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    Presentación


    La Cátedra de Promoción de la Salud es una unidad estructural de la Universidad de Girona que cuenta con la colaboración de Dipsalut —organismo de salud pública de la Diputación de Girona—. Tiene por objetivo dar visibilidad a las acciones que promueven la salud, así como la formación y la investigación en promoción de la salud, tanto en el marco nacional como internacional, creando un punto de encuentro donde las instituciones, empresas y profesionales —especialmente del ámbito de la salud, pero no de manera única- puedan hacer explícitas sus necesidades de formación, investigación y difusión y, desde la universidad, proporcionar respuestas y nuevas perspectivas.


    A nivel formativo, la Cátedra de Promoción de la Salud centra su actividad en la organización de cursos y jornadas para ampliar y compartir conocimientos; en la organización de seminarios para profundizar aspectos concretos del ámbito de la promoción de la salud; y, finalmente, en la organización de conferencias con participación de expertos nacionales e internacionales, para poner en común las diferentes tendencias.


    En el contexto de integración en los principales ejes de investigación nacionales e internacionales, la Cátedra de Promoción de la Salud hizo la donación de su fondo documental http://salut.udg.edu/ a la biblioteca de la Universidad de Girona; publica periódicamente el boletín electrónico bepSALUT y, finalmente, inauguró en 2010 la línea de publicaciones propias, editadas tanto en formato papel como en formato digital, en colaboración con la editorial Documenta Universitaria.


    Para colaborar con la difusión y transferencia de conocimiento la Cátedra facilita el acceso a la información a través de su página web www.udg.edu/catedrapromociosalut donde se difunden noticias, acontecimientos y actividades; traduce y edita publicaciones de interés para profesionales y estudiantes; participa activamente en proyectos de investigación del ámbito de la promoción de la salud; organiza jornadas de trabajo vinculadas con las diferentes redes de este ámbito y colabora con la Unión Internacional de Promoción y Educación para la Salud (UIPES), la Red Española de Universidades Saludables (REUS), el Consorcio Interamericano de Universidades y Centros de Formación de Personal en Educación para la Salud y Promoción de la Salud (CIUEPS), el Consorcio Europeo de Formación en Salud Pública y Promoción de la Salud (ETC-PHHP), la Red Catalana de Universidades Saludables (US.CAT) y la Red de Hospitales y Servicios Promotores de la Salud (HPH).


    Con la edición del libro La promoción de la salud: 25 años después, impulsado desde la Cátedra de Promoción de la Salud, se pretende difundir una visión global de las diversas manifestaciones, pensamientos y prácticas, relacionadas con la promoción de la salud 25 años después de la publicación de la Carta de Ottawa.


    En esta publicación han participado expertos en promoción de la salud que representan diferentes sectores y organizaciones vinculados a la salud a nivel comunitario e internacional. La colaboración de todos estos expertos ha permitido dar una visión global de la implementación de las estrategias de promoción de la salud durante estos veinticinco años y sus perspectivas de futuro.


    Dolors Juvinyà Canal


    Directora de la Cátedra de Promoción de la Salud

  


  
    


    Introducción


    Promoción de la Salud: veinticinco años después es un esfuerzo de conmemorar de manera simbólica y práctica el desarrollo y la contribución del campo de la promoción de la salud (PS). Se ha tomado de punto de partida la perspectiva institucional de la promoción de la salud que se posiciona a partir del 1986 con la Carta de Ottawa hasta el presente.


    El contenido del libro ejemplifica las orientaciones y los énfasis variados asumidos por la promoción de la salud en contextos diferenciados. La publicación incorpora las siguientes temáticas generales: la promoción de la salud en el contexto de la salud pública; la evolución conceptual y operativa de la PS, los determinantes de la salud; las políticas públicas saludables; el valor de las alianzas y redes en PS; la efectividad de las estrategias de PS; las inversiones en PS; el apoderamiento comunitario y la participación social en la PS; los enfoques de competencia cultural; la comunicación en salud; la capacitación de recursos humanos en PS; la contribución de las organizaciones no gubernamentales y la sociedad civil en la PS, la PS en las ciudades y la PS en los hospitales y centros sanitarios.


    La publicación consigue ilustrar diferentes manifestaciones del pensamiento y la práctica de la Promoción de la Salud a nivel global. El pensamiento heterogéneo de la Promoción de la Salud se refleja en las contribuciones intelectuales de diversos colegas de la comunidad internacional. La publicación recrea contribuciones y perspectivas representativas de once países: Alemania, Argentina, Australia, Brasil, Canadá, Colombia, España, Holanda, Italia, México y Puerto Rico.


    Promoción de la Salud: veinticinco años después (2012) es un proyecto de publicación de la Cátedra de Promoción de la Salud de la Universidad de Girona. El contenido de la publicación ejemplifica el quehacer y la contribución de la Promoción de la Salud en los últimos años. Es un contenido que integra perspectivas conceptuales, metodológicas y críticas estableciendo el balance valorativo que debe recibir la Promoción de la Salud en estos años. Es referencia sugerida para estudiosos y personal en general que realiza funciones y actividades de alcance práctico en Promoción de la Salud en el sentido amplio, integrador e inclusivo de este ámbito de la salud. El contenido de la publicación es material sugerido para estudio y análisis por parte de organizaciones gubernamentales, no gubernamentales y comunitarias. Es material valioso para Universidades con programas de especialidad en Promoción de la Salud y otras entidades que se encuentran desarrollando o evaluando iniciativas de Promoción de la Salud.


    Reiteramos que la publicación presenta un contenido variado representativo del quehacer de la Promoción de la Salud.


    El Capítulo Health promotion: shaping and informing public health de Michael Sparks (Australia) destaca que la Salud Pública y la Promoción de la Salud parten de diversos puntos de origen donde cada ámbito posee su propia historia, pero los dos campos han sido desarrollados y redefinidos como resultado de la acción del cambio social, político y económico.


    El Capítulo titulado 25 años de conceptos y estrategias para promover la salud de María del Consuelo Chapela (México) presenta una detallada cronología del movimiento global de Promoción de la Salud inspirado en la Carta de Ottawa y apoyado en las seis declaraciones posteriores. La autora analiza algunos conceptos y estrategias que ayudarán a los lectores a reposicionar la Promoción de la Salud. La PS es abordada como un concepto dinámico que es construido y deconstruido según la práctica social al paso del tiempo. Se ofrece una visión política y humana de la Promoción de la Salud ligada a las condiciones sociales de desigualdad.


    El Capítulo denominado Cómo y porqué relacionar determinantes con estados de salud de una población: retos y desafíos para la investigación fue desarrollado por Amelia Fernández (Colombia). Partiendo de la importancia de los determinantes sociales en la actuación y en la investigación en Promoción de la Salud la autora revisa los conceptos de salud, estado de salud y determinantes sociales. Se plantean retos y desafíos conceptuales y metodológicos para establecer relaciones entre los determinantes y los estados de salud de una población. Se exploran aproximaciones de medición para valorar el peso de cada factor en relación con los estados de salud. Se describen algunos métodos y técnicas para analizar las relaciones entre determinantes y salud, y algunas iniciativas para medir inequidades. Finalmente se propone una iniciativa de trabajo colaborativo para articular estudios comparativos con diversos grupos de población.


    Las Políticas públicas saludables, la participación y lo urbano como dimensión de la promoción de la salud de Marco Akerman (Brasil), Rosilda Mendes (Brasil) y Sergio Meresman (Argentina), identifica la inequidad como punto de partida de las políticas públicas. Los autores nos hablan de la promoción de la salud y del papel de la participación social en América Latina, de la influencia de los contextos y de la Carta de Ottawa. Se establece la necesidad de lo urbano como dimensión de la promoción de la salud, citando las iniciativas de municipios y comunidades saludables. El capítulo termina con una mirada hacia el futuro.


