Unit 2 - Introduction

The History of Health Promotion



This Unit provides an introduction to the history of the Health Promotion Movement, with a particular focus on the Ottawa Charter for Health Promotion. 
There are three Study Sessions in this Unit:

Study Session 1: Forerunners of Health Promotion.

Study Session 2: Milestones in the History of Health Promotion.

Study Session 3: The Ottawa Charter.

In the first session, we develop a broad overview of the forerunners (or the predecessors) of the Health Promotion Movement. In Session 2, we study the milestones in the history of Health Promotion from its origins until the early 1990’s. Finally, we look in more depth at the Ottawa Charter and how the ideas that were put forward in 1986 relate to Health Promotion today.

Learning outcomes of Unit 2
	By the end of Unit 2, you should be able to: 



	· Outline key stages and milestones in the development of the HP movement. 

· Explain the relationship between Health Promotion and Health Education.

· Describe the Ottawa Charter action areas and strategies and their application in local HP projects.

 


There are, once again, a number of academic skills which have been integrated into the Unit. They include critical reading, interpreting diagrams and using diagrams to summarise information. You will also get practice in analysing information from documents and applying it to your own context.

You will hopefully find this Unit helpful in locating yourself and your present or future health promoting activities within the broader movement. This can be a stimulating process and one which enables you to see some of the nuances within the field which can impact on the implementation of programmes. It can also serve to alert you to perceptions which could cause problems in health interventions such as blaming the victims for their situation. Enjoy the unit! 

Unit 2 - Session 1
Forerunners of Health Promotion



Introduction 

In the first unit, you explored a number of issues and perspectives which have influenced the way we understand the field of Health Promotion. This unit builds on Unit 1, adding a historical perspective to your understanding of Health Promotion by tracking the key events in its history. We develop an overview of the main eras or periods preceding the development of the Health Promotion perspective and explore the differences between Health Education and Health Promotion in more detail. 
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Timing of this session

There are four tasks in this session and two readings. It should take you about two and half hours. Take a break after section 3.

1
LEARNING OUTCOMES OF THIS SESSION



	Intended learning outcomes

By the end of this session, you should be able to:

	Health Promotion outcomes:

· Outline key stages and milestones in the development of the HP movement up until the 1990’s.

· Differentiate Health Promotion and Health Education.
	Academic outcomes:

· Explain concepts.

· Use diagrams to summarise information e.g. a time line.

· Analyse and classify information.

· Select information from texts.


2
 READINGS 



The readings for this session are listed below. You will be directed to them in the course of the session. There are also a number of references noted which are used in the text which could be regarded as further readings. You will find further readings listed at the end of Session 2. 

Websites

The WHO Health Promotion website: http://www.who.ch/hpr is a useful site to visit as you will be able to access some useful fact sheets and be directed to additional readings and resources available from the WHO. For example, Fact Sheet No 171 (Revised June 1998), entitled “Health Promotion: milestones on the road to a global alliance” summarises some of the key HP milestones. Fact Sheet No 92 (Revised June 1998), outlines the concept of a “Health-promoting School”.  

You can find detailed information about the design of the Ottawa Charter logo by visiting the Fifth Global Conference on Health Promotion Website, linking to a item entitled “Past Conferences” and then “First International Conference on Health Promotion” and then linking to the item “health promotion logo”.  Alternatively you can go directly to the site: http://www.who.int/hpr/conference/first.logo.html
	Reading 
	Publication details

	5
	 Coulson, N., Goldstein, S. & Ntuli, A. (1998). Promoting Health in South Africa: An Action Manual. Sandton: Heinemann: 4-11.

	6
	Catford, J. & Nutbeam, D. (1984). Towards a definition of health 

education and health promotion. Health Education Journal, 43 (2) 

& (3): 38.


3
AN OVERVIEW OF THE HISTORY OF HEALTH PROMOTION



This activity traces the history of the Health Promotion movement from its origins to the early 1990s. 
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FEEDBACK

A landmark literally means an object that is easily seen in a landscape. In everyday use it means an important historical event. A milestone literally referred to a stone that used to be placed beside the road to mark the distance between towns. In everyday use it also means an important event in life or history. A watershed literally describes a line of high land from which streams flow down on all sides. In everyday use it means a turning point in the course of events.
In this session you will read about landmarks, milestones and watersheds in the history of the Health Promotion movement.  
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FEEDBACK

a)
Your mind map will be helpful in reminding you that you already have some prior knowledge about the topic. The feedback to questions (b) and (c) may provide you with some new information on the topic.  

b)
The term Health Promotion is associated with 19th century Europe because this was the first time in our more recent history when public health concerns were officially recognised and seen to be of national importance. It is interesting to note that many of the popular Health Promotion texts start discussing the history of Health Promotion from this period (i.e. the 19th century) onwards and focus exclusively on public health legislation and reform that was implemented in Europe, Britain or North America. Very few writers begin discussing the history of Health Promotion by using examples of Health Promotion interventions from earlier centuries or describing traditional indigenous practices or beliefs about health and disease. It is an interesting bias and reflects the focus of the authors on documenting events in their own countries for the interest of their first world readers. It is also perhaps a reflection on the lack of documentation about indigenous health practices which were considered by many in the colonial era to be unscientific. This was partly because practices were transferred from one generation to the next through oral tradition and oral communication rather than the written word.

c) However, histories of Public Health show that some form of collective public health measures have always been implemented by societies. Strategies to promote health would have inevitably formed a part of these measures, although these would not have been called Health Promotion. 

Examples include:

· The Roman public baths.

· Roman laws governing burial of the dead and regulating dangerous animals and unsound goods. 

· The regulation of prostitution in Ancient Rome and Greece.

· Inoculation against smallpox in India and China before the Christian era.

· The isolation of people with leprosy in Europe in the Middle Ages.  

· The quarantining of ships by the Venetians” (Baum, 1998: 18).

Discussing the indigenous peoples of Australia, Baum (1998) notes that the 

Western concept of public health and concepts of health and disease would have had little relevance or significance to the indigenous peoples of Australia. This is because as hunter gatherers they did not have the Public Health problems associated with permanent settlements in Europe. Also, the popular or Western concept of health and disease would have differed remarkably from their own. Traditional healers use of natural products for healing, Dreamtime legends and behaviours that were circumscribed by kinship, were all part of the indigenous practice which had little connection to European concepts of Public Health. In South Africa we also have a rich history of indigenous healing.

To what extent has this indigenous practice been incorporated into the recording of our local Health Promotion history?

