
© CAB International 2021. Health Promotion and Global Principles and Practice,  
2nd Edition (R. Cross et al.)
DOI: 10.1079/9781789245332.0001

1 The Foundations of Health Promotion
Ruth CRoss, simon Rowlands and sally FosteR1

1

The aim of this chapter is to provide an orientation 
to current thinking in health promotion and offer 
some of the material that would be covered in an 
introductory module, laying the foundations for a 
course of study. It is essential to understand that 
health promotion is a political and ethical activity, 
with a sound value base providing the platform for 
practice and setting its direction.

Our view of health promotion is that it is a social 
movement with the central aim of tackling the social 
determinants of health and so bringing about greater 
social and health justice. By the ‘social determinants 
of health’ we mean those factors that enable people 
to live healthy and productive lives – these factors 
include the obvious ones of decent housing, access to 
education, employment opportunities, nourishing 
food, well-functioning and accessible health care, 
cohesive communities, good systems of government 
and peaceful, safe nation-states. The social determi-
nants of health can either enable people and com-
munities to flourish and do well, or not, depending on 
whether (or how) they create opportunities for better 
health. Social justice is harder to define, and is often 
used interchangeably with related concepts such as 
‘fairness’, ‘equality’ and ‘equity’. Aristotle’s Ethics 
suggest that equity is where like but different indi-
viduals are both regarded and treated justly because 
they are equally valued. Thus, regardless of ability/

disability, gender, sexual orientation, ethnicity, age or 
any other variable that differentiates people, all indi-
viduals have equal value. Treating individuals with 
equal value is just and therefore contributes to social 
justice. Logically, following from this is the idea that 
‘social goods’ such as health should be distributed 
fairly. Harvey (1973, p. 98), in his attempt to outline 
the ‘skeleton concept’ of social justice, says that it 
starts with a ‘just distribution justly arrived at’. We 
can argue that where access to a good, decent and 
productive life is not available to some, where some 
live in abject poverty and others in excessive wealth, 
then there is clearly not ‘a just distribution’. This 
raises the question of whether people have the right 
to good health, and we would assert that people do 
indeed have the right to those determinants that pro-
duce good health. This is enshrined in the Universal 
Declaration of Human Rights: that people have the 
right to the conditions necessary to achieve the high-
est possible standard of health (United Nations, 
1948; Marks, 2004). This rights-based approach to 
health was strongly reiterated in the 2030 Agenda for 
Sustainable Development and Universal Health 
Coverage (WHO, 2017). Health promotion has, at 
its heart, the drive to eliminate health inequities, if 
inequity means the failure to regard and treat ‘like 
but different’ individuals and groups justly because 
they are not equally valued.

This chapter aims to:

● ●● explore concepts of ‘health’ held by lay people and health promoters;
● ●● introduce recent work on the social determinants of health;
● ●● introduce certain threshold concepts including salutogenesis, social models of health and upstream thinking;
● ●● establish the value base of health promotion;
● ●● introduce the disciplinary foundations of health promotion
● ●● outline in more detail ‘empowerment’ as a key value in health promotion; and
● ●● describe the key WHO conferences, which provide the milestones in the development of health promotion.
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Individual readers might pause at this point and 
think that they do indeed see all individuals as hav-
ing equal worth. However, we can clearly see that 
at a global scale we do not treat individuals as hav-
ing equal worth – otherwise children would not be 
dying in the ‘developing’ world due to preventable 
diseases such as diarrhoea, respiratory infections or 
measles, whilst others live in unimaginable luxury. 
There would not be the less dramatic differences 
between individuals within the same country, such 
as in England, with children growing up in situa-
tions described as below the poverty line (for a 
‘developed’ country) and those living in very com-
fortable wealth. Inequities in health experience and 
outcomes are being highlighted at the time of 
updating this chapter amid the Covid-19 pandemic 
(April 2020). Ratcliffe (2020) points out how the 
pandemic is emphasizing existing inequality and 
disproportionately affecting certain groups of peo-
ple, despite the rhetoric that ‘we are all in this 
together’ – see Box 1.1 for further elaboration.

This central concern with health equity has been 
present since the Ottawa Charter, and was present in 
the World Health Organization (WHO) from 1946. 
According to Whitehead and Dahlgren (2007, p. 5), 
health equity

… implies that ideally everyone could attain their 
full health potential and that no one should be 
disadvantaged from achieving this potential because 
of their social position or other socially determined 
circumstance. This refers to everyone and not just to a 
particularly disadvantaged segment of the population. 
Efforts to promote social equity in health are therefore 

aimed at creating opportunities and removing barri-
ers to achieving the health potential of all people. It 
involves the fair distribution of resources needed for 
health, fair access to the opportunities available, and 
fairness in the support offered to people when ill.

The outcome of these efforts would be a gradual 
reduction of all systematic differences in health 
between different socioeconomic groups. The ultimate 
vision is the elimination of such inequities, by  
levelling up to the health of the most advantaged.

The concern with health inequities culminated in the 
global health promotion community cohering 
behind the work of the Commission on Social 
Determinants of Health (CSDH). The Commission 
was established by the WHO in 2005 and chaired by 
Sir Michael Marmot. It was essentially an independent 
enquiry into the social and environmental issues 
affecting health and planned to investigate actions 
with the potential to promote greater health equity 
that has been referred to as a ‘global blue-print for 
the health promotion community and the stakehold-
ers we work with’ (Smith et  al., 2018. p. 3). The 
work of the CSDH preceded other work led by Sir 
Michael Marmot including the Strategic Review of 
Health Inequalities in England post-2010 (Fair 
Society, Healthy Lives) (Marmot, 2010) and a 
53-nation European Review (Marmot, 2013). The 
primary outcome of the CSDH work was a set of 
recommendations to reduce health inequity focusing 
on upstream influences including improving the 
conditions of daily living, tackling the inequitable 
distribution of power, money and resources, and 
measuring and understanding the problem and 

Box 1.1. Health inequity and Covid-19 in England (April, 2020).

‘What is interesting about the risk of death (from 
Covid-19) is that it almost perfectly tracks your cur-
rent risk of death. So, if you are already sick, from a 
BAME background, grew up in poverty or are 
already older you are more likely to develop serious 
symptoms and/or die. The economic impacts will be 
most acutely felt by those with the fewest resources: 
people in low paid jobs, people who have chronic 
mental of physical illness, people on temporary or 
“zero hours” contracts and those who are living from 
pay check to pay check. It is also likely that those in 
low paid manual jobs (e.g. [working in] supermar-
kets, social care, construction etc.) will be less able 

to socially distance by working from home and, 
hence, less able to minimise the risk of infection. 
Those who are confined to home in poor quality or 
cramped housing will have the most miserable expe-
rience and those living in the least affluent, vibrant 
and green surroundings will suffer the biggest fall in 
wellbeing. These individuals are all part of the same 
group: the poorest in society. […] Covid-19 has 
taken the social determinants of health, which have 
been insidiously working away behind the scenes, 
slowly eroding peoples’ health and wellbeing, and 
exploded their impact into full view’ (Ratcliffe, 2020, 
www.fairhealth.org.uk).

http://www.fairhealth.org.uk
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assessing the impact of action (WHO, 2008; 
Schrecker, 2019). Ten years after the report was 
published there have been some reflections on the 
progress that has been made; however, the extent 
to which we have made headway is open to ques-
tion (Smith et  al., 2018). Schrecker (2019) has 
argued that ‘in some respects the report has sunk 
like a stone’ causing some ripples ‘but not the ero-
sion of the pond’s shoreline that [was] hoped for’ 
(p. 610). The ripples referred to include a greater 
appreciation (in theory at least) of the social deter-
minants of health; for example, advances in under-
standing the impact of stress, environmental 
pollution and climate change on health inequity. In 
many countries, however, income inequality (which 
is directly linked to health inequality) has been 
increasing, hence the lack of erosion of the shore-
line referred to by Schrecker. On the other hand, 
there is also greater understanding of the social 
determinants of health (Smith et al., 2018), and the 
adoption of the Sustainable Development Goals 
(SDGs) gives rise to some optimism, Schrecker 
(2019) argues. The achievement of the SDGs will, 
however, require significant political will in order 
to effect change. Friel et  al. (2009) noted that 
money can be found to tackle anything if the 
political will to do so is in place. They called for 
social solidarity in terms of public sector leader-
ship – to enable redistributive justice such as in 
tackling poverty through fairer redistribution of 
taxes, for example. The current economic climate in 
the majority of the world further hampers health 
equity (Farrer et  al., 2015). In fact, it mitigates 
against it because a capitalist system perpetuates 
differences in wealth that then manifest in differ-
ences in health outcomes. This has caused many to 
advocate for radical redistributive economic poli-
cies (Schrecker, 2019). Likewise, Elwell-Sutton 
et al. (2019), among others, call for cross-govern-
mental action and investment to create the right 
conditions for healthier lives. In addition, they 
stress the need for greater accountability and argue 
that ‘stronger measures are needed’ in this regard 
(p. 2). Friel et al. (2009) also called for social soli-
darity in terms of the power of communities. In the 
Australian context, for example, Smith et  al. 
(2018) note that action on the social determinants 
of health has been limited ‘particularly for those 
priority populations that would benefit most’ (p. 7). 
Social groups and communities could be empowered 

to engage in decision making and agenda setting, 
and to form the grassroots organizations that 
would lead to the ‘nutcracker effect’ described by 
Baum (2007), who has called for ‘combining top 
down political commitment and policy action with 
bottom up action from communities and civil soci-
ety groups’ (Baum, 2007, p. 192). She questions 
the assumption that economic growth can bring 
about improvements to the lives of the poor and 
she calls for a challenge to the ‘basic tenets of neo-
liberalism’. (This will be returned to in Chapter 6.) 
Outlining a vision for 2040, she quotes the Charter 
of the People’s Health Movement:

Equity, ecologically-sustainable development and 
peace are at the heart of our vision of a better world –  
a world in which a healthy life for all is a reality; a 
world that respects, appreciates and celebrates all life 
and diversity; a world that enables the flowering of 
people’s talents and abilities to enrich each other; a 
world in which people’s voices guide the decisions that 
shape our lives.

(Baum, 2009, p. 73)

Addressing the social determinants of health.



4 R. Cross, S. Rowlands and S. Foster 

This captures part of what health promotion is all 
about – that is, the wish to envision what kind of 
world we want to create – for ourselves and for 
future generations. Envisioning the future has been 
a central activity of health promotion since its 
inception at the Ottawa conference in 1986. The 
Ottawa Charter, coming up to its 35th anniversary, 
remains a central document for anyone studying 
health promotion. It is the cornerstone of the mod-
ern health promotion movement. Its value lies in its 
outline of strategies and activities to achieve health 
for all. Whereas ‘Health for All by the Year 2000’ 
was a call to mobilize governments, the Ottawa 
Charter is more of a guide to how to go about put-
ting the vision into practice.

The central concern with the social determinants 
of health is what distinguishes health promotion 
from public health. Health promotion takes a different 

approach from ‘mainstream’ public health, and we 
suggest that health promotion is more a form of 
politics than a part of the medical enterprise – that 
it is more allied to social policy than it is a profession 
allied to medicine. The politicized nature of health 
promotion is captured nicely by Larsen and 
Manderson (2009) when they write that health pro-
motion is about:

… representing marginalized populations, advocating 
equity, giving voice to the powerless and educating 
people in civic rights, democracy and politics, that is, 
in citizenship. In this respect, health promotion repre-
sents a humanist discourse aimed at creating a more 
equal and just society.

(Larsen and Manderson, 2009, p. 608)

More will be said on citizenship in subsequent 
chapters.

Employment – a social determinant of health (from Creative Commons source: Work is Going on by cogdogblog is 
licensed under CC0 1.0).

That we do not live in an equal and just society 
is easy to demonstrate. Data on inequalities in 
health abound, whether this is within rich countries 
such as the UK, between richer countries, such as 
the USA and Japan, or in poorer countries of the 
global South. The reasons for the existence of these 
inequalities are more contentious. Wilkinson and 

Pickett (2009) claim to have produced an undeni-
able argument that inequalities in health within 
countries are explained by inequalities in wealth, 
not by the absolute wealth of that country, and that 
the more unequal a society, the more inequalities in 
health there are in that society. As epidemiologists 
who have worked on health inequalities, they show 
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the socially corrosive impacts of inequality, and 
how ‘almost everything – from life expectancy to 
mental illness, violence to illiteracy – is affected not 
by how healthy a society is, but how equal it is’ 
(2009, back cover). The Spirit Level (Wilkinson 
and Pickett, 2009) received a great deal of attention 
and also criticism; however, since its publication 
the evidence of a causal relationship between ine-
qualities and health outcomes is actually more 
robust than ever (see, for example, Pickett and 
Wilkinson, 2015; Bambra, 2016). The Black Report 
of 1980 was the first major report in the UK to 
highlight how health is systematically related to 
social class, and it put forward a number of reasons 
for this. Later work has refined analysis of health 
inequalities, and most notably the Marmot review 
of the social determinants of health highlights the 
role of psychosocial factors in explaining the fine 
gradients in health between social groups. Early 
2020 saw the publication of Health Equity in 
England: The Marmot Review 10 Years on (Marmot 
et al., 2020), in which Sir Michael Marmot and his 
team examined the decade that had passed since 
the publication of the original Marmot Review in 
2010 (Marmot, 2010). Despite the set of recom-
mendations that were made to government in the 
original review, the period of time since 2010 has 
seen a dramatic slowing in improvements in life 
expectancy, and in some areas it even went down 
(Marmot et al., 2020). This is contrary to what we 
have previously seen in England where life expec-
tancy had been following an upward trend. Marmot 
et al. (2020) argue that such worrying health trends 
are indicative of a broader problem in society as a 
whole – ‘when a society is flourishing health tends 
to flourish’ (p. 5). Healthy Equity in England 
(Marmot et  al., 2020) highlights a number of 
markers of worsening outcomes including, for 
example, rising child poverty, rising homelessness, 
and declines in education and early years funding. 
Marmot et al. (2020) hold the government respon-
sible for not having put into place the recommen-
dations of the original review that, it is argued, 
would have mitigated against increased health 
inequalities.

Whilst this body of work shows that inequalities 
in health do exist, why should we be concerned? 
Could we not simply agree that some people will 
‘naturally’ experience better health, and also that it 
is inevitable that the better off, whether in ‘devel-
oped’ or ‘developing’ countries, in ‘good’ jobs and 
living in nicer neighbourhoods, with no major 

stresses, will be healthier? If we accept that inequal-
ity is an inevitable feature of capitalist societies, then 
surely so are inequalities in health? This is the posi-
tion adopted by many, and can be seen in the dis-
course that describes ‘differences in health’ rather 
than inequalities. Although there may be disagree-
ments on this point among all those working in 
public health and health promotion, we would argue 
that these inequalities are not inevitable, thus pro-
viding a political justification for action. Whitehead 
(1992) has argued that a health difference becomes 
a health inequity when it is avoidable, unnecessary 
and unjust. If these three criteria are met, she argues 
that a response is needed, in the cause of social jus-
tice. Meanwhile, ‘health inequalities are systematic 
differences in health among social groups that are 
caused by unequal exposure to – and distributions  
of – the social determinants of health. They are per-
sistent between and within countries despite action 
taken to reduce them’ (Farrer et al., 2015, p. 392).

