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PREFACE

The report is based on the papers submitted by the
members of a Health Education Council/King's Fund
sponsored study tour on Health Promotion in Nerth
America in October 1985. The background to the tour is

provided in Chapter Two.

As initiates to the new concepts of health prometinon
realise, there are no short and precise definitions and
no traditional intellectual or organisational
boundaries which confine and protect its practice.
Health promotion also challenges the basic definition
of health, accepted views of who should be included in
decisions which affect health, and the nature of a
society which promotes and protects health. Unlike the
more traditional approaches to ‘'health' which are
essentially practice-based, health promotion is

concerned with process and practice.

The original papers reflect the optimism and success

achieved in North America's long experience with health

promotion in practice. Across the two vast countries

with their large populations and resources, many
different projects and practitioners were visited.
Even allowing for the differences in culture, idecloyy
and health service provision between the UK and North
America, tour members returned armed with ideas on

implications for the UK.




In March 1986, a workshop was held at the King's Fund
Centre in London. The papers were discussed by the
tour members and invited participants as a means of
sharing the personal experiences expressed in each
paper and of taking a wider view on the implications
for the UK. The papers were subsequently redrafted to
reflect the valuable workshop discussions. Because of
the great interest in the development of health
promotion within the UK, the sponsors and members
decided to produce a report based on the combined
outcomes of the tour as a contribution to the

discussions in the UK.

The report is a compilation of the important
information and conclusions from the original papers,
together with material from the workshop, and
additional discussions with the tour members. The
original papers are available from the authors and
individual papers may be published in appropriate
journals. Chapters 2 and 3 draw material from all the
individual papers and substantial amounts from the
papers of John Ashton, Bobbie Jacobson and Madeleine
Rendall. Chapters 4 to 10 cover the main subjects

studied during the tour and each deals with one of the

original papers, but contributions from other papers

may also be included. The authors are listed on the
contents page. The implications at the end of each

chapter and the conclusions in Chapter 11 have been




drawn from the papers and discussions between the

authors and the editor.

In preparing this report, the aim has been to provide a
context and continuity within which the individual
experiences and responses of tour members can be
appreciated. I have tried to retain as much of each

author's priorities and individual reactions as was

possible during extracting and editing. Despite all

efforts, the result may not be as perfect as the

authors would wish.

The views and conclusions in the report are not

necessarily held by the two sponsoring organisations.

Christopher Robbins

June 1986




was to identify initiatives and ideas and not to
attempt a definitive comparison. The individual
development of the members who were all active
participants in different disciplines in health
promotion was considered an important contribution to
the development of the field in the UK. Their
experiences and perceptions from the tour are presented
for discussion. For this reason, the report does not
offer recommendations, but states conclusions which
should be of interest to all concerned with the public

health function and health promotion in the UK.

Two categories of conclusion are presented. First are
ten broad conclusions which represent the collective
view of tour members and which have particular bearing
on the development of health promotion in the UK.
Second are the more specific conclusions which arose
from the seven areas of study during the tour and which

are reproduced here from the relevant chapters of this

report.

BROAD CONCLUSIONS FOR HEALTH PROMOTION IN THE UK

1. The WHO Health For All By the Year 2000

strategy and the WHO concept and principles of

health promotion should be adopted as the basis

for developing appropriate approaches for the UK

The WHO stresses the social and environmental

determinants of health which locate health




promotion within the social and individual
sphere. This emphasises the importance of full
participation of all people in the development

of their health (Appendix I).

A renewed emphasis on public health policy

including the development of health promotion

is required.

Social and environmental threats to health are
likely to increase in significance compared to
other forms of risk. The population is now
better informed than ever before of these
issues, 1is more sensitive to the possibilities
of influencing these factors, and is
increasingly taking an active interest

change to safeguard health and wellbeing.

Health promotion can bring significant social
and individual benefit from its prophylactic
effects alone and should be given a greater
emphasis in national health policy relative to
that given to the therapeutic services. The
public health can be seen to be concerned with
prevention (breast cancer screening, CHD
programmes), protection (from food poisoning
outbreaks, pollutants) and promotion (of
opportunities for healthy 1lifestyles, 1living
environments, individual involvement and

fulfillment). The three are closely connected




and none is exclusive. Promotion is the
enabling element but has been largely neglected

in the UK to date.

There 1is a need for more national advocacy of

health promotion

Government should take a lead in advocacy of
health promotion. This could include stating
support of the WHO Strategy and making clear
statements of national priorities, objectives

and targets.

There is relatively little advocacy at present.
Even with cigarette smoking, there is no
unequivocal statement of smoking as a public
health hazard, backed by clear supportive
actions within existing government
responsibilities. As a result, extensive
promotion of tobacco products continues, often
in breach of voluntary agreements, and many
smokers feel the risks "can't be that bad, or
the government would act". It is not uncommon
to see conflicting policies and actions between

government Ministries and Departments in

matters affecting health.

Government advocacy helps set agendas,
establishes a respected base from which to

judge health risks, etc. legitimises community




action and can help create coalitions between

industry, community and other groups.

Areas where clearn and positive advocacy from
government could help clarify current health
issues and encourage appropriate action include
smoking, healthy eating, alcohol, the taking

of drugs and other substances.

The DHSS or the HEC could be the Dbase for

national advocacy.

A new organisation should be established to

take responsibility for health promotion.

body should include representation from

NHS, Local Authorities, voluntary bodies

consumers. The new organisation should

placed within the direct responsibilities

the Prime Minister's Office.

In the 1974 re-organisation of the NHS, the
public health responsibilities of Local
Authorities were taken into the NHS. However,
the NHS has little responsibility for many of
factors affecting health (housing,
unemployment, leisure facilities, motor-vehicle
safety) and many of the community services
which contribute to health are outside the
direct control of the NHS (homes for mental

handicap, the elderly, school meals). Local




Authorities are already covering many services
with direct health relationships and have
responsibility for many others which fall
within the areas of interest of health
promotion (environmental health, housing, sport
and recreation, education, community
programmes, social workers, trading standards).
Local Authorities also have extensive 1links
with all forms of local groups and
organisations, including commerce and industry
and, 1in contrast to the NHS, are more directly

accountable to the local population.

The organisation would be responsible for
producing national objectives and targets for
health promotion and for co-ordinating policies
and actions across all levels of government,
industry, the ©NHS and health professionals,
community organisations and groups, and the
media in matters relevant to achieving the
national objectives. Since health is such a
national priority and all elements of

government, the economy and social activity and

organisation are involved, it is appropriate

that responsibility rest with the Prime
Minister's Office. The organisation should
produce an annual report containing a national

health audit and a review of progress in
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achieving the national objectives for health

promotion.

As the leading national agency for health
education, the Health Education Council would

be a key member of the organisation.

In keeping with the principles of health
promotion, the organisation should not be
established with traditional medical
professionals as the designated management.
Much of the activity falling within the field
of health promotion does not require medically
qualified decision takers and some of the
required skills lie outside medical +training.
But an important principle of health promotion
is that close and direct involvement of
individuals and community groups should be

encouraged in defining their health needs.

It is clear that medical skills are necessary
among the many disciplines which would be
involved in the organisation. Community
physicians are the most appropriate medical
profession linkage to health promotion. They
have the medical training and, in addition,
skills in epidemiology, management and

training.




The NHS system of health care delivery system

is preferred as a means of ensuring all the

population has access to medical and other

health services.

Both North American systems rely on ‘'buying
power' for access to the health care market
which inevitably means that the poor have

reduced access despite their need being

greater.

Attention to the funding and operation of
NS is necessary to ensure it meets

objectives of adequacy and access.

More should be done by the NHS to reflect the
community's perceptions of health and to
provide for 1local involvement in decisions.
There is a contradiction between exhorting
individuals to take more responsibility for
their own health and the present form of Health
Authority administration which has no local
accountability and which does little to involve
the community it serves in decisions about

services and resource use.

The public health responsibilities held by

Local Authorities prior to 1974 should be

reinstated in combination with a  broadly

defined role in health promotion.

12
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The present organisation of the NHS focuses on

hospital and family practitioner services.
These should remain within the NHS and efforts
should be directed to improving themn. Health
promotion responsibilities now with the NHS
could be transferred to the Local Authorities
with overall planning of health promotion being

through the new organisation in 5 above.

More than twenty Local Authorities have created
Health Committees in response to demand from
their constituents and there is scope for
creating new community physician posts within
these Authorities to provide appropriate
medical advice and health planning support to

the new responsibilities.

Local Authorities and Health Authorities should

be required to prepare and publish an annual

report on health promotion.

The report would contain a local health audit

and

present details of health promotion priorities,

initiatives, organisations and sectors involved,

funds allocated (and their sources), monitoring

and

evaluation reports on projects in progress, and a

review of overall achievements towards

Authorities' objectives in health promotion.

the




10. Enabling legislative changes may be necessary

allow the new concepts of health promotion to

implemented more successfully.

Changes that are anticipated include freedom of
access to information for local community groups
needing local health service statistics,
information on toxicity testing of foed additives,
etc. changes in tax concessions allowing
deductions to industry for donations to health
promotion activities, and incentives for employers

supporting health promotion in the workplace.

It 1is recognised that new legislation to regulate
practices which are antipathetic to health
promotion objectives may also be required, for
example, a ban on the promotion of tobacco products

and stricter controls on drink-driving.

IMPLICATIONS FOR SPECIFIC AREAS STUDIED ON THE TOUR

for the Corporate Planning Approach

(Chapter 5)

1. It is important to develop clear objectives for
health promotion which are stated with
quantified targets so they provide a common
base for planning. Health promotion and the
objectives must be declared as national

priorities by government and be seen to be




reflected i the execution of relevant

policies.

The managerial capacity of all organisations in
health promotion should be seen to be adequate.
This could mean the provision of training to
professional health promoters in the NHS and to
the practitioners working in community and
other organisations. Managerial skills and
services should be accepted as legitimate and
valuable supports and as fundable items for

organisations and projects.

It is important that health promotion
included overtly in corporate plans for
NHS at regional and district 1levels.
present, health promotion is often treated
marginal to the central purpose of the NHS

not sufficiently integrated as a result.

There 1is a need to develop coalitions among
health promoters and to establish a central
organisation which can act as a clearing house

and co-ordinator of action between all the

government, industry, professional and trade

organisations, and the voluntary sector
initiatives and responsibilities which overlap

in the pursuit of health promotion.




Implications for Health Education for Teenagers

(Chapter 7)

School health education programmes should be

well co-ordinated and comprehensive with the

full backing of teachers and senior

administrators. Health education and promotion

should be integrated into school curricula to
have it seen as part of all education and avoid
its being omitted because 'it is somebody else's

responsibility’'.

Interactive teaching and learning strategies
with student participation tend to make popular

and effective programmes.

Holistic programmes like YGAD can make school
education multisectoral and carry school

education over into the life in the community.

Adolescent health centres are able to provide
for the specific needs of teenagers and,

through staff and methods which aim at working

. ! '

with young people, can provide a valuable

vehicle for health promotion.

Imaginative youth projects organised by
community groups can provide self-motivated

health promotion activities outside the formal

22




health and educational settings.

The evaluation of health promotion should be
freed from any exclusive need to show large-
scale and statistically relevant changes in
health related behaviour. Health promoters
increasingly see increasing confidence and
personal effectiveness, developing
assertiveness and decision skills, etc. as
important goals, although they are difficult to
measure and evaluate in the conventional sense.
Health promotion should be encouraged to
experiment with new directions and approaches.
The participants in health promotion should be
allowed to evaluate for themselves and the
results taken serioﬁsly in considering the

success of programmes by organisers or funders.

Facing the Future

Although school and wider community opportunities for
health education in the UK «could not be covered
comprehensively in this chapter, nor is it the
intention, there are several indications for future
planning which have arisen from reflections on the

experiences in the USA.

1. 1In catering for teenagers, planning must extend
beyond formal schooling. With a school-leaving

age of 16, and increasing numbers leaving then,

23




and the effectiveness of preventive health
actions for them. The Age Well and Age
Concern's forthcoming Celebrating Age campaigns

are moving these barriers.

More can be done to convince practising health
professionals that resources and effort applied
to prevention among the elderly are effective,
first in terms of health and well-being, but
also in helping change attitudes among the
elderly and the rest of the community. There
is already abundant evidence that elderly

people are interested in prevention.

Elderly people should be seen more as a social
resource and ways of helping them contribute
most effectively should be explored at all
levels. Planning should begin during working
life and involve employers. Many existing
initiatives by elderly groups would gain from

assistance to organise and implement their

schemes.

More attention should be given to the
segregation of the elderly through either
income status or the forms of care given to the

less capable. Special health promotion

initiatives could be developed for such groups

as those in sheltered homes to help keep them

26




2

’ '

integrated with the rest of the community, but
such initiatives should go to people in their

local setting.

Facing the Future

1.

Particularly considering their respective
responsibilities for elderly people, more
attention could be given to developing the
effectiveness of joint planning between the NHS
and Local Authorities. Similar relationships
could be developed between the voluntary and
statutory sectors where much could be achieved
by continuing the breakdown of artificial

boundaries between the two.

Community projects in this area may take many
years to become adequately established and
resources and other support from funding
organisations should reflect this need to have
security during the early development.
Experimentation should be encouraged and the
pressures for regular assessment and evaluation
should be so adapted. Experimentation should
also allow for developing new and more useful

ways of evaluating these processes.

Ways of helping existing community-based or

national organisations to co-ordinate and form







CHAPTER ONE

CONCLUSIONS

In stepping back from the intense experience of the
tour and drawing broad conclusions for the UK, several
fundamental differences between the countries have to
be kept in mind. Some caution against the direct
transplantation of ideas to the UK, while others
contain the essence of solutions to several of the

dilemmas facing the UK's health promoters.

First, each country has a different national system for
organising health promotion. The USA relies on
national advocacy with community coalitions responsible

for action; Canada also uses national advocacy but has

a provincial and Local Authority base with community

coalitions; the UK is Health Authority-based. Second,
in North America there is a striking diversity of
approaches to, and activity in, health promotion
through which permeates creativity, energy, and a
willingness to embrace experimentation in the pursuit
of aims. Third, there are significant cultural,
ideological and structural differences between the UK
and North America, but it is difficult to say how much
they have determined the North American approaches to

health promotion and their achievements.

The study tour was 1limited to two weeks. This

restricted the depth of study but the primary objective




Coalitions between different sectors in

community should be encouraged in the planning of

health promotion activities.

Different sectors include industry, social
services, education, leisure, the media, voluntary
organisations and community groups. Not only do
different sectors have similar objectives which can
be satisfied through health promotion initiatives,
but the advantages of co-operation can help remove
barriers, increase resources and increase

effectiveness of activities.

There are also real advantages to be had from
networking among interested groups and

organisations to share information, resources and

experiences.

Both coalitions and networks are relatively
uncommon in the Uk where disciplines tend to regard
knowledge as property and territorial boundaries

between disciplines and organisations are too

easily erected.

The HEC'S Great British Fund Run in 1984 1is an
example of succesful intersectoral collaboration.
Over 150 Local Authorities around the country
joined with the HEC to organise it: there were 100
co-ordinated health fairs around the country and

the bread industry provided some sponsorship and
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produced special bread wrappers which carried
nutritional information, healthy messages and
information on local activities during the Run.
The Body and Mind Museum Project in Liverpool is an
example of another approach to health promotion
which also explores opportunities for inter-

sectoral collaboration (Appendix II).

Community development approaches to health

promotion should be explored and more resources

allocated to support initial research and pilot

projects.

Community development approaches aim to include the
WHO principles of local definition of needs, 1local
involvement in decisions and implementation, and
the related sense of achievement and of being in

control.

The concept is difficult for many health workers
and administrators to adopt because it requires
that habitual criteria for decisions and procedures
are modified and that power over decisions 1is
shared. The benefits of these approaches to health
promotion are significant. Training and support at
the policy level will encourage wider acceptance of
the approach, but it is also important that
initiative, experimentation and innovation are
positively encouraged within the funding and

support organisations.




Implications for Primary Care (Chapter 6)

1.

The major advantages of the UK system of
primary care were clear in comparisons with
the USA provisions. Access to medical care
is free and the majority of the population
is registered with a general practitioner.
General practice is also flexible, allowing
adaptation to the needs of different
communities and, in particular, doctors and
other health professionals to work in teams.
Preventive services are best provided
through general practice, especially with
the advantages of having integrated

treatment and prevention services.

The distinction between health promotion and
both prevention and health education, which
are two of its components, needs
clarification and emphasis. General
practitioners should accept responsibilities
for delivering prevention as part of the
care of practice populations and should

accept the important role of advocate within

the community.

Care should be taken to avoid colluding with
the victim-blaming process which can
diminish the incentives for collective

responsibility and action for health.

18




Medical solutions should not be offered as
surrogates for tackling the difficult causes
of disease. Cardiac surgery should not be
seen as the solution to coronary heart
disease and health visiting and screening in
primary care should perhaps not be advocated
unless they are directed towards increasing
individuals' and communities' ability to

control their own lives.

Doctors and other health professionals need
to develop new approaches to communication

with patients and clients.