In the next task, you will distinguish the four eras in the development of Health Promotion and identify some of the main influences on health promotion. Take a look at Task 3 before working through the first reading.
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FEEDBACK

Below is a timeline showing the milestones in the development of Health Promotion to compare to your own.
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4
DIFFERENTIATING HEALTH EDUCATION AND HEALTH PROMOTION



Since the mid-1980’s, there has been considerable debate about the difference between Health Promotion and Health Education. Discussions have focused on the difference in their definitions, the scope of their activities and on their underlying philosophies. We thought that it would be important to focus first on this debate before moving on to look at some of the milestones in the history of Health Promotion in greater detail. This is discussed in Reading 6.



FEEDBACK

The article suggests that whilst Health Education and Health Promotion both have the same aim, namely “to improve or protect health”, the scope of their activity varies. In the case of Health Education, most activity centres on providing learning opportunities for individuals and communities so that they are able to voluntarily change their behaviour. In other words, they acquire information and skills to help them initiate a change that enhances their well-being and their health. Educational activities range from individual counselling and self-development to the use of mass media and communication campaigns.

Health Promotion activity is much broader and includes both Health Education 

And:

· The provision of preventative health services.

· Measures to protect the physical environment and make it conducive to health

· The mobilisation of community resources.

· The implementation of organisational policies which promote health. 

· Economic and regulatory activities.

The two concepts, Health Education and Health Promotion are symbiotic strategies. This means that they are closely associated or related and that they benefit from each other.

Naidoo and Wills (1998) suggest that a key feature that distinguishes Health Promotion from Health Education is that Health Promotion involves environmental and political action. Similarly, Tones and Tilford (2001) have suggested that it is possible to distil the concept of Health Promotion into an essential formula: 

Health Promotion = Health Education x Healthy Public Policy

This formula suggests that Health Promotion is the product of both Health Education and Healthy Public Policy. The multiplication sign x literally means to add a given amount several times over. Here the given amount is Health Education (HE) which is added as many times over as Healthy Public Policy (HPP). In other words, when HE and HPP are multiplied, they produce a far greater effect than just the sum of the two.  HE and HPP - if implemented together produce an effect that is far greater than the individual parts.

This formula serves to illustrate how central both Health Education and policy are to the achievement of individual, community and national health status, and how symbiotic or inter-connected the relationship is between Health Education and the broader activity of Health Promotion. 

Ewles and Simnett (1999) note that there has been considerable debate about the use of the terms Health Promotion and Health Education over the last two decades. Some people viewed Health Education in a rather stereotypical way, reflecting a narrow field of activity and focusing on the individual. Health Promotion, on the other hand has been positioned as the more politically correct approach to challenging health status. Many authors, however, now support the view that it is not constructive and too simplistic to distinguish between the two concepts in this way. In addition, viewing Health Education in this manner does not do justice to its varied history. They prefer to view them as symbiotic concepts, with Health Education being seen as an important part of the wider process of Health Promotion. Health Promotion is thus seen as the umbrella term that includes a whole range of activities, such as policy development, environmental or social action and organisational development.


(Ewles & Simnett, 1999: 25)

Before we move on to the milestones in the history of Health Promotion, we will look at the Health Education Era in a little more detail and at the approaches to Health Education which emerged over the past century.

4.1
Approaches to Health Education 

Health Education is seen as a way of providing the public and in many cases risk groups with information; this information was intended to motivate them to change the behaviour that placed them at risk of developing a particular disease or set of diseases. 

Diverse approaches to Health Education have emerged over the last century: 

the two most common approaches have been the preventive approach and the educational approach. A third approach has also been implemented - the empowerment approach.

The Preventive Approach

The Preventive Approach aims to provide individuals with knowledge, facilitate a change in attitude and, if successful, to galvanize the individual into action or into the practice of preventive behaviours. The approach supports the use of a variety of persuasive communication strategies, for example, mass media campaigns, or individual educational sessions at a local clinic, to influence behaviour change. As you saw from the first reading (Coulson et al, 1998: 6), the aim of Health Education in this context  (which is fundamentally a preventive medical one) is to persuade individuals to adopt preventive behaviour. 

This approach has been criticised for assuming that knowledge leads to a change in attitude. Take the issue of a healthy diet for example: whilst I know that cream cakes and donuts are unhealthy for me, I have not eliminated them from my diet. The same could be said for smoking. As a health worker, I know smoking is bad for me and that it has a negative impact on my health. However I am not planning to give up smoking. Both examples illustrate that the relationship between knowledge, attitude and behaviour change is not straightforward.

The Educational Approach

The Educational Approach aims to provide individuals with understanding and knowledge, facilitate a process of belief and value clarification, and develop and practise the skills to make informed decisions. A key component of this approach is the recognition given to the value of voluntarism, i.e. that individuals should be free to make their own decisions, either now or at some future time, about their choice of action. This kind of approach would be suitable as a basis for running workshops where individuals are or will be faced with having to make a choice. For example, the approach could be used in the various stages of a smoking cessation programme or in a dieting programme. It was also the Educational Approach which was used in South Africa to inform health staff about their role in supporting the implementation of the Choice on Termination of Pregnancy Act (Act 92 of 1996). This controversial Act was not well received  by all health workers and thus required a series of value clarification workshops. Through such workshops, staff were able to express their personal reservations about offering termination advice and were able to develop strategies for dealing with the legislation

The Empowerment Approach

This sort of model led to the development of a third approach - the Empowerment Approach. This approach supports the idea of providing individuals with an opportunity to critically reflect upon their environment, as they acquire knowledge, to clarify their values and develop skills. This enables them to maximise their chances of managing the environmental constraints - constraints over which individuals might find it difficult to exercise some degree of control, if they did not have adequate life skills. 

This approach is very much a bottom-up approach and is like the process of community development - with the health promoter as facilitator. An example of how this approach might be used could be a health promoter working with teachers to develop programmes aimed at building the self-esteem of young girls, so that they are able to actively participate in their studies and to enter into relationships with greater self-confidence.

Health Education models have been subject to a considerable amount of criticism. Concerns have been raised about their individualistic approach and their tendency towards blaming the victim. For instance, how empowered are individuals to receive and to act on health education messages, when the context in which they live does not support or allow for the necessary behaviour change? For example, it might be difficult for a teenager to stop smoking when adverts glamorise smoking and there is pressure on young people to smoke in order to fit into their peer group.

