the photographs and voices of the participants and exhibit them in a
public space.

Example 2: Spidergrams

Activity 6.4

A Spidergram is a web-like diagram that can be used by community members them-
selves to evaluate community health competence or community participation (Rifkin
and Pridmore, 2001; Draper et al., 2010). Community members can come together to
discuss a health issue and decide to assess their competence, or preparedness, in this
area, marking themselves on a scale of | (poor) to 5 (excellent) on various categories.
Spidergrams can be drawn up before a health promotion programme, giving community
members a chance to reflect on what changes need to be made, and at the end of
the programme to see if the community’s level of health competence has changed
during the course of the programme. This exercise can give community members
an insight into some of their strengths and weaknesses in working towards a more
health-enabling social environment as well as clarify their role in the response towards
improved health.

The Spidergram depicted in Figure 6.3 shows a community assessing their compe-
tence in relation to children caring for sick parents. The example shows a dotted
(time 1) and a solid (time 2) spider web, depicting change in community health
competence from one moment in time to another (e.g. before and after a health
promotion initiative). The Spidergram in this example incorporates eight key areas
important to community-level health promotion, reflecting the material presented in
this chapter. However, the Spidergram could have fewer arms and be used to assess
participation in areas such as leadership, organization, resource mobilization,
management, and needs assessment.

In this activity, you will consider the practical issues involved in engaging communities
to plan a health promotion intervention using Photovoice. Think of a local context
familiar to you and a health issue that this community is battling with.You would like to
make the wider community more critically aware of this health issue, as well ensure

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



94 Using theory to inform health promotion practice

Critical awareness
(e.g. the prevalence and health risks
associated with children caring for sick parents)

5

Supportive relational context
(e.g. young carers are supported
by friends, extended family
members, and neighbours)

Supportive material and
institutional contexts

(e.g. health clinics are near and
provide young carers with

the equipment they need to
care safely)

Supportive symbolic context
(e.g. young carers are recognized
as social actors and not stigmatized)

Community participation

(e.g. extent to which community
members are involved in programmes
for young carers)

Bonding social capital
(e.g. number of community
groups supporting young carers)

Bridging social capital
(e.g. community and Church groups
work with schools to identify and

support young carers)

Linking social capital
(e.g. local organizations accessing
support from international
organizations to support
young carers)

Figure 6.3 Spidergram for community health competence

Source: Adapted from Draper et al. (2010)

that the local health department is aware of the information you will gather in the
process.You decide to use Photovoice. Develop a plan detailing your implementation
steps.

Feedback

There are a number of questions you might consider in developing your plan. These
include:

* What are your broader goals and objectives?

Where will funding come from?

* What community leaders should be involved?

* Who are you targeting — policy-makers, community leaders?

* How many will be involved in the Photovoice exercise?

* Will they be working individually or in groups?

* What is their involvement in the planning of your Photovoice project?

* How (content) will you train them on the methodology? Use of cameras? Ethics?
* What informed consent measures must be in place?
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* What is guiding their photography? Think of questions they can answer through
photography

* How long will the project last?

* How many photos/rolls of film do you expect them to take?

* How often do you meet to discuss photographs?

* In what fora will you be discussing the pictures — group discussions, in writing?

* How do you intend to reach the target audience?

* How will the findings be disseminated?

Remember, Photovoice is flexible and there is no set guideline on how to implement a
Photovoice project. Use your creativity and local knowledge to develop a project that
has the greatest chance of instigating change for improved health.

Skills and attitudes of health promoters at a community level

Summary

Health promotion at a community level is not apolitical and should not be reduced to
tasks, tools, and technical solutions. Health promoters work within wider societal
structures that are characterized by power, resources, and dominant health technolo-
gies. Community health promoters are therefore often given the very difficult task of
serving as intermediaries between health professionals and people at a community
level, bridging global health technologies and local responses to improved health. The
values of health promoters and how they approach their role and work with communi-
ties therefore matter tremendously. Developing partnerships that transcend power
hierarchies, conflicting values and knowledge systems, and successfully working
together to promote the health and well-being of marginalized people, requires good
interpersonal and cross-cultural communication skills. It is very easy for community
health promoters to succumb to the production of expert and technical solutions,
particularly if a genuine and deep-seated commitment to community development,
empowerment, principles of social justice, and the need for community-defined prob-
lems and solutions is lacking. Community health promotion is arguably not for every-
one. It is the role of the health promoter to recognize his or her commitment to
community work and to:

* be reflective of power hierarchies and structures, both within communities and
between local and global actors

* recognize, respect, and be committed to the principles of community participation
and social justice

* be a good facilitator, develop skills to be a good listener, be positive, respectful, and
open to new ideas.

In this chapter, you have learnt how theories can help you conceive and plan health
promotion programmes at a community level. More specifically, you have learnt about
the role of critical awareness, participation, and social capital in creating health-enabling
social environments that empower people to take control over their own health, and
the health of others.The chapter has also highlighted that health promotion practice at
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the community level needs to be nested within a context, ranging from the wider social
influences that enable and limit community level health responses to the values and
interpersonal skills of health promoters. Only by taking this holistic view will we be
able to create the necessary conditions for health through community empowerment
and participation.
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Overview

The determinants of health
Antony Morgan and Liza Cragg

In this chapter, you will learn about the range of factors that have an impact on the
ability of individuals, communities, and societies to develop and maintain good health
and well-being. The chapter highlights the importance of the social determinants of
health, explores conceptual models and evidence for these determinants, discusses
global policy developments, and summarizes the implications for health promotion

practice.

Learning objectives

After reading this chapter, you will be able to:

* describe the major determinants of health

* understand different conceptual models that describe these determinants

* understand the role of the social determinants of health in causing health
inequities

 understand the implications of the determinants of health for health promotion
practice

Key terms

Determinants of health: The range of factors that combine together to affect the
health of individuals.

Inequalities in health: Differences in health status between different populations and
groups.

Social determinants of health: The social, economic, and environmental factors
that impact on health behaviours and determine the health status of individuals or
populations.

Social inequities: Differences in opportunity for different population sub-groups.

Socio-economic status: An individual’s place in the social hierarchy according to
their level of income, education, occupation, and/or where they live.
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What determines health?

Activity 7.1

Health and well-being are influenced by a range of factors. These include individual
characteristics and behaviour, the physical environment, and the social and economic
conditions. Some of these factors can be influenced by an individual’s action, such
as lifestyle. Others, such as genetic make up and gender, cannot be changed. These
factors are often described as the ‘determinants of health’.While some of these have
obvious and direct impacts on health, such as the provision of health care services,
others, such as employment and education, influence health in more indirect but very
significant ways. The social and economic circumstances that impact upon health and
well-being — the conditions in which we are born, grow up, live, work, and age — are
termed the ‘social determinants of health’. These factors have been described as the
causes of illness. For example, while smoking causes illnesses such as coronary heart
disease and lung cancer; whether an individual is likely to start smoking or stop smoking
is heavily influenced by social, economic, and environmental factors.

Feedback

This activity encourages you to reflect on factors that influence health.Think about the
following questions:

* What does it mean to be healthy?

* What factors help people to be healthy and stay healthy?
* What are some of the causes of ill health?

* What are the causes of these causes?

In answer to the first question, you might have concluded that being healthy means not
being ill or in pain. But health is more than this.The World Health Organization’s defini-
tion of health is ‘not merely the absence of disease but a state of complete physical,
mental and social well-being’. In response to the second question, your answer may
have included factors such as having access to healthy food, clean water, health care,
housing, and sanitation. In addition to these basic needs, you might have included life-
style factors such as taking exercise, getting rest, being relaxed, and free from stress.
Moving on to the third question, lacking these basic needs causes ill health but ill health
can also be caused by lifestyle factors, such as unhealthy eating, smoking or lack of
exercise. In response to the final question, your answer should reflect that the causes
of the causes of ill health also include lack of income to secure basic needs, poor edu-
cation, unemployment or hazardous working conditions, inadequate access to health
care or poor quality health care, poor quality physical environment, pollution, and lack
of support networks.

Conceptualizing the determinants of health

The Lalonde Report (1974) was one of the first documents to propose a framework
to describe the determinants of health. It introduced the Health Field Concept, which
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Figure 7.1 The policy rainbow. From Dahlgren, G., Whitehead, M. (1991) Policies and strategies to pro-
mote social equity in health (mimeo). Reproduced by permission of Institute for Future Studies, Stockholm.

described four categories of influences on health. These categories, which were identi-
fied by analysing the causes and underlying factors of sickness and death in Canada,
were: human biology, environment, lifestyle, and health care organization. Activity 7.2
explores the Lalonde Report in more detail.

Since the Lalonde Report, a number of other models that attempt to identify the
determinants of health and the pathways through which they operate have been devel-
oped. One such model that has been used frequently in international and national
policy documents is Dahlgren and Whitehead’s (1991) ‘policy rainbow’. This describes
the layers of influence on an individual’s potential for health (Figure 7.1). These are
made up of factors which are fixed (such as age, sex, and genetics) and factors which
are potentially modifiable, expressed as a series of layers of influence, including indi-
vidual lifestyle factors, social and community networks, and general socio-economic,
cultural, and environmental conditions.

The model of Dahlgren and Whitehead provided a useful framework for exploring
the mechanisms by which these factors, or determinants, influence health, their relative
importance, and how to influence them to improve health and well-being.

Over the last few decades, researchers have generated a growing body of evidence
that demonstrates how a wide range of determinants impact on health and well-being.
Examples include:

* Marmot et al. (1978) have demonstrated gradients in mortality across grades of
employment among English civil servants.

* Bartley et al. (1994) have shown that children and adolescents living in poorer
quality housing are more likely to have been of low birth weight.
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Activity 7.2

» Townsend et al. (1988) have shown that material deprivation (e.g. overcrowding,
housing tenure, unemployment) is a predictor of mortality and limiting long-term
illness.

* Barker (1998) has shown that the in utero experience is linked to the risk of develop-
ing diseases later in life.

* Graham (2001) has demonstrated the cumulative effect of social disadvantage over
the life course and the contribution of poor early life circumstances.

* McGinnis et al. (2002) have demonstrated the relative impact that various health
determinants make on mortality in the USA: 30 per cent due to genetic predisposi-
tions, |15 per cent due to social circumstances, 5 per cent due to environmental
exposures, 40 per cent due to behavioural patterns,and 10 per cent due to short-
falls in health care.

In this activity, you will explore how one model, the Health Field Concept, categorizes
the determinants of health and reflect on the benefits and limitations of this approach.
Read the following extracts from the Lalonde Report (1974). Once you have done this,
answer the questions that follow.

The Health Field Concept

A basic problem in analysing the health field has been the absence of an agreed con-
ceptual framework for sub-dividing it into its principal elements.Without such a frame-
work, it has been difficult to communicate properly or to break up the field into
manageable segments, amenable to analysis and evaluation. It was felt keenly that there
was a need to organize the thousands of pieces into an orderly pattern that was both
intellectually acceptable and sufficiently simple to permit the quick location, in the pat-
tern, of almost any idea, problem or activity related to health: a sort of map of the
health territory.

Such a Health Field Concept was developed during the preparation of this paper. It
envisages that the health field can be broken up into four broad elements: HUMAN
BIOLOGY,ENVIRONMENT,LIFESTYLE and HEALTH CARE ORGANIZATION.
These four elements were identified through an examination of the causes and under-
lying factors of sickness and death in Canada and from an assessment of the parts these
elements play in affecting the level of health in Canada.

Human Biology

The HUMAN BIOLOGY element includes all those aspects of health, both physical
and mental, which are developed within the human body as a consequence of the basic
biology of man and the organic make-up of the individual. This element includes the
genetic inheritance of the individual, the processes of maturation and aging, and the
body’s many complex internal systems, such as skeletal, nervous, muscular, cardio-
vascular, endocrine, digestive and so on. As the human body is such a complicated
organism, the health implications of human biology are numerous, varied and serious
and the things that can go wrong with it are legion. Health problems originating from
human biology are causing untold miseries and costing billions of dollars in treatment
services.
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Environment

The ENVIRONMENT category includes all those matters related to health which are
external to the human body and over which the individual has little or no control.
Individuals cannot, by themselves, ensure that foods, drugs, cosmetics, devices, water
supply, etc. are safe and uncontaminated; that the health hazards of air, water and noise
pollution are controlled; that the spread of communicable diseases is prevented; that
effective garbage and sewage disposal is carried out; and that the social environment,
including the rapid changes in it, do not have harmful effects on health.

Lifestyle

The LIFESTYLE category, in the Health Field Concept, consists of the aggregation of
decisions by individuals which affect their health and over which they more or less have
control ... Personal decisions and habits that are bad, from a health point of view, create
self-imposed risks.When those risks result in illness or death, the victim’s lifestyle can
be said to have contributed to, or caused, this.

Health Care Organization

The fourth category in the concept is HEALTH CARE ORGANIZATION, which
consists of the quantity, quality, arrangement, nature and relationships of people and
resources in the provision of health care ... Until now most of society’s efforts to
improve health, and the bulk of direct health expenditures, have been focused on
HEALTH CARE ORGANIZATION.Yet, when we identify the present main causes
of sickness and death in Canada, we find that they are rooted in the other three ele-
ments of the Concept: HUMAN BIOLOGY,ENVIRONMENT and LIFESTYLE. It is
apparent, therefore, that vast sums are being spent treating diseases that could have
been prevented in the first place. Greater attention to the first three conceptual ele-
ments is needed if we are to continue to reduce disability and early death.

Characteristics of the Health Field Concept

The HEALTH FIELD CONCEPT has many characteristics which make it a powerful
tool for analysing health problems, determining the health needs of Canadians and
choosing the means by which those needs can be met.

One of the evident consequences of the Health Field Concept has been to raise
HUMAN BIOLOGY, ENVIRONMENT and LIFESTYLE to a level of categorical
importance, equal to that of HEALTH CARE ORGANIZATION. This, in itself, is a
radical step in view of the clear pre-eminence that HEALTH CARE ORGANIZATION
has had in past concepts of the health field.

A second attribute of the Concept is that it is comprehensive.Any health problem can
be traced to one, or a combination, of the four elements. This comprehensiveness is
important because it ensures that all aspects of health will be given due consideration
and that all who contribute to health, individually and collectively — patient, physician,
scientist and government — are aware of their roles and their influence on the level of
health.

A third feature is that the Concept permits a system of analysis by which any question
can be examined under the four elements in order to assess their relative significance
and interaction. For example, the underlying causes of death from traffic accidents can
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be found to be due mainly to risks taken by individuals, with lesser importance given to
the design of cars and roads, and to the availability of emergency treatment. Human
biology has little or no significance in this area. In order of importance, therefore,
LIFESTYLE,ENVIRONMENT and HEALTH CARE ORGANIZATION contribute
to traffic deaths in the proportions of something like 75%, 20% and 5% respectively.
This analysis permits programme planners to focus their attention on the most impor-
tant contributing factors. Similar assessments of the relative importance of contribut-
ing factors can be made for many other health problems.

A fourth feature of the Concept is that it permits a further sub-division of factors.
Again, for traffic deaths in the Lifestyle category, the risks taken by individuals can be
classed under impaired driving, carelessness, failure to wear seat-belts and speeding. In
many ways the Concept thus provides a road map which shows the most direct links
between health problems, and their underlying causes, and the relative importance of
various contributing factors.

Finally, the Health Field Concept provides a new perspective on health, a perspective
which frees creative minds for the recognition and exploration of hitherto neglected
fields. The importance for their own health of the behaviour and habits of individual
Canadians is an example of the kind of conclusion that is obtainable by using the Health
Field Concept as an analytical tool.

One of the main problems in improving the health of Canadians is that the essential
power to do so is widely dispersed among individual citizens, governments, health
professions and institutions. This fragmentation of responsibility has sometimes led to
imbalanced approaches, with each participant in the health field pursuing solutions only
within his area of interest. Under the Health Field Concept, the fragments are brought
together into a unified whole which permits everyone to see the importance of all
factors, including those which are the responsibility of others.

This unified view of the health field may well turn out to be one of the Concept’s main
contributions to progress in improving the level of health.