Ethical justification for intervention to tackle 
inequalities, or to improve anyone’s health, needs 
to be mentioned here too. It would not, at first 
sight, appear to be contentious that we ought to 
‘help’ those less fortunate than ourselves, whether 
this is in terms of richer countries giving foreign 
aid, directing resources to poorer areas and com-
munities within rich countries, or aiding individu-
als living in deprived circumstances. The parable of 
the good Samaritan is a powerful motif in Western 
cultures, Islam and other cultures and religions, i.e. 
of providing charity to the less fortunate; it informs 
our moral codes whilst appealing to a human sense 
of ‘natural justice’. Thomas Pogge (Jaggar, 2010) is 
perhaps the most outspoken of those arguing the 
moral case for intervention. He suggests that citi-
zens commit a monumental crime against human-
ity when they collude with their governments in 
wealthy countries in maintaining the injustices of 
the world order.

We are entering a series of debates, however, 
which could turn into a minefield. It is also possible 
to stray into condescension, paternalism and 
unwanted interference. The Zambian economist, 
Dambisa Moyo (2009), in her critique of overseas 
aid to Africa, argued that aid is part of the problem, 
not part of the solution, that the aid-based develop-
ment model will not generate sustained economic 
growth in Africa, and that it can lead to corruption. 
Angus Deaton, the winner of the Nobel Prize in 
economics, argues that foreign aid is often actually 
detrimental to poorer countries which should be 
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allowed to develop in their own ways (Swanson, 
2015). Riddell (2008) also provides an in-depth 
analysis of the failures of aid to promote develop-
ment, and although he tentatively suggests that aid 
is necessary, he makes persuasive arguments for 
radical changes in the way that aid is administered. 
The entry of wealthy philanthropists such as Bill 
Gates, in the form of the Bill & Melinda Gates 
Foundation, provides huge quantities of money for 
health projects, but there is also the danger of dis-
torting priorities (as these are seen through a par-
ticular lens of the benefactors), and secondly, those 
funds can be withdrawn at any time, which is the 
weakness of a ‘charitable’ as opposed to a rights-
based approach. In addition, as Park (2019) argues, 
aid in itself cannot lead to development – other 
factors must come into play.

David Sanders (Sanders with Carver, 1985), who 
was one of the most influential practitioners to 
highlight the ‘struggle for health’ in much of the 
developing world, and particularly in Africa, writes 
that the ‘concerned health worker’ will have to 
think carefully about their role, given that ‘health 
in the underdeveloped world can only come by the 
actions of the people themselves – it will not come 
from outside’ (Sanders with Carver, 1985, p. 218). 
He continues:

The concerned health worker may arrive in a village, 
overflowing with brilliant, progressive ideas for 
preventive or promotive schemes, only to discover that 

the inhabitants are obstinately uninterested in them … 
And the visiting health worker must accept that more 
often than not, the villagers are right.

(Sanders with Carver, 1985, p. 218)

Sanders’ views have since become mainstreamed 
and so may seem less radical than they were in the 
1980s, the so-called lost decade of development. 
This questioning of how communities can be 
‘helped’ continues to be a vexed one, even in situa-
tions of dire emergency, such as after a tsunami or 
earthquake, where help from ‘outside’ may not 
always be welcome or may not actually help. The 
world today is a more complex and polarized place 
than ever before and the past few decades have 
seen increasing ecological crisis alongside increas-
ing health, social and economic inequality (Labonté, 
2016; Marmot et al., 2020). The idea that health 
can only be achieved by people taking action for 
themselves will be returned to later, particularly in 
discussing empowerment.

At the level of the individual or of communities, 
what right do we have to intervene in order to 
improve health and at what point do we have the 
right to constrain people’s behaviour if it is felt that 
it is damaging to health? It is possible to see health 
promotion being hijacked by governments who 
wish to propagandize and manipulate, to even 
force people to live in ‘healthier ways’. Thus Larsen 
and Manderson (2009, p. 608) suggest that

another way of seeing health promotion is as an 
‘extended arm’ of the neo-liberal discourse … health 
promotion is one way of ‘governing the masses’ and 
health education is explicit in this task: people are 
directed to eat healthy foods, not to smoke cigarettes 
or use drugs, consume alcohol moderately, exer-
cise regularly, participate in community life, and be 
responsible for their own life.

At best, this can be seen as part of the ‘nanny state’ 
and at worse, could be seen as a form of ‘health 
fascism’. However, if governments do not take 
responsibility for ensuring the health rights of their 
populations, they could be accused of negligence. It 
is not a ‘nanny state’ that provides decent housing, 
employment opportunities, and good education 
and health systems, though it might be a ‘nanny 
state’ if it forbids people to smoke. A key question 
therefore is: what is the proper role of the state in 
ensuring that citizens enjoy the best possible health 
and what are the responsibilities of individuals for 
their own health? This debate is a key one in health 

Nutrition – a social determinant of health. (‘Monk 
celebration food’ by maxim303 is licensed under CC 
BY-SA 2.0).
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promotion and it returns to the whole question of 
the determinants of health – to what extent is my 
health determined by factors external to me, such 
as the country I live in, the levels of pollution, level 
of development, the opportunities in my neigh-
bourhood for good schooling, a satisfying job, 
good parenting … and so on, and to what extent is 
my health determined by those factors under my 
control – by the choices I freely make, my lifestyle 
and so on? Of course, in reality these two – the 
external and internal – are intertwined. Social poli-
cies that support equality in health include things 
such as a universal basic income (UBI Lab Leeds, 
2020), free education, free and accessible health-
care, good infrastructure, opportunities for employ-
ment and a good public transport system.

The focus on lifestyles and the need to adopt 
healthier behaviours is a recurring theme in public 
policy and is propagated in the mass media. A 
recent example from the UK (as of April 2020) is 
the reporting of findings from the Cancer Research 
Report UK 2019, which proposed that more than 
135,000 cancers per year in the UK are caused by 
lifestyle factors including smoking, unhealthy diets, 
alcohol and obesity. The report estimated that up 
to four in ten cancer cases in the UK are preventa-
ble and cited smoking and excess body weight as 
the two largest preventable causes of cancer. The 
report was based on research carried out by Brown 
et al. (2018), which examined 13 lifestyle and envi-
ronmental risk factors in an attempt to estimate 
what proportion of cancers were avoidable. 
Interestingly, only two of the 13 factors could really 
be labelled ‘environmental’ (exposure to occupa-
tional hazards and air pollution). Attention was not 
paid to the wider socio-environmental factors, 
which we, in health promotion, would pay heed to. 
We need to be critical of information that solely 
focuses on poor health outcomes as being down to 
issues of behaviour and personal choice.

The focus on lifestyle factors and individual 
behaviours is not peculiar to industrialized coun-
tries now that we are witnessing the rise of non-
communicable diseases (NCDs) within less wealthy 
countries. It is estimated that a total of 41 million 
people die each year from NCDs globally and that 
85% of these deaths occur in people aged 30–69 
years (i.e. prematurely) in low- and middle-income 
countries (WHO, 2018). NCDs are cited as the 
major challenge to development in the 21st century 
and are predicted, by 2030, to be the leading cause 

of mortality in the sub-Saharan African region 
(Bigna and Noubiap, 2019). The modifiable risk 
factors are identified as being tobacco use, 
unhealthy diets, physical activity and harmful use 
of alcohol. However, poverty is closely linked with 
NCDs along with many other social determinants 
of health. We therefore need to move beyond policy 
that focuses on individual behaviour, choice and 
responsibility towards policy that addresses the 
causal mechanisms of health inequalities (Kriznik 
et al., 2019).

So far, we have established that health promotion 
is both a political and ethical activity. Broader ethical 
questions are taken up again in Chapter 5. Health 
promotion is both political and ethical because it 
asks the question: what sort of society do we want to 
live in? This implicitly asks questions about who has 
power and who does not, and about how societies 
can be re-organized so that they are fairer.

Before offering a short history of the development 
of health promotion, noting the key milestones in its 
development, we suggest that there are a number of 
concepts that require understanding. In our teach-
ing, we have found it useful to think in terms of 
threshold concepts, where, as the name suggests, the 
learner steps over into another realm of understand-
ing. The point about a threshold is that once it is 
crossed, there is no going back. In educational terms, 
they are important, as they are concepts that have to 
be understood before being able to proceed to the 
next idea. They have proved useful, for example, in 
mathematics education, where one block of knowl-
edge has to be mastered before being able to pro-
gress. Meyer and Land (2005) suggest that crossing 
a threshold can transform a person’s worldview and 
additionally cause fundamental shifts in that per-
son’s sense of identity and reconstruction of who 
they are (Meyer and Land, 2005; Meyer et  al., 
2010). Thus, crossing a threshold can lead to a fun-
damental questioning of, for example, one’s career 
to date. We introduce three threshold concepts early 
on in our courses – ‘upstream thinking’, salutogene-
sis and the social model of health.

Threshold Concepts

Upstream thinking

Zola (1970, in McKinlay, 1979) is credited with 
developing the river analogy, which has become such 
a potent image within health promotion (Box 1.2). 



8 R. Cross, S. Rowlands and S. Foster 

It refers to the medical enterprise of rescuing people 
once they have got into difficulties. Whilst this is 
essential for those who have become ill or con-
tracted a disease, it would be better to have stopped 
them becoming so in the first place. Whilst we 
would assert that health promotion is the profes-
sion that walks up the river bank to find out what 
is pushing all the people into the river (i.e. health 
promotion is the profession dedicated to tackling 
the determinants of health), it remains the case that 
many who work within health promotion are actu-
ally working downstream. This is perhaps one of 
the gaps identified above – that although much of 
the international, epistemic health promotion com-
munity talks about upstream working, many or even 
most, frontline workers in health promotion are 
not in positions where they can affect change upstream. 
Furthermore, they may be located in arenas that 
are strictly not political organizations, such as the 
UK’s NHS. Many health promoters are civil serv-
ants with explicit contracts not to engage in politi-
cal activity, and, as we saw above, health promotion 
is inherently political – hence a contradiction!
A further issue is that the further upstream one 
looks, the harder it is to be sure of the chain of 
causality. A death downstream will have a series of 
causes: a child who dies of diarrhoea in a poor 
country will most likely also have an infection, be 
malnourished and live in a poor household. Whilst 
intervention that is most close to the diarrhoea and 
infection would be effective, those conditions are 
likely to reoccur; a health worker could treat those 
conditions but malnutrition is not likely to be 
within their remit or expertise. Tackling under-
nutrition and food security would require a strate-
gic intervention, as would tackling the causes of 
poverty, and would require politicians and policy 
makers both nationally and globally to take action. 
Similarly, we can consider the challenge of obesity 

using an upstream ‘lens’. Whilst certain behavioural 
risk factors (such as eating more than we need or 
not doing enough exercise) can lead to obesity 
there are many upstream influences that increase 
the likelihood of putting on weight, the majority of 
which can be linked to our wider environment 
(Lakerveld and Mackenbach, 2017). Creating a 
‘problem tree’ of causes enables us to identify fac-
tors contributing to an obesogenic environment (an 
environment that ‘creates’ obesity or enables it to 
flourish) – lack of green spaces for leisure and physi-
cal activity, the number of fast food outlets in a 
neighbourhood, the availability of cheap high-sugar, 
high-fat food, market forces, and socio-economic 
inequality, for example. As Lakerfeld and 
Machenbach (2017, p. 219) assert, ‘the types of 
environments in which upstream determinants of 
obesity appear can be divided into physical (what 
is available?), socio-cultural (what are the attitudes 
and beliefs?), economic (what are the costs) and 
political (what are the ‘rules’?)’. Thus, the causal 
pathways have both technical and political dimen-
sions, and the further up the chain, the less likely 
are those with ‘health’ in their job title to be able to 
tackle the issue.

Medical and social models of health

Health promotion holds a ‘social’ model of health. 
The central ideas about the social model of health 
are that understandings of health are broad and 
complex. The social model of health encompasses 
‘lay’ perspectives about health, taking into account 
subjective experience and understandings. Crucially, 
it also takes into account the wider determinants of 
health (Dahlgren and Whitehead, 1991, 2006, 
2007; Commission on the Social Determinants of 
Health, 2008; Marmot, 2010; Marmot et al., 2020) 
regarding health as holistic and multidimensional 

Box 1.2. The ‘upstream’ approach (McKinlay, 1979).

There I am standing by the shore of a swiftly flowing 
river and I hear the cry of a drowning man. So I jump 
into the river, put my arms around him, pull him to 
shore and apply artificial respiration, and then, just 
when he begins to breathe, there is a cry for help. So 
I jump back into the river, reach him, pull him to 

shore, apply artificial respiration, and then just as he 
begins to breathe, another cry for help. So back in 
the river again, without end, goes the sequence. You 
know, I am so busy jumping in, pulling them to shore, 
applying artificial respiration, that I have no time to 
see who is upstream pushing them all in.

(This is also cited in Hubley et al. (2013, p. 16) and in Tones and Tilford (2001, p. 27).)
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and emphasizing social responsibility for health. 
These ideas are in direct contrast to more biomedical 
perspectives, which view health rather more narrowly, 
focusing on disease and disability at the individual 
level, elevating objective, scientific and expert ideas 
and emphasizing personal responsibility for health.

A social model of health views the ‘health ser-
vice’ as a sickness service, essential when people 
become ill and are in need of medical help, but not 
the key player in terms of creating health, except 
where services are preventive, such as in immuniza-
tion and screening. A social model tends to see the 
health service as treating symptoms and not causes – 
the causes of ill health are rooted in society, in poor 
housing, food insecurity, lack of employment, lack 
of money, poor education and so on. In short, the 
causes are ‘upstream’ and the medical model ‘saves’ 
people in a downstream fashion. Whereas the 
medical model sees ill health as caused by disease, 
the social model sees ill health as caused by social 
conditions (Table 1.1).

A social model of health naturally begins to 
question the ‘illness’, or negative view of health, 
and moves towards asking what a positive view of 

health would look like. If we are not measuring 
health in terms of mortality, morbidity, years of life 
lost, or years of life compromised by poor health, 
how should we measure health? We can begin to 
realize that most of our measures or indices of 
‘health’ are actually measures of ill health. It is 
clearly important to have these facts about negative 
health – (life expectancy is a matter of life and 
death!) – but we also need to develop positive con-
cepts of health and the means to measure this. 
Several writers are attempting to do this, based on 
Antonovsky’s idea of salutogenesis.

