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ABSTRACT

Considerable conceptual confusion exists regarding the meaning of health promotion,
yet nurses are called to be leaders in the movement. Pre-registration nursing curricula
have been designed purporting to incorporate health promotion principles. In the
United Kingdom this change in nursing education has been called Project 2000.
Empirical evidence in the United Kingdom suggests that nurses perceive health
promotion from an individualistic biomedical perspective.

Chapters 1- 4 explore the philosophical and social origins of the concept. It is argued
that this is evolutionary, rooted in health education, derived from ancient Greek
philosophy. The development of health promotion theory and application to nursing 1s
examined through the development of nursing theory in the United States. Cnitical
comparisons are made by review of national and international literature relating to the
focus of health promotion in nursing.

Chapters 5-11 contain the main body of the thesis. Three longitudinal case studies
investigate Project 2000 nursing student’s perceptions of the concept. Three
intentions aim to determine the students’ health beliefs and values of health
promotion on entry to nursing, to establish if any changes in their perceptions of
health promotion could be attributed to the philosophical shift from intervention to
prevention in nurse education and healthcare generally, and finally to develop an
instrument to be used to measure changes in perception as part of curriculum
evaluation. The results of the study are reported and contextualised by the influence
of teachers, the curriculum and the climate of change in healthcare at that time. The
properties of the instrument and the implications for its purpose are addressed.
Weaknesses in the design of the strategy are examined.

The thesis concludes with a review of the evidence presented. More recent
conceptual development is examined. Final conclusions lead to recommendations for
further refinement of the instrument, by development of psychometric properties.
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PREFACE

During recent decades “health” and the promotion of “healthy” living has become a
topical issue both politically and culturally. Whether they perceive it as being
important or otherwise, few people living in western societies can claim to be
unaware of the espoused benefits of being able to live a healthy life. Although not
strictly the domain of health professionals, since the National Health Service Act in
1974, health promotion has become an integral aspect of healthcare (Rodmell and
Watt 1986). This is a consequence of the of the prevailing world-wide view that a
purely biomedical approach to health and healthcare, compared with social and
economic factors, has had relatively little effect in reducing mortality and morbidity
in preventable diseases (Mckeowan 1976, Morgan et al 1985). From an
epidemiological and sociological perspective, it is also recognised that inequalities
and variations in health still exist (Townsend, Davidson and Whitehead 1988;
Townsend, Phillimore and Beattie 1988; DOH 1995).

The form of healthcare now advocated by the World Health Organisation is one
based on an “ecological systems model”. In westernised societies, aspects of
environmental protection, personal prevention and primary healthcare are
re-emerging and acknowledged as being important to health (Luker and Ashton
1991). Traditionally the biomedical model of healthcare has been dominant in the

education of everyone in the caring professions. However, because of the change in
emphasis from intervention to prevention, health promotion is one of the disciplines

that are now thought to be essential in the education of a new generation of

healthcare workers.

Yet, despite the rhetoric, considerable conceptual confusion exists regarding the
meaning of health promotion. Attempts at clarification of the concept have been
made over the past ten years (Tones 1984, Baric 1985, Rodmell and Watt 1986).



However:

“What remains relatively unresearched (unexplored) are the
perceptions, activities and knowledge base of those working within
those institutions concerned with the delivery of health promotion
programmes and policies” (Bunton and Macdonald 1995).

This is particularly the case in nursing. Nurses have been hailed as potential leaders
in the health promotion movement (WHO 1986; DOH 1989). Nursing organisations
have generally responded enthusiastically to these exhortations. In Canada a health
promotion lead has been adopted by the Canadian nurses Association. In Austraha

and the USA nursing education is focused on health promotion

In the United Kingdom, health promotion is first on the list of competencies

identified in the Nurses, Midwives and Health Visitors Act (1979). These being to:

o “advise on the promotion of health and prevention of illness.

® recognise situations that may be detrimental to the health and
well being of the individual " (DHSS 1979).