More effective methods for the individuals
and communities to become involved in their
own health services are needed. Community
Health Councils and Patient Participation

Groups have had limited success. The health

professions and NHS administrators could do

more to identify and respond to the relevant

formal and informal groups in the community.

Extensive networks have been developed among
health professionals and community groups
which allow both rapid dissemination of
knowledge and an effective means of sharing

experiences of common problems. Coalitions

19




between different organisations also help

design and implement more effective
programmes. Both networks and coalitions
are relatively uncommon in the UK. They
should be seen as a normal part of programme

planning and ways of developing both should

be explored.

Facing the Future

For these implications to be reflected in the policy
and practice of primary care in the UK, certain
fundamental changes are considered essential. The

following are offered for discussion:

The shift to group practices and primary
care teams, backed by vocational training
and Health Authority-linked computerisation
of records could be encouraged.
Experimentation should be supported and

funded to identify effective structures and

methods of change.

Medical education needs to reflect the wider

roles of health professionals. Peer review

and audit methods may help identify

appropriate modifications to established
curricula and also enable the transition to

be through internal encouragement rather
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than external inducement.

Primary care needs to be reorganised to
achieve a functional integration of general
practitioners, community medicine and other
health professionals. Change should be aimed
at enhancing the ability to innovate and
better respond to the community's needs.
Additional resources may be required. Until
now general practitioners have been asking
for resources without accountability and the
government and Health Authorities for
accountability without resources. Both

positions should be reviewed.

There 1is an important role for University
Departments of Community Medicine and
General Practice. They can bring the skills
of needs assessment, health care planning
and evaluation to primary care. They can
also provide the valuable 1link between
review of academic resources and practice
where few health workers have either time or
access to the vast resources of literature.
Published results of important research or
evaluations of primary care initiatives are
ultimately of little value if they are not
read by practitioners. Special courses for

primary care teams on health promotion
should be offered.




many teenagers are among those in further
education, whether they. are in jobs or are
unemployed. Special youth projects or similar
programmes in the community are therefore an
important means of providing health

promotion to all teenagers.

Ways could be found of involving the community,
both young people and adults, in planning
health education. This can allow greater
participation in deciding what would be useful
and could help generate greater interest in
both the schools' own programmes and the links

to other sectors in the community.

Co-ordination among schools and other agencies
or groups working in health promotion for
teenagers is essential if successful programmes
are to Dbe replicated. A central 'clearing
house' to collect and disseminate information
would ©be advantageous, but the development of
networks among workers and projects is even

more important.

Because of the importance of Local Authorities
in schools and youth work in the community, key
personnel could be closely involved in
developing multisectoral approaches to reaching
teenagers. Staff involved include advisers and

administrators, head teachers and principals,

24




teachers, school nurses and dental educators,
parents, youth and community group leaders,
trade and employer organisations, trade unions

and community physicians.

Implications for Health Promotion for oOlder People

(Chapter Eight)

1. National and State public health authorities
take a leading role in advocating that health
promotion among older people is worthwhile and
effective. Although local community
initiatives are widespread, the importance of
strong support 'from the top' must not be
underestimated. Clear national priorities and
objectives would be an important stimulus and

support for local actions in the UK.

The organisation and political power of older
people in the USA has ensured them of a public
and government hearing and of effective means

of bringing pressure to bear when necessary.

'
4
'

These groups also readily organise together in
coalitions. A strong coalition of all groups
working for the interests of older people in

the UK is necessary.

Deliberate and successful efforts have been
made to tackle common misconceptions about both

the social value and abilities of older people

25




coalitions should be found and supported.

In helping to change attitudes to the elderly,
the media could be encouraged to review their
presentation of stereotypes in written and
broadcast materials. Negative stereotypes
could be reduced but there is also considerable
scope for helping reshape attitudes among the
elderly and the rest of the population,
especially through portrayal of the elderly in
drama, light entertainment and news

broadcasting.

There 1is a need for more research to identify
the needs and aspirations of older people and
and for monitoring their achievements in
programmes which set out to satisfy these

needs.

Implications for Community Development (Chapter Nine)

Community development approaches offer an

effective and adaptable form of health

promotion, which also have the distinct

advantage of filling in gaps and omissions of

the statutory services.

‘ |
; '

However, community development should be
recognised as an important component of health

promotion methods and should be supported by

28
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statutory and other services or agencies active
in health promotion. Although community
development initiatives often arise out of
conditions of minimal resources and succeed
under those conditions, the North American
experience shows how effective they become with
appropriate levels of resources and other

supports.

It is recognised that for community development
to be fully accepted in the UK, there needs to
be greater understanding of the health
inequalities, of their causes, and a commitment
to see them removed as a part of national
priorities for health and health promotion. In
addition, Health Authorities and health
professionals must be prepared to relinquish
total control over all health decisions and to
work with community groups in deciding

priorities.

The DHSS and HEC could review their roles in
promoting community development with particular
reference to the balance between national and
local components of health promotion strategies
and also review the proportion of health
promotion funding which is committed to

community development activity.




Community development processes, by their
nature, tend to encourage networking and the
formation of coalitions which are important to
the success of the new approaches to health

promotion.

The development of City-based intersectional
strategies for health promotion provides new
opportunities for community development

approaches.

Facing the Future

1.

Community development offers many advantages to
health promotion in the UK. But its value lies
in complementing the existing health and
welfare services which are superior to either
system in North America if allowed to be fully
effective. The future of community development
should be seen within the present UK systems

and not as a form of 'voluntary alternative' to

the NHS.

Efforts to increase awareness of and support
for community development within Health and
Local Authorities should be initiated.
Training workshops, multidisciplinary teams
involving health, local authority and community

members to review current practice and
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community development agendas, and initiating

an annual review and report on progress at
national, regional and local levels could help
increase awareness and acceptance of community

development.

Future resource allocations to health promotion
should be reviewed to ensure that community
development receives an increased share in
relation to its value among complementary

approaches.

Given the diversity of approaches within
community development methods, a nationally-
funded research and development programme over
an initial five year period could help identify
the potentials for community development for
different agencies and contribute to a
systematic base of theory and practice relevant
to the UK. There is already an extensive
knowledge and experience in the field and the
research would help collect this UK resource
and make it widely available. An important
element of the research would be developing
locally feasible and useful means of evaluation
of such activities. Initially a series of
demonstration projects could be identified and
funded as action research. Many existing

projects may qualify. All projects would need




to be replicable to justify inclusion.
Essential features of the projects might

include:

an emphasis on interagency work,
including a careful examination of the
balance between voluntary and paid

workers;

the production of practical guidelines
to facilitate replicability by similar

agencies elsewhere;

an emphasis upon developing more
sophisticated and relevant techniques

of evaluation;

the scope for a public advocacy role;

the scope for building coalitions;

the effect of community development

work upon the overall aims,

organisation and operation of the

agency:;

the 1implications for the basic and
post-basic training of the agency

staff and others linked to the




project;

(h) each project will probably need to be

funded for a minimum of three years.

Research is also needed on planning within
community development approaches to help
develop effective planning and monitoring
methods for use by local community groups and

supporting agencies.

Implications for Populism in Health Promotion (Chapter 10)

An important starting point should be the
development and widespread use of a wider
definition of health which reflects more
accurately the 1living experience of people

rather than merely states of disease.

Creativity and experimentation should be
encouraged which could mean a more enlightened

view from funding and support organisations.

Coalitions and networks should be explored more
openly by all groups and agencies involved in

health promotion and actively encouraged.

A national co-ordination base for health
promotion is necessary but it should be outside

the NHS and attention should be given to
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establishing a new organisation involving Local
Authorities, the NHS and the voluntary sector,
to reflect more adequately the values and
methods appropriate to the new concepts of

health promotion.

Special funds should be found tc encourage

innovative and experimental activity.

To encourage industry and the workplace entry
into coalitions with other sectors, incentives
including tax concessions and reduced employer
National Insurance contributions for employers
supporting workplace health promotion

activities could be considered.

Implications for the Broadcast Media (Chapter 11)

1. Without a dramatic increase in revenue for
making programmes, increasing use will be
made of imported material, particularly
from North America. By the end of this
century, much of the UK's televised
material could resemble closely that of the

USA, with the shortcomings outlined in this

chapter.

While 1in theory the increasing range of
broadcast media allows dgreater community

say in content, experience in North America
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shows this to be untrue. Broadcasting is
profitable and the more powerful economic
interests gain control. Profits are
maintained by keeping large audiences and
this influences the programmes chosen for

broadcast.

Economic interests can influence content by
deciding where to place advertising
expenditure but a more subtle and negative
trend from the health promoters' point of
view is the increase in 'product placement'
deals with film makers or sponsorship of
televised events. The present concern in
the UK with tobacco and alcohol industry
sponsored television and the weakness of
the voluntary controls protecting the

viewer is pertinent.

While coalitions have been developing 1in
other UK sectors, involvement of the media
has yet to occur. Considering the
multitude of ways in which the media can
'support’ the new concepts of health
promotion, all avenues for establishing
coalitions with the media should be
explored. Initiatives could come from the
journalists, programme makers and others in

the media and health promoters.
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Networking to exchange information and
experiences, and to speed the spread of
information could wusefully involve the
media more. Already in the UK there are
good examples of collaboration in both
programme content and publishing or

promoting health information.

The broadcast media have a strong influence
on public attitudes and agendas. It is
difficult to influence how the media
present health and related issues, but is
appropriate for health promoters and media
workers to set up a coalition with the

specific aim in identifying these issues

and discussing ways of achieving a positive

influence.




CHAPTER TWO

STUDY TOUR OF NORTH AMERICA - 1985

The proposal for the study tour came from John Ashton,
Regional Specialist in Community Medicine (Health
Promotion), Mersey Regional Health Authority. He had
been involved in both the academic and practical ends
of health promotion for several years and felt that
there was much to be learned from the North American
experience. The King's Fund was approached with the
suggestion that they consider funding a tour to study
developments in health promotion over the past ten
years. The results were to be published with a view to

wide circulation, especially within the Health Service.

Robert Maxwell, Secretary of the Fund, was enthusiastic
and discussed the proposal with David Player, Director
General of the Health Education Council, who
immediately saw the tour as an opportunity to encourage
younger health professionals to look at ideas and
bractices in other countries with different health care
systems. He felt it also provided both an excellent
environment for individual development in this field
and valuable fuel for the growing debate on the role
and directions for health promotion in the UK. The
King's Fund and the HEC became joint sponsors of the

tour.




Members were invited from among active practitioners
from several disciplines, who had made a significant
contribution to the field and who were considered to
have a commitment to its further development in the UK.
The tour was scheduled from the 19th October to the 1lst
November 1985. In the months before departure, the
tour members met several times to refine a framework
for their study and to begin making contacts with
individuals and projects they wished to visit. Four
groups were formed around the main areas of interest,

which were:

The development of health policy, especially
the relationships between various levels of
government and how far national health
promotion goals are being implemented at 1local
level.

Methods to produce change in communities, with

particular reference to the promotion of health

in adults (with special reference to urban
environments).

Health promotion strategies for young people.

Promoting the health of older people.

North America was taken as the USA and Canada, and the
tour was to be based in four centres: San Francisco,
New York, Washington and Toronto. Because of the wide
range of interests among members and the vast array of
possible wvisits, the tour divided into small groups
with their own itineraries. It was planned that
members would be able to meet regularly, in small

groups if not all together, +to discuss their findings
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and impressions. In the event, the logistics of co-

ordinating travel across such distances and of fitting
in with hosts' timetables meant this ambition was
sacrificed to maximising the contact with projects and
individuals. Over 500 individuals were met in visits
to 250 1local and national centres or projects. One
reunion of members was held in New York in the middle
of the tour, but full discussion was left wuntil the

return to the UK.

The papers which were produced after the tour and form
the basis of Chapters 3 to 11, were often the
collective effort of several members (as indicated in
the Contents 1list). All papers were discussed with
other members during the 'debriefing' meetings on
returning to the UK. Final drafting also took
advantage of the special workshop at the King's Fund in
March 1986 which considered the findings of the tour

using the papers as source material.

Members of the Tour

Robert Anderson A social scientist in the
Institute for Social Studies in
Medical Care, London. Works with
the Health Promotion Programme in
the European Office of the WHO.
Research interests include
prevention and health promotion in
primary health care.




John Ashton

John Dodds

Peter Droog

Lynda Finn

Bill Fraser

Senior Lecturer in Community
Health, Liverpool University
Medical School, and Specialist in
Community Medicine (Health
Promotion), Mersey Regional Health
Authority. Active in developing a
Health Promotion Strategy for the
Mersey Region and co-ordination of
WHO's Healthy Cities Project.
Research interests include the
evaluation of health promotion
projects and health promotion in
primary care.

District Health Education Officer
with Paddington and North
Kensington Health Authority,
London. The department is
particularly interested in wusing
community development approaches
to health promotion at district
level within the NHS.

Unit General Manager at Charing
Cross Hospital, London.
Previously Associate District
Administrator, Plymouth Health
Authority, where he was
responsible for corporate planning
and information services.
Particular interests in monitoring
care group strategies, developing
priority services and providing
indicators for review.

Assistant Education Officer in the
Schools and Further Education
section of the Health Education
Council, London. Previously
taught further education in
London.

During the tour was King's Fund
Faculty member with particular
responsibilities for graduate
management training, and for
doctors in management training,
with an emphasis on primary care
and community medicine.
Previously a Hospital
Administrator Dboth within the NHS
and in New York. A member of the
Paddington and North Kenginston
Community Health Council. (Bill
was an administrator of the tour
as well as a full member but has
since left the Fund to work as a
freelance consultant)
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Carol Haslam

John Huntington

June Huntington

Bobbie Jacobson

Madeleine Rendall

Commissioning Editor, Documen-
taries, for Channel 4 television,
including responsibility for
health programming. Particular
interests in the role of the media
in the health profession and in
agenda setting. Since the tour,
Carol has become Director of
Programming for Super Channel, the
new ITV/BBC satellite service to
Europe.

John is co-ordinator of two of the
HEC's programmes: Adult and Com-
munity Education, and Health in
01d Age. He is interested in new
initiations for health promotion
among older adults and in ways of
enchancing the effectiveness of
national agencies in increasing
national support for health
promotion.

Fellow in Organisational and
Professional Studies at the King's
Fund College in London. June is
interested in the organisation and
management challenges for general
practice in moving towards
anticipatory care and health
promotion, with a particular
interest in mental health.

Research Fellow in Health
Promotion, London School of
Hygiene and Tropical Medicine.
Formerly Deputy Director of Action
on Smoking and Health before
qualifying in medicine.
Interested in Public Health
Policy, women and health, and
communication in health and
medicine.

Executive Assistant to the
Director General of the Health
Education Council, London.
Previously worked in Action on
Smoking and Health and in the OECD
in Paris on Radiation Protection
Section. Interested in
inequalities in health and
constraints on health promotion.




Theo Schofield

Howard Seymour

A family practitioner in group
practice with a community hospital
in Oxford and Health Education
Council Lecturer in General
Practice, Department of Community
Medicine and General Practice,
University of Oxford. Previously
Associate Regional Adviser, Oxford
Region Vocational Training Scheme.
Interests include health promotion
in primary care, diffusion of
innovations, performance review in
practice.

Regional Health Promotion Officer,
Mersey Regional Health Authority.
Previously Director of Health
Education for Manchester and
Honorary Lecturer, Medical School,
Manchester University. Also a
management trainer with the Unit
for Continuing Education,
Manchester University.




CHAPTER THREE

A NEW HEALTH PROMOTION

There 1is a popular realisation that the preoccupying
health problems in both developed and third world
countries cannot be solved by medical services alone.
The persistence of premature mortality rates from
diseases like cancers, heart disease and high morbidity
from mental health and other chronic diseases have
forced an assessment of disease control strategies
which rely primarily on the traditional medical
services. More attention has been given to identifying
and reducing the causes of these diseases, most of

which lie outside the normal reach of medical services.

But perhaps the most significant developments have been
in new attempts to redefine the nature of disease and
health within the social context. Attention has Dbeen

directed +to maintaining health rather than simply

preventing diseases and this has led in turn to health

being defined as a positive goal. Health is more than
the absence of disease. It is also a state of well-
being, of feeling in control of the surrounding
environment, of achieving individual and social

potentials.

A new impetus for health promotion is emerging from

these debates. Health promotion is not new. But since




the late 1970's, and with the focus provided Dby the
WHO's “"Health for All by the Year 2000" declarations,
its concepts and principles have been refined and are
seen as providing a feasible basis for developing a new

approach to public health.

In its simplest form, health promotion is doing what
needs doing to improve health. Most debate and
attention to policy has centred on the ‘'what', 'how'
and 'by whom'. The process of influencing health
becomes as important as the medical outcomes which

usually receive most attention.