Salutogenesis

Salutogenesis will be discussed later in this chapter 
in some depth as part of an attempt to define health. 
It is mentioned here as a threshold concept, as it 
represents a real attempt to move towards seeing 
health differently. Often when we talk of ‘health’, we 
are actually talking about ‘ill health’, and it is easier 
to describe what illness and sickness, or sanity, are, 
compared with health, wellbeing, wellness or sanity. It 
can be very difficult to re-conceptualize health away 

Table 1.1. Comparing and contrasting the medical and social models of health (adapted from: Lyons and 
Chamberlain, 2006; Earle, 2007; Warwick-Booth et al., 2021).

Negative view of health Positive view of health

Narrow or simplistic understanding of health Broad or complex understanding of health
Explanations of disease and illness are rooted in 

biological science
Explanations for ill health are rooted in a range of social 

factors. Ill health is caused by structural factors such as 
poverty and inequalities

Medically biased definitions focusing on the absence 
of disease or disability; the focus on pathology 
emphasizes individual risk factors

More holistic definition of health taking a wide range 
of factors into account such as mental and social 
dimensions of health

Wider influences on health not taken into account 
(outside of the physical body)

Takes into account wider influences on health such as the 
impact of the environment and inequalities

Health is located within the individual body; the 
physical body is seen as separate to social and/or 
psychological processes

Health is socially constructed and subjectively experienced

Influenced by scientific and expert knowledge, a high 
value is put on this and it is privileged over other 
types of knowledge

Takes into account lay knowledge and understandings

Emphasizes personal, individual responsibility for health
Focuses on health education to change knowledge, 

attitudes and behaviour

Emphasizes collective, social responsibility for health
Focuses on empowerment; working with people to 

facilitate change
Quantitative scientific evidence and the positivist 

paradigm is more highly valued
Qualitative scientific evidence and the interpretative 

paradigm is more highly valued
Forms the basis of ‘Western’ health care systems Forms the basis of traditional and ‘alternative’ health care 

systems
Reductionist Inclusive
Ill health requires expert intervention Ill health requires collective intervention
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from illness and the negative, towards a positive 
notion of health – from the pathogenic to the salu-
togenic. The concept of salutogenesis has been 
wholeheartedly adopted in the epistemic health 
promotion community (Bauer et al., 2019) as indicated 
by Mittelmark et  al.’s international Handbook of 
Salutogenesis (Mittelmark et al., 2017). Antonovsky 
(1996) attempted to show how the model can be 
used to guide health promotion. More will be said in 
this chapter about salutogenesis when we start to 
discuss in detail what we mean by ‘health’.

A Short History of the Development  
of Health Promotion

A history of health promotion usually starts in 
1974 with the publication of the Lalonde Report in 
Canada, and then proceeds to the Ottawa Charter 
in 1986, which was followed by a series of confer-
ences that further explicated the WHO agenda for 
health promotion. The Ottawa conference was 
aimed at ‘industrialized countries’ and, from a 
global perspective, the Alma-Ata conference on 
primary health care in 1978 is an equally, if not 
more, important milestone.

The Lalonde report (Lalonde, 1974) was the first 
attempt by a Western democracy to assert that the 
approach to health was misguided, and it called for a 
radically new approach to tackling the issues of ‘life-
style’ in a rich country. It started the trend to thinking 
that health was not merely the responsibility of the 
health service, but needed a broader approach, first 
to stem human misery caused by illness, but also to 
reduce the runaway costs of health care. It focused 
more attention than hitherto on the role of the envi-
ronment and on lifestyle, thus calling for a shift 
towards prevention. Much of this thinking subse-
quently found its way into the Ottawa Charter, and 
Canada has remained a powerhouse for health pro-
motion ideas ever since (Pederson et al., 2005).

The Ottawa Charter provided a definition of 
health promotion: ‘Health promotion is the process 
of enabling people to increase control over, and to 
improve, their health’ (WHO, 1986a, p. 1).

The Charter provided a list of the prerequisites 
for health (Box 1.3).

It suggested three processes through which to 
work: Advocate, Enable and Mediate (Box 1.4).

And it proposed five areas of action:

● Build healthy public policy.
● Create supportive environments.
● Strengthen community actions.
● Develop personal skills.
● Reorient health services.

These five areas should be seen as having equal 
worth, not as being ranked. The Charter made the 
powerful statement, ‘health promotion goes beyond 
health care’, to assert the fact that health care is but 
a minor part in creating health. It called for all 
policy makers to consider the health consequences 
of their decisions and made the point that many 
government sectors contain the key to health  
creation – especially employment, trade and indus-
try, education, transport, housing and so on – ‘It is 
coordinated action that leads to health …’ (WHO, 
2009, p. 3). Thus healthy public policy requires 
joint action and is a foundation for tackling the 
social determinants of health.

Creating supportive environments explicitly recog-
nizes the importance of the natural environment and 
sustainability of ecosystems, calling for a socio-eco-
logical approach to health. That people live their lives 
inextricably bound up with the environments in 
which they live is obvious but tends to be overlooked 
by a medical model of health. Health promotion ‘gen-
erates living and working conditions that are safe, 
stimulating, satisfying and enjoyable’ (p. 3) – and 
clearly not everyone enjoys this in the world today.

Box 1.3. Prerequisites for health.

The fundamental conditions and resources for health 
are:

● ●● peace;
● ●● shelter;
● ●● education;
● ●● food;

● ●● income;
● ●● a stable eco-system;
● ●● sustainable resources; and
● ●● social justice and equity.

Improvement in health requires a secure foundation in 
these basic prerequisites.

(WHO, 2009, p. 1)



The Foundations of Health Promotion 11

Strong communities are the third central plank 
of the infrastructure for health promotion:

Health promotion works through concrete and  
effective community action in setting priorities,  
making decisions, planning strategies, and implementing 
them to achieve better health. At the heart of this  
process is the empowerment of communities, their 
ownerships and control of their own destinies (p. 3).

The fourth area concerns helping people to develop 
personal skills, and is centred on the need to sup-
port personal development, provide information 
and education for health, and to enhance life skills. 
If people really are to take control of the factors 
influencing their health, they need to be equipped 
to learn throughout their lives, but action is also 
required by educational institutions, workplaces 
and the voluntary sector to enable and provide 
such learning opportunities.

Finally, health services need to be reoriented, 
‘embrace an expanded mandate’ and move beyond 
their curative focus, but must also be more sensitive 
to the needs of individuals and communities and 
respect diverse cultural needs.

Two subsequent conferences, in Adelaide and 
Sundsvall, took up the first two action areas, 
expanding on what these might mean in practice. 

The Adelaide conference took up the theme of 
building healthy public policy, reasserting that 
‘inequalities in health are rooted in inequities in 
society’ (WHO, 2009, p. 7). Healthy public policy 
explicitly places at the forefront the importance of 
health and equity in all areas of policy and requires 
all policies to consider their health impacts. In 
terms of immediate action, the Adelaide conference 
suggested four areas:

● Supporting the health of women: ensuring that 
countries develop healthy public policy around 
equal sharing of caring work, birthing practice 
based on women’s preferences, and supportive 
mechanisms for the caring that women do in 
terms of childcare and other caring. It empha-
sized the rights of all women ‘especially those 
from ethnic, indigenous and minority groups, to 
have the right to self-determination of their 
health and should be full partners in the forma-
tion of healthy public policy to ensure its cul-
tural relevance’.

● Food and nutrition: the elimination of hunger and 
malnutrition must be a fundamental objective, 
incorporating agricultural, economic and environ-
mental policy. Taxations and subsidies should be 
used to enable better access to healthier diets.

Box 1.4. Three processes of health promotion.

ADVOCATE
Good health is a major resource for social, economic 
and personal development and an important dimen-
sion of quality of life. Political, economic, social, cul-
tural, environmental, behavioural and biological 
factors can all favour health or be harmful to it. Health 
promotion action aims at making these conditions 
favourable through advocacy for health.

ENABLE
Health promotion focuses on achieving equity in 
health. Health promotion action aims at reducing dif-
ferences in current health status and ensuring equal 
opportunities and resources to enable all people to 
achieve their fullest health potential. This includes a 
secure foundation in a supportive environment, 
access to information, life skills and opportunities for 
making healthy choices. People cannot achieve their 
fullest health potential unless they are able to take 

control of those things that determine their health. 
This must apply equally to women and men.

MEDIATE
The prerequisites for health cannot be ensured by the 
health sector alone. More importantly, health promo-
tion demands coordinated action by all concerned: by 
governments, by health and other social and eco-
nomic sectors, by non-governmental and voluntary 
organizations, by local authorities, by industry and by 
the media. People in all walks of life are involved as 
individuals, families and communities. Professional 
and social groups and health personnel have a major 
responsibility to mediate between differing interests 
in society for the pursuit of health.

Health promotion strategies and programmes 
should be adapted to the local needs and possibilities 
of individual countries and regions to take into account 
differing social, cultural and economic systems.

(WHO, 2009, p. 2)
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● Tobacco and alcohol: these are ‘two major 
health hazards that deserve immediate action’. It 
was noted that tobacco, not only as a direct 
cause of ill health and premature death, but as a 
cash crop in impoverished countries, has serious 
ecological consequences and can be linked to 
crises in food production and distribution. It 
called upon all governments to reduce tobacco 
growing and alcohol production, marketing and 
consumption.

● Creating supportive environments: as so many 
people live and work in hazardous environ-
ments, coordinated inter-sectoral efforts are 
needed to protect health across national bor-
ders. It argues: ‘Policies promoting health can 
only be achieved in an environment that con-
serves resources through global, regional, and 
ecological strategies’ (WHO, 2009, pp. 8–9).

The Sundsvall conference took up the theme of 
supportive environments, suggesting that they com-
prise four aspects:

● The social dimension, including the way that 
norms, customs and social processes affect 
health; changes to traditional ways of life are 
not always health-enhancing.

● The political dimension, requiring governments 
to guarantee democratic participation in decision 
making and decentralization of responsibilities 

and resources, and to make a commitment to 
peace, human rights and a shift of resources 
away from armaments.

● The economic dimension, requiring a re-chan-
nelling of resources to achieve better health.

● A gender dimension, whereby women’s skills and 
knowledge are recognized in all sectors, includ-
ing policy making and the economy in order to 
develop a more positive infrastructure for sup-
portive environments (WHO, 2009, p. 14).

It could have been expected that subsequent confer-
ences might have taken up the other key planks of 
health promotion, after Adelaide and Sundsvall 
tackled the first two. However, Jakarta took a dif-
ferent tack, and although it built very much on 
Ottawa, it was the first to be held in a so-called 
‘developing country’ (the Ottawa conference was 
aimed at ‘industrialized countries’), and was the first 
to include what it called the ‘private sector’. It 
wished to reflect on what had been learnt about 
effective health promotion and to re-examine the 
social determinants of health. It asserted that there 
were new challenges, including greater integration 
of the global economy, financial markets and trade, 
changed access to the media and communications 
technology, greater environmental degradation, new 
and re-emerging infectious diseases. Demographic 
trends such as increases in older people, greater 
urbanization, more sedentary behaviour and a host 

Education – a key determinant of health (from Creative Commons source – 50847569.Kellman30 by torres21 licensed 
under CC BY-SA 2.0).
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of other emerging issues led the conference to call 
for new responses, greater investment in health, and 
more capacity in health promotion by developing 
its infrastructure and maximizing its impact. It 
called for emphasis on ‘settings for health’ (taken up 
in Chapter 5 of this book). It also called for new 
kinds of partnerships and a more robust documen-
tation of experiences in health promotion so as to 
develop the evidence base.

Mexico, in 2000, took up the last point, asserting 
that there was ‘ample evidence that good health 
promotion strategies of promoting health are effec-
tive’ (WHO, 2009, p. 22). The Mexico conference 
had the subtitle of ‘Bridging the Equity Gap’, and 
in the spirit of ‘From Ideas to Action’, 88 countries 
signed up to support country-wide plans of action 
for promoting health, to take a lead role in ensur-
ing the active participation of all sectors and civil 
society, to expand partnerships for health and to 
support national and international networks to 
promote health.

The Bangkok conference (2005) reiterated many 
of the key aspects of the previous conferences and 
noted that action had not always followed the sign-
ing of the resolutions by national governments. It 
therefore offered a series of actions and called for 
four commitments, to make the promotion of health:

● central to the global development agenda;
● a core responsibility for all of government;
● a key focus of communities and civil society; and
● a requirement for good corporate practice 

(WHO, 2009, p. 26).

Notably, after the Bangkok conference, the WHO 
added to its definition of health promotion to 
include an emphasis on the determinants of health – 
‘health promotion is the process of enabling people 
to increase control over their health and its deter-
minants, and thereby to improve their health’ 
(WHO, 2005, italics ours). The Nairobi conference 
was the first to be held in Africa, in 2009. It wished 
to mainstream health promotion into priority pro-
grammes such as HIV/AIDS, malaria, tuberculosis, 
mental health, maternal and child health, violence 
and injury, neglected tropical diseases, and NCDs 
such as diabetes (WHO, 2009). The Nairobi Call to 
Action put great emphasis on countries to 
strengthen leadership and workforces, empower 
communities and individuals, enhance participa-
tory processes, and apply knowledge for the effec-
tive implementation of health promotion. According 
to the call to action, countries are to build capacity 

in health promotion, to strengthen health systems, 
to ensure community empowerment, to develop 
partnerships and inter-sectoral actions relevant to 
addressing the determinants of health, and to help 
improve health literacy and healthy lifestyles 
(Petersen and Kwan, 2010).

The Helsinki conference (2013) returned to a 
focus on policy, highlighting the importance of 
healthy public policy and emphasizing the need for 
‘health in all policies’ and intersectoral action and 
collaboration. The resulting conference statement 
promoted the ‘Health in All Policies’ agenda calling 
for political will and cross-governmental action 
(WHO, 2013). The most recent international con-
ference (at the time of writing) took place in 
Shanghai, China, in 2016 and resulted in the 
Shanghai Declaration (WHO, 2016). This included 
the following call to action:

We recognize that health is a political choice and 
we will counteract interests detrimental to health 
and remove barriers to empowerment – especially 
for women and girls. We urge political leaders from 
different sectors and from different levels of govern-
ance, from the private sector and from civil society to 
join us in our determination to promote health and 
wellbeing in all the Sustainable Development Goals. 
Promoting health demands coordinated action by 
all concerned, it is a shared responsibility. With this 
Shanghai Declaration, we, the participants, pledge to 
accelerate the implementation of the SDGs through 
increased political commitment and financial invest-
ment in health promotion.

The declaration forefronted health promotion in 
the global sustainable development agenda 
(Kickbusch and Nutbeam, 2017) recognizing that 
‘health and wellbeing are essential to achieving the 
United Nations Development Agenda and its 
Sustainable Development Goals [reinforcing] the 
importance of structural factors and of the wider 
determinants of health’ (WHO 2016, p. 2). The 
declaration reflects how the world has changed 
since the Ottawa Charter was written, emphasizing 
commitments to harnessing digital technologies, 
creating supportive consumer environments, and 
reiterating the significance of good governance. 
However, as Fleming (2020) points out, the legacy 
of the Ottawa Charter in the Shanghai Declaration 
is clear; the heritage of the strategies outlined 
within the latter declaration can be traced back to 
the earlier charter.