Project 2000 courses have been implemented as the vehicle for change in
pre-registration education for nurses in the United Kingdom. Curricular are supported

by guidelines for the inclusion of health promotion content (ENB 1990).

Professional nursing organisations have recognised the scale of the contnbution
nurses could make in promoting better health and preventing iliness (RCN 1991).
This, is attributed to the plurality of the profession and the consequent diversity of
settings in which nurses practice. The RCN (1991) also emphasised the potential
political power nurses have in the field of health promotion stating:

“It is our hope that nurses will themselves persuade service managers
and politicians to take forward these ideas and policies. With 1000
nurses in every parliamentary constituency nurses can be a powerful
force for change working across the political spectrum to promote
health for all” (RCN 1991).



The call for academics to become involved in identifying the role of nurses in health
promotion (Gott & O’Brien 1990a; Maben & Macleod Clarke 1995) has met with
limited response. What there is reflects the general confusion regarding
understanding of the concept (Gott & O’Brien 1990a; Macleod Clarke 1992; Vernon
1992). There is also an indication that understanding of the concept is entrenched in
the traditional approach rather than the more modern or new paradigm approach to
health promotion which is attributed to an, “assumption of a common understanding

of the term™ (Maben & Macleod Clark 1995).

Central to this thesis 1s the recognition that healthcare and the education of healthcare
workers is in the throes of major reorganisation. Nursing and midwifery education
has only recently moved into higher education, consequently this situation is not
surprising. It is argued that it may be some considerable time before a clear picture of

the contribution nursing makes to health promotion can be identified.

This study was undertaken with the intention of contributing to a body of knowledge

that can be used to determine a structure for nursing in the health promotion
movement. Twelve chapters attempt to define this role through four levels of analysis

which trace:

o The social history of the concept

¢ The philosophical origins of the concept
e Current validity of the concept

o The practicalities of the concept.

This was carried out through documentary evidence, evaluation of the relevant
literature and a three year empirical study of pre-registration students’ perceptions of

health promotion. This empirical work had three intentions:

e to determine pre-registration nursing students’ perceptions of the concept of
health promotion



e to try to find out if there was any change in these perceptions as a result of their
Project 2000 programme

e to develop a tool to evaluate the integration of the health promotion content of
the curriculum

Chapter 1 explores the historical and philosophical development of the concepts of
health and health promotion from lay, academic and professional perspectives. It is
revealed that the concept of health has diverse and contested meanings, which are
both socially and culturally determined. These in turn influence perceptions of health
promotion. It 1s also revealed that health promotion is an evolutionary concept,
developing from health promotion, which is rooted in ancient Greek philosophy.
Formal recognition of the concept by the WHO in the 1970s paved the way for
strategic development for health policy. Examination of the European Strategy for
Health For All and the then UK government response revealed ideological differences
in interpretation of the concept. The ideological similarity between the WHO and
strategic development in the 1997 Blair government is acknowledged, but not
examined since at the time of writing statute had not changed. It is argued that by
incorporating the philosophical foundations for practice within a Health For All
framework, health professionals will begin to understand the roles and boundaries of
the variety of disciplines working in this sphere. Conflicting ideologies should not be
a barrier to progress. Ultimately this should have a significantly positive effect on the

quality of care being given.

Chapter 2 considers the practical and moral issues regarding the implementation of
health promotion principles. Two key areas for ethical consideration are identified,
firstly the notion of distributive justice is explored and dilemmas associated the
creation of economic equity between primary prevention and cure are discussed.