Issues arising from the use of the Health Field Concept

The Concept was designed with two aims in view: to provide a greater understanding
of what contributes to sickness and death, and to facilitate the identification of courses
of action that might be taken to improve health. The Concept is not an organizational
framework for structuring programmes and activities to one or another of the four
elements of the Concept and would be contrary to reality and would perpetuate the
present fragmentary approach to solving health problems. For example, the problem of
drug abuse needs attention by researchers in human biology, by behavioural scientists,
by those who administer drug laws and by those who provide personal health care.
Contributions are necessary from all of these and it would be a misuse of the Health
Field Concept to exploit it as a basis for capturing all aspects of a problem for one
particular unit of organization, or interest group ...

[Another] issue, more theoretical, was whether or not it was possible to divide exter-
nal influences on health between the environment, about which the individual can do
little, and lifestyle, in which he can make choices. Particularly cogent were arguments
that personal choices were dictated by environmental factors, such as the peer-group
pressures to start smoking cigarettes during the teens. Further, it was argued that some
bad personal habits were so ingrained as to constitute addictions which, by definition,
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no longer permitted a choice by a simple act of will. Smoking, alcohol abuse and drug
abuse were some of the lifestyle problems referred to in this vein. The fact that there
is some truth in both hypotheses, i.e. that environment affects lifestyle and that some
personal habits are addictive, requires a philosophical and moral response, rather than
a purely intellectual one.This response is that if we simply give up on individuals whose
lifestyles create excessive risks to their health, we will be abandoning those who could
have changed, and will be perpetuating the very environment which influenced them
adversely in the first place. In short, the deterministic view must be put aside in favour
of faith in the power of free will, hobbled as this power may be at times by environment
and addiction.

One point on which no quarter can be given is that difficulties in categorizing the con-
tributing factors to a given health problem are no excuse for putting the problem aside.
The problem does not disappear because of difficulties in fitting it nicely into a concep-
tual framework.Another issue is whether or not the Concept will be used to carry too
much of an analytical workload, by demanding that it serve both to identify require-
ments for health and to determine the mechanisms for meeting them. Although the
Concept will help bring out the problems and their causes and even point to the ave-
nues by which they can be solved, it cannot determine the precise steps that are
needed to implement programmes. Decisions as to programmes are affected by so
many other considerations that they will require the analysis of many practical factors
outside the Concept proper.

The ultimate philosophical issue raised by the Concept is whether, and to what extent,
government can get into the business of modifying human behaviour, even if it does so
to improve health.The marketing of social change is a new field which applies the mar-
keting techniques of the business world to getting people to change their behaviour i.e.
eating habits, exercise habits, smoking habits, driving habits, etc. It is argued by some
that proficiency in social marketing would inevitably lead governments into all kinds of
undesirable thought control and propaganda.The dangers of governmental proficiency
in social marketing are recognized, but so are the evident abuses resulting from all
other kinds of marketing. If the siren song of coloured television, for example, is creat-
ing an indolent and passive use of leisure time, has the government not the duty to
counteract its effects by marketing programmes aimed at promoting physical recrea-
tion? As previously mentioned, in Canada some 76% of the population over age 13
devotes less than one hour a week to participation in sports, while 84% of the same
population spends four or more hours weekly watching television. This kind of imbal-
ance extends to the amount of money being spent by the private sector on marketing
products and services, some of which, if abused, contribute to sickness and death. One
must inevitably conclude that society, through government, owes it to itself to develop
protective marketing techniques to counteract those abuses.

Finally, some have questioned whether an increased emphasis on human biology, envi-
ronment and lifestyle will not lead to a diminution of attention to the system of per-
sonal health care.This issue is raised particularly by those whose activities are centred
on the health care organization. On this issue it can be said, that Canadians would not
tolerate a reduction in personal health care and are in fact pushing very hard to make
services more accessible and more comprehensive ...

More important, if the incidence of sickness can be reduced by prevention then the
cost of present services will go down, or at least the rate of increase will diminish. This
will make money available to extend health insurance to more and more services and
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Feedback

to provide needed facilities, such as ambulatory care centres and extended care institu-
tions.To a considerable extent, therefore, the increased availability of health care serv-
ices to Canadians depends upon the success that can be achieved in preventing illness
through measures taken in human biology, environment and lifestyle.

(Extracts from the Lalonde report on the field health concept. Lalonde, M., (1974) A New
Perspective on the Health of Canadians: AWorking Document. Marc Lalonde, Minister
of National Health and Welfare, 1974,c1981.Reproduced by permission of the Minister
of Health of Canada, 201 3.

* What does the Lalonde Report propose are the main influences on health status and
their relative importance?

* What does the report suggest are the main benefits of the Health Field Concept
approach?

* What does the report say are the limitations of this approach? Can you think of any
others?

The main influences on health status are: human biology, environment, lifestyle, and
health care organization. The relative importance of each of these depends on the
health issue concerned. For example, congenital anomalies will largely be due to
human biology and the environment, whereas coronary heart disease will be deter-
mined by all four categories.

2 The Report proposes the main benefits of the approach are as follows: it gives environ-
ment, biology, and lifestyle the same importance as health care organization in under-
standing health; it is comprehensive and, therefore, allows everyone involved in health
to play a role, not just doctors; it provides a framework for analysis so programme plan-
ners can focus on relevant factors; it reduces fragmentation of responsibility between
different actors; and improving prevention can reduce the costs, or the rate of increase
in costs, of treatment services. These savings can then be re-invested in health.

3 The Report suggests the limitations of the approach are as follows: it should not be
seen as an organizational tool for structuring programmes, as this could lead to fur-
ther fragmentation; it cannot determine how to implement programmes;and it could
be used to justify reductions in health care expenditure.You might also have observed
that some of the analysis is dependent on norms that are now outdated. For exam-
ple, most people working to prevent road accidents would now emphasize the
importance of the environment over the lifestyle factors that Lalonde focused on.

The social determinants and inequalities in health

Research on how the social determinants have impacted health over the last 30 years
has documented how health is socially patterned (Townsend et al., 1988; Harris et al.,
1999). That is, while health status is influenced by individual characteristics and behav-
jour, it continues to be significantly determined by the different social, economic, and
environmental circumstances of individuals and populations. In other words, people liv-
ing in different socio-economic environments face different risks of ill health and death.
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In general, the least affluent have much poorer health than the most affluent. Furthermore,
it is notable that disease prevalence, life expectancy, behavioural risk factors,and general
well-being indicate there is a ‘social gradient’ whereby there is a linear increase in ill
health and mortality with decreasing socio-economic status (Marmot, 2004).

Inequalities in the social determinants of health are not the same as health inequali-
ties. However, they are an important cause of health inequalities. Health inequalities
that are preventable because they are caused by unequal access to the social determi-
nants of health are often referred to as ‘inequities in health’ (CSDH, 2008). Health
inequalities and the social gradient of health are discussed in more detail in
Chapter 8.

The Commission on Social Determinants of Health

In response to growing concern globally about inequities in health between and within
countries, the World Health Organization (WHO) set up the Commission on Social
Determinants of Health (CSDH) in 2005.The CSDH was ‘to marshal the evidence on
what can be done to promote health equity, and to foster a global movement to
achieve it’ (CSDH, 2008: 3). The final report of the CSDH was published in 2008
(CSDH, 2008).

The CSDH took a holistic view of the determinants of health, which it defined as
‘structural determinants and conditions of daily life’ (CSDH, 2008: I). In doing so, it
recognized that ‘by their nature many of the social determinants considered by the
Commission are relatively distant, spatially and temporally, from individuals and health
experience. This is challenging, both conceptually and empirically, when trying to
attribute causality and demonstrate effectiveness of action on health equity’ (CSDH,
2008: 42). The CSDH adopted a conceptual framework to describe how these deter-
minants interact with each other to influence health and health inequities. This frame-
work suggests that intervention for change needs to take action on the circumstances
of daily life and the structural drivers.The framework is shown in Figure 7.2.

Socio-economic

& political context 1
Governance Social positi
ocial position Material ——
circumstances Istribution
. . of health
Policy Social cohesion )
. Education and well-being
(Macroeconomic, Psychosocial
Social, Health) . factors
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Income Biological f
Cultural and G lological factors
societal norms (et
and values Ethnicity/Race

I Health Care System

SOCIAL DETERMINANTS OF HEALTH AND HEALTH INEQUITIES

Figure 7.2 WHO Commission on the Social Determinants of Health Conceptual Framework.
Reproduced by permission of the World Health Organization.
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Given the wide range of issues covered in this holistic approach to the social deter-
minants of health,the CSDH focused its work on those issues with a strong coherence
in the global evidence base and those with a strong plausible relationship with health
inequities but where evidence was still lacking on what could be done to effect change.
Using these criteria, the CSDH selected the following nine themes to explore in detail:

Early child development
Employment conditions

Urban settings

Social exclusion

Women and gender equity
Globalization

Health systems

Priority public health conditions
Measurement and evidence.

V00NN A WN —

Based on its findings on these nine themes, the CSDH report proposes three princi-
ples for action, each supported by evidence and detailed recommendations: first,
improve daily living conditions; second, tackle the inequitable distribution of power,
money, and resources; and third, measure and understand the problem and assess the
impact of action.

Improve daily living conditions

This first principle is based on evidence that conditions of early childhood and school-
ing, employment and working conditions, and the quality of the natural and built envi-
ronment in which people reside all impact on health outcomes. In particular, different
groups have different experiences of material conditions, psychosocial support, and
behavioural options, which make them more or less vulnerable to poor health.
Furthermore, socio-economic status results in differential access to and utilization of
health care, which causes the inequitable promotion of health and well-being, disease
prevention, and illness recovery and survival.

This principle for action reflects the CSDH’s conclusion that experiences in early
childhood (defined as prenatal development to 8 years of age), and in early and later
education, lay the critical foundations for the entire life course. Consequently, it pro-
poses a comprehensive approach to early life is needed, building on existing child sur-
vival programmes and extending interventions in early life to include social/emotional
and language/cognitive development. It recognizes evidence of the importance of
where people live in determining their health, including the role of urbanization in
reshaping population health problems, particularly among the urban poor, towards
non-communicable diseases, accidental and violent injuries,and deaths and impact from
ecological disaster. For example, in Nairobi, where 60% of the city’s population lives in
slums, child mortality in the slums is 2.5 times greater than that in other areas of the
city (CSDH,2008: 60).This principle also reflects the importance of work and employ-
ment conditions to health and well-being. The CSDH cites extensive evidence of the
negative impact of adverse working conditions, insecure work, and unemployment on
mental and physical health. In contrast, it shows fair employment with decent working
conditions can enhance health and well-being. In addition, it provides evidence of the
need for social protection across the life course and in the case of specific shocks, such
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Figure 7.3 Use of basic maternal and child health services by lowest and highest economic quintiles, 50+
countries. Reproduced by permission of the World Bank

as illness, disability, and loss of income or work. Generous universal social protection
systems are associated with better population health, including lower excess mortality
among the old and lower mortality among socially disadvantaged groups.

Finally, this principle for action makes the case that the health care system is itself a
social determinant of health, which is influenced by and influences the other social
determinants. By way of illustration, Figure 7.3 shows the use of basic maternal and

child health services by lowest and highest economic quintiles in 50+ countries.

Consequently, the CSDH advocates universal health care coverage financed through
general taxation and/or mandatory universal insurance. It stresses health care systems
have better health outcomes when built on primary health care where prevention and

promotion are in balance with investment in curative interventions (CSDH,2008: 3-8).

Tackle the inequitable distribution of power, money, and resources

The second principle for action reflects the CSDH'’s conclusion that ‘inequity in

the conditions of daily living is shaped by deeper social structures and processes.

The inequity is systematic, produced by social norms, policies, and practices that toler-
ate or actually promote unfair distribution of and access to power, wealth, and other
necessary social resources’ (CSDH, 2008: 10). The CSDH report cites evidence that
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government policies can either improve or worsen health and health equity and that in
developing policies, governments need to adopt a ‘health in all policies’ approach that
recognizes the breadth of the social determinants of health. In doing so, policy coher-
ence between different government departments and policies is essential. Community
engagement and social participation in the policy-making process are seen by the
CSDH as crucial in that they help ensure decision-making is fair. The report also pro-
poses that health can be used as a rallying point for different sectors and actors through
the development of local health plans.

The CSDH also calls for public financing of action across the determinants of health
as part of this second principle for action. It cites evidence that the socio-economic
development of rich countries was strongly supported by publicly financed infrastruc-
ture and progressively universal public services. It also puts forward evidence that
modest levels of income redistribution through progressive taxation have considerably
greater impact on poverty reduction than economic growth alone. For poorer coun-
tries, it calls for much greater international financial assistance.The report also stresses
that health is a matter of rights and a public sector responsibility. It cites evidence that
the commercialization of vital social goods such as education, water, and health care
leads to inequity. In addition, the CSDH underlines the importance of addressing
gender inequities through its second principle for action.

Gender inequities are pervasive in all societies. Gender biases in power,
resources, entitlements, norms and values, and the way in which organizations
are structured and programmes are run damage the health of millions of girls
and women. The position of women in society is also associated with child
health and survival — of boys and girls. Gender inequities influence health
through, among other routes, discriminatory feeding patterns, violence against
women, lack of decision-making power, and unfair divisions of work, leisure, and
possibilities of improving one’s life.

(CSDH, 2008: 16)

Measure and understand the problem and assess the impact of action

The CSDH cites evidence that countries without basic data on mortality and morbid-
ity by socio-economic indicators have difficulty addressing health inequities (Kelly and
Mackenbach, 2007). Furthermore, those countries with the poorest data are those
with the worst health problems. It also calls for action to build capacity on the social
determinants among policy-makers, practitioners — including health and medical pro-
fessionals — and other stakeholders.

The CSDH report concludes:

This is a long-term agenda, requiring investment starting now, with major
changes in social policies, economic arrangements, and political action. At the
centre of this action should be the empowerment of people, communities, and
countries that currently do not have their fair share. The knowledge and the
means to change are at hand and are brought together in this report. What is
needed now is the political will to implement these eminently difficult but feas-
ible changes. Not to act will be seen, in decades to come, as failure on a grand
scale to accept the responsibility that rests on all our shoulders.

(CSDH, 2008: 23)
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Addressing the social determinants of health through policy

One of the tasks of the CSDH was ‘to foster a global movement’ to promote health
equity (CSDH, 2008: 3) and since its publication, the CSDH report has had consider-
able influence on policy at international and national level. At an international level, the
member states of the WHO adopted a resolution at the World Health Assembly in
May 2009 ‘Reducing health inequities through action on the social determinants of
health’. The resolution called on member states, the WHO Secretariat, and the inter-
national community to implement the recommendations of the Commission, highlight-
ing areas such as measurement of health inequities, implementing a social determinants
of health approach in public health programmes, adopting a ‘health in all policies
approach’ to government, and aligning work on the social determinants of health with
the renewal of primary health care.

In October 2011, the World Conference on Social Determinants of Health was
convened by the WHO and hosted by the Government of Brazil. The conference,
which was attended by policy-makers and health leaders, focused on the importance
and urgency of taking action on social determinants of health to reduce health inequi-
ties between and within countries.The conference adopted the Rio Political Declaration
on Social Determinants of Health, which expresses global political commitment for the
implementation of a social determinants of health approach to reduce health inequities
and to achieve other global priorities. Priority areas include:

* Adopt better governance for health and development to tackle the root causes of,
and to reduce, health inequities.

* Promote participation in policy-making and implementation for action on the social
determinants of health, engaging actors and those with influence outside of govern-
ment, including civil society.

* Further reorient the health sector towards reducing health inequities, including
moving towards universal health coverage that is accessible, affordable, and good
quality for all.

» Strengthen global governance and collaboration, including coordinated global action
on the social determinants of health, aligned with national government policies and
global priorities.

* Monitor progress and increase accountability to inform policies on the social deter-
minants of health.

In May 2012, the Declaration was in turn adopted by WHO member states in a resolu-
tion which commits them to implement the pledges made in the priority areas.

There are also international initiatives at the regional level that reflect this increased
emphasis on the need for action on the social determinants of health to reduce health
inequities. For example, the WHO European Region has commissioned a major review
of the social determinants of health and the health divide in the European Region,
which covers 53 countries.The purpose of the review is to identify the relevance of the
findings of the CSDH and other new evidence to the European context and translate
these into policy proposals. The review will inform the new policy for health for the
European Region, Health 2020 (WHO, 201 1).