It can be seen that, whereas Ottawa, Adelaide and 
Sundsvall explored and expanded on key principles 
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of health promotion, the subsequent conferences 
have been aimed at developing high-level political 
commitment for health promotion. They thus 
involved ministers and others in powerful govern-
mental roles in signing up to the actions required to 
tackle health inequalities. Whilst this is necessary, it 
has meant that the two action areas – building 
healthy public policy and creating supportive envi-
ronments – have been more fully developed com-
pared with the other three. The Shanghai conference 
likewise developed these two areas further as dis-
cussed; however, some attention was also paid to 
the third priority of the Ottawa Charter – strengthen 
community action. The declaration reiterates the 
role of communities as crucial settings for health, 
the importance of strong community engagement, 
and the necessity to put people and communities at 
the heart of health promotion. The vital role com-
munity plays in health promotion is discussed in 
more detail in Chapter 2.

The whole ethos of the Ottawa Charter was, to 
a large extent, a reaction against the individualistic 
approach of health education where individuals 
were exhorted to adopt new behaviours in the face 
of personal risks to their health. The charter repre-
sented a paradigm shift focusing, instead, on policy 
and environmental solutions (Nutbeam, 2019). 
This shift has been reinforced in the subsequent 
WHO agenda for health promotion. At the same 
time, activities in many countries are called ‘health 
promotion’ but do not appear to be touched by the 
Ottawa vision. Rather, health promotion is seen as 
health education, behaviour change approaches 
and lifestyle advice. ‘In the UK, [currently] there 
remains an over emphasis on personal responsibil-
ity and behaviour change, rather than tackling the 
fundamental societal-wide issues’ (Thompson 
et al., 2018). Thus, the entire political point of the 
need for radical structural change is missed, and 
these reductionist activities persist in what some 
would regard as ‘victim-blaming’. More than 40 
years have now passed since the Alma Ata declara-
tion and, whilst we are living in a very different 
world in many ways, the thrust of it remains as 
important as ever and still resonates strongly in 
health promotion – strong health systems, under-
pinned by comprehensive primary healthcare and 
multisectoral approaches to reduce inequalities and 
ill health (Bhutta et al., 2018).

Of course, health promotion has a history that is 
wider than this series of conferences, but they do 
provide a backbone for our movement. A number 

of writers consider whether the radical intention of 
Ottawa has been diluted in subsequent years 
(Baum and Sanders, 1995; Potter, 1997; Thompson 
et al., 2018), providing commentaries on what has 
happened in the intervening years, and these are 
covered in Chapter 6, where we discuss where 
health promotion is going next.

An overview of the key conferences is presented 
in Table 1.2.

What Are the Inequalities that Health 
Promotion Is Attempting to Address?

Many different types of health inequalities exist 
between and within countries that are unfair, 
unjust and, most importantly, avoidable (Williams 
et al., 2020). Williams et al. (2020) usefully point 
out that health inequalities can involve differences 
in health status, access to care, quality and experi-
ence of care, behavioural risks to health, and/or the 
wider determinants of health; differences also exist 
between groups of people based on a range of fac-
tors such as socio-economic aspects, geographical 
location, and specific characteristics (such as  
gender and ethnicity). One of health promotion’s 
central remits is to tackle inequality in order to 
promote social justice. The problem is huge, how-
ever, and it is sometimes hard to fully appreciate 
the number of deaths from preventable diseases 
that run into literally millions of people. Labonté 
(2016) refers to this as ‘rampant inequality’ fuelled 
by ecological crisis and economic disparities (p. 675). 
However, numbers and statistics can help us to 
understand some of the issues faced and provide a 
stark illustration of health inequalities. For exam-
ple, in the UK ‘long-term improvement in life 
expectancy and mortality […] have stalled and are 
falling behind other high-income countries. At the 
same time the difference between the health of the 
people living in the best- and worst-off communi-
ties is widening’ (Elwell-Sutton et al., 2019, p. 2) – 
healthy life expectancy is 70 years in the most 
affluent areas as compared with 52 years in the 
most deprived. So, whilst people are living longer, 
in general inequalities persist and are getting worse. 
In a further example, the world’s richest country, 
the USA, has lower life expectancy (78.5) than 
countries with less income (such as Sweden, 82.3, 
and Japan, 84.1). There are also middle-income 
countries that have higher life expectancy than 
might be expected. Sri Lanka is one such example, 
with average life expectancy of 76.6 (World Bank, 
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Table 1.2. Summary of the key global conferences on health promotion.

Meeting of the World Health Organization at the 30th World 
Health Assembly (1977)

• ‘Health for All by the year 2000’ launched

Alma-Ata Declaration (1978) – seen as the means to 
achieve ‘Health for All’

• Focus on primary health care
Key issues:
• Social justice
• Addressing inequalities
• Government responsibility

First International Conference on Health Promotion in 
Ottawa, Canada (1986), resulted in the Ottawa Charter

Five key areas:
• Building healthy public policy
• Creating supportive environments
• Strengthening community action
• Developing personal skills
• Reorienting health services
To be achieved through:
• Advocacy
• Enabling
• Mediation
• Focus on healthy public policy
• Alliances for health
• Focus on supportive environments for health
• Reinforced health as a basic human right
• Identified settings as key to promoting health
• Set out the following priorities:

° Promote social responsibility for health

° Increase investments for health development

° Consolidate and expand partnerships for health

° Increase community capacity and empower the 
individual

° Secure an infrastructure for health promotion
• Highlighted the need to invest in health
• Create an infrastructure for health promotion
• Reduce inequity
• Emphasized policy and partnership
• The need to address determinants of health

Second International Conference on Health Promotion in 
Adelaide, Australia (1988)

Third International Conference on Health Promotion in 
Sundsvall, Sweden (1991), resulted in the Sundsvall 
Statement on Supportive Environments for Health

Fourth International Conference on Health Promotion 
in Jakarta, Indonesia (1997), resulted in the Jakarta 
Declaration on Leading Health Promotion into the  
21st Century

Fifth International Conference on Health Promotion in Mexico 
City, Mexico (2000)

Sixth International Conference on Health Promotion in 
Bangkok, Thailand (2005), resulted in the Bangkok 
Charter for Health Promotion in a Globalized World

Seventh International Conference on Health Promotion in 
Nairobi, Kenya (2009), resulted in The Nairobi Call to 
Action

Eighth International Conference on Health Promotion in 
Helsinki, Finland (2013)

Ninth International Conference on Health Promotion in 
Shanghai, China (2016), resulted in the Shanghai 
Declaration

Five sub-themes:
• Build capacity for health promotion
• Strengthen health systems, partnerships and inter-

sectoral action
• Community empowerment
• Health literacy
• Health behaviours
Reinforced the importance of intersectoral action, 

healthy public policy and political will. Emphasized 
the ‘Health in All Policies’ approach

Reaffirmed health as a universal right, an essential 
resource for everyday living, a shared social goal 
and a political priority for all countries

‘We are determined to leave no one behind’  
(WHO, 2016)
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2019a). Sri Lanka and Cuba are both examples of 
high health-achieving countries as a result of 
national-level policies that created access to basic 
social services (Mehrotra, 2000).

Infectious diseases are a major global burden of 
disease that disproportionately affect poorer 
regions, contributing to health inequalities between 
and within countries (Wang et al., 2017), yet these 
are often highly preventable. For example, it is 
estimated that in 2018, 19.4 million infants did 
not receive routine immunizations against diseases 
such as measles and polio (WHO, 2019). The over-
whelming majority of these infants were in the 
global South. Those in weak social, economic and 
political positions, such as women, are much more 
at risk of certain conditions such as malnutrition, 
violence, sexually transmitted infections and res-
piratory conditions. Women and children bear the 
main burden of global health inequalities. For 

example, in sub-Saharan Africa young women 
aged 15–24 years represent 10% of the popula-
tion, yet this age group accounted for 80% of new 
HIV infections in 2017 (cited in Karim and Baxter, 
2019). In Europe, Roma communities experience 
poorer health outcomes than majority populations 
(Orton and Anderson de Cuevas, 2019). Put sim-
ply, within all societies death rates are typically 
highest amongst the poorest and marginalized. 
Data on many sources of inequalities go uncol-
lected – information on the health of refugees, 
asylum seekers, prisoners, indigenous peoples, 
uncontacted tribes, gypsies and travellers, the 
homeless, and a range of other marginalized 
groups is not available, often for obvious reasons. 
Data are often aggregated too, disguising inequali-
ties within regions and groups. Infant mortality is 
often used as a rough guide to the scale of inequal-
ities (see Box 1.5).

Box 1.5. Infant mortality as an indicator of health inequalities.

Using the example of infant mortality as a crude indica-
tor of health we can map clear health inequalities at 
local, regional and global levels. If we start with Leeds, 
which is where we are based at Leeds Beckett 
University, we can see differences within the city itself:

● ●● In 2016 in Leeds there were 4.8 infant deaths for 
every 1000 live births compared with 3.9 for the 
rest of the country. The most deprived parts of 
the city had a higher rate (above 5) and the least 
deprived had a lower rate (below 4).

Moving to the regional level, we can see differences 
between Yorkshire and Humber (the region where 
Leeds is located) and the rest of England:

● ●● In 2014–2016, the average infant mortality rate 
(IMR) for the whole of England was 3.9 deaths 
per 1000 live births and 4.1 deaths per 1000 
for Yorkshire and Humber. Within the Yorkshire 
and Humber region, there were variations from 
2 (East Riding) to 5.7 (City of Bradford) (PHE, 
2018). Within the whole of North-East England, 
observed infant mortality for the same period was 
3.2 deaths per 1000 live births (IHME, 2019).

There are differences between England and the rest 
of Europe:

● ●● In 2014–2016, the average infant mortality rate was 
3.9 in England per 1000 live births; however, this 

varied across the country from the lowest rate of 
1.6 to the highest at 7.9 (PHE, 2018). Compare this 
with, for example, the highest rates – 6.7 in Malta and 
Romania, and the lowest – 1.3 in Cyprus or 2 in 
Finland whilst the average in Europe in 2017 was 
3.6 deaths per 1000 live births (Eurostat, 2019).

There are differences between Europe and the rest 
of the world:

● ●● In 2018, the average infant mortality rate in the 
countries comprising Latin America and the 
Caribbean was 14 per 1000 live births compared 
with the average infant mortality rate in the coun-
tries of the European Union, which was 3 per 
1000 live births. There is a clear difference here 
between ‘developed’ and ‘developing’ countries. 
For ‘fragile and conflict affected situations’, the 
IMR was 51 for the same year whilst high income 
countries averaged 3. The average global IMR 
rate for 2018 was 29 deaths per 1000 live births 
(World Bank, 2019b).

There are also differences within continents:

● ●● Within the continent of Asia, for example, in 2018, 
the infant mortality rate was 48 per 1000 live 
births in Afghanistan, compared with 2 per 1000 
live births in Japan in the same year. In Africa for 
the same year, South Sudan’s IMR was 62 whilst 
South Africa’s was 29 (World Bank, 2019b).

(Note that, in most regions of the world, IMRs have reduced significantly in the past decade.)
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What is Health?

Thus far, we have seen health as a common-sense 
concept and assumed that we have a working defi-
nition of it. We need to consider in some detail 
what we really do mean by health – if we are trying 
to promote it, we need at least to be clear that 
health is a complex, multifaceted and contested 
concept (Green et  al., 2019), a consensual defini-
tion of which is virtually impossible. The examples 
given above of inequalities in health are from litera-
ture, which is disease orientated. Health is usually 
measured in disease terms – mortality, morbidity, 
life expectancy are the key features. These are not 
to be minimized, but they only give a partial pic-
ture. Definitions of health also fall short and are 
criticized. For example, some have suggested that 
the WHO’s definition of health should include spir-
itual wellbeing (Chirico, 2016). Health means dif-
ferent things to different people (Green et  al., 
2019). When asked what makes them well and 
happy, however, people will usually produce a list 
(assuming that they have had their basic needs sat-
isfied, such as for shelter, food, clothing and so on, 
and are living free from terror, war or violence) that 
includes all or some of the following: feeling loved 
and wanted, being close to family and friends; 
doing something useful and with purpose, such as 
paid or unpaid work; being part of a community; 
having leisure time, being able to relax and rest, 
sleeping well, feeling alive, being in touch with 
nature, enjoying a cultural life; being free from 
violence, feeling safe, being able to access health 
care when needed; having hope for the future … 
This list could continue, but what is clear is that the 
items on it do not feature on indices of ‘health’. 
Derived from the UN’s SDGs, Raworth (2017) sets 
out a minimum set of requirements for a ‘good life’ 
including food and clean water, housing, sanitation, 
energy, education, health care, gender equality, 
income and political voice. At the time of writing 
(April 2020), many countries around the world are 
experiencing some level of lockdown as we experi-
ence the impact of Covid-19 on families, communi-
ties and nations. This is bringing into sharp relief 
what people feel is important for health and well-
being. We do not know how many people in the 
world, for example, feel safe most of the time, how 
many feel loved or how many enjoy reasonable 
leisure time. In other words, we know little about 
those things that most cause us to be at ease, happy 
and healthy, in terms of official statistics. There are 

international attempts to develop ‘happiness’ indi-
ces, but these remain to be inserted into the debates 
about how to address the social determinants of 
health. These issues will be taken up in Chapter 6.

The professional view

The health promotion community necessarily puts a 
high value on health – as something worth trying to 
promote. Duncan (2007) offers a critical discussion 
about the nature of health, emphasizing the impor-
tance of examining what ‘health’ is in order to deter-
mine how we might create or improve it. He 
concludes that continuous dialogue is needed ‘as 
part of a strategy for examining and understanding 
perspectives on health’ (2007, p. 214) as well as the 
constant awareness that alternative (and perhaps 
equally valid) positions exist. Different discourses on 
health hold different views about ideas such as where 
health is located (whether it is at the individual, com-
munity, societal or even global level), how health is 
defined, how health is experienced and how health is 
valued. If people do not hold health in high regard 
then there is little impetus to try to promote it.

