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Notices
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Introduction and how to use this book

Public health and health promotion have very different origins and antecedents, yet in the modern world they are increasingly seen as two complementary and overlapping areas of practice. This has had the effect of broadening the scope of both disciplines. For historical reasons, public health, with its roots in public health medicine, tends to be seen as the senior partner, embodying the status and kudos of medicine and science. Public health is often used as an umbrella term to encompass health promotion; however, health promotion, with its diverse origins and roots, has much that is distinctive, valuable and unique to offer. One need only think of the following principles and ways of working that derive from health promotion but are now firmly embedded in public health practice: involving people and communities, working across boundaries and partnership working, empowering people, and a concern with the structural causes of health inequalities. The aim of this book is to help practitioners clarify for themselves the scope, direction and skills embodied within health promotion and public health practice.

Health promotion refers to efforts to prevent ill health and promote positive health. From a relatively narrow focus on changing people's behaviour, health promotion has become a broad and complex field encompassing policy change and community action. The central aim is to enable and empower people to take control of their own health. Promoting health is now to some extent everybody's business. It is a concern not just of health services but also of all those involved in health and social care, education and environmental protection.

Public health has been traditionally associated with public health medicine and its efforts to prevent disease. It has been defined as ‘the science and art of preventing disease, prolonging life and promoting health through the organised efforts of society’ (Acheson 1988). Public health includes the assessment of the health of populations, formulating policies to prevent or manage health problems and significant disease conditions, the promotion of healthy environments, and societal action to invest in health-promoting living conditions.

Our starting point in this book is to acknowledge the multidisciplinary nature of health promotion and public health; however, we argue that a social structuralist model of health remains the most helpful explanatory model. Such a model recognizes the profound effects of social structures such as income distribution, employment opportunities and social capital on health, whilst still allowing scope for individual agency and empowerment.

The twenty-first century poses enormous challenges for public health, including the major demographic change of ageing populations in the developed world; climate change, environmental threats and increased urbanization; anti-health economic forces of globalization such as tobacco and junk food; economic growth alongside increasing poverty and inequality; and the rise of chronic and degenerative diseases alongside a resurgence of infectious diseases. People have the right to healthy choices and governments have a responsibility to tackle those issues that impact on health. Public health needs to negotiate the line between individual freedom and social responsibility, which means engaging in public debates about evidence, risk and values. To be effective, public health needs to have the informed consent and support of the population.

In our companion book, Foundations for Health Promotion, edn 3 (Naidoo and Wills 2009), we reviewed some of the knowledge and skills with which practitioners need to be familiar if they are to promote health, and looked at some examples of differing approaches to this task. This book further explores what should inform the practice of public health and health promotion. The challenge for practitioners is to embrace the health promotion principles espoused by the World Health Organization – equity, community participation, intersectoral collaboration, and the reorientation of primary health and social care services – with the pressures of everyday practice. Many practitioners find it difficult to incorporate such a broad approach and move ‘upstream’ to tackle the determinants of health. Our aim in this book is to support the efforts of practitioners to achieve this task and to become committed and skilled public health practitioners.

Practitioners need to be aware of the forces that contextualize, drive and sometimes constrain their practice. These forces or drivers of public health and health promotion practice include theoretical and conceptual frameworks that inform interventions, a developing research and evidence base, and the values that underpin and feed into the policy context. These drivers of practice are discussed in Part 1 of this book.

Practitioners also need to understand core strategies for public health and health promotion practice. These strategies inform and underpin a multitude of interventions, programmes and projects spanning priority topics, key agencies and targeted client groups. Developing an understanding of, and competence in, these strategies enables practitioners to increase the impact of their health promotion and public health work. The core strategies that we identify and discuss in Part 2 of this book are: tackling health inequalities, public, patient and community participation and involvement, working in partnerships, and empowerment strategies.

Practitioners need to be familiar with current public health priority issues and how they are being addressed in practice. Priorities for public health and health promotion may be defined in different ways. Categories used in policy and strategy documents include social determinants of health: disease conditions, lifestyles and behaviours that constitute risk factors for disease, and vulnerable or marginalized groups of people. We address each of these four priority categories in Part 3 of this book. Each chapter in Part 3 discusses why these topic areas are priorities, and provides examples of the range of approaches used to tackle these issues.

This book uses a clear, user-friendly but challenging style that encourages readers to engage with the subject. The book is clearly structured and signposted for ease of reading and study. A checklist at the end of this introduction provides a tool for practitioners to interrogate their own practice and make links to relevant sections in the book. Each chapter starts with a few key points and an overview outlining the contents of that chapter and ends with a conclusion, further discussion questions and recommended reading. Interspersed throughout the text are a number of helpful features:
• Discussion point – to enable individual or small group discussion to clarify and consolidate understanding and learning.


• Example, research or case study of practice – to demonstrate good practice developments and innovative interventions.


• Practitioner talking – quotes to use as triggers to engage the reader in the topic and encourage reflection on practice.


• Activity for individual assessment – to enable the reader to reflect and make links between their own practice and relevant theory and research.






When appropriate, feedback on these features is provided in the text.

We hope that this book will enable practitioners to develop their public health and health promotion knowledge and skills, and their confidence. Public health and health promotion are constantly evolving and developing, and the speed and scope of change can be daunting for practitioners. We hope that this text will go some way towards unpacking what is included in public health and health promotion and thereby enable practitioners to identify and develop their public health role.
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 What is the relative contribution of scientific evidence versus theory and values?




	Part 1



	Theoretical perspectives and frameworks
	What informs my understanding of public health and health promotion problems?
	Chapter 1



	
	
 What is my vision for public health?


 What principles should underpin its practice?




	Chapter 1



	
	Is my practice founded on a theoretical understanding?
	Chapter 1



	Research and evidence
	Is my practice founded on research?
	Chapter 2



	
	How robust is the research base for public health and health promotion?
	Chapter 2



	
	Can I identify appropriate and valid sources of information/evidence to address public health questions and issues?
	Chapter 3



	
	How do I know my practice is effective?
How do I know it is acceptable or appropriate?
	Chapter 3



	Policy
	What is the value base underpinning policies?
Can I critically appraise government initiatives aimed at improving health and well-being?
How can I work effectively within the existing policy framework?
How am I able to influence policy?
	Chapter 4



	Strategies in public health and health promotion
	What are the key strategies used to promote and protect the health of the public?
What knowledge, skills and competences are needed to use these strategies effectively?
	Part 2



	Tackling health inequalities
	What is the extent of avoidable health inequalities?
What is the range of strategies aimed at tackling health inequalities?
Is equity an underlying principle in my practice?
How can I tackle inequalities, poverty and social exclusion in my practice?
	Chapter 5



	Engaging communities and individuals
	How are patients and the public engaged in service/programme design and delivery?
How could I involve and support different communities in assessing their own health and well-being needs?
How is information about needs disseminated and responded to?
	Chapter 6



	Partnership working
	To what extent is partnership working encouraged in my practice?
Do I understand and value the contributions to public health of different disciplines, practitioners and agencies?
Are the skills and resources for partnership working recognized and provided in my work practice?
	Chapter 7
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How do I know it meets their needs?
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How can I encourage the public or my clients to maintain a healthy lifestyle?
	Chapter 8
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	Part 3



	Social determinants of health
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	Chapter 9



	Major causes of ill health
	What are the major priorities in terms of disease conditions?
	Chapter 10



	Lifestyles and behaviours
	How can I address lifestyles and behaviours in a non victim-blaming manner?
How do I know what the effective strategies for changing lifestyles are?
	Chapter 11



	Population groups
	How do I reach marginalized groups without stigmatizing them?
	Chapter 12
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Introduction

Public health and health promotion are undergoing a period of rapid change and transition. Changes in population demographics and the epidemiology of diseases, including the rise in the number of people living with long-term conditions, together with changing structures of healthcare delivery, including a focus on the primary care sector, have highlighted and expanded the role and potential of public health and health promotion to positively develop health. Various factors drive this process, including research evidence, government policy, public expectations, and practitioner expertise. These changes lead to new challenges for public health and health promotion practitioners: identifying local health needs, knowing public and patient expectations, analysing health inequalities in relation to outcomes and service provision, and determining the effectiveness and acceptability of interventions. Practitioners need the opportunity to reflect on their role, contribution and response to these challenges of the twenty-first century. The identification of a body of knowledge, theoretical frameworks and concepts that practitioners can draw upon to develop an analytical approach to a problem is central. All practitioners are called upon to base their practice on evidence, particularly evidence generated by good quality research. In addition, practitioners’ interventions need to be solidly based on ethics and consensual values. An agreed-upon ethical and value base underpins policy making and implementation.