The WHO describes health promotion as a process:

"enabling people to increase control over,
and to improve, their health. This
perspective is derived from a conception of
'health' as the extent to which an individual
or group is able, on the one hand, to realise
aspirations and satisfy needs; and, on the
other hand, to change or cope with the
environment. Health is, therefore, seen as a
resource for everyday life, not an object of
living; it is a positive concept emphasising
social and personal resources, as well as
physical capacities." (1)

The WHQ set out five principles of health promotion,

which are summarised as:

* involving the population as a whole in the
context of their everyday life, rather than
focusing on people at risk for specific
diseases

directed towards action on the determinants
or causes of health




combining diverse but complementary
methods or approaches

aiming particularly at effective and
concrete public participation

involving health professionals -
particularly in primary care - in the

important role of nurturing and enabling
health promotion

In practical terms, health promotion can be seen as a
process involving social, political, economic,
educational, organisational and individual action (2).
Medical practitioners, who have dominated the planning
and decision processes governing health, have clear
roles, but these cannot Dbe exclusive of other
professional groups, communities or individual
involvement. Similarly, health education and disease
prevention are integral parts of the process, but are

not synonymous with health promotion.

United Kingdom Interest in Health Promotion

Health promotion has been discussed for several years
in the UK (3, 4) but, although many Health Authorities
are either setting up Health Promotion Teams or are
adapting some practices, there is still little sign of
significant change in government and some health
professions' attitudes to public health policy and

practice.

Much of the reorientation of thinking towards health

promotion in the UK has been prompted by three striking




features of the country's health. First, the high and
persistent mortality and morbidity from the ‘lifestyle'
diseases 1like heart disease and lung cancer; second,
the size, stubborn durability and impact on health of
the social inequalities and poverty which were
emphasised in the Black Report (5); third, the
replacement of Medical Officers of Health within Local
Authorities by the newly-created District Medical
Officers in Health Authorities during the 1974

re-organisation of the Health Service.

The National Health Service (NHS) is primarily a
medical treatment and rehabilitation delivery service.
It has little control or influence over the
determinants of health. Knowledge, attitudes, skills,
and economic, social and environmental resources which
determine the potential for, and constraints on, health
are largely outside the reach and remit of the NHS. It
doesn't build cars or motorways, manufacture cigarettes
and foods, or provide the advertising and marketing
which ensure their consumption, build houses,
recreation centres or art galleries, and it doesn't run
the schools, cinemas or media. Health is gained,

maintained or lost in the worlds of work, leisure, home

and city life.

Traditional health promoters in society - the doctors,
nurses, teachers, and community workers - have only a

small impact on the total influences on people's lives.




They are met infrequently and often in ‘'unreal'
circumstances or environments. The old Medical Officer
of Health role did provide a general advocacy function
in the community and also a more systematic coverage of
the many determinants of health - housing, transport,
food hygiene. But the new concept of health
promotion 1is too extensive and wide-ranging to be the
responsibility of one person. It calls for new skills
and methods of working that might best be gathered

through multidisciplinary teams.

The present organisation and practices of the NHS do
not easily embrace the promotion of health. The
service is biased towards providing hospital services,
and health promotion activities receive a low priority
in the allocation of constrained resources. But, in
addition, the dominance of curative medicine in
decisions which allocate these health resources make it
difficult to argue priorities for health promotion.
These new concepts of health promotion are further
frustrated because both doctors and administrators tend

to withhold knowledge and information from the public -

ranging from patient records to statistics on health

service delivery. Such restrictions contrast with the
assumptions of free access to, and exchange of
information in, the self-empowering principles of

health promotion.

The management of the NHS is highly centralised with




the appointment of District General Managers and Health
Authority Chairmen under the control of the Minister of
Health. This means the NHS functions without
accountability to the local community. The resulting
lack of individual and 1local groups sharing in
information and decision making in their local health
services is an additional frustration for health

promotion.

Of course many exciting initiatives in health promotion
have been generated from within both the NHS and the
community. But these initiatives often arise out of a
feeling of dissacisfaction with the formal health
services and through the exceptional efforts of
individuals rather than the normal consultation and

planning processes in the NHS or Local Authorities.

The 1low priority that has been given to health
promotion is reflected in the absence of national
research on the nature and extent of UK initiatives.
Within the NHS, apart from the health education staff
at district 1level, professionals including health
visitors, midwives and community nurses have
significant health promotion roles. 1In addition, there
has Dbeen experimental work with nurse facilitators in
Oxford and several Regions and Districts have

established new posts in health promotion.

Outside the NHS, there is also much activity. Local




Authorities are expanding their interest and capacity
in Thealth. Many have formed new Health Committees.
Schools, which are run by Local Authorities, have
developed many exciting programmes, often in
collaboration with the NHS health education staff or
the HEC. Large numbers of community groups are active
in diverse areas of health promotion and receive
funding support from both the private and public
sectors. The mass media cannot be discounted.
Broadcast media in particular, but also the magazines
and newspapers, have contributed to raising awareness
and supplying information. 'Off-air' backup services
have reached high standards with leaflets, books and
resources being made available for individuals and

schools.

A brief overview of health promotion in the UK was
prepared by tour members for circulation during their

North American visits (Appendix III).

It was clear to the organisers of the study tour that
there was much to learn if health promotion were to
become widely accepted and successfully adopted in the
UK. North America perhaps offers more contrasts than
similarities in comparison with the UK, but both Canada
and the USA have many years' experience of implementing
the new concepts of health promotion in particular
circumstances which encouraged innovation and

experimentation.







CHAPTER FOUR

HEALTH PROMOTION IN NORTH AMERICA

Health promotion in North America enjoys a high profile
and a considerable degree of commitment at national,
local and individual levels. At the federal level in
the USA, it is understood in much narrower terms than
in either Canada or the UK, being seen as a process of
disease prevention involving risk factor reduction in
what 1is assumed to be a fit population. In the USA,
there is a clearly quantified national policy based on
an epidemiological assessment of diseases which cause a
reduction in lifespan or significant disability. The
emphasis therefore is on the physical which is easier
to quantify than mental or social aspects of health.
The burden of responsibility for action is laid firmly

on individuals and their immediate community.

Canadian national objectives for health promotion are
less clearly defined, but involve a broader notion of
health derived from the WHO view that health 1is a
social rather than a medical ideal. Action to improve
health must therefore encompass changes in the social
environment as well as in the individual. Implicit in
the Canadian approach to health promotion is the idea
that 'healthy progress' requires policies which promote
social and economic equality as well. This, they

argue, can be achieved via a shift in emphasis from




disease prevention towards intersectoral co-operation
to create a social climate where healthy options are

made easier for the individual.

In both countries, health promotion activities are
usually based outside traditional medical settings,
although doctors and other health professionals still
have a role to play. The activities are found in the
private and public sector, in workplaces, community
groups and organisations, churches and voluntary
organisations. The combining of disciplines and
sectors 1is a striking feature and the management is as
often as not in non-health professional hands. A wide
range of approaches is also found ranging from simple
provision of information or services to self-help

groups and community participation programmes and

activities.

USA - Policy and Organisation

President Carter's 1971 Committee on Health Education
(CHE) paved the way for a profound change in both the
structure and importance of public health. 1In 1976 the
Office of Disease Prevention and Health Promotion
(ODPHP) was established in the Department of Health and
Human Services (DHHS) in Washington with a staff of 18
and a budget of $3.5m p.a. In 1979, the Surgeon

General's report "Healthy People" was the first review

of the state of the nation's health and recommended




national goals for health promotion to be achieved by
1990 (6). They are based on the five major stages of

life:

Goals

Infants Reduce infant mortality by 35%
Children Optimise child development
Reduce mortality in under 14's by 20%
Adolescents Improve health habits
Reduce mortality by 20%
Adults Reduce mortality by 20%
Older Adults Reduce the number of days of
restricted activity
Improve quality of life

To achieve these goals, 15 priority areas for action

were defined:

Preventive Health Services

Blood pressure control

Family planning

Pregnancy and infant health
Immunisation

Sexually transmitted disease
Toxic agent control
Occupational health

Accident and injury prevention
Fluoridation and dental health
10. Infectious disease control
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Health Promotion

Smoking and health

Misuse of alcohol and drugs
Nutrition

Physical fitness and exercise
Control of stress and

violent behaviour

Since then, AIDS has been added to this 1list, and
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'cancer screening' may be added as a seventeenth

priority area.

Following extensive consultations with experts and
activists, "Promoting Health, Preventing Disease:
Objectives for the Nation" was produced in 1980 (7).
It defines 126 'achievable' objectives for the years
1990 and 2000 which aim ‘'realistically' to reduce the
burden of ill health rather than to eliminate it
altogether. The ODPHP is mandated to conduct detailed
reviews of each of the 15 priority areas on a
continuing basis, and reports directly to the Assistant
Secretary for Health on progress. In 1983, federal
plans were published identifying the role of both
health and non-health agencies in federal
implementation plans for each defined objective (8).
Since then effort has been directed towards

implementing only a portion of the objectives set up in

1980.

Increasing emphasis is now being placed on developing,
implementing and evaluating intervention programmes at
the major federal centres concerned with health, e.gq.
the National Institutes for Health (NIH), which houses
the National Cancer Institute (NCI) and the National
Heart Lung and Blood Institute (NHLBI) in Bethesda, and
the Center for Disease Control (CDC) in Atlanta. This

is a significant move away from President Carter's

earlier drive to 'cure cancer' by pumping large sums of
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money into empirical cancer research alone. Although
NIH only receives 0.67% of the total DHHS budget, the
NHLBI's Office of Prevention has run a successful
National High Blood Pressure Education Programme, which
is Dbeing followed by a National Cholesterol Education
Campaign. Such intervention, research and education
programmes use up $125 millions of NHLBI's total budget
of $800 millions. The Office of " Prevention, which
operates on an annual budget of $4-5 millions, has
ensured widespread take-up of the Blood Pressure
Reduction Programme, especially among blacks, by
forming an extensive communications and collaboration
network with diverse black organisations, including

black church groups.

The NCI's prevention work is through the Office of
Cancer Communications. The NCI has a stated objective
of reducing cancer incidence by 50% by the year 2000
(the federal goal is similar, but expressed in terms of
risk factor reduction). In some ways, its emphasis is
broader than the federal initiatives. It focuses on
high profile public information campaigns, together
with professional education on changes in diet, a
reduction in smoking, as well as good treatment and
care for Dbreast and many other cancers. Curiously,
there is little emphasis on screening for prevention of
cervical cancer. The considerable importance attached
to marketing principles is shown in a collaboration

with the Kellogg's Foundation. A prime-time media
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advertising campaign promotes high fibre, low fat
breakfast cereals which happen to be Kellogg's

products.

The 1971 Carter directive also resulted in the
establishment of a privately funded centre for health
education. After a history of mixed public and private
sector financing, the National Center for Health
Education (NCHE) moved from San Francisco to New York,
'where the money is’. It now thrives on private
funding from large corporations like Kellogg's, Exxon,
Chevron, Blue Cross, Ford and IBM. The President of
NCHE is an ex-executive of Metropolitan Life Insurance
which has donated $2 millions to the NCHE. The NCHE
sees its role largely as a clearing house on
initiatives taken throughout the country, and produces

a regular series of briefing documents through its

house magazine.

Canada: Policy and Organisation

Canada's health promotion policy began with an
'ecological' approach set out in the Lalonde Report, "A
New Perspective on the Health of Canadians", in 1974

(9). Marc Lalonde was then Minister for Health. His

Report emphasised the relationships between promoting

the health of individuals and generating a healthy

environment. He said:

"The Government of Canada now intends to
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give human Dbiology, the environment and

lifestyle as much attention as it has to the

financing of the health care organisations

so that all four avenues to improved health

are pursued with equal vigour."
In 1978, the new Health Promotion Directorate (HPD) was
formed by amalgamating four broadly preventive
departments within Health and Welfare Canada. The HPD
operates through nationwide campaigns, which it
controls, and the funding of local community and health
professional activities. 1In this way, the HPD is able
both to inform the public about health issues and to
empower local dgroups to pursue their own perceived
health needs. Close links with local communities are
ensured through five Regional Offices of the HPD, each
of which has considerable autonomy in allocating funds

to projects. Most o»f HPD-funded community projects are

for deprived groups.

The overall aims of the Canadian Health Promotion
programme are much wider than those in the US. They
extend to promoting physical, mental and social well-
being among all people, including supporting disabled
people in their efforts to deal with their lives. Like
the USA strategy, the Canadian approach focuses on a
mixture of topics and people. The six major topics
which form the focal points of the operational

programme are:

Nutrition
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Cigarettes
Alcohol

Drug abuse
Safety

Mental health

In practice most efforts are concentrated on diet,
cigarettes, alcohol and drugs. There 1is visible
support for citizens and community groups with emphasis
on the most deprived, including:

Low income groups

Disabled

Native people

Women
Older people

Long-term planning is central to the success of HPD'S
implementation programme, which is backed by a cabinet

mandate, and the planning/evaluation cycle is currently

five years.

The Link Between National and Local Initiatives in USA

and Canada

The connection between local and national initiatives
is not always obvious. Unlike the UK, both the US and
Canada have Public Health Departments which are
separate from the health care system, and which are

accountable to a democratically-elected local

authority.

In the USA, collaboration is clearly intended to take

place via state and city Public Health Departments. 1In

practice, health and other professionals often work
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independently, although many clearly use federal 'good
intentions' as a springboard for moving their own
initiatives in the right direction. . Local activities
use a mix of competition between different interest
groups, collaboration, consensus, and straightforward
entrepreneur's sense. The National Centre for Health
Education plays a key role in acting as a 'broker' for
the many existing interest groups in fields such as
smoking, school education programmes, and acts as a
clearing house on initiatives taken throughout the
country. Local health workers tend to see the federal
Institutes as valuable sources of information rather
than leaders and facilitators in intervention. CDC has
developed a unique 'Behavioural Epidemiology
Surveillance' system which provides regularly updated
national information on the prevalence of behavioural
risk factors as well as local information in 26
States. It has also launched PATCH (A Planned Approach
to Community Health), which now operates in 8 States

(10).

The decentralisation of the Canadian Health Promotion
Directorate potentially promotes better liaison between
Federal and provincial activities, Dbut in practice the
Regional Offices often work independently of 1local

public health departments.

A combination of decentralised government in the USA,

and the lack of federal commitment to legislative and
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similar action to support the ‘'good intentions'
statements, have led many States to develop their own
laws. Many States now have laws governing seat-belt
use, smoking control in the workplace and public
places. Toronto City was the first in Canada to enact
local legislation which gives workers the right to know
what toxic agents they are being exposed to at work,
and has taken municipal control of cigarette

advertising and sponsorship.

The City of Toronto Public Health Department - which is
responsible for the health of 10% of Canada's
population - has its own 'declaration of intent' in the
shape of its report "Public Health in the 1980's" (11),
and has developed a 'socio-environmental' approach to
health similar to that in the WHO strategy. It focuses
on the inequalities in health, and it has a series of
educational materials and study groups based on an
information pack called "The Unequal Society" (12).
Central to this approach is the Department's ‘health
advocacy' role. In recognition of this lobbying role,
the Department was recently restructured to include a
'Promotion and Advocacy' Section which has 13 full-time
staff who work alongside other sections which focus on

more traditional - and equally important - approaches.

Their work involves actively supporting, and ensuring

funding for groups and organisations from deprived
sectors of the community. Not only does this help the

community to set its own health agenda, it also re-
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directs efforts and resources to the poor and less
vocal community groups whose health needs are greatest.
The Toronto approach legitimises the key role of
political 1lobbying in the promotion of health and
provides a mechanism, unlike in the UK, for health
promotion personnel to challenge the wisdom of local or
central government when their actions run contrary to

health interests.

A unique feature of health promotion practice in North
America is the many multidisciplinary professional and
other networks which are united under a common aim to
improve public health. Unlike in the UK, there is a
powerful alliance of local and national public health
associations in both the USA and Canada. These provide
a forum where doctors, nurses, community activists,
health educators and others can exchange their ideas
and experiences in what is genuinely seen to be a
multidisciplinary process. More importantly, they can
bring together powerful community and professional

support for political change.

Health Promotion in Practice

Both the USA and Canada have a clear political
commitment to shifting the emphasis towards health
promotion. Demonstration of this has been essential in

providing the leadership and support to all individuals




and organisations involved in health promotion.

In the USA, government involvement is more limited, and
focuses on goals, backed with the provision of
exhortation, health statistics and health education
materials. The dominance of the free-market philosophy
means the public is left to decide what health
initiatives to take up and how to implement them.
Canada has active exhortation also but, unlike the USA,
has a significant involvement in the planning and
funding of health promotion initiatives even at the

community level.

Government commitment should not be seen as total. The
Reagan administration in the USA is fiercely pro-
deregulation and would oppose any legislative or fiscal
measures which might harm the interests of the food,
tobacco, alcohol or gun lobbies. Paid lobbyists ensure
their clients' industrial interests are well
represented in Congressmen's decisions and their
influence on federal health promotion policies is
evident. "Objectives for the Nation" (7) avoids any
national commitment to legislative or fiscal measures
such as the banning of handguns, seat-belt legislation,
or an increase in the prices of tobacco products and
alcohol, all of which are proven ways of reducing the
burden of disease. The document setting out the plans
for implementing the "Objectives for the Nation" has

dropped several of the original objectives which were




designated as high priority only three years earlier;
missing are the reduction of late abortions, control of
toxic agents, reduction in fatalities from firearms,
the use of seat-belts, fluoridation of water, smoking-
control legislation, and reduction of alcohol
consumption (8). The available health statistics are
also not comprehensive; comparable data on abortion
trends in different States are not readily accessible
and the CDC does not routinely publicise data on socio-

economic differences in health.