Although Health Education has achieved some success in changing lifestyle, it has been realised that changes in individual behaviour would not bring about the necessary improvements or changes that are required to change patterns of ill health or disease. There has been an acknowledgement that many of the changes that were required were beyond the power of the individual. This is where the ideas of the New Public Health and Health Promotion arose. Let us now take a few steps back and consider how this transition came about and what other influences have shaped the course of Health Promotion as we know it today.

5
SESSION SUMMARY



In this session, we have sketched an overview of the history of Health Promotion. We have differentiated Health Education from Health Promotion, and looked at some of the approaches used in the Health Education era. In the next session, we will study the significant milestones in Health Promotion.

6
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Unit 2 - Study Session 2

Milestones in the History of Health Promotion



Introduction 

In the first session, you developed a broad overview of the history of the Health Promotion Movement. In this session, we explore this history in more detail and try to identify the ideas, perspectives and the circumstances out of which they developed. This will help you to locate yourself and the present Health Promotion Movement in a broader context and in doing so, develop your critical understanding of the field.

To get started, look back at your revised definition of Health Promotion in Unit 1 Session 2, and as you study this session, try to pick out the moments or milestones on the time line which led to this way of seeing Health Promotion.

Contents
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Learning outcomes for this session

2
Readings 

3
Milestones in the history of the HP Movement

4
Session summary 

5
References

Timing of this session

This session will take about an hour of concentrated work. Try to complete it in one session to keep the continuity of the history that you are studying. There is an additional reading suggested under Readings and References: set aside an additional hour of reading time before you reach Unit 4 of this Module. 

1
LEARNING OUTCOMES OF THIS SESSION



	Intended learning outcomes

By the end of this session, you should be able to:

	Health Promotion outcomes:

· Identify milestones in the history of the HP Movement.

  
	Academic outcomes:

· Explain concepts.

· Use diagrams to summarise information e.g. a time line




2
READINGS 



There is one main reading for this session. It covers the significance of community participation in Health Promotion, which we discuss as a central principle of the New Health Promotion Movement. It would also be helpful if you have the Reader for Health, Development and Primary Health Care I at hand, because you are referred to some diagrams in it. The references used are listed at the end of the session. There is a list of further readings in Session 3.

	Readings
	Publication details

	7
	Coulson, N., Goldstein, S. & Ntuli, A. (1998). Chapter 11 - Promoting Health in South Africa: An Action Manual. Sandton: Heinemann: 132-146.


3
MILESTONES IN THE HISTORY OF THE HEALTH PROMOTION MOVEMENT



Influences on a particular movement or concept are rarely linear and are certainly not as neat or as simple as we have captured them on our timeline. However, a timeline helps us to unravel the history of the Health Promotion Movement and to begin to understand the diverse influences that have shaped its past and its current direction. The next reading provides more detail and other milestones in the development of HP. 


3.1
A history of Health Promotion   

This section is a summary of the milestones in the Health Promotion Movement. It would be helpful to have a photocopy of your timeline to work on as you read or you could develop one as you read. Try to track the changes in perspective and approach over the centuries, the motivating factors for these changes, the developments in policy and legislation and the critical questions which arise at different times in the history of Health Promotion. 
This summary draws on work by Ashton & Seymour, 1988; Ashton 1992; Baum, F., 1998; Baum & Sanders, 1995; Friedman & Nwokedi, 1998; McKeown, 1976; Reddy & Tobias 1994; Szreter, 1988; Tones & Tilford, 2001; Tones, 1986; WHO, unknown date and WHO, 1978. Details appear at the end of the session. 

3.1.1
The Early Public Health Movement in Europe

In Northern Europe, the Industrial Revolution (late 18th century in Britain), and the growing popularity and attraction of cities resulted in massive changes in population patterns and in the physical environment in which people lived. However, this rapid industrialisation also brought with it disease and social dislocation – the disintegration of family and social structures (Baum, 1998:19).

In Britain, the overcrowded and unsanitary living conditions of the poor, coupled with the rise of cholera and typhoid as major causes of death, placed pressure on the government to introduce reforms or legislation to promote public health. In 1842, Edwin Chadwick, who was responsible for leading a “Health of Towns Commission” and advocating for the first public health reforms, suggested that the ill health experienced by the poor was a result of poor housing, sanitation and unclean water. His efforts resulted in the 1848 Public Health Act, which gave local authorities the powers to remedy unsanitary conditions and to require adequate drainage and sanitation in towns. It was around this time (1854), that the now-famous incident involving John Snow, one of the first epidemiologists, took place. Snow discovered that cholera was a waterborne disease, by tracing an outbreak to a water pump in Broad Street, Soho, London. When use of the water pump was stopped, the outbreak stopped. Experiences such as these, together with public health legislation led to the appointment of Medical Officers of Health by local authorities, to enforce public health legislation and advise on appropriate measures. 

Opinions differ about whether this early public health movement evolved out of a “desire to control disease and the poor who were seen to be the cause of it, rather than by a more altruistic desire to make a society a fairer place” (Baum, 1998: 22). Some theorists believe that the sanitary reforms that were introduced during this time were more about ensuring that the workforce was economically active and could support an efficient capitalist economy than about the redistribution of resources and better living conditions for the poor. 

While you read this history, keep actively adding to your timeline. Write two key issues from this period onto the timeline: then extend a line from this point and add a short note on the main critical issue relating to this initiative i.e. altruism or control of the poor? Perhaps you could write the critical issues in red.

3.1.2
The rise in popularity of the Medical Model

Motivations aside, at the end of the nineteenth century, the emphasis on improving environmental and social conditions in order to prevent ill-health was overshadowed by the rising popularity and investment in a medical (or curative) approach to tackling ill-health. Ashton and Seymour (1988), note that: 

 “As the most pressing environmental problems were brought under control, action to improve the health of the population moved on first to personal preventative medical services, such as immunization and family planning, and later to a range of other initiatives including the development of community and school nursing and school health services” (Ashton & Seymour, 1998: 17).

Ashton and Seymour suggest that following from this, public health activity then entered a therapeutic era from the 1930’s, with the advent of insulin (which treats diabetes) and simple antibiotics. Historically, this period was also characterised by “a weakening of departments of public health and a shift of power and resources to hospital-based services and particularly those based in teaching hospitals” (Ashton & Seymour, 1998: 18).

Ashton, suggests that underlying this therapeutic orientation was an “… implicit assumption that magic bullets could be provided by the pharmaceutical industry for all conditions” (1992: 3).