    El Capítulo titulado La contribución de las redes de Promoción de la Salud y Educación para la Salud en Iberoamérica de Hiram V. Arroyo (Puerto Rico) destaca que «el Movimiento de Promoción de la Salud en sus veinticinco años ha destacado la importancia del establecimiento de las redes y las alianzas como medida operacional necesaria para avanzar en la práctica de la Promoción de la Salud. Se argumenta que la Promoción de la Salud se ha mantenido vibrante gracias al trabajo sostenido por parte de las redes comunitarias, institucionales, profesionales y académicas». En el Capitulo se describe el valor de las redes de Promoción de la Salud y se enuncian las declaraciones y los documentos internacionales que sostienen el valor de las redes y las alianzas de Promoción de la Salud. El Capítulo describe ejemplos de redes que se mantienen activas en la Región Iberoamericana, a saber, la Oficina Regional Latinoamericana de la Unión Internacional de Promoción de la Salud y Educación para la Salud (UIPES), el Consorcio de Universidades y Centros de Formación de personal en Educación para la Salud y Promoción de la Salud (CIUEPS), la Red Iberoamericana de Universidades Promotoras de la Salud (RIUPS), los Centros Colaboradores de la OMS, entre otras entidades.


    Effectiveness of Health Promotion strategies es la contribución de Bernice Yanful y Susan F. Jackson (Canadá). Las autoras reflexionan sobre la efectividad de las estrategias en Promoción de la Salud desde el surgimiento de la Carta de Ottawa. Señalan cómo las estrategias se han ido adaptando a los recortes de recursos para competir por los fondos públicos y discuten la diversidad de estrategias y el reto para la evaluación que esto supone. Se describe lo que se ha estado publicado en la literatura sobre la efectividad de las cinco estrategias en Promoción de la Salud presentadas en la Carta de Ottawa. En el Capítulo se incluyen algunos casos de estudio de distintas partes del mundo como ejemplo de tipos de evaluaciones.


    Se incluye el Capítulo Promoting population health: moving the agenda forward de Erio Ziglio (Italia). Desde la Carta de Ottawa hasta el presente el autor nos ofrece un completo recorrido deteniéndonos en los principales eventos de la historia de la Promoción de la Salud. Se expresa la falta de popularidad de la PS para prevenir enfermedades y crear salud. Se plantea que las inequidades en salud y el desarrollo social y económico de los países sigue siendo subestimado en muchos contextos. La salud de las personas depende del peso de los determinantes sociales que ejercen en cada uno creando desigualdad social. Se discute que en la Región Europea existe el programa de la OMS Helath 2020, en colaboración con sus estados miembros, con el objetivo de mejorar las políticas europeas referentes a la salud.


    El Capítulo El Apoderamiento comunitario y la participación social en la Promoción de la Salud de Lydia E. Santiago (Puerto Rico) analiza estas dos estrategias vinculadas con la Promoción de la Salud durante los últimos 25 años. Apunta la autora que «el apoderamiento comienza cuando las personas adquieren conciencia sobre lo que les causa la ausencia de poder, reconocen las fuerzas opresivas que las oprimen, y actúan para hacer cambios individuales y sociales. El apoderamiento es una estrategia cuya meta principal es lograr una distribución equitativa de los recursos y el poder». En este Capítulo se discuten los siguientes subtemas: Dónde está el poder; el apoderamiento comunitario y la promoción de la salud; la participación social y el apoderamiento comunitario; las estrategias de apoderamiento comunitario; y el futuro del apoderamiento comunitario desde la perspectiva de los determinantes sociales de la salud. Señala la autora que «el apoderamiento comunitario constituye una estrategia fundamental para la acción sobre los determinantes sociales de la salud. Las condiciones de vida en las cuales las personas nacen, crecen, viven, trabajan y envejecen, incluido el sistema de salud al que tienen acceso, están determinadas por la distribución del dinero, el poder y los recursos, que, a su vez, son influenciados por las políticas sociales y de salud. La promoción de la equidad en salud debe suscitar la participación y el apoderamiento de las comunidades afectadas para que se conviertan en protagonistas activos del perfil de su propia salud».


    From cultural competence to difference sensitivity and equitable health care es la contribución de Antonio Chiarenza (Italia). En este capítulo se subraya la vulnerabilidad de los inmigrantes al llegar a sus nuevos destinos, también se contemplan las comunidades de etnias minoritarias y otros grupos en desventaja social. Se plantea el peso que tienen los bajos niveles socio-económicos, las experiencias traumáticas, el sentimiento de exclusión, la falta de apoyo social, las duras condiciones de vida… en la salud de las personas. Las personas marginadas reciben menor atención de salud debido a la falta de conocimiento de los servicios que tienen a su alcance, la falta de disposición de los propios servicios y la actitud negativa del personal delos servicios de salud. El autor reflexiona sobre cómo transformar los servicios de salud para que sean más accesibles para todos los pacientes, más efectivos y guiados por profesionales concienciados.


    La comunicación en promoción de la salud es el Capítulo desarrollado por María Sainz, Hernán Díaz, e Irene Tato (España). El contenido hace un recorrido que aborda desde los comienzos de la comunicación sobre la salud pública, la medicina preventiva, la educación para la salud hasta la promoción de la salud. Se reflexiona sobre las teorías que los autores consideran que construyen un buen trabajo de comunicación escrita, el periodismo preventivo, la comunicación para la salud en la comunidad y el avance de la salud a través de la comunicación en Internet. Se plantea que se ha avanzado mucho en tres décadas gracias a las definiciones de la salud versus enfermedad, a la educación general de la población, al desarrollo económico y a las políticas democráticas que redistribuyen parte del poder, de la ciencia médica y tecnológica, a través de la divulgación científica con los medios de comunicación.


    Training in Health Promotion: summer courses and the challenges and benefits of «healthy learning» in an international interactive course setting es la aportación de Lenneke Vaandrager (Holanda) y Klaus D. Plümer (Alemania). Este capítulo enfatiza la importancia de la formación y educación en Promoción de la Salud para el desarrollo del campo. Existen diversas visiones de la PS entre regiones o países, entre los propios profesionales que tienen formaciones distintas. Según los autores esto indica la necesidad de profesionalizar el campo de la PS. Se describe de forma específica los cursos de verano que cada año realiza el European Training Consortium in Public Health and Health Promotion (ETC-PHHP) como ejemplo de formación a nivel internacional del cual forman parte los mismos autores del capítulo. Se finaliza con una visión de lo que nos depara el futuro en la formación de recursos humanos en Promoción de la Salud.


    El Capítulo Rol y contribución de las Organizaciones No Gubernamentales y de la sociedad civil en la Promoción de la Salud global fue desarrollado por Eduardo Missoni (Italia). A partir de la Carta de Ottawa se presentan distintas interpretaciones de donde ejercer la Promoción de la Salud, si desde el individuo o desde lo colectivo. Aunque como principio fundamental de la Promoción de la Salud se debe contemplar los determinantes personales, locales y globales de la salud, en la práctica la mayoría de las iniciativas se enfocan en los comportamientos individuales. Las campañas y las demás iniciativas públicas, raramente se ocupan de los determinantes sociales, políticos y económicos de la salud. El autor analiza en profundidad el rol de las organizaciones de la sociedad civil, especialmente en el rol que dichas organizaciones pueden jugar para influir sobre la formulación y la implementación de políticas de Promoción de la Salud.