Intervention ethics and the selection of appropriate strategies are explored. Problems



encountered in the evaluation of health promotion are also discussed. Possible
solutions are explored through a critique of the development of health promotion
theory and an examination of models of health promotion. The following conclusions
are drawn in that, it is essential for professionals to take account of the social and
personal values of individuals as part of any needs assessment, prior to the planning
and implementation of any activity. This needs to be done in conjunction with a close
scrutiny of their own value systems. At a strategic level, an eclectic approach to
planning may be appropriate. With regard to evaluation, until recently the philosophy
of the UK government appears to have been in conflict with that of the WHO. In this
context evaluation seems to have been considered from a short-term quantitative
perspective, related to the reduction of mortality and morbidity, due to ill health
caused by damaging behaviour. As a result, evaluation strategies aimed at reducing
inequalities are limited. Theorists too, are critical of the foundations of knowledge in
health promotion. Further systematic enquiry utilising various methods is the only
way forward for theoretical development. There is a political dimension to health
promotion, but this does not mean to say that conflicting value systems or ideologies
should be a barrier to progress. These differences should be viewed as an opportunity

for dynamic and innovative thought and progression.

The previous chapters were concentrated on concept clarification from a broad

perspective. In chapter 3 the development of health promotion in nursing is
discussed. The historical development of the biomedical model of healthcare 1s
traced and its influence on nursing is considered. The decline of this influence is
explored in the light of the development of nursing as an academic discipline. The
development of nursing theory in relation to health promotion in the United Kingdom

and USA is also discussed.



It is concluded that the decline of the biomedical model of health has allowed health
promotion to re-emerge, and in theory create opportunities for nursing to develop an
expertise in this discipline. However, government policy prior to 1997 dictated a
conservative approach to health promotion. Despite the rhetoric supporting nursing in
this arena, it did not appear to have a prominent role. This is attributed to government

support for doctors, which is also reflected in legislation.

Chapters 4 considers the focus of health promotion in nursing. Policy development
introducing this role in nurse education in the United Kingdom is examined The
literature relating to the development of health promotion in nursing in the United
Kingdom 1s reviewed and compared with the American and Australian literature.
This demonstrated that nursing research in health promotion was limited. Although
empirical work indicated that nursing students perceive it as being important, there is
no clear indication that they understand the concept, or its implication for their role
as future practitioners. In the light of the changes occurring in nurse education it was

concluded that this line of enquiry should be continued and developed.

Chapter 5 gives an account of the development of concepts methods and research
tools. The results of an exploratory small-scale investigation of student nurses health
beliefs and perceptions of health promotion are reported. This provided the
foundation for strategy and design of the main study.

Chapter 6 describes and justifies the strategy adopted in the research reported in this
thesis. A research design involving a three-phase longitudinal study of students in
three colleges of nursing. Methods of triangulation, and concepts of rehability and
validity designed to strengthen and support results are discussed. In relation to data

collection, earlier work in the development of questionnaires was developed further

and re-tested for reliability and validity. The results of pilot work indicated that the




design was robust in methodological terms. This provided the foundation for the

work, to whose analysis and interpretation, the main body of this thesis is directed.

Chapters 7-11 are the presentation of the three year longitudinal study exploring
pre-registration nursing students’ perceptions of health promotion. Chapter 7 provides
a profile of all of the student population. The data are examined in the context of the
respective institutions in which the students were situated, comparisons are made to
determine the similarities and differences between the groups. This includes an
analysis of the students’ age, gender, ethnicity, social class and educational

achievement.

The analysis revealed that the total student population consisted of young,
middle-class women of above average educational attainment. It was also established
that there were some significant differences between the groups, in that one college
appeared to reflect the type of student traditionally accepted into colleges of nursing
in teaching hospitals, while the student population in the other two colleges tended to
be slightly older, less well educated, and of mainly lower middle class social origins,
this was also a reflection of the general trend in the recruitment of nursing students at

that time.

Chapter 8 proceeds to examine the students’ perceptions of the importance of health
promotion in nursing. It continues with an examination of their beliefs about the
importance of learning about health promotion and concludes with an exploration of
their interpretation of the construct. At each point in time perceptions are reported
and observed differences between the schools tested for significance. Changes over
time are then compared and measured for significant change. Finally emerging salient
factors are presented and discussed. Throughout this chapter a framework for analysis

derived from an examination of the initial baseline data is utilised. Significant

changes over time were also calculated.