This trend – that of placing greater emphasis and value on scientific medicine rather than on social, political and environmental measures to treat and prevent ill-health continued until the early 1970’s. You will recall that this is a medical model approach as opposed to a social or Public Health model approach. During this era, medical advances claimed much of the credit for extending life expectancy. As Baum, suggests, after the Second World War “… medical progress seemed to promise that it would eventually be able to cure most diseases” (1998: 29).

Select the key information and the critical issues embedded in this section and add them to your timeline.

3.1.3
Questioning the Medical Model 

The social climate of the 1960s and 1970s was characterised by protest, activism and challenging of the status quo or existing conditions. Examples are the Vietnam War, issues of gender equality and the Women’s Movement which were raised and protested about in public. 

In addition, during the early 1970s, many countries were experiencing a crisis in health care costs.  People began to consider that whilst medicine might be good against acute illnesses like TB or pneumonia, it did not appear to have much to offer in other areas such as cancer. The rates of cancer were still the same and there was still no cure for the disease. Thus, value or returns from the investment in medical technology appeared to be decreasing. 

An important hypothesis or theory proposed by Thomas McKeown (1976) re-confirmed the importance of non-medical factors in improving the health of populations in industrialised countries. Studying the growth of the population in England and Wales, McKeown concluded that, apart from the smallpox vaccination, immunisation or medical therapies were unlikely to have had a   significant impact on mortality in the 19th and 20th centuries. Further, mortality was in fact declining before effective medical interventions were available. He went on to rank the major contributing factors to improvements in health in order of importance. These were “…limitation in family size (a behavioural change), increase in food supplies and a healthier physical environment (environmental influences) and specific preventive and therapeutic measures” (McKeown, 1976, in Ashton & Seymour, 1988: 6). Just to make sure you have grasped it, summarise McKeown’s hypothesis for yourself.

Take a look at your Reader for Health, Development and Primary Health Care I. The reading for Unit 2 Study Session 3 is Sanders, D. & Carver, R. (1985). The Struggle for Health. London: Macmillan. On page 33 you will find Figures 2.17 and 2.18. McKeown's hypothesis is well illustrated by these diagrams. 

In a revision of McKeown’s thesis, Szreter (1988) argues that interventions from government authorities were critical in enabling health to be improved. Collectively, the two analyses establish the importance of general standards of living and of state intervention in improving the health of populations - crucial ideas underpinning the new Public Health Movement. 

3.1.4
The New Public Health Movement

The Lalonde Report is the first major landmark in what came to be known as the New Public Health era.

In 1974, the Canadian Minister of National Health and Welfare, Marc Lalonde, published a report entitled A New Perspective on the Health of Canadians. This report suggested that greater emphasis should be attributed to the environment and to behavioural factors as causes of disease and death, rather than biophysical characteristics. This was a major change from the Medical Model: in what way did it differ? 

The Lalonde report described four health fields as having an influence on health and illness: 

· Medicine and health care services.

· Lifestyle or behavioural factors.

· The environment.

· Human biology.

His approach also proposed that critical improvements within the environment, combined with changes in behaviour could lead to significant reductions in morbidity and mortality.

This report is viewed by some as a highly significant watershed in that it “… signalled the turning point in efforts to rediscover public health in developed countries …” (Ashton & Seymour, 1988: 21). It did so by proposing that policies focus more on the prevention of illness than on treatment and cure. Many people consider this report as marking the beginning of the New Public Health Movement. 

A focus on lifestyle 

Even though the Report broke with the Medical Model, the particular focus on individual behaviour or lifestyle within the Lalonde Report was seen by some as cause for concern. The focus was criticised because it was seen as narrow, failing to take into account the impact of social forces (e.g. peer influences, commercial marketing and the price of commodities) on behavioural choices. As a result, the approach tended to ignore an individual’s social environment, or the context in which decisions were being made. Greater emphasis was placed on individual responsibility. This led to the idea of self-imposed risk in relation to health. In other words, people placed themselves at risk of ill-health through their choice of behaviour, e.g. drinking alcohol, taking drugs, getting pregnant unintentionally and catching STDs. Write the key ideas contained in the Lalonde Report onto your timeline.

Health Promotion programmes based on the approach of the Lalonde Report would have focused on persuading people to change their health-related behaviour, which placed them at risk of disease. This focus on lifestyle was characteristic of the 1970s and brought about different approaches to creating change in individual behaviours. These approaches drew almost exclusively on psychological theory, with little regard for the individual’s social and economic circumstances. Well known behaviour change models such as the Health Belief Model, the Theory of Reasoned Action and the Social Learning Theory were developed during this time. We will look at some of these theories in more detail later in the module. 

Parallel with this behavioural approach to Health Promotion, there was an increasing understanding of the structural causes of illness and health: in other words, those who did not subscribe to the ideas of Lalonde’s approach were developing one which took account of those causes that fell outside the control of the individual. In line with this understanding, two significant WHO events occurred in the late 1970’s, which shaped the development of Health Promotion. These events are discussed in the next section and are still part of the New Health Promotion Movement. 

World Health Organisation: Global Strategy for Health for All by the Year 2000 (1977), and the International Conference on Primary Health Care, Alma-Ata (1978) 

In 1977, the thirtieth World Health Assembly decided that the main health-related goal of governments and the World Health Organisation in the coming decades should be directed at ensuring that all the people of the world attain a level of health that would permit them to lead socially and economically productive lives. This became know as the Global Strategy for Health for All by the Year 2000 (HFA 2000). 

This global strategy was adopted in 1981 by the thirty-fourth World Health Assembly and thereby accepted as WHO policy. Member states of the WHO were invited to formulate their national policies, strategies and plans of action for attaining this goal and to act collectively in formulating regional and global strategies. 

The significant feature of HFA 2000 was the recognition that the main determinants of health lay outside the health sector - namely food, water, sanitation, housing, employment etc. This implied a global movement in which inequities between as well as within countries could be reduced.
 
In 1978, the International Conference on Primary Health Care at Alma-Ata defined the key to achieving the goal of Health for All by the Year 2000 as Primary Health Care. The Declaration on Primary Health Care at Alma-Ata was an important milestone in the development of our current concept of Health Promotion. In the early 1980’s, some of the key principles of the Primary Health Care approach such as equity, community participation, a focus on prevention and the need for multi-sectoral activity, were being incorporated into international discussions about a new concept – that of Health Promotion. 

Community participation or community involvement in health development is central to any discussion which focuses on Health Promotion.  You have already encountered this issue in the Health Development and Primary Health Care I module in Unit 4, Study Session 4.  