Canada's government department, Health and Welfare
Canada, would firmly back legislation to ban all
tobacco promotion. However, there would be little
chance of its reaching the statute books now bacause
other government departments with vested economic

interests are more powerful.

There 1is an interesting contradiction between advising
the population of the best actions for health and not
pursuing supporting changes to the background
environment. This is most evident in the USA, where it
is also clear that the Government's support for health
promotion 1is focused on behavioural approaches and
individual responsibility. The wide social and
environmental context is rarely emphasised. 'Victim
blaming' approaches are common. An example is the
Healthy Mothers-Healthy Babies Coalition, which is

supported by the American College of Obstetricians and




Gynaecologists with the aim of reducing maternal and
perinatal mortality and morbidity. The focus 1is on
smoking, nutrition, alcohol, etc., and omits the issues
of poverty, social support, and access to good quality
medical care which are likely to be the most important

factors for underprivileged women.

A noticeable feature of North American health promotion
is the relatively diminished power and role of health
professionals compared with the UK. Health promotion
is a multidisciplinary activity and there is a marked
tendency for intersectoral collaboration - involving
industry, the media, government, health professionals
and community organisations. There seems to be an
attitude that knowledge is for sharing and 'territorial
boundaries' are to be breached. Coalitions are common
and networking to share skills and resources to

increase effectiveness of activities is part of normal

activity.

Industrial finance is sought and frequently provided.
However, much of the industrial interest is related to
commercial advantages which can limit the range of

fundable programmes or activities.

With the consumer so powerful in deciding what actions

are pursued, it 1is perhaps not surprising that the

better educated and economically privileged consumers

end up selecting and organising health promotion
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activities. These activities also tend to be designed

for the interests of the organisers who are usually
middle~class and the healthiest group in society. A
result is that those with the greatest health needs -
the blacks, the unemployed, the poor, single parents

and the elderly - can be excluded.

Although this system has produced imaginative and
energetic health promotion activity excelling in
innovative one-off projects which can be highly
responsive to need, a major weakness is that there is
often no way they can be extended to the rest of the
population. Most projects don't cater for the needs of
the least healthy groups who are also least able to
help themseives mount such projects. The lack of a
comprehensive national system for the delivery of
health care in the USA leaves those excluded from the

free-market system without access to health promotion.

In both Canada and the USA, the health promotion
bureaucracy is much more publicly accountable than in
the UK. The USA system leaves most of the
responsibility with individuals and community
organisations and coalitions. In Canada, the
responsibility for health promotion and prevention
within the provinces and cities lies with the Public
Health Departments. This is similar to the pre-1974
system in the UK where Local Authorities had

significant responsibilities for public health.




Canadian Public Health Departments are both
decentralised and more immediately accountable to the
community through elected bodies. Canada also has the
extensive, state-supported local-community initiatives
which give individuals and local communities direct

access.

The next seven chapters look more closely at health
promotion in North America. They outline the
experiences and impressions gained by study tour
members during their two-week visit. With only two
weeks to explore such large countries and so complex a
subject, centres and projects visited represent only a
small sample of health promotion activity. The
impiressions reported are mere snapshots and are not

meant to be definitive.




CHAPTER FIVE

THE CORPORATE PLANNING APPROACH TO HEALTH PROMOTION

Health promotion in North America is dominated by the
disciplines of the market economy. This influences
every aspect from policy making and implementation to
consultation and participation and finally the
monitoring and evaluation. The pressures of the health
care market have forced health promotion practitioners
to acquire corporate management skills and approaches
that characterise American business. Thre results
include some innovative approaches to health promotion.
Joint commercial enterprises, wusing cereal packets to
promote healthy diets have proved immensely successful
in increasing 'market share' for sound nutritional
advice. Pacific Bell Telephones provide a risk
assessment programme for its employees and New York
University's Medical Center runs weekend residential
courses for 'cordon bleu' healthy eating. The American
emphasis on the consumer is of particular interest to
the UK where the NHS, following the Griffiths' Report,

is adopting corporate models of management.

Mission Statements

Unlike the UK, both the USA and Canada have clearly
identifiable national commitments to health promotion.
Clear mission statements are issued from the USA

Department of Health and Human Services through its
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Office of Disease Prevention and Health Promotion
(ODPHP) . Fifteen national health objectives are
specified and the ODPHP has a £3.5 millions budget
exclusively for monitoring and reviewing their
achievement. The objectives are stated with quantified
targets and, except for high priority objectives, are
presented without strategies or plans for
implementation. The government role is defined more as
an advocate of the importance and specific directions
of health promotion and less as the provider of health
promotion planning or its implementation. These are
left to the lead agencies and other community based
groups who take up the objectives and act on them

according to their own interests.

The system of lead agencies distributes responsibility
for backing specific objectives and for co-ordinating
among government agencies and other organisations.
Participating agencies can be private, voluntary
sector, state or local government. They are seen as the
interpreters of the objectives into local priorities
and methods of action. In this way, the market
philosophy is seen as the means of letting the consumer
decide what matters and how to act. The main
government agencies remain as suppliers of the central

messages and the necessary strategic support.

To support the agencies, there is a commitment to

relevant research. The National Institute of Health at




Bethseda has almost half its research budget allocated
to health promotion topics. Large budgets are also
provided to ensure that health data, reports of
conferences and workshops, fact sheets and books are

widely available throughout the country.

The research agencies reflect the central importance of
mission statements. The Center for Disease Control
(cbC) in Atlanta no longer follows the epidemiological
data gathering approach to disease but has adopted a
pro-active, community-orientated approach with a
mission to develop widely accessible strategies for

health promotion.

PATCH Planning

PATCH planning, or the Planned Approach to Community
Health, is a 'bottom up' process where an agency or
similar organisation which is sympathetic to 1local
needs, helps local groups determine and implement their
own local activities. The local community can be
anything from a geographic area to a local
neighbourhood or even an ethnic or cultural group. The
process relies on the agency with relevant skills and
resources making these available to the 1local group.
The aim is to resource and support the local group.
This often results in the agency supporting actions
which would not otherwise have been on their list of
priorities or following unconventional approaches.

PATCH planning is vital to the implementation of the
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national objectives.

Management Approaches

Good management is considered vital to health promotion
in the US. It means identified resources, managed
settings and clear priorities. This was best
illustrated by the National Cancer Institute which

approached it in a number of steps:

it established a scientific base, i.e. the
known facts and risks through its research
programmes;

it sought to act as a catalyst with other
organisations;

it sought to develop and use networks

throughout the United States and it sought
to use leverage wherever necessary.

The National Center for Health Education in New York
confines its activity to four identifiable groups - the
education sector, the voluntary sector, the public
health sector and industry. 1Its short term pProgrammes
aim at health education in hospital settings, work
place programmes and physicians. Its long-term
objectives (defined as 15-year programmes) are targeted
upon the young and the elderly. Part of this explicit
managerial commitment is strong individual

commitment.

In the USA, health promotion is responsive to the needs

of the consumer. While there may be a lack of social
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planning and a comprehensive network of statutory
provision, there is a recognition that what the people

think and want is important.

Good proactive public relations and marketing are a
regular part of health promotion. The American College
of Obstetrics and Gynaecology, which is campaigning
actively to prevent wunintended pregnancies, has
allocated $100,000 to a full marketing campaign which
includes television advertisements, working with
community groups and attitude sampling surveys. The
National Heart, Lung and Blood Institute's Cholesterol
Education Programme uses Harris Polls to determine
public awareness. Collaboration rather than direction
appears to be tle method of working wi .th voluntary
agencies. Church groups in the South are used as a
means of access to the black community and the American
Cancer Society provides handout sheets and booklets
which encourage the public to compare the treatment
which their doctors are providing against a checklist
of good practice. The Center for Disease Control
worksite initiative programme uses telephone surveys to
obtain information on occupational health issues.
National Cancer Institute's Cancer Awareness
Programme provides information on diet and nutrition
through a collaboration with Kellogg's. There is a
willingness to innovate in tackling the problems of

communicating risk.




Implications for the UK

1.

It is important to develop clear objectives for
health promotion  which are stated with
quantified targets so they provide a common
base for planning. Health promotion and the
objectives must be declared as national
priorities by government and be seen to be

reflected in the execution of relevant

policies.

The managerial capacity of all organisations in
health promotion should be seen to be adequate.
This could mean the provision of training to
professional health promoters in the NHS and to
the practitioners working in community and
other organisations. Managerial skills and
services should be accepted as legitimate and
valuable supports and as fundable items for

organisations and projects.

It is important that health promotion
included overtly in corporate plans for
NHS at regional and district levels.,
present, health promotion is often treated
marginal to the central purpose of the NHS

not sufficiently integrated as a result.

There 1is a need to develop coalitions among

health promoters and to establish a central
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organisation which can act as a clearing house
and co-ordinator of action between all the
government, industry, professional and trade
organisations, and the voluntary sector
initiatives and responsibilities which overlap

in the pursuit of health promotion.







CHAPTER SIX

PRIMARY CARE AND HEALTH PROMOTION

Research in Chicago has identified two models of how
individuals explain their own health (13). First,
'health as self-control' where individuals know they
are healthy because they 'get exercise, don't smoke,
don't eat a 1lot of red meat, and get physical
exercise'. The second is the 'release' model where
health is seen as being able 'to do what you like, when
you like'. The researchers saw the models as metaphors
for cultural themes in the USA which have implications
for health policy. The control model stands for the
self-discipline, self-denial, and will-power values
associated with middle-class self-improvement while the
release model 1is closely related to the consumerist

ethic in a materialist society.

Present economic pressures have led to cuts in welfare
programmes which have been justified by the belief that
health is the responsibility of the individual.
However, how individuals are to influence the relevant
economic and environmental factors affecting their

health is not made clear.

This thesis has been studied in the instance of
epilepsy in an urban environment (14). The major cause

of epilepsy in adults was head trauma. The incidence




of head trauma in a black inner-city area was more than
double that of a predominantly white suburb. The
leading causes of the traumas were attacks in the
inner-city and motor vehicle accidents in the suburbs.
Over half the attacks were from people known to the
victim. In the background were found overcrowding,
alienation, racism and unemployment which led to child
and wife abuse. Drug and alcohol abuse were also

higher.

Other studies have demonstrated high rates of perinatal
and infant mortality, teenage pregnancy and premature
heart disease 1in these communities, but traditional
preventive medicine has little to offer these problems.
Doctors involved in this research were concerned that
medicine should not be trying to offer medical
solutions to social problems. They saw medical
dominance of health promotion as creating dependent
'health consumers' and increasing the sense of
impotence in those with the 1least resources and

opportunities to control their own lives.

Community Action for Health

Such research 1is leading health professionals to
rethink approaches to primary care and two conclusions

are emerging. First, that many of the causes of health

problems would not be solved without restructuring

society; second, and more pragmatic, that health

professionals should be doing all they could to enhance
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the power of both individuals and their communities by

ensuring they work with people rather than on them, and
allowing the community to control the tools for

prevention.

Three programmes applying these principles were
visited. All were in the USA =~ the Bethel New Life
Holistic Health Center and the South Shore Community
Unemployment Union in Chicago, and the Catholic

Charities Human Services Center in Brooklyn.

The three had relevant common themes. They all had
close links to parent churches and were based in local
communities from which most of their workers were
drawn. They started from an assessment of the
community's needs and since they were in areas of high
unemployment, they have included programmes for job
creation, housing improvement and education among their
first actions rather than medical care. As their local
medical facilities had problems of cost, access and
continuity, the projects put a major emphasis on

personal development and health education.

Bethel's goal statement is:

"Knowing that God has created us for health and
wholeness, our goal is to enable people to have
wholeness through quality care. We are committed
to care that gets at the underlying causes of
sickness, that teaches people how to stay
healthy, that enables people to live a full life
to the fullness of their years, that prevents
illness caused by neglect and ignorance, that
enables a healing community and a healthy
community (spiritually, physically, mentally)."
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Apart from the support of their parent churches, each
programme had multiple additional sources of funding,

including contracts with federal and state agencies to
provide specific screening programmes (e.g. the Woman,
Infant and cChild Program). The piecemeal approach
posed major problems for administration and evaluation.
While it is relatively easy to measure the uptake of
screening no methods had yet been found to evaluate the

broader goals to which these programmes were committed.

Programmes for Disease Prevention

The major efforts of preventive medicine in the USA are
directed towards the prevention or early detection of
cardiovascular disease and cancer. The Minnesota
Health Heart Programme (15) was using population-wide,
multiple-education strategies to reduce the risk of
cardiovascular disease in three mid-western
communities, and compare the outcome with three similar

communities as controls. The target risk factors were

raised serum cholesterol, high blood pressure, smoking

and lack of physical activity.

The educational strategies included media campaigns,
adult education, school education, education for health
professionals and other community based activities. 1In
addition, the whole adult population in the study

communities was being screened for high risk factors.

The communities have participated in the programmes
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enthusiastically to the extent that there are even
tensions between the investigators and the community
over ownership and direction. The one group which is
least willing to get involved in the programme is
practising physicians. Because they are seen as a
major source of authority, their support is crucial for
its success. Apart from wounded pride, the reasons
given for being uninvolved included lack of time, lack
of skills, doubts whether health promotion is a
legitimate medical activity, and a concern for its

effectiveness.

The investigators had no such doubts about the
effectiveness of interventions to lower high blood
pressure or to reduce plasma lipids. They kelieved
that the results of recent trials such as the Medical
Research Council's (MRC's) trial of the treatment of
mild hypertension should be interpreted 'aggressively',
and that short trials, in which placebo treatment is
also used and patients with other risk factors
excluded, understate the potential benefits of long-
term treatments (16). It was suggested that in the UK,
these results are interpreted more conservatively, not
for any scientific reason, but as rationalisation of

the lack of resources for health care.

Centred on the John Hopkins Medical Institution, a
network of activities demonstrated that three health

education interventions, a prolonged interview, a home
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visit and small group talks for urban, poor,
hypertensive blacks could produce a 57.3% reduction in
mortality over a five year period (17). This was,
however, Jjust one of a wide range of activities which

had been tailored to meet different needs.

Within the hospital setting the Division of Internal
Medicine included a Department of Preventive Cardiology
which was screening patients with family histories of
ischaemic heart disease and were auditing the records
of the hospital's interns for the attention that they

were giving to risk factors for ischaemic heart

disease.

The School of Public Health was conducting a project
in two communities to improve blood pressure detection
and control, one older white suburb in which they were
using existing physicians, the other an urban,
predominantly black area in which they were wusing
volunteer community workers to follow up patients with
high blood pressure who were often only detected when

they attended an emergency room.

Another part of the network was the Health Services
Research Center, which is interested in topics ranging
from doctor/patient communication to developing
computerised data sets for primary care. Data on the
efficiency and productivity of health care, and

feedback to physicians about the detection and clinical




management of patients with risk factors were provided.

The Center for Health Education founded by the State
Medical Society and supported by Blue Cross and Blue
Shield is working to change physicians' attitudes in
the State to health education and health promotion

(18).

Approaches to Patient Education

Each of the above prevention programmes had carefully
considered comprehensive approaches to the education of
patients with high blood pressure and other risk
factors for ischaemic heart disease. All could cite
evidence to demonstrate that effective patient
education could both increase blood pressure control
and risk-factor reduction and at the same time reduce
patients' anxieties and any adverse effects on their

quality of life.

Developments in Medical Education

I1f the medical profession is to be able to enter into
such partnerships with patients and communities to
promote health, major changes of emphasis in medical
education are required. The Family Practice Residency
at Cook County Hospital, Chicago, and the New Pathway
Course at Harvard Medical School were using
doctor/patient communication, not just to teach new

skills, but also to discuss how doctors relate to their




patients (18, 19).

The difficulty in persuading doctors to apply current
knowledge, particularly in the field of preventive
medicine has been tackled by a wide variety of
strategies. Direct approaches included involving
practising doctors in advisory boards, issuing specific
guidelines and the provision of health education
material. More effective approaches, however, were the
provision of specific workshops helping doctors to
develop health education techniques which could be
integrated into their existing practice and regqular

feedback to ensure that .doctors maintained their

performance.

Educational campaigns directed at the population, for
example about high blood pressure and cancer screening,
were claimed to have major benefits. Their aims

were

to create more informed and questioning patients, but

they could also be seen as sophisticated marketing

campaigns to increase the demand for medical carel

Preventive Medicine in Family Practice

One measure of the success of these campaigns is that

the commonest reasons for visiting a primary care

physician in the USA are regular check-ups and

hypertension management. This is in response to

consumer demand, and these items are paid for either by

the patient or their insurers. There are problems
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therefore in providing these services for the poor, the
uninsured, and the unemployed, all of whom have limited
access to other medical services because of their
inability to pay. The pattern of payment in private
practice also makes it difficult for innovative doctors
to create multidisciplinary teams if they are unable to

bill for their services.