    La promoción de la salud en los hospitales y centros sanitarios de Dolors Juvinyà, Carme Bertran y Nora Figueras (España) es un capítulo que puntualiza el papel de los servicios sanitarios en la promoción de la salud. Se presenta la red de Hospitales y Servicios Promotores de la Salud (HPH); su origen, organización y funcionamiento. Se plantea como implementar la promoción de la salud en los hospitales.


    La Promoción de la salud y las ciudades de Rosilda Méndez (Brasil) plantea la importancia de ejercer la Promoción de la Salud en las ciudades, en los espacios donde viven las personas, ya que es el lugar donde las personas establecen sus relaciones. Se parte de una visión de la salud que contempla tanto aspectos sociales como personales, priorizando les contextos políticos, los aspectos afectivos y la significación de lo cotidiano. Se exponen algunas iniciativas en Promoción de la Salud con foco en las ciudades, dando especial peso al movimiento de ciudades saludables.


    Dolors Juvinyà Canal


    Hiram V. Arroyo Acevedo

  


  
    Health promotion: shaping and informing public health


    Michael Sparks


    1. Introduction

  


  Throughout history societies and civilisations have organised themselves with rules and advice related to the health and wellbeing of their people. While some ancient rules and practices still have relevance to public health and health promotion in the 21stcentury, many have been displaced due to new discoveries and new ways of thinking.


  Neither public health nor health promotion has a single point of origin. These two fields of activity have their own unique histories. Each has been developed and refined as a result of changing social, political and economic action (Porter, 1999). There have been times when elements of the two have been confusingly jumbled, though recent decades have seen developments that more clearly distinguish the two (Terris, 1992).


  For some practitioners there is a lack of clarity of the distinctions or boundaries between health promotion and public health. Furthermore, there are some who feel that these two fields are somehow in competition with each other. This chapter seeks to illuminate both the commonalities and the differences between public health and health promotion. It will seek to provide a better understanding of the practice of health promotion within the context of contemporary public health and set out some challenges as the century unfolds.


  The first section of the chapter briefly traces the historical development of public health. The second section examines how the philosophy and practice of health promotion have developed as a distinct field of activity in the 20th century. The third section clarifies the relationship between the two fields. The ongoing contribution of health promotion to public health is discussed in the fourth section. Challenges for health promotion within the context of public health conclude the chapter.


  2. Historical development of public health


  To understand the role of contemporary public health it is useful to trace the evolution of the field and to discuss the role that health promotion has come to play in modern public health. Both public health and health promotion have been informed by developments over centuries (Porter, 1999; Tountas, 2009; Terris, 1992). The roots of public health and health promotion are ancient and entangled.


  When humans ceased to be hunter gatherers and began living in settlements, planting crops and domesticating animals they started making religious and social rules that protected health (Porter, 1997; Porter, 1999; Jolly, 2004). Included in these were rules on sanitation, consumption and preparation of various types of food including alcohol, sexual and reproductive behaviours and quarantine in times of certain disease outbreaks, among other things (Porter, 1999; Ashenberg, 2007). Many have written of these developments as the genesis of public health (Rosen, 1993; Hoy, 1996; Porter, 1997; Porter, 1999, Ashenberg 2007). Interestingly some of the principles espoused in ancient spiritual texts also deal with principles considered to be central to contemporary health promotion including social justice, social inclusion, distribution of wealth and equity - though not necessarily as we would practice them today (Irani and Silver, 1995; OHPRS, 1995; Nitsch, 1998; Ohrenstein, 1998).


  Regulations in ancient Babylon prohibited the digging of drinking wells near cemeteries and places where rubbish was dumped (Porter, 1999). Ancient Egypt saw redistribution of surplus grain to the poor and the development of health education tracts to warn against over-consumption of alcohol (OHPRS, 1995). Documents dating from 1122 BCE in China advocate exercise and diet to help balance one’s spirit and maintain wellbeing (Wong and Wu, 1932). Early Hebrew writings in the books of Leviticus and Deuteronomy dictated religious observances underpinned by early public health measures (Leichter, 2003; Jolly, 2004). Early Greek scholars developed the physiocratic school of thought that health and wellbeing are dependent on natural causes as well as physical and social environments and human behaviour (Tountas, 2009).


  Whether examining the social rules of the ancient Babylonians, Egyptians, Chinese, Hebrews or Greeks there are directives on matters that clearly relate to public health. It has been argued that these ancient regulations have had a demonstrable impact on societal practice and upon the evolution of what is now regarded as public health (Porter, 1999; Rosen, 1993; Jolly, 2004; Johnson and Breckon, 2007; Tountas, 2009).


  Moving to recent centuries, suggestions for more systematic public health approaches arose in response to the increased level of urbanisation and its associated diseases as a result of the industrial revolution (O’Connor and Parker, 1995; Beaglehole and Bonita, 1997; Baum, 2002; Jolley, 2004). 19th century developments can be roughly separated into the «environmental sanitation phase» from around 1840 to 1890 and the «scientific phase» from around 1890 to 1910. The former focused on addressing disease by cleaning up the living conditions of people in urban areas and the latter focused on bacteriology and the application of germ theory to pathogens. Both had their successes and contributed to improvements in public health where they were applied, but neither took a holistic view that addressed underlying social and economic determinants of ill and health.


  The first recorded use of the term «public health» is in the British Public Health Act of 1848 (Rosen, 1993; Jolley, 2004) though the advancements that led to the development of public health as a field of action were heavily informed by the work of Edwin Chadwick, author of «Report on the Sanitary Condition of the Labouring Population of Great Britain» in 1842 (Baum, 2002). Early efforts to deal with the increased health problems arising from crowded and unsanitary living conditions and unsafe working conditions made a contribution to public health but failed to focus on the association of poverty with disease. Instead, these early efforts focused on cleaning up filth in crowded quarters because they believed that ‘foul airs’ or miasmas arising from the filth were the cause of disease (Beaglehole, 1997).


  Advances in epidemiology around the same time also propelled the public health movement as evidenced by the impressive work of Doctor John Snow on the cholera epidemic in London in 1854. Doctor Snow used epidemiological evidence to determine that the source of the cholera epidemic was a water pump in Broad Street. Authorities, while initially reluctant to accept his theory, eventually removed the handle from the water pump. Though cholera cases in the area were already on the decline they ceased entirely after the removal of the pump handle (Beaglehole and Bonita, 1997; Baum, 2002; Raftery, 2004). This disproved the popular theory that the disease was caused by miasmas or noxious vapours arising from unclean conditions and eventually paved the way for a better understanding of the water-born nature of cholera. Curiously, it did not seem to have much impact in establishing clean water supply as a determinant of health (Raftery, 2004; Beaglehole and Bonita, 1997).


  The advances of the environmental sanitation phase of the 19th century were attempts to address disease, not the underlying conditions that result in it. The reforms of this era supported the idea that disease caused poverty, not the opposite (Beaglehole and Bonita, 1997). A notable exception at the time was the pioneering social analysis of disease proposed by German doctor Rudolf Virchow. In 1848 he was commissioned to provide advice to combat a typhus epidemic in Upper Silesia. Rather than indicate a response based on medication or minor adjustment to the sanitary conditions of life, Virchow espoused a radical solution that proposed action on the underlying social, economic and cultural factors responsible for the epidemic (Taylor and Rieger, 1985; Beaglehole and Bonita, 1997). Virchow founded the movement that would become social medicine and he was a strong advocate of the state taking responsibility for what we now call social determinants of health (Baum, 2002).