The nature of health and how it is defined have 
been extensively discussed and debated in the wider 
literature. In summary, health is conceptualized in 
many ways – as abstract (Earle, 2007), as contested, 
as subjective, as difficult to define (Chronin de 
Chavez et al., 2005) and as dichotomous (Green 
et  al., 2019). Differing theoretical, ideological and 
philosophical perspectives influence the way in 
which health is viewed (Warwick-Booth et  al., 
2021). In addition, we know that concepts of health 
are influenced by a range of different factors includ-
ing our culture (Chirico, 2016), our socio-economic 
position (Duncan, 2007; Blaxter, 2010; Bopp et al., 
2012), our individual experiences across the lifespan 
(Brannen and Storey, 1996; Chapman et al., 2000; 
Lawton, 2003) and our gender (Emslie and Hunt, 
2008; Yang et al., 2018). Many people have exam-
ined lay perspectives on health and offer interesting 
accounts and understandings, for example Calnan 
(1987), Seedhouse (2001), Stainton-Rogers (1991), 
Murray et al. (2003), Blaxter (2010) and Svalastog 
et al. (2017). Lay perspectives are discussed in more 
detail later in this chapter and in Chapter 2.

Salutogenic perspectives

One of the key critiques of research that has 
claimed to have investigated perspectives on health 
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is that relatively few of them have actually exam-
ined concepts of health and instead have focused 
on aspects of illness (Hughner and Kleine, 2004; 
Green et al., 2019). Clearly, health can be viewed in 
negative or positive ways, and the classic WHO 
definition of 1946 (cited in WHO, 1986b) high-
lights how health should be seen as much more 
than the absence of illness, disease and disability. 
But if it is not simply the absence of these things, 
what is health? It is somewhat easier to frame 
health in negative rather than positive ways, and 
easier to talk about those things that create ill 
health rather than those that create health. 
Biomedical accounts of health remain the most 
influential within Western contexts (Sidell, 2010) 
but salutogenic ways of thinking about health are 
more positive and focus on what creates health and 
wellbeing rather than on what causes ill health 
(Antonovsky, 1996). As Becker et al. (2010) put it:

Pathogenesis works retrospectively from disease to 
determine how individuals can avoid, manage, and/
or eliminate that disease. Salutogenesis provides a 
framework for researchers and practitioners to help 
individuals, organizations, and society move towards 
optimal well-being (p. 25).

Logically, health promotion should align itself with 
more salutogenic ways of understanding and con-
ceptualizing health – focusing on what causes, cre-
ates or supports health (Svalastog et al., 2017). The 
concept has therefore been adopted in health pro-
motion research and practice with a burgeoning 
literature on salutogenesis and salutogenic 
approaches (Bauer et al., 2019).

‘Salutogenesis’ is one attempt to capture a posi-
tive view of health and its causes and challenge 
negative ways of conceptualizing health. It is the 
opposite of pathogenesis, which is the attempt to 
understand disease. Antonovsky (1996) coined the 
term ‘salutogenesis’ and challenges the ‘pathogenic’ 
nature of the medical model of health by arguing 
that we should be focusing on wellness not illness. 
Rather than emphasizing the biomedical dichot-
omy of health versus illness and disease, Antonosky 
argues that we are all on a continuum that he calls 
the ‘health-ease-dis-ease’ continuum and that we 
move up and down this continuum all of the time –  
no-one ever really achieving ‘full’ health. He argues 
that the achievement of full health is impossible, 
given that we are all biological beings subject to the 
pathogenic forces of disease and decay. He also 
called for a move away from focus on the unwell 

and those deemed ‘at risk’ (a key tenet of public 
health approaches; Green et al., 2019). Whilst patho-
genic approaches might be described as ‘retrospective’, 
salutogenic approaches are ‘prospective’ (Becker 
et al., 2010).

Antonovsky further developed his ideas of what 
health is composed of with what he calls a Sense of 
Coherence. This encompasses three key elements – 
comprehensibility, meaningfulness and managea-
bility. These relate, in turn, to our understanding of 
our world and making sense of our experiences, 
how we feel about these and to what extent we can 
cope with the demands that we face (Sidell, 2010). 
This idea becomes crucial in terms of understand-
ing and accounting for our ‘place’ on the ‘health-
ease-dis-ease continuum’ – those with a stronger 
Sense of Coherence, Antonovsky argues, are more 
likely to be able to move towards the ‘health’ end 
of the continuum. Research consistently demon-
strates that a stronger sense of coherence is related 
to reported better health and higher levels of well-
being (Eriksson, 2017). The emphasis in salutogen-
esis is much more on adaptation and the 
mobilization of available resources to create health 
(Bhattacharya et  al., 2020). Work undertaken by 
the Global Working Group on Salutogenesis of the 
International Union of Health Promotion and 
Education has expanded on Antonosky’s original 
ideas resulting in the ‘salutogenic orientation’, 
which includes the need to foster resources and 
capacities to increase health (Bauer et al., 2019).

Health as happiness and wellbeing

Intuitively, it makes sense that happiness is funda-
mentally related to health. Many governments 
have introduced measures of wellbeing and quality 
of life in order to determine people’s experience 
and obtain indicators of ‘progress’ above and 
beyond economic ones. The World Economic 
Forum (2015) has recognized that it is important 
to find better measures of lived experience aside 
from simply looking at how much money a person 
(or country) has. Measuring ‘happiness’ and ‘well-
being’ is not an exact science, although many 
people, when asked, will equate happiness with 
health (Cloninger and Zohar, 2011). Wellbeing is 
another term that is well used yet not well defined. 
Grant et al. (2007) offer a useful way of conceptu-
alizing ‘wellbeing’. They draw on the WHO’s 
‘holistic’ definition of health as a starting point for 
discussion then go on to bring together ideas about 
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wellbeing from the wider literature, drawing on 
psychological, philosophical and sociological defi-
nitions. Their summary is presented in Box 1.6. 
Wellbeing includes having one’s basic psychologi-
cal needs met and is linked with mental health 
(experiencing positive emotions) and social health 
(engaging with others and having meaningful rela-
tionships), as well as achieving things (Gu et  al., 
2015; Johnson et al., 2016).

Another useful model of health is offered by 
Labonté, in Fig. 1.1. This places wellbeing in the 
centre, which is the point of reference for many 
people when thinking about their health. (In the UK 
for example, a common greeting is ‘Are you well?’ 
We do not say ‘Are you healthy?’) The model also 

centralizes the notion of ‘control’, a notion that is 
central to definitions of health promotion. Kobasa 
et  al. (1979) assert that control, the idea that an 
individual is able to influence the course of events, 
is one of three common factors in salutogenesis. The 
other two factors are commitment – having a sense 
of curiosity for life and a sense of meaningfulness in 
life – and challenge – the expectation that life will 
change and that change is beneficial. Helping peo-
ple to make appropriate changes, as individuals, 
families, communities and organizations, is a key 
task of health promotion. The model captures the 
importance of meaningfulness and a sense of 
purpose – to be meaningfully occupied is almost a 
definition of health (Dixey, 2010).

Box 1.6. Capturing ‘wellbeing’ – core elements.

Grant et  al. (2007) identify three dimensions of 
‘wellbeing’: the psychological dimension, the 
physical dimension and the social dimension. 
Each dimension contains several core elements 
as follows:

● ●● Psychological: includes agency, satisfaction, 
self-respect and capabilities.

● ●● Physical: includes nourishment, shelter, health 
care, clothing and mobility.

● ●● Social: includes participating in community, being 
accepted in public and helping others.

(Adapted from Grant et al., 2007, p. 52)

Physical

Mental

Social

Vitality, energy

Ability to do
things one
enjoys

Wellbeing

Good social
relations

Control over
life

Meaning and
purpose

Connectedness
to community

Fig. 1.1. Labonté’s model (1998, cited in Orme et al., 2003, p. 287).
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The material presented so far is from the view-
point of professionals – thinkers, academics, health 
workers – and not from lay people’s perspective. 
We use the term ‘lay’ to mean the ideas of those 
who are not professionally trained in health – people 
in communities and in cultures who have devel-
oped their own ideas about health. It is important 
that we explore these beliefs in some detail, as, in 
keeping with our philosophical standpoint, we start 
with where people are, regarding their views on 
health and illness as a form of knowledge that 
needs to be recognized and respected.

Lay health knowledge

What do we know of lay people’s ideas about 
health and how these relate to their health-related 
behaviours? Anthropology, in its attempt to ‘make 
the strange comprehensible’ (Lambert and 
McKevitt, 2002, p. 212), has long studied lay ideas 
about health in non-Western cultures and, in par-
ticular, medical anthropology ‘generates in-depth 
knowledge about the ways people understand 
health and frame health-related decisions’ (Panter-
Brick and Eggerman, 2018, p. 237). Sociology has 
come more recently to the study of lay beliefs, 
although in their comprehensive review of the lit-
erature on views of health in the lay sector, 
Hughner and Kleine (2004) point out that much of 
this research has focused on illness, and linking lay 
beliefs about particular conditions to people’s 
behaviours in relation to these, rather than their 
views on health more generally. However, from the 
late 1970s, there have been a number of studies on 
lay ideas about health and health-relevant behav-
iours, and what follows is an account of some of 
the main findings, followed by a discussion of the 
ways in which lay people feel that health can be 
promoted, or illness prevented. Important to this 
discussion is recognition of the importance of cul-
ture, ethnicity, social class, gender and age, as well 
as place, in relation to ideas about health.

As in the biomedical model, a common lay con-
ception of health is as the absence of disease; indeed 
Kleinman (1980) points out that professional, folk 
and popular ideas about health co-exist, and are not 
distinct. In the classic Health and Lifestyle study in 
the UK reported on by Blaxter (1990), ‘absence of 
illness’ was one of the main definitions of health. 
However, she also noted that illness and health were 
not always conceived as dichotomous states, and 
that respondents talked about being healthy in spite 

of illness. A study by Abbott et al. (2006) of post-
soviet citizens in Russia and Ukraine also found that 
the ‘most frequently cited indicator of health 
included in people’s accounts was absence of illness 
(or in some cases serious illness), mentioned by 
nearly half our informants’ (p. 231). In contrast, in a 
study of Polynesian ideas about health, Capstick 
et al. (2009) point out that ‘for Samoans, it is inac-
curate to conceptualize health as absence of illness 
and illness as absence of health – instead illness is 
seen as an inevitable though potent disruption to life 
and social systems’ (p. 1342). They also say that the 
Polynesian languages have no equivalent to the bio-
medical constructs of ‘health’ and ‘disease’ (p. 1342).

‘Health as instrumental’ is another conception of 
health, which is outlined in Blaxter’s (1990) study, 
where she describes responses that linked health 
with ability to function. In Abbott et  al.’s post-
soviet study, they note that a quarter of their 
informants talked about health as a resource: ‘A 
healthy man should be able to easily walk 20 km 
and be able to lift with one hand a 50 kg sack of 
potatoes’ (2006, p. 231). This quote also suggests 
elements of ‘health as fitness’, which was another 
category in Blaxter’s typology (1990) and Abbott 
et al. (2006) report that a third of their respondents 
mentioned physical appearance as part of a defini-
tion of health, with sporty appearance also men-
tioned. Physical appearance and fitness relate to 
more positive concepts of health, but in such posi-
tive concepts social and psychological wellbeing 
feature the most. Indeed, Blaxter (1990) found that 
health was described as wellbeing and Abbott et al. 
(2006) found that many of their respondents saw 
healthy people as happy and positive about life, 
with one respondent combining several concepts 
and noting: ‘A healthy person is rarely ill, does not 
have any chronic diseases – is always in a good 
mood, has a healthy complexion, good hair and 
shinning [sic] eyes and allocates time for work and 
rest’ (Abbott et al., 2006, p. 232).

This links with the way that many of these ideas 
about health are also underpinned by important 
notions of balance or equilibrium. In another clas-
sic study by Herzlich (1973), ‘health as equilibrium’ 
was one of three main conceptualizations of health. 
Interestingly, according to Stacey (1986, cited in 
Pierret, 1993, p. 17), ‘this positive conception of 
health as an equilibrium is more frequently found 
in French than British studies’. Harmony was 
also a feature of Polynesian ideas about health 
(Capstick et al., 2009), as were notions of balance 
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and harmony in Kwok and Sullivan’s (2007) study 
of Chinese Australians; this same study highlighted 
the emphasis on ‘everything in moderation’ in 
Chinese culture. And what needs to be kept in equi-
librium? For Polynesians, health is about harmony 
with the environment and the family (Capstick 
et  al., 2009). Omonzejele (2008) in his study of 
concepts of health in Nigeria also concludes that 
health is about more than individual stability: 
‘Good health for the African consists of mental, 
physical, spiritual, and emotional stability for one-
self, family members, and community’ (p. 120). A 
more recent contribution is that of Charlier et al. 
(2017), who suggest that indigenous peoples could 
offer us a new definition of health that includes 
environmental equilibrium, spirituality and an abil-
ity to adapt. An example they give is the Mathias 
Colomb First Nation community (Canada) for 
whom ‘being in good health means having a good 
relationship with the land, having access to good 
foods, but also having access to traditional culture’ 
(Charlier et al., 2017, p. 36).

There are other themes that emerge from the 
studies, which relate more to how much health can 
be maintained, and where responsibility for this 
lies. For instance, some studies explore the degree 
to which people feel health is under their control. 
Pill and Stott (1982), in an early study of lay health 
beliefs in Wales, suggested that their respondents’ 
ideas about health and illness could be grouped 
into those ideas that were ‘fatalistic’, where health 
and illness were regarded as states that just hap-
pened, and those that emphasized ‘lifestyles’ where, 
in contrast, it was felt that an individual’s behav-
iours could affect health and the occurrence of ill-
ness. However, in a later paper, Pill and Stott 
(1987) cautioned against categorizing people as 
‘fatalists’ or ‘lifestylists’, and observed that rather 
than seeing these as opposing views, respondents 
tended to combine elements of each view. Similarly, 
Davison et al. (1992) argued that ‘fatalism’ is not a 
contrast to a lifestyle-orientated viewpoint, but 
rather tends to arise from people’s observations of 
the limitations of a purely lifestyle-focused dis-
course; in other words, people are well aware of 
messages that particular behaviours are linked to 
health maintenance or to the causes of illness, but 
if their own experiences do not support this view, 
they may become more fatalistic. Exploring the 
relationship between people’s ideas and the mes-
sages they receive about health is clearly important, 
as so much of current health promotion discourse 

focuses on healthy lifestyles. However Abbott et al. 
(2006) found that amongst post-soviet citizens, few 
explicitly mentioned healthy lifestyles in their defi-
nition of health, and the authors attributed this to 
a lack of understanding of ‘healthy lifestyles’ as 
promoted in the West.

Conceiving of health as something that can be 
controlled also raises questions about how that 
control can be achieved. On the theme of control 
and responsibility, Mullen (1994) gives an account 
of male Glaswegians’ concepts of health in which 
both activist and fatalist dimensions can be found. 
He points out, however, that:

… activist thinking was seen to have three strands: 
personal activism, social activism, and religious activ-
ism. Further, fatalistic thinking was not about passive 
submission but rather the belief that control lay 
outwith the person in the realm of the social, natural 
or supernatural worlds.

