Unit 1 - Introduction

What is Health Promotion?



This Unit provides an introduction to Health Promotion, what it means and the ideas underlying this concept. 

In this Unit there are two Study Sessions:

Study Session 1: Defining Heath Promotion.
 

Study Session 2: The Determinants of Health.

In the first session, we explore how one’s concept of health determines the way we see Health Promotion. In Session 2, we look at different perspectives on the causes or determinants of health and ill-health in order to develop a deeper understanding of Health Promotion and its approaches. The second session builds on the first, and it is only by the end of the Unit that you are expected to be able to define the concept.

Learning outcomes of Unit 1
	By the end of Unit 1, you should be able to: 



	· Define Health Promotion.

· Analyse the perspectives underlying Health Promotion. 




There are a number of academic skills which have been integrated into the Unit. They include learning selected concepts related to Health Promotion, clustering or categorising information and comparing and summarising concepts in texts as well as interpreting diagrams. Much of the Unit is devoted to critical analysis of concepts and perspectives: try to discuss your understandings with fellow students or colleagues in the workplace as this is a very good way to clarify your understanding. Analysis cannot take place by reading passively, so try to engage in the activities before you read the feedback.
Before you start, look back at your Assignment topic and analyse what sorts of information you will need to complete it. Have this next to you while you study, so that you study with focus. You can then mark relevant parts of the Study Sessions as you work through them.

In many of the sessions, you are referred to a very useful publication by Coulson, N., Goldstein, S. & Ntuli, A. (1998) called Promoting Health in South Africa: An Action Manual published by Heinemann. We strongly advise you to buy a copy as it contains more than we can provide in the Reader.

A number of websites are also listed in the units: they will always be listed under Readings at the beginning of each session. If you have a chance to use the Internet, run through them and get familiar with the all the resources which are available to you. At the end of the last session of each unit is a list of further readings. Be aware of these resources next time you are in a library. 

Good studying, and keep focused on completing sufficient sessions per week to meet your deadline. Working consistently gives one a sense of control and will make a real difference to your enjoyment of your studies.

Unit 1 - Study Session 1

Defining Health Promotion



Introduction 

Nowadays we hear a lot about Health Promotion (HP). People refer to it in workshops and meetings. Directors of Health Promotion in the Department of Health use this term to describe the nature of their work and development workers discuss Health Promotion in relation to health campaigns. But what is Health Promotion? What does it aim to do? What ideas underpin Health Promotion? These are some of the questions which we will explore in this session. 
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Timing of this session 

This session contains two readings and five tasks. It will take you about three hours to complete. A logical point for a break is 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:

· Define Health Promotion.

· Describe how perceptions of health and the determinants of health influence approaches to Health Promotion.

· Examine different concepts and models of health.


	Academic outcomes:

· Define new concepts.

· Critically analyse points of view.

· Classify and rank information and explore your reasons for this ranking.

· Extract information from a text.

· Interpret diagrams and use diagrams to summarise information.


2
READINGS 


The readings for this session are listed below. You will be directed to them in the course of the session. The reference list is at the end of the session. Further  readings can be found at the end of Session 2. 

	Reading 
	Publication details

	1
	Local Health Promotion Case Studies.

	2
	Schaay, N. & Pitt, B. (Sept 1999). An interview with Mrs Blanche Pitt, former Director, National Health Promotion Directorate. Bellville: PHP. 


3
DIFFERENT DEFINITIONS OF HEALTH PROMOTION



What we will do is to examine Health Promotion by focusing on different concepts and issues which affect our understanding. Let’s begin by exploring how different people see Health Promotion.
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Dimensions of Health


	National HP projects
	What they have in common

	Soul City
	· They raise awareness and promote skills to assist people/groups to change behaviour that is detrimental to their health.

· They develop supportive environments in which healthier choices are easier choices.

· They …

· They …



	Arrive Alive Campaign
	

	Red Ribbon HIV/AIDS Awareness Campaign
	

	Child Abuse Helpline
	

	Health promoting settings, e.g. Health Promoting Schools or Healthy Cities
	

	Health warnings on tobacco advertisements
	


FEEDBACK

You might have spent some time thinking about which Health Promotion programmes you know about, as Health Promotion programmes are often not flagged or labelled as such. Instead, they are often found embedded within the broad activities of health and development organisations. They are also found in a variety of different settings, and assume different approaches. This is particularly true at a local or district level, where the delivery of health services is more comprehensive, where there are more opportunities for inter-sectoral action, and where Health Promotion activities are likely to be hidden within these integrated health activities.

b)
Other common features of the national Health Promotion programmes are that they:
· Provide public information about health enhancing initiatives, health issues that require the support of the community or a particular behaviour that has a negative effect on the health of an individual and a community e.g. no smoking campaigns.

· Refer the public to other supportive structures or organisations that will be able to provide additional support or advice in relation to the particular issue e.g. a Childline counselling service.

· Draw on and encourage the development of working partnerships across different sectors e.g. between health and transport, housing, engineering and planning.

· Contain health promoting messages that are targeted at specific audiences and in some cases, that have been developed in consultation with the target audience e.g. Soul City and Soul Buddyz television programmes.

· Contribute towards the development or the implementation of healthy public policy e.g. Arrive Alive Campaign. 

These are some of the things that make projects health promoting. You will find some other examples of Health Promotion programmes in Reading 1. You might want to add them to your list of examples of Health Promotion projects.
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Before exploring these Health Promotion features further, let us look more closely at what we mean by the concept Health Promotion.
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Dimensions of Health


As we have already seen, there are different ways in which people see Health Promotion. We will now look at how the interpretation of this concept is based on one’s understanding of health and the determinants of health. This builds on some of the ideas discussed in the module Health, Development and Primary Health Care I. 

The first interpretation we will study is in Reading 2. It is an interview with Mrs Blanche Pitt, former Director, National Health Promotion Directorate.  

[image: image4.png]



[image: image5.wmf]
FEEDBACK

You probably found that lay or community people and other professionals have different perceptions of health from you and your health colleagues. In most societies there are many varying ways of interpreting health and illness. Kleinman (1980, cited by Helman in Gilbert et al, 1996) has suggested that in looking at any complex society, one can identify three overlapping sectors of health care: the popular sector i.e. the lay or non-professional sector; the folk sector i.e. the traditional, sacred or secular sector and the professional sector i.e. the legally-sanctioned sector such as western scientific medicine. Each sector contributes to how one might experience and interpret what being healthy or sick means. 