Initial interpretation of the data indicated that students perceived health promotion on
entering nursing within an individualistic framework focusing on personal
responsibility for health and lifestyle. As a result of their educational programme this
perception changes and the prevention of disease and behaviour change in relation to
changing lifestyles become significant aspects of the role of the nurse. Multivanate
factor analysis supports this change. This part of the analysis also reveals a two factor
model: factor 1 is associated with the theoretical underpinnings of health promotion,

factor 2 attempts to define health promotion in nursing.

Chapter 9 explores why differences between the schools occur. The focus of the
analysis 1s on the culture of organisations and teachers’ perceptions. In this chapter
the influence of educational ideology on educational organisations is discussed.
Although it is acknowledged that nursing education is bureaucratic, to some extent all
educational organisations are bureaucratic, but it was demonstrated that these
colleges of nursing were functioning within different ideological contexts. However
the transition from the health service into higher education was a factor that had very
wide ranging, and in one case drastic effects on these organisations. The culture of
these organisations was led not by ideology, but by the transition into higher
education. Teachers gave no clear accounts of what was taught in the name of health
promotion, which was perhaps an underlying indication of their lack of conceptual

clarity. Conflict was also apparent in relation to this new paradigm approach to

healthcare, which could possibly place the care of acutely ill people at nisk.

Chapter 10 explores deeper reasons for the teachers lack of conceptual clarity,
through focus group discussion. An overview of the methodological problems
encountered in this method of enquiry i1s presented. The analysis demonstrated that

the teachers were generating their own definition of the type of health promotion that

nurses on adult branch programmes should be able to engage in on registration. The



key to this was the philosophical approach to their nursing practice, which they

perceived as being embedded in health.

In chapter 11 the intention was to examine that part of the student learning
experience within the curriculum documents pertaining to health promotion, in order
to identify any areas in the planned learning experience that influenced the students’
conceptualisation. Relevant policy documents influencing curriculum design and
content are also examined. This provides several explanations for the results of the
analysis of the student data. They also account for the teachers general lack of
perceptual clarity and frustration with what should be taught in the name of health

promotion.

Chapter 12 provides a summary of the empirical findings, it sets this in the context of
recent research and conceptual development and ends with an examination of the role
of nurses in health promotion. The strengths and methodological weaknesses in the

design are reviewed.

The study commenced with the idea that the instrument could make a formidable
contribution to illuminative evaluation. As the work progressed, and as nursing
education evolved and matured this opinion is revised. The conclusion is reached that
an instrument is required to make an effective contribution to evaluating changes in
large groups of students, while meeting the stringent requirements of quality
assurance, in demonstrating effective outcome measures. Further refinement and

analysis is required in the development of psychometric properties which could be an

effective measure of achieving competence in this important area.
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CHAPTER 1

THE CONCEPT OF HEALTH PROMOTION

In the preface to this work it was acknowledged that health promotion was an
essential competency for admission to the nursing register. It was also demonstrated
that considerable conceptual confusion exists in both the nursing and the health
promotion literature regarding the meaning of the concept. Little attempt has been
made in the nursing literature to clarify the concept (Maben & Macleod-Clark 1995).
Empirical evidence also indicates that nursing practice and education in this sphere

continues to be dominated by biomedicine (Gott & O’Brien 1990a; Lask, Smith &
Masterson 1994; Maben & Macleod-Clarke 1995). This is not a specific problem for
health promotion and nursing. Marsland (1993) describes the “unhelpful” confusion
surrounding the concept of social education and demands a rigorous analysis and
clarification of these concepts by professionals involved in the discipline. He states

this 1s imperative if the discipline is to develop and the quality of secondary

education to improve.