At a national level, governments have also adopted the social determinants of health
approach to develop strategies to reduce inequalities in health. In England, for example,
the government commissioned Michael Marmot, who chaired the CSDH, to chair
an independent review to propose the most effective evidence-based strategies for
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reducing health inequalities in England from 2010.The final report, ‘Fair Society Healthy
Lives’, was published in February 2010, and concluded that reducing health inequalities
would require action on six policy objectives:

* Give every child the best start in life

* Enable all children,young people, and adults to maximize their capabilities and
have control over their lives

* Create fair employment and good work for all

* Ensure a healthy standard of living for all

* Create and develop healthy and sustainable places and communities

» Strengthen the role and impact of ill-health prevention (Marmot, 2010).

Another example is the Spanish Government’s adoption in 2008 of the theme
to reduce health inequalities as a priority. To take this forward, a Commission on
the Reduction of Social Inequalities in Health was established. It published a report
proposing action on the social determinants of health in five domains:

Distribution of power, wealth and resources

Living and working conditions throughout the life cycle

Health-promoting environments

Health care

Information, monitoring, research and teaching (Government of Spain, 2010).

T A WN —

Implications for health promotion

Recognizing the social determinants of health as causes of health and well-being is
crucial to effective health promotion. This chapter has shown that lifestyle and behav-
iour factors associated with health and ill health are strongly influenced by factors such
as income, employment, education, environment, and social networks. Health promo-
tion, therefore, needs to address these factors. This will mean more agencies, sectors,
services, and individuals are implicated in health promotion because it requires action
on all the social determinants of health. In addition, health must be included in all poli-
cies because all action has the potential to impact on health.This also requires ensuring
congruence across the policy spectrum. Community participation in defining needs,
designing solutions, and delivering these is crucial.

Understanding how unequal access to the social determinants of health contributes
to health inequity is also important for designing interventions. For example, physical
activity programmes and other health initiatives need to target communities that do
not access existing services. If they do not, there is a danger health inequities will
increase as the health of the population as a whole improves because they access these
new services, while the physical and mental health of disadvantaged communities con-
tinues to lag further behind. However, focusing solely on the most disadvantaged will
not reduce health inequalities sufficiently. To reduce the steepness of the social gradient
in health, actions must be universal, but with a scale and intensity that is proportionate
to the level of disadvantage. This approach is known as proportional universalism
(CSDH, 2008; Marmot, 2010).

Finally, the social determinants approach has important implications for measuring
the effectiveness of health promotion interventions. There may be significant time lags
before action on these determinants results in improvements in health equity. This
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Activity 7.3

makes it more difficult to attribute causality and demonstrate effectiveness.This has led
to calls for a rethinking of what constitutes ‘evidence’ and greater effort to improve,
collect, and share this evidence (CSDH, 2008).

Feedback

This activity encourages you to reflect on action on the social determinants of health
in your country. ldentify a policy or project that seeks to change the social determi-
nants of health in your country. Describe how this will impact on health and suggest
ways that these impacts could be measured.What issues are involved in assessing these
impacts?

Summary

You may have identified projects on the social determinants of health such as those
related to employment, housing, income, education, gender equality, the environment,
and access to services.You may have suggested impact be measured by process indica-
tors (such as investment levels or having a strategy in place), service indicators (such
as children going to school or people accessing training), and outcome measures (such
as improvements in educational achievement or levels of unemployment).You may also
have identified issues that complicate measuring the impact of specific interventions on
health outcomes, including: the time lag between action and changes in health status;
the difficulty in attributing change in health status to a single intervention; and the
possibility of compounding factors.
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Overview

Theorizing inequalities
in health
Adam Fletcher

In this chapter; you will be introduced to the nature and extent of health inequalities,
and will learn about a range of theoretical perspectives that have been put forward to

explain these inequalities and inform health promotion approaches and methods.

Learning objectives

After reading this chapter, you will be able to:

* list different examples of social inequalities in health
» critically discuss theories that have been proposed to explain health inequalities
* identify potential responses to health inequalities

Key terms

Inequalities in health: Differences in health status between different populations and
social groups.

Inequities in health: A term that can be used to describe inequalities in health that
are deemed preventable.

Socio-economic status: An individual’s place in the social hierarchy according to
their level of income, education, occupation, and/or where they live.

Social epidemiology: The field of epidemiology that examines the social and spatial
distribution of health outcomes and the social determinants of health outcomes.

What are inequalities in health?

The term ‘health inequalities’ refers to differences in health outcomes, including mor-
bidity and mortality, across different population sub-groups and countries. The notion
that belonging to a particular social group or living in a certain type of country predis-
poses individuals to unnecessarily poorer health and lower life expectancy is not a new
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one, and doubtless was apparent long before the accumulation of what would now be
accepted as ‘scientific evidence’ (Scrambler, 201 I). In the early 1840s, Friedrich Engels
(1845) famously wrote about the unfair social patterning of disease in England accord-
ing to social class and income level. Social epidemiologists now routinely quantify such
inequalities in health outcomes. For example, the Department of Health (2010: 5) in
England recently reported: ‘People living in the poorest areas will, on average, die
7 years earlier than people living in richer areas and spend up to |7 more years living
with poor health’

Epidemiologists studying inequalities in health outcomes measure socio-economic
status in a range of ways, for example based on individual and family income, educa-
tional qualifications, occupational status, housing tenure, and/or area-based deprivation.
There is consistent evidence that those individuals with the lowest socio-economic
classification have, on average, the worst health outcomes and die youngest irrespec-
tive of the measure of socio-economic status used (Link and Phelan, 1995). In her book
on socio-economic inequalities in health, Hilary Graham concluded that, despite
improvements in life expectancy overall, health improvements have been ‘more rapid
among those at the top than the bottom of the socioeconomic hierarchy’ (Graham,
2007: 12).This pattern is also evident throughout high-income countries (Mackenbach,
2005). Sometimes the term ‘health inequities’ is used to describe inequalities in health
that are preventable.

Significant health inequalities have also been observed between countries. In high-
income countries such as Japan and Sweden, a girl born today has a life expectancy of
over 80 years but life expectancy is still less than 50 years in several countries in sub-
Saharan Africa (CSDH, 2008). Maternal mortality also varies dramatically between
countries. For example, the risk of death for mothers is one in eight in Afghanistan
compared with only | in 17,400 in Sweden (WHO,2007).As in high-income countries,
there are also stark differences in health outcomes within low-income countries, which
are closely linked to poverty and social disadvantage. For example, maternal mortality
is four times higher among the poor compared with the rich in Indonesia (Graham
et al,, 2004).

Inequalities do not simply exist between the very best-off and worst-off in a society,
however; health inequalities have also been observed along a ‘social gradient’, whereby
there is a linear increase in ill health and mortality with decreasing socio-economic
position (Marmot, 2004). This gradient exists in all countries according to a variety of
socio-economic status factors such as income, level of education, occupation status,
and neighbourhood characteristics (CSDH, 2008). This means that the more favour-
able your circumstances are, the better your chances of enjoying good health and a
longer life.An example of such a social gradient is shown in Figure 8.1, which shows the
death rate (all causes) per 100,000 inhabitants in Scotland by gender and the depriva-
tion category (DEPCAT) of the area people live in.

Research on health inequalities according to gender has also developed since the
late 1960s (Annandale, 1998). Graham (2000) has suggested that ‘being a woman’ exac-
erbates the problems of social disadvantage, whereby low socio-economic status fur-
ther ‘expresses itself’ in a gendered form with, for example, women from low
socio-economic groups most likely to smoke. In addition to high rates of maternal
mortality in low-income countries, women in low-income contexts are exposed to
further health risks through gender violence. The following case study provides an
example of gender inequalities.
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Figure 8.1 All-cause death rate per 100,000 population in Scotland. Reproduced under the terms of the
Open Government Licence (OGL).

Box 8.1 Case study: Gender inequalities in HIV in sub-Saharan Africa

In sub-Saharan Africa, the rate of new HIV infections among women from the higher
socio-economic groups has decreased since the start of the epidemic and HIV
infections are now increasingly concentrated among the most disadvantaged and
vulnerable young women (Hargreaves et al., 2008). This has been attributed to the
investment in health education campaigns, which are most effective at reaching and
changing the sexual-risk behaviour of women in higher socio-economic groups,
while less educated women cannot always negotiate safer sexual practices owing
to significant economic disadvantage, educational inequalities, and gender power
imbalances within the region. Sexual violence is also common and is likely to be
another important HIV risk factor in some conflict-affected settings. Analyses by
researchers in the gender violence group at the London School of Hygiene &
Tropical Medicine have found that such sexual violence could increase HIV
incidence by 10 per cent (Watts et al., 2010).
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Ethnicity is another axis of inequality that has received increasing attention, particu-
larly in Europe (Bradby and Nazroo, 2010) and the USA (Bourgois, 1995). Inequalities
in health outcomes, levels of health care service access,and in the quality of care expe-
rienced by minority ethnic groups all need to be urgently addressed throughout Europe
and North America (WHO, 2010). As with gender, multiple dimensions of social and
economic inequality overlap with ethnicity, and reinforce each other. For example,
socio-economic disadvantage has been identified as a major reason why Afro-Caribbean
communities have higher rates of poor health and chronic illness in the USA.The con-
centration of minority ethnic populations in specific geographical locations in countries
such as the USA also has profound effects on their ability to access health services and
benefit from public health improvement initiatives. However, not all social and cultural
differences among minority ethnic groups have an adverse impact on health outcomes.
For example, there is evidence that certain minority ethnic groups in the UK have a
better mental health than the White British population, which may be attributable to
family and community cultural factors among this group (see, for example, Goodman
et al., 2008).

Activity 8.1
In this activity, you will reflect on health inequalities as they affect your own country.
| What are the three main social axes through which health inequalities occur?
2 List examples of health inequalities from a country where you have lived.
Feedback

I The three main social axes are: socio-economic status, gender, and ethnicity.

2 The Commission on the Social Determinants of Health (CSDH) was established by
the World Health Organization (WHO) to address the social factors leading to ill
health and inequalities in health globally. The final report published by the CSDH
(2008) lists a wide range of examples of health inequalities between and within coun-
tries. These include obesity, malnutrition, mental health problems, heart disease,
infant mortality, maternal death, diabetes, work-related health hazards, infectious dis-
eases, injury and death from accidents, dental health, and the use of health-damaging
commodities such as alcohol and tobacco. The report is recommended as further
reading at the end of this chapter.

There has also been an increase in research examining not only how countries’
health profiles vary according to their income levels but also how these appear to dif-
fer according to other societal level factors, particularly regarding how overall levels of
income inequality may explain variations in different countries’ health outcomes such
as life expectancy. Wilkinson and Pickett (2009) analysed data from 21| high-income
countries and found that irrespective of a nation’s overall wealth, a narrower gap
between rich and poor within a country is associated with better health and well-being
in a population. They found that rich countries with the greatest levels of economic
inequality such as the USA, the UK, and Portugal consistently have worse health

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



118 Using theory to inform health promotion practice

outcomes and lower life expectancy than more equal countries such as Sweden,
Norway, and Japan.The central implication is that more economic growth in a country
will not lead to better health or well-being in these countries. In fact, there appears to
be no discernible relationship between income per head and social well-being in high-
income countries. However, making a country more equal economically can benefit the
whole population in terms of reductions in violence, mental illness, obesity, drug use,
teenage pregnancy, and other outcomes, as well as reduce health inequalities within a
country. This research finding is illustrated in the case study below on international
variations in child health and well-being.

Box 8.2 Case study: International variations in child health and well-being

In 2007, the United Nation’s Children’s Fund (UNICEF) drew on 40 indicators to
systematically explore differences in child health and well-being reported across
different high-income countries, including measures of family affluence, child health
and safety, educational attainment, peer relationships, social and emotional well-
being, and health-risk behaviours such as smoking, drinking, and drug use.The study
concluded that children in countries such as the USA and the UK experienced the
worst outcomes of all and those countries with the best child health and well-being
outcomes were the most equal societies (see Figure 8.2).

The same was observed when looking at different aspects of child well-being and
how this varies across different states of the USA (Wilkinson and Pickett, 2009).
These studies both suggest that improvements in child well-being in rich societies
will depend more on reductions in inequality than on further economic growth.
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Figure 8.2 Child well-being and income inequality.

Source UNICEF (2007) Child poverty in perspective: An overview of child well-being in rich countries. Reproduced
by permission of UNICEF
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Policy responses to health inequalities

In the last decade, there has been some reconfiguring of the goals of public health
policy, principally but not exclusively in developed countries, which has led to an
increasing number of policy responses to health inequalities. Public health policies typ-
ically now emphasize the ‘twin goals’ of improving population health and reducing
health inequalities. National and international policy documents, strategies, and frame-
works that specifically focus on reducing differences in health outcomes between dif-
ferent social groups are now commonplace. For example, in the UK, Saving Lives: Our
Healthier Nation was a government policy document launched with the specific aim of
‘improving health for all and tackling health inequality’ (Secretary of State for Health,
1999: 2). In the USA, a similar strategy launched a year later was ‘designed to achieve
two over-arching goals: increase quality and years of healthy life [and] eliminate health
disparities’ (USDHHS, 2000: 2). In North America, ‘health disparities’ is another term
used to refer to the differences in health outcomes between different social groups and
is therefore synonymous with ‘health inequalities’ in such contexts.

These British and American examples of public health policies are far from excep-
tional, and there are a growing number of examples of governments around the world
developing comprehensive strategies to tackle inequalities. However, although increas-
ingly commonplace, there is still little agreement in policy documents regarding the
specific drivers of significant inequalities or clear priority areas for action. National
policies instead tend to have a broad focus, often acknowledging all possible explana-
tions with wide-ranging recommendations. To use the example of the UK again, in
2003, Tackling Health Inequalities: A Programme for Action (Department of Health, 2003)
identified the need to address the wider social influences on health, including taking
action in all the following areas: reducing levels of child poverty; improving the quality
of poor housing; improving local transport; improving educational attainment and tack-
ling low basic skills; tackling unemployment; and strengthening poor communities
through improving access to social and community facilities and services.

At an international level, there has also been an increasing acknowledgement of what
Link and Phelan (1995) termed the ‘fundamental causes of disease’ (also sometimes
termed the ‘causes of the causes’ of disease), explicitly anchoring risky health behav-
iours in the context of a wide range of underlying social and material circumstances
and structures. The World Health Organization has shown commitment to support
action on inequalities, such as the Health2| strategy (WHO, 1999) with the aim of
reducing the health gap between socio-economic groups within countries by at least a
quarter in all member states to substantially improve the health of the most disadvan-
taged groups. Furthermore, the WHO Commission on the Social Determinants of
Health committed later to the same aspiration globally.This is discussed in more detail
in Chapter 7 on the determinants of health.

If the Health2| strategy was the beginning of the journey towards an international
public policy agenda focused on health inequalities, then the recommendations of
Michael Marmot and his team for the Commission on the Social Determinants of Health
(CSDH, 2008) were intended to operationalize this at a global level. They concluded that
reducing health inequalities would require action on six broad policy objectives to:

 give every child the best start in life

* enable all children, young people and adults to maximize their capabilities and have
control over their lives

* create fair employment and good work for all
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Activity 8.2

* ensure a healthy standard of living for all
* create and develop healthy and sustainable places and communities
* strengthen the role and impact of ill-health prevention.

What these wide-ranging national and international policy responses to health inequal-
ities have in common is a lack of explicit use of theory.As Graham (2007: |3) observes
of inequalities in health and policy responses to these, ‘noting that the association per-
sists is not, of course, the same thing as explaining how it persists’. Theories offer a
framework for studying social problems and can provide explanations for the ways in
which change occurs in individuals, communities, and societies. Health promoters
therefore need theories to inform specific appropriate and effective interventions and
programme planning. In other words, theories are fundamental to help answer such
questions as:VWhat inequalities exist between social groups? Who is affected? What are
the causes of these inequalities? How should we address the causes? These questions
remain a major blind-spot in policy documents to reduce health inequalities despite the
wide range of theoretical explanations that have been advanced. The next section
reviews these different explanations.