For example, one might start constructing one’s idea about health and illness from personal experience. It may be based on our experience of being sick oneself, or of having to take care of a family member who is sickly. It may be derived from listening to neighbourhood or community beliefs or advice about how to keep away colds in winter or how important it is to eat certain foods to combat a particular illness. Such ideas form part of the popular sector. However, one might also construct one’s ideas about health and illness from a traditional healer, a diviner or a spiritualist or from what in South Africa is called an alternative healer such as an acupuncturist, polarity therapist or homeopath. Health and illness is viewed by many in this sector as holistic with all aspects of the individual’s life being considered as equally important. In other words, one’s relationship with others, the natural environment, supernatural forces and any physical and/or emotional symptoms would all be considered in a consultation with such a healer. 

Often a health worker will move between the popular, the folk and the professional sector. The latter sector is traditionally known as western scientific medicine or allopathy. It includes medical practitioners such as doctors, nurses, and psychiatrists and institutions like hospitals and clinics. Helman  notes that “in most countries the practitioners of scientific medicine form the only group of healers whose positions are upheld by law … [and] those who practise medicine form a group apart …” (In Gilbert et al, 1996: 63) Whilst the last sector holds a dominant position in our society people’s ideas about health and illness will not be constructed from this sector alone – nor will they necessarily seek relief from illness from a single health practitioner or healer.

We now look in detail at some of these perceptions and at a way of understanding and working with these differences. 

4
DIFFERENT CONCEPTS OF HEALTH



Health is something which is difficult to define as everyone has a different concept of health. It is so much easier to define something that is relatively simple. For example, a table can be defined as a flat surface with legs (although even this could get complicated as tables can have four legs, two legs or one leg!). More complex or abstract things are more difficult to define and are thus explained conceptually. A concept like health is difficult to define but it can be conceptualised or understood mentally. In other words, you can describe your concept of health but not necessarily define it. This goes for other complex things like God/god, nation or spirit. The important thing is to think about your concept of health and to be able to articulate and communicate it to others. We also need to respect other people’s concepts of health. If to my neighbour or my colleague, being healthy means being fit and never being ill, whereas to me health means to have a sense of wholeness, well-being and peace – one should acknowledge and respect this difference in opinion.  

Many researchers and writers have explored how different people have different definitions or concepts of health. Sometimes this is discussed in terms of lay and health professional concepts or definitions of health. 

For example, Blaxter (1990, in Baum, 1998) working from a British sample of 

9 000 people, grouped their lay definitions of health into a number of different perspectives. Health was generally defined as follows:

· Health as not ill or diseased i.e. the absence of disease.

· Health as individual behaviour e.g. if someone lives in a healthy way, does exercise and or does not drink or smoke.

· Health as physical fitness e.g. being fit or strong, or looking healthy. 

· Health as energy, vitality e.g. having energy and enthusiasm to do things.

· Health as social relationships e.g. health in terms of relationships with other people.

· Health as function e.g. being able to carry out normal routines or having the ability to still do things. This overlaps with the idea of vitality.

· Health as psycho-social well being e.g. being in a state of good mental health.

d’Houtard et al (1990, in Bowling, 1997) suggest that lay perceptions of health might also include references to good living conditions. They might also include a spiritual dimension. For some people, health, ill health and the process of healing are influenced by external religious or supernatural powers (Baum, 1998: 10-11).

Consider how important it would be if you were developing a national Health Promotion campaign (for example with the 9 000 individuals that Blaxter included in her sample), to bear in mind just how diverse people’s ideas about health are. It would also be important to bear in mind the influence that the popular, folk and professional sectors have on influencing your audience’s interpretation of health.

When people turn to discussing professional as opposed to lay perceptions of health, it is still often notable that their perceptions have been influenced by the particular model of health or illness to which they subscribe. 

In Health Promotion literature there are often references to two opposing views of health: the bio-medical model and social model of health. Let us briefly consider each model in turn.

4.1
Medical and Social Models – two views of health

The Bio-medical model defines health as “the absence of disease” and is based on the assumption that disease is generated by specific agents (such as a virus or a bacillus) which lead to changes in the body’s structure and function (Bowling, 1997: 19).  It is a rather mechanistic and negative definition of health, and emphasises the importance of alleviating symptoms or curing diseases, using medical technology.  

Naidoo and Wills note that definitions such as these originate in a western scientific medicine paradigm. The concept paradigm means a particular model or pattern of well-established academic ideas that creates a framework of understanding. The western scientific medicine paradigm tends to define health “… more by what it is not than what it is” (Naidoo & Wills, 1994: 6).  A person is only healthy when s/he has no disease or no illness. In a sense this model halts its analysis at the actual disease – and those who support it have little interest in exploring what other determinants – (apart from what specific agent, like a virus or bacillus) caused the disease. It also places limited emphasis on prevention, as the traditional training of health professionals focuses on the benefits of treatment rather than prevention of disease (National Forum for CHD prevention, 1990, cited in Naidoo & Wills, 1994). 

The Social Model of health, on the other hand, views health and ill health as being caused not by diseases alone but by social conditions. These could include poverty, poor environment and a lack of work. For example, if we consider HIV, people that subscribe to the Bio-medical Model of health would focus simply on the HIV virus being the cause of the current epidemic. People who subscribe to a Social Model of health would also consider the role that poverty, gender and violence play in contributing to the increase in the epidemic.

The Social Model emphasises the positive side of health, and defines it in terms of a state of well-being. The link between the physical, psychological and social processes also suggests that health is more holistic in nature, as is illustrated by the World Health Organisation’s definition of health as “a complete state of physical, mental and social well-being, and not merely the absence of disease or infirmity” (WHO, 1948, in Baum 1998: 5). 

More recently, in a discussion document entitled Health Promotion: A Discussion Document on the Concept and Principles, the WHO broadened the definition of health to include health as a human right and something which requires prioritisation and social investment by all, including governments, organisations, business and others. 

“[Health is] the extent to which an individual or group is able, on the one hand, to realise aspirations and satisfy needs, and, on the other hand, to change or cope with the environment. Health, therefore, is seen as a resource for everyday life, not an object of living; it is a positive concept emphasising social and personal resources, as well as physical capacities” (WHO, 1984, quoted in Naidoo & Wills, 1994: 21).


FEEDBACK

a) There are different ways of classifying these responses. This is how we classified them.











You will see from the diagram that most of the responses fell into the Social Model of Health framework. We thought it was also interesting to look at whether the responses focused on individual needs or on needs which were linked to others, suggesting that health was often linked to community.

We found it difficult to place the decisions about where to place individual behaviour changes such as not smoking, according to these models because of the limited emphasis on prevention in the Bio-medical Model. In the end, we felt that they fitted best in the Bio-medical Model as they are directly related to the prevention of diseases. You may disagree, and consider them as fitting in the Social Model. The issue of individual behaviour versus other approaches, which is dealt with in more detail later, will help you to think about it.  

b)
Being healthy means different things to different people. The responses we received from people were influenced by:

· The context in which they were living e.g. geographical or physical location, housing, income, employment status.