(Mullen, 1994, p. 414)

Pierret (1993) suggested another dilemma in rela-
tion to health; whilst one conception of health was 
as ‘health-product’, as an objective to be reached, in 
this conception there were also tensions, and the 
need for balance, as health was seen as a product of 
controlled risk on the one hand, and pleasure on 
the other. This theme of tension is also pursued in 
Crawford’s (1984) work in the USA, where he dis-
cussed health as ‘release’ and health as ‘self-con-
trol’. Nowhere is this theme more pronounced than 
in ideas about eating and health, where the pleas-
ure from food consumption is contrasted with the 
need for restraint and moderation (Askegaard 
et al., 2014).

So how much do people accept that they are 
responsible for their own health? In Abbot et al.’s 
(2006) study, virtually all their respondents felt that 
individuals were responsible for their own health, 
and this is a theme in many studies. For instance, 
the issue of health as an achieved rather than an 
ascribed status is evident in the work of Backett 
(1992). This study of middle-class Scottish respond-
ents also revealed that ‘healthiness was defined on 
moralistic grounds’ (p. 261). Crawford (1984) also 
highlighted the moral dimensions of health, point-
ing out that as health comes increasingly to be seen 
as a state to be achieved by effort and self-control, 
health becomes an issue of morality.

Another conception of health highlighted by 
Pierret is that of ‘health-institution’, where health is 
seen as a matter of public policy and institutions; 
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Pierret comments on the peculiarly French nature 
of this construct, which might be a product of 
French social policy (Pierret, 1993, p.19). Certainly, 
in Abbot et al.’s (2006) study, few respondents felt 
the post-soviet state was responsible for their 
health. As we will see later, however, a growing 
emphasis on the role of wider social and economic 
factors in health is reflected in the recognition of 
the wider policy environment in more recent stud-
ies of lay health knowledge.

Throughout this overview of findings about lay 
concepts of health, there has been evidence of cul-
tural differences in such concepts. This reminds us 
of the importance of the social context of such 
ideas, or worldviews. There is also evidence of the 
importance of social location in terms of social 
class, gender, age and place. A number of studies 
have compared and contrasted concepts of health 
among middle- and working-class respondents. For 
instance, in d’Houtaud and Field’s study (1984) of 
4000 French respondents, when socio-economic 
status was taken into account, clear differences 
emerged, with those in the higher and middle 
groups associating health with hedonism, equilib-
rium, vitality and the body, whereas those in the 
lower socio-economic groups were more likely to 
see health as the absence of sickness, and link it 
with hygiene and psychological wellbeing. 
d’Houtaud and Field (1984) conclude that the more 
personalized representation of health in the higher 
groups contrasts with a more socialized conception 
of health in the lower groups, where health is instru-
mental and about performing one’s social duties 
and these differences reflect ‘corresponding roles of 
mastery on the one hand and the execution of social 
tasks on the other’ (p. 47). These findings are ech-
oed in the Welsh study by Pill and Stott (1982), who 
also found that functional definitions of health were 
more common among working class women. 
However, Calnan (1987) cautions against overem-
phasizing social class differences in defining health, 
suggesting that seeming differences may relate more 
to the way people respond in interviews, and also to 
whether respondents are referring to their own 
health or that of others.

Another dimension that has received increasing 
attention in recent years is the role of gender in ideas 
about health. Blaxter (1990) found women more 
expansive in their ideas about health than men; she 
also found that younger women saw health as being 
about vitality, energy and functioning, whereas 
younger men were more likely to see health as being 

about physical fitness. Many of the early studies 
were purely on women (e.g. Herzlich, 1973; Pill and 
Stott, 1982); however, recent studies have focused 
on men and their definitions of health. For instance, 
Robertson (2006) found that direct questions about 
defining health were problematic for his male 
respondents, and he attributed this to cultural 
notions of masculinity, which made it harder for 
men to express concern about health: ‘It’s [health] 
important to women, innit? But blokes don’t really 
bother about it’ (Robertson, 2006, p. 178). He goes 
on to describe echoes of Crawford’s description of 
health as an outcome of control and release, as 
shown in this quote from a respondent (p. 179):

I do keep fit. Um, don’t drink too much, don’t 
smoke too much, well I probably do at times 
[laughs]. Watching what I eat to a certain extent, 
eating fruit and vegetables. Um, so keeping fit, eat-
ing healthily and not living life in too much of an 
excess.

However, Macintyre et al. (2006) concluded from 
their Scottish study of both men and women that 
there were no significant sex differences. They com-
ment: ‘This suggests the need for caution in inter-
preting single sex studies from which implicit 
comparisons might be drawn with the opposite sex 
on the assumption that there are always gender dif-
ferences’ (p. 737). Whilst this may indeed be true, a 
recent study by Alidu and Grunfeld (2017) explored 
both gender and cultural differences amongst 
Ghanaian and Indian migrants and White British 
participants in an urban area of the UK, and con-
cluded that gender differences as well as cultural 
differences were apparent in health beliefs. Echoing 
earlier research, they comment that: ‘men’s beliefs 
about health are shaped by societal prescription of 
their role and “being masculine” may involve being 
able to withstand challenges, conceal emotion and 
not disclose distress’ (p. 6).

Age is also a factor in concepts of health. Blaxter 
(1990) found definitions of health varied through 
the life course, with negative concepts and views of 
health as ability to function perhaps unsurprisingly 
more common among older people, whereas ado-
lescent boys in a Swedish study took physical 
health for granted and for them health was more 
about positive emotions and relationships (Randell 
et  al., 2016). A final important factor in views 
about health is that of place. Small et  al. (2012) 
stress the importance of place in their account 
of shared narratives of health in Barnsley, UK, a 
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former mining town. In their study of patients with 
chronic obstructive pulmonary disease (COPD), 
they conclude that ‘views about health are 
shaped by collective history’, and they link their 
respondents’ views on health to the consequences 
of working lives spent in the coalmines or in heavy 
industry, where breathing problems are considered 
commonplace.

The causes of illness and ‘lay epidemiology’

Much of the research on concepts of health and 
maintenance of health also contains evidence about 
lay people’s ideas about the causes of illness. For 
instance, if health is seen as a product of harmony 
and social relationships, then disruption to this bal-
ance and problems with relationships might be 
assumed to be the causes of ill health. However, it 
is important to realize that causes of health and 
causes of illness may not be conceptualized as 
opposites. For instance, in Herzlich’s (1973) work, 
health was seen as something that could be 
enhanced by individual actions, but illness was seen 
as something that was beyond control. Broadly, 
however, causes of illness in lay ideas have been 
categorized as internal or external, as under control 
or beyond control. An example of a focus on exter-
nal factors is the following: ‘Illness in the Pacific 
may be perceived as coming about through con-
flicts with family members, or because of otherwise 
unbalanced or unsettled social relations’ (Capstick 
et al., 2009, p. 1343). Similarly, Swami et al. (2009) 
conclude that among their Malaysian respondents 
the social world was seen as an important source of 
both health and illness. In Nigeria, Omonzejele 
(2008) stresses ideas about disequilibrium with 
ancestors, or evil spirits as the cause of disease. 
However, given the emphasis on health promotion 
and disease prevention through behaviour change 
in health policies in the last decades, much research 
focuses on ideas about the relative weighting given 
to personal behaviour in promoting health or caus-
ing disease (i.e. factors under control), as opposed 
to external factors in the wider social and economic 
environment. An example is Mackenzie et  al.’s 
(2017) study of working-class discourses about 
health in two de-industrialized areas in Scotland. In 
their study, they describe how ‘discourses around 
lifestyles indicate knowledge of the association 
between behaviours or cultural practices and 
health’ (Mackenzie et al., 2017, p. 244). However, 
they then note that the majority of their respondents 

saw these lifestyles and poor health as products of 
neoliberal policies and austerity measures.

Whilst many lay accounts of illness, and its 
causes, often recognize those factors that are 
stressed in professional accounts, these ideas also 
coexist with other accounts of health and illness, 
and ‘lay epidemiology’ is the term applied to this. 
Frankel et al. (1991, p. 428) define ‘lay epidemiol-
ogy’ as the process by which ‘individuals interpret 
health risks through the routine observation and 
discussion of cases of illness and death in personal 
networks and in the public arena, as well as from 
formal and informal evidence arising from other 
sources, such as television and magazines’. Davison 
et al.’s (1991) early study of lay ideas about ‘candi-
dacy’ and coronary heart disease risk shows that 
lay people are often well aware of risk communica-
tion, and factors such as lifestyles are often cited as 
important in causing disease. However, such aware-
ness does not extend to a wholehearted acceptance 
of official medical thinking and advice. Indeed, 
Bury (1994, p. 28) points out that ‘people ration-
ally assess official information and apply it to their 
lived experiences on an ongoing basis’. So, for 
instance, ‘smoking kills’ is a message that may well 
be treated with some scepticism when we see smok-
ing centenarians around us. Or a focus on lifestyle 
choices whilst people are struggling to cope with 
poverty may be seen as unrealistic or ‘victim blam-
ing’. Such lay ideas about risk and disease have 
been explored in terms of, for example, gender and 
heart disease (Emslie et  al., 2001), social class, 
smoking and ill health (Lawlor et al., 2003), ethnic-
ity and heart disease (Grunau et  al., 2008), and 
vaccination of children in Denmark (Pihl et  al., 
2017) and Zambia (Pugliese-Garcia et al., 2018). A 
particular recent focus of research has been on the 
role of the mass media and social media in influ-
encing lay views. For instance, de-Graft Aikins 
et  al. (2014) comment on the role of the mass 
media in explanatory models of diabetes among the 
urban poor in Ghana. Another example is the 
impact of media coverage of the health risks of 
mobile phone masts on lay understanding (Collins, 
2010), and even more recently (2020) we have had 
the example of links being made on social media 
between 5G technology and the Covid-19 pan-
demic. Deborah Lupton has been a key writer on 
these issues; having highlighted how much people 
learn about health and illness from the mass 
media, more recently she has pointed out that digi-
tal technologies are having significant effects on 
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both professional and lay ‘ideas and practices con-
cerning how human bodies should be understood, 
experienced and treated’ (Lupton, 2016, p. 53). 
These issues are discussed further in Chapter 4.

The research on lay health beliefs and knowledge 
outlined here has revealed rich and complex ideas, 
which have implications for those engaged in pro-
moting health, and it suggests the need, at the very 
least, for what has been called ‘cultural sensitivity’ 
in messages about health (e.g. Krumeich et  al., 
2001). But it also suggests something more. In the 
case of many of the studies, the respondents live in 
a context where they are surrounded by the mes-
sages of the past few decades about personal 
responsibility for health, and the role of individual 
behaviours in maintaining health and preventing 
disease. If they do not respond to these, it is surely 
not a question of a ‘knowledge deficit’ (Henderson, 
2010), but rather one of people’s experiences and 
contexts giving them different opportunities and a 
different understanding, which may be complex and 
entirely rational. As Gabe et al. (2004, p. 139) point 
out: ‘universities and laboratories are not the only 
places in which evidence is debated and knowledge 
generated. Knowledge is found in the home, the 
street, the pub and the workplace’. How health 
promotion needs to take account of, and work with, 
such lay knowledge is a theme of this book.

The Disciplinary Foundations  
of Health Promotion

Health promotion has been criticized by some for 
being a ‘magpie’ profession (Seedhouse, 2004) on 
the premise that it has collected together many dif-
ferent facets from other disciplines (bodies of 
knowledge) rather than having developed a distinct 
scholarship around a single discipline of its own. 
However, the fact that health promotion draws on 
a number of different disciplines can also be con-
sidered one of its strengths as it brings together 
various fields of study in a common enterprise. 
Macdonald and Bunton (2002) distinguish between 
two different levels of ‘feeder’ disciplines – referred 
to as ‘primary’ and ‘secondary’. Primary feeder 
disciplines make a significant contribution to health 
promotion theory and include sociology, psychol-
ogy, education, economics, epidemiology and com-
munication theory. Secondary feeder disciplines 
include ethics and philosophy, social policy, genet-
ics, and marketing. These also make a contribution 
but to a lesser extent. That is not to say that 

Macdonald and Bunton’s list of primary and sec-
ondary feeder disciplines is exhaustive. For exam-
ple, more recently Klein et al. (2015) have argued 
the case for the major role that social psychology 
plays in promoting public health. The breadth and 
depth of health promotion necessarily requires a 
multi-disciplinary approach. Enabling people to 
live healthier lives is a very complex endeavour 
requiring multisectoral action (Fleming, 2020). 
Bringing together knowledge from various disci-
plines is essential to understanding how this might 
be achieved even whilst, as Cribb (2015) argues, 
operating from different premises may cause some 
ethical challenges. All of these disciplines are 
referred to, and drawn upon, in this book in rela-
tion to the different areas that are discussed in each 
chapter. In that sense they serve as a foundation for 
exploring what health promotion is about and for 
establishing the principles and practice that under-
pin efforts to promote health and wellbeing. We 
take up this discussion again in Chapter 6; how-
ever, in the final part of this chapter, we turn to 
empowerment, another threshold concept in health 
promotion and, arguably, the most important.

Empowerment

From what has been said so far, it is becoming 
apparent that our view of health promotion will 
favour an approach that puts people at the centre, is 
empowering and that challenges the social structure. 
Sen (1993) articulated the idea of capability, mean-
ing all those aspects that enable people to live lives 
with meaning and value to themselves; capability 
also contains aspects that constrain individual 
agency – the ability to act freely. As health promo-
tion is defined as the ability to take control of the 
determinants of health, it follows that people need a 
certain amount of power in order for them to do so. 
Empowerment is essential in terms of becoming the 
author of one’s own life (Baxter Magolda, 2001).

We are thus clear in our view that empowerment 
is the key to promoting health. This view has been 
consistent at Leeds Beckett from the work of its 
first professor of health promotion, Keith Tones, 
who asserted that ‘empowerment is central to the 
philosophy and practice of health promotion’ 
(Tones, 1997, p. 39), through to our current work 
trying to assess the effectiveness of empowerment 
approaches (Woodall et  al., 2010, 2012; Green 
et al., 2019). Empowerment is mentioned in all the 
key conference documents from Ottawa to 
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Shanghai. Empowerment fits with humanistic 
approaches, where we assume that people are 
competent and capable of making changes in their 
own lives; that competence is gained through life 
experiences and not from being told what to do; 
and that empowerment cannot be ‘given’, it can 
only be worked on collaboratively in a process 
where workers or ‘professionals’ aim to decrease 
the powerlessness felt by individuals and commu-
nities. It is also clear that power and thus empow-
erment, like capability, are distributed in massively 
unfair ways.

Despite the central importance of empowerment, 
there have been difficulties in articulating exactly 
what it means. Victoria Grace (1991), for example, 
highlighted the inconsistencies and contradictions 
of ‘empowerment’ within health promotion and our 
recent review reiterated the ambiguity and confu-
sion surrounding the term, suggesting that ‘empow-
erment’ was being deployed somewhat ‘casually’ in 
the health promotion literature (Woodall et  al., 
2010, 2012). Raeburn and Rootman (1998) have 
been two prominent authors highly disparaging of 
empowerment and its status as a ‘buzz word’ in the 
health promotion discourse. They, like Rissel (1994), 
argue that the absence of a clear definition leads to 
misuse and misunderstanding of the term. Its use 
has thus become problematic (Minkler, 2000; 
Labonté and Laverack, 2008).