Feedback

This activity encourages you to reflect on the types of policies governments have put
in place to improve health and/or address health inequalities. Think about government
health policies in your country. Do these policies explicitly address health inequalities
or do they seek to improve health for the population as a whole? What is their focus
and what are they seeking to change?!

Policies that seek to address health inequalities will target health changes among those
individuals and communities that experience the poorest health outcomes, as opposed
to general health policies, which are aimed at the population as a whole. For example,
they could include policies that seek to: address unequal access to health services by
improving services in isolated or deprived areas; reduce health-damaging behaviour
such as smoking; or modify key social determinants of health (for example, low educa-
tional attainment).

Theories to explain health inequalities

This section describes seven different theoretical perspectives that have been used to
try and explain the types of inequalities in health outcomes between social groups
described in the first section of this chapter. Theories can help the design of more
effective health promotion approaches and methods. However, as discussed above,
there is often little agreement in policy circles regarding the relative merits and impor-
tance of these different theories. While the Black Report (Townsend and Davidson,
1980) in the UK was certainly an important catalyst for developing clearer theories
regarding why the poorest people have such manifestly worse health outcomes, there
are now multiple, sometimes competing, explanations. There is no comprehensive and
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Activity 8.3

non-contentious way of categorizing these explanations but seven different bodies of
theories that have emerged are outlined in turn below.

This activity explores different theories that have been proposed to explain health
inequalities. Seven different explanations put forward to better understand and theo-
rize the drivers of health inequalities are described below. In order to revise the key
points, for each explanation make a note of:

I The influences on unequal health outcomes emphasized by that explanation.

2 The limitations and criticisms of each explanation.Also,

3 Consider what the main implications for intervention are for each of these different
theoretical explanations.

Examples of the implications of each explanation are listed in the feedback section for
this activity later in the chapter.

Material explanations

A central theoretical proposition has traditionally been that it is the material circum-
stances and conditions in which poorer people live that predisposes them to worse
health and a shorter life expectancy. This material perspective therefore argues that it
is these differences in people’s material circumstances that explain the wide variations
in health outcomes according to social axes such as socio-economic status. This has
been based on the notion that a lack of income and economic disadvantage are thought
to lead to a lack of food, inadequate housing,and poor sanitation, which, in turn, lead to
worse health outcomes and a lower life expectancy among the lowest socio-economic
groups. The employment conditions of the working poor may also put them at
increased risk (for example, dangerous and dirty working environments). The strength
of this theoretical perspective is that it focuses clearly on the importance of poverty,
poor housing, and working conditions as major determinants of health.This is likely to
be especially valid in low-income countries.

However, this theory, which was a strong theme in the seminal Black Report on
health inequalities (Townsend and Davidson, 1980), is now thought to be too simplistic
and unconvincing in most high-income countries, which have large welfare states and
where relatively few people are living in ‘absolute’ poverty without access to food and
shelter. Furthermore, material explanations are also limited in that they cannot ade-
quately explain the social gradient consistently observed in key health outcomes.That
is, it is not only the very poorest in material terms or those living and working in the
very worst conditions who have the worst health outcomes, there is a linear increase
in ill health and mortality with decreasing socio-economic status. For example, even
excluding the poorest 5 per cent and the richest 5 per cent, the gap in life expectancy
in England between low and high income is still 6 years,and in disability-free life expect-
ancy |3 years (Department of Health, 2010). Material perspectives have also been
criticized because they ignore other important determinants of early mortality and
non-communicable disease in families and communities of lower socio-economic
status, particularly smoking, alcohol consumption, and drug use.
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Neo-materialist explanations

Neo-materialist explanations have emerged partly in response to the critiques and
limitations of traditional material explanations. Rather than simply focusing on poverty
and the living and working conditions of the poorest, the neo-material perspective
emphasizes the importance of social policies and welfare provision more broadly,
which can influence health outcomes. For example, the quality and accessibility of
health services, state education, active transport initiatives, parks,and other community
facilities are all likely to influence health outcomes. These neo-material explanations
suggest that certain communities or regions have better social services and welfare
provision and this explains the differences in life expectancy and other health out-
comes between these areas.A key strength of this perspective is that it addresses some
of the limitations of traditional, cruder material explanations, situating health inequali-
ties in the context of public policies and recognizing the importance of ‘place’ (Popay
and Williams, 2009). It also draws attention to what is known as the ‘inverse care law’,
whereby the availability of good medical or social care has been found to vary inversely
with the needs of the population served (Tudor Hart, 1971).

A major criticism with such perspectives is that in countries such as the UK, Canada,
and Australia, health, education, and other social services are provided universally, thus
potentially limiting the extent to which health inequalities can be attributed to differ-
ences in the receipt of these resources. Even if provision varies by area — a phenome-
non that has been termed the ‘post code lottery’ (see, for example, Bungay, 2005) — this
seems unlikely to fully explain either the social gradient observed in health outcomes
or the extent of inequalities between the richest and poorest in many societies. It may
be that neo-material explanations have greatest value in understanding inter-country
differences in health outcomes whereby the most comprehensive welfare states, such
as in Sweden, promote population-level health (Lynch et al., 2000). However,Wilkinson
and Pickett (2009) largely argue against this and suggest that the differences observed
in health outcomes betweenWestern countries are more likely to be due to entrenched
income and social inequalities (for example, in the USA and the UK) and psycho-social
factors may have more explanatory value (described below).As with traditional mate-
rial explanations, neo-material perspectives also largely ignore key determinants of
early mortality in communities of low socio-economic status, such as smoking, and
they do not specifically recognize the importance of certain stages of the life course
(Bartley, 2003).

Cultural and behavioural explanations

Emanating from the Black Report (Townsend and Davidson, 1980), cultural and behav-
ioural explanations have become a common starting point for theorists seeking to
explain health inequalities. They emphasize how certain social classes and/or lower
income groups often share a culture that promotes and reinforces certain ‘risky’
health-related behaviours (for example, smoking and poor diet) and inhibits other
more health-promoting behaviours (for example, regular exercise and screening). A
strength of these explanations is that in many high-income countries this resonates
with the evidence regarding how groups of low socio-economic status have much
higher rates of smoking, drinking, and poor dietary behaviours, and much lower life-
expectancy. These explanations have also permeated popular discourses and ‘lay’ con-
structions of health inequalities (Popay et al., 2003).
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Although a popular explanation, theories of health inequality that focus on cultural
and behavioural phenomena have been criticized for ignoring poverty, income inequal-
ity, and other major ‘upstream’ structural determinants of health such as social exclu-
sion and discrimination. Furthermore, social epidemiological studies have demonstrated
that, while certain ‘lifestyle risk factors’ for early mortality are more prevalent in low-
income communities, neither smoking nor other individual risks such as poor diet
adequately explain socio-economic differences in mortality on their own (Shaw et al.,
1999). In his review article for the journal Sociology of Health and lliness, Graham
Scrambler (2011: 135) concluded that:

In the 30 years since the publication of The Black Report it has become apparent
that people’s behaviours are often anchored not just in their culture but in their
social and economic circumstances: eating healthily is not cheap and smoking
can afford temporary relief in the face of the monotony of everyday lives devoid
of tangible hope.

In short, these behavioural explanations tend to ‘blame the victims’ of wider structural
inequalities, poverty,and social disadvantage.There is also increasing evidence regarding
the importance of these more ‘upstream’ influences on health. For example, interven-
tions that only aim to address these behavioural determinants by improving knowledge,
skills,and modifying norms are often found to have only limited effects (Marmot, 2010;
Chokshi and Farley, 2012), particularly for those at greatest risk (White et al., 2009).
While this highlights the need to address material factors and neo-materialist redistri-
bution, there is also now increasing interest in the ‘psychosocial’ and how individuals’
experiences of relative poverty and social position determine unequal health outcomes
within and across affluent societies.

Psychosocial explanations

Psychosocial ‘risk factors’ have also been used to develop theories to explain inequali-
ties in health according to socio-economic status and income. Advocates of such psy-
chosocial explanations tend to focus on ‘the ramifications of social inequality’ for how
people see, define, and evaluate themselves and their behaviours. For example, Michael
Marmot (2004) has drawn on evidence from the British ‘Whitehall studies’, in which
researchers followed cohorts of civil servants over 30 years, to argue that people’s
sense of control and subjective sense of their social positioning is what is salient for
their health and this explains the marked differences in health outcomes observed
between different social and economic groups. Richard Wilkinson’s seminal studies of
health inequalities across different countries have complemented Marmot’s theoretical
position — first, by suggesting that income inequality leads to social fragmentation, and
a breakdown in social support and trust, which damage health and well-being (Wilkinson,
1996); and second, by developing the notion of ‘social comparison’ and its importance
for understanding how a subjective sense of positioning within the social hierarchy is a
critical determinant of long-term health outcomes (Wilkinson and Pickett, 2009).

A major strength of this theoretical approach is the explicit recognition that
material/‘neo-material’ circumstances and cultural traits cannot on their own fully
explain the gradient in health observed by social position, which is currently observed
in many high-income countries.There is also support for the importance of individuals’
hierarchical position in the work environment and in society more generally from
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empirical studies (Marmot, 2004; Wilkinson and Pickett, 2009). However, while these
psychosocial explanations do not ignore the environment around individuals, they
potentially underestimate the importance and multiplicity of the wider social and
material determinants of health. For example, childhood obesity may be concentrated
among the poorest families because ‘fast food’ is cheap and easy to access in these
areas, because there are fewer safe places to engage in physical activity in the neigh-
bourhood where these families live, or because these behaviours are socially learned
and promoted within the local culture, school or family environment. In other words,
focusing on social hierarchies largely ignores these other equally important dimensions,
limiting its explanatory value for many health behaviours. It is also unclear exactly why
some people are more ‘susceptible’ than others to poor health due to their social
status, or how factors such as lower employment status and limited social support are
influential and effects occur, although it has been suggested the having less status and
autonomy leads to greater stress and, in turn, worse health outcomes (Marmot, 2004).

Radical political theories

Radical theories of the ‘political economy of health’ and neo-Marxist ‘theories of the
state’, which are based on the premise that certain social groups are actively discrimi-
nated against and marginalized, have also been drawn on to explain why health inequal-
ities are reproduced. The political economy of health is a radical perspective that has
emerged specifically to understand the conditions that shape population health and
health service development within the wider macro-economic and political context
(Doyle and Pennell, 1979).This perspective suggests that people’s health is exchanged
for economic growth (such as mining ‘accidents’ and unhealthy urban ‘slum’ environ-
ments) and the unequal disease burden is the ‘price’ of economic growth. This raises
further questions regarding the balance between promoting economic growth and
health, and draws attention to whose health is ‘consumed’ and ‘transformed into
wealth’ and for whom (Doyle and Pennell, 1979). Public health researchers such as
Phillipe Bourgois (1995) have also drawn on radical Marxist traditions in social research
to emphasize how poverty, social exclusion, and racial discrimination can shape health
outcomes such as drug-related harm and violence.

Although they draw important attention to the role of political actors in shaping health
inequalities in addition to the role of behaviours of individuals’ ‘lifestyles’ in low-income
communities, macro-level political explanations are not strong biologically, particularly as
all disease does not automatically correlate with socio-economic status or simply follow
a pattern whereby poverty equates to increased risk (for example, HIV in sub-Saharan
Africa was more common among more educated, higher income groups early in the
epidemic). This evidence therefore counters arguments for a grand overall vulnerability
approach. Nonetheless, political actors will shape material and social conditions, which in
turn influence health, but different political ideologies, actions, and social conditions are
likely to vary over space and time and in different epidemiological contexts.This inhibits
the explanatory value of such theories, which are overly deterministic and ignore the
role of individual agency, different policy environments, and complex casual pathways.

Natural selection

Some have argued that inequalities in health are due to a process whereby the least
healthy people end up with the lowest incomes and in the lowest social classes — a
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process known as ‘selection’, which was discussed in the Black Report (Townsend and
Davidson, 1980). This may be via direct selection, whereby those people who are
unhealthy end up in the lowest social classes/income groups specifically because of
their health status. It may also be due indirectly to personality and behavioural traits that
are associated with poor health and mean that the least healthy people end up in the
lowest social classes/income groups — that is, not directly because of their health status,
but indirectly through these personal traits or behavioural confounders. In this theory,
socio-economic status is therefore considered the dependent (rather than the inde-
pendent) variable and health is given more causal significance. Thus, it is argued that a
class system acts essentially as a ‘filter’ for people and sorts them according to many
assets, one of which is health. In this scenario, the healthiest people are largely in the
most affluent class, whereas those who have, or are more prone to, worse health out-
comes, ‘sink’ towards lower groups of lower socio-economic status.

The notion of ‘selection’ has the advantage of taking a life-course perspective and it
emphasizes the importance of early health and development for long-term social, eco-
nomic, and health outcomes in later life. However, the theory of ‘selection’ cannot be
regarded as a major explanation for social inequalities in health (Manor et al., 2003). In
particular, it is highly implausible for explaining most of the health inequalities that have
emerged and persist globally because there is simply rarely enough social mobility —
that is, movement of people between groups of different socio-economic status — to
explain differences in health status between different populations and social groups. If
anything, the opposite is true, with social and economic hierarchies becoming more
entrenched over time so the current generation of young people often have less social
mobility than ever before (OECD, 2008).

Artefact explanations

Some have suggested that both health and socio-economic status are artificial vari-
ables, which have arisen as part of an attempt to measure social phenomena, and that
the relationship between them may be an artefact and have no causal significance.
Such explanations tend to point out that over time there are fewer people in the
poorest social classes and therefore this accounts for the persistence of health inequal-
ities. The theory argues that because of poor data, it is hard to determine whether
there is a relationship between social class and health over time. However, research
has consistently shown that other indicators of disadvantage, such as housing
tenure, level of education, and income, all show a similar pattern of health inequalities,
which would suggest that inequalities in health are not an artefact (Link and Phelan,
1995). Nonetheless, measuring social class accurately is important both in terms
of being able to monitor the existence of health inequalities and to find ways of
reducing them. While improving such measures is important, very few people
accept inadequacies or errors in the measurement of social class can explain all the
inequalities observed.

Activity 8.3 Feedback

There will never be one answer to tackling health inequalities. Successful strategies will
assess fully the range and nature of inequalities that exist and apply a range of solutions
to fit the context. Health promotion strategies therefore need to be multi-faceted, long
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Summary

term, and address key phases in the life course.These different theoretical explanations
all highlight different areas for potential intervention:

Material explanations

The main implication is that there should be greater emphasis on addressing poverty
and other aspects of material deprivation through social policies, such as redistributive
cash transfers to those living in relative poverty and the provision of high-quality social
housing for those that cannot afford it through the private market.

Neo-material explanations

A central implication is that social policies that promote high-quality, universal welfare
provision can reduce health inequalities, such as the ‘Scandinavian model’. These expla-
nations also suggest the importance of Health Impact Assessments (HIA) at a com-
munity or regional level to assess the impact of public policies on health.

Cultural and behavioural explanations

Various health promotion approaches and methods may be appropriate to address
these cultural and behavioural drivers of poor health in families, schools,and communi-
ties of lower socio-economic status, such as community mobilization interventions that
aim to change social norms and targeted health education or mass media campaigns.

Psychosocial explanations

Interventions and policies that aim to promote individuals social capital and social sup-
port are implied here.A broader implication is to reduce social inequality, as one of the
consequences is an increase in these psychosocial ‘risk factors’. At a more proximal
level, interventions aiming to empower individuals and reduce stress in the workplace
may be appropriate.

Radical political theories

The central implication of these theories is for more radical approaches and this would
potentially involve changing political and economic structures. In the extreme this
could involve the overthrow of capitalism, but more feasibly it might involve reforms to
voting systems, more direct democracy, and ‘structural’ interventions that address
deep-rooted material disadvantages such as much greater cash transfers to those living
in poverty.

Natural selection

Interventions to promote children’s and young people’s health and reduce absence
from school at a young age may be relevant, as might anti-discrimination legislation to
ensure those people with chronic health conditions and disability can find employment
and be supported in work and the community. However, these measures on their own
will likely have little effect on social mobility.