· Their current health status. 

· Their knowledge, experiences and beliefs about health.

As a health promoter, it is always important to reflect on what being healthy means to you and what it means to your clients, as this will have an important influence on the approach you adopt to Health Promotion.

c)
As a health promoter there will invariably be things that you cannot directly help your clients with. For example, ensuring that there is an accessible, well maintained and safe public transport system in the country falls outside of the health service’s responsibility. However, to take a local example, a health worker might work with her/his clients to start lobbying the local government council to put more traffic officers on duty around schools and parks, or to run educational campaigns about road safety at primary schools. Health workers might begin to work inter-sectorally with other departments to reduce the high rate of traffic accidents or to increase road access to rural villages. In this way they will be contributing professional skills or experience as a health worker to broader developmental issues.

4.2 The dimensions of health

As you can see, when people speak about being healthy, they refer to a number of different areas of their daily lives. These different areas have been conceptualised as different dimensions of health (Aggleton & Homans, 1987; Ewles & Simnett, 1999). Adapting the work of these authors, Naidoo and Wills (1994) illustrate the seven dimensions of health in the following diagram.


In the diagram, the inner circle represents the more individual or personal dimension of health, whereas the outer two circles represent the broader or societal dimension of health and the individual’s interaction with the world. 

Ewles and Simnett suggest that identifying the different dimensions of health is a useful exercise in that it alerts us to the complexity of the concept of health. They note however that: 

“… in practice, it is obvious that dividing people’s lives into ‘physical’, ‘mental’ and so on often imposes artificial divisions and unhelpful distortions of a situation … All aspects of health are interrelated and interdependent …” (Ewles & Simnett, 1995: 7). 

This is what many people refer to as a holistic concept of health.

Now let’s look at the second word that makes up the concept Health Promotion.


FEEDBACK

a)
To promote means to advance, assist, encourage, lend support to, market, publicise, help the progress of something, push for. 

b)
Simply put, Health Promotion means to advance, to assist or to push for a better healthier life for people. To use an analogy: health and development workers often feel like they spend all their time standing on the banks of fast flowing river lifting people to safety. In a sense, the health promoter works upstream and tries to find out why people are falling into the river from the beginning and how one can work together in preventing such things from happening in the future.

c)
In order to promote health effectively with individuals and communities, we first need to understand the causes or determinants of ill-health.

5
SESSION SUMMARY



In this session, we have looked closely at how different understandings of the concept of health affect our definition of Health Promotion. Through critical analysis of our own understanding and the understanding of others and by applying some issues and models to our understanding, we are trying to develop a deeper understanding of what is meant by Health Promotion. In the next session, we will continue this exploration by studying another dimension which affects our understanding of Health Promotion – the determinants or causes of health, before we finally arrive at a definition of the field. 

6
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Unit 1 - Study Session 2

The Determinants of Health



Introduction 

In this session we continue to examine the concept of Health Promotion and the ideas which underpin it. Thus far we have looked at different concepts and models of health and how they affect our understanding of Health Promotion. Now we examine two other factors which affect our way of seeing or conceptualising of Health Promotion: first we look at the determinants or causes of health and ill health and then at inequity and explore how these factors impact on our definition and understanding of Health Promotion. At the end of this session we will return to and review our definition of Health Promotion and explore how to deal with different perceptions of it.
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1
LEARNING OUTCOMES OF THIS SESSION



	Intended learning outcomes

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

	Health Promotion outcomes:

· Define Health Promotion.

· Describe key determinants of ill-health and how they are linked.

· Describe how perceptions of health and the determinants of health influence approaches to Health Promotion.


	Academic outcomes:

· Define concepts.

· Classify and rank information and explore the reasons for this ranking.

· Critically analyse definitions.

· Interpret diagrams.

· Anticipate and solve problems.

· Summarise information.


2
READINGS


The readings for this session are listed below. You will be directed to them in the course of the session. At the end of the Session, we have included a number of references and some further readings.  

	Reading 
	Publication details

	3


	Coulson, N., Goldstein, S. & Ntuli, A. (1998). What is health promotion? Promoting Health in South Africa: An Action Manual, Sandton: Heinemann: 1-3.

	4
	Nutbeam, D. (1998). Health Promotion Glossary. Health Promotion International, 13(4): 349-364.


Timing of this session

This session contains seven tasks and two readings. It should take you about two and a half hours. A logical point for a break is at the end of section 3.

3
EXAMINING THE DETERMINANTS OF HEALTH



Identifying and examining causes or determinants of health is the focus of this section. Like your definition of health, what you view as the determinants or causes of health also influences your interpretation of Health Promotion. They affect the way you view the purpose of Health Promotion and the kinds of interventions that you choose to make. 

Naidoo and Wills remark that “… ill health does not happen through chance or bad luck” (1994: 25). Our health status is not determined by a single variable, but rather by the interaction between many factors. Think back to the stories of Luis and Rakku’s child from the module Health, Development and Primary Health Care I. What factors determine the health or ill health of people? How could you classify these factors? For instance, ill-health can be caused by a virus, which would fall under the category of  biological factors.


FEEDBACK

We can group the factors which determine health or ill-health into the following seven categories:

· Genetic factors which determine an individual’s predisposition to disease. 

· Biological factors in which disease is caused by bacteria or viruses.

· Individual behavioural factors which contribute to disease, such as smoking, drinking, lack of exercise.

· Socio-cultural factors, such as traditional or religious beliefs and practices. 

· Factors around work and living conditions, such as housing, sanitation, transport, access to health services, income, adequate nutrition and employment opportunities.

· Environmental factors, such as pollution, level of violence.

· Broader political, economic and social factors, such as a country’s constitution and laws, the kind of economic system prevailing, the available resources and how these are distributed. These factors affect the way in which a society is structured or stratified, e.g. in terms of class, gender, race, age. They also impact upon the other factors (Adapted from Naidoo & Wills, 1994: 25).
The ranking of these determinants will be influenced by your view of health and ill-health and will in turn influence where you, as a health promoter, place your efforts. This ranking will depend on your judgement of the issues, but also the perspectives of those you work with and the feasibility of any intervention. For example, if you were working with a group of youth in a disadvantaged area and if you believed that individual behavioural factors were the most important or most realistic determinant to tackle, you might focus your energy on individual skills building session. These could include running discussion sessions on how youth could stop smoking or taking drugs or how they should practise safer sex. You might even encourage youth to take up some form of sport.

However, if environmental factors such as the high levels of violence or factors associated with poor living conditions were seen as priorities, you might focus your energy on advocating for the development of community safety programmes, or for changes to be made in the design and layout of low-cost housing schemes, and you might work with the local communities to become involved in lobbying for stricter legislation regarding gender-based violence or support for a gun-free society.