  Developments in the later part of the 19th century, during the scientific phase, also focused on understanding the agents of disease rather than addressing disease determinants. The development of bacteriological science and the successes of immunisation and vaccination led to greater emphasis on clinical intervention and less attention being paid to broad determinants of health (Beaglehole and Bonita, 1997; Ashton and Seymour, 1988). By the beginning of the 20th century bacteriology dominated public health thinking and disease control shifted from a focus on physical environments to specific routes of transmission of diseases (Beaglehole and Bonita, 1997). This shift also marked a change in public health focus from groups and their associated environments to individuals and germs associated with specific diseases. The response of nation-states to this shift in focus was to increase the provision of medical, hospital and clinical services. This resulted in a strengthening of hospital-based services to the detriment of public health departments (Ashton and Seymour, 1988).


  The shift from environmental to individual focus strengthened health education as a public health activity during the first half of the 20thth century as community and public health professionals acknowledged the importance of accurate information when making decisions about health (Tones and Tilford, 1990). Examples of health education activities during this period include school-based health, hygiene, fitness, nutrition and sexual/reproductive health classes, materials and support (Johnson and Breckon, 2007; Young, 2002). The use of trained professionals to support health literacy and decision-making on health issues would later become an integral part of health promotion.


  At the same time public health shifted into a form of clinical medicine and social medicine, with its broad view of determinants of health, and was relegated to universities as an academic field of study (Beaglehole and Bonita, 1997). Community medicine arose as a clinical response to dealing with matters like immunisation; sexual health and family planning; and maternal and child health (Baum, 2002).


  This is not to say that environmental improvements ceased during the late 19th and early 20th centuries. On the contrary, the 20th century witnessed a dramatic increase in average longevity in most developed nations due to continued public health efforts in the areas of vaccination, control of infectious diseases, increased awareness of workplace safety measures and improvements in water sanitation. Chlorination of public water supplies, advances in the treatment of sewerage and the filtration of water supplies all contributed to declines in death rated from water-borne diseases (Ashenberg, 2007; Cutler and Miller, 2005).


  Of particular note in the literature are comments by Jolley (2004) regarding the importance of both legislation and education in securing public health gains in the 19th and early 20th centuries. He underscores the need for both policy-level structural change as well as human-level functional development to attain public health goals.


  As John Catford elegantly puts it, «Public health improvements in the nineteenth century were largely the result of a few individuals taking action centrally to improve living and working conditions. Through regulation and legislation the major determinants of ill health could be tackled. For example, infectious diseases could be controlled through cleaner water, safer sanitation and purer air, and malnourishment through income support and better food supply. However, with the ascendancy of non-communicable diseases such as heart disease and cancer, health behaviours and lifestyle become all important» (Catford, 2004, p. 135).


  By the early 1970s the costs of providing health services became problematic for many countries. The increased demand for services and critiques of the effectiveness of existing services led to many countries reappraising their priorities (Ashton and Seymour, 1988; MacDonald, 2002). Critics such as McKeown, Illich, and Cochrane questioned the value of medical care activities in the absence of activity to address underlying causes of ill health (Beaglehole and Bonita, 1997; Baum, 2002; Ashton and Seymour, 1988). While advances in medical technology continued apace, the cost of maintaining high levels of medical service provision for increasing population numbers came more and more into question (MacDonald, 2002).


  Governments sought solutions that would enable them to more cost-effectively address the health concerns of their populations (O’Connor and Parker, 1995; Szreter, 2002). A landmark of the 1970s is the ‘discovery of lifestyle’ (Baum, 2002, p.32). Canada was the first nation to underscore the impact of lifestyle on health in the publication of «A New Perspective on the Health of Canadians» in 1974 (Lalonde). This document, also known as the Lalonde report provided an expanded view of the influence of factors outside the traditional «health care system» on the health and wellbeing of populations. Lalonde’s report demonstrated the impact of social, political and economic decisions on the health and wellbeing of populations and proposed the development of a genuine partnership to address health inequities and to promote wellbeing.


  The Lalonde report was remarkable in that it proposed a new framework for addressing health determinants based on human biology, the environment, lifestyle, and health care organisations. This challenged existing health care service systems to look more broadly at what helps people to be healthy, not just what causes them to be ill. In the same document, Lalonde encouraged a greater focus of scarce health resources on the most disadvantaged: a way of addressing health inequities (Lalonde, 1974).


  Included in the recommendations put forward by Lalonde to improve the health of Canadians were two broad objectives (Lalonde, 1974, p. 6):


  
    	To reduce mental and physical health hazards for those parts of the Canadian population whose risks are high.


    	To improve the accessibility of good mental and physical health care for those whose present access is unsatisfactory.

  


  To achieve these objectives, Lalonde proposed five strategies that included:


  
    	
A health promotion strategy aimed at informing, influencing and assisting both individuals and organisations so that they will accept more responsibility and be more active in matters affecting mental and physical health.


    	
A regulatory strategy aimed at using federal regulatory powers to reduce hazards to mental and physical health, and at encouraging and assisting provinces to use their regulatory powers to the same end.


    	
A research strategy designed to help discover and apply knowledge needed to solve mental and physical health problems.


    	
A health care efficiency strategy to help the provinces reorganise the system for delivering mental and physical health care so that the three elements of cost, accessibility and effectiveness are balanced in the interests of Canadians.


    	
A goal-setting strategy to set, in cooperation with others, goals for raising the level of the mental and physical health of Canadians and improving the efficiency of the health care system. (Lalonde, 1974, p. 6)

  


  The document went further to suggest specific courses of action to implement the strategies and achieve the two broad objectives (Lalonde, 1974, p. 67-71). While much of this may read as sensible and fairly standard health promotion in the 21st Century, it was the first official government statement of policy that recognised a shift in public health practice and proposed a more holistic approach to addressing the determinants of health (Terris, M., 1984).


  The Lalonde report, more than any other single document, marks the beginning of thinking and writing that articulated the concepts of what has come to be called ‘The new public health’ (Young, 2002). This is a public health in which there is a distinct role for modern health promotion. The ideas and concepts proposed by Lalonde were further developed and elaborated over the coming years through a series of World Health Organization meetings that influenced understandings of both public health and health promotion.


  It is important to note that the Lalonde report is not universally praised as the harbinger of a new public health. While the holistic perspective it promoted is still considered an ideal in public health and health promotion, the Lalonde report is also blamed for too heavily emphasising lifestyles and is credited with the increase in largely ineffective lifestyle change messages in the 1980s and 1990s – campaigns that were not integrated as part of a holistic approach (Szreter, 2002; Baum, 2002; MacDonald, 2002). Some have argued that the lifestyle approach appealed to governments looking for more cost-effective ways to shift some of the responsibility and cost on to members of the population (Szreter, 2002).


  In September 1978, the World Health Organization held an International Conference on Primary Health Care in Alma-Ata (now Almaty in Kazakhstan). The key result of that conference was the Declaration of Alma-Ata, which presented a new way of looking at primary health care, as a blend of public health, traditional health care services and elements of what we would now recognise as health education and health promotion (WHO, 1978). The significant difference that Alma-Ata made was the emphasis on a holistic view of what promotes and protects health as well as recommendations for holistic solutions.


  The World Health Organization, in response to growing expectations for a new public health movement, conducted its I International Conference on Health Promotion in Ottawa, Canada in November 1986 (Catford, 2004). This conference built upon the progress made through the Declaration on Primary Health Care at Alma-Ata in September 1978 that influenced the development of the World Health Organization’s targets for Health for All.