Part 1 explores in turn the key elements that enable practitioners to develop their public health and health promotion practice so that they can feel confident and justified in the decisions they make. Chapter 1 examines the body of theory and some of the key principles that inform public health and health promotion and discusses why their application to practise is difficult. Chapter 2 discusses the evidence and research that informs public health and health promotion. A reliance on epidemiology leads to a focus on addressing individual behavioural risk factors for disease, whereas a broader view of research would include collective and structural determinants of health. Chapter 3 discusses the current emphasis on evidence-based practice and the criteria for effectiveness that are used to evaluate interventions. Chapter 4 explores the ways in which policy is based on both research evidence and values. The impact of the policy context on practice in the UK, and the ways in which practitioners can affect policy, are also discussed.









Chapter One. Theory into practice

Key points


• Relationship between public health and health promotion


• Professional roles


• Process and principles


• Skills for public health and health promotion practice


• Theoretical frameworks










OVERVIEW

An understanding of the public health and health promotion theory is essential to informed practice. Yet identifying that body of theory is difficult and applying theory to practice is not straightforward. Many occupational groups claim a role in promoting health. Yet each may draw upon a different knowledge base (e.g. biomedicine, education, psychology, social sciences, organizational development) and have a different perspective on what constitutes public health and health promotion. The improvement of health and well-being may appear to be unproblematic and self-evidently a ‘good thing’ but it allows for a wide range of actions from efforts to change individual lifestyles, educational work with young people, to actions that change social structures. This chapter argues that practitioners should be aware of the values implicit in the approach they adopt. In so doing, practitioners begin to clarify their view of the purpose of public health and health promotion and the strategies that are suggested by different aims. Otherwise practitioners merely respond to practice imperatives and their work is limited to narrow tasks.





Introduction


Public health is what we, as a society, do to assure the conditions for people to be healthy.

Committee for the Study of the Future of Public Health Washington 1988.




From the seventeenth to nineteenth centuries, public health was preoccupied with eliminating diseases such as bubonic plague, smallpox and cholera. With industrialization and rapid urbanization in the nineteenth century, public health work became focused on environmental issues such as clean water supplies, disposal of waste, and better housing, which were the province of engineers and planners. In 1842, Chadwick wrote in the Report on the Sanitary Condition of the Labouring Population of Great Britain that to prevent cholera ‘aid must be sought from the civil engineer, not from the physician who has done his work when he has pointed out the diseases that result from the neglect of proper administrative measures, and he has alleviated the suffering of the victim’.

The epidemiological transition during the twentieth century saw the main causes of death and disability shift from infections to chronic illnesses such as heart disease, stroke, cancers, respiratory illness and accidents, where lifestyles play a causative role. Public health interventions included mass screening and vaccination and immunization programmes as well as education and advice delivered by practitioners and mass media campaigns. Public health in England can thus be divided into two periods – the Sanitary Reform period when improvements were sought through a better physical environment and the Personal Services period when the emphasis was on personal health and hygiene.

In more recent times, the political agenda in most of the Western world has been dominated by ‘social responsibility’ and a recognition of the importance of the wider (upstream) determinants of health. Promoting health is now recognized as a multi-agency task. Since health and well-being are affected by so many factors, health improvement cannot be delivered by the health service alone, but will arise from cross-sector action on the environmental, economic and social determinants of health such as low income, housing, transport, food supply, crime and disorder, and employment.

This chapter will explore some of the complexities involved in translating modern public health into a multidisciplinary and multiprofessional area of practice. It will examine:
• the scope of modern public health and current terminology


• the relationship of public health and health promotion


• the skills and competences of a multidisciplinary public health specialist/practitioner


• the process of modern public health


• the values and principles underpinning public health.









The scope of modern public health

What is understood to be encompassed by public health will depend on conceptualizations of health and the influences upon health and well-being, the consequent purpose and goals of improving the public's health, its scope of activities and who will be part of the associated workforce, and the values and ways of working that will underpin those activities.

Actions to improve health take different forms. If the reduction or absence of disease is the principal aim, health improvement centres around preventative medicine and influencing or persuading people to adopt healthier lifestyles. Health may be viewed more broadly as a way in which people can begin to achieve their potential; health improvement then centres around community development and involvement. Health may be seen as socially determined and a fundamental right; health improvement then centres on addressing the root causes of ill health in the physical, social and economic environment through developing integrated health strategies tackling areas such as housing, employment and nutrition.

The purpose of modern public health is to protect and promote health by:
• improving people's life circumstances (e.g. housing, employment, education, environment)


• improving people's lifestyles


• improving health services


• protecting the public from communicable diseases and environmental hazards


• developing the capacity of individuals and communities to protect their health.






The objectives of the national strategy to tackle obesity (DH 2008) illustrate the potential range of activities with which a practitioner might be involved:
• Promoting healthy growth and healthy weight in children, for example maintaining breastfeeding.


• Promoting healthier food choices, for example provision of food in schools and nurseries.


• Building physical activity into our lives, for example school travel plans and safer routes to school.


• Creating incentives for better health, for example point of decision educational materials and workplace cycle schemes.


• Personalized support for obese individuals, for example weight management in primary care.
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I think we have a problem with the word health, because I think health has a certain set of definitions that are attached to it. And if you ask people what would make them healthier, or what would lead to better health, what they will tell you is that we need a lot more of the NHS-type health services. So people will quite genuinely tell you ‘if there were more doctors people would be healthier’.

Hunter et al 2007, p. 62





Commentary

Health is understood in many different ways but for most people it is associated with physical health. Although health is influenced by genetics, socio-economic circumstances and individual lifestyles, technical medicine, surgery and biochemical treatments receive most attention. McKeown's analysis of the historical record of medicine (McKeown 1976) has had an enduring professional and political impact in puncturing medicine's claims to importance in saving lives. The public, however, associate improvements in health not with environmental or economic change but with more medicine.











An increasing range of practitioners are likely to see public health goals and targets as part of their official remit. Local strategic implementation for obesity is likely to involve dieticians, teachers, school nurses, midwives, health visitors and sports development workers. Some of these (e.g. planners whose decisions regarding open spaces may influence people's walking habits) would not normally conceive of public health as part of their role.

The key elements of modern public health are seen to be:
• having a population perspective


• recognizing the role of governments in tackling underlying socio-economic causes of ill health


• working in partnership with local communities to ensure their involvement in all stages of service development and planning


• working in partnerships with other agencies and the public to develop health improvement strategies


• developing the capacity of communities, professionals and organizations to work in this way.