“without the tough thinking which this conceptual work requires, the
youth service is unlikely to survive the harsh times which are only just
beginning. Nor will it deserve to survive if we fail in this task. For it is
surely an essential characteristic of all professional work that
professionals think, hard and systematically about their work and their
clients’ needs. On this basis they seek to organise their practice in
terms of coherent principles, and they judge their own and their
colleagues’ work in terms of rational criteria of evolution derived from
them. They are not afraid to let the public look hard at their work and
the principles that justify it. In other words professionalism absolutely

demands of its practitioners hard and honest thinking” (Marsland
1993).

Similar principles can be applied to health promotion and nursing and Maben and
Macleod-Clark (1995) are equally vehement in their demands for rigorous

clarification of the concept. The method of analysis they offer is based on Rodgers



(1989) “evolutionary cycle,” which is eclectic, in that it incorporates the views of

various philosophers. This “modern” approach they argue, submits that concepts are

abstractions expressed either in discursive or non-discursive forms, thus, “through
socialisation and reported public interaction, a concept becomes associated with a

particular set of attributes that constitute the definition of a concept” (Rodgers
1989).

This approach is pragmatic, the influences of the cycle are namely; significance, use
and application. The definition they espouse certainly clarifies the language utilised

in the World Health Organisation’s (1986) definition of health promotion:

“Health promotion is an attempt to improve the health status of an
individual or community, it is also concerned with the prevention of
disease, though this 1s not its’ only purpose, as health is not merely the
absence of disease. At its broadest level it is concerned with the wider
influences of health and therefore with the policy and legislative
influences of these. Health education, through information giving,
support, advice and skills training is part of the necessary
pre-requisites to health promotion, attempts to raise the issue in
question and fosters an ability to cope with illness or disease. More
radically, health promotion is in itself an approach to care through
empowerment, equity, collaboration and participation, and may
involve social and environmental change” (Maben & Macleod Clarke
1995).

The authors rightly acknowledge that the definition ignores the empirical reality of
nurses’ perceptions of health promotion. They also state that the analysis ignores the
more traditional conceptualisation of the 1980s as the literature, and the resulting
conceptualisation has moved on. Health education is perceived by the authors as a
pre-requisite to health promotion and the process of education is described in the

traditional manner of information giving, support, advice and skills training.

Given that nursing has made so many assumptions regarding the meaning of health

promotion, in conjunction with the turmoil the profession faces in the light of



ongoing social and political change, these views are contestable. While the model for
analysis utilised proposes some guidance for the change in preparation of future
nurses, a definition which does not attempt to explore the historical origins of the
concept, and leaves gaps in knowledge, will not provide a sound theoretical

framework in which nurses can develop their expertise.

This study, rather than utilising a model which does not entirely fit the type of
exploration that is proposed, will adopt a more rigorous approach that instead, asks
questions about the concept. This approach is influenced by a model proffered by
Marsland (1993). While acknowledging the importance of use and application 1n
concept development, he seems to reject the purely “modermn” approach reaffirming
the depth of understanding to be achieved through an examination of the historical

context. Four levels of analysis are therefore proposed, namely:

e The social history of the concept.

This explores questions about, the origins of the idea, who first used it
and with what meaning, how and why has it changed since its
inception. For what reasons and with what effect?

o The philosophy of the concept.
Implicit distinctions require to be made here and then either justified
or rejected.

e The current validity of the concept.
Here, questions about utilisation are asked, for example, are the people
who use it powerful, influential or marginal groups? Do our clients,

colleagues or paymasters use it? Do they understand or believe in 1t? If
not why not?

¢ The practicalities of the concept.

This part of the analysis (in the context of this study) should ask
questions about how or what is taught in the name of health
promotion, how 1s it integrated into the curriculum and whether
students are competent health promoters once they are qualified.



The remainder of this chapter will be devoted to an examination of the historical and
philosophical development of health promotion. The concept will be explored from

both lay and professional/academic perspectives.

The Social History of the Concept of Health Promotion.