  Since the Ottawa Charter the World Health Organization has maintained its Global conferences on health promotion. In 1988 the conference was held in Adelaide Australia and focused on healthy public policy. Sundsvall, Sweden, was the host city in 1991 where the focus was on supportive environments for health. There was then a six year lull until the fourth conference in Jakarta Indonesia where the Jakarta Declaration on leading health promotion into the 21st Century re-affirmed the principles of the Ottawa Charter while setting out five new challenges for the 21st century. In 2000 the focus shifted to governments and the Mexico ministerial Statement for the promotion of health called for national action plans on health promotion. In 2005 the Bangkok Thailand conference came up with a new charter for health promotion in a globalised world. In 2009 the VII Global Conference on Health Promotion was held in Nairobi, Kenya and its Call to Action sought greater mainstreaming of health promotion. Significant texts have further explored the contribution of these key documents to contemporary health promotion. These are well known to health promotion and public health professionals today so further exploration of the impact of these documents is not undertaken here.


  In the 21st century the field of public health has had to contend with growth and change that has caused some to question the focus of public health (Ashton and Seymour, 1988; Verwij and Dawson, 2007; Goldberg, 2008; Munthe, 2008). These writers have debated the need to accommodate determinants of health that are not traditionally thought of as being in the health realm (such as employment, conflict, and empowerment) within a contemporary definition of public health. They discuss «broad» definitions of public health that incorporate ways to address the social determinants and take what health promotion would call a holistic approach to improving health. These «broad» definitions are contrasted with more traditional «narrow» definitions that focus on disease prevention and health protection through what has been customary public health practice for the past ninety years or more (Leeder, 2005). «A model of public health that does not address what actually causes health and disease is unlikely to improve public health» (Goldberg, 2008).


  Changes in thinking that started in the late 1960s and were manifest in the Lalonde report resulted in two critical developments: the «new public health» and the birth of contemporary health promotion. Both areas were advanced by the Declaration of Alma-Ata and the Ottawa Charter. The «new public health» can be seen to have evolved out of nineteenth century developments but the birthplace of contemporary health promotion is clearly recorded at the World Health Organization’s 1986 International Conference on Health Promotion held in Ottawa.


  3. The birth of contemporary health promotion


  While a broad definition of health promotion might include actions that have been a part of civilisation since its establishment, the narrower definition of health promotion as a specific discipline or set of activities is a much more recent development. It is the late 20th century development of clearer frameworks and definitions that have led health promotion to becoming a distinct discipline. As mentioned in the first section of this chapter, actions taken to promote the health of individuals and societies have an ancient history. These actions have historically been counted as part of the broader coverage of public health. Efforts to clearly articulate a philosophy of health promotion and a specific set of actions to define it arose in the last quarter of the 20th Century.


  The term health promotion, while not as old as public health, has been used by a range of practitioners in different disciplines including nursing (Young, 2002). Health promotion as we know it today evolved from early efforts in nursing, health education and hygiene. The earliest reference to health promotion is from 1920 and is incorporated into a quote on the nature of public health by an American pioneer in contemporary public health C.E.A. Winslow. Unfortunately, the quote did not define health promotion and spoke of it as though the definition was understood (Winslow, 1920). Clarity on a definition came closer when British medical historian Harry Sigerist wrote, «health is promoted by providing a decent standard of living, good labour conditions, education, physical culture, and means of rest and recreation» (Sigerist, 1946, p. 127-128). Sigerist conceptualised a more holistic set of actions to promote health including coordinated political, educational, health sector, labour and industry action to address determinants of health. His holistic perspective and understanding of determinants foreshadowed developments that would result in greater clarity of the meaning of health promotion four decades later.


  In discussing the advent of contemporary health promotion it is necessary to relate back to the latter part of the previous section on the development of a «new public health» as both are critically linked. The declaration of Alma-Ata spoke of health inequities and the need to both promote and protect health through provision of better primary health care services. It also spoke of partnerships, policy and regulatory actions, social determinants, and participation. This Declaration blended elements of traditional health care; emerging thinking on what would become «population health» or the «new public health»; and elements of what are clearly aligned with 21st century health promotion (WHO, 1987). While not the clearest platform for understanding contemporary health promotion, the Declaration of Alma-Ata certainly propelled forward thinking about determinants and more holistic approaches to achieving health equity.


  The World Health Organization’s I International Conference on Health Promotion in Ottawa is acknowledged as the birthplace of contemporary health promotion (Catford 2004). Through the articulation of a definition of health promotion, setting out pre-requisites for health, and setting out three key actions and five action areas for health promotion, the Ottawa Charter quickly became a sacred text for modern health promoters. Though only four pages long, the Charter is still considered a strong and exemplary foundation upon which to build. It is important to note, however, that the Ottawa Charter did not spring entirely from the proceedings of the conference. A WHO working group articulated principles of health promotion two years earlier. These included a population focus rather than an at-risk approach; a focus on addressing determinants of health; diverse but complementary methods and approaches; broad community participation; and a nurturing role for health promotion by other health professionals. This last principle also clearly placed health promotion outside of medical services and in a broader health and social field (Catford, 2004).


  Subsequent World Health Organization conference have further clarified or articulated previously unmentioned or under-emphasised critical focus areas or principles. An emphasis on equity, the importance of partnerships for health promotion, the critical role of health promotion in development and the critical role of governments in promoting health have all been reflected in the outputs of WHO conferences on health promotion.


  Unlike other aspects of public health, health promotion is about empowering people to take control of determinants of their health. It is not specifically about reducing a disease, but creating conditions in which individuals and populations can lead healthier lives.


  Though this contrast between the focus of public health and that of health promotion exists, it does not mean that the two approaches are incompatible. Indeed, it can be argued that the broad holistic approach adopted by health promotion has helped expand the capabilities of public health. Verwij and Dawson (2007) argue that looking ecologically at health in a population gives scope to consider factors and determinants that lie outside the traditional scope of public health. The strong endorsement of a holistic approach by health promotion and the placement of health promotion within the framework of public health strengthens the approach and gives much greater scope for public health to take action on determinants of health that have not traditionally been seen as being within the purview of public health.


  The Ottawa Charter opened the door for much broader thinking about the role of health promotion in public health. No longer was health promotion restricted to a focus on individuals and behavioural risk factors, it could now look holistically at broader determinants of health and utilise a range of methods to achieve health equity and improved health in populations. The Ottawa Charter paved the way for those actions to be explored, applied and refined.


  4. Relationship between public health and health promotion


  «Public health is the science and art of preventing disease, prolonging life, and promoting physical health and efficiency through organized community efforts for the sanitation of the environment, the control of community infections, the education of the individual in principles of personal hygiene, the organization of medical and nursing service for the early diagnosis and preventive treatment of disease, and the development of the social machinery which will ensure to every individual in the community a standard of living adequate for the maintenance of health» (C. E. A. Winslow, 1920).


  The quote above from C. E. A. Winslow is remarkable for a number of reasons. It provides the first clear definition of modern public health; it is the first recorded mention of the promotion of health; and it indicates a mix of measures that now are included as functional parts of both public health and health promotion. These include organised community efforts, an environmental focus, infection control, education, organisation of health services, and most interestingly «the development of the social machinery which will ensure to every individual in the community a standard of living adequate for the maintenance of health». Winslow’s vision of public health is one that has largely come to pass though with some delineation between public health and health promotion. It is also noteworthy that, while Winslow was an important and influential figure in Public Health in the United States of America in the early part of the 20th century, his comprehensive definition of public health and his inclusive attitude toward health promotion did not really take hold globally for almost seven decades after he wrote those words.


  If it is accepted that the «new public health» and a clearly defined field of practice called «health promotion» both arose from key health developments in the latter quarter of the 20th century, it is not difficult to see how they are often confused or muddled. Terminology arising around that time and afterwards has led to confusion. Some called the emergence of broad determinants approaches a «new public health», others argued that there was little new about it and that the name did not suit. Still others coined a new phrase, «population health» though little place was universally created within that definition for health promotion as a distinct entity even though it is, perhaps, the greatest contributor to the expansion of the field. With boundaries being further blurred with unclear definitions of primary health care and social medicine, it is not surprising that many students and some practitioners remain uncertain of the role of health promotion within public health.