The relationship between public health and health promotion

If public health is ‘the science and art of preventing disease, prolonging life and promoting health through the organized efforts of society’ (Acheson 1988), then health promotion would appear to be subsumed under public health. Traditionally, however, public health has meant disease prevention, an approach demanding knowledge of medical conditions and an ability to assess and monitor disease trends. In many Western countries, therefore, public health has been a specialty of medicine. More recently, the term ‘New Public Health’ has been used to reflect a broader, social view of public health.

Health promotion was defined in the Ottawa Charter (WHO 1986) as being centrally concerned with empowering people to take greater control over their health and thus includes a range of strategies to strengthen communities, develop supportive environments and inform and educate about health issues. In many countries health promotion is well established as a field of study and area of activity with a clear ideology deriving from the World Health Organization's principles of 1984 (WHO 1984).

It is apparent that public health and health promotion are very different disciplines drawing on different bodies of theory, strategies and values:The public health and health promotion professions embody – and tolerate – conflicting ideas of why and how health should and could be improved. The meaning of public health and health promotion are themselves contested and open to misunderstandings. The origins of these conflicts lie in the contested nature of health itself, of the causes of ill health, of the methods for reducing health and promoting well-being and fundamentally, in the motivation for such interventions.



Webster and French 2002, p. 11.




Partly because of the diversity of its practice and partly because of the dominance of medicine as a profession and discipline, the robustness of health promotion in the UK has been questioned (Wills J, Scott Samuel, 2007 and Wills et al., 2008). The term health promotion has been largely replaced by the term ‘health improvement’, one of three domains of public health alongside health protection and service improvement shown in Figure 1.1 and identified by the Faculty of Public Health (Griffiths et al 2005). Debates over appropriate terminology reflect intense differences over purpose and scope. In Canada for example, ‘population health’ is now the dominant discourse replacing health promotion, which like public health in England privileges an epidemiological approach to understanding. This positivist model of research and inquiry results in the de-politicization of health issues.
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What do you identify as the difference between public health and health promotion?
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Figure 1.1 • Three domains of public health.

(Source: Griffiths et al 2005)






Your answer may have focused on the different scope of the activities, the different values and perceived purpose, or the different knowledge and skills required. Table 1.1 highlights some of the differences between health promotion and public health medicine.



Table 1.1 Public health and health promotion




	
	Public health medicine
	Health promotion



	Focus
	Disease prevention, monitoring and management
	Protection and promotion of health



	Knowledge base
	Biomedicine
Epidemiology
Health economics
	


Sociology, social policy, education and psychology



	Core tasks
	Research into the aetiology, incidence and prevalence of diseases
Surveillance and assessment of population health
Managing outbreaks of communicable disease (and non-biological hazards)
Planning, monitoring and evaluating screening and immunization programmes
Planning programmes and services to improve healthcare provision
	Developing policies to protect and promote health in different settings
Education and information for health and behaviour change
Working with communities to identify and meet needs
Organizational development



	Areas of practice
	Health sector
	All sectors where people ‘work, live and play’



	Process
	Top down: collecting information and policy development
	Bottom up: collaboration and partnerships, capacity building of communities and individuals



	Values
	Authority, expertise, adherence
	Collaboration, partnership, advocacy, mediation, enablement






Modern public health therefore incorporates many of the activities, strategies and principles of health promotion. The disciplines underpinning public health and health promotion have different philosophies and forms of enquiry that inform different kinds of interventions to promote health, and disciplinary battles continue to rage over the relative contribution of biomedicine, epidemiology and the social sciences to our understanding of ill health. In the UK, the term multidisciplinary public health has become a widely accepted term to describe the range of professions and fields that will make up the public health and health improvement field and to overcome the distinction between medically qualified public health specialists and the non-medically qualified. The challenge for modern public health then is to move beyond public health medicine and to acknowledge the role of health promotion in the overall task of health improvement.




The public health workforce

Many countries are focused on the task of clarifying the nature of the public health function, the structure of the workforce and the building of its capacity and capability, and the consequent development of appropriate competences. Promoting health has become ‘everybody's business’. The Chief Medical Officer of England (DH 2001) distinguished:
• those who lead and influence public health strategy (specialists), for example directors of public health


• those whose work contributes directly to health improvement (practitioners), for example public health nurses and midwives


• those whose practice should be informed by health improvement principles, for example social workers and teachers.






Many practitioners now have public health or health promotion identified as an aspect of their role and Chapter 10 in our first book Foundations for Health Promotion (Naidoo and Wills 2009) reviews some of these changing roles. There is also a body of professionals who are deemed ‘specialists’ by virtue of their training, functions and experience. For the past 50 years in the UK, specialist public health practice was the province of doctors who chose this medical specialty although this is now open to those who are not medically qualified. Health promotion was a clearly defined function within the NHS and open to people from diverse backgrounds but this specialized workforce has been eroded due to organizational changes (DH/Welsh Assembly 2005). Many professional groups have integrated health promotion into their practice and there are numerous studies exploring attitudes to the integration of health promotion into professional roles (e.g. Long et al., 2001, Maidwell, 1996 and McKay, 2008). It has been claimed enthusiastically, particularly by nurses in moves away from a single practitioner-single patient approach to one of greater partnership with clients and more work in and with communities. Yet this shift in focus has not been easy to put into practice.
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Why might it be difficult for nurses to adopt a health promotion/public health role?







For most practitioners, such activities are additional to their primary role which is individual client care and disease prevention activities. Inclusion of community-based activities or education work into a practitioner's remit poses an additional burden of work and extra time, resulting in it becoming ‘bolted on’ rather than integral to their way of working. Many health visitors, for example, struggle to release time from caseload work and routine assessment to focus on community-based activities. It is not surprising then that in most studies nurses frequently regard communication skills and the quality of the nurse-patient relationship as their most significant contribution to health promotion. The nursing process itself still encourages nurses to identify individual problems and therefore the ability to understand health as an interrelationship between social and political factors as well as biomedical and psychological factors is rare.
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How do you think your professional group interprets its health promotion and public health role?







How practitioners interpret their health improvement role will depend on many factors including their professional training, their role in the organization, their personal experience, interests, and social and political perspective. Environmental Health Officers (EHOs), for example, work directly within communities and as such seem ideally placed to lead local government in its role to promote health. In practice, the spectrum of activity for EHOs is limited by their statutory duties under the Environmental Protection Act 1990 which enables action to be enforced where there is risk of disease. Work pressures and statutory duties mean EHOs spend their time on population protection and enforcement work and do not have the available time or resources to work proactively with communities. The examples of nurses and EHOs demonstrate how difficult it is to prioritize public health, even though practitioners may be very positive about their role and potential. By making public health everybody's business, there is a danger that it becomes nobody's responsibility.




Skills and competences for public health and health promotion

As we have seen, an increasing range of practitioners see themselves as promoting health. This raises the question of identifying recommended skills in order to undertake the task. 
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Consider the task of health improvement. What do multidisciplinary public health practitioners need to be able to do?







Many occupations including health promotion and multidisciplinary public health try to characterize their professional activity in terms of competences or standards for practice. In the UK, standards for public health specialists and practitioners have been developed (see Box 1.6) that relate to key functions and the competences that need to be evidenced to show achievement and in order to achieve registration to practise (currently as a specialist but practitioner registration is soon to be started). For example, to demonstrate competence in surveillance and assessment of population health, a specialist would need to have undertaken needs assessments using appropriate epidemiological and/or other approaches (see www.skillsforhealth.org.uk). Core skills in which public health specialists additionally need to demonstrate competence are strategic leadership, research and development, and ethical management.