Artefact explanations

There are no practical implications for intervention as these explanations are based on
the premise that there is no real relationship between socio-economic status and
health outcomes, although few people accept this.

Health inequalities persist globally, both between and within countries. Socio-economic
status, gender, and ethnicity are the major axes of inequality in health within countries.
These are not biologically determined or a matter of chance but are shaped in complex
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ways by the actions of individuals and their families and friends, schools and communities,
and governments and other policy-makers.A wide range of explanations has emerged and
are summarized in this chapter. Several of these explanations are particularly important for
understanding how health inequalities occur and persist, such as those focused on material
and neo-material circumstances, cultural and behavioural factors, and psychosocial con-
cepts,and these should be the focus of coordinated health promotion interventions at key
stages in the life course.Action to reduce health inequalities thus means taking a holistic
approach, going beyond the health sector, and tackling these factors through public policy
using a range of health promotion methods and approaches. Such action also needs to be
more fully theorized regarding how it will reduce health inequalities.
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The Rose hypothesis: 9
advantages of whole
population over targeted
approaches
Adam Fletcher, Liza Cragg and Anis Kazi

Overview

This chapter introduces the Rose hypothesis and describes both whole population and
targeted approaches. Geoffrey Rose argued the risk of disease in a population is usually
‘normally’ distributed (Rose, 1981). If this is the case, more cases of a disease will arise
among the large number of people at low or medium risk than the relatively small
number of people deemed at ‘high risk’, which in turn has implications for how we
design interventions to improve health at a population level. In particular, Rose high-
lights the limitation of only targeting high-risk groups and suggests that health promo-
tion should focus more on shifting the level of risk for the whole population. This is
known as the ‘Rose hypothesis’.This chapter also considers some of the other benefits,
as well as drawbacks, of both these approaches, including the ‘prevention paradox’,
which is associated with population-level approaches.

Learning objectives

After reading this chapter, you will be able to:

* describe the Rose hypothesis and its implications for health promotion

* consider the implications of shifting the distribution of risk for whole populations,
and give examples of public health policies and interventions that adopt this
approach

* understand the difference between whole population and targeted interventions

* critically discuss the practical, ethical, and political challenges to whole population
strategies which aim to reduce exposure to risk

Key terms

latrogenic effect: An unintentional harmful effect of an intervention or policy.

Prevention paradox: The paradoxical situation whereby a preventative measure that
significantly benefits the whole population offers little to each individual.
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Rose hypothesis: Proposition by Geoffrey Rose that, because risk is normally distrib-
uted on a continuum, prevention strategies focusing on the whole population are likely
to be more effective than those focused on high-risk groups and individuals.

Targeted approach: A health promotion strategy or intervention targeted at indi-
viduals or groups who are identified as being at higher than average risk of disease,
injury or other adverse health outcomes.

Whole population approach: A health promotion strategy or intervention aimed at
the whole population in question, rather than targeted at specific high-risk individuals

or groups. Also sometimes known as a ‘universal’ or ‘population-level’ approach.

The distribution of risk

The number of people in a population

Understanding how the risk of disease is distributed in the population is essential for
designing effective health promotion strategies. Geoffrey Rose (1981) examined major
public health problems, such as cardiovascular disease, and found that risk is usually
normally distributed. This means that the distribution of risk for disease and mortality
tends to follow a continuum in which the small proportion of people at high risk are at
the extreme end. Consequently, the vast majority of the population who are consid-
ered to be at low to medium risk contribute to more ‘cases’ of disease overall than
the relatively small number who are at high risk. Figure 9.1 illustrates this normal risk
distribution.

The risk of disease shown as a risk ratio

Figure 9.1 The normal distribution of risk. Reproduced with permission of Txt4Baby.
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As a result of this ‘normal’ risk distribution, Geoffrey Rose (1985) proposed that
strategies which seek to reduce risk as a whole within ‘sick populations’, rather than
targeting a small proportion of high-risk individuals, will be more effective at improving
health at a population level. The aim of such a whole population approach, also known
in social policy as a universal approach, is therefore to shift the whole distribution of
risk at a population level, rather than bringing those above a certain, usually arbitrary,
risk threshold below it.

Targeted approaches, their limitations for improving health at a population level, and
other problems associated with targeting, including the practical challenges of identify-
ing high-risk groups and the potential for stigmatization, are discussed below. This is
followed by a more detailed explanation of the advantages of whole population
approaches over targeting, drawing on the examples used by Geoffrey Rose and others
to illustrate this. Finally, the ‘prevention paradox’ and other limitations with the ‘popula-
tion approach’ are outlined to critically discuss the strengths and limitations of the
health promotion strategy advocated by Rose.

The targeted approach and its limitations

A targeted approach assumes that because some individuals and groups are at greater
risk of health harms through disease or injury, they need specially targeted interven-
tions. These individuals and groups may be considered more at risk because of age,
gender, socio-economic status, disability, sexuality, genetic factors, or various lifestyle
factors including diet, smoking, level of alcohol intake, and exercise.

The advantage of targeting certain individuals and groups considered to be at
high risk is that the intervention is highly appropriate at that time for the individual
concerned. This means that the individual may be more likely to be motivated
to participate in a proposed intervention. For example, an individual diagnosed as
being obese and having high cholesterol, and as a consequence at increased risk of
coronary heart disease, may be more likely to respond to a behaviour change interven-
tion relating to diet and exercise than someone who does not have similar risk factors
and is at relatively low risk. A targeted approach also allows health care professionals
to feel confident that the patient concerned has been given advice tailored to their
diagnosis. The approach therefore seems to offer the opportunity for effective use of
limited resources, as it focuses these resources on patients identified as being at
high risk.

However, based on his analysis of the distribution of cardiovascular risk and the
determinants of other major public health problems, Rose concluded:

The preventive strategy that concentrates on high-risk individuals may be appro-
priate for those individuals, as well as being a wise and efficient use of limited
medical resources; but its ability to reduce the burden of disease in the whole
community tends to be disappointingly small. Potentially far more effective, and
ultimately the only acceptable answer, is the mass strategy, whose aim is to shift
the whole population’s distribution of the risk variable.

(Rose, 1981: 1851)

Without such a ‘mass strategy’, health promoters miss the majority of the population
who will go on to experience the adverse health outcome that they are trying to pre-
vent. In addition, there are several further disadvantages of approaches that only target
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high-risk individuals or groups, which have been discussed by Geoffrey Rose (1985) and
others (e.g. Bonell and Fletcher, 2008) and are summarized below.

First, it is often difficult to define the boundaries of a ‘high-risk’ group and practically
identify such individuals. Moreover, an individual’s behaviour, lifestyle, and membership
of social groups is dynamic, and these may change over the life course, which means
‘risk’ cannot easily be categorized or accurately monitored as people move from being
high to medium or low risk. In addition, it is challenging to ensure that health promo-
tion interventions and services engage high-risk individuals and groups, as these are
often the hardest people to reach. At the same time, it is also not always possible to
exclude others who are not specifically defined as ‘at risk’ from using these services.
Furthermore, identifying some individuals and groups as high risk on an ad hoc basis via
high-profile public health campaigns may result in those not identified believing they
face no risk at all, leading them to ignore general health promotion advice.

Second, focusing only on those defined as at high risk also tends to ignore the social,
economic, and environmental factors, often termed ‘social determinants’, which influ-
ence health and health inequalities. These social determinants of health are discussed in
Chapter 7 of this book. Targeting high-risk individuals largely ignores the extent
to which individuals’ attitudes and behaviours are also influenced by wider societal,
community, and peer group norms. Consequently, interventions targeted at small,
high-risk groups have been criticized as ‘palliative’ and ‘temporary’ (Rose, 1985).

Finally, interventions that specifically target individuals deemed to be at high risk can
have negative, harmful effects because they stigmatize such groups through ‘labelling’
them and/or aggregating together ‘risky’ groups and individuals (Bonell and Fletcher,
2008). Such unintentional harmful effects are known as iatrogenic effects in the fields
of medicine and public health.

Feedback

In this activity, you will consider interventions that are targeted at high-risk individuals.
Think of an example of a strategy or intervention in your own country that seeks
to address a problem by targeting individuals or groups at high risk? What is the
intervention trying to achieve? Who is it targeting and how does it seek to reach
this group? What might the difficulties be? Why is a targeted approach used for this
problem?

You might have considered interventions and strategies that include:

Interventions to reduce teenage pregnancies and/or sexually transmitted infections
among young women deemed to be at ‘high risk’. They may be targeted through
outreach youth work or through schools. Problems may include identifying who is at
risk and the stigmatizing effects of participation.

Interventions to reduce alcohol intake among problem drinkers. They could be
targeted through GP and hospital services or through the criminal justice system.
Problems include how to identify who is a problem drinker and reaching those that
do not present to other services. The vast majority of alcohol-related harm at a
population level would also be missed by such approaches.
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* Interventions to encourage obese people to lose weight. These people could be
targeted through GP and hospital services. As above, problems include reaching
those that do not present to other services and ignoring wider societal level
problems and norms regarding body weight.

* Interventions to reduce drug-related harm among young people. High-risk
individuals could be targeted through health services, including drug treatment and
harm reduction facilities, or through courts. However, this would most likely have
little effect on population-level drug-related harm and could further stigmatize those
groups targeted.

A targeted approach is generally used because it is considered that small groups are at
much higher risk than the population as a whole of experiencing a particular health
problem. It may be a low-cost option for intervention compared with population-level
approaches and can allow politicians and other policy-makers to be seen to be doing
something in the face of public concerns (Fletcher et al.,2012).

The whole population or universal approach

Owing to the limitations of targeting individuals and groups at high risk for promoting
the health of a ‘sick population’, Geoffrey Rose instead proposed that prevention activ-
ities target a whole population regardless of variation in individuals’ risk status. He
argued that preventing disease by trying to shift the population-level distribution of a
risk factor is more efficient than focusing interventions solely on people at high risk
(Rose, 1985). For example, the Framingham Study found that lowering blood pressure
by 10 per cent in the whole population caused a 30 per cent reduction in total attribut-
able mortality (Stokes et al., 1989).To take diabetes as another example, there is no
threshold between normal and hyper-glycaemic states but rather an increasing risk of
neuropathy or retinopathy (nervous system damage or impaired vision) where there
are uncontrolled levels of glucose in the body for a long period of time.The benefits of
treating this with drugs will depend on the balance of side-effects against therapeutic
benefits.Thus, in principle, decreasing glucose levels across a population would result in
a larger decrease in the number of cases and the resultant disease prevalence than
focusing attention on a small number of people with very high levels of blood glucose.
Other examples of addressing the whole population are generic mass screening and
vaccination programmes.

The whole population approach is centred on achieving change in the underlying
causes that make the disease in question common in that population.This can be done
through action on two broad levels. First, action on the social determinants of health,
including focusing on more ‘upstream’ risk factors, for example through the provision
of new public services, legislation to ban smoking, and healthy transport policies. And
second, actions to change individuals’ knowledge, attitudes, and behaviours, also some-
times termed more ‘downstream’ (or ‘proximal’) risk factors, for example through
mass public health education.

The prevention paradox

Geoffrey Rose (1985) himself identified that a major challenge to universal
approaches, which assume that the whole population is ‘unhealthy’, is that preventative
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interventions that benefit the whole population significantly may still only have a very
small effect on most individuals or their risk of disease.This is what he terms the ‘pre-
vention paradox’. Consequently, those individuals may not consider some universal
interventions worthwhile. Individuals are generally more motivated by their personal
perceptions of benefit or risk rather than that of the wider population and are, there-
fore, less likely to participate in interventions they perceive as having little personal
relevance for themselves. This can lead to the low take-up of and inconsistent adher-
ence to whole population interventions. Examples include some health screening and
vaccination programmes and the use of helmets for cycling. As Rose himself put it:

The population strategy of prevention has also some weighty drawbacks. It only
offers a small benefit to each individual, since most of them were going to be all
right anyway, at least for many years. This leads to the Prevention Paradox: ‘A
preventive measure which brings much benefit to the population offers little
to each participating individual’. This has been the history of public health — of
immunization, the wearing of seat belts and now the attempt to change various
life-style characteristics. Of enormous potential importance to the population
as a whole, these measures offer very little — particularly in the short term to
each individual; and thus there is poor motivation of the subject.

(Rose, 1985: 38)

This lack of motivation is sometimes reinforced by public cynicism and lay epidemiol-
ogy. For example, individual people and different communities may have their own
perceptions of the effects of smoking, drinking alcohol, and eating high-fat foods that
further entrenches their disengagement with whole population strategies (Popay et al.,
2003). Some commentators have also suggested that the prevention paradox is
exacerbated by the simplified messages about risk and adverse affects that many
population-level health initiatives use. The failure to acknowledge the prevention para-
dox more directly in health education and promotion material can lead, at best, to
greater mistrust among the general public of the messages contained, and at worst to
their outright rejection (Davison et al,, 1991).

Other limitations of whole population approaches

The Rose hypothesis is based on the underlying assumption that risk is normally dis-
tributed. It does not hold where risk is not normally distributed. One example of
where risk is often not normally distributed is HIV/AIDS risk-behaviours, which tend
to be concentrated among high-risk groups in many high-income countries, such as
men who have sex with men and people who inject drugs.Where risk is not normally
distributed but highly concentrated among certain vulnerable groups, targeted
interventions are required.

There are also some situations where the whole population approach to prevention
puts the health of some individuals at risk because a type of behaviour change that
is appropriate for most of the population is not appropriate for the minority (Adams
and White, 2005). For example, it has been suggested that a small amount of alcohol
(red wine) has protective benefits. Consequently, a population-level reduction in the
number of alcohol units drunk might increase risk for those people who have more
benefit than risk from low-level consumption.Another example relates to body weight;
population-level reductions in body weight will most likely be harmful for those people
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in a population who already have a very low body mass index. In these scenarios, the
population distribution of risk shows what is called a ‘J-shaped curve’ (Adams and
White, 2005).

There are also instances where a population approach may expose many people to
a small risk. In these instances, the harm it could do may potentially outweigh the ben-
efits, if these benefits are relatively minor.The ‘MMR scare’ in 1998 in the UK, where
an association was deemed to have been found between the vaccination offered to all
infants as protection against mumps, measles, and rubella and brain damage, is an exam-
ple of when the perceived ‘benefit to risk ratio’ became increasingly worrisome for
individuals and limited the scope for a population-level approach until the association
was shown to be false (Mclntyre and Leask, 2008).

The whole population approach has also been criticized for potentially exacerbating
health inequalities because it does not address the underlying mechanisms that lead to
different distributions of risk in different social groups and the fact that risk factors are
concentrated among vulnerable and disadvantaged populations throughout the life
course. This means that vulnerable groups are the ‘least able to positively respond to
population approach interventions’ (Frohlich and Potvin, 2008: 219). Furthermore, if
vulnerable groups who experience higher levels of risk do not participate in interven-
tions that shift the distribution of a risk factor in a population as a whole, these inter-
ventions may maintain the inequalities that are present in the society, or even widen
the gap.An example is educational interventions and other campaigns against smoking
in the workplace (Lorenc et al., 2013). However, it is possible to shift the risk distribu-
tion at a population level and simultaneously reduce the differential between the
richest and poorest in a society (Lorenc et al.,2013).

The population approach has also been challenged as lacking a clear theoretical base
and supporting evidence. It has been suggested that it arises from an interpretive error
known as the ‘ecological fallacy’, whereby inferences are made about individuals based
on aggregate data for a group.As Charlton (1995:609) put it,‘the population approach
attempts to dispense with scientific understanding of causal processes, and base pre-
vention upon a “theory-free” (black box) process of observation and manipulations’.

Implications for health promotion

The limitations of targeting individuals and groups deemed to be at high risk, which are
described above, can be seen as a strong argument for a whole population approach to
health promotion, also known as a universal approach.This approach aims to lower the
levels of risk in the population as a whole to reduce the incidence of disease
and improve health. This supports the use of complex social interventions and public
policies that address the social determinants that influence the distribution of risk in a
population. Such policies can include neighbourhood regeneration, active transport
policies, measures to increase income redistribution, and the provision and expansion
of universal education and other public services (Fletcher, 2013).