  The model proposed below is based on the author’s experience as both a health promoter and a public health professional. It also reflects a definition of public health activity in Australia as articulated by the Australian government’s now-defunct National Public Health Partnership (NPHP, 1987). Some may recognise a flavour of the model of health promotion proposed by Tannahill (1985) and revised to be inclusive of the term «population health» (Tannahill, 2008). My inclusion of many of the same elements as Tannahill in this model reflect a view that health promotion, disease prevention and health protection are, in fact, parts of what may be labelled public health in the 21st century. I believe there should be a strong and interdependent relationship between these three areas of public health activity, all underpinned by infrastructure support as detailed later. I resist, however, the idea that they are all health promotion. While all of the activities of public health may be seen to be contributing to the health and wellbeing of people, to call it only health promotion fails to acknowledge the limits of the broadly accepted definition of the term. The World Health Organization’s definition seems to be the one most cited and generally supported: «Health Promotion is the process of enabling people to increase control over their health and its determinants, and thereby improve their health» (WHO, 2005).


  In this model public health has three main areas of activity: to promote health, to prevent disease, and to protect health. These all take place within supportive infrastructure that works to enable success in each area.


  Figure 1. Integrated model of public health


  [image: ]



  Health promotion in this model embraces the broadly accepted definition set out in the Bangkok Charter: «the process of enabling people to increase control over their health and its determinants, and thereby improve their health» (WHO, 2005). It embraces a focus on health equity and adopts a holistic approach to addressing health determinants reflecting concepts from Lalonde to the VII Global Conference on Health Promotion held in Nairobi, Kenya in 2009.


  Health protection includes sanitation; environmental health; chemical, poison and radiation safety; transport safety, and disaster and emergency planning efforts among others.


  Disease prevention in this model includes interventions that build on the skills of health services and clinical medicine to reduce the incidence and prevalence of disease occurrence or injury in individuals and populations. This includes efforts to combat communicable diseases and infectious diseases, and includes immunisation and screening activities. The focus here is clearly on addressing disease rather than positive aspects of health. It is about screening and treating people rather than focusing on other determinants of health.


  Supportive infrastructure includes data and information systems (including epidemiological data collection and analysis systems), appropriately trained workforce, policy and regulatory frameworks and any other forms of support necessary to accomplish the activities of health promotion, disease prevention and health protection. This infrastructure is critical to all aspects of public health and should not be allocated to only some of the three areas of public health activity.


  In this model the contribution of each of the elements is seen as dynamically interacting with the remaining elements. While infrastructure, for example, supports the activities of health promotion, health protection and disease prevention, it is also strengthened by developments in each of the other elements. Together the dynamic interaction of these four elements comprises the field of public health.


  In many existing public health structures responsibility for these functions is divided up with separate funding and reporting for each objective. This fragments the whole public health picture and sometimes leads to a sense of competition among the areas responsible for the specific objectives. In such a system misunderstandings can arise between workers about who is responsible for what and how best to achieve public health objectives. Following an integrated model provides for broad support of all public health activities, the development of cooperative public health practice and economies of scale as separate infrastructure costs are minimised.


  A holistic public health service that works to recognise and benefit from objectives that may be shared among the elements of health promotion, disease prevention and health protection may be more efficient than a model in which these elements compete for limited funding. Recognising goals common to the elements and engaging staff and programmes to address multiple determinants in a coordinated way reflects the potential for this model to integrate public health concerns, work as a well-informed entity and achieve outcomes that benefit the whole of public health rather than one of its silos.


  While it is true in many countries that the responsibilities for some of the functions in the model are carried out by different levels of government, there can still be efforts to better coordinate and collaborate between the elements and across levels of government. A critical aspect of this model is the inclusion of health promotion clearly within the work of public health.


  In the integrated model of public health those who advocate for increased policy considerations and filters such as the Health in All policies approach, the Millennium Development Goals and other means of addressing social determinants should be seen as contributing to the greater public health approach rather than competing for sole emphasis. A compelling global example is that of the Framework Convention on Tobacco Control. As the world’s first global public health treaty, one can see specific outcomes and roles across the spectrum of determinants from government policies and regulation, to the health care system, to health promotion and to empowered community members.


  5. Health promotion contributions to public health


  The parallel developments of the «new public health» and a distinctive identity and role for health promotion did not happen without conflict or misunderstanding (Raphael, 2008. Verwij and Dawson, 2007). The new public health had to contend with whether it should focus on individuals as well as populations and with determinants that were not part of the previously accepted scope of public health. Health promotion has often struggled to maintain its place as a key part of public health. Elements of health promotion or health education practice are sometimes taken out of context of a holistic approach and badly applied. This leads to claims of ineffectiveness though the International Union for Health Promotion and Education in collaboration with the World Health Organization has countered those claims with publications from its Global Programme on Health Promotion Effectiveness (McQueen and Jones, 2007. Amuyunzu-Nyamongo and Nyamawa, 2009).


  The Ottawa Charter provided a framework that is still useful today, twenty five years later. The charter is a surprisingly succinct document. In four pages it provided a definition of health promotion, coverage of pre-requisites for health, told us to advocate, enable and mediate, and provided the five well-known action areas for health promotion: build healthy public policy; create supportive environments; strengthen community action; develop personal skills; and re-orient health services. It emphasised the importance of achieving health equity and also encouraged work through a settings approach (WHO, 1986).


  What sets health promotion apart from other aspects of public health is the holistic approach combined with an emphasis on addressing broad health equity issues. Other aspects of public health will be specifically focused on the prevention of diseases or the creation of healthier physical environments such that diseases will not proliferate in a population. An illustration of this might be public health programmes focusing on the prevention of a disease through an immunisation program or environmental health and sanitation officers ensuring that food preparation standards are maintained in places that prepare food for public consumption.


  Health promotion’s major contribution to public health is a sense of empowerment that it gives to public health. Without the holistic approach and focus on equity, public health remains relegated to managing or trying to prevent specific diseases rather than focusing on creating pathways to health and wellbeing. Health promotion principles also encourage public health professionals to think outside of traditional health-related boundaries so that broad social determinants can be addressed. Taxation, education, transport, housing, migration, employment, and law enforcement are just some of the non-traditional areas that health promotion thinking empowers public health to include and to work with.


  Health in All policies, for example, is a health promotion development that creates a way for governments to both achieve improved population health outcomes and address health equity by systematically looking at the health impact of all policies before they are implemented. It provides a mechanism that is applied across all portfolios of governments to create a whole of government approach to achieving improved health and wellbeing for those who are governed (Kickbusch, 2008).


  A model of public health that does not include the holistic perspectives of health promotion and the broad range of strategies and approaches that come with it, does not serve the public well. A public health model that does not include health promotion is far more limited in its scope and the range of activities and sectors with which it can engage. The great contribution of health promotion to public health is an expansiveness of action and a values base that emphasises the importance of equity, empowerment, participation, partnership and the use of multiple strategies.


  6. Challenges for health promotion and public health


  The first challenge visible for health promotion and public health is clarity of definition, and placement of health promotion within a functional model of public health. In the third section of this chapter I have articulated a model that does this. It is hoped that this, along with the broadly accepted World Health Organization definition of health promotion, will assist in addressing this challenge. Work to achieve consensus on definitions, meanings and models will have to take place in both public health and health promotion sectors. It is vital that these two sectors come together, work more cooperatively and see the complementarities that exist when they are integrated.