3.1
How the categories interact

The last category listed above - broad political, economic and social factors - affects the other categories in various ways. 

For instance, consider how the following government laws and policies could determine and change economic and social conditions and how those changes would impact on other levels of health:

· Providing housing subsidies for the poor.

· Expanding local health facilities to rural areas.

· Ensuring equal work opportunities for men, women and the physically challenged.

· Restricting the levels of industrial pollution.

· Asserting the property and inheritance rights of women married under customary law.

· Supporting the right of women to termination of pregnancy.

· Banning smoking in public places and prosecuting drunken drivers. This intervention could improve the environment as well as the working and living conditions of people. It could also challenge unhealthy cultural and social practices, and reduce the negative effects of these factors, particularly on the health status of disadvantaged or vulnerable groups (meaning those who are at risk). These broad determinants all have a major impact on the health of the population. 

In the next task, you are asked to classify the determinants of health and to explore the context of women’s experience of HIV/AIDS in detail. Classifying the determinants of health helps one to understand them better and to get an overview of them.


Classifying the Determinants of HIV

	
	Categories of determinants

	Determinants
	Genetic &

biological
	Individual beliefs
	Socio-cultural
	Work & living conditions
	Environ-mental
	Political, economic,social

	Anatomically, women are more at risk of HIV infection than men.
	(
	
	
	
	
	

	Some religions forbid the use of condoms, thereby increasing the risk of HIV transmission.
	
	
	(
	
	
	

	Include further determinants here.

(

	
	
	
	
	
	


FEEDBACK

Below are some possible determinants of HIV/AIDS in relation to women, classified according to category. What we are trying to illustrate here is the complexity of the situation and the fact that many different factors contribute to this health problem. Addressing it as health promoters therefore requires you to be aware of the complexity of the determinants and their inter-connectedness. Classifying determinants in this way helps us to understand them.

THE INTER-CONNECTEDNESS OF, DETERMINANTS OF THE HIV/AIDS EPIDEMIC IN SOUTH AFRICA IN RELATION TO WOMEN’S EXPERIENCE
	Determinants
	Discussion of the interconnections between determinants

	Genetic & biological factors
	HIV is transmitted by a virus - the human immuno virus. This passes from one person to another through vaginal fluids and semen, during penetrative sexual intercourse, through blood, during childbirth (in the case of a mother and child), from coming into close contact with infected blood, through a needle stick injury in a clinical setting or through intravenous drug use.

Anatomically women are more at risk of HIV infection than men, as there is a larger exposed surface area of the vagina and labia, compared to the penis, through which HIV can enter. In addition, mucosal surfaces in the vagina are more susceptible or likely to be affected when compared to the hardened penile skin (Abdool Karim, 1998).

It is well documented that co-existing sexually transmitted diseases (STDs) increase the risk of HIV transmission – a risk that has been estimated to be as much as nine times greater where one partner is HIV+. Women are particularly vulnerable in relation to this risk, as their symptoms are often non-specific or asymptomatic or might not be perceived to be serious enough to seek treatment (Abdool Karim, 1998). STDs in women thus often go undetected, thereby increasing women’s risk of HIV and giving rise to infections which can be very painful, distressing and sometimes life-threatening (Islam & Piot, 1994).

	Individual behavioural factors
	Men and women who have many sexual partners and do not use condoms or practice safer sex, intravenous drug-users who share needles and syringes and health workers who do not practise universal precautions are placing themselves and others at risk of HIV transmission.

The use of alcohol and drugs is widespread in many of our communities, with both women and men being affected by increasing levels of alcohol and drug consumption. In relation to the HIV epidemic, this has implications for the way in which people are able to make rational decisions about safer sex practices. For example, as the use of alcohol and drugs lowers inhibitions and clouds a person’s judgement, it can lead to an individual taking less responsibility and care in protecting themselves and their partner(s) from the transmission of HIV during sexual intercourse. For example, using a condom, having safer sex or in fact deciding not to have sex, is likely to become increasingly difficult when a person is inebriated and unable to make a considered, rational decision. 

Alcohol is commonly associated with an increase in the level of violence, including sexual violence, which would then place women in a position of risk. Violent, rough and forced sex or rape results in a woman being forcibly placed in a position in which she is unable to say no to sex or to protect herself by insisting that her male partner uses a condom.


	Determinants
	Discussion of the interconnections between determinants (continued)

	Socio-cultural factors 


	The practice of dry sex, where a woman is expected to keep her vagina dry during sex, places women at increased risk of HIV infection due to vaginal tearing.

Religious beliefs that forbid the use of condoms might place some women at particular risk of HIV infection. For instance, they are not able to have protected sex with their primary sexual partner or husband, whom they might have good reason to believe has had unprotected sex outside their marriage. The woman is thus placed at risk of HIV infection, without having the choice of, or access to barrier method protection.

Women are often blamed or stigmatised for having a STD and thus might not seek early treatment for the infection. 

Traditional beliefs and perceptions about masculinity, which suggest that a man has the right and authority to demand sex from his partner whenever he desires it, or that wearing a condom reduces a male’s sexual power, also place women at risk of HIV, as they have less opportunity to negotiate safer sexual practices in their relationships with their sexual partners.

	Factors around work and living conditions


	In some communities, particularly rural communities, women do not have equal access to on-going training and tend to be excluded from the formal economy. Where women have been able to access skills and training, they have not always had the power to negotiate equivalent work positions or conditions as their male colleagues. 

Having had less choice around what work they are able to do, women have often had to explore other work options, such as sex work, or in some cases, accepting gifts, favours or a place to stay, in return for sex. In these situations, where women are economically dependant on their clients/men, they are likely to be placed in a situation where they accept money for sex without using a condom, or have to suffer abusive sexual situations. 

The level of sexual violence is increasing in many of our neighbourhoods. This places children, young girls and women at particular risk of sexual violence, which increases their vulnerability to HIV infection. 

	Environmental factors 


	General degradation of the environment, for example, lack of street lighting creates an environment which is not safe for women to walk in.


	Determinants
	Discussion of the interconnections between determinants (continued)

	Gender 
	In general, women have less power in their intimate relationships and are therefore not in a position to talk about and negotiate safer sex practices. A woman is also more at risk of violence, abuse or rejection by her partner if she asks him to use a condom (either within or outside of his relationship with her), or says no to unprotected sex.

Women are stigmatised, threatened and even killed, as in the tragic case of Gugu Dlamini, an HIV+ health worker in KwaZulu Natal, who was killed when she spoke in public about living with HIV/AIDS.

Women have less power to negotiate equal salaries and employment opportunities, which then places them in an economically less advantaged position and they are therefore more economically dependent on men. This has had grave consequences for women when they have informed their partner that they are HIV+, as often the partners have literally chased the women out of their homes. Women have in many cases had to leave all their possessions and find accommodation elsewhere, which in turn has increased their vulnerability to further discrimination.