Implications for the UK

It would be easy to conclude that the improvements in
health care in the USA have been due to greater
resource availability and their higher standard of
living and therefore to believe that the same results
are unattainable in the UK. While some programmes were
well resourced, others were not. However, there were
significant features common to all visits which are
believed to have contributed to their success and which
could be lessons for practitioners in the UK. There
was a realistic awareness of the problems faced, a
determination to tackle them, both individually and
collectively, and an enthusiastic commitment to the

task.
Drawing from the programmes visited in the USA,
following implications for practice in the UK

suggested:

major advantages of the UK system of




primary care were clear in comparisons with
the USA provisions. Access to medical care
is free and the majority of the population
is registered with a general practitioner.
General practice is also flexible, allowing
adaptation to the needs of different
communities and, in particular, doctors and
other health professionals to work in teams.
Preventive services are best provided
through general practice, especially with
the advantages of having integrated

treatment and prevention services.

The distinction between health promotion and
both prevention and health education, which
are two of its components, needs
clarification and emphasis. General
practitioners should accept responsibilities
for delivering prevention as part of the
care of practice populations and should
accept the important role of advocate within

the community.

Care should be taken to avoid colluding with
the victim-blaming process which can
diminish the incentives for collective

responsibility and action for health.

Mediecal solutions should not be offered as




surrogates for tackling the difficult causes
of disease. Cardiac surgery should not be
gseen as the solution to coronary heart
disease and health visiting and screening in
primary care should perhaps not be advocated
unless they are directed towards increasing
individuals' and communities' ability to

control their own lives.

Doctors and other health professionals need
to develop new approaches to communication

with patients and clients.

More effective methods for the individuals
and communities to become involved in their
own health services are needed. Community
Health Councils and Patient Participation
Groups have had limited success. The health
professions and NHS administrators could do
more to identify and respond to the relevant

formal and informal groups in the community.

Extensive networks have been developed among
health professionals and community groups

which allow both rapid dissemination of

knowledge and an effective means of sharing

experiences of common problems. Coalitions
between different organisations also help

design and implement more effective




programmes. Both networks and coalitions
are relatively uncommon in the UK. They
should be seen as a normal part of programme
planning and ways of developing both should

be explored.

Facing the Future

For these implications to be reflected in the policy
and practice of primary care in the UK, certain
fundamental changes are considered essential. The

following are offered for discussion:

The shift to group practices and primary
care teams, backed by vocational training
and Health Authority-linked computerisation
of records could be encouraged.
Experimentation should be supported and
funded to identify effective structures and

methods of change.

Medical education needs to reflect the wider
roles of health professionals. Peer review
and audit methods may help identify

appropriate modifications to established

curricula and also enable the transition to

be through internal encouragement rather

than external inducement.

Primary care needs to be reorganised to




achieve a functional integration of general
practitioners, community medicine and other
health professionals. Change should be aimed
at enhancing the ability to innovate and
better respond to the community's needs.
Additional resources may be required. Until
now general practitioners have been asking
for resources without accountability and the
government and Health Authorities for
accountability without resources. Both

positions should be reviewed.

There 1is an important role for University
Departments of Community Medicine and
General Practice. They can bring the skills
of needs assessment, health care planning
and evaluation to primary care. They can
also provide the valuable 1link Dbetween
review of academic resources and practice
where few health workers have either time or
access to the vast resources of literature.
Published results of important research or
evaluations of primary care initiatives are
ultimately of little value if they are not
read by practitioners. Special courses for
primary care teams on health promotion

should be offered.
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CHAPTER SEVEN

HEALTH EDUCATION AND HEALTH PROMOTION FOR TEENAGERS

Health education and health promotion were examined in
three settings: schools (and curriculum development
agencies), adolescent health centres, and youth
projects. Of the three services, only school health
education has been developed to a comparable (and, in

some respects, superior) extent in the UK.

School Health Education

Although 43 states address health education in their
education legislation, there are enormous variations in
the way in which it is delivered. Some school
districts 1limit their health education provision to a
small number of uncoordinated '‘one-off' health
instruction lessons taught by non-specialist staff.
Others offer a comprehensive curriculum taught by
trained health-education teachers. Oregon, Indiana and
West Virginia require a full year course of health

education in order to graduate from high school.

out of 15,500 school districts in the USA, less than
1,000 have a comprehensive health education curriculum.
The size of the country and of its population, the
number of school districts, the high degree of state
autonomy, and the absence of a central curriculum

development or dissemination agency have resulted,
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perhaps inevitably, in an absence of national or
regional co-~ordination. Good practice is not
necessarily spread throughout the school system.
Neighbouring states and even neighbouring school

districts can have very different strategies.

For some teachers, health education itself is under
threat. In certain states the prevailing political
climate has led to pressure for an instruction-based,
information-imparting approach. Conservative opinion
sees health education, and the questioning of social

values in particular, as highly undesirable and even to

be excluded from the curriculum.

Health education practice was observed in two schools:
one 1in California and one in New York. The students

were of a similar age, they were different in most

other respects.

Huntingdon Park Senior High

Huntingdon Park Senior High, near Los Angeles, is in a

poor, largely Hispanic district. Of the 14-17 year-old

students 90% are Hispanic, many have language

difficulties and are relatively low academic achievers.

Health education is a separate, timetabled, compulsory

subject taught by specialist health education staff.

The academic level of the students, combined with their

economic and social circumstances, has resulted in the

design of a specific health education curriculum
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intended to meet their needs. The curriculum is
imaginative and broad, and a wide variety of teaching
strategies are used - group discussion, use of
visitors, role play, projects, case studies, display
work, etc. Student involvement is seen as an essential

component of health education.

Huntington Park also started the well-known Youth Gives
a Damn (YGAD) health education project in 1971. YGAD
runs camping weekends with health education activities
which aim to 'encourage and promote Dbetter health
through involvement in health education and health
service programs and activities'. YGAD also tries to
motivate participants toward health-related careers and
to encourage them to become involved in community
activities. The underlying philosophy is that, t'irough
involvement :n its activities, students increase their
own personal health education. Although initiated and
co-ordinated by teachers, YGAD has a high degree of
student involvement. The voting membership of the
Board of Directors is limited to those between 13 and
18 years of age, and this ensures that the programme of
activities is relevant to the needs of teenagers. The
programme at the camps includes films, speakers, small
group discussion, seminars and demonstrations. YGAD
participants have examined such issues as smoking,
sexuality, assertiveness training, death education,
self defence for women, drugs, environmental pollution

and diet. They have seen a demonstration of




acupuncture and have learned how to check blood
pressure and to undertake cardio-pulmonary massage and

diabetic testing.

In addition +to the camping weekends, YGAD includes
weekend and evening activities in the community.
Participants test blood pressure, check for hearing
impairment and diabetes, act as interpreters for people
for whom English is a second language, and lobby local
and national politicians on health issues. They appear
at concerts, parents' evenings, health fairs, and
various other public events. Private industry and
voluntary organisations such as the American Cancer
Association, Red Cross and the March of Dimes are eager
to donate money and equipment. Such is the success of
YGAD that it is now able to insist that money is
donated without 'strings'. Ten States have since

adopted YGAD.

Youth Gives a Damn has demystified health. It serves

to reinforce and to put into practice knowledge,

attitudes, and behaviours learned in school and has
enabled young people to engage directly with their
community. For YGAD volunteers, health education is
not just another timetabled school subject, but is seen

as something alive and real and very much part of their

lives.




Uniondale Public High School

Uniondale Public High School, Long Island, has a long
history of teaching health education. Senior members
of the administration are strongly in favour and the
school has a health education co-ordinator. Students
are mostly from skilled working-class families and the
level of unemployment is low. In New York State, one
semester of health education is compulsory in secondary
school. The curriculum varies from district to
district. Uniondale offers the Teenage Health Teaching
Modules (THTM), which is a comprehensive curriculum
package for the 12 to 17 year old range. It was
initiated by the Center for Disease Control in Atlanta
and researched and developed by the Education
Development Center in Massachusetts. It consists of 16
modules and has a strong emphasis on skill acquisition.
Five basic health skills are covered - self assessment,
communication, decision making, health advocacy, and
healthy self-management. A wide range of health topics
are presented as subjects through which the above
skills can be acquired and rehearsed. Health topics
include diet, stress, health and safety in the
workplace, creating a healthy environment, fitness,

living with feelings and preventing injuries.

THTM have been widely acclaimed in the USA and the UK.
Family and community involvement are essential
components of the modules. Environmental and economic

factors are tackled, as are the social determinants of
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health. THTM are extremely popular with both staff and
students in Uniondale. Students find that lessons are
exciting and enjoyable, and they have a real connection
with out-of-school activities. Staff strongly advocate
THTM because the materials are student centred and
interactive, and 1lend themselves to small group-based
participative learning methods, which lead to a high
level of student involvement and improved relationships
between staff and students. The modules are currently

being evaluated by the Center for Disease Control.

Ten elements have been identified as important in a

comprehensive school health education programme (20):

1. Sound, well planned, sequentially developed
curricula which provide opportunities for
students to 1learn about their personal,

family and community health. Content to be

appropriate to age, level of development,
and needs of students.

Opportunities for students to learn about
health in its larger social context.

A co-ordinated curriculum.
In-service training for staff.

Rich teaching/learning resources that
support curriculum objectives and are

relevant to cultural, ethnic, geographical
and environmental realities.

Outreach activities which inform and involve
parents and families.

Regular review of the school environment to
ensure that the 'hidden curriculum' does not
contradict health education messages.

Active involvement by the community.

Regular reassessment of the curriculum.

Good management within the school.
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In their different ways Huntington Park and Uniondale
offer many of these elements and can be said to provide

a comprehensive programme.

Adolescent Health Centres

Adolescent health centres complement school health
education and although based in a medical setting, they
provide a broad and comprehensive service beyond

medical care.

Mount Sinai, the oldest adolescent health centre, on
which many others were modelled, is based in New York
City and was founded in 1969. Its staff are from
varied backgrounds - social work, medicine, family
therapy, education, nursing, educational psychology.
Six major programmes are offered: an adolescent health
care unit, a family 1life education programme, an
alternative school, a mental health counselling
programme, an in-patient wunit, and a counselling
programme. Young people can visit the unit with 3
medical complaint, to obtain contraceptive advice, or
sex counselling, to talk to a social worker, Dbecause
they are having difficulty with school work or with
family relationships, or with any other adolescent
'problem’. The alternative school provides an
opportunity for those who have difficulties with the
public school system to study for equivalent

qualifications.




The atmosphere is warm and friendly, and although young
people are encouraged to involve their parents,
confidentiality is assured. The teenagers are
encouraged to become actively involved in their health,
to ask questions, to make informed decisions, and to
develop assertiveness skills. Staff at the Mount Sinai
Hospital are reported to have little difficulty in
recognising former patients of the adolescent health
centre, as these patients ask the most questions and

are the most actively involved in their health.

The centre provides an extensive outreach service.
Staff work with local schools complementing the health
education programme, with groups of parents, and with

other agencies.

Gouverneur Adolescent Cliniec, also in New York City,
was modelled on Mount Sinai. It is located in a public
hospital in a poor, 1largely black area of the city but
is much smaller and less well resourced than Mount
Sinai. It provides services for young people between
13 and 19, including medical examinations, guidance and
counselling on a range of issues - nutrition,
sexuality, relationships, school or work problems,
weight control, family violence, substance abuse.
Young people are encouraged to involve their parents

but, if they refuse, confidentiality again is assured.

The Adolescent Health Center in the National Medical




Centre in Washington DC provides a similar range of
services and sees over 10,000 patients each year.
Although the Centre is non-profit making, uninsured
people cannot be seen. The poorest sectors of the
community, who are most likely to be uninsured, are
required to attend the local state hospital and even
emergency services are not open to them at the National

Medical Center.

Youth Projects

Youth projects can provide a similar, though less
medically-focused service in an educational rather than
a medical setting. The Door in New York City opened in
1970 and is funded by the City, the State, the Federal
Government and a variety of private and voluntary
organisations. Young people are offered free a health
awareness programme, pre~-vocational and employment
training, careers guidance, a wide variety of
recreational activities, a learning centre (which is
virtually an alternative school), a food and nutrition
programme, a mobile performing arts unit which operates
in the City, 1legal advice, confidential counselling,
and much more. The Door provides a non-threatening
environment, a supportive yet challenging atmosphere,
and a holistic philosophy. It allows young people to
explore new patterns of relationship and enables them
to gain confidence and discover their own means of

self-expression.




The Center for Youth Services in Washington DC was
modelled on The Door but adapted its provision to meet
the needs of a poorer, almost entirely black, less
mobile and less sophisticated clientele. All clients
have a primary counsellor who helps decide which
combination of services to use. Facilities include
educational, pre-vocational, recreational or medical
programmes., Thorough health screening is compulsory
for all new clients - for some, this is the first
health screening they have ever had. Pregnancy
prevention is a major objective. Health education is
designed to demystify the health process and create a
supportive yet challenging environment in which young

people can develop to their full potential.

Urban Adventures is a small New York-based, non-profit
agency specialising in experiential education. It
adapts the Outward Bound Model of learning to a wide
range of experiences and populations and concentrates
on programmes for minority high school students, drop-
outs and youths at risk. The agency has close working
relationships with the community garden and ecology
movement . The philosophy is to encourage them to
develop the necessary skills and attitudes to take
control of their own lives and become "independent,

productive, responsible, caring human beings".

Adventure activities include rock climbing and ropes

courses, canoeing, weekend camping trips, and the 24—




hour urban experience in the "Big Apple". There are
also training programmes for educators, one-day
experiential learning outings for all age levels,
leadership training programmes, consulting services and
outward bound orientation holidays. The Agency runs an
Environmental Education Centre which is a commercial
organic farm. Its resources include a working solar
heating display, a crafts centre, kitchen and class

room and outdoor activities centre.

In Canada, an interesting initiative has been made in
association with Toronto's mission to become the
"healthiest city in North America". Forty young people
are making a video about how they see Toronto in the

year 2000.

The project has two goals. First, to introduce
participants to the issues affecting 1living and
operating in the city of Toronto and to help them
develop their preferred vision of Toronto in the year
2020. Second, to teach technical and production skills
in video which will enable them to make a video on
their vision. This video will be presented to the city
of Toronto and shown in high schools across the city to
encourage other students to develop further

alternatives for a better and healthier Toronto.

Those involved will have the opportunity to increase

their awareness by working directly with people from




every area - political candidates, local celebrities
and people on the street. They will develop a thorough
knowledge of technical, creative and production skills
using professional video equipment under the
supervision of accomplished video specialists, develop
public speaking, script writing and interviewing skills
and will experience the personal challenges of working
in a heterogeneous group of peers. The project is
intended to provide a sense of social history harnessed

to a view of the future and the encouragement of

participation.

Canada also has two large volunteer programmes which
provide extensive opportunities for developing the
individual potential of young people. The Canada World
Youth is an international exchange programme with Third

World countries and Katimavik is a national programme.

Canada World Youth (CWA) was founded in 1971. Although

it is in some ways similar to the American Peace Corps

and the British Voluntary Service Overseas, CWA differs

in that it is an exchange programme.

Canada World Youth allows young people between the ages

of 17-21 and other community members to share an

educational experience through which they increase

their awareness and acquire knowledge related to local

and international development. The long-term objective

is to encourage the young people and community members




to participate more actively in local and international
development with respectful concern for the environment

and in a spirit of understanding between peoples.

Each exchange programme is between six and eight months
in length, half of the period being spent in Canada and
the other half in the exchange country. Each Canadian
participant 1is paired with a 'counterpart' participant
from the exchange country and seven pairs of
participants, together with a Canadian group leader and
an exchange country group leader, constitute a group.
Each group works together on a community development
project which 1is sponsored by a host community.
Participants can expect to gain from any of the
following elements: communication skills, «critical
judgement, leadership skills, understanding other
cultures, social awareness, career choices and
development (including food, health, education,
ecology, population, volunteer work, co-operative
systems, technology and disarmament as they relate to

Canada and the world).

Katimavik 1is a national volunteer programme for young
Canadians between the ages 17-21. It was designed in
1977 to promote education and personal development,
community awareness and knowledge of the country.
Participants come from every region of Canada and are a
cross~section of the Canadian population. They Jjoin

the programme for nine months working in three Canadian




communities, living with other young people and
learning new skills. It has similarities with the

British Community Service Volunteers.

The objectives of Katimavik are: first, to help young
Canadians acquire and develop skills that will enable
them to contribute to the improvement of the quality of
life in Canada; second, to provide wuseful work
training, as well as personal and community service
experience; third, to give young Canadians the
opportunity to increase their awareness of Canada's
social and cultural diversity and their knowledge of a
second official language; and, fourth, to help them
develop an appreciation of the environment in which

they live.

The Katimavik programme gives detailed attention to
training packages which emphasise health and fitness,
language and environmental issues. Funding comes from

the sponsoring local communities and the government.

Implications for the UK

1. School health education programmes should be
well co-ordinated and comprehensive with the
full backing of teachers and senior
administrators. Health education and promotion
should be integrated into school curricula to
have it seen as part of all education and avoid

its being omitted because 'it is somebody else's
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responsibility'.

Interactive teaching and learning strategies
with student participation tend to make popular

and effective programmes.