In addition to addressing these upstream factors, whole population, universal
approaches can also address individuals’ knowledge, attitudes, and health-related
behaviours via mass interventions that are aimed at everybody in a country or region.
These individual-level factors, such as knowledge and attitudes, are termed down-
stream risk factors. Interventions to address them include mass health education pro-
grammes and media campaigns. In addition, the World Health Organization advocates
for global adolescent health improvement through greater intervention in schools.This
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Activity 9.2

is not only because schools are well-resourced settings and children and young people
attend school during a critical period when key health risk behaviours increase mark-
edly (Viner et al., 2012), but also because schools provide access to the vast majority
of children and young people. Consequently, effective school-based health improve-
ment interventions have the potential to produce significant population-level health
improvements.

Feedback

In this activity, you will reflect on interventions and strategies that use a whole popula-
tion or universal approach. Think of an example of a strategy or intervention in your
own country that seeks to address a problem through a universal approach. Which
upstream and downstream factors does it address?

You might have considered interventions and strategies that include:

Strategies to reduce smoking. Upstream factors include legislation banning smoking
in public places and increasing the cost of smoking. Downstream factors include
mass media campaigns on the dangers of smoking and smoking cessation services.
Strategies to increase the uptake of exercise. Upstream factors include active trans-
port policies, such as walking and cycling, and the provision of new universal afford-
able sports facilities. Downstream factors include mass media campaigns and
community-level intervention seeking to change knowledge, attitudes, and norms to
promote exercise.

Strategies to improve diet. Upstream factors include legislation on health food label-
ling and regulations on the production of food. Downstream policies include mass
media and social marketing campaigns such as the ‘Five a Day’ campaign used in the
UK and other European countries to increase fruit and vegetable intake.

Sexual health and HIV campaigns. Upstream social and structural factors may include
gender inequality targeted through health and empowerment programmes.The mass
distribution of condoms and sex education in schools are downstream approaches
addressing more ‘proximal’ risk factors that also exist at a population level.

There are, however, also limitations to a population approach, not least because indi-
vidual motivation may be reduced by the ‘prevention paradox’. Social marketing is one
approach that can be used to help sell the benefits of participation to the whole popu-
lation and avoid public cynicism. Legislation can also change behaviour where individual
motivation is limited. Examples of this include legislation to make the wearing of seat
belts compulsory in cars and banning smoking in public places. However, there may be
ethical issues involved in such legislation. In addition, public perceptions that the state
is restricting individual behaviour often makes such legislation unpopular and may make
governments reluctant to employ such mandatory behaviour change policies.

Health promotion methods and approaches need to take into account the available
evidence on the distribution of risk. In some cases, risk may not be distributed on
a normal continuum and/or population approaches could have negative effects on
some individuals. The design of interventions also needs to take account of evidence of
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Activity 9.3

causality and be aware of the danger of the ecological fallacy. Finally, health promotion
interventions need to be designed with the needs of vulnerable groups in mind
to ensure that health inequalities are not increased. For example, Frohlich and
Potvin (2008) propose that a focus on vulnerable populations should complement a
population approach.

Feedback

In this activity, you will consider possible limitations of a whole population or universal
approach. Go back to your answer to Activity 9.2.What are the potential limitations of
the inventions and strategies you considered? How could they be adjusted to address
these limitations?

You might have considered limitations and refinements that include:

* Universal strategies to reduce smoking need to take account of the fact that some
vulnerable groups are more likely to smoke and less likely to quit than the population
as a whole. If smoking rates in the population as a whole reduce at a higher rate than
those among vulnerable groups, this will lead to an increase in inequalities in health.
Consequently, if this is considered socially or politically undesirable, such strategies
need to address the factors that contribute to vulnerable groups smoking, including
low income, stress, and isolation.

* Similarly, universal strategies to increase the uptake of exercise need to consider the
unequal access of some populations; for example, low-income groups often live in
areas that have poorer access to sports facilities and green spaces. Planning and
transport policies need to take account of this, for example, by providing safe areas
for walking and cycling and bike rental schemes in deprived areas. Sports facilities
may need to be subsidized to ensure low-income groups can afford to access them.

* Strategies to encourage healthy eating need to reflect that healthy food choices can
be more expensive and that in some deprived areas, there are limited options for
buying these healthy foods.

» Sexual health and HIV campaigns may reproduce health inequalities if they do not
address underlying problems such as poverty and higher rates of school drop-out
among young women from low-income communities. In sub-Saharan African, micro-
finance initiatives and conditional cash transfers have been used alongside mass
education programmes to address this problem.

Box 9.1 Case study:Teenage pregnancy in the UK

Evidence has shown that teenage pregnancy is associated with adverse social
and health outcomes (Ermisch, 2003), even after adjusting for pre-existing social,
economic, and health problems (Berrington et al., 2005). As teenage birth rates
in the UK were identified as the highest in western Europe (UNICEF, 2007), reduc-
ing these rates through an effective teenage pregnancy prevention strategy was
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Summary

identified by the British Government as a priority for ‘breaking the cycle’ of social
exclusion and health problems in low-income communities (Social Exclusion Unit,
1999). National population-level targets for reducing teenage pregnancy were set
out in the government’s first Teenage Pregnancy Strategy launched in 1999 (Social
Exclusion Unit, 1999).

In 2006, the UK Department for Education and Schools (DfES) updated the teenage
pregnancy strategy. The updated strategy further increased the emphasis on tar-
geted work, identifying ‘key risk factors’ such as low aspirations and parental back-
ground (DfES, 2006). One of the programmes used as part of this targeted approach
was the Young People’s Development Programme (YPDP).This programme identi-
fied young people aged 13—15 years who are deemed by teachers or other care
professionals to be ‘at risk’ of teenage conception, substance misuse, and/or exclu-
sion from school. The programme aimed to reduce teenage pregnancy via an inten-
sive youth work intervention focused on overall ‘personal development’.Intervention
components included education, training/employment opportunities, life skills, men-
toring, volunteering, health education (particularly sexual health and substance mis-
use),arts, sports,and advice on accessing services (such as family planning). However,
targeted interventions may further harm vulnerable young people by labelling them
as high risk and/or through iatrogenic social network effects associated with pro-
grammes that aggregate them together for long periods of time.When followed-up
two years later, those young women in the YPDP programme more commonly
reported a teen pregnancy than young women in a comparison group (Wiggins
et al., 2009).

In addition, a recent study using UK birth cohort data examined the distribution of
risk for teenage motherhood and where in this distribution teenage motherhood
outcomes arise (Kneale et al.,2013).As predicted by the Rose hypothesis, key ‘risk’
factors associated with teenage pregnancy are normally distributed, with targeted
approaches therefore likely to be missing the vast majority of ‘cases’ that the gov-
ernment was aiming to reduce in terms of their population-level targets.

Other studies suggest how whole population approaches (for example, programmes
delivered universally through school settings) can be effective for reducing teenage
pregnancy and used rather than these targeted approaches. These include interven-
tions to promote teenagers’ personal development, self-esteem, and positive aspira-
tions that target whole school populations,such as the US ‘learn and serve’ programmes
which have been found to be effective (Harden et al.,2009). In addition, evidence shows
that school ethos interventions and changes to education policy reforms to promote
students’ engagement at school and expectations for the future can reduce substance
use and teenage pregnancy (Bonell et al., 2007). Finally, early years programmes to sup-
port parents and foster pre-school children’s social and educational development have
been shown to have long-term effects on rates of teenage pregnancy (Harden et al.,
2009) and could be provided universally.

The Rose hypothesis proposes the focus of disease prevention should be to reduce the
whole population’s exposure to key risk factors rather than concentrating on high-risk
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individuals. This proposal has continued validity for many of the major public health
concerns today. The central implication for health promotion is that the Rose hypoth-
esis supports mass interventions, including complex social and structural interventions
addressing the upstream determinants of health behaviours.This also raises many ques-
tions for health promotion, including: How do we know what is effective at the whole
population level? This is a challenge because evidence regarding the distribution of risk
is dependent on observational data, which do not provide good evidence about effec-
tiveness. In addition, few people respond to small individual benefits for the greater
good of the whole population and there are also political and ethical difficulties in
implementing coercive legislation to change behaviour en masse. Unless they take
account of the specific needs of vulnerable groups, whole population approaches may
also contribute to, rather than reduce, health inequalities.
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Health communication
Franklin Apfel

Overview

In this chapter, you will learn about how health communication has moved from the
margins of public health to being recognized as a core public health operation and
competence. Multi-level theoretical and contextual factors driving these changes will
be identified. A selection of current health communication practices, approaches, and
opportunities, including formative research, framing, social marketing, media advocacy,
nudging, health literacy, social media, and m-health will be introduced.

Learning objectives

After reading this chapter, you will be able to:

» understand some of the theoretical and contextual factors that underpin current
health communication approaches

* make a case for more investment in health communication capacity

* consider ways to strategically integrate different communication approaches into
health promotion, disease prevention and management plans and interventions

* develop a media advocacy plan

Key terms

Communication: Systematic, informed creation, dissemination, and evaluation of
messages to affect knowledge, skills, attitudes, beliefs, and behaviours.

Health advocacy: A specific communication strategy that targets decision-makers in
health and other sectors and aims to gain political commitment, resources, and support
to prioritize and act on health- and well-being-related issues.

Health communication: A multifaceted and multidisciplinary approach to share
health-related information with different audiences.

Social marketing: Has been defined as ‘the systematic application of marketing con-
cepts and techniques, to achieve specific behavioural goals to improve health and to
reduce health inequalities’ (French and Blair Stevens, 2006: 2).
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What do we mean by health communication?

Health communication has been defined as:

a multifaceted and multidisciplinary approach to reach different audiences and
share health-related information with the goal of influencing, engaging, and sup-
porting individuals, communities, health professionals, special groups, policymak-
ers and the public to champion, introduce, adopt, or sustain a behavior, practice,
or policy that will ultimately improve health outcomes.

(Schiavo, 2007:7)

It is not a one-way communicative act but an iterative social process that unfolds over
time (Obregon and Waisbord, 2012). Health communication encompasses a wide vari-
ety of approaches, including: health journalism, blogs, entertainment-education, inter-
personal communication, media advocacy, organizational communication, risk and crisis
communication, social communication, marketing and mobilization. It can take many
forms, such as mass multi-media, interactive communications (including mobile tele-
phones and the internet), and traditional and culture-specific communication such as
storytelling, puppet shows, and songs.

Health communication on the margins

While health communication has been identified by WHO and others as an essential
public health operation, it continues to be a neglected subject in health professional
education, poorly resourced in public health agencies and programmes on all levels,and
seen as more of a support function rather than as an integral part of all scientific and
technical work.There are several reasons for this marginal positioning of health com-
munications.

Health communication has often been feared rather than valued. For many health
professionals, ministers, and public health officials,‘no news is good news’ because any
news is usually critical and questioning. Officials and agencies are often reluctant to
deal with external communications, distrust journalists,and tend to relegate communi-
cations to designated agency public relations/information specialists.

Furthermore, health communication tends to be seen as a softer intervention with
less prestige than more traditional public health activities or clinical treatments. Public
health professionals tend to see vaccines, micronutrients, antibiotics, bed nets, con-
doms, HIV/AIDS and tuberculosis drugs, and clean water as their tools. They often
assume that if services or ‘evidence-based’ information are made available, people will
come to use them.Thus the need for communication strategies is ignored. Sometimes
this is correct. However, more often than not, people do not come to use services or
information and the reasons for this are not clear.That is when health communication
people are called in. Health communicators, however, cannot come with ready-made
solutions. Every project requires intelligence gathering and contextual customization.
First (re)actions tend to be more questions than answers. Health communicators’ evi-
dence and data are often less clinical and quantitative than those of their medical col-
leagues and for this reason are seen as ‘softer’ and less convincing. This leads to lower
prestige of both the professional health communicator and the profession (adapted
from Fox, 2012).
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Activity 10.1

Feedback

This activity encourages you to reflect on some of the challenges of evaluating health
communication interventions.Think about how you would go about evaluating a health
communication programme.What would be easier to measure? VWhat would be more
difficult?

Itis relatively easy to measure process indicators such as number of newspaper articles
published, television ‘spots’ (public service announcements) aired, billboard posters,
pamphlets printed or meetings held. It is also relatively easy to measure reach and
determine if television spots are aired or articles are printed in newspapers, blogs or
other channels that the intended audience watches, reads or listens to. It is much
harder to measure the actual health impact of the health communication programmes.
Many health development programmes have short (3—5 year) time spans, which is not
long enough for rigorous testing. Confounding factors are often present. Shifts in pri-
orities often work against the ability to carry out longitudinal studies on effectiveness.
Few governments or donors are willing to make the levels of investment needed to
prove what works in health communication in the same way they would test a new
vaccine or a delivery mode for commodities. On top of that, health communication
research methodologies are complicated and messy. It is hard to separate control
groups and sample groups and not to contaminate one group with another. Adding
in ethical considerations makes it even trickier. How can a programme advise one
group on a life-saving intervention and not the other in order to test a health com-
munication campaign? How can information be withheld? The short answer is that it
can’t (Fox, 2012).

While all these difficulties exist, health communication campaigns, particularly those
which are integrated into comprehensive control strategies, have been shown to have
a significant impact on many key public health challenges, including smoking, alcohol
use, use of seat belts, oral rehydration therapy (ORT), support for vaccination
programmes, and awareness raising around contraceptives (Wakefield et al., 2010;
Fox,2012).

In addition, health communication does not operate on a level playing field. Health
information marketplaces (the real and virtual environments in which people obtain
health information) have many actors, agencies, and sources of both information and
misinformation. Economic and political interest groups, particularly those that sell haz-
ardous products like tobacco, alcohol, and high-density foods, use their wealth and
power to develop and utilize sophisticated targeting and market segmentation tech-
niques to deliver tailored hazard promotion messages to potential customers and
those who influence and regulate the markets within which their products are sold.
These entities work hard to silence public health communications by framing lifestyle
choice issues around rights and individual responsibility, under-emphasizing contextual
factors, such as hazard marketing and weak protective health policies, and in some
cases trying to directly influence public health agency agendas (Tollison and Wagner,
1993).This is illustrated by the case study on the tobacco industry influencing WHO's
communication and action agenda.
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Box 10.1 Case study:The tobacco industry’s influence of WHO
communication and action agenda

Documents from the British American Tobacco Company (Tollison and Wagner; 1993)
indicate that they were studyingWWHO's programme budget in detail and commission-
ing academics to write articles seemingly in their private capacity that questioned
WHO spending priorities. The core of their argument was thatWHO ‘spending should
be concentrated on fighting diseases in third world nations, leaving rich, first world
nations to finance their own programs. Hence, WHO funds would go for fighting
malaria and cholera, but not go for the campaigns for seat belts or against cigarettes
and alcohol’. Concern about documentary evidence pointing to a systematic and global
effort by the tobacco industry to undermine tobacco control policy, communication,
research and development within the United Nations family, and WHO in particular,
resulted in then WHO Director General Dr. Brundtland launching an inquiry into the
nature and extent of the undue influence which the tobacco industry has exercised
over United Nations organizations such as WHO (Yach and Bettcher, 2000).

Theoretical divides in health communication

Health communication has been informed over the last 50 years by a wide variety of
theoretical paradigms used to provide intellectual justification for various interven-
tions.According to Obregon and Waisbord (2012), health communication is character-
ized by a theoretical divide between information/media effects and participatory/
critical theories. The divide is grounded on different conceptions of communication
and its place in promoting better health worldwide.

Early health communication theories basically understood communication as the
transmission of information and the study of persuasion. Such a view of communication
was present in Everett Rogers’ (1962) study about the diffusion of innovations. Rogers
stressed the significance of people’s awareness and knowledge of innovations when
they make decisions about whether to adopt them.The media were viewed as agents
of positive change, in that they could expose people to ‘modern’ knowledge and atti-
tudes. Collective behaviours were conceived of as the aggregation of individual prac-
tices rather than as distinct phenomena explained by specific dynamics and causes.
Such thinking was aligned more with modernistic individualistic biomedical model
approaches than the population and system concerns of public health. It took some
years for health communication theory to progress towards an amalgam of more pub-
lic health-oriented constructs that combined informational, participatory, and struc-
tural change approaches in complementary ways (Obregon and Waisbord, 2012).