Take a look at Reading 7 at this point to find out a little more about community participation.


The WHO later convened two working groups that focused on Health Promotion. First, in 1984, a WHO working group met in Copenhagen and drew up an outline of the most important issues facing the development of Health Promotion policies and programmes. Arising from this, the WHO made explicit five key principles for Health Promotion, as follows: 

· It involves the population as a whole in the context of their everyday lives, rather than focusing on people at risk of specific diseases. 

· It is directed towards action on the causes or determinants of health, to ensure that the total environment, which is beyond the control of individuals, is conducive to health.

· It combines diverse but complementary methods or approaches, including communication, education, legislation, fiscal measures, organisational change, community development and spontaneous local activities against health hazards.

· It aims particularly at effective public participation, supporting the principle of self-help movements and encouraging people to find their own ways of managing the health of their community.

· While Health Promotion is basically an activity in the health and social fields and not a medical service, health professionals, particularly in Primary Health Care have an important role in nurturing and enabling Health Promotion. 

In relation to these principles, the WHO noted that improvements in lifestyles, environmental conditions and health care will have little effect if fundamental conditions are not met. These conditions include peace or freedom from war, equality, satisfaction of basic needs, political commitment and public support. 

International Conference on Health Promotion, Ottawa, Ontario, Canada (1986)

In 1986, the first international conference on Health Promotion was held in Ottawa, Canada. Building on the Alma-Ata Declaration, the HFA 2000 initiative, and World Health Assembly discussions around inter-sectoral action for health, the conference produced a critical document - the Ottawa Charter for Health Promotion. (WHO et al,1986) Many of the principles outlined by the WHO in their earlier working group were developed further in the Ottawa Charter.


(Friedman & Nwokedi, NPPHCN, 1998: 7)

The Ottawa Charter outlined five areas in which Health Promotion action should be directed:

· Building healthy public policy.

· Creating supportive environments.

· Strengthening community action.

· Developing personal skills.

· Re-orienting health services.

It identified three ways (or strategies) in which health could be promoted, namely through:

· Advocacy

· Enablement

· Mediation

The Charter also outlined a set of nine pre-requisites or fundamental conditions deemed necessary in order to improve health. 

The Ottawa Charter notes that Health Promotion strategies and programmes should be adapted to the local needs and that the differing social, cultural and economic systems within countries and regions should be taken into account when developing programmes. However, Baum and Sanders suggest that discussions at the Ottawa Conference tended to focus more on the needs of the industrialised countries, rather than developing countries. They suggest that: “… the principles of the Charter were similar to the Alma Ata Declaration but couched in terms more likely to appeal to western governments” (Baum and Sanders, 1995: 150). 

They further state that whilst  “Alma Ata had a sense of abundance about it, Ottawa was characterised by restraint, reflecting the climate of the times in which the Charter was drafted” (Baum and Sanders, 1995: 150)

The Ottawa Charter has however been used worldwide as the basic framework around which Health Promotion activities are planned. It has become, in the words of Fran Baum “… something of a mantra [or a set of guidelines] for health promotion workers” (Baum, 1990 in Baum & Sanders, 1995: 150). In other words, the term Ottawa Charter captures or embodies the essence or the ideology of Health Promotion. 

This is the end of the historical survey, so add the Ottawa Charter to you time line and then compare it to the one below.

FEEDBACK 

Below is our summary of the history of Health Promotion.


4
SESSION SUMMARY



In this session we have focused on the history of the Health Promotion Movement. This will hopefully add to your understanding of the approach and its underlying assumptions. In the next session, we focus specifically on the Ottawa Charter in more detail and its value and application to our situation today.
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Unit 2 - Study Session 3

The Ottawa Charter



Introduction 

Welcome to the final session of Unit 2. It is a short session which builds on Session 2 and our journey through the history of health promoting interventions.

In this session we concentrate on one key document in the Health Promotion Movement, the Ottawa Charter (1986) and critically analyse the beliefs and vision it puts forward as well as evaluating its relevance to our current context. 
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Timing of this session

This session will take about an hour and a half. There is a list of further readings, including two websites to explore. Try to set some additional time aside to familiarize yourself with the contents of these resources before moving on to Unit 3: in other words, you don’t necessarily have to read them in detail, but preview them and know what they contain. This will save you time when you get to your assignment.

1
LEARNING OUTCOMES OF THIS SESSION



	Intended learning outcomes

By the end of this session, you should be able to:

	Health Promotion outcomes:

· Describe the Ottawa Charter action areas and strategies and their application in local HP projects.

· Analyse and evaluate the Ottawa Charter.
	Academic outcomes:

· Explain concepts.

· Use diagrams to summarise information e.g. a time line.

· Apply a set of criteria to existing HP projects.


2
READINGS 



There are three readings for this session. The references and further readings can be found at the end of the session. There are two websites included. The details are in the Further Readings list.

	Readings
	Publication details

	1 
	Local Health Promotion Case Studies: 1-4.

	8
	Coulson, N., Goldstein, S., Ntuli, A. (1998). Appendix A of Promoting Health in South Africa: An Action Manual. Sandton: Heinemann:175-179.

	9  
	WHO. Health and Welfare Canada, Canadian Public Health Association. (1986). Ottawa Charter for Health Promotion. Health Promotion, 1(4): iii-v.    


3
THE OTTAWA CHARTER



You may recall that one of the definitions we gave of Health Promotion in Unit 1 Session 2 was that of The Ottawa Charter:

 “Health Promotion is the process of enabling people to increase control over, and to improve, their health. To reach a state of complete physical, mental and social well-being, an individual or group must be able to identify and to realize aspirations, to satisfy needs, and to change or cope with the environment. Health is a positive concept emphasizing social and personal resources, as well as physical capacities. Therefore, health promotion is not just the responsibility of the health sector, but goes beyond healthy life-styles to well-being” (Ottawa Charter for Health Promotion, 1986).

If you would like to know more about the symbolism behind the Ottawa Charter logo, you can visit the “Question and answer” section of the WHO Health Promotion website. The address is at the end of this study session. 

This activity provides a more detailed understanding of the ideas contained in the Ottawa Charter and how they relate to Health Promotion projects today.  Refer to Reading 8 and 9 in order to do Task 1.