Describing a vicious theory–practice circle, 
Cattaneo and Chapman (2010, p. 646) assert that 
‘… one might argue that the lack of precise defini-
tion has made it amenable to diffuse applications, 
which have then exacerbated the lack of precision 
in its definition’.

This semantic slippage may reflect the ubiqui-
tous spread of neoliberal ideas within health pro-
motion, and modern life more generally, that 
favour the individual over the social. It is in this 
context that Woodall et al. (2012) argue that the 
word has lost its power and original orientation 
toward social and political change. Interviews with 
practising health promoters show that, although 
empowerment as a concept is highly valued but 
frequently perceived as idealistic, day-to-day appli-
cation in the field is all too often stymied by top 
down organizational hierarchy and target-driven 
culture with their ever-present issues of time, fund-
ing and quantifiable measurement (Berry et  al., 
2014).

Somewhat compounding this issue is that the dis-
course of empowerment within health promotion 

has not evolved consistently throughout the world, 
so it is little wonder that the term has been misrep-
resented and inconsistently applied. For example, 
empowerment has been viewed by some as a 
‘Eurocentric phenomenon’ (MacDonald, 1998,  
p. 40), perhaps because it was a central tenet in  
the original WHO European Healthy Cities pro-
gramme in the late 1980s (Heritage and Dooris, 
2009) and because of the burgeoning amount of 
academic writing on the issue from European 
authors. However, in Africa, community develop-
ment and empowerment approaches have been a 
key strategy for some time (Nyamwaya, 2005), 
where academic commentary now exists but has 
been relatively slow to emerge (Moore et al., 2014; 
Onditi and Odera, 2017). In contrast, Anme and 
McCall (2011) argue that empowerment is a rea-
sonably new concept in Asian countries. These 
semantic difficulties should not divert attention 
from the overwhelming importance of empower-
ment. Discussion of a working definition can be 
found in the Altogether Better programme in the 
UK (Woodall et  al., 2010). Related to but going 
beyond definitional dilemmas is the problem of 
measurement, which is discussed in some detail by 
Cross et al. (2017) and Cyril et al. (2016).

Power and powerlessness

The concept of power is at the heart of empowerment – 
empowerment can only occur when communities 
take power (Rappaport, 1985). The radical roots of 
empowerment can be traced to the Brazilian 
humanitarian and educator, Paulo Freire (1921–
1997), whose key text, the Pedagogy of the 
Oppressed (1972), introduced important ideas 
such as critical awareness or ‘conscientization’, 
which have entered the health promotion dis-
course. Freire brings in the issue of oppression, 
necessitating a working definition of this term, too, 
but as Dalyrymple and Burke (2001) argue, oppres-
sion is a complex and emotive term and to explain 
it simply would be to deny this complexity. 
Empowerment approaches should inevitably be 
anti-oppressive, and we would assert that health 
promotion needs to develop anti-oppressive prac-
tice. ‘Anti-oppressive practice … means recognizing 
power imbalances and working towards the pro-
motion of change to redress the balance of power’ 
(Dalyrymple and Burke, 2001, p. 15). This way of 
working also requires reflection on the power 
imbalances between professional health promoters 
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and communities, and challenging oppression 
wherever it is encountered, a task taken up again in 
Chapter 6.

Within health promotion, empowerment is gen-
erally regarded as a process enabling people who 
lack power to become more powerful and gain 
some degree of control over their lives and health 
(Green et  al., 2019). Empowerment is associated 
with addressing the causes of powerlessness and 
disempowerment. In its widest and most radical 
sense, empowerment is concerned with combating 
oppression and injustice and is a process by which 
people work together to increase the control they 
have over events that influence their lives and 
health (Laverack, 2006). This suggests that empow-
erment approaches must operate at various levels, 
from the individual through to organizations and 
communities. Empowerment in the Freirarian sense 
only happens when a person makes the links 
between their personal position and structural ine-
qualities, i.e. when they not only feel a sense of 
personal power but when they begin to question 
their position in society. An example of this awak-
ening (or conscientization) is this:

During the depression years of the 1930s, cookery 
classes were organised for women in poor communi-
ties in an attempt to help them to provide nutritious 
meals for their families despite low incomes. One 
particular evening a group of women were being 

taught how to make cod’s head soup – a cheap and 
nourishing dish. At the end of the lesson the women 
were asked if they had any questions. ‘Just one’, said 
a member of the group, ‘whilst we’re eating the cod’s 
head soup, who’s eating the cod?’

(Quoted in Popay and Dhooge, 1989;  
a cod is a fish commonly eaten in Europe)

A more recent example of this raising, at a social 
and international level, of critical awareness of 
unfair and unjust structural inequalities might be 
the way in which the death of George Floyd at the 
hands of the Minneapolis Police Department has 
brought together a global movement for challenge 
and change.

Powerlessness, in Solomon’s view, comes from 
three potential sources: first there are systems that 
systematically deny powerless groups opportunities 
to take action; secondly there are the negative 
images that oppressed people have of themselves, a 
form of self-oppression; and thirdly there are the 
negative experiences that oppressed people undergo 
in their everyday interactions with systems, institu-
tions or the media (Solomon, 1976).

Experiencing powerlessness means that people 
feel further excluded, rejected, treated as inferior 
and in a downward spiral, then feel that they are 
inadequate, unworthy and deserving of the role of 
‘second-class citizen’. Those experiencing power-
lessness could occupy a stigmatized role, such as a 

Community empowerment – Black Lives Matter, June 2020, New York (‘New York Protest’ © KarlaAnnCoté).
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‘traveller’, Gypsy, ‘ethnic minority’, ‘gay’, ‘asylum 
seeker’, ‘ex-convict’, ‘mentally ill’, and/or could be 
facing insecurity in terms of joblessness, income, 
housing, education, literacy. Dalyrymple and Burke 
(2001, p. 15) comment:

If we consider that people’s relations are structured 
by power then we are less likely to stereotype, make 
assumptions or misinterpret other people’s actions. 
It is when we do stereotype, make assumptions and 
misinterpret other people’s actions that we start to 
oppress.

Individual and community empowerment

Empowerment is a necessary stage in the process of 
transformation. As Freire (1972, p. 34) said:

In order for the oppressed to be able to wage the 
struggle for their liberation, they must perceive the 
reality of oppression, not as a closed world from 
which there is no exit, but as a limited situation which 
they can transform.

Empowerment resonates with the important socio-
logical concept of agency: ‘agency’ suggests that 
people have ‘internal powers and capacities which, 
through their exercise, make her an active entity 
constantly intervening in the course of events going 
on around her’ (Barnes, 2000, p. 25). It means that 
people have the will, power and capacities to act. 
Agency, however, also requires an understanding of 
how one stands in relation to others – an apprecia-
tion of one’s identity and standing in relation to the 
rest of the community in which one is located. This 
moves us into considering individual empower-
ment and its relationship with community empow-
erment. These two concepts are often presented as 
being separate but, of course, they are connected, as 
summed up in the basic tenet of the feminist move-
ment, that ‘the personal is political’.

A prominent theme within health promotion 
discourse has been that of fostering individual 
forms of empowerment. Individual empowerment 
(also referred to as psychological or self-empower-
ment) can occur without participation in collective 
action or political activity and is concerned with 
developing attributes that are needed for people’s 
personal capacity to be realized – it is associated 
with people having the genuine potential for mak-
ing choices (Tones and Tilford, 2001). Choice is an 
embedded term in the empowerment process, as 
empowered people often have better health because 
they are more capable of making informed decisions 

about their life (Linhorst et al., 2002; Rifkin, 2003; 
Larsen and Manderson, 2009). Staples (1990) sug-
gests that individual empowerment concerns the 
way people think about themselves and also the 
knowledge, capacities, skills and mastery they actu-
ally possess. At the individual level, individuals 
who become more empowered feel better about 
themselves (Staples, 1990). Indeed, there is good 
evidence showing that empowerment interventions 
focusing on the individual increase participants’ 
psychological wellbeing, including self-efficacy, 
confidence and self-esteem (Gibbon, 2000; Crossley, 
2001; Jacobs, 2006; Laverack, 2006; Wallerstein, 
2006; Aday and Kehoe, 2008; Fisher and Gosselink, 
2008). Two comprehensive reviews, for example, 
both showed how participation in various groups 
and programmes had led to increases in these 
particular health-related outcomes (Laverack, 
2006; Wallerstein, 2006). Whereas powerlessness 
can lead to depression and immobilization, increas-
ing empowerment can enable a shift in the indi-
vidual’s perspective, away from self-blame and 
towards feeling that change is possible. Greater 
individual empowerment is not at the expense of 
others and is thus a non-zero-sum form of power. 
This type of power is infinite – an increase in one 
person’s individual empowerment is not at the 
expense of anyone else’s – it is a ‘win-win situation’ 
(Rissel, 1994, p. 40).

Individual empowerment, however, may not con-
sider or challenge the social determinants of people’s 
health (Wallerstein, 2006) and in our view does not 
constitute full empowerment in the sense of trans-
forming the relations of power. Individual empower-
ment alone has a limited impact on addressing 
health inequalities and may be illusory in that it does 
not lead to an increase in actual power or resources. 
In reality, empowerment simply at the individual 
level does little to influence social change:

Individual empowerment is not now, and never will 
be, the salvation of powerless groups. To attain social 
equality, power relations between ‘haves,’ ‘have-a-littles,’ 
and ‘have-nots’ must be transformed. This requires a 
change in the structure of power.

(Staples, 1990, p. 36)

This is not to say that individual empowerment is 
unimportant, but if it remains at this level, it over-
looks change in the political and social context in 
which people live (Riger, 2002).

Individual and community empowerment should 
be seen as linked, with the former constituting an 
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early stage of the latter in some cases where indi-
vidually empowered people come together to 
create social movement for change (Woodall  
et al., 2010). Community empowerment (Box 1.7) 
is a ‘synergistic interaction’ between the individ-
ual and broader social and political action 
(Laverack, 2007, p. 14). It refers to processes by 
which individuals join together to make changes to 
their situation and is tied to principles of social 
justice. Green et al. (2019) suggest that if empow-
erment consists of facilitating voluntaristic deci-
sion making and ‘free choice’, then it should 
not only target the individual but also the com-
munity and environment. This is encapsulated by 

Wallerstein (1992, p. 198) who defines community 
empowerment as:

… a social-action process that promotes the partici-
pation of people, organizations and communities 
towards the goals of increased individual and com-
munity control, political efficacy, improved quality of 
life and social justice.

Community empowerment (Boxes 1.8 and 1.9) has 
a political orientation in which members are made 
conscious of their powerlessness and actively 
participate in redistributing resources to challenge 
social injustice and oppression (Ward and Mullender, 
1991; Rissel, 1994). Wise (1995) believes that the 

Box 1.7. Similarities and differences.

According to Laverack and Wallerstein (2001), com-
munity empowerment has been superseded by a 
plethora of other terms, such as community capacity, 
community competence, community cohesiveness 
and social capital.

Community empowerment has similarities with, but 
is still different from, terms like community capacity 

and social capital. In summary, community empow-
erment concerns power relations and intervention 
strategies which ultimately focus on challenging 
social injustice through political and social processes 
(Wallerstein, 2006). The overall aim is to allow peo-
ple to take control of the decisions that influence their 
lives and health.

Box 1.8. African-American community health advisors’ role in transformational change.

The inclusion of Community Health Advisors (CHAs) 
in a breast and cervical cancer programme for 
African-American women in Alabama helped to 
bridge the gap between professionals and the com-
munity by identifying barriers to health for this mar-
ginalized group. Experiences of inequity relating to 
socio-economic status, education and healthcare 
utilization were recounted through photovoice focus 
groups and the need for greater cultural awareness 

and sensitivity was highlighted. The images collected 
were then used to promote dialogue, critical thinking 
and to identify causes of powerlessness. Being 
described as a ‘transformational’ process, this 
allowed the women to better advocate for change 
and resulted in an improvement in the development 
of more culturally appropriate health services and, 
more broadly, greater educational opportunities for 
their peers (Mayfield-Johnson et al., 2014).

Box 1.9. Immigrant Latina survivors of domestic violence: promotora model of community 
leadership.

A programme designed to enhance leadership of 
Latina immigrant survivors of domestic violence in 
the USA utilized peer support and information shar-
ing to facilitate transformational change. Not only did 
the approach engender individual empowerment with 

respect to the intrapersonal, interactional and behav-
ioural, but the women also reported a reduction in 
fear, an increase in knowledge and ‘a sense that they 
could promote change in their community’ (Serrata 
et al., 2016, page 37).
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underlying philosophy involves enabling the 
oppressed to understand how structural processes 
(e.g. racial, gender, social inequalities, etc.) impact 
upon them as individuals and concerns mobilizing 
people to take community action (Baum, 2003). 
Community empowerment in this respect is a zero-
sum relationship – power in essence is finite. For 
example, resources being directed at some people 
can cause the displacement of power (disempower-
ment) from others due to competition for the same 
resources (Riger, 2002; Heritage and Dooris, 2009). 
Consequently, Gutiérrez (1991) suggests that this 
form of empowerment is based on a conflict model.

‘Outcome’ or a ‘process’

Whether community empowerment is an ‘outcome’ 
or a ‘process’ has been a debated issue. An empow-
erment outcome could, for instance, be the redistri-
bution of resources to redress health inequalities or 
a change of policy in favour of community groups 
that have come together to create change. Laverack 
(2004) has developed a continuum of community 
empowerment, which outlines the process of com-
munity empowerment. As illustrated in Fig. 1.2, 
Laverack has proposed a series of actions that 
progressively contribute to more organized com-
munity and social action. Starting with an individ-
ual’s concerns about a given issue, the process of 
community empowerment starts with the develop-
ment of small mutual groups, then community 
organizations, partnerships and ultimately to 
groups of people taking political and social action 
to create social change through the redistribution 
of resources and power (Wallerstein, 2002; 
Laverack, 2006). The continuum is useful from a 
theoretical perspective, as it allows practitioners to 
identify how they can be involved in empowerment 
approaches in their everyday work. However, in 
reality, the process of community empowerment is 
dynamic, iterative and complex as opposed to lin-
ear (Laverack, 2010).

Participation is an important feature of 
Laverack’s continuum (Fig. 1.2). Individuals have a 

better chance of achieving their health goals if they 
can share these matters with other people who are 
faced with similar problems. Through participa-
tion, individuals are likely to experience some 
degree of control as they are better able to define 
and analyse their concerns and together they are 
capable of finding joint solutions to act on their 
issues (Laverack, 2005). Figure 1.3 demonstrates 
the assumed relationship between levels of partici-
pation and degrees of empowerment.