Since then, approaches grounded in social psychological theories have stressed the
need to adopt multiple levels of analysis to address the influence of social and policy
factors in health behaviours. Chapters 5 and 6 of this book provide further details of
these approaches. Examples include the transtheoretical/stages of change model
(Prochaska et al., 1994), and the ecological model (Abroms and Maibach, 2008), which
propose ways to address a range of individual, social, and policy factors that affect
health behaviours and offer a more integrated perspective for analysing a range of
social and behavioural determinants, including social networks, social capital, power,
participation, and empowerment issues (Obregon and Waisbord, 2012).
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Health communication moving to the mainstream

Activity 10.2

The past two decades have seen rapid changes in national and transnational telecom-
munication science, technology capacity, and use patterns.The opening of borders, new
trade agreements, rapid globalization and urbanization have reshaped health communi-
cation marketplaces at all levels. This changing, complex health communication land-
scape has created unprecedented opportunities and challenges.These include a growing
demand for accessible, authoritative, and timely health information.

With increasing education and other social developments in many countries, the
issue of health has risen on the political agenda. Increasing access to global news has
raised understanding (and sometimes fears) about health-related stories and issues.
This has increased expectations and demands, especially during health crises, for rapid
access to public health information and advice from policy-makers, national and trans-
national public health agencies and health services, which is professional, reliable, inde-
pendent, and transparent.

In addition, the influence of communications on health (and disease) has been
enhanced. New transnational media, social marketing approaches, and changes in where
and how people seek information have increased opportunities to influence public
perceptions, behaviour and choices, and thus the health and well-being of whole popu-
lations. Communications, as part of comprehensive public health initiatives, have been
credited with reducing some risky forms of behaviour, promoting prevention measures,
and influencing healthy choices (UN ECOSOC,2010;Wakefield et al.,2010; Fox,2012).
A concerted approach to informing about and protecting populations from second-
hand smoke has proven successful by undermining former social norms that accepted
this risky behaviour. Indoor smoking bans and campaigns push smokers out of social
environments, making them feel stigmatized and shunned from mainstream life, literally
relegated to the street and to the periphery of their social network so they can con-
tinue their habits. These steps have made smoking socially unacceptable and have
shown that de-normalizing hazards is possible.

In most countries, however, the aggressive global commercial marketing of tobacco,
alcohol, and unhealthy foods continues to lead people towards riskier choices and
lifestyles and contributes to the rapidly increasing burden of non-communicable
diseases.

Feedback

This activity encourages you to reflect on how health communication is used in prac-
tice to counter aggressive marketing of risky products. Make a note of health commu-
nication approaches that could be used to counter the aggressive global marketing of
risky products and behaviours, particularly those targeting children and youth.

Your answer could include a wide variety of innovative approaches to risk factor
awareness-raising and behaviour change. These might be initiatives in the workplace,
school, health system or community settings. They might involve use of hotlines,
new media, mobile telephone technology, interpersonal campaigns, and/or social mar-
keting. Your answer should also acknowledge that communication can also be used to

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



146

Using theory to inform health promotion practice

advocate for protective policies and initiatives. Communication initiatives integrated
with education and legislative action work best.

The evolution of new media allows citizens and professionals immediate access to
relevant and usable information and to contribute and engage. For example, the
advent of a global resource such as Wikipedia has demonstrated a completely different
model of information provision based on the principles of ‘co-creation’, where
those accessing information actively contribute to its development. This two-way
interactive context provides new opportunities for health communication to go
beyond simple information provision and harness new technologies to achieve health-
enhancing goals.

New behavioural science and ecological approaches have also informed health com-
munication. In recent years, understanding of the factors that influence human behav-
iour has developed significantly, as discussed in Chapters 5, 6, and 7 of this book. This
has highlighted the fact that message communication approaches focused on crafting
information and sending messages is not enough to achieve positive impacts on peo-
ple’s choices. New knowledge from across the wider social behavioural sciences,
including social marketing, social psychology, behavioural economics, and neuroscience
increasingly provides practical, and often cost-effective, solutions to addressing the
diversity of behavioural challenges in different populations.

With the growing recognition of the role of health communication has come an
increased understanding that inequities in health literacy and information access closely
parallel and reinforce the social gradient differentials in disease and mortality patterns
in all countries. Poor health literacy, which is more common in lower socio-economic
classes, has been shown to lead to less healthy choices, higher risk behaviours, poorer
health, higher hospitalization rates, and higher health care costs. The European Health
Literacy Project (HLS-EU) showed that nearly every second person (47%) who
participated in a survey conducted in eight European countries during 2010 to 2012
had inadequate or problematic health literacy (HLS-EU Consortium, 2012).

These inequities in health literacy have contributed to a growing awareness of the
need for stronger advocacy, particularly in the context of financial and economic con-
straints. Current trends and proposed changes in many countries threaten to reverse
progress in public health and widen health inequities within and between countries.
Greater communication capacity is needed to support efforts on all levels to ensure
that public health values and approaches influence policy debates at all levels.

Current approaches to health communication

Formative research involves testing assumptions through dialogue and conversation
with potential users.A crucial step in creating and assessing the potential effectiveness
of communication plans and initiatives is to assess baseline knowledge, attitudes, pref-
erences, and behaviours among relevant publics and professionals. This process begins
with formative research, a combination of techniques designed to help develop effec-
tive messages and choose appropriate channels of delivery and materials.

There are a variety of approaches to formative research, including focus groups,
literature reviews, surveys, stakeholder discussions, partnership panels, media audits,
in-depth and/or ‘intercept’ interviews (such as catching people in the hallway),
consensus processes (for example, Delphi studies), and the use of internet-based pan-
els of respondents. Small ‘focus’ groups, for example, selected in such a way as to be
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representative of groups in society who experience the issue/disease of focus can be
convened to elicit feedback about programme planning, provide ideas about strategy,
and/or gather reactions to specific messages. Based on feedback from these focus
groups, modifications can be made to plans, strategies, and content.

Other uses of formative research include: analysis of target audiences by age, gender
or income, known as ‘segmentation’; analysis of media habits of the target population
so that messages can be placed in the appropriate media channels at an appropriate
moment;and an assessment of pre-existing knowledge and attitudes, known as baseline
data, so that change can be documented over the time of the interventions. Formative
research, when done properly, can reduce some of the uncertainty associated with
messages, campaigns, advocacy strategies, and interventions and can enhance the
potential methodological validity and reliability and impact of the approaches both for
individuals and/or policy-makers and others in the decision stream (Wallack et al.,
1993). At the level of population groups, formative research helps ensure an under-
standing of how different social groups perceive and frame issues and their capacity and
resources to act.

Framing/reframing

Framing is ‘selecting some aspects of a perceived reality and making them more salient
...in such a way as to promote a particular problem definition, causal interpretation,
moral evaluation and/or treatment recommendation’ (Entman, cited in Chapman, 2004:
362). Framing strategies are at the heart of health communication.The language — both
verbal and visual — in which an issue is couched, and the terms in which it is presented,
can determine the way in which it is perceived and responded to by both members of
the public and policy-makers. This framing creates the context within which all policy
debates take place. In a sense, debates over public health policy issues often represent
a battle to frame the issue in the eyes of the public and policy-makers in a way most
conducive to success for one protagonist or another.

Take, for example, the tobacco and health debate. For many years, the tobacco indus-
try had been very successful in framing public opinion about their product —which kills
half of its users prematurely when used as directed — around personal autonomy,
choice, and freedom.To achieve this framing the industry hired skilled communication
experts to ‘spin’ public and policy-maker debate around the ‘right to smoke’ (Chapman,
2007).Within this framing, tobacco smoking ceased to be a health issue and became a
matter of personal freedom. In this context, health and social protection concerns fell
off the policy agenda.When public health advocates spoke up, they were painted by the
tobacco industry as zealots, health fascists, paternalists, and government intervention-
ists (Chapman, 2007; Apfel, 2008/2010).

Key to the success of the WHO'’s Framework Convention on Tobacco Control
(FCTC) was the ability of public health advocates to reframe the issue around public
health concerns and shift the attention from public health as interference onto the
industry, which had been misleading the broader public for decades as evidenced by
their own documents (Glantz et al., 1996). Thus, the slogan ‘“Tobacco kills. Don’t be
duped’ was used to clearly identify tobacco as a health issue and to shift anger and
youth rebellion away from public health interventionists and onto an industry that had
for decades intentionally deceived and manipulated people, especially young people, in
order to maximize profits.
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Activity 10.3

Communicators blend science, ethics, and politics to frame and reframe, where
needed, the dominant understanding and perception of problems. Often this involves
shifting perceptions about the cause of ill health outcomes from personal or lifestyle
choices, which in essence blame the victim, to focusing on the social policies that shape
community behaviours more broadly. In patient safety processes, for example, there
has been a framing shift from just focusing on ‘blaming and shaming’ practitioners who
make errors to looking at the system itself, such as how medication is packaged, trans-
ported, and labelled, which may have contributed to the error.As such, framing plays a
central role in the process of public health policy formation because of the system-
level solutions that it implies.

Framing strategies can also be used to gain access and attention for an issue in the
media. Here, framing is used to structure stories so they meet the criteria of what
constitutes news (for example, relating it to a topical day or event, indicating there is a
new breakthrough, controversy, involvement of celebrity, or some other personal
angle) and make them more likely to be picked up by news outlets. Structuring a story
around these conventions of newsworthiness can enhance the prospects for obtaining
media coverage.

Feedback

In this activity, you will explore how framing works in practice for health promotion
issues.Vaccination debates are currently framed around safety. This framing appears to
reinforce the influence of sceptics and anti-vaccination forces. How might you go about
reframing the vaccination debate?

There are many possible answers to this question. Building on the discussion of forma-
tive research, your answer should include some intelligence gathering aimed at better
understanding the perceptions and behaviours of unvaccinated and under-vaccinated
populations.This formative research will inform your framing of the issue.Your answer
should also acknowledge that different groups might need different messages, framings,
messengers or channels of delivery.

Social marketing

Social marketing provides a framework to help integrate marketing principles with
socio-psychological theories to develop programmes better able to accomplish
behavioural change goals. It takes the planning variables from marketing (product,
price, promotion, and place) and reinterprets them for health issues. Box 10.2 provides
more detail. A key concept is that it seeks to reduce the psychological, social,
economic, and practical distance between consumer and the behaviour. At the core
of social marketing is the exchange model, according to which individuals, groups,
and organizations receive perceived benefits in exchange for purchased products
(for example, condoms, healthier foods) or adopted behaviours (for example, not
smoking, safer sex).
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Box 10.2 The ‘four Ps’ of social marketing

Product refers to something the consumer must accept: an item, a behaviour or an
idea. In some cases, the product is an item like a condom, and in other cases it is a
behaviour such as not drinking and driving. Price refers to psychological, social, eco-
nomic or convenience costs associated with message compliance. For example, the
act of not drinking in a group can have psychological costs of anxiety and social
costs of loss of status. Promotion pertains to how the behaviour is packaged to com-
pensate for costs — what are the benefits of adopting this behaviour and what is the
best way to communicate the message promoting it. This could include better
health, increased status, higher self-esteem or freedom from inconvenience. Finally,
place refers to the availability of the product or behaviour. If the intervention is
promoting condom use, it is essential that condoms be widely available. Equally
important to physical availability, however, is social availability. Condoms are more
likely to be used when such use is supported and reinforced by peer groups and the
community at large (Wallack et al., 1993:22).

Social marketers generally believe they address key shortcomings of traditional public
health communication campaigns in which target audiences have little input into mes-
sage development.The major contribution of social marketing approaches has been the
strong focus on consumer needs. Consumer orientation means identifying and
responding to the needs of the target audience. A primary tool to tailor public com-
munication efforts to specific audiences is formative research (see previous discussion
of formative research).

The National Social Marketing Centre in the UK has identified the following six
features and concepts as key to a social marketing approach:

| Customer, consumer or client orientation: A strong customer orientation with
importance attached to understanding where the customer is starting from, their
knowledge, attitudes, and beliefs, along with the social context in which they live and
work.

2 Behaviour and behavioural goals: Clear focus on understanding existing behaviour
and key influences on it, alongside developing clear behavioural goals, which can be
divided into actionable and measurable steps or stages, phased over time.

3 ‘Intervention mix’ and ‘marketing mix’: Using a range (or ‘mix’) of different interven-
tions or methods to achieve a particular behavioural goal. If access related to attend-
ing vaccination sessions is identified as a problem, an intervention mix might include
changing opening hours, location of services,and SMS reminders to parents.

4 Audience segmentation: Clarity of audience focus using ‘audience segmentation’ to
target effectively. Audiences, for example, can be segmented into subsets based on
shared beliefs, attitudes, and behaviours. Interventions are directly tailored to spe-
cific (subset) segments rather than relying on ‘blanket’ or ‘spray and pray’ approaches.
Such segmentation augments traditional targeting using: demographics, socio-
economic and observational data, and epidemiology.

5 ‘Exchange’: Use and application of the ‘exchange’ concept — understanding what is
being expected of ‘the customer’, the ‘real cost to them’ (see Box 10.1), and what
might be perceived as a valued beneficial outcome of an intervention.
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6 ‘Competition”: Use and application of the ‘competition’ concept — understanding
factors that impact on the customer and that compete for their attention and time
(NWPHO, 2006).

Box 10.3 Case study: UNICEF and the 2005/2006 avian influenza outbreak

in Turkey

Activity 10.4

During the 2005/2006 avian influenza outbreak in Turkey, UNICEF coordinated a
multi-sectoral, multi-agency task force that utilized social marketing techniques
to deliver target-specific communications to ‘hard-to-reach’ high-risk populations.
Focus groups and interviews were conducted with mothers living in the rural
eastern part of Turkey to understand better their perceptions and risk behaviours
(e.g. bringing chickens into the house to keep them warm), to identify messages
and incentives that could reduce risk, and media/community channels (e.g. language
specific radio and television broadcasts) that could deliver reliable understandable
information appropriate to the literacy level of the population. Intelligence
gathered also informed advocacy strategies for poultry compensation policies
(Apfel, 2006).

Feedback

In this activity, you will practise using a social marketing approach. Breastfeeding has a
major role to play in public health, promoting health in both the short and long term
for baby and mother.The UK has one of the lowest rates of breastfeeding worldwide,
especially among families from disadvantaged groups and particularly among disadvan-
taged white young women (Dyson et al., 2005: 7). How would you design a social
marketing approach to address this challenge?

There are many possible approaches to this problem. A social marketing approach
would first emphasize taking action to know your ‘customers’, or target groups, and
their knowledge, attitudes, behaviours, and beliefs related to breastfeeding, along with
the social context in which they live and work.Target groups could then be appropri-
ately ‘segmented’.

A mix of evidence-based interventions would be matched to the audience segment
addressed. For example, effective programmes to support behaviour change among
low-income mothers would include a combination of peer support, local media cam-
paigns, and targeted community action. To address ‘competitive’ obstacles related to
early cessation of breastfeeding, emphasis should not only be applied to hospital-based
interventions to promote higher breastfeeding initiation rates, but to community-
based interventions designed to encourage the continuation of breastfeeding to 6-8
weeks and beyond (Dyson et al., 2005).
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Media advocacy

Media advocacy involves working with the media to make social changes. In its simplest
application, media advocacy asks five key questions (adapted from Wallack et al., 1999):

I What is the problem?

2. What can be done about it?

3 Who has the authority to do this?

4 Who can influence this authority?

5 What ‘mediated’ messages will make these influential people act?

The identification of the policy-level authority is key to this approach. This authority is
the ‘end target’ of the media advocacy effort. It is these people with power that com-
municators/advocates want to influence.They are the primary targets. Media advocates
design media campaigns around delivering messages to those people who can influence
these primary targets. These influencers are the secondary targets. Advocates want
them to act and communicate their messages to the authorities. For example, cam-
paigners concerned about traffic accidents around schools may have identified the
school’s board of governors as having the power to require traffic-slowing measures to
be implemented around the school.They might usefully focus on helping parents, teach-
ers, and students find their voice and deliver messages to those in power. Such action
by parents and children may further attract local media and thus serve to influence
action by local politicians to introduce traffic restrictions.