Holistic programmes like YGAD can make school
education multisectoral and carry school

education over into the life in the community.

Adolescent health centres are able to provide
for the specific needs of teenagers and,
through staff and methods which aim at working
with young people, can provide a valuable

vehicle for health promotion.

Imaginative youth proijects organised by
community groups can provide self-motivated
health promotion activities outside the formal

health and educational settings.

The evaluation of health promotion should be
freed from any exclusive need to show large-
gscale and statistically relevant changes in
health related behaviour. Health promoters
increasingly see increasing confidence and
personal effectiveness, developing
assertiveness and decision skills, etc. as

important goals, although they are difficult to




measure and evaluate in the conventional sense.
Health promotion should be encouraged to
experiment with new directions and approaches.
The participants in health promotion should be
allowed to evaluate for themselves and the
results taken seriously in considering the

success of programmes by organisers or funders.

Facing the Future

Although school and wider community opportunities for
health education in the UK could not be covered
comprehensively in this chapter, nor is it the
intention, there are several indications for future

planning which have arisen from reflections on the

experiences in the USA.

In catering for teenagers, planning must extend
beyond formal schooling. With a school-leaving
age of 16, and increasing numbers leaving then,
many teenagers are among those in further
education, whether they are in jobs or are
unemployed. Special youth projects or similar
programmes in the community are therefore an
important means of providing health

promotion to all teenagers.

Ways could be found of involving the community,
both young people and adults, in planning

health education. This can allow greater
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participation in deciding what would be useful
and could help generate greater interest in
both the schools' own programmes and the links

to other sectors in the community.

Co-ordination among schools and other agencies
or groups working in health promotion for
teenagers is essential if successful programmes
are to be replicated. A central ‘'clearing
house' to collect and disseminate information
would be advantageous, but the development of
networks among workers and projects 1is even

more important.

Because of the importance of Local Authorities

in schools and youth work in the community, key

personnel could be closely involved in

developing multisectoral approaches to reaching
teenagers. Staff involved include advisers and
administrators, head teachers and principals,
teachers, school nurses and dental educators,
parents, youth and community group leaders,
trade and employer organisations, trade unions

and community physicians.







CHAPTER EIGHT

HEALTH PROMOTION FOR OLDER PEOPLE

In North America, it seems that the emerging interest
in targeting health promotion on the elderly 1is a
response to seeing old age as a social and economic
problem. There are two important trends. First, the
‘'so-called' aging of the population. In the twenty
years from 1960 the population aged 65 and over grew by
55%, which is twice as fast as the younger population.
Today in the USA about 11% of the population is aged 65
or more; this is projected to rise to 18% by 2030.
Similar projections are made for the population aged 75
and over, but the trend which appears to cause most
concern is that among the population aged 65 and over,
the proportion aged 85 or more is projected to increase
from 10% now to 20% in 2040 - an increase of five
times in absolute numbers. The concern is because of
the association between age and disability and the
consequent demands on health and social services.
Second, the proportion of the population with chronic

illness has been rising over the last decade. This had

led, within health promotion projects, to particular

interest in the use of prescribed medicines and in the

health impact on informal carers in the community.

There are two other social trends which appear to have

important implications. First, the growing numbers of




relatively affluent and healthy older people, with
reliable sources of income from pensions and
investments, who can afford lifestyles which contrast
sharply with those of the poor elderly. Inadequate
income 1is described as the number one problem facing
older people who comprise 11% of the population but
30% of the people with incomes below $3000 per vyear.
This problem is disproportionately prevalent among
women and the black elderly. Second, the increasing
residential segregation of older people. Retirement
communities are meeting the varying needs, capabilities
and desires of many older people. For example, there
are now about 275 continuing-care retirement com-
munities in the USA, where some 90,000 people live in
their own apartments. But there are about 1.5 million
older people in nursing homes, a figure that is
projected to increase almost four times by the year
2040. The potential and need for health promotion in

different residential communities is becoming apparent.

Finally, there are two other trends which are resulting
in corresponding opportunities and demands for new
ideas about health promotion for older people: the
growth of self-help initiatives and signs of a retreat
from public welfare provision. The former has been
manifested in exercise classes, meals and cooking
groups, arthritis and stroke self-help groups,
pollution reduction efforts and  home safety

organisations, which have been established as social




movements independent in part from perceived failings
of public sector provision. However, many older people
with low incomes are dependent for health and nursing-
home services on the insurance from Medicaid and
Medicare. In 1981, Medicare underwrote 44% of the
costs of care to people aged 65 and over. There were
also many instances of health promotion carried out in
health services facilities - from screening clinics in
primary health care to geriatric assessment in hospital
out-patients - and programmes for maintenance of older
people in the community through comprehensive medical
and social assessment. But many of these were entirely
dependent on government funding and viewed the future

with uncertainty.

Organisations and Policies

Organised groups of older people exert pressure on
government in the USA in a way that is not seen in the
UK. In the larger context of USA interest groups,
elders do not form a particularly powerful lobby, yet
the strength of advocacy for older people is
impressive. The National Council on Aging, a
membership organisation, convened the first national
seminar on health education and health promotion in
1982. In 1985, the giant American Association of
Retired Persons (AARP) attracted 2 to 3 million new
members to bring its subscribing membership to over 19

millions.




The AARP has joined with the US Office of Disease
Prevention and Health Promotion to make joint 'public
service announcements' as a contribution to the federal
government sponsored Healthy Older People campaign.
The campaign stresses partnership between all levels of
government, voluntary agencies, professional
organisations and business. Like the HEC/Age Concern
sponsored Age Well campaign in the UK, it is aimed
primarily at disseminating information and encouraging
experimentation and replication of health promotion
initiatives. The campaign includes consumer education,
professional education and technical assistance. The
principal messages are focused on four modifications of
individual lifestyles: exercise and fitness,
nutrition, injury control and safe use of medicines.
Encouragement is also given to co-operation between
community service agencies and health professionals in
preventive health services including regqular physical

examination screening for older adults.

The AARP Health Advocacy Services division promotes
'healthy lifestyles' and 'wise consumer choices'
through the development and dissemination of audio-
visual packages and the training of volunteers. The
organisation's seven point 'Cut the Cost, Keep the
Care' campaign includes health promotion as
modification of individual lifestyles. The Gray

Panthers are less willing to accommodate with the shift

of responsibility from public to private responsibility
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and are advocating a federally-funded health care

system comparable to the UK's National Health Service.

US politicians are increasingly aware that older adults
form a significant and growing proportion - possibly
16% - of the electorate. The range of age-specific
legislation and institutions in the USA is evidence of
this awareness. There is after all no equivalent 1in
the UK of the USA Senate Special Committee on Aging as
a wide-ranging forum for discussion at the highest
level, and nothing comparable to the Federally-funded

National Institute on Aging established in 1975.

The recent interest in health promotion among older
people in the USA Senate Special Committee on Aging ,
the Senate Finance Committee and the Department of
Health and Human Services is part of the wider search
for policies that help contain rising acute and long-
term care costs for older people. However, several
prestigious agencies have increased health promotion
among older people, including the DHHS Office of
Disease Prevention and Health Promotion iself (21),
Duke University's Center for Aging and Human
Development, the Health Services Research Center at the
University of North Carolina and the Aging Health

Policy Center, University of California (22, 23).

The growing involvement of business and corporate

interests in health promotion and wider health policy




issues 1is a major trend in the USA. Workplace health
promotion now includes special attention to older
workers and retirees for whom employers have a
significant responsibility for health insurance
coverage. Sixty per cent of retired workers remain
eligible for some type of employer-related health

insurance cover.

In 1985, in evidence to the USA Senate Finance
Committee, the President of the Washington Business
Group on Health debunked the two most prevalent myths
about health promotion for older people. First, that
prevention will be too costly because it may help
people to 1live longer, thus consuming more social
security and retirement benefits; and that prevention
is too late for older people to benefit from it.
Employer self-interest can mean adopting a positive
position on the role of older people in society: a
merger of necessity and opportunity (24). The Group
has recently formed the Institute of Aging, Work and
Health with an agenda of managing health care costs,
health promotion for older workers and retirees, and

maximising productivity of an aging workforce.

Initiatives for Health Promotion

Over the last ten years, a large number of programmes
have been developed throughout the USA, many being
short-term and little known, but with a significant

number of others now well-established and making
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increasing efforts to disseminate ideas about their
organisation and methods. (A national directory listing
more than 250, and providing details on 50, has been
prepared by the Aging Health Policy Center with
funding in part from the Administration on Aging ).
The diversity of programmes should not be surprising
from a country where the population aged 65 and over is
equivalent in size to the total adult population of

England and Wales.

Many of the programmes address the national Health
Promotion 1Initiative priorities. Some take up other
specific issues such as screening for hypertension,
relaxation and stress management, coping with physical
illnesses, environmental assertiveness, use of
services, social isolation and coping with transitions
such as retirement and bereavement. Several are
organised around more comprehensive interests. Some of
these more comprehensive programmes are illustrated in
Appendix IV, which indicates the diversity of funding
bodies, goals, settings, methods, staffing and
approaches to evaluation. All these programmes have in
common the aim to increase the control older people
have over their health (through increased awareness,
social support or the availability of services) and to

offer opportunities to people to improve their health.

Many go beyond concern with risk factors for specific

diseases (whose prevention does raise many doubts about

effectiveness), and many go beyond medical




interventions as a means of improving health.

There are thousands of community, business, government
and voluntary organisations disseminating information
that can be described as health education. In San
Francisco, over 80 agencies come together as the
Coalition of Agencies Serving the Elderly. This meets
once a month and has initiated activities 1like Elder
Abuse Prevention. One of the main agencies, the
Department of Public Health, runs an office for Senior
Information, Referral and Health Promotion which has
been established for two years. Based in the city
centre and offering other services like the transport
pass and discount cards for older people, this office
sees 600 peopvle, and deals with more than 1,600
telephone calls every month. It provides information
on housing, transport, employment, food and other
issues. A library of consumer health information has
been developed, among which are the Age Pages produced
by the National Institue of Aging . Those are easy-to-
read sheets of basic facts on topics from anxiety to
exercise, available in the languages of 11 different

population groups, and developed in collaboration with

the client groups. Their evaluation similarly involves

asking communities whether the materials met needs, but
there was little information on how these materials

were used or by whom.

In San Francisco, the Department of Public Health has




also been responsible for providing materials for
health professionals involved in teaching health
promotion, and it organises events and activities
around the issues of exercise and nutrition. In this
and in other activities, the public body worked
collaboratively with a consumer group - the Gray
Panthers. Both groups saw their role at the community
level as facilitators for health promotion activities,
and advocates for older people. This has required them
to go out into the communities, adapting their
programmes to the everyday interests and problems of
older people, and exploiting their 'natural' foci such
as the seniors' «centres. The major difficulty
identified was the increasing demand for classes and
events in the face of short-term or discontinued

funding.

Specific Projects

Five examples have been selected to illustrate how new

projects have been established, their priorities

identified, and how their success has been evaluated.

Wisdom Project

Wisdom Project developed from concerns about access to
medical care in an inter-city area in New York. A
voluntary committee with representatives from the
Health Department, hospitals, community, consumer

groups and the Commission on Aging looked at the needs




of all elderly, particularly those with chronic
illnesses. The rationale was that if these people were
under-served, and did not have a doctor, they could
benefit from some preventive service to help, for
example, with control of diabetes or monitoring of
hypertension. The project was established in seniors'
centres, which were seen to be accessible places, more
personal, and less intimidating than health facilities.
The project has two main components - screening tests
and health education. The medical team is led by a
geriatric nurse-practitioner, though each person sees a
physician once. Medicare finances the processing of
tests, and cost of prescriptions. The Red Cross

provides money for equipment, staff and space.

People using the service see a health educator to
develop personal plans regarding diet, exercise and
stress management. As a result, health education

modules have been developed for dissemination in other

seniors centres, mainly using peer counselling and

experimental learning techniques.

The project depends upon the support of local
hospitals and communities, which has made replication
slow. It took two years to establish credibility in
one poor Hispanic community, and without this
involvement, the project does not develop. Community
identity is an important reason for wunder-utilisation

of a project because older people in one area are




reluctant to go to another seniors' centre for

service.

The project used several approaches to assess its
success. A random telephone survey found only a
minority know the seniors' centre existed. Surveys, in
centres, of older people's preferences found a
consistent demand for Thealth education, but less
enthusiasm about using the medical services. Health
education volunteers counted heads and made their own
assessments of its success; users were asked how they
felt - 99% were satisfied; changes in health status
were monitored - among those with uncontrolled chronic
illness (diabetic hypertensive), 88% improved, but

without a control group it was impossible to know why.

It was argued that although the Wisdom Project adopted
a medical model this enhanced its effectiveness. Older
people were interested in their physical well-being and
risks for disease. They were interested in changing
behaviour as long as the project was related to what

they viewed as their health problems.

Senior Health and Peer Counselling, Santa Monica

Senior Health and Peer Counselling in Santa Monica
developed, 1like the previous project, from a concern
that public health provision for older people was

inadequate. Five older people saw a need for

preventive services which were not covered by Medicare

117




and which they felt should be free to older people.
From an original focus on health screening, the centre
had added peer counselling and health education as the
three elments of a strategy to keep older people well,
active and living at home. Services are provided by
100 volunteer health and medical professionals, nurse
practitioners and trained by volunteers. Peer
counselling is available to people aged 55 and over,
both individually and in groups; and those older
people who volunteer as counsellors may visit people in
their homes. This 'community outreach' element of the
programme is important; in fact all services,
including exercise classes and health fairs are offered
throughout the community, and the executive of the
centre represents the interests of the users through
advocacy at state and county levels. The programme
aims to maintain the health of both well and sick
individuals. Specifically, there are 180 volunteers
who visit and structure activities for people with
chronic mental health problems, providing a structure
of community support to reduce isolation and improve

the social skills of group members.

Both health education and peer counselling are intended
to promote 'healthy lifestyles' and to help people deal

with the challenges and concerns of growing older. The

programme's sucess is seen in terms of detecting

illnesses, changing lifestyles (losing weight, taking

up exercise, dancing), and improving morale. The




number of people using the centre's services has
increased from 2,400 in 1978 to 13,500 in 1983 and
the programme has become (through national TV exposure)
something of a model for promoting 'healthful aging'
on a relatively large scale in a personal and cost-
effective manner. The Centre has begun to attract
funding from foundations for the development of

training manuals and materials.

Elderplan, NY

Elderplan in Brooklyn, NY, is one of four national
demonstration sites to evaluate the role of

Social Health Maintenance Organisations (SHMO).

In exploring health maintenance for older people, the
1981 White House Conference on Aging recommended that
“future service delivery should be developed within the
framework of health promotion, prevention and health
maintenance rather than take the more narrow approach

of treatment and long-term care".

The SHMO is an experimental health care programme for
elderly people. Prior to the emergence of the SHMO the
incorporation of health promotion activities in health
maintenance organisations (HMO's) had been limited.
Unlike the HMO, the SHMO assumes responsibility for

both well and disabled elderly people across a full

range of acute, inpatient, ambulatory, rehabilitative,

extended care, home health, and personal support
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services, The SHMO's fixed budget, negotiated per
caput, will combine Medicare, Medicaid and individual

monthly premiums to cover the costs of these services.

In Brooklyn's Elderplan, healthy lifestyle behaviours
and emotional well-being will be fostered in sessions
on exercise, nutrition and stress management.
Information will be presented on patients' rights, and
participants will be offered training in communication
and assertiveness skills. They will also be assisted
in coping with the aging process, sexuality and
'ageism'. Medical self-care will be included to help
participants recognise and treat common illnesses and
manage chronic conditions as well as the appropriate
use of medications and responses to emergencies. Since
prudent use of resources is crucial to the success of
prepaid capitation systems, participants will be
encouraged to learn what are appropriate and effective

uses of services.

Tenderloin Senior Outreach Project

Tenderloin Senior Outreach Project 1is one of the
apparently few examples of community organisation in
disadvantaged communities. The Tenderloin area in the
heart of downtwon San Francisco is home to 8,000 1low-
income elderly men and women, most living alone in
residential, single-room occupancy hotels. Many suffer

multiple health problems, especially drug and alcochol
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abuse, mental illness and physical disability. The
project began in 1979 as a health education initiative
of three students from the University of California,
Berkeley. It was intended to respond to the problems
of poor health, social isolation and feelings of
powerlessness. The underlying philosophy is of
commitment +to community participation, self-reliance

and community action.

As in many community projects, the students first
worked to gain some acceptance by the residents through
being identified with one of the 'respected' helping
agencies in the area (a Catholic church with a large
free meals programme). They offered services to a
local hotel, using free checks of blood pressure ¢s an
intial base for contact and for establishing rapport.
It emerged that crime, not blood pressure, was the

major concern. So they began planning to resolve the

problem with the involvement of the community through

steps like policing and safe houses. The residents took
the lead in this development and in the organisation of
a nutrition programme which focused on getting enough
food rather than nutrition education. Mobile mini-
markets were set up in the hotels. This increased
access to food and increased opportunities for social
contact and for developing more control over a critical

aspect of their environment.