[image: B9780702034046000013/fx4.jpg is missing] Box 1.6 The functions of public health practice (Skills for health 2001)


• Surveillance and assessment of the population's health and well-being, for example undertaking needs assessments and analysing routinely collected data


• Promoting and protecting the population's health and well-being, for example investigating disease outbreaks, monitoring and controlling communicable disease outbreaks, monitoring and evaluating the implementation of a screening programme, and setting up smoking cessation groups


• Developing quality and risk management within an evaluative culture, for example using research evidence to inform decision making about interventions


• Collaborative working for health and well-being, for example developing local partnerships to tackle health issues


• Development of policies, strategies and service, for example analyse local data on access to and uptake of primary care services


• Developing and implementing policy and strategy, for example carrying out a Health Impact Assessment on a proposed planning decision


• Working with and for communities, for example mapping local organizations and holding a community planning event









The Public Health Skills and Career Framework (http://www.skillsforhealth.org.uk/page/career-frameworks/public-health-skills-and-career-framework) is a tool for describing the skills and knowledge needed across nine levels of the public health workforce whoever the employer and whatever the nature of the work. It provides an overview of the competences and knowledge needed in each area and at each level and links to:
• National Occupational Standards (NOS) – those for public health practice developed by Skills for Health and other sector skills councils, for example community development, health trainers.


• The NHS Knowledge and Skills Framework (NHS KSF) which specifies core competences that are linked to pay and progression.






The concept of competence has aroused much controversy. It can be seen as narrow and mechanistic, focusing on task and not enabling practitioners to acquire the value base essential for critical practice. All practitioners need to be not just technicians but reflective practitioners with a professional literacy. Competences cannot cover all types of activities nor the personal processes entailed in health improvement. In specifying a range of activities in which the practitioner must perform, the role of theory and understanding is diminished. ‘Knowing’ becomes merely preparation for ‘doing’ with no requirement to reflect on theoretical bases or make sense of working practice.




Reflective practice

The professional education of many practitioners, particularly in health and education, has been illuminated in recent years by the work of Schon and the concept of the ‘reflective practitioner’. Schon (1983) characterizes professional practice as the high ground of research and theory as swampy lowland that consists of the messy, confusing problems of everyday practice. Schon likens many practitioners to the jazz musician or cook who is highly skilled at what he or she does and because of his or her experience is able to improvise, but who may not know or understand the theoretical basis of musical syncopation or the emulsification of fats. Schon argues that through reflection-in-action a practitioner learns the tricks of the trade and what works in practice. This personal or experiential knowing is an essential part of a practitioner's understanding. Schon also says, however, that practitioners need to be able to reflect on action and to remove themselves from the swamp of practice and take a broad view. The reflective practitioner is able to integrate these two aspects.

Through this process, links are made between experience, theory and practice. Kolb (1984) argued that if we are to learn effectively, experience needs to be carefully and systematically reflected upon. Practitioners and students in classroom situations who focus on an ‘experience’ or a situation about which they felt uncomfortable may begin to understand the ways in which their knowledge was inadequate for the situation. Through sharing that information they can discover how others experience in a different way something they may have taken for granted. Through analysing or interpreting the issue or situation they can abstract general principles from it. By drawing on theoretical frameworks they can see what further knowledge may be required, and then apply this back to their practice, perhaps trying out new ideas or doing things in a different way. The whole process is a cycle of practice-theory-practice or PRAXIS.
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Think of an action which you have taken recently or a programme that you have been part of, about which you felt uncertain or confused. Figure 1.2 shows a cycle of questions to encourage you to reflect on this experience and identify any learning points from it and how other learning can help you to make sense of it.


	[image: B9780702034046000013/gr2.jpg is missing]


	
Figure 1.2 • The cycle of reflection.
















Schon (1983) argues that ‘technical rationality’ dominates professional thinking. But it is important that practitioners think about why things are done in the way they are, how they could be done differently and what they are trying to achieve. Practitioners may believe they can apply their professional knowledge to select the best method for their purposes. But the problems of the real world (and the practice of public health and health promotion is no exception) are not presented as neatly parcelled issues. When practitioners decide the form of their health improvement activity they are also choosing to frame the issue in a particular way which may mean reconciling, integrating or choosing among different interpretations and approaches. The action they take reflects particular aims and values – particular beliefs about health, about the influences on people's health and about the role of the practitioner. In the following example, reflection has facilitated development.
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Many local projects are funded from pots of money allocated for specific programmes such as Sure Start or New Deal for Communities. Practitioners have to submit bids with a project proposal. One such bid allocated for regeneration was for Community Food Workers to act as local nutrition educators. The lead practitioner comments ‘The community kitchens were poorly attended despite wide promotion within all the community groups. When I thought about why this might be, I realised I had been led by the possibility of getting some money and developed a project that might meet the criteria for funding. I hadn't bothered to go to the community and find out what people wanted. The idea of consultation was alien to my professional culture. The most I had done was a patient satisfaction survey. Understanding both the principles of participation that underpin health promotion work and theories of community development have helped me to consider how I can involve the community. I now see that if we had worked with the community they would have owned the projects and may even have chosen other priorities’.




Commentary

The response of many practitioners to identified public health issues is shaped by the need to be visibly ‘doing something’, by funding streams and by a guiding intuition. This practice wisdom is discussed in detail in our third book on evidence-informed decision making. The guiding principles of health promotion in relation to involvement and participation may get relegated in the face of such pressures.













Values and principles for practice

All actions are value-based in the sense that we have a view about the desirability, worth or merit of a particular action. In relation to practice therefore, values are concerned with what public health and health promotion wants to achieve and how it will act to reach those goals.
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Think of a national or local strategy. What values are present in the strategy as represented in its aims and the interventions it proposes? To what extent do these fit with your own values?







The value or central purpose that many strategies place on health is the prevention of disease. A guiding principle may then be one of effectiveness and getting the most from available resources and identifying actions that are based on evidence. Alternatively you may have couched your answer according to the process of health improvement such as recognizing different understandings of health and the perspective of clients or building confidence and skills for people to take control of their lives. The principles guiding your practice may then be empowerment and participation. Every activity then reflects an underlying ideology or set of values that shapes how the issue is understood, the knowledge and theories used to understand it, and the strategies and ways of working that are adopted. The values for public health and health promotion traditionally derive from three key sources:
• The four classical principles of healthcare ethics – respect for personal autonomy, non-maleficence (not inflicting harm on others), beneficence (acting for the benefit of others), and justice (distributive and social) (Beauchamp and Childress 1995).



• The principles of health promotion described in Box 1.10 below (WHO 1985).


[image: B9780702034046000013/fx4.jpg is missing] Box 1.10 World Health Organization guiding principles for health promotion

The World Health Organization outlined a set of guiding principles for health promotion as part of its commitment to Health for All (WHO 1985)
• equitable (guided by a concern for equity and social justice)


• empowering (to enable individuals and communities to assume more control over the factors that affect their health)


• participatory (involving all concerned at all stages)


• intersectoral (involving the collaboration of agencies to form all relevant agencies)


• holistic (fostering physical, mental, social, spiritual and sexual well-being)












• The principles relating to governance and accountability in the public sector including being evidence-informed, transparent, professional and offering value-for-money.
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What principles guide your work? From what do these derive, for example your personal values, a professional code of conduct, health promotion principles?