In some cases, information alone will be enough to provoke change.In most instances,
however, changes will be contested. Media advocates then work with the potential
influencers on identifying and strengthening their capacities to deliver more effective
messages than their opponents. Delivering messages requires an understanding of how
different media channels work and how best to access them.

Common media channels include newspapers, radio, television, billboards, newslet-
ters, web pages, blogs, and email list serves. Each media channel/outlet contains within
it several possibilities for coverage. For example, a campaign issue may be covered as a
front page story, or in sports, lifestyle, paid advertising, arts, comics, financial, opinion-
editorial (known as an op-ed), editorial, special feature or letter to the editor pages of
a newspaper. Being aware of all the possibilities is critical to taking full advantage of
available resources. Media advocates are above all interested in knowing what channels
and outlets their target group of influencers and policy-makers most frequently use.

There are three basic strategies for gaining access to the media: paying for it, earning
it, and asking for it.Asking for it usually relates to public service air or print space, often
required of media by law as part of licensing requirements. This time and space is free
but advocates have little control over when and where their stories will be aired or
included. Many are played at less advantageous times, such as the middle of the night,
or placed in sections less likely to be read. Nonetheless, this does provide some expo-
sure and it is free!

Paid-for placements are the surest way to see that a message reaches its chosen
target. It is the only way to fully control the placement and content of a message, the
audience it will reach,and the timing of its dissemination. Canadians for Non-Smokers’
Rights used a full-page print advertisement to speak directly to legislators at a critical
point in the development of public policy. It included a picture of the then prime min-
ister and his close friend, who had just been appointed President of the Canadian
Tobacco Manufacturers Council, beneath a headline that asked,‘How many thousands

‘uosssiwed Inoy1m Aem Aue Ui pai4IpoW Jo PRINGLISIPS1 8q 01 10N 077 ‘SBUIp|oH Uoeonp3 [edo|D |IH-MeIDON @ WBLAdoD *[9T/8T/20] e [LTT'85T29'S AisieAiun rwbueiyd ‘Busin o Anoeq | Aq pepeojumoq



152

Using theory to inform health promotion practice

Activity 10.5

of Canadians will die from Tobacco Industry Products may be in the hands of these
two men. The advertisement devastated the tobacco lobbying influence by personal-
izing the issue and making whatever success they could have damaging to the political
career of the prime minister. The legislation passed without a problem! (Wallack et al.,
1993:89).

Earned, as opposed to paid-for, media coverage, however, is the staple diet of media
advocacy. Here the aim is to be proactive to counter the widely held view of health
campaigners that when the media calls for a comment, the reporter often already has
an angle or ‘frame’, which may marginalize health concerns in favour of economic and
political interests. Proactive strategies require cultivating relationships with members
of the local media. Journalists need information and ideas for stories that have impor-
tance to the local community. Advocates should think of themselves as resources that
can make it easier for journalists to do a good job. Useful accurate data, examples of
local activities, a summary of key issues, and names of potential sources can serve this
purpose.

Another way to draw news attention is to create it. Opportunities to create news
arise every day. The release of a new report or a community demonstration can be
turned into engaging news stories. Alternatively, it is possible to ‘piggy back’ onto the
breaking news by finding links with current ‘hot’ news items and inserting the cam-
paign’s perspective. Other coverage includes letters to the editor, op-eds (comment
columns that appear near a newspaper’s editorial opinion), talk show appearances, and
so on. Meetings with editorial boards can be very useful. Shrewd campaigners will be
also sensitive to public figures who are espousing important causes.A campaign stands
a better chance of publicity if it is supported by a local celebrity (such as a musician,
actor or sports person); if that person is committed, they will be willing to take part in
events that will attract publicity and could even be the best advocate to encourage
journalists to take up the issue.Indeed, a rolling programme of publicity can be achieved
by releasing details of new celebrity supporters, whose agents may even encourage
them to jump on a popular bandwagon.

Feedback

Design a media advocacy strategy for an institutional or community issue that you feel
strongly about.

Nudging

Your answer should go through the five questions above in turn. It should also identify
mechanisms, channels, and messengers to deliver the messages you have articulated.

‘Nudging’ is an approach to behaviour change.The term ‘nudge’ describes ‘any aspect
of the choice architecture that alters people’s behaviour in a predictable way without
forbidding any options or significantly changing their economic incentives’ (Thaler and
Sunstein, 2008: 6).

Marteau et al. (201 I) identify a variety of examples of nudging activities:
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* Smoking nudges could include making non-smoking more visible though mass media
campaigns with the message that the majority do not smoke and most smokers
want to stop; and reducing cues for smoking by keeping cigarettes, lighters, and
ashtrays out of sight.

* Alcohol nudges could include serving drinks in smaller glasses and making lower
alcohol consumption more visible through mass media campaigns with the message
that the majority do not drink to excess.

* Diet nudges might include designating sections of supermarket trolleys for fruit and
vegetables, and making salad rather than chips the default side-order.

* Physical activity nudges might include making stairs, not lifts, more prominent and
attractive in public buildings,and making cycling more visible as a means of transport,
for example through city bicycle hire schemes.

Nudging has been criticized by many, however, as either being too paternalistic or inca-
pable of producing sustained change. While it has been suggested as an alternative
approach to regulation, some critics believe that ‘effective nudging may require legisla-
tion, either to implement healthy nudges (such as displaying fruit at checkouts) or to
prevent unhealthy nudges from industry (such as food advertising aimed at children)’
(Marteau et al., 2011:228).

Health literacy

Health literacy refers to people’s ability to obtain, understand, and use information and is
a determinant of their health. In fact, studies show that poor health literacy is a stronger
predictor of a person’s health than age, income, employment status, education level or
race (Weiss et al., 2007: 13). Health literacy is not just determined by an individual’s basic
literacy skills and motivation. It is also defined by the interaction or alignment of these
skills with the demands, complexities, and reliability of information received in the systems
within which information is sought.When these systems require knowledge or a language
level that is too high for the user, or misinformation is communicated, health will suffer.

Actions and structures within different settings such as health and education sys-
tems, media marketplaces, home and community settings, workplaces, and policy-
making arenas at all levels, may either facilitate or be a barrier to the development and
expression of health literacy skills. Settings and institutions can be more or less health
literacy friendly. A wide variety of initiatives are underway in these different settings
aimed at differentially enhancing people’s health literacy capacities to utilize (navigate
through) increasingly complex social and health systems.

Box 10.4 Case study: Local champions

The Liverpool Healthy Cities Project in the UK has initiated a ‘local champions’
project with the aim of enhancing the capacities of informal community leaders to
act as information resources or navigators in areas of high deprivation.These cham-
pions, who are active community members, provide interpersonal communication
on social services, housing, income support, and health services. More information
about the project is available at: http://www.liverpoolpct.nhs.uk/Your_PCT/
Decade_of Health_and_Wellbeing/default.aspx [accessed 19 October 2012].
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Social media/Web 2.0

New social media have developed around the increasing public demand for open and
interactive communication, sharing and learning, and collaboration. The term Web 2.0
is associated with web applications that facilitate active information-sharing. A Web 2.0
site allows users to interact and collaborate with each other in a social media dialogue
as creators of user-generated content. Examples of Web 2.0 include social networking
sites, blogs, wikis, and video-sharing sites.

Social media offer new opportunities for the efficient, direct delivery of tailored
messages and content to and dialogues with many previously ‘hard-to-reach’ audiences
in a language and format that is adapted to and comprehensible by each audience. Such
access has hitherto only been available to highly specialized agencies at great cost.
Social media have also demonstrated a capacity to provide important interactive chat
and community support opportunities.

Box 10.5 Case study: Patients like me

Patientslikeme.com is an initiative based in the USA that uses a social networking
format to enable patients to openly share their data online. This helps to
empower patients, who can compare their experiences and make better-informed
decisions about the management of their own health. More information about the
initiative is available at: http://www.patientslikeme.com/about [accessed 19 October
2012].

Mobile phone health (m-health)

Mobile devices such as mobile telephones, as well as wireless and satellite communica-
tions, are giving remote communities an opportunity to be connected and have access
to information. Three out of every four people on the planet now have access to
mobile telephones and, according to a UN estimate, 64 per cent of all mobile tele-
phone users live in the developing world. The potential for m-health communications
is enormous. m-Health is a rapidly evolving communication area and early results sup-
port development of it as a powerful, interactive channel for health-related communi-
cations. These developments offer exciting opportunities for expanding the availability
of health information to underserved populations and countering misinformation
rapidly and effectively.

Current uses of m-health communication include citizen science (a variety of activi-
ties whereby the public participate in scientific research), education and awareness,
disease and epidemic outbreak tracking (providing decision-makers with timely,
location-related information), patient diagnostic and treatment support, and health
care provider training and communications.
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text4baby: If you have a
[fever, call the Dr. If you

can’t reach the Dr., take one
dose of acetaminophen, like
Tylenol. Talk your Dr. beofre
taking more medicine.

(text4baby: Did you know
Dr's say no TV/screen time
[for kids under 2! Want to

text4baby: Did you have

diabetes in a prior pregnancy?
If so, ask Dr./midwife
(CNM/CM) about getting
tested early. Info on diabetes

in pregnancy: text4b.org/043

text4baby: Baby is 6 months

old next week! Call the Dr. to
schedule a check-up. He will

text4baby: Protect your
baby & yourself. Don’t use
your phone or text while
you drive. No message is
worth putting you and baby

text4baby: Baby sleeps
better with a bedtime
routine. It can be simple: last

know why? Visit text4b.org/ I | get shots to protect him feeding, bath & story. Get
bedtime routine ideas from

moms at text4b.org/024.

110. Baby learns more from from deadly diseases like

l polio & meningitis.

Figure 10.1 text4baby sample messages

Source: Reproduced with permission of text4baby

Box 10.6 Case study: text4baby

The Russian Federation is currently adapting the USA’s text4baby initiative that
targets high-risk mothers.After texting in their mobile telephone numbers, mothers
receive free text messages three times a week that support, inform, advise, and link
them to information, support groups in their geographical area (via GPS informa-
tion), websites, and health and social service facilities. Figure 10.| shows example
messages. More information about the US text4baby initiative is available at: http://
www.text4baby.org/ [accessed 19 October 2012].

Summary

This chapter makes the case for the need to strengthen and ‘mainstream’ communica-
tion capacity development as a key public health resource. A variety of approaches
using traditional and new media have been described. Just as some soft drinks compa-
nies have declared their intention to put a can of cold soda within the reach of every
human on the planet, a global community of communication-wise public health practi-
tioners can put reliable and actionable health information within everyone’s reach,
enhance people’s health literacy, make healthier choices easier, and help motivate peo-
ple to act for health.
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Glossary

Beneficence: Doing good;active kindness.

Communication: Systematic, informed creation, dissemination, and evaluation of mes-
sages to affect knowledge, skills, attitudes, beliefs, and behaviours.

Community capacity building: Enabling people in communities to participate in actions
based on community interests.

Community health competence: The degree to which a community is health-enabling
and responsive.

Community response: The combination of actions and steps taken by community
members for the public good, including the provision of goods and services.

Conscientization: The development of a critical consciousness, a better understanding of
the inequalities that exist in the world, particularly in relation to self.

Determinants of health: The range of factors that combine together to affect the health
of individuals.

Disciplinary power: A modern and more concealed form of power that works through
systems of knowledge and practice, which, by creating standards of ‘normality’ and ‘abnor-
mality’, induces people to constantly examine and adjust themselves and others according
to such norms.

Discourse: Bodies of language, knowledge, and practice that constitute the very things
they appear to describe.

Eugenics: The science of human heredity, informed by evolutionary theory. In the early
twentieth century, eugenics was concerned with racial improvement and the prevention of
degeneration.

Evidence: The available body of facts or information indicating whether a belief or propo-
sition is true or valid.

Evidence-based medicine: The conscientious, explicit, and judicious use of current best
evidence in making decisions about the care of individual patients.

Evidence-based public health: The conscientious, explicit, and judicious use of current
best evidence in making decisions about the care of communities and populations in the
domain of health protection, disease prevention, health maintenance and improvement.

Health advocacy: A specific communication strategy that targets decision-makers in
health and other sectors and aims to gain political commitment, resources, and support to
prioritize and act on health- and well-being-related issues.

Health behaviour: Actions undertaken by an individual that have an effect (positive or
negative) on health.

Health communication: A multifaceted and multidisciplinary approach to share health-
related information with different audiences.

Health promotion: The process of enabling people to increase control over, and to im-
prove, their health (Ottawa Charter for Health Promotion, 1986).
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latrogenic effect: An unintentional harmful effect of an intervention or policy.

Inequalities in health: Differences in health status between different populations and
social groups.

Inequities in health: A term that can be used to describe inequalities in health that are
deemed preventable.

Liberalism: The rights of the individual should be respected to enable society on a whole
to benefit from the full potential of all its citizens.

Neo-liberalism: A modern variation on liberalism, typically used in the context of the
role of the state, emphasizing market-based solutions to problems rather than public
intervention.

New public health: Form of public health that developed from the 1970s onwards. It
emphasized risk, prevention, and individual behaviour as a cause of disease.

Non-maleficence: A principle based on avoiding the causation of harm.

Normative: Behaviours and practices that are viewed as ‘normal’ or ‘correct’ in a particu-
lar social context.

Participatory learning and action: An approach for learning about and engaging with
communities using participatory and visual methods to facilitate a process of collective
learning and action.

Phenomenology: A qualitative research paradigm, derived from the writings of philoso-
phers such as Husserl and Buber, that focuses on the lived and subjective experience of
phenomena. It seeks to describe and appreciate how people themselves understand and give
meaning to their own experiences.

Plato’s Republic: An ideal society governed by those best qualified to do so.

Policy: A course or principle of action adopted or proposed by an organization or
individual.

Policy agenda: The list of subjects or problems to which government officials and those
close to them are paying serious attention to.

Prevention paradox: The paradoxical situation whereby a preventative measure that
significantly benefits the whole population offers little to each individual.

Primary health care: Health services and care delivered at the local level often through
community health workers, which has been particularly important in the global south from
the 1970s onwards.

Rose hypothesis: Proposition of Geoffrey Rose that because risk is normally distributed
on a continuum, prevention strategies focusing on the whole population are likely to be
more effective that those focused on high-risk groups and individuals.

Salutogenesis: An approach focusing on factors that support human health and well-
being, rather than on factors that cause disease.

Self-efficacy: Belief in one’s ability and capacity to achieve a goal.

Semiotics: The study of signs and symbols that aims to deconstruct their coded meanings.

Includes signs and symbols in any medium or sensory modality (e.g. words, images, sounds,
gestures, and objects).

Social capital: The social benefits that derive from social networks and collaboration
between people, and their shared values and norms of behaviour.

Social constructionism: A critical conceptual framework that understands things that
are generally thought to be exclusively natural as being socially produced.
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Social determinants of health: The social, economic, and environmental factors that
impact on health behaviours and determine the health status of individuals or populations.

Social epidemiology: The field of epidemiology that examines the social and spatial
distribution of health outcomes and the social determinants of health outcomes.

Social inequities: Differences in opportunity for different population sub-groups.
Social marketing: The systematic application of marketing approaches to achieve specific
voluntary behavioural goals.

Social medicine: Form of public health developed in the inter-war years. Concerned with
the effect of social conditions on health and mortality.

Social norms: Pattern of behaviour in a particular group, community or culture, accepted
as normal and to which an individual is expected to conform.

Socio-economic status: An individual’s place in the social hierarchy according to their
level of income, education, occupation, and/or where they live.

Targeted approach: A health promotion strategy or intervention targeted at individuals
or groups who are identified as being at higher than average risk of disease, injury or other
adverse health outcomes.

Theory: Systematically organized knowledge devised to analyse, predict or explain ob-
servable phenomena that could be used as the basis for action.

Utilitarianism: A theory of the good (whatever yields the greatest utility or value) and a
theory of the right (the right act is that which yields the greatest net utility).

Whole population approach: A health promotion strategy or intervention aimed at the
whole population in question, rather than targeted at specific high-risk individuals or groups.
Also sometimes known as a ‘universal’ or ‘population-level’ approach.
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