In reviewing their work, the project's support staff




have emphasised the importance of generating mutual
support between residents, the social function of free
coffee and doughnuts, and the need for personal
contacts with residents. There were difficulties like
meeting the different agendas of the residents and the
funding agencies, in developing local community leaders
when there 1is frequent turnover, often due to 1ill
health, and in developing groups which can become
autonomous and independent of outside facilitators.
Assessment of a project like this could not be by a
questionnaire measuring social isolation or feelings of
powerlessness, but was seen in the nature and extent of
community participation, in attitudes to the project,
and in changes resulting from initiatives by the

residents.

Medication Awareness

Medication Awareness is one of several projects on the
use of medicines by older people which have won major
Health Promotion Awards from the Department of Health
and Human Services. All these are community-based drug
education programmes intended to help older people to
improve their use of medicines, thereby reducing the
risks of misuse. Most use community settings for group
teaching, aimed at increasing knowledge about drugs

and, at the same time, fostering a network of mutual

advice and support.

The 'SRx' (prescribed medicines) programme began in
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1977, with finance from the Family Fund, an
organisation that, from the start, wanted continuity
and to encourage collaboration between private and
public funding from the county's health department
which began in 1981. The main components of the
programme are medication education for the elderly
provided by pharmacists trained in health education and
adult learning behaviour, continuing education of
professionals, para-professionals and staff of housing
units, and evaluation. Other elements include work
with family care-givers (who use the project's
materials as a resource), a touring theatre group
which comprised eight older people and a director who
produce their own plays (the most recent of which was
on the use of alcchol as a drug), and advocacy, which
had resulted in a proposal for statewide expansion of
the programme being incorporated in the California
Senior Legislature for 1985/86. Direct requests from
communities led to the establishment of mini-classes
and workshops for older people and their caregivers.
These are held in seniors' centres or homes, and
community pharmacies with an aim to target low income

and ethnic minority sites.

The programme must continually 'count heads' as part of
the county's requirements to justify funding.
Altogether, the programme is said to have reached about

30,000 people since it began. Each mini-class has pre-

and post-test assessment with questions about knowledge
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of the content of the class - appropriate drug use,
prices, sources of information. Formal testing like
this 1is seen to be difficult with groups of older
people, who sometimes view it as insulting to be asked
the same question twice in half an hour - but the
funding body want some quantitative assessment. Staff
in the programme are also carrying out a longitudinal
study of random samples of the population aged 65 and
over in San Francisco and one other county. In
particular, they are looking at the use of 'personal
medicine record cards', which are intended for use with

pharmacists and doctors to keep track of medicines.

In 1984 the programme expanded from San Francisco to
six 3ay Area counties. Staff identify the main
ingredient of their success as involving older people
in the development of strategies and materials, taking
their advice and suggestions at all stages of

development and testing.

One issue that was not yet on the national 1list of
priorities, but which was attracting much research and
programme development, was related to the health of
informal carers. It has been described as the new and
major challenge for promoting the health of older

people and it has been discribed as the fourth level

of prevention - preventing disease in or breakdown of

the primary caregiver to people with chronic illnesses.

There were several examples, in particular of the




development of mutual help groups among the caregivers
of people with senile dementia, e.g. the Duke Family
Support Programme operating in 23 North Carolina

communities.

Evaluation

In the examples of specific projects there have been
several examples of approaches to evaluation - in terms
of participation, attitudes to the project, and changes
in knowledge and behaviour. Other criteria for
assessment have included documenting inputs (like the
development of curricula and materials, recruitment of
volunteers), describing the process and detailing
expansion into other parts of the town and country, or

the movement from local practice to public policy.

Depending on specific programme objectives, what is
process for some is outcome for others. There was
little evidence of assessment in terms of changes in
health status, use of services and costs, or even in
terms of changes in level of perceived health, quality
of 1life, or self-esteem. Several of the project
organisers pointed to practical reasons why the

traditional ideas about 'outcome' assessment were

inappropriate or impossible in their settings.

Evaluation in this field is complex and difficult; it
is at an early stage, where the focus is upon 'counting

heads' and 'numbers of activities'.




For the most part, where evaluations do take place they
are programme specific, so there is little opportunity
to compare different methods across programmes. In
general, it appeared that few systematic attempts were
made to conduct assessments of programmes, 'due to
limited funds' combined with a belief that 'limited’
funds in an uncertain future were Dbetter spent on
programme development and maintenance. Evaluation may
cost more than the programme activities if 1long-term,
longitudinal studies are established. There appears to
be a need for more modest measurement, acceptable to
staff, programme participants and funding bodies. Two
basic questions could be asked by all projects: Whose
heads are being counted? Whose objectives does the

progremme aim to achieve?

Implications for the UK

There 1is no real evidence that there are more health
promotion intiatives for the elderly in the USA than in
the UK. This may be the most common form of health
promotion here amont the 10,000 initiatives in the UK
which are named in a recent listing by the community
Health Initiatives Research Unit (CHIRU). However,
unlike those of the USA, few of the activities here
contain significant components aimed at self-empowering
and direct involvement. Notable advances in this

direction include the Age Well campaign.

Important lessons from the USA experience include:
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National and State public health authorities
take a leading role in advocating that health
promotion among older people is worthwhile and
effective. Although local community
initiatives are widespread, the importance of
strong support ‘'from the top' must not be
underestimated. Clear national priorities and
objectives would be an important stimulus and

support for local actions in the UK.

The organisation and political power of older
people in the USA has ensured them of a public
and government hearing and of effective means
of bringing pressure to bear when necessary.
These groups also readily organise together in
coalitions. A strong coalition of all groups
working for the interests of older people in

the UK is necessary.

Deliberate and successful efforts have been
made to tackle common misconceptions about both
the social value and abilities of older people
and the effectiveness of preventive health
actions for them. The Age Well and Age
Concern's forthcoming Celebrating Age campaigns

are moving these barriers.

More can be done to convince practising health

professionals that resources and effort applied




to prevention among the elderly are effective,
first in terms of health and well-being, but
also in helping change attitudes among the
elderly and the rest of the community. There
is already abundant evidence that elderly

people are interested in prevention.

Elderly people should be seen more as a social
resource and ways of helping them contribute
most effectively should be explored at all
levels. Planning should begin during working
life and involve employers. Many existing
initiatives by elderly groups would gain from
assistance to organise and implement their

schemes.

More attention should be given to the
segregation of the elderly through either
income status or the forms of care given to the
less capable. Special health promotion
initiatives could be developed for such groups
as those in sheltered homes to help keep them
integrated with the rest of the community, but

such initiatives should go to people in their

local setting.

Facing the Future

1. Particularly considering their respective

responsibilities for elderly people, more




attention could be given to developing the
effectiveness of joint planning between the NHS
and Local Authorities. Similar relationships
could be developed between the voluntary and
statutory sectors where much could be achieved
by continuing the breakdown of artificial

boundaries between the two.

Community projects in this area may take many
years to become adequately established and
resources and other support from funding
organisations should reflect this need to have
security during the early development.
Experimentation should be encouraged and the
pressures for regular assessment and evaluation
should be so adapted. Experimentation should
also allow for developing new and more useful

ways of evaluating these processes.

Ways of helping existing community-based or
national organisations to co-ordinate and form

coalitions should be found and supported.

In helping to change attitudes to the elderly,

the media could be encouraged to review their

presentation of stereotypes in written and

broadcast materials. Negative stereotypes
could be reduced but there is also considerable

scope for helping reshape attitudes among the
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elderly and the rest of the population,
especially through portrayal of the elderly in
drama, light entertainment and news

broadcasting.

There is a need for more research to identify
the needs and aspirations of older people and
and for monitoring their achievements in
programmes which set out to satisfy these

needs.
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CHAPTER NINE

COMMUNITY DEVELOPMENT APPROACHES TO HEALTH PROMOT ION

Community development offers a flexible and positive
response to locally perceived needs and can be
complementary to the work of national agencies and
programmes . Most community development initiatives
have two main themes: first is personal or group
development and second social or social structure
development. They embrace a diverse range of interests
including women's health, ethnic minorities, older
people and self-help groups around almost any subiject.
Their flexibility and local specificity comes from the
general characteristic of being run for and by 1local
people. They also have connections with funders,
voluntary bodies or other agencies related to their
purpose, and often the Local and Health Authorities.
They may not be staffed entirely by local people and
often employ outside workers with the required

expertise, including health workers.

Community development philosophies have developed in
response to two basic failings of the statutory
services with which they can come into conflict on

several fronts. Community development activity most

commonly arises in association with deprivation or

disadvantage. Often NHS and welfare provisions do not

reach the intended groups OF communities or,




increasingly commonly, the official perceptions of
people's needs and expectations are out of line with

reality.

Community development approaches are able to identify
specific local problems and needs and draw together
local skills and support to tackle issues. Support can
come from primary care staff, teachers, community
organisations, churches, and local authority staff.
Because they are outside existing organisations and
they arise under locally specific conditions, they draw
freely from all available means of organising, planning
and achieving their purpose. In the UK, there are
thousands of these projects but their vrespectability
among fcrmal health promoters is not as accepted as it

is in North America.

There is widespread debate in the UK on the potential
and future direction of community development and the
study of North American developments in the area

provides a valuable contribution.

North American Approaches

A good reason for community development being so
widespread in North America is the recognition by
health planners of social inequalities, coupled with
the lack, or relative lack in the case of Canada, of
health and welfare provision matching that of the UK.

As a result community development is an accepted part
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of health promotion and has the support of many
academics, planners and health professionals as
practitioners. It has become not only a legitimate

method, but is often the first choice.

There has been a strong base of academic study of the

process of community development in North America.

Much thinking has been influenced by the Alinsky and
McKnight tradition (25) where the process of organising
is considered a contribution to health, even if health
is not the direct subject of the activity. The premise
is that increased confidence, social support and

achievement within the process are essential to health.

The variety of different approaches to community

development seen could be classified as follows:

Classification of Community Development Approaches

1. Social Action/Alinsky Style Organising

Small geographical 'patch' based, eg one
housing estate. Modelled on trade union
organising. Common issues which can unite
the community are identified, eg housing
repairs, traffic safety. Uses
confrontational tactics, eg sit-ins.
Builds confidence and comradeship for

future problem solving; however, problems
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and solutions tend to be seen narrowly and

restricted to the local community.

Community/Locality Development

Small ‘patch' Dbased. Issues either
identified by the community, or sometimes
as a mechanism to get a response to issues
identified externally. Uses less
confrontational, more reformist, tactics,
with greater emphasis upon discussion and

negotiation with authorities.

Social Planning/Consultation

Can be based upon an issue or a small or
large 'patch'. Explicitly a mechanism for
public consultation and/or to encourage
citizen participation in planning and
policy-making, usually of statutory
agencies. Generally, the community has
no ultimate power of veto, so it may be
tokenistic. UK examples might range from
public transport enquiries to Community

Health Councils.

Consciousness Raising

Response to a shared personal identity, so

may be based on a work-place or 'patch'.




Concerned with mutual support and analysis
of shared personal issues including the
reaction of the majority/dominant
community. Examples are women's groups oOr
groups based upon shared ethnic

background.

Self-help Groups

Response to a shared health condition or
disability. May be small patch based or
draw members from a much larger catchment
area. Concerned with mutual support and,
in some cases, an outward focus, eg
lobbying, campaigning, fund-raising. Many
UK examples, eg Alcoholics Anonymous,
National Childbirth Trust, Gingerbread,

Sickle Cell Society.

Public Advocacy/Pressure Group Tactics

Usually concentrates upon a single issue
for a larger area, ie city, <county or
country wide. Style of organising is
deliberately top down. Main concern is
lobbying and pressure for legal/political
change rather than building mass
membership and grassroots action, eg

Child Poverty Action Group (UK).




7.

Mass based Organising/Coalitions

Acts as a combination of 1 and 6 in that
it wuses Dboth 'top down' and 'bottom up'
approaches to defining issues and
developing structures. Equal priority
given to developing mass membership and
grassroots action which is used in support
of lobbying for legal and organisational
change. Usually single-issue based and
covering a large catchment area. May be
one organisation, eg Campaign for Nuclear
Disarmament, oOr represent a coalition of
various groups/organisations, each with
their own membership and structure, e.g.

Maternity Alliance (UK).

Community Control/Community Based Economic

Development

Concerned with a major decentralisation of
institutions, and particularly of economic
production, so that individual
neighbourhoods start to become
economically self-sufficient. This
involves the creation of labour-intensive
small businesses under community control,
eg community vegetable gardens, food co-
ops, small-scale co-operative manufacture

and services. 1In turn, these provide jobs




and economic investment in the community.
This represents a radical shift from poor
communities organising primarily around
issues of consumption (eg demands for
more services) to organising around
production issues (eg demands for the
resources to establish the community's
capacity for small-scale production) .
Examples include a Community Garden and
Community Pest Control Service in Toronto;
in the UK maybe the Greater London

Enterprise Board.

Types 1 and 3 may represent the two extremes of UK
tradition, but the classification is more precise than
reality anc¢ many activities may have components from
several types. However, the terminology and classi-
fication must be seen as imprecise and used as a guide
to understanding rather than a means of ‘'pigeon-
holeing'. Certain aspects of community development
are long established here. The present community
worker is a specialised social worker and can be
employed by social services departments. In 1969, the
Home Office set up 12 1local community development
initiatives under the National Community Development

Project which was part of the poverty/urban development

programme.




PATCH - A Federal (National) Initative in

The federally-funded Center for Disease Control (CDC)
has established the Planned Approach to Community
Health (PATCH) programme. This is an attempt to set up
partnerships with state governments to involve local
communities in looking at their own health problems and
to agree a strategy to deal with them. CDC provides
assistance to the relevant state agency in assessing
local risk factor prevalence, collection of
epidemiological data and surveying of community
opinion. On the basis of all this locally relevant
data the community is then involved, via meetings and

telephone surveys, both in defining local priorities
and objectives for health promotion and in running the
activities. There was evidence that where the
community's priorities for action differed from
professionally defined or federal priorities, the
community's view took precedence. In one example home
accidents and fires emerged as a locally-determined
area of concern which differed from the priorities of

the sponsoring agency.

The PATCH programme could be located around Types 1

and 2.

A similar approach in the UK with a central

organisation charged with the collection and

distribution of locally relevant data on a regular

basis could provide useful support and impetus for
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community development initiatives. HEC's recent "Big

Kill" initiative providing detailed local statistics on

smoking-induced diseases would be a UK example.

Prevention Research Centre, Berkeley, California

This is a national <centre for the study of
environmental approaches to the prevention of alcohol-
related problems. In designing community-based
programmes, the importance of environmental influences,
and the need for multiple strategies with a range of
complementary approaches, are emphasised. In their
view, shortcomings of major projects like the Stanford
Heart Project and MRFIT in the past lie with over-
enphasis on the individual, and lack of attention to
the influence of the environment on behaviour. This

could be seen as a mixture of Types 2 and 7.

Bethel New Life Inc., West Garfield, Chicago

An inspiring project in a very deprived black
neighbourhood, which was started in April 1979 by a
small 1local church committed to reversing the process
of urban decay. Through hard work, astute fund-
raising, sponsorship by larger churches in richer
neighbourhoods, and maximum use of federal, state and
city funding, considerable progress has been made.
There is commitment to community economic development,
the provision of decent housing and local employment

under community control. All of this is being




achieved. It has recently extended into health care,
and March 1984 saw the opening of the Bethel Holistic
Health Centre providing affordable primary care and
outreach health promotion. The director of the health
centre believes the community's health needs can be
tackled only after the basic problems of housing and

employment have been dealt with (Types 2 and 8).

South Shore Community Unemployment Union, Chicago

This provides some contrasts with Bethel. Also located
in a deprived black neighbourhood and started by a
local church, South Shore has had less success with
attracting funding - perhaps because of a more
confrontational approach. They have had the oppos_te
experience with community economic development beczuse
generating local employment was the initial priority,
but the mental and physical health problems including
poverty, drugs and the low self-esteem engendered by
either having never worked or long-term unemployment
were found to be such that community members could not
cope with employment. Their priority is now
prevention, health promotion, food kitchens and primary
care - to ensure that the community becomes healthy

enough for local employment projects to work (Types 1,

2 and 8).

Health and Medicine Policy Research Group, Chicago

A stimulating combination of ‘'think tank', policy

.:




forum, research and lobbying body, established by a
self-selected group of concerned individuals, from a
variety of backgrounds, who shared widespread
criticisms of current US health policy. The Group is
non-profit making and is run primarily by volunteers
with minimum expenditure on headquarters. It develops
its own areas of interest, and responds to both other
groups and campaigns. An unusual free consultancy
service providing the organising and research expertise
for effective campaigns involving coalitions of
community groups is offered. The Group also provides
advice and expertise on policy development and
publishes a magazine/journal to help disseminate its

work (Types 6 and 7).