While participation forms ‘the backbone of 
empowering strategies’ (Wallerstein, 2006, p. 9), 
participation alone does not guarantee empower-
ment, as it can often be manipulative and passive, 
rather than truly engaging and empowering. It is 
perhaps also naive to consider empowerment a 
panacea for improving people’s health and wellbe-
ing (Hyung Hur, 2006), as Baistow (1994, p. 40) 
argues that ‘problems’ are often complex and inter-
connected, and a simple ‘dose of empowerment’ is 
unlikely to provide the full solution. Indeed, some 
authors offer more critical perspectives on empow-
erment. For example, Spencer (2015) highlights the 
potential for unintended consequences and ethical 
dilemmas, which may require professional reflexiv-
ity. Jacobs (2011) considers the difficulties and 
dissonances in bringing more abstract concepts 
of power to the day-to-day work of health promo-
tion on the ground, which may be more task 
orientated. Notwithstanding this criticism, it is 
imperative that the relationship between the pro-
fessional and the community is equal in order to 
facilitate empowerment-based approaches (Jacobs, 
2006). Empowerment cannot be given to people, 
but comes from individuals and communities 
empowering themselves. The role of the health 
promoter here, rather than imposing professional 
perspectives and solutions, or employing manipula-
tive or persuasive techniques, is to help to create a 
situation where empowerment may be more likely, 
through facilitation and support, but only when 
groups of people gain their own momentum, 
acquire skills and advocate for their own change 
will empowerment have been fully realized (Rissel, 

Personal action Small mutual
groups

Community
organizations

Partnerships Social and
political action

I I I I

Fig. 1.2. Community empowerment as a continuum (Laverack, 2004, p. 48).
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1994; Wallerstein, 2006). Yet this does raise some 
interesting issues, such as how do we know if our 
intentions and practices to empower really are 
empowering and can we and should we attempt to 
facilitate the empowerment of all people? According 
to Allah Nikkhah and Redzuan (2009), if power 
cannot change, i.e. if it is inherent in social struc-
tures, then empowerment is not possible. The ques-
tion as to whether health promoters should work 
toward empowerment with all people returns to 
our view of health promotion as a moral activity. 
Riger (2002) argues that there are some groups 
who should become less empowered, rather than 
more powerful, but who should decide which 
groups? Our work on health in prisons presents 
interesting contradictions between the central tenet 
of empowerment and the stripping away of power 
that the prison experience engenders.

Prisons arguably represent an environment 
where empowerment cannot be fostered. It is a set-
ting where little choice can be sanctioned, where 
autonomy and personal agency are frowned upon 
and where prisoners are under surveillance, con-
trolled and forced into subservience and obedience 
(Maeve, 1999; Smith, 2000; de Viggiani, 2006). The 
‘power over’ individuals can be particularly dam-
aging to health and contribute to a loss of control 
and disempowerment (Woodall et  al., 2010). The 
empowerment of people in prison is a potentially 

contentious area, but the WHO (1995) claim that 
prisons should be concerned with empowerment. 
This has been reiterated more recently by the UK 
government in their delivery plan for health and 
criminal justice (DOH, 2009), where the strategy 
alluded to the increased participation and empow-
erment of offenders. The rationale for empowering 
prisoners is justifiable, given the fact that most 
people serve short prison sentences and return to 
the community. However, there are some writers 
who feel that the empowerment of prisoners is 
‘morally questionable and politically dangerous’ 
(The Aldridge Foundation and Johnson, 2008, p. 2).

The Value Base of Health Promotion

So far, this chapter has explicated a number of key 
values held by health promotion, including the 
importance of listening to lay views, empowerment 
and participation. We will end this chapter by fur-
ther outlining the value base, by presenting the 
views of a number of thinkers. Seedhouse (1997) 
usefully summarized the debate about whether 
health promotion is, and should be, driven by val-
ues or by evidence. Wills and Woodhead (2004, 
p. 12) later argued that a ‘technical-rational model’ 
of public health with its focus on ‘applying expert 
knowledge objectively to analyse problems and 
provide the solutions’ gives ‘little attention to value 

High degree of
empowerment

Low degree of
empowerment

In control;
makes all major
decisions

Delegated
authority

Plan
jointly

Consulted Given
information

Ignored Coerced into
following
instructions

ExcludedTokenismParticipation

Fig. 1.3. Participation and empowerment gradient (from Green et al., 2019, p. 54).
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based questions about what outcomes are desira-
ble, how situations are framed as problems, and 
what constitutes valid professional knowledge’ – a 
position with which we concur.

We would assert that not only is health promo-
tion driven by values, but also that some sets of 
values are better than others: justice, peace and 
democracy are all values, and we would say that 
they are better than their opposites. We (the 
authors) are thus not value-neutral. Furthermore, 
we believe that health promotion should be under-
pinned by a set of values and principles that guide 
practice. There is general agreement in the health 
promotion community that health promotion is 
underpinned by three core values – empowerment, 
equity and social justice (Green et  al., 2019). If 
health promotion is values-driven, it raises the 
question of how the evidence base for health pro-
motion should be used, as evidence-based practice 
not only is part of current professional life, but it is 
also ethical to work in ways that we believe will 
work (however ‘working’ is defined). Evidence-
based practice is taken up in Chapter 5, with the 
obvious caveat that not everything that counts can 
be counted, and with a scepticism towards the cur-
rent obsession with not doing anything that cannot 
be ‘evaluated’. A values-based approach should 
not be seen in opposition to an evidence-based 

approach – it is not necessarily an ‘either/or’. 
Incorporating evidence-based practice is an ethical 
value and should be one of the principles of prac-
tice within a values-based approach. Some attempts 
at delineating sets of values for health promotion 
work will be discussed here.

The WHO, in 1986, developed a set of concepts 
in its Copenhagen discussion paper mentioned 
above (WHO, 2009). These principles are covered 
in Box 1.10.

Health promotion focuses on the population as a 
whole in their everyday life, not just those seen to 
be ‘at risk’ of particular disease conditions; it is 
directed towards action on the determinants or 
causes of health; it combines diverse but comple-
mentary methods and approaches; it aims to obtain 
effective public participation; it requires profes-
sionals to play an enabling role.

In an attempt to detail what a ‘people-centred’ 
health promotion might look like, Raeburn and 
Rootman, in 1998, wrote a book with that title, 
which provided a set of principles. Health promo-
tion should be concerned with real, living people 
and focus on positive, life-enhancing factors and 
not on social problems or disease symptoms; it 
should focus on people’s strengths rather than their 
weaknesses; it should focus on health outcomes 
rather than more general (but equally important) 

Box 1.10. Health Promotion Principles.

1. Health promotion involves the population as a 
whole in the context of their everyday life, rather than 
focusing on people at risk for specific diseases. It 
enables people to take control over, and responsibility 
for, their health as an important component of every-
day life – both as spontaneous and organized action 
for health. This requires full and continuing access to 
information about health and how it might be sought 
for by all the population, using, therefore, all dissemi-
nation methods available.
2. Health promotion is directed towards action on 
the determinants or causes of health. Health promo-
tion, therefore, requires a close cooperation of sec-
tors beyond health services, reflecting the diversity of 
conditions that influence health. Government, at both 
local and national levels, has a unique responsibility 
to act appropriately and in a timely way to ensure that 
the ‘total’ environment, which is beyond the control of 
individuals and groups, is conductive to health.

3. Health promotion combines diverse, but comple-
mentary, methods or approaches, including com-
munication, education, legislation, fiscal measures, 
organizational change, community development 
and spontaneous local activities against health 
hazards.
4. Health promotion aims particularly at effec-
tive and concrete public participation. This focus 
requires the further development of problem-defining 
and decision-making life skills both individually and 
collectively.
5. While health promotion is basically an activity 
in the health and social fields, and not a medi-
cal service, health professionals – particularly in 
primary health care – have an important role in 
nurturing and enabling health promotion. Health 
professionals should work towards developing 
their special contributions in education and health 
advocacy.

(WHO, 2009, pp. 29–30)
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outcomes such as social justice or social equality; 
empowerment, justice, equity, cultural appropriate-
ness and spirituality are central values to health 
promotion; health promotion takes time and should 
not be judged on ‘quick results’; health promotion 
must be efficient, well-organized and systematic.

Those countries – Australia, Canada, the USA 
and New Zealand – with a large indigenous popu-
lation that was subsequently overwhelmed by the 
invading Europeans have attempted to develop 
ways to make health promotion meaningful for 
those native populations. Durie (2004), for exam-
ple, has argued that for health promotion to be 
useful to indigenous peoples it must be consistent 
with their values, attitudes and aspirations. (The 
same could be said of all communities, of course.) 
An Indigenous model of health promotion has been 
developed in New Zealand that combines Maori 
world views and health perspectives. Given the 
importance of the symbolism of the Southern Cross 
constellation (Te Pae Mahutonga), the model adopts 
an Indigenous icon to increase understanding and 
to make health promotion relevant. The model pro-
poses four key areas for health (‘ora’), each repre-
senting one of the central Southern Cross stars.

Waiora refers to the natural environment and environ-
mental protection; Mauri Ora is about cultural iden-
tity and access to the Maori world; Toiora includes 
wellbeing and healthy lifestyles; and Whaiora encom-
passes full participation in the wider society. The two 
pointer stars symbolize capacities that are needed to 
make progress: effective leadership (Nga Manukura) 
and autonomy (Mana Whakahaere).

(Durie, 2004, p. 181)

Another excellent guide to health promotion using 
an ‘aboriginal lens’ is provided by the Mungabareena 
Aboriginal Corporation and Women’s Health 
Goulburn North East (2008), in a guide that is use-
ful to everyone working in health promotion, 
wherever they practise, as it presents ideas on how 
to work in culturally appropriate, participative 
ways. It considers each stage of a health promotion 
work cycle through an ‘aboriginal lens’:

There are 10 components within the framework. 
Each section describes a health promotion concept, 
and then presents it through an Aboriginal lens. 
Following this are examples of practice and useful 
resources. The 10 components of the framework are:

1. Identifying guiding values and principles
2. Identifying theoretical underpinnings and 
frameworks

3. Analysing health promotion practice 
environments
4. Evidence gathering and needs analysis
5. Identifying settings and sectors for health 
promotion
6. Determining and implementing health promo-
tion strategies and approaches
7. Evaluation design and delivery
8. Partnerships, leadership and management
9. Workforce capacity building for the Aboriginal 
community and generalist (non-Aboriginal) health 
and community sector
10. Infrastructure and resources for sustainability

(Mungabareena Aboriginal Corporation and Women’s 
Health Goulburn North East, 2008, p. 3)

These ideas are taken up by Mahoney and Fleming 
(2020) who emphasis the centrality of self-determi-
nation as a value conceptualized as ‘determining 
the health of Aboriginal peoples by them and for 
them’ (p. 100). Health promotion has been influ-
enced by the principles of community development, 
such as described by Ife (2000), and we assert that 
these principles provide a suitable basis for health 
promotion as well:

● social justice principles, which address struc-
tural disadvantage, power differentials, institu-
tionalized prejudice;

● local principles, valuing local knowledge, cul-
tures, skills, ways of working, assets;

● process principles, working ethically and with 
integrity, processes which have appropriate tim-
ing and pace, are inclusive and lead to commu-
nity building, engender cooperation, consensus, 
peace, non-violence, conflict resolution, and 
enable vision and outcomes to be realized;

● ecological principles, which consider sustaina-
bility, diversity, holism, and the environment;

● global principles, which link the global and local 
(thinking globally, acting locally), makes con-
nections, using anti-colonial practice.

The principles of working with communities are 
the focus of the next chapter.

The detailed discussion of the concept of health 
shows that it is not a simple one, is seen differently 
by different people, and changes over time; discus-
sion of the social determinants of health show that 
health is the product of complex processes. Thus 
promoting ‘health’ is not a straightforward matter. 
Health promotion has attempted to distance itself 
from the reductionist, narrow approaches adopted 
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by the medical and psycho-behavioural models, and 
ways of working that show a gap between the rheto-
ric of health promotion and the reality in practice:

… a significant proportion of present health promo-
tion practice is underpinned by a conventional bio-
medical model of health that is concerned primarily 
with the physical body and its diseases … many health 
promoters find themselves focusing primarily or ex-
clusively on the conventional immediate or proximal 
behavioural risk factors for specific disease conditions, 
without the opportunity to address the distal or social 
determinants of health.

(Gregg and O’Hara, 2007a, p. 10)

To address this gap, Gregg and O’Hara (2007b) 
propose a new model that is explored more fully in 
Chapter 6, when we offer some ways of thinking 
suitable for the 21st century. Whether the values 
and principles are adequate for providing a reliable 
foundation and whether this foundation is translat-
able into action remains a moot point, and some of 
this discussion is taken up again at the very end of 
the book. For now, distilling the key points from 
this discussion, we propose (in no particular order) 
that health promotion therefore should:

1. Resist biomedical models of health and advo-
cate for the broader social model of health to be 
adopted at policy-making levels.
2. Place empowerment and the redistribution of 
power at the centre, so as to bring transformation 
to individuals, communities, organizations and 
societies with the aim of producing greater health.
3. Involve collaborative working and strong 
partnerships.
4. Take a salutogenic approach and promote the 
importance of ‘good health’.
5. Take an assets perspective (rather than a deficits 
one), with a stress on capability.
6. Prioritize the most vulnerable and disadvan-
taged communities, thus tackling areas facing the 
worst inequities.
7. Start with where people are, use ‘constructionist 
epistemologies’, respect and value local knowledge 
and lay epidemiologies.
8. Use ethical change processes.
9. Have capable, skilled health promotion workers 
working alongside communities as allies.
10. Adopt anti-oppressive practices, challenge rac-
ism, sexism, disablism and any other practices and 
institutions that oppress people.
11. Adopt ecological principles, sustainability and 
a concern for the environment.

12. Invest in the capabilities of the health promo-
tion workforce (both professional and lay), paying 
attention to life-long learning.
13. Use evidence-based practice, ‘real world’ evalu-
ation methods.
14. Produce ‘big picture’ change at the societal 
level and also ‘small picture’ change, working with 
communities and individuals.

Summary

This chapter has provided a foundation upon 
which to base further study; it has presented the 
key values and principles of health promotion; 
emphasized the need to tackle the social determi-
nants of health; presented a history of health pro-
motion’s development through the WHO-led 
conferences; introduced some threshold concepts; 
introduced the disciplines that contribute to health 
promotion; outlined professional and lay concepts 
of health; and suggested that empowerment 
approaches are the essence of health promotion. 
The next three chapters provide detail on three 
central aspects of health promotion, which follow 
logically from what we have outlined thus far: 
working with communities, developing healthy 
public policy and communicating about health. 
These three areas also, logically, form modules of 
study on many postgraduate courses.

Note

1 The previous version of this chapter was written by 
Rachael Dixey, Ruth Cross, Sally Foster and James 
Woodall.
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