Until recently, access to information about HIV/AIDS and lifeskills was not readily available within a school context. Young women and men were thus not provided with sufficient information and skills to ensure that they understood what HIV was, how they could protect themselves, how best to communicate with their sexual partners and where they might access HIV-related health and counselling services. The lack of appropriate information places women in a less informed position, where they are unable to anticipate or identify risky HIV practices. 

Information about human rights and the rights of women has also not been conveyed to young people. Therefore young women do not have the necessary information or the confidence and security to know that their rights are protected under the Constitution, and particularly in relation to domestic violence and customary marriage law of.

	Broader political, economic, and social factors
	The apartheid legacy and the associated migrant labour system resulted in many families having to live apart from one another. Away from home, men often had multiple sexual partners, which placed their primary partner at risk of HIV infection when he returned home. Women were left to work at home, often in rural areas, and suffered considerable hardship and poverty. In the case of husbands falling ill or dying, women were left in an even more vulnerable position. In many of these instances, women had no other choice but to have sex in exchange for food, shelter and support for their children.

People are not aware of laws which protect people in the workplace and support anti-discriminatory HIV/AIDS- related practices in relation to job applications, issues around confidentiality and procedures (such as the Labour Relations Act, 1996 and the Employment Equity Act, 1998). A lack of knowledge about these laws is disadvantageous to women, particularly in the workplace. For instance, a woman living with HIV/AIDS might face discrimination in relation to how her colleagues treat her. She might lose the right to confidentiality and privacy. This may affect opportunities for promotion or to receiving the level of health insurance or benefits that she would normally receive if her HIV status was unknown. Because there is still considerable stigmatisation and misinformation associated with HIV/AIDS, people living with HIV/AIDS are potentially at risk of experiencing different levels of discrimination in terms of their access to treatment, care and support.

Within a health care context, guidelines have been established to protect a patient’s right to confidentiality, to ensure that they are provided with an opportunity to give informed consent to medical treatment and that they are not denied access to health care services because they are HIV+. Whilst these guidelines and legal rules have been put in place, it does not necessarily protect people living with HIV from experiencing some form of prejudice within a health centre, or from receiving inadequate information or counselling related to their health status. In addition, some AIDS activists argue that the Department of Health’s current decision not to provide pregnant women attending public health services with AZT is both short-sighted and discriminatory, particularly to women who are likely to be most at risk of HIV and who are unable to afford costly medication. 

	Conflict, community instability, mass migration, breakdown in family relationships
	Years of low-intensity conflict, as in the case of KwaZulu Natal, have resulted in significant levels of instability within communities. This has resulted in the disintegration of support networks within the community, the separation of families and increasing numbers of orphans and street children. As their poverty level increases and their relationships break down, they are likely to be pushed into activities and situations which can place them at risk of HIV infection. 

	Apartheid and discrimination on the basis of race 
	Many people believe that the Apartheid era in South Africa left behind a particularly cruel legacy for black women. This has resulted in black women being the most disadvantaged social group in terms of power, access to skills development and the opportunity to make and act on decisions that impact on their own lives, including their health.


It is clear that the broader political, economic and social factors are linked to other determinants and have an influence, either negatively or positively, on the way in which the other categories of determinants connect or interact with one another. 

For example, broader social, political and economic factors such as the ones below affected:

· Apartheid system and its associated migrant labour system. 

· The laws did not support the principle of equity or protect against discrimination. 

· Affected the working and living conditions of women.

Women were (and still are) not afforded the same status as men in society and not given equal access to formal employment and ongoing training opportunities. Their earning power is thus reduced, and until recently, they have not had adequate legal protection against gender discrimination in the workplace, or gender violence at home or in the broader community. 

Two further examples illustrate the link between socio-cultural, gender factors and biological factors. In a situation where a woman is placed at risk of HIV transmission for instance, when she is having sex with her partner, she might not have the confidence, the skills, the economic self-sufficiency or even the choice to insist that she is protected from the risk of HIV transmission. Coupled with her biological susceptibility, a woman is thus placed in a significantly more vulnerable position. 

Another example is the situation of an HIV+  woman who has to make complex decisions about motherhood. For instance, if she decides to have a child, she risks transmitting HIV to her child and then has to live with the consequences of this decision if her child is HIV+. If she decides not to have a child, she might face rejection and even potential abuse from her partner and her family. Mother-to-child transmission also inadvertently carries with it a stigma, as women are seen as the carriers of the disease. This reinforces a commonly held belief that women are in fact to blame for the epidemic. 

Ultimately all these determinants have a role to play in determining the level or health status of the individual or community. Because of the relationship between all these factors, people working in the area of Health Promotion need to consider all of the determinants when developing and implementing an intervention in relation to women and HIV/AIDS, whether targeted at the general public, at men, at the youth or at women themselves. 

4
LEVELS OF DETERMINANTS 



The various categories of determinants can be seen as a series of layers or levels of determinants of health and ill health, which are inter-linked. We can distinguish a range of levels of determinants, for example there are: 

· National or global levels:

Those determinants that relate to broader economic, political and social causes, such as the system, laws and regulations: these can extend to a national, international or a global level.

· Environmental levels:

Those determinants that relate to the living and working environments, and the natural environment.

· Community levels:

Those determinants that relate to community practices, attitudes and norms.

· Individual levels:

Those determinants that are close to or part of an individual, like those relating to genetic, biological and physical causes and individual behaviour.  

Once again, using the issue of HIV/AIDS, the diagram below shows these levels of determinants. It starts at a global level, then moves to the level of the working and living environment and moves closer to a community local level and finally to an individual level.


Economic impact of globalisation increases inequalities. 

Migrant labour system leads to separation of families and lack of support for women.

Gender issues (power, stigma, economic security) increases vulnerability.

Conflict and civil war increases instability within families. 

Workplaces discriminate against or stigmatise those living with HIV. 

Lack of equal access to information, skills and training for girls.

Principle of gender equity not supported.

Lack of access to treatment for pregnant women, and to care and support for women living with HIV/AIDS.

Dry sex practised. 

Religious beliefs about condoms discourage their use.

Stigmatization of women with STDs might discourage early treatment.

Dominant beliefs about masculinity.

Safer sex practices not supported.

Alcohol and drug peer pressure.

Gender-based violence decreases women’s ability to protect themselves from risk of HIV transmission.

Lack of sex education and knowledge of HIV.

STDs (a co-factor in increasing HIV transmission).

Anatomically women are at increased risk.

Alcohol and drugs decrease informed decision-making.

Risk-taking.

Fear of stigma delays health-seeking.