Health Promotion is frequently described as a new discipline; this is not so. It has
evolved from health education, which has its roots in the classical Greek view of
health. This view is holistic and is described as the degree to which individuals are
capable of achieving harmony in their lives (Rodmell & Watt, 1986; Nijuis & Van
Deer Maesen, 1994). The philosophical development will be discussed elsewhere 1n

the chapter.

The Concept of Health

In accordance with the principles of social enquiry, we commence with an
exploration of the concept of health. The literature from the past twenty years or so
indicates that defining health has been the focus of much academic investigation.
Studies have been carried out by researchers from various backgrounds in order to
find a common definition that could help professionals improve their practice. Social

anthropology has played a major role in attempting to define health. These studies

have concentrated on looking at health beliefs from both lay and professional

perspectives.

Lay Interpretations.

Herlizch investigated the beliefs about health and illness of middle-class people in

France in 1973. Her conclusion was that her subjects thought of health as something

“internal,” which they could control, and illness was associated with “external”



causality which was beyond control. She also identified three distinct themes from

her data, which she describes as :
e health in a vacuum: the absence of disease;

e health as a resource: the physical ability to maintain health and resist illness;

e health as an equilibrium: balance, harmony, the notion of well-being.

A further study of elderly people in Aberdeen (Williams 1983) identified similar

dimensions in health.

Studies in the United Kingdom (Pill & Stott, 1982; Calnan & Johnson,1983; Blaxter,
1990) explored the relationship between health beliefs and social class. The
prevailing conclusion is that middle-class people have a more positive perception of
health 1n that they tend to control their health by being active, keeping fit and using
preventive health services. They also tend to possess multidimensional concepts of
health, which could be dependent on age and gender as well as class (Blaxter, 1990).
Working class people, on the other hand, tend to view health negatively, in terms of
“not being 1ll,” and “getting by” despite disease. To summarise, from a lay
perspective, there is no finite definition of health. Peoples’ views vary according to

their age, social class, economic status and cultural background.

Dictionary definitions reflect a change in perceptions of health over time, for
example, the Oxford Dictionary (1998) offers definitions of health which are
generically described as wholeness, the sound condition of the body in terms of
freedom from disease and vigour, healing or cure, spiritual and moral soundness,
welfare, safety and deliverance. When these definitions are compared with those of
the 1966 Collins Westminster Dictionary, health is defined as being associated with
the soundness and general condition of the body, wholeness and freedom from

disease, 1t seems safe to conclude that these multidimensional concepts of health are

now firmly embedded in western culture.



Professional Interpretations of the Concept of Health.

Professionals working in healthcare, while having their own perceptions influenced
by culturally determined beliefs and values, may be able to view health more
objectively. As long ago as 1947 the World Health Organisation defined health as “a
state of complete mental and physical well-being, rather than solely the absence of
disease” (WHO 1947). This definition is frequently quoted and often accepted at face
value, but it is widely criticised, mainly because it denies the dynamic nature of

health. However, it does address the spiritual, emotional and societal aspects of

health.

Advocates of the health promotion movement often describe their work as
constituting a decisive break from a traditional medically dominated model of health
(De Leeuw 1989). They have sought more far reaching and sometimes esoteric
models of health. Seedhouse (1986), for example advocates health as being a
foundation for self-actualisation. A eudemonistic model is also proffered, based on
Aristotle’s (1953) ideas about happiness which he says is an “activity of the soul”
Russell (1991).

However, Kelly (1990) argues that while health promoters have long searched for a
decisive break with a traditional medical model of health, the wrong break has been
made. The rationale they use to support their argument is the post-modern view of

society. Thus it seems appropriate to explore these meanings.

According to Giddens (1992), post modernity as a sociological, philosophical, and
cultural notion has many meanings. However, in this context it refers to the major
social disjunction that has occurred in various aspects of cultural and scientific

endeavour in the twentieth century. It is basically a critique of modernity’s reliance



on the belief that knowledge and science are inextricably linked and that science is

able to produce ultimate truth or human happiness (Baumann, 1996).