  In the epilogue to their 2004 text, «Health Promotion Planning and Strategies», Tones and Green articulated a clear framework for conceptualising health promotion. They indicate that health promotion «involves a holistic view of health, including wellbeing, a socio-ecological analysis of the determinants of health and an “upstream approach” to prevention». In addition they wrote of the principles of health promotion «including empowerment; participation; a collaborative approach to working with individuals, communities and organisations; a comprehensive approach». Lastly, they mentioned the need for integration of responses «working at all levels and across all sectors» (Tones and Green, 2004, p. 341). In this framework, health is seen as a fundamental human right and equity is a central commitment for health promotion. Well read practitioners will appreciate the clarity with which this framework is laid out and can easily accommodate the WHO definition of health promotion within it.


  The tension between narrow medical definitions of public health and broader definitions that focus on the social and economic causes of health and disease date back to the 19th century in England (Hamlin, 1994). Beaglehole and Bonita (1997) contend that the tension between a broad focus on the underlying social and economic causes of health and disease and a narrow medical focus returned in the late 20th century (p. 212). They propose an inclusive approach that brings together elements of medical care with public health and health promotion to provide an integrated means of dealing with all health matters regardless of whether the determinant is individual, social, economic or political (Beaglehole and Bonita, 1997, p. 213). This inclusive rather than exclusive approach would require strong leadership from the professions, as well as from politicians and social movements. The integrated model does not attempt to take this extra step but future theorists may take up Beaglehole and Bonita’s challenge to do just that.


  Downie, Fyfe and Tannahill (1990) argued over twenty years ago that health promotion must always strive for balance: «the overall goal of health promotion may be summed up as the balanced enhancement of physical, mental and social facets of positive health, coupled with the prevention of physical, mental and social ill-health» (p. 25). I believe that balance is an ongoing challenge for health promotion and public health alike: not necessarily an equal distribution to all areas of health promotion and public health but a contextually-specific «right mix» that ensures a broad definition of health, a holistic approach to dealing with determinants, and the use of strategies that will achieve the most given the specifics of the circumstance. While health promotion as a discipline has a very full tool-kit and a broad range of approaches to dealing with health and wellbeing issues, it cannot be all things to all people all the time. Practitioners must work with communities to understand their assets and needs and to apply the most appropriate approaches for the context in which the people live. Health promotion must also coordinate well with other elements in an integrated public health model so that health gains can be maximised and scarce resources more efficiently utilised.


  We must not lose sight of the need to maintain all of the tools in our health promotion toolkit. We need to remember our roots in health education and use the skills and talents we developed during that stage of our evolution to strengthen our actions now and into the future. The five action areas of the Ottawa Charter are best seen as an integrated set. When we focus on one (like healthy public policy) we must not let our attention fall away from the others. They are all useful and necessary in achieving collective health promotion goals. A strong challenge for us as health promotion practitioners is to remember that and to work to integrate all five areas into the work that we do.


  Balance is also important in understanding how we need to deal with developed and developing, rich and poor, North and South arguments as well. Development agendas often influence the way that health promotion is undertaken as was recognised by the World Health Organization in the focus of the VII Global Conference on Health Promotion (WHO, 2009). Health promotion and public health movements are challenged to advocate for and to influence development agendas and the work of NGOs and charities to better address these tensions. Another related aspect of this process is empowering those areas that are not well represented in the literature on health promotion effectiveness. Strategies to better evaluate and disseminate stories of what has worked and what has not worked in a broad range of contexts, languages, countries, cultures and settings would be important developments to address the current imbalance. In developing strategies to address this imbalance, consideration must also be given to alternative traditions of presenting stories and learning to broad audiences. The identification of more effective ways of sharing knowledge and using technology are keys to success in this area.


  Maintaining sufficient investment in public health and health promotion is often another challenge. Pandemics and natural disasters always find a way of being paid for but ongoing investment in public health systems and long-term health promotion structures is, sadly, rare. Electoral terms are traditionally shorter than the time it takes to get effective health promotion results. Politicians may not easily see the point of increased public health surveillance or the development of systems to support the increasingly demanding work of public health professionals. We must develop and share strategies to more persuasively argue the case to political and governmental structures that public health and health promotion take time but are effective investments of public funds.


  Another challenge, particularly for health promotion, is keeping the three balls of policy, community and individual up in the air. Policy is hard to juggle because it is often politically unpopular. Community is hard because it involves time and commitment that last longer than typical funding cycles and individual health promotion is difficult to maintain as it requires the acceptance of some responsibility for health decisions but can easily descend into victim-blaming when not understood in context.


  Recent developments internationally indicate an increased focus on two of these three levels of activity. Health in All policies (HiAP) provides an approach to addressing determinants of health and ensuring that government policies in all areas are sensitive and supportive of health issues. Increased attention to non-communicable disease prevention has led to renewed efforts to focus attention on individual skills development and old fashioned «lifestyle» campaigns. The 2011 United Nations summit on non-communicable diseases underscored efforts in public health to more effectively address these diseases. It is earnestly hoped that more holistic strategies will arise from future meetings; strategies that will address social determinants and provide supporting structures for people to make «lifestyle» decisions as well as to increase their opportunities to lead healthier lives.


  Holism is a challenge because it is hard to maintain, particularly in matters of health, the desire to reduce a problem to a single cause and then deal with that cause. Complex responses to complex matters are harder to develop, implement, evaluate and garner support. Reflective practice that creates time for practitioners to think analytically about broad approaches to health problems may be a step toward encouraging more holistic approaches.


  In the second decade of the 21st century tensions continue to exist between those who emphasise a holistic approach to health that looks at the entire ecological frame and those who focus on specific agents of disease. Both perspectives can be part of a public health response. The former is more aligned to the objective of promoting health while the latter is aligned to disease prevention. The challenge in contemporary public health is to understand the specific population context and to appropriately address both aspects.


  Another challenge for health promotion and public health is to maintain visibility and an appropriate place within the overall structure of health systems. Health promotion leaders need to ensure that the focus on the principles and values of health promotion do not get lost or hijacked by new discourses. The population health discourse of the 1990s threatened to eclipse any focus on holistic health promotion and ongoing emphasis on lifestyle campaigns continues to threaten an understanding and application of health promotion at its broadest (Raphael, 2008).


  That health promotion needs to be political is an understatement. The activities required by the field to ensure that ecological approaches are taken, that the five action areas of the Ottawa Charter are broadly enacted, and that health equity is a shared goal across sectors will require commitment from governments that only comes from political action (Signal, 1998; Raphael, 2008; Sparks, 2009).


  Another challenge for both public health and health promotion is maintaining an appropriate relationship with the health services system. Increasingly people in developed countries attend health services expecting the latest in diagnostic and treatment regimes. Increased use of these scarce resources by the «worried well» and the rapid development of newer, more accurate and invariably more expensive technologies results in health services calling for increased investment. Debate often ensues regarding the total health budget and appropriate levels of spending for services, public health and health promotion. Unless strong arguments for appropriately distributed spending can be made, there is a possibility that public health or health promotion budgets can lose out to health services budgets. This can give rise to an increased sense of competition between public health and health services.