In Health Promotion, recognising how determinants are inter-linked, we try to tap into and work with the different levels. For example, with HIV, we might try to encourage young women to delay practising sex, or to ensure that they seek immediate treatment for STDs. This is an intervention that taps into the most individual or local level of determinants. However, working with only one level of determinants could be detrimental to our health development work in the long term. For example, in this case, whilst we may be ensuring that women receive early treatment for their STDs, we have not adequately dealt with the fact that women also need to be provided with the skills to prevent STD infection. For instance, they need easy access to condoms and to be able to communicate effectively with their partners. 

As health promoters, we also have to keep our eye on the different levels of determinants so that they can assist us in our development of realistic health promotion interventions for the context in which we live. Take for example the issue of the large numbers of children with scalds and burns that Red Cross Children’s Hospital, Cape Town sees every year. As a health promoter working in such an institution, one would begin to think about what role the team could play or what would be an appropriate intervention to assist in reducing such accidents. Perhaps asking the question “Why?” could begin such a brainstorm session:

· “Why are we seeing so many children with burns and scalds?

· Is it because families are living in crowded, informal houses without adequate cooking and cleaning facilities? 

· Is it because adults are unaware of the care and precautions that need to be taken when using paraffin, gas or hot water near children?

· Is it because children are being left at home unsupervised – without adequate adult supervision? 

· Why would this be so?

· Is it because the accident prevention campaigns have been inadequate?

· Is it because parents have no choice but to leave their children at home as they need to go out and work and are unable to afford regular childcare? etc.”

By asking the question “why?” one is able to focus on the cause upstream (if you think back to analogy). One could then begin to consider how one might plan an intervention that focuses on both those determinants that are close to the individual (like educating parents and care-givers about safety in the home) and broader determinants like housing regulations, access to electricity and water and economic opportunities. It would be problematic to try to solve the problem at local level only if at a broader level, the same problem will recur.

In planning an intervention, the Health Promotion team might consider setting up a joint project with the local housing department to ensure that members of the informal housing association, the local civic or the health committee host an awareness raising workshop on the importance of child safety in the home. They might also consider advocating that the local council support a small business initiative to establish child care centres in some of the informal settlements so that working parents can leave their children in safety of more formalised day care arrangements. The team might also consider working with local businesses that are selling gas, paraffin and cooking utensils to support a child safety campaign. For example, they could ask shop owners to display posters about safety and to stock and sell paraffin safety caps - a campaign which could be supported by a local community-based radio station.


FEEDBACK

Although some of these interventions could fit into more than one category, we chose to categorise them in the following way:

Those determinants that are close to the individual:

· Encourage young adolescent women to delay practising sex.

· Ensure that men and women seek immediate treatment for STDs.

· Encourage TB patients to join a directly observed treatment (DOT) programme. 

· Encourage family and household members of TB patients to come to the clinics for screening.

· Educate children about how to clean their teeth regularly and correctly.

· Encourage parents to adopt healthy eating routines for their children i.e. less sugar and less frequently.  

· Produce preventive HIV educational materials and facilitate lifeskills sessions for youth.

· Establish a community-based condom distribution and education programme.

Those determinants that relate to living and working conditions and the natural environment:  

· Implement an inter-sectoral programme that encourages other development projects and organisations to work in collaboration with the health services in informing their clients about how to prevent TB, the signs and symptoms of TB and how to access treatment.

· Advocate that workplaces offer adequate opportunities for workers to be supported in taking their TB treatment.

Those determinants that relate to broader economic, political and social causes, such as systems, laws and regulations:

· Advocate for the introduction of legislation which ensures that people living with HIV/AIDS are not discriminated against in the workplace or within the health services. 

· Advocate for an optimal level of fluoride to be maintained in the local water supply.

· Advocate for improved quality in housing construction, so as to reduce overcrowding and improve ventilation. 

A single Health Promotion intervention, whilst it might be aimed at a particular set of causes or level of determinants, might also have an impact on the other levels of determinants. For example, running an educational workshop on gender and violence for local councillors in a community is a Health Promotion intervention aimed at increasing awareness about the issue. It is thus aimed at determinants that are close to the individual. However, it might also encourage the participants to reflect on how safe their community is for women. 

They might then lobby for changes in their environment and in local government regulations, which try to reduce the current level of gender violence. Such intervention might include:

· Advocating that lifeskills programmes be run in all the local schools.

· Installing more street lights in each neighbourhood.

· Training the local health workers and police force on gender issues and gender violence.

· Increasing the allocation of resources to the police service in order that more community police officers can be employed at local police stations.

· Introducing new regulations on the handling of domestic violence by the police. 

You will notice that the first intervention is associated with the determinants that relate to the individual, the second two are related to living and working environment, and the last two interventions are associated with determinants relating to broader economic, political and social causes and associated systems, laws and regulations.  

The above exercises have been developed to help you to think of the different levels of determinants and how they might influence the way you develop a Health Promotion intervention. Whilst it is rather difficult (and somewhat unnecessary) to divide determinants into discrete categories, it is a useful analytical tool which helps one to recognise the importance of addressing the different levels of causes of ill health. It is important in the process of planning a Health Promotion intervention to consider firstly, how the different levels of determinants interact with one another in causing ill health or a disease, and 

secondly, how Health Promotion interventions aimed at different levels of determinants could work alongside and complement one another.  

Generally, an intervention aimed at only one level of determinant will have less chance of success than a Health Promotion intervention that recognises the different levels of determinants and seeks to develop interventions that cut across all levels.

5
INEQUITY AND HEALTH PROMOTION



When we talk about health determinants, it inevitably raises the issue of inequity.

 “Individuals, communities and countries with the least resources unfairly carry the burden of ill-health and mortality” (Coulson, et al, 1998: 3).

In other words, the distribution of ill health is weighted towards those with fewer resources. In South Africa, the link between poverty and ill health is apparent where stark differences exist between the different sectors of our society. You may also recall from the Health, Development and Primary Health Care I module that the distribution of inequity generally reflects or falls along the lines of race, class, gender and age. To remind you, here are some examples of health inequities.

 “In 1990 the Infant Mortality Rate for African children was 54.7 per 1000 births, compared with 7.3 per 1000 births for white children. Recorded deaths amongst 1–4 year old African children were dominated by infectious diseases, many of which would be prevented by improved environmental conditions and access to primary health care. Injuries made up a large proportion of deaths of white children in the same age group” (Bradshaw, 1997: 7).

The South African Demographic and Health Survey (Department of Health, MRC et al.,1998) notes that the infant mortality rate was 45 deaths per 1000 live births the rates were based on the five-year period before the survey. The survey showed that where socio-economic conditions are poorer, infant mortality rates are higher. Thus in rural and poorer provinces like the Eastern Cape and provinces with large rural populations such as KwaZulu-Natal, infant mortality rates are higher (61.2 and 52.1 respectively). 