Reality is not rational, but chaotic and uncertain (Best and Kellner, 1991). In
post-modernity, rationality and irrationality merge along with truth, falsehood, lay
beliefs and expert (biomedical, high-tech, scientific) modernist knowledge. In
contrast, health promotion, which is community based and self-empowering reflects
late or post-modernism. This new paradigm approach acknowledges that health 1s a
quality of individuals and groups that is defined by them and cannot always be
measured according to purely scientific principles. When viewed in this context the

WHO definition of health does not seem so idealistic, but rather forward thinking
(Kelly 1990).

What 1s refreshing about Kelly’s (1990) analysis is that it does not denigrate either
the social or the biomedical models of health. He refers to them as being based on
causal epistemology. This means that bad outcomes have bad precursors, to use a
medical metaphor, the task of both medical and social scientists is to identify ways of
controlling or eliminating the pathogen. Therefore, the definition should not be

totally disregarded.

The post-modern approach does not view health in terms of models or systems.
Antonovsky (1987) challenges us not to address the origins of the disease through a
nisk factor analysis, but to address the origins of health. People cannot be categorised
as healthy or “normal” or diseased and “deviant.” In this dichotomy Antonovsky
(1988) says there is no room for the chronically disabled, mentally handicapped, or
those being in a state of disease, such as having cancer or heart disease, or

functioning in everyday life.



Therefore, according to Antonvsky (1998), we should think “salutogenically,” that 1s,
instead of assuming an individual’s normal state as being one of homeostasis, it is
more sensible to think of the normal state of affairs for the human organism to be one
of entropy, disorder and disruption of homeostasis. He suggests that no-one can be

either healthy or ill, but somewhere on a “health-ease-disease” continuum.

“we are all somewhere between the imaginary poles of total wellness
and total illness. Even the fully robust, energetic, symptom free, richly
functioning person has the mark of mortality: He or she wears glasses,
has moments of depression, comes down with flu, and may well as yet
have non-detectable malignant cancer cells. Even the terminal
patient’s brain may be fully functional” (Antonovsky 1979).

What Antonovsky is proposing is that the curative aspects of disease should not be
denigrated, but that other ways of achieving health are explored. For example, the
availability of surgery such as hip replacement should not be questioned, but what
also requires understanding 1s how people cope with situations. Why do some people
make good recoveries while others don’t. All the factors or variables that enable a
person to move along this continuum require exploring. It is not so much a question
of how stressors can be redirected, but how individuals adapt or learn to live with

dis-ease (Antonovsky, 1979).

Clearly, from both lay and professional perspectives health is a multidemensional
concept. In reality none of these dimensions can be taken as discrete entities, they are
interdependent. The main conclusion drawn from this discussion is that it 1s
important for practitioners, managers, policy makers, educationalists and the public
to communicate their beliefs and understanding of health, so that they can work

together to promote health more effectively.



Defining Health Promotion.

Any interpretation of health promotion is dependent on whether one adopts a
“structuralist (collective) or “individualist” (lifestyle) approach to health (Bunton &
Macdonald, 1992). A structuralist interprets health as being determined by the
environment in which people live and work. As such, health promotion has a political
dimension. An “individualist” views health as the responsibility of the individual, and
dependent on the lifestyle people adopt, regardless of their environment. Therefore,
ill-health could be described, respectively, as the consequence of poverty, and social
deprivation, or of the unhealthy and harmful habits people have, such as drinking too
much alcohol and smoking, eating “junk food,” and not participating in any form of

exercise.

Bunton and Macdonalds’ explanation is useful in beginning to understand what is
meant by health promotion. However, studies have repeatedly demonstrated that
interventions aimed at changing individual “unhealthy lifestyles” and ignoring
peoples’ social lives have been unsuccessful (Rodmell & Watt, 1986; Ewles &
Simnett, 1990; Beattie, 1992; Williams et al., 1993). All they do is induce feelings of
rebelliousness and guilt and a sense of moral failure, for these reasons they have been

called “victim blaming.” Therefore, further clarification of the concept is necessary.