A characteristic of a profession is that there is a code of conduct, the purpose of which is to persuade the public that the occupation can be trusted and acts with integrity. Codes of conduct derive from the values which underpin that profession. For example, traditionally a doctor's duties to their patients are outlined in the Hippocratic Oath. Where a code of practice does not exist, many professions attempt to establish a commonality of purpose through subscription to a shared set of values and principles which increase the status of the field and help clarify the distinctive ethical dilemmas faced by public health practitioners. Although a public health profession exists, a variety of different professions who may have a different set of values – for example, epidemiologists, EHOs, nurses also practise public health.
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Principles for practice

‘Show respect for all persons, and respect service users beliefs, values, culture, goals, needs, preferences, relationships and affiliations’ British Association of Social Work www.basw.co.uk para. 3.1.2.2.

‘Ways of working for health promotion include a commitment to sustainable development and promoting trust (delivering on what is promised to people)’SHEPS Cymru 2008.


Public health specialists (Faculty of Public Health 2001) ‘practise good standards of public health make sure individuals and communities are not put at risk work within the limits of professional competence’.









Modern public health, as all health care, is about making decisions and choosing between alternative actions. In making those decisions we may draw upon:
• personal preference based on principles and values


• past practice and precedent


• professional judgement


• views of users, clients and the public


• available resources


• evidence of effectiveness from sound and rigorous research


• theoretical frameworks.









Public health and health promotion theory in practice

Within the planning and development of strategy and programmes, the explicit use of theory is not common despite Kurt Lewin's oft quoted statement that ‘There is nothing as practical as a good theory’ (Lewin 1952). The reality is that for most practitioners theory is unrealistic and inapplicable in the face of the stark realities of day-to-day practice. Many practitioners adopt a pragmatic or commonsense approach.
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We know what the principles of health promotion are but I don't think we practise them. We still do things FOR people not with them and lots of my colleagues are intent on simply finding ways to get people to change their behaviour. The only value that binds us together is equity but I suspect we interpret that differently. For me, we have a duty to work with the socially excluded to reduce health inequalities. For others though it's also about working upstream.




Commentary

Tackling inequalities is a central aspect of public health and health promotion practice. Significant inequalities in health exist in most countries based on income and ethno-cultural status and there is considerable evidence to describe these. National strategies to address such inequalities variously include actions to reduce disparities in access to health care, early interventions for specific conditions such as diabetes that disproportionately affect disadvantaged groups, and improving living standards.
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What is the common sense that underpins public health and health promotion?

Look at the examples below:

‘Practitioners just need to find the best ways of getting the message across’

‘Middle class people are more educated and understand how to look after themselves’

‘We need to understand people's attitudes so we can challenge their negative beliefs.’








But as Thompson points out: ‘common sense is ideological – it serves to reinforce traditional values and the inequalities associated with these. It is based on implicit assumptions and if we rely on common sense to guide our thoughts, we are not in a position to question those assumptions’ (Thompson 1995, p. 28).
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What traditional values and associated inequalities do you think are exemplified in the above quotations?







It is often assumed, for example, that there is a healthy way of living and practitioners focus on the individual or individuals with the aim of changing their behaviour to this end. As discussed in Chapter 5, the ‘healthier choice’ is not available to all. Thus people may be blamed for health behaviours over which they do not have control. The simple equation that knowledge + attitudes = behaviour has also formed the basis of much health education work, yet the provision of information alone is unlikely to change behaviour. The giving of information can reinforce the expert status of the practitioner and fail to provide for the active participation of clients in an education process which addresses issues of concern to them. Middle class, educated people are often seen as ‘easier’ clients and so are targeted more (yet need it least). When practitioners do not derive their practice from a theoretical framework, the practice wisdom regarded as ‘common sense’ tends to reinforce simplistic assumptions which serve to reinforce inequalities.

Theory is perceived by many practitioners to be book learning. Many practitioners value received wisdom – ‘we do it like this’ – and learning on the job over an intellectual understanding of the practice process. To know ‘how to’ is more important than to ‘know why’. This issue has been vehemently debated in recent years by those involved in professional education. Nurse educators have expressed concern that less time is spent on the wards and in hands-on work and more emphasis is being placed on research-based knowledge. Those involved in teacher education have expressed equal concern about the reverse situation – that more time is to be spent in classrooms and less on the theoretical underpinning of education! The apparent reluctance to use theoretical models for practice has led to long debates in many health and social care fields about a theory-practice gap and its implications for service provision and programmes.
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Consider the following opposing viewpoints on the importance of theory. ‘Which comes closest to your own view’, ‘What further arguments could you use to support this view’. (You might want to debate this with a colleague.)
A. Theory isn't important. Accounts of interventions show little evidence of them having been based on theory. Promoting health is just common sense and experience. The skills gained in previous training are quite adequate for this role. We just need to find out the best way of getting through to people. All this high flown stuff is unrealistic.


B. It is important that our work does derive from a sound knowledge base and logic for the intervention. We need to be able to see why we do it the way we do and to be able to explain this to others who may have a different view. Understanding theory helps to clarify purpose and effectiveness and makes it less likely to suffer contradictions.












In the complex and evolving field of public health and health promotion, an understanding of theory assumes great importance:
• To clarify the different paradigms of public health and health promotion.


• To inform programme planning and the choices made about actions to tackle major issues and to avoid simply making shots in the dark about what might improve health.


• In the absence of evidence to inform decision making, when theoretical explanations which are based on empirical reality offer a tool for logical and coherent practice.


• To give credibility to practice and give the practitioner the confidence to justify their choice of action when confronted with differing interpretations by colleagues, managers or politicians.


• To bind a discipline separating it politically and philosophically from another, and may thus contribute to a process of professionalization in which knowledge is organized and systematized.


• In the attempt to conceptualize health improvement beyond a set of activities, competences or skills which raises questions about the status of public health and health promotion as a field of study. What knowledge do practitioners draw on to practise?
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Mr Jones is 76 and has leg ulcers. He is in the early stages of Alzheimer's disease and lives alone since the death of his wife in the previous year. The District Nurse visits Mr Jones daily to dress his leg and draws upon her technical knowledge to do so, regarding herself as a competent practitioner. She is aware that she must include Mr Jones’ health needs in her nursing assessment.
• How does the District Nurse begin?


• What factors will influence how she ‘frames’ the health promotion aspects of her work?












The District Nurse might regard health promotion as integral to her care of Mr Jones or she might regard it as an additional task to be ‘bolted on’ to her essential work of monitoring his disease status. She might see her role as enabling Mr Jones to keep himself safe and in good health, or as preventing harm or disease from befalling him. Whichever role she prioritizes will affect her activities. If her priority is safety and good health she might advise Mr Jones about a healthy diet and home safety precautions and spend considerable time talking to Mr Jones in order to enhance his capacities. She might enlist the services of voluntary and self-help organizations and try to broaden Mr Jones’ social contacts. If her priority is to prevent disease or harm, she might focus on providing support for Mr Jones by liaising with Social Services to provide Meals on Wheels or day care and refer him to the occupational health service to assess his home for cooking and bathing aids.

This example illustrates how practitioners work in different paradigms. A paradigm can be defined as ‘a way of knowing’ and thereby interpreting a field of study characterized by particular beliefs and values, by particular theories and ways of problem solving and by particular methods and tools that are used in practice. The paradigm within which many practitioners work is that of Western science which has a mechanistic view of the body and views health as the antithesis of disease. Within this paradigm there are several theories or sets of propositions that explain or predict events such as theories about behaviour change or risk factors for disease. Practitioners may work in different paradigms, drawing upon different theories, and this will depend on their role, their professional background and training, and their personal beliefs and interests.

In the example above, the practitioner drew on theories from social psychology and used them as a tool to help her question her purpose and consider the factors influencing uptake of the intervention. Theory helped her to understand the variables affecting behaviour and provided insight into the strategies most likely to effect change. A reflective practitioner is constantly examining practice and adapting what to do in the light of experience. Without a theoretical base, however, they are merely technicians.