In contrast, the Western Cape Province has an infant mortality rate of 8.4. African women, particularly those who live in rural areas, experience higher infant mortality rates than others (Department of Health, 20 August 1999).

When working in the field of Health Promotion, it is important that you clarify for yourself what you and others understand health to mean, and what the causes or determinants of ill-health are. Naidoo and Wills (1994: 41) suggest that this affects the way you and others view the purpose of Health Promotion, the ideals and values upon which Health Promotion activities are based and the choices made in developing Health Promotion interventions. People’s definitions of Health Promotion embody these ideas. Reading 3 explores the issues which affect our understanding of Health Promotion. 



6
DEALING WITH DIFFERENT DEFINITIONS OF HEALTH 

6
DEALING WITH DIFFERENT DEFINITIONS OF HEALTH PROMOTION



As we have said, there are numerous definitions of Health Promotion which are based upon the particular concepts and values to which people subscribe. We will now analyse some definitions of Health Promotion and analyse what ideas underpin them.  


FEEDBACK

Definitions (a) to (d) emphasise the Social Model of health. They support the idea that health is a positive, holistic concept and that the health of individuals and communities is affected by a range of determinants (social, political, economic and cultural). Whilst it is generally accepted that the Ottawa Charter is strongly based within a Social Model of Health framework, some people have interpreted the first line of the Charter as being conservative. In other words they believe that whilst one might be able to increase the level of control one has over one’s health, that does not necessarily mean that one is assured of 

being able to live in a good social environment. 

Definitions (e) and (f) are somewhat narrower and seem to imply a focus on promoting the health of individuals. They emphasise biological and individual behavioural determinants. 

Some of the common themes which underpin the first three definitions are:

· Health Promotion is a process - it does not happen overnight, but is rather a longer-term set of sustained activities and interventions.

· Health Promotion aims to improve the health status of individuals and communities and enable them to gain increased control over their health.

· Health Promotion is based on the philosophy of self-empowerment. 

· Health Promotion entails different strategies, such as providing information and building skills, to developing policy and legislation.

· Health Promotion is not equivalent to health education, but encompasses it.

· Health Promotion involves inter-sectoral action and working in partnership with other sectors.

The last two definitions of Health Promotion are considerably more individualistic in their emphasis and would most likely be focused on working towards attitude and behaviour change within a health care setting. They assume that individuals have considerable influence over their environment, and that a healthy outcome would automatically result from the changes made in behaviour.

One of the challenges that a health promoter may be faced with is working in an environment where different parties hold different understandings of Health Promotion. In that our conceptualisations affect our responses to health problems and our strategies for health promotion, health promoters need to develop a way of dealing with these differences. The next task offers you an opportunity to prepare yourself for this problem.


FEEDBACK

Universally, it is unlikely that a single concept of health, which is acceptable to all, will ever be developed. Instead, diverse and competing definitions are inevitable. This can lead to confusion, misunderstanding and lack of true co-operation when setting up a Health Promotion project. Ultimately this can undermine the success of the project. To address these problems and to work successfully with colleagues and the community, it is important for everyone involved to share their understanding of health and Health Promotion. 

You could suggest that this be done as part of an ice-breaker or introductory exercise in your first meeting or workshop. You could then reach consensus on the main elements of these definitions through group discussion. This awareness-raising exercise could be the first step towards establishing a good working relationship and forging a closer understanding of what Health Promotion means for your team members. It might also allow the group to start thinking about the appropriate level of determinants to target the Health Promotion intervention. 

6.1
Reviewing your own definition of Health Promotion

We end this study session with a simple drawing to summarise our definition of HP, firstly defining health, then defining promotion, and finally the term Health Promotion. Try drawing your own diagram before you check out our summary drawing below. 








· Participation is essential to sustain health promotion 

· Health Promotion action is not the responsibility of the health sector alone-it involves all sectors, systems and structures that govern our social, economic and physical environment.

Reading 4 provides an excellent glossary of Health Promotion terms. You may want to refer to it now and to return to it in the course of studying this module or doing your assignment. Preview it now so that you can use it to review your understanding of Health Promotion. 



7
SESSION SUMMARY 



In this session, we have added to two more factors to our conceptualisation of Health Promotion, determinants of health and inequity. By now, you probably have a fairly strong sense of how our values, experiences and our own critical perspectives influence the way we conceptualise Health Promotion, and therefore the strategies we use. 

In order to develop our understanding even further, we need to look at the history of the Health Promotion Movement to find out where Health Promotion 

originated. This is the focus of the next Study Session in Unit 2.
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TASK 1 - Identifying common features of Health Promotion projects 


a)	What examples of Health Promotion projects or campaigns do you know of, either at a national level or in your local district or region? How easy is it to identify HP projects? 


b)	Look at these examples of Health Promotion projects run on a national level in South Africa. What do all these projects have in common? Jot down more ideas below.








READING 1: Local Health Promotion Case Studies, SOPH, UWC: 1-4.





TASK 2 - Define Health Promotion





How would you define Health Promotion? Quickly jot down your own definition and keep this for later. There is no feedback for this task yet.








READING 2: Schaay, N. & Pitt, B. (Sept 1999). An interview with Mrs Blanche Pitt, Director, National Health Promotion Directorate. Bellville: PHP, (Updated in 2002 by Ms Zanele Mthembu, Director, National Health Promotion Directorate):  1-7.





TASK 3 - Explore different understandings of health 





a)	While reading the interview, consider how the Director and the Department has interpreted the concept of Health Promotion. Make a mind-map of the key words or phrases used by the Director in Reading 2, which relate to Health Promotion. Include the words that you have not come across before. It is likely that you will hear more about these words or phrases during the course of this first Unit.


b)	Speak to a range of people that you come into contact with in your work, e.g. other health professionals, teachers, social workers, engineers and lay or community people in your neighbourhood. Ask them: “What would you need in order to feel healthy and to live a healthy life?” List all their ideas. 


c)	Look at your final list and consider the similarities and differences in people’s ideas about health. Ask yourself why they see the issue differently.








TASK 4 - Classify different perceptions of health





We interviewed a range of people – from those living in informal settlements and wealthy suburbs, to people who were physically healthy or living with HIV. We asked them “What would you need in order to feel healthy and live a healthy life?” Below are some of the answers we received. Classify these responses according to the two different models of health described above.





����������Having money�
�
No natural disasters (e.g. floods)�
�
Having interesting, challenging work�
�
Having a flushing toilet�
�
Good roads�
�
Feeling secure from danger or threat�
�
Not to have diseases I can’t easily cope with �
�
Not to have TB�
�
Not smoking�
�
Protected from discrimination�
�
Having good friends�
�
Having a job �
�
Having a house�
�
No violence �
�
Feeling happy�
�
Having enough food�
�
Feeling well, happy, stimulated by life and spiritually content�
�
A clean environment �
�
Feeling spiritually fulfilled �
�
Being fit and lean �
�
To feel strong and keen to take on new challenges �
�



People’s responses to our question were influenced by, for instance, their current living conditions. 