The Debate Concerning Health Education and Health Promotion.

There 1s a wide literature regarding the meaning of health promotion. The greatest
area of confusion and debate lies between the understanding of the meaning of health
promotion and health education and it is here that problems in the clarification of the
concept lie (Sutherland 1979; Rodmell & Watt 1986, Gott & O’Brien 1990).

Dictionary definitions of the nouns “promotion” and “education” also reveal startling

contrasts in the meaning of these words. For example the Oxford Dictionary (1998)



defines “promotion” as the act of promoting someone or something. It is the act of
an individual being promoted to a higher position, or the publicisation or marketing
of a product by the advertisement of its’ merits, or it is an entertainment or sporting
event which is staged for profit. “Education” on the other hand is defined specifically
in relation to children, incorporating activities such as; schooling, teaching,
instruction, coaching, training, drilling, priming, informing, indoctrination,
edification, cultivation, preparation, rearing, nurturing and fostering. Whereas people
who are educated are defined as being literate, scholarly, knowledgeable,
enlightened, cultivated and refined. (Oxford Dictionary 1998). Seemingly, these
definitions reflect the passage of a student through the more structured educational
process of pedagogy to the more flexible and self-directed process of androgogy
(adult learning) as described by Knowles(1978).

The Meaning of Health Education and Health Promotion.

In this debate Seymour (1984) feels that the aims of these notions are the least
discussed, yet most fundamental aspects of the dilemma. He states quite simply that
the purpose of both is to improve health. The World Health Organisation (1985), in
explaining the structure of the European Targets for Health For All By The Year 2000
defines the pre-requisites for health as being, “peace, adequate food and income, safe
water, sanitation and a satisfying role in society.” None of this can be achieved
without “strong political and public support.” They also describe the aims of
improvement in health as being to ensure “equity in health,” adding, “life to years,
health to life and years to life” (WHO 1985:6). These views on equity and
inequalities in health are also reflected in the United Kingdom in the Black Report
(1982; cited by Townsend & Davidson 1988), and in the most recent Acheson Report
(1998).
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In considering the questions “What is health education.? What is Health Promotion?”
Baric (1985) reflects the World Health Organisation’s (1969) notion of health

education. This focuses specifically on people and actions. He states that it is:

“concerned with raising individual competence and knowledge to use
the healthcare systems and understand its functions. It is also
concerned with raising awareness about social political and
environmental functions that influence health” (Baric 1985; cited by
Linney 1990).

The 1nherent implication in a paternalistic statement such as this is that, information
and guidance is given to individuals to improve their health, then the decision to take
action 1s their own responsibility (Cork 1990). Tones (1984) describes health
promotion as an overarching concept which incorporates health education, as well as

the environmental, legal and fiscal measures designed to promote health.

The Similarities Between Health Education and Health Promotion.

In exploring these similarities, it 1s necessary first of all, to consider the shift in focus

1n approaches to health education that occurred during the 1970’s and 1980’s. This is

viewed in the context of the practice of health promotion professionals. Rodmell &
Watt (1986) concur with Sutherland (1979), in that the concept is as old as Plato’s

Republic.

According to Bertram Russell in his History of Western Philosophy (1991), Plato’s
ideas for the “construction of an ideal commonwealth”, based on notions of justice
and equity, besides being the precursor of eugenic principles, also laid the
foundations for the power structures associated with elitism, such as the Jesuits in

Old Paraguay and the Communist party in the US.S.R.
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Plato constructs society by dividing people into three classes, the common people, the
soldiers and the guardians. It is only this last group who have any political power. In
the first instance they are elected as fit to rule by the legisiature and thereafter by
heredity, although upward and downward mobility as defined by talent is not ruled
out. In order to achieve the desired level of harmony some form of social engineering
i1s required associated with educational, economic, biological and religious strategies.
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