FEEDBACK

(a) & (b)
The Charter is based on the belief that a secure foundation in society- the fundamental conditions of “peace, shelter, education, food, income, a stable eco-system, sustainable resources, social justice and equity” - are prerequisites for health improvement. Working in the context of a developing country, it is important for Health Promotion workers to reflect on the extent to which such prerequisites exist, and how these might affect the success or the outcome of Health Promotion interventions. These prerequisites are linked to the principle of inter-sectoral collaboration, which is a way of helping to secure these conditions. This connection is summarised in the following quote:

“Health cannot be achieved by the health sector alone. In developing countries in particular, economic development, anti-poverty measures, food production, water, sanitation, housing, environmental protection and education all contribute to health and have the same goal of human development” (WHO-UNICEF, 1978: 40).

c)
To advocate means to speak in favour of something or to recommend it. To enable means to provide the means or the ability to do something. To mediate means to negotiate between opposing sides.

d)

Examples of advocacy include:

Petitions drawn up by groups of people in response to a particular issue e.g. the lack of adequate protection provided to a community by the police service or the number of rapes occurring within a region or country.

Demonstrations e.g. a group of taxi drivers and owners protesting outside of parliament about current transport legislation that restricts their business.

A policy presentation made to key decision makers e.g. representatives from AIDS service organisations making a presentation to the Portfolio Committee on Health about the importance of making AZT available within the Public Health sector.

Examples of enablement include:

Training programmes and workshops.

Representative meetings e.g. all stakeholders involved in running a health clinic.

Examples of mediation include:

· Reaching agreement around co-ordinated action e.g. where the Health and Education Departments work together to develop health promoting schools within a local district.

· Two parties coming to an agreement whereby individual interests are set aside in the interests of the health of a community e.g. after a meeting with the health department, a trucking company agrees to review their policy around the length of time drivers spend away from home and agrees to support an educational intervention for their long-distance drivers.

Let’s look more closely at what the three strategies of Health Promotion really mean.

3.1
Strategies of health promotion

3.1.1 Advocacy 

Advocacy is similar to promotion in that it involves a process of pressurising or pushing for change. Advocacy is usually aimed at changing policies, laws or regulatory measures that either work against the development of optimal health or fail to protect the health of individuals and communities. Advocacy is also often seen as a process of representing the rights or needs of marginalised groups such as street children, sex workers, people suffering from a particular health condition, or poor communities (Coulson et al, 1998).

It is a collaborative process, which gives a voice to the needs of a community and brings these needs to the attention of appropriate decision-makers, or those that have the power to change the unhealthy policies. Advocacy workers often refer to this as placing an issue on the agenda of the decision-makers. Advocates always offer a solution or a set of recommendations as to how the issue or the problem can be addressed by these people.

Communication is an important component of the advocacy process. 

Communication strategies include:

· Interacting and engaging with the mass media, so as to profile the campaign and shape public debate around the problem that the campaign is addressing. 

· Producing and distributing educational media about the issue or the problem. 

· Networking with others in order to develop support for the campaign which often gives rise to the development of coalitions.

When people talk about advocacy they often also use the term lobbying.  Advocacy is generally used to describe the broad range of activities that one would do to influence change. Lobbying refers to the specific work one would do to influence key decision-makers (like parliamentarians and local councillors). It is suggested that the word lobbying came to be used like this because advocates would spend many an hour waiting in the parliamentary lobby in order to catch up and meet with parliamentarians!

3.1.2
Enablement

Enablement is a way of working with others in a participative manner. It is a process that encourages people to reflect on their own experiences and facilitates a process of learning and skills-building, which people can apply to their everyday lives. The Ottawa Charter links enablement with equity (or fairness) in health. For example, if we develop capacity or increase the skills of individuals or groups, be they health workers or members of the community, they will have more power to control the factors that determine their health.

3.1.3
Mediation

Mediation is a way of coming to an agreement, of seeking reconciliation, of setting aside individual interests and negotiating a common goal. The Ottawa Charter links the term mediation to co-ordinated action between different players – a concept that is often referred to when we talk about inter-sectoral action. The motivation behind working together is that co-operation produces greater output than competition. The drawing below illustrates how co-operation and pulling together is more productive than conflict. 


(Ebrahim and Ranken, 1998: 57)

Although these three strategies are treated separately in the Ottawa Charter, many HP projects and programmes use more than one strategy. In the next task, you are asked to analyse some Health Promotion programmes in terms of the proposals of the Ottawa Charter.

4
ANALYSING HEALTH PROMOTING PROJECTS IN TERMS OF THE OTTAWA CHARTER



In order to develop and improve health promoting projects and to use the vision of the Charter in doing so, you need to be familiar with its areas of action and strategies. This task offers an opportunity to identify these elements of the Charter in a range of South African projects. Refer to Reading 1 which contains descriptions of ten different HP projects or initiatives that have a Health Promotion theme.



FEEDBACK

Here is an analysis of the other projects, grouped according to the five areas of action.

Building Healthy Public Policy (Area of action 1):
Tobacco control measures
This is an example of an advocacy project, as this issue was and will continue to be controversial, both in South Africa and internationally. Since legislation is likely to raise considerable opposition, mediation is a strategy that will be used in working with the different role-players. 

Bill of Rights
This is an example of one of the outcomes of our lengthy political struggle, parts of which involved a process of advocacy. The Bill of Rights represents the changes for which people pressurised, lobbied and advocated during the Apartheid years. 

The process leading up to the development of the country’s Constitution and the development of documents like the Bill of Rights was a collaborative process and gave a voice to those who had been discriminated against or marginalised.

Choice on Termination of Pregnancy Act (Act 92 of 1996) and The Domestic Violence Act (116 of 1998) 

These are examples of advocacy projects, where members of non-governmental organisations, private and public sector health workers, academics and members of the legal profession placed two issues on the public agenda: 

women’s lack of rights in relation to choice of termination of a pregnancy and violence against them. A process of advocacy ensured that the issues were addressed. In both cases, a law was passed supporting the cause. Mediation was an important part of the advocacy process in the first case as termination of pregnancy (TOP) challenges many religious and cultural beliefs. In the second case, mediation was also required as the Act relies on strong inter-departmental collaborative work between the Police Service and Health, Welfare and the Justice Department.

Creating Supportive Environments (Area of action 2):

Healthy Cities Project

This is an example of a project containing elements of enablement, mediation and advocacy within it.  At the heart of a Healthy City project is the idea of working inter-sectorally (for which mediation is essential). In taking the city as the unit for Public Health programme planning rather than the individual, greater emphasis is placed in a Healthy City project on social interventions, community participation and policy change. (Baum, 1998: 37) In order to affect change, the things that impact on the health and welfare of the various stakeholders in the city need to be identified, considered and then placed on the agenda for discussion and planning. In this process health promoters need to be able to facilitate community group discussions, explore solutions to problems, inform stakeholders about important health issues, develop recommendations and present proposals to decision-makers: all of this forms part of the set of enablement and advocacy toolkit!