BIO-MEDICAL MODEL OF HEALTH





Not to have diseases I can’t easily cope with


Not to have TB





INDIVIDUAL





COMMUNITY





To quit smoking


To be fit and lean


To feel strong and keen to take on new challenges


Having money


Having a job


To be happy





Protection from discrimination


Having good friends


No violence


Good roads


A clean environment





Feeling secure from danger





Having a house


Having a flushing toilet


Having enough food


No natural disaster (e.g. floods)





Having interesting work


Feeling spiritually fulfilled


To feel well, happy and stimulated in my life, and to be spiritually content





SOCIAL MODEL OF HEALTH
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TASK 5 – Define (Health) Promotion 





a)	What does promote or promotion mean to you? Jot down some ideas, or check the meaning in a dictionary. 


b)	Given your concept of health, what does Health Promotion mean to you? 


c)	In order to promote health what information do we first need to understand? 








TASK 1 - Identify some of the determinants of health and ill-health





Jot down any other categories of determinants or causes of health or ill-health and rank them according to which ones you think are the most important or have the most influence. 











TASK 2 – Classifying the determinants of HIV/AIDS





In the first column of the diagram below, jot down all the determinants that you can think of in relation to women’s experience of the HIV/AIDS epidemic in South Africa. 


Classify each of your determinants by ticking the category of determinants, into which it fits. We have provided two examples of determinants to guide you. 





Can you think of ways in which any of these categories of determinants are linked? Jot down your ideas.





The Broad Political, Social & Economic Environment





The Living & Working Environment





The Community





The Individual
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TASK 3 – Identify levels of Health Promotion interventions





Listed below are some Health Promotion interventions that have commonly been used in relation to the three health issues HIV/AIDS, TB and tooth decay. Identify which level of determinants each intervention tries to address e.g. global, environmental etc.  








Health Promotion intervention�
Level of determinant�
�
Advocate that workplaces offer adequate opportunities for workers to be supported in taking their TB treatment.�
�
�
Establish a community-based condom distribution and education programme.�
�
�
Encourage TB patients to join a directly observed treatment (DOT) programme.�
�
�
Encourage family and household members of TB patients to come to the clinics for screening. �
�
�
Advocate for the introduction of legislation which ensures that people living with HIV/AIDS are not discriminated against in the workplace or within the health services. �
�
�
Encourage young adolescent women to delay practising sex.�
�
�
Produce preventive HIV educational materials and facilitate lifeskills sessions for youth.�
�
�
Educate children about how to clean their teeth regularly and correctly.�
�
�
Implement an inter-sectoral programme that encourages other development projects and organisations to work in collaboration with the health services in informing their clients about how to prevent TB, the signs and                              symptoms of TB and how to access treatment.�
�
�
Advocate for an optimal level of fluoride to be maintained in the local water supply.�
�
�
Ensure that men and women seek immediate treatment for STDs.�
�
�
Advocate for improved quality in housing construction, so as to reduce overcrowding and improve ventilation.�
�
�
Run educational workshops on gender and violence for local councillors.�
�
�
Encourage parents to adopt healthy eating routines for their children e.g. less sugar and less frequently.�
�
�









READING 3: Coulson, N. et al. What is health promotion? Promoting Health in South Africa: An Action Manual. Sandton: Heinemann:1–3.








TASK 4 - Summarise the factors which affect our understanding of Health Promotion 





Take 10 minutes to make a mindmap of your understanding thus far of the factors which affect our understanding of Health Promotion e.g. inequity. Then add the ideas from Reading 3.





So far we have looked at definitions, perceptions and determinants of health, including the issue of inequity. These ideas helped us to clarify what we mean by health. They are also crucial to understanding what we mean by Health Promotion, to which we now return. 








TASK 5 - Analyse definitions of Health Promotion





Read the six definitions of HP below. What concept and model of health and what determinants of health is each one likely to be based on? 





a)	“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).


b)	“Health promotion is health education and related organisational, political and economic interventions that are designed to facilitate behavioural and environmental changes to improve health” (Green in Wass, A. 1994: 39).


c)	“The terms health promotion and health education are not interchangeable. Health promotion covers all aspects of those activities that seek to improve the health status of individuals and communities. It therefore includes both health education and all attempts to produce environmental and legislative change conducive to good health. Put another way, health promotion is concerned with making healthier choices easier choices” (Dennis et al, in Naidoo & Wills, 1994: 77).


d)	“Health Promotion work has to recognise the prevailing social, economic, political and cultural context in which we all live.  In recognising the powerful links between personal and political issues, we assert the need to challenge inequalities and oppression wherever they may arise.  Health promotion work seeks to oppose inequity and oppression based on race, ethnicity, age, gender, disability, class, sexual orientation and religious belief. The task of health promotion is to enable, facilitate and empower individuals, groups and communities in order that they gain and maintain control of their lives and their health. Education and training for health promoters must be compatible with these aims” (Discussion with Dr Rachael Dixey, Leeds Metropolitan University, UK).


e)	“Health promotion is the art and science of helping people change their lifestyle to move towards a state of optimal health” (O’Donnell ,M. in Reddy & Tobias, 1994: 23).


f)	“Health promotion is a set of activities that aim to promote healthy living and to prevent disease through information, skills building and the provision of health care” (Personal interview with a South African health and development worker). 








TASK 6 – Managing different understandings of Health Promotion





Imagine that you are going to set up a HP project involving health colleagues, other professionals (such as teachers and engineers) and community members. It is likely that everyone does not share the same understanding of health and of the role that determinants play in influencing health or ill health. People are also likely to have had different experiences, and thus have different levels of familiarity with the concept of HP.


 


a) How would this affect the project? 


b) How would you cope with this situation? 


c) What would you do at the start of the project?





GOAL





AIM	





Directed at strengthening the skills & capacities of individuals so that they can change and cope with the environment.





Health Promotion





A process of enabling people to increase control over the determinants of Health and thereby improve health





It embraces actions





Directed towards changing social, environmental & economic conditions to alleviate their negative impact on public or collective health and individual health.








PRINCIPLES & METHODS





READING 4:  Nutbeam, D. (1998). Health Promotion Glossary. Health Promotion, International, 13 (4): 349–364.





TASK 7 – Reflect on your initial definition of Health Promotion





Look back at your definition of health promotion in Session 1 Task 2. Are you still comfortable with this definition? If you are, that’s fine! However, if you feel that you have a different understanding of Health Promotion now, try rewriting your original definition to fit with your new thinking.
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