  In conclusion, there are many challenges for health promotion and public health as we now know them. Understanding the development of these two streams of action and how they can effectively work together in an integrated model may help to better understand and collectively respond to these challenges. As this chapter has indicated, the development of both contemporary public health and contemporary health promotion was inter-related and reflected changes in thinking that arose in the late 1960s. As we progress toward 2060 it will be interesting to observe how both areas of work develop and to see if an integrated approach will lead to more effective health outcomes, increased health equity and more empowered, happy people.
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  25 años de conceptos y estrategias para promover la salud


  Consuelo Chapela


  En el contexto de la celebración de los 25 años del movimiento global de promoción de la salud (MGPS), en este capítulo se analizan algunos conceptos y estrategias con los que miles de promotores de la salud, adoptando una actividad esencialmente política y humana, hemos intentado mejorar las condiciones de desigualdad y sufrimiento de las personas, grupos sociales y naciones. El alcance de esta obra está limitado por la extensión del capítulo, por lo que no se abarcarán todos los aspectos conceptuales y estratégicos de la promoción de la salud (PS), teniendo que seleccionar algunos de ellos a expensas de dejar otros fuera. Se pondrá una atención especial a lo ocurrido en este movimiento y a algunos elementos conceptuales y estratégicos seleccionados de otros paradigmas. A partir de la promulgación de la Carta de Ottawa en 1986 se ha consolidado una profesión, se ha creado una cultura. La vitalidad de este movimiento hace compleja la tarea motivo de este capítulo. Paulatinamente, la terminología de Ottawa enraizó en los discursos de salud; conforme se diseminaron sus términos y se diversificaron los promotores de salud, el control epistemológico de la terminología se hizo cada vez más complicado, de modo que a día de hoy, aunque parte de la terminología perdura, sus significados responden a los contextos –micro, meso o macro– en los que se utilizan y a las intenciones y necesidades de quien los usa, lo que conduce a reconocer que los conceptos y estrategias de PS no son únicos ni estáticos, sino que, al utilizarlos, se incorporan a los procesos de construcción y desconstrucción de sentido y significado que se producen en la práctica social con el paso del tiempo.


  En este capítulo, por movimiento global de promoción de la salud, al que a partir de ahora llamaremos movimiento, se entenderán las intenciones y prácticas de crítica, evaluación, propuestas, comunicación, mejora y fomento de la PS, llevados a cabo de distintas maneras, por agencias o agentes ubicados en distintos sitios de los espacios sociales durante los últimos veinticinco años, cuya inspiración total o parcial podemos ubicar en la Carta de Ottawa. El análisis del movimiento se apoyará principalmente en las siete declaraciones de las conferencias internacionales en PS (Ottawa 1986, Adelaide 1988, Sundsvall 1991, Jakarta 1998, México 2000, Bangkok 2005 y Nairobi 2009),1 en los contenidos de las revistas: Global Health Promotion y Health Promotion Internacional,2 y en el aprendizaje obtenido a través de la reflexión sobre la práctica de la autora, la de otros y en comunicaciones personales entre expertos. El análisis de los conceptos y estrategias del movimiento, en contraste con otros paradigmas, pretende ser un aporte a las reflexiones, propuestas y decisiones del movimiento. Se inicia el capítulo con reflexiones alrededor de una selección de conceptos y estrategias fundamentales y su evolución en «períodos» del desarrollo del movimiento. Más adelante, se presentan aspectos de la crítica para dar paso a algunos conceptos y estrategias provenientes de otros paradigmas y prácticas de PS contrastando sus contenidos con los del movimiento. Estos elementos se revisarán mediante una herramienta de análisis donde ubicamos los distintos paradigmas identificados. Finalmente, se exponen algunos aprendizajes generados por estos análisis.


  La confianza en las intenciones y las posibilidades del movimiento, que algunos promotores de salud críticos cuestionaron durante algunos años, mejoró con la Declaración sobre Promoción de la Salud y Equidad firmada en Santa Fe de Bogotá, en Colombia, en 1992, en la que incluso se pudo vislumbrar un cierto tono característico de la crítica de los movimientos populares y de las reivindicaciones de los pueblos en Latinoamérica. El análisis que se hace aquí es desde una «frontera» del movimiento.


  1. Consideraciones de inicio


  El análisis considera que los conceptos y las estrategias de PS del movimiento han sido definidos por agencias especializadas, autorizadas, reconocidas y respetadas en el interior del movimiento mismo; sin embargo, cuando revisamos la manera en la que se utilizan, encontramos entendimientos distintos de los mismos (Sparks, 2010; Raphael, 2009). Se presentan enseguida dos diferencias que dan un panorama de la variabilidad de usos y entendimientos.


  1.1. Identificación del inicio del movimiento


  Un aspecto en el que no hay acuerdo entre los participantes en el movimiento es la delimitación del inicio de la PS. Al hablar en general de PS, se puede situar su origen, entre otros, en la Europa del siglo XIX (Terris, 1992), vinculado con la identificación de los determinantes sociales de las enfermedades, las necesidades de la industria, el nacimiento y desarrollo del pensamiento del socialismo (Engels, 1844) o el humanismo científico (Virchow, 1841), en el pensamiento de la modernidad, la Liga de las Naciones (Turner, 2001), la promulgación de la Carta de los Derechos Humanos (Asamblea General de las Naciones Unidas, 1948), la constitución de la OMS (1946), los trabajos de Levell y Clark (1958) o los de Henry Sigerist (1941). Mediante el movimiento se reconoce el origen de la PS, en Alma-Ata (OMS, 1978), en el informe Lalonde (1983, 1974), el Informe del Cirujano General de Estados Unidos (Richmond, 1979), en los trabajos preparatorios de la Conferencia de Ottawa (Grupo de trabajo sobre conceptos y principios en la promoción de la salud, 1984) o en la conferencia misma. Algunos otros posibles orígenes están en la Grecia antigua (Tountas, 2009; Castro, 1998), en algunos preceptos religiosos, en las enseñanzas de la naturaleza, en la vida cotidiana desde el inicio de la conciencia humana o la formulación del extensionismo y el servicio social rural obligatorio en México y, posteriormente, en el movimiento popular en salud en Latinoamérica (Chapela, 2010).


  El reconocimiento del origen de la PS muestra la manera de entenderla. Por ejemplo, reconocer su origen en las declaraciones de las agencias internacionales dominantes no es lo mismo que reconocerlo en los movimientos populares o en la constitución misma del ser humano. Estas distintas maneras de identificar el origen de la PS se corresponden con distintos planteamientos ontológicos y epistemológicos de la realidad de la salud, que se reflejan en los distintos sentidos y significados presentes detrás de la terminología dominante de la PS a la que se ha llamado, en el mundo de habla inglesa, mainstream. Para entender sus contenidos, intertextuales e interdiscursivos, más allá de las definiciones en documentos, es necesario trazar su trayectoria y comprender el contexto y las prácticas de los mismos.


  1.2. Qué aspectos trata la promoción de la salud


  Otro aspecto en el que no hay acuerdo es qué involucra, en términos conceptuales y de práctica, la PS. Esta práctica (prácticas) muestra una amplia gama de variantes según sus intenciones y maneras de llevarla a cabo.3 En el glosario de términos editado por Nutbeam por encargo de la OMS en 1985, se hacen aclaraciones con respecto al sentido de la salud en la PS; Ottawa no ofrece una definición de salud, sin embargo, ofrece una definición de PS para la salud pública, que eclipsa durante varios lustros las insuficiencias de la definición de salud de la OMS identificadas, por ejemplo, por el mismo Nutbeam (1986). Un problema de construir definiciones que perduran es que se naturalizan de modo que se llega a creer que la realidad es lo que la definición dice.4 En el caso particular de la salud, el peligro de la naturalización aumenta, ya que, al ser este aspecto de la realidad tan cotidiano como intangible (Gadamer, 2001), requeriría un mayor interés y la búsqueda de ruptura, más que estancamiento epistemológico (Bachelard, 1985), en el afán de lograr alternativas conceptuales que faciliten el diseño de estrategias y prácticas favorables al desarrollo de la salud. El conjunto de términos, conceptos, propuestas de acuerdo y, para la práctica, contenidos en la carta, además de su carácter no prescriptivo (Hills y McQueen, 2007), dejan poco espacio para dudar de una intención nueva en la concepción de salud.
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