There are many different theories derived from different disciplines that practitioners may draw upon:
• How people learn.


• How diseases are caused and how they may be prevented.


• How people make decisions and change their behaviour.


• How society is organized and how social structures influence health.


• How messages are communicated and can be targeted to particular groups.


• How organizations change their focus and ways of working.
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I was part of a working group to set up a workplace health and activity programme. Based on our commonsense belief that everyone wants to protect their health, we thought that we'd get people involved by offering health checks which would then alert people to the risks to their health from lack of exercise and excessive weight. Opportunities for change were provided through a programme of exercises, monitoring of exercise recovery rates, nutrition advice, weighing and food diaries. The company even agreed to pay employees half time rates for attending the programme. The programme was quite successful but many employees did not participate, some dropped out and few managed to maintain an activity programme for themselves.




Commentary

When planning a subsequent programme, I drew particularly on social cognitive theory and the concept of value expectancy which states that people are likely to take some action if they believe the action will be effective and if they value the action's results (Ajzen 1988). I realized that a vague promise of better health in the future didn't mean as much to the employees as it did to me in my professional role even though I, too, struggle to maintain a healthy weight. Through informal discussions I learned that the participants’ values related to ‘feeling more attractive’, ‘wearing different clothes’, ‘being able to take part in sports and exercise’. Social cognitive theory also helped me to understand the importance of understanding their motivations and readiness to change, the support they have, and their confidence in their ability to take up and maintain an exercise programme. This resulted in the introduction of smaller targeted group sessions and personalized support through regular text messages.










These theories derive from many different disciplines. Rawson (2002) has described health promotion as a ‘borrowed discipline’ importing theories from other bodies of knowledge such as sociology and psychology. Alternatively public health and health promotion can be seen as disciplines in their own right with discrete bodies of knowledge and distinct theories, perspectives and methods.

Theories are organized sets of knowledge that help to analyse, predict or explain a particular phenomenon. A theory may explain:
• The factors influencing a phenomenon, for example why some parents refuse immunization for their children.


• The relationship between these factors, for example whether this is related to levels of knowledge and perceptions of risk; attitudes to interventions; beliefs about disease; levels of media attention; social norms.


• The conditions under which these relationships occur, for example do immunization rates fall when there is media attention to risk; in particular seasons; in particular social groups?






Modern public health is a complex field drawing on a range of disciplines. Inevitably then its theoretical base is equally diverse (Nutbeam and Harris 2004):
• Theories that explain individual health behaviour, for example the Health Belief model.


• Theories that explain change in communities, for example the Diffusion of Innovation.


• Theories that explain how communities can be mobilized for action, for example Achieving Better Community Development.


• Theories that guide the use of communication strategies, for example social marketing.


• Theories that explain changes in organizations, for example Force Field Theory.






Theoretical frameworks illustrate the key assumptions about how the programme will achieve the desired outcomes. Many practitioners, however, have only vague ideas about how and why a programme may work and any theory is implicit. Yet theory enables the practitioner to identify the issue, think through alternative strategies having identified the factors influencing the issue, and identify the interventions most likely to be effective and the factors that need to be taken into consideration during implementation and evaluation.
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Modern public health – is it multidisciplinary?

Consider the ways in which the disciplines outlined below contribute to health improvement. How, for example, would each discipline contribute to an HIV/AIDS prevention strategy?




Psychology

Psychology helps us to understand and explain human behaviour essential to health and the ways in which individuals make health-related decisions about, for example, taking up exercise, using a condom, or changing drinking patterns. Psychological theories of mass communication in the 1960s, which assumed a direct link between knowledge, attitudes and behaviour, are still widely adhered to despite the ineffectiveness of programmes based on this premise. Psychology explores lay and professional health conceptualizations and the ways this might affect decision making.




Sociology

In analysing how society is organized and the social processes within it, we can examine the social role of medicine and how health and illness have come to be defined. An analysis of power and control and an understanding of the relationship between social structures and individual action help us to consider how changes to promote health might come about. An analysis of the way in which society is stratified helps practitioners to consider how individual behaviour is constrained and influenced and how socio-economic status, gender and ethnicity influence health status.




Epidemiology

Epidemiology contributes understanding about the aetiology of disease and the effectiveness of preventive medicine. Epidemiology is based on a medical science model, although increasingly there have been calls to establish a social epidemiology of health. The study of risk factors for disease and health should, it is argued, go beyond traditional lifestyle or biomedical factors, to embrace factors such as degree of social networks and isolation and socially produced stress.

See Bunton and Macdonald (2002), Naidoo and Wills (2008).











The wide choice of interventions that might be used to promote health involving a range of practitioners and professionals in different settings makes it difficult to see what knowledge base might be used to guide practice. Practitioners are often eclectic and use different models reflecting the way in which they frame the issue. Theories of behaviour change, for example, have been widely adopted and have diffused into the design of health promotion interventions, reflecting the view that individuals are responsible for their own health.

Psychological theories such as the Health Belief Model (Becker 1974), the Theory of Reasoned Action (Ajzen and Fishbein 1980), Social Learning Theory (Bandura 1977) and the Transtheoretical Model of Change (Prochaska and DiClemente 1984) have dominated the field of health promotion as practitioners try to understand how to motivate and maintain behaviour change. Three sets of beliefs have emerged as important in determining behaviour or health change:
• Perceived benefits versus the costs associated with change.


• Perceptions about the attitudes of others to the behaviour.


• Self-efficacy or the belief in one's ability to achieve the change.






Individuals and population groups differ in their perception of the need for change and its benefits and this understanding has been critical in the adoption of more targeted and client-led approaches. Learning theory seeks to explain how behaviour is maintained. The likelihood of an individual behaving in a particular way (e.g. quitting smoking) tends to increase when that behaviour is followed by positive reinforcement (e.g. less breathlessness). A person's motivation to change will depend in part on how desirable the reinforcing factors are.

The theories described above focus on understanding how individuals can modify their health risks. A key element of modern public health is the capacity of communities to identify and act collectively on issues affecting their health. Many practitioners have been influenced by Freire (1972) whose liberation education model provided both a philosophy of education and development and a practical method of getting people actively involved, breaking through apathy and a way of developing a critical awareness of the causes of problems. Arnstein's (1969) ladder of involvement has also been influential in encouraging practitioners to review community levels of participation in decision making (see Chapter 7). Increasingly, the policy focus has been on describing a ‘competent’ or healthy community as a way of helping us to understand how to create safer and more productive communities that can implement local actions.

As Nutbeam and Harris (2004, p. 38) observe ‘unlike the theories and models of health behaviour, community mobilization does not lend itself so comfortably to highly structured study and comprehensive theory development’. Much of the understanding about community action derives from practitioner experience and observation and much of the theoretical development focuses on identifying the process of capacity building and its elements driven by a desire to develop indicators to measure change.

Organizational contexts also play a part in achieving health improvement. Management theory has developed particularly in relation to understanding how to improve organizational performance but it also illuminates the process of change. Understanding why change occurs and the political, economic, societal and technological factors that operate on organizations and affect their development helps to remind practitioners to take account of the internal and external environment (Senior 1997). The 1990s in the UK saw, for example, a Labour administration after 18 years, low inflation, a commitment to low personal taxation and demoralized trade unions. The White Paper on the NHS introduced early in the new government (1997) stated that the status quo for the NHS was not an option and the modernization agenda has entailed torrents of change. Understanding the psychological process entailed in change is crucial to its implementation whether it be shifting the practice role of a health visitor, developing a health promoting school or being part of a changing Primary Care Organisation. Resistance to change is normal according to Lewin's (1952) Force Field Theory. During any period of change, there will be pressure to change and to maintain the status quo and a balance needs to be found. If the pressure to change is too great then resistance sets in.