National State of the Environment Report 

Whilst a report like this is not in itself a Health Promotion initiative, the report will be extremely valuable for any advocacy campaign as it provides good factual evidence and justification for the development of environmental campaigns in South Africa. As an advocate, having reliable information like this at your fingertips is essential. It allows you to back up your arguments or illustrate your issue with case studies and to provide others with information. In this particular case, as an environmental health officer or environment activist, you would also probably be interested in monitoring how (and whether) the recommendations of this report are put into practice. 

Very often as a health worker working in a busy clinic or hospital one forgets how important the link is between the health of our clients and environmental health issues. At a more local level, environmental initiatives such as those listed below are all examples of how one would aim to develop a healthier natural environment for people to live and work in, while at the same time conserving the natural resources. The health promoting strategies of mediating and enabling would thus also be brought into use. Here are several examples of environmental initiatives: 

· Restricting smoke pollution from factories and vehicles.

· Encouraging households and commercial institutions to set aside paper, glass and plastic for re-cycling. 

· Developing sporting facilities, parks and playgrounds and planting trees in urban neighbourhoods.

· Educating school children about the value of water.

Strengthening Community Action (Area of action 3):
District Health Management Teams, The Valley Trust and Radio Zibonele

All three of these projects are examples of enablement projects in that they incorporate the opinions, experiences and skills of representatives from the community into their own planning processes and programmes. Opportunities for representatives to build up their own skills are also provided. A partnership between the health service and the community thus begins to unfold.

Developing Personal Skills(Area of action 4):

ADAPT Project

This is an example of an enablement project because men are provided with a supportive environment in which they can share their experiences, increase their skills and (if they wish), contribute towards community mobilisation. 

Reorienting Health Services (Area of action 5:):
White Paper for the Transformation of the Health Services in South Africa

This is an example of a successful advocacy initiative. It is also one that will require considerable support and skills building in the process of its implementation and thus will require the health promoting strategy of enablement.

5
ASSESSING THE USEFULNESS OF THE OTTAWA CHARTER




FEEDBACK

Compare your responses to the feedback below.

a)
The HP examples do not always represent just one of the five action areas alone or a single strategy. In some cases you might have felt that one of the projects listed above could have been categorised under a different action area or included additional strategies. For example, the development of a community radio station like Radio Zibonele could also be categorised under the action area of developing personal skills, as it allowed community members to develop basic radio and communication skills. This then enabled them to inform local community members about community news and important health matters and encouraged the community to work together in solving problems. This is an illustration of the action area of strengthening community action. 

b)
Radio Zibonele was initiated by a non-governmental organisation which ran a local community health centre. The radio station served to enhance the work of the project’s community health workers. As such, the project could also have been categorised under the action area of re-orientating the health service. This is because Radio Zibonele served as a model example of how health professionals, health workers and community members could work closely together, using radio as a medium for Primary Health Care communication, to create a healthier community. 

c)
In reality, it is difficult to distinguish into which particular action area a Health Promotion project falls or which particular strategy you are using or working with as a health promoter. Inevitably the processes involved in one action area overlap with the work we do in another other area. Very often we find we are working with all three strategies.

 For example, in the process of developing a community campaign (advocacy), we often have to develop people’s skills or capacity in a particular area (enablement) and to facilitate agreement between the different parties involved in the campaign issue (mediation). 

The important point in this exercise is to realise that for a Health Promotion project to be successful, it cannot work exclusively in one action area alone. There is a greater chance of change occurring if consideration is given to working across a range of areas of action.  

d)
First, members of the Reproductive Rights Alliance needed to be familiar with the country’s existing abortion policy and its impact on the lives of women. They also needed to understand what policy changes were required and what was feasible in order to provide appropriate reproductive health services (including safe abortions) for women in South Africa. They also needed to plan for and understand the implications of such proposed policies for the health services within the country. 

These activities all fall into the realm of advocacy. In addition, members of the Alliance also needed to mediate between different groups that were supporting and opposing the Bill: this is to ensure that the needs of those most affected were not neglected in the midst of debate and controversy. 

In the process of this campaign, members also had a role to play in providing accurate information about the issue to members of the public, to parliamentarians who would be asked to vote on the issue, and to health workers who would play a vital role in implementing the new policy if it were passed. Therefore they also played an enabling role. 

In relation to heath workers, some people feel that the campaign neglected to adequately take account of the needs and opinions of health workers - a critical stakeholder group. Many lessons have been learnt from this, indicating that the life of a health promoter can be very varied and challenging. We need to be constantly aware of the different interests around the table and think strategically, all of which requires a range of skills and insights.

e)
The key strategies of the Ottawa Charter “… have become something of a mantra for many health promoters” (Baum, 1998: 36). We see it as a good reference point for health promoters when designing a HP intervention. For instance, we can go back to it to double-check that we have covered all bases and considered all action areas. 

Following the development of the Ottawa Charter, the WHO convened a second Working Group on Health Promotion in Developing Countries in Geneva in October 1989. The task of this group was to explore the application of Health Promotion concepts and strategies to developing countries and to recommend specific steps for translating these into action. 

6
A CALL FOR ACTION


The summary statement produced by the working group meeting (convened by the WHO in 1989) for developing countries is called A Call for Action: Promoting Health in Developing Countries (WHO, 1991). It focuses on four main themes: 

· Issues (which are often in the form of challenges), that need to be considered in the field of Health Promotion. 

· The importance of working together to develop healthy public policies. 

· Supporting grass-roots strategies.

· Strengthening political commitment to and national capability for Health Promotion.

The statement proposed that: “Immediate and sustained action is called for now in all nations, to move health promotion from concept to reality …” (WHO, 1991: 11). It ends with a list of high priority actions that each country was called on to act upon. 

Although developed over a decade ago, this document still provides a useful overview of some of the key issues that need to be considered in relation to Health Promotion in a developing context. 

7
SESSION SUMMARY



In this session, we have concentrated mainly on the Ottawa Charter and the vision contained in its areas of action and strategies. We have applied these elements to projects in the South African context, and hopefully also to a project in your own local context. You have also evaluated the usefulness of the Charter and been introduced to the Call for Action … statement.