These different theoretical frameworks derive from different disciplines and traditions and all provide the constructs in which the myriad tasks of public health and health promotion may be understood. In addition there are numerous models of health promotion that emerged during the 1980s in an attempt to define and clarify practice. Such models help:
• To conceptualize or map the field of health promotion.


• To interrogate and analyse existing practice.


• To plan and chart the possibilities for interventions.







Beattie's model (1996, p. 140), for example, is useful for ‘charting and selecting the particular mix of approaches that make up a programme or project and also in exploring and reviewing the ethical and political tensions within an intervention in terms of the balance of social values it encompasses’. The model shows how health promotion is embedded in the sociocultural and political framework arising from the tension between expert-led, target-driven and top-down approaches and participatory and needs-led approaches. A further tension derives from the conflicting views on the determinants of health and whether these are seen as structural and demanding collective activity, or individual leading to information-giving, communication educational and counselling approaches. Health promotion is not a technical activity in which practitioners merely choose the best strategy for improved health. The field of health promotion clearly reflects the tension between different value positions about power, knowledge, responsibility and autonomy. Health promotion models are discussed in detail in Chapter 5 of our first book Foundations for Health Promotion (Naidoo and Wills 2009).




Conclusion

It is difficult to draw boundaries around public health and health promotion and agree who is promoting health and protecting the public and what sorts of activities this entails. Attempts to specify core competences and skills of public health specialists and practitioners reflect a professional strategy to safeguard a specific role and identity along with associated benefits, both economic and psychological. However, such attempts also risk causing division, hierarchy and competition amongst the many different practitioners who need to work collaboratively in order to gain maximum benefits for public health. Health promotion is a central aspect of public health activity that needs to be recognized and valued, instead of being assumed to be a commonsense, bolt-on task for all health practitioners. It would be easy to be side-tracked into defining and defending professional roles and competences. Perhaps the most important aspect is to reflect on what we are doing in the name of health improvement and what it is we are trying to improve.

As you will see in Part 2, it is not as simple as just getting on with it. Public health and health promotion have a close, but at times uneasy, relationship, mainly because public health medicine has traditionally been the ‘senior partner’, accorded a greater status and authority than health promotion. Modern public health seeks to integrate both health promotion and public health medicine into a new multidisciplinary endeavour. Inevitably, different practitioners will have different views on the purpose of public health and health promotion and the best methods to achieve health improvement. A public health consultant may prioritize the uptake of available screening and immunization programmes locally, whereas a health promotion specialist may prioritize community development activities focusing on identifying local needs and empowering communities to address these needs. Differing roles, professional backgrounds and funding constraints as much as ideology will influence the way in which a practitioner defines the purpose of public health. Our position is that public health and health promotion need to be based on sound theoretical underpinnings and adhere to certain core principles. In the rest of this book we explore how these principles might be put into practice and the sorts of dilemmas this throws up. It is from these dilemmas and trying to apply theory to practice that practitioners can learn and contribute to a developing field.




Further discussion


• A reflective practitioner is one who is capable of improving practice by being sceptical about practice wisdom and questioning the approach taken. In what ways are you incorporating reflective practice into your work?


• Consider a health improvement intervention with which you have been involved. What theoretical assumptions underpinned this activity? How would it be influenced by a consideration of other theoretical perspectives?






Recommended reading


• Bunton R, Macdonald G, editors: Health promotion: disciplines and diversity, edn 2, London, 2002, Routledge. An important book which traces the theoretical roots of health promotion in disciplines such as psychology, sociology, education, politics, genetics and epidemiology.






• Critical Public Health 18(4), 2008. A special issue of this journal devoted to health promotion in the twenty-first century. It includes discussions of the development of health promotion in Australia, Canada, Southern Africa and England.






• Davies M, MacDowall W, editors: Health promotion theory, Maidenhead, 2006, Open University Press.


• Macdowall W, Bonell C, Davies M, editors: Health promotion practice, Maidenhead 2007 Open University Press. Two short introductions to health promotion theory and practice






• Naidoo J, Wills J: Foundations for Health Promotion, London, 2009, Baillière Tindall. Part 1 of our companion volume that provides more detail on many of the issues discussed in this chapter including the development of health promotion and its theoretical approaches.






• Earle S, Lloyd C, Sidell M, et al, editors: Theory and research in promoting public health, London, 2007, Sage.
 Douglas J, Earle S, Handsley S, et al, editors: A reader in promoting public health: challenge and controversy, London, 2007, Sage.


 Lloyd C, Handsley S, Douglas J, et al, editors: Policy and practice in promoting public health, London, 2007, Sage.


 A series of texts to support an Open University course that examines debates and issues involved in multidisciplinary public health. Through the varied chapters and articles, these books provide an interesting review of the complexity of the field.







• Scriven A, Orme J, editors: Health promotion: professional perspectives, Buckingham, 2001, Open University.


• Watterson A, editor: Public health in practice, Basingstoke, 2003, Palgrave/Macmillan. These two texts examine the public health and health promotion roles of a range of professionals and explore the organizational and policy contexts and disciplinary approaches that influence practice.
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Chapter Two. Research for public health and health promotion

Key points


• Nature of research


• Positivist and interpretivist paradigms


• Research for public health and health promotion:
– Lived experience


– Participatory research


– Mixed methods research







• Using research in practice










OVERVIEW

Research is a link between theory and practice. It should, and does, inform practice, but using such knowledge and applying it can be difficult. The greater emphasis on accountability in the NHS has led to calls for practice to become more evidence based and, therefore, for practitioners to develop skills in conducting and appraising research. Evidence-based practice is the subject of Chapter 3. This chapter looks at the nature of the research that informs public health and health promotion, and argues that such research should contribute towards tackling the social causes of ill health and disease. This suggests the need for research that is qualitative (explores people's lived experience and understanding of their own health) and participatory (uses research methods that involve both the researchers and the researched working together). The chapter concludes by looking at the ways in which practitioners can use research in practice.





Introduction

In Chapter 1, we discussed the importance of practitioners becoming critical and self aware. A reflective practitioner will be looking closely at his/her professional practice, asking ‘what is the best way of doing this?’ or ‘why do we do it this way?’. It may be that a practitioner acts on the basis of tradition or an intuitive ‘knowing in action’ which derives from experience (Schon 1983) but a reflective practitioner will wish to be informed about his decisions.

The shift from an occupation to a profession, which has taken place in nursing and multidisciplinary public health, is characterized by an increased focus on research as the foundation for professional knowledge and practice. There is considerable pressure for all health and social care practitioners to be aware of relevant research and to base their practice on research findings. Practitioners may be aware of this, yet be unable to pinpoint any specific relevant findings. This may be because practitioners are not aware of the relevant research journals, or are unable to access journals and conferences, or lack the opportunity, skills and time to keep up-to-date with research. The weight of new information, even though it may be more readily available through the internet, means practitioners may suffer from information overload and be unable to sift out what is useful and relevant. Practitioners may not use research because they lack the critical appraisal skills and confidence to assess the quality and relevance of published studies. Practitioners may also be sceptical of the value of research because it is difficult to institute any change in their practice or organization.
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The following practitioners, when asked to identify research that had made an impact on them, were all able to cite a particular study:
Paula, a nurse

‘Marmot's (2003) research into social status and health made me realize how important it is for people to feel in control of their lives and exercise autonomy. Instead of going in and telling people what to do, I now make time to find out their priorities and preference, and work together with them to achieve their goals.’

Penny, a health visitor

‘I read Putnam's (2000) book on holiday, and the notion that social capital could be linked to health was an eye opener for me. The fact that improving community relationships and trust had a direct and positive effect on life expectancy and infant mortality, meant I could justify working with communities and this could become a legitimate part of my work.’

Peter, a health promotion specialist

‘I remember reading the official report on tackling inequalities in health (DH 2003) and being so relieved to know that this was a national priority, and that proper resources were going to be allocated to it. And then reading the progress report (DH 2008), and realizing there was still so far to go. It made me think twice about the need to target and prioritize messages about healthy lifestyles like healthy nutrition, physical activity and stopping smoking. It made me consider how to promote healthier lifestyles to people whose living conditions make it difficult for them to change.’

Pat, a teacher and counsellor

‘When I first came across Mellanby et al's (2000) review of research indicating that peer education was at least as effective – and maybe more effective – than teachers, it gave me lots of food for thought. Apart from it ringing true – after all, that's how I learnt about sex when I was a teenager – it made me think about developing peer education programmes about personal relationships, instead of giving the usual “I'm the expert, here's the information” talk about sex and personal relationships.’











Few practitioners see research as an integral component of their practice. It is seen as ‘out there’, separate from the knowledge base that informs practice, which is often received wisdom passed on from practitioner to student. However, practitioners often have questions relating to their practice, which can be answered by appropriate research studies. Examples of practitioners’ questions include the Macmillan nurse who wants to know why women choose not to come for mammography screening, the health promotion specialist who wants to know whether a safety education programme for young children has made any difference to the accident rate, and the midwife who wants to find out the needs of prospective fathers from the antenatal services. If we see research as providing information to guide the planning and carrying out of interventions, then research ceases to be seen as a remote activity but becomes an extension of everyday work.

This chapter aims to help you reflect on what distinguishes research in public health and health promotion. It looks at the social context in which research for public health and health promotion takes place and the kind of information that informs practice. It is not a tool kit to make you a better researcher. Some excellent texts are recommended at the end of the chapter which can provide guided tours of research methods and the fine-tuning in using particular methods. Above all, being a researcher involves doing research and ‘getting your hands dirty’; it cannot be learnt from a book.
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What do you think distinguishes research from everyday findings about things that interest you?










What is research?

Health promotion is based on theories about what influences people's health and what are effective interventions or strategies to improve health. Such theories are based on research. The term ‘research’ refers to any systematic information-gathering activity used to describe, explain or explore an issue in order to generate new knowledge.

Research:
• is the investigation of the real world


• is informed by values about the issue under investigation


• follows agreed practices and ethical guidelines


• is guided by theory and assumptions about the presumed relations between different phenomena


• asks meaningful questions


• is systematic and rigorous


• is transparent.






There are several ways in which research informs public health and health promotion and contributes to its development. It may help, for example, to determine priorities for action from a seemingly endless list of possibilities. Epidemiological research or a needs assessment exercise may be the starting point for deciding which issues should be tackled. Evaluative research may determine the effectiveness or acceptability of particular interventions. A research audit may examine which resources and systems are in place for the purpose of improving the performance of an organization or project. Research can also support, challenge or generate new theory. The studies cited by the practitioners in the example above illustrate how research contributes to the body of knowledge informing public health and health promotion.

Research has achieved a much higher profile in health organizations in recent years. Policy, service provision and professional practice are expected to be based on evidence derived from rigorous research. For example, in 2009 NICE (National Institute for Health and Clinical Excellence) launched NHS Evidence, a web-based service disseminating research-based best practices (www.nice.org.uk). Professional judgement and the preferences of users and clients may also influence decision making but the cultural shift to evidence-based health care that is explored further in Chapter 3 represents a major challenge for practitioners. A large body of research for public health and health promotion derives from public health medicine and epidemiology. Epidemiology analyses patterns of disease and risk factors in populations, and seeks to identify and quantify the effect of different causal factors (genetic, lifestyle, environmental) on health.
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Methods used by epidemiologists


• Cross-sectional studies to determine prevalence, or patterns of conditions, or behaviours in populations, or groups at one point in time – for example since 1991, there has been an annual Health Survey for England (National Centre for Social Research). In addition, every 2 years, a specific theme is identified for further study; for example in 2009, the theme was crime and safety.


• Case-control studies to investigate the causes of a condition by comparing a group with the condition with a control group – for example research into the effect of exposure to radon in homes on lung cancer rates in Europe (Darby et al 2005).


• Cohort or longitudinal studies to observe a group over time to see if there is any association between particular behaviours or characteristics and patterns of disease – for example the Framingham (Massachusetts) Heart Study began in 1948 and is now studying the third generation of participants. Many risk factors for heart disease linked to diet and exercise were identified in this study. More recently, data from this study have been used to study the link between social networking, happiness and health (Fowler and Christakis 2008).


• Randomized control trial (RCT) compares a group experiencing an intervention with a similar control group which does not – for example an RCT of a workplace health promotion programme in Norway (Tveito and Eriksen 2009) found that, whilst there were no statistically significant effects on sick leave rates or health-related quality of life, the intervention group reported significant positive effects on well-being and work experience.













Epidemiology is generally acknowledged as a core scientific method underpinning public health. For example, the Whitehall I study tracked a large cohort of 18,000 men employed in the Civil Service since 1967, and has been influential in establishing the link between social status and health (Marmot et al 1984). The Whitehall II study has followed up a cohort of 10,308 male and female civil servants since 1985. The Whitehall II study found no diminution in the links between social status and health (Marmot et al 1991), and is now examining inequalities in health in an ageing population (Adler et al., 2008 and Britton et al., 2008).
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The uses of epidemiology


• To observe the effects of social factors on health – for example linking the rise in the number of cars on the road with the incidence of asthma.


• To provide a ‘map’ of the distribution and size of health problems in the population – for example infant mortality rate being distributed unequally among social classes.


• To estimate the risks to an individual of suffering a disease – for example the risk to a post-menopausal woman taking hormone replacement therapy, of contracting breast cancer.


• To assess the operation of services and the extent to which they meet the population's needs – for example the take-up rate for the breast cancer screening programme and the effect on breast cancer incidence and outcomes.













Epidemiology therefore has many uses to public health and health promotion; however, it is not the sole means of acquiring information and knowledge. As with all research, epidemiological findings need to be interpreted within the specific theoretical framework in which they are grounded. Epidemiology reflects the dominance of the medical science paradigm. This approach seeks to identify the risk factors of disease and is informed by a belief that research needs to be objective and scientific.




Positivist and interpretivist paradigms

Knowledge is structured by the context in which a question is framed and the methods used to obtain, analyse and interpret data. The same topic can give rise to many different questions and thus be investigated from many different angles. The dominant research tradition in health and social care derives from a positivist approach which uses the methods and principles of the natural sciences. Positivism is based on the premise that there are objectively real phenomena or ‘facts’ which can be studied in a neutral scientific manner. However, this claim for objective neutrality has been questioned and it has been asserted that all knowledge production is influenced by values, ideologies and funders’ agendas.

In contrast to positivism, the interpretivist tradition aims to explore and describe the meaning of phenomena as experienced and perceived by the individual person or people. This tradition derives from the concern of social sciences to understand the subjective meaning of human experience, which in turn rests on the premise that reality is a social construct that is always mediated by subjective meanings and contexts. Resulting knowledge is therefore always contextual and never absolute. The difference between these two approaches to research and knowledge is illustrated in the following example.
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