The next study session takes up where this historical account leaves off and looks at what has happened in the field of Health Promotion since The Ottawa Charter in 1986 and the Call for Action… statement.  
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Websites

The WHO Health Promotion website: http://www.who.ch/hpr is a useful site to visit as you will be able to access some useful fact sheets and be directed to additional readings and resources available from the WHO. For example, Fact Sheet No 171 (Revised June 1998), entitled “Health Promotion: milestones on the road to a global alliance” summarises some of the key HP milestones. Fact Sheet No 92 (Revised June 1998), outlines the concept of a “Health-promoting school”.  

You can find out detailed information about the design of the Ottawa Charter logo by visiting the Fifth Global Conference on Health Promotion Website, linking to an item entitled “Past Conferences” and then “First International Conference on Health Promotion” and then linking to the item “health promotion logo”.  Alternatively you can go directly to the site: http://www.who.int/hpr/conference/first.logo.html
TASK 1 – Clarify some terms 


Historical accounts often describe particular events, gatherings of people, documents, laws etc as landmarks, milestones and watersheds. What do each of these three terms mean, in their original usage or literally and in everyday usage?  





 








TASK 2 – Think about the history and forerunners of Health Promotion





a)	What do you know about the history of Health Promotion? Where, when, how and why did it start? What were the landmark or watershed dates, events and documents associated with it? Jot down any knowledge you have in a mind map like the one below.























b)	The origins of the term Health Promotion is linked to activities that took place around the 19th century in Europe. Why is this? 


c)	Can you think of any examples of health promoting activities which took place earlier in history, and in places other than Europe? 








History of Health Promotion





READING 5: Coulson, N., Goldstein, S. & Ntuli, A. (1998). Promoting Health in South  Africa: An Action Manual. Sandton: Heinemann: 4-11.





TASK 3 – Read about the Health Promotion Movement





As you read pages 4 –11, try to identify the main influences on the development of Health Promotion (HP).





Show the four key movements or eras affecting HP on the timeline below: 





Early Public Health Movement i.e. the concern with environmental conditions.


Medical Era i.e. the belief that medicine had all the answers.


Health Education Era i.e. that medicine does not have all the answers.


New Public Health Movement/Health Promotion Era i.e. that Health Education does not solve everything and can result in blaming the victim. 





Jot down the main ideas, events and documents relating to each era, as far as the Ottawa Charter, as we have started to do on the timeline. Try not to look at our version of the timeline before you have done your own.








19th C





21st C





20th C





Early Public Health Movement


Advocated improved sanitation ………





1900





2000





1990





1980





1970





Health Promotion Era 





READING 6: Catford, J. & Nutbeam, D. (1984). Towards a definition of health education and health promotion. Health Education Journal, 43, (2 & 3): 38.





TASK 4 – List the differences between Health Education and Health Promotion





Read the short article by Catford and Nutbeam and briefly summarise the main differences between Health Education and Health Promotion in terms of their


Aims.


Activities and strategies. 
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TASK 1 – Read more about the HP Movement





Read the text below. It provides a detailed account of developments in the history of the HP Movement. As you read, add any new dates, milestones, and key points to your timeline developed in Session 1. By the end of the session, you should have a more comprehensive summary of the history of Health Promotion. 








READING 7: Coulson, N., Goldstein, S. & Ntuli, A. (1998). Chapter 11 of Promoting Health in South Africa: An Action Manual. Sandton: Heinemann: 132-146.





� EMBED PBrush  ���





� EMBED PBrush  ���





READING 8: Coulson, N., Goldstein, S., Ntuli, A. (1998). Chapter 11 of Promoting Health in South Africa: An Action Manual. Sandton: Heinemann: 175-179.





READING 9: WHO. Health and Welfare Canada, Canadian Public Health Association. (1986). Ottawa Charter for Health Promotion. Health Promotion, 1(4): iii-v.   








TASK 1 – Study the Ottawa Charter





Read the Ottawa Charter for Health Promotion in Readings 8 and 9 with these questions in mind. 





a)	Why is it important for health workers in developing countries to be aware of the prerequisites for health? 


b)	How are these prerequisites for health linked to the principle of inter-sectoral collaboration proposed in the declaration of Alma Ata? 


c)	What do the verbs to “advocate”, “enable” and “mediate” mean? Try checking in a dictionary. 


d)	What are some practical everyday examples of these three strategies or tools of Heath Promotion – “advocacy”, “enablement” and “mediation”?  








� EMBED PBrush  ���





READING 1: Local Health Promotion Case Studies: 1-4.





TASK 2 – Analyse HP projects in terms of the Ottawa Charter





Look back at the five areas of action and the three strategies in the Ottawa Charter. Classify each project or initiative in Reading 1 into the five areas of action and the three strategies as shown below. For each one, explain briefly why you classify it in this way. Spend a bit of time on this analysis as you will learn nothing if you just read the feedback.


Think about a project in your own context, and analyse and classify it in the same way.





Five areas of action: 


Building healthy public policy.


Creating supportive environments.


Strengthening community action.


Developing personal skills.


Re-orientating health services.�
Three strategies of HP:


Advocacy.


Enablement.


Mediation.�
�
A�
ADAPT is an example of a project which uses the strategy of enablement and works in the area of developing personal skills because men are provided with a supportive environment in which they can share their experiences, increase their skills and, if they wish, contribute towards community mobilisation.�
�
B�
�
�
C�
�
�
D�
�
�
E�
�
�
F�
�
�
G�
�
�
H�
�
�
I�
�
�
J�
�
�









TASK 3 – Assess the usefulness of the Ottawa Charter





a)	How easy or difficult was it to classify the HP projects above? 


b)	Which projects use more than one strategy and focus on more than one action area? 


c)	Are there benefits or disadvantages in using more than one strategy and focusing on more than one action area in HP projects? 


d)	Imagine that you are a member of the Reproductive Rights Alliance, a national alliance of 30 organisations, which aims to promote reproductive rights. You are actively involved in supporting the campaign for the Choice on Termination of Pregnancy Act. In what ways might you be involved in advocacy, enablement and mediation? Can you think of any other HP situation in which health workers might have to use all three strategies? 


e)	How helpful do you find the Ottawa Charter? To what extent is it, or could it become your mantra or set of guiding principles? 








Health Promotion Era








� The WHO has now re-affirmed its commitment to Health for All and values, goals and targets have been set for the first two decades of the 21st Century. Details of these can be obtained from the WHO document Health for All in the Twenty-first Century (A51/5). 
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