The Martin Luther King Health Centre, Bronx, New York

This was an early attempt to deal with long-standing
urban decay in the Bronx by substantial federal
funding. The Center established a model where access
to good primary health care was seen as only one
factor, although an important one, in the attainment of
good health. The appointment of family health workers,
community advocates, and the setting up of home
maintenance teams and locally appropriate courses were
seen as important parts of the whole programme. With
the recent shift in the national political climate, the
community development initiatives have disappeared, and

the Center is fighting for survival as a free-standing

primary health care centre with some emphasis on
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preventive care. An expensive medical model is
substantially all that is left of an exciting and
effective community action programme which had

insufficient time to demonstrate its impact. In its

original form this could have included Types 1, 2 and 5.

The Bridge Project, Brooklyn, New York

The project started out of concern for teenage mothers
in a deprived Hispanic part of Brooklyn. Wwhilst it is

church based, and the headquarters are in the parish
buildings, the programmes are located on several sites.
For young mothers, there are classes in homemaking,
basic parental skills and courses to become qualified
babysitters. There is an emphasis upon developing
self-awareness and esteemn. The framework for all the
programmes is "what does the community want, and how do
we assess it?" Surveys establish the relevance of

their programmes (Types 2 and 5).

Toronto Public Health Department Initiatives

The Public Health Department of Toronto has a
commitment to community development. Eight community
health educators have been employed to work throughout
the «city and are supported by a substantial central
resource unit. They have helped in the establishment
of projects 1like the Community Garden Project which
involved a deprived 1local community demanding and

winning the right to use some waste land as a community




garden. This has resulted in the prodution of fresh
vegetables, paid employment and organising experience
for the community, all under the management of the
local community. A further development has been a
'second harvest' which involves the recycling of
surplus food from markets, supermarkets, canteens,

etc., to poor neighbourhoods (Types 2 and 5).

Staff from the Public Health Department have also
helped establish the Multicultural Health Coalition.
This was seen originally as a local Toronto initiative,
but it has been so successful that it has become
nationwide. The coalition serves as a body for
information exchange, research and for lobbying in
relation to health care provision for ethnic groups

(Type 7).

Immigrant Women's Centre, Toronto, Canada

This was founded in 1975 to offer immigrant women a
unique counselling and referral service in family
planning and related health problems. All counselling
at the centre is by counsellors who share cultural
background and language with their <clients. Six
counsellors are available, with Chinese, Vietnamese,

Italian, Portuguese, Spanish ord West Indian

backgrounds. Over 50% of Toronto's population are from

immigrant cultures. The counsellors do outreach work
in their own particular communities. Funding has

recently been obtained for a mobile health clinic which
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will wvisit local factories to take health promotion,
counselling and screening to the places where immigrant
women work. This successful three-year experiment has
been funded by the federal health promotion programme
out of the one-third of their budget which goes towards
direct support for local projects. (This could be Type

4 or 5.)

Parkdale Partners for Employment

This project was established by church and community
groups in a deprived community in Toronto. The aim is
community economic development, generating real jobs of
benefit to the community. One of their first projects
is directly related to health. It established a
community-managed pest control business to cope with
cockroach and other infestations in poor quality

housing (Types 2 and 8).

The Catherine McAuley Health Centre, Ann Arbor,

Michigan

The Center comprises a lavishly-equipped private

hospital complex serving a mainly affluent county in

Michigan, with a large health promotion department
within the hospital. It 1is funded by a religious
foundation. Among a full range of conventional
programmes such as patient education, workplace stop-
smoking, and cancer education are five community

outreach programmes. These were specifically targeted




at the only substantial local area of poverty, with
black workers recruited to work in the primarily black

neighbourhoods.

Professional Development

Two university departments involved in public health
and health promotion were visited. The University of
Michigan School of Public Health and the University of
Toronto Department of Community Health both had Masters
of Health Sciences programmes which had a strong
emphasis on community development approaches and
involved substantial field work placements with

community groups.

Implications for the UK

Community development approaches offer an
effective and adaptable form of health
promotion, which also have the distinct
advantage of filling in gaps and omissions of

the statutory services.

However, community development should be

recognised as an important component of health

promotion methods and should be supported by

statutory and other services or agencies active
in health promotion. Although community

development initiatives often arise out of




conditions of minimal resources and succeed
under those conditions, the ©North American
experience shows how effective they become with
appropriate levels of resources and other

supports.

It is recognised that for community development
to be fully accepted in the UK, there needs to
be greater understanding of the health
inequalities, of their causes, and a commitment
to see them removed as a part of national
priorities for health and health promotion. In
addition, Health Authorities and health
professionals must be prepared to relinquish
total control over all health decisions and to
work with community groups in deciding

priorities.

The DHSS and HEC could review their roles in
promoting community development with particular
reference to the balance between national and
local components of health promotion strategies
and also review the proportion of health
promotion funding which is committed to

community development activity.

Community development processes, by their
nature, tend to encourage networking and the

formation of coalitions which are important te




the success of the new approaches to health

promotion.

The development of City-based intersectional
strategies for health promotion provides new
opportunities for community development

approaches.

Facing the Future

1. Community development offers many advantages to
health promotion in the UK. But its value lies
in complementing the existing health and
welfare services which are superior to either
system in North America if allowed to be fully
effective. The future of community development
should be seen within the present UK systems
and not as a form of 'voluntary alternative' to

the NHS.

Efforts to increase awareness of and support
for community development within Health and
Local Authorities should be initiated.
Training workshops, multidisciplinary teams
involving health, local authority and community

members to review current practice and

community development agendas, and initiating

an annual review and report on progress at
national, regional and local levels could help

increase awareness and acceptance of community
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development.

Future resource allocations to health promotion
should be reviewed to ensure that community
development receives an increased share in

relation to its value among complementary

approaches.

Given the diversity of approaches within
community development methods, a nationally-
funded research and development programme over
an initial five year period could help identify
the potentials for community development for
different agencies and contribute to a
systematic base of theory and practice relevant
to the UK. There is already an extensive
knowledge and experience in the field and the
research would help collect this UK resource
and make it widely available. An important
element of the research would be developing
locally feasible and useful means of evaluation
of such activities. Initially a series of
demonstration projects could be identified and
funded as action research. Many existing
projects may qualify. All projects would need

to be replicable to justify inclusion.

Essential features of the projects might

include:

’- - -




an emphasis on interagency work,

including a careful examination of the
balance between voluntary and paid

workers;

the production of practical guidelines
to facilitate replicability by similar

agencies elsewhere;

an emphasis upon developing more
sophisticated and relevant techniques

of evaluation;

the scope for a public advocacy role;

the scope for building coalitions;

the effect of community development
work upon the overall aims,
organisation and operation of the

agency;

the implications for the basic and
post-basic training of the agency
staff and others 1linked to the

project;

each project will probably need to be

funded for a minimum of three years.




Research 1is also needed on planning within
community development approaches to help
develop effective planning and monitoring
methods for use by local community groups and

supporting agencies.




CHAPTER TEN

POPULISM IN HEALTH PROMOTION

One of the most striking features of health promotion
in North America is how it thrives without formal
ownership by either the health profession or any
particular institutional base. It is difficult to say
how much this freedom is a precondition for the energy,
diversity and degree of community participation in
health promotion. Across the two vast countries, there
are many initiatives among which are a number of
shining examples of the new concepts of health
promotion and, of course, many are mediocre. While
there 1is no suggestion that the North American models
should be transplanted to the UK, there are many
aspects of the general philosophy and organisation of

their health promotion which could be adopted here.

Holistic Definition of Health

Health 1is defined beyond meeting physiological needs,
food requirements, shelter, and avoidance of disease to

include social needs and the personal needs of respect,

dignity, approval and self-fulfilment. The wider view

has an important consequence in encouraging a great
diversity of health initiatives to develop. Because
the definition goes so far beyond the traditional
medical definitions, it also has allowed people other

than health professionals and institutions outside of
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hospitals to take up promoting health.

Entrepreneurship

There 1is little public funding of health care in the
USA and less than in the UK in Canada, and a greater
contribution from private funding. Industry and
individuals bear a greater and more direct cost for
treating disease. This tends to provide an impetus for

industry and individuals to get healthy and encourage

others to be healthy.

The entrepreneurial ‘'go-getter' approach is all-
pervasive. The model people in health promotion often
seem to operate on is one where someone has a good
idea, and will then go 'hell for leather' to develop it
whatever the cost. The ethos is very different from
this country where people often seem to work from the
position of having to consider "how much money can I
expect to get, and for what purpose?” and then create a

programme tailored to these constraintsl

The US system seems to create a breed of wheeler-
dealers. Programmes are not necessarily financed in-
house but by (sometimes ephemeral) coalitions of
individuals, agencies, business, and local communities.

The focus is involving people who are, or can be made,

interested in an issue. The amount of money then

available for a programme is dependent on the skills of

salesmanship and of gaining community involvement.
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Those programmes that survive have a better chance of
real support and obtaining the level of resources
necessary for them to be put into practice at the

desired scale.

Coalitions and Networks

There 1is little feeling that specialist knowledge 1is
the property of any discipline or that artificial
boundaries between disciplines or sectors are
respected. This has allowed the development of health
promotion activities wherever the most suitable
structure is found and with the support of any
interested group or organisation. Large corporations
like Campbells and Kelloggs finance and sometimes run
national or local health promotion campaigns. Such
corporation involvement 1is normal. Most large
companies have their own charitable foundations and
large sums are given to community and charitable
activities. There are, of course, attendant tax
concessions. Voluntary sector agencies become formal

lead agencies in national programmes.

Coalitions form between public health authorities,
industry, workplaces and local or voluntary sector

groups, all aiming to contribute to common aims by

pooling interest, energy and resources. Networking

across sectors and programmes ensures rapid spread of

information and experiences and the sharing of skills.




Creativity Counts

Many of the imaginative programmes would not have
surfaced were it not for the support given by the
system to the creative spirit. Tackling complex and
new problems requires the freedom to explore new, even
radical, approaches. In North America, creativity 1is
valued and specifically encouraged by a system which
will fund new ideas. This may derive from the
entrepreneurial drive which pervades society and the
multisectoral approaches which must gain from the cross
fertilisation of ideas and the willingness to share in

pursuit of common aims.

In North America, to try is almost as acceptable as
succeeding. Failure is not penalised as it is in the
UK, Dbut is seen as a learning opportunity. In the UK,
the need to demonstrate that new initiatives will
succeed and the fear of disapproval from medical
authorities, often stifle creativity and help keep

health promotion within established 'formulas'.

Methodological Freedom

Community organisation/development methods can flourish
more easily in an environment where a wider definition

of health can be contemplated. At the other extreme

from community work is the rapidly developing private

profit-making service industry based on health

promotion. The two ends of this methodological scale




combine in the case of some community organisation
activities. For example, a number of community
industries have developed which Dboth improve the
general health of a community (jobs, improved local
economy and an effect on the climate of hope) and sell
healthy products and services (re-cycling paper,

community horticulture, pest control).

Participation

The University of the Third Age illustrates the
importance of participation. It was started in France
by doctors who were worried by the demands of an
increasing number of ill elderly people and who decided
that keeping them active might help their health. One
of the successes of the University is that it is
fundamentally a participative activity. This
participation is at two levels. First, students choose
which courses they attend and can end up with their own
unique learning programme. Second, a number of the
students also participate by running, organising,
controlling the University. Participation is in itself
a stimulant to good health; making choices for
oneself, taking control of one's own destiny and being
responsible for, and to, other people can all be in

themselves health promoting activities.

pPopular participation in programmes can provide a way

of overcoming the cost dilemma of health promotion.

participative programmes develop best where there is
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perceived need. This may offend the wisdom of

professional health promoters who would attempt to give
priority to actions which appear to fit the research on
effectiveness and cost efficiency. However,
participation is probably a more important factor than
maintaining overt control or intellectual purity. In
these circumstances it is for the professional to try

and guide the programme.

One important element of participation is people
finding themselves with open learning opportunities.
This 1is necessary for the success of mass programmes.
It means providing learning environments in which
people can start from their present state of
development, knowledge, skill and emotional
involvement, etc., and then take a journey which 1is
under their control and provides them with their own
unique experience. An experience which is unique to
them and yet can be catered for within a mass

programme. The experience is not in this case entirely

dependent on where 'people are at' or constrained by a

popular lowest common denominator of experience,

attitude, knowledge or skill.

An example of this type of mass health promotion
experience is provided by the Mersey Travelling Health
Fair scheme in the UK ( Appendix V). This health
promotion scheme, which is about physical fitness and

healthy 1lifestyle, has been visited by more than




300,000 people in under two years. Everyone who has

visited the scheme, at the International Garden
Festival or on the five converted double-decker buses,
has had the opportunity to have a personalised test of
their fitness, stamina, strength and suppleness and a
test of their healthy lifestyle. Open learning 1is
provided by the use of simple computers with user-
friendly and branched programmes. As a result,
everyone who decides to participate can have their own

unique computer print-out about their health.

Implications for the UK

1. An important starting point should be the
development and widespread use of a wider
defirition of health which reflects nore
accurately the 1living experience of people

rather than merely states of disease.

Creativity and experimentation should be
encouraged which could mean a more enlightened

view from funding and support organisations.
Coalitions and networks should be explored more
openly by all groups and agencies involved in

health promotion and actively encouraged.

A national co-ordination base for health

promotion is necessary but it should be outside

the NHS and attention should be given to
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establishing a new organisation involving Local
Authorities, the NHS and the voluntary sector,
to reflect more adequately the values and
methods appropriate to the new concepts of

health promotion.

Special funds should be found to encourage

innovative and experimental activity.

To encourage industry and the workplace entry
into coalitions with other sectors, incentives
including tax concessions and reduced employer
National Insurance contributions for employers
supporting workplace health promotion

activities could be considered.

'




CHAPTER ELEVEN

THE ROLE OF BROADCAST MEDIA IN HEALTH PROMOTION

Background and History

The growth and diversification of the mass media has
been more extensive in North America than anywhere
else. This diversity has been reflected in both print
and broadcast media, and has recently spread to the new
communications media - information technology,
satellite and cable. This chapter is concerned only

with the broadcast media, particularly with television.

It is difficult for visitors to North America to
understand the range of programme sources that feeds
the multi-channel television sets in homes, hotels and
institutions. (Many areas can now receive between 60
and 100 services.) In addition, there is a further
range of audio-visual materials distributed in other
forms to specific markets or target audiences. This
apparent abundance of choice appears to be a rich
resource, but it is not until one looks more carefully
at the structure and funding of the system and at
programme content that the real value of the output in

particular areas can be estimated.

Commercial Networks in the USA

The USA broadcasting system is dominated by the




major networks - NBC, CBS and ABC. In addition to the
network headquarters in New York and Los Angeles, there
are many affiliated stations throughout the States,
which supplement the main services with locally
originated programmes. The schedules are strong on
news, sport and entertainment, but have 1little
documentary or educational programming. The other
smaller local commercial stations have a similar mix of
programmes, but with more locally originated news and
low cost, studio-based conversation programming. Radio

networks function on a very similar basis.

Public Broadcasting System

The nearest equivalent to our own public service form
of broadcasting (particularly BBC 2 and Channel 4) is
the PBS system. This has the same federal structure as
ITV, but is not funded by paid advertising space. Most
programmes are funded individually by a combination of
corporate and foundation sponsorship, supplemented by
government funds through the Corporation for Public
Broadcasting. The resulting service provides a rich
mix of factual, cultural and entertainment programmes,
with a substantial proportion purchased from the UK.
However, the precarious nature of their funding means
that few of the PBS stations can undertake major
projects, or even modest series and single programmes
without months or years of fund-raising before

production can begin. This financial vulnerability

also 1leaves them open to overt or covert political,
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moral and economic pressures.

Cable TV

Cable services began 1in the fifties as a means of
overcoming local reception problems. Once communities
had been cabled to receive the normal broadcast service
from local relay transmitters, the opportunity arose to
provide additional services to households, in return
for subscriptions. As the cable networks spread, the
advertising potential grew stronger until by the mid-
seventies a number of cable-only services had been
established. With the development of satellite
transmission, these cable services could be beamed to
local transponders throughout the USA. Now there is a
number of flourishing national networks providing: 24
hour news (CNN from Atlanta), entertainment (Showtime
and Home Box Office), cultural programmes (Arts and
Entertainment), 'life-style' programming (Lifetime),
plus specialist channels for sport, music, children's
material, and so on. Many of these networks can reach

between 20 and 40 million households.

Canadian Broadcasting

In Canada, the broadcasting system is similar to the
States, particularly since the national publicly-funded

service, the Canadian Broadcasting Corporation, was

asked some years ago to supplement its 1income with

advertising revenue. The Federal structure of Canadian




provinces is reflected in a range of provincially based
stations, both commercial (CTV, Global) and education
(of which TV oOntario is the largest). All these
networks rely on a mix of syndicated programmes and
locally originated material. The educational stations
have a strong track record of producing instructional
series with accompanying study packs for formal and
informal distance learning. However, because of the
proximity to the USA, the majority of the population
can also receive a full range of their services, both
broadcast and «cable. To compete with these, even

Canadian stations transmit 75% USA material.

Independent Production

In the face of this cultural dominance from the USA and
in an attempt to preserve some form of genuine
diversity, ©both Canada and the USA have found ways of

funding a small amount of independent production. Both

the National Film Board of Canada and a publicly funded

film financing body, Telefilm, receive applications
from independent film-makers to make programmes and
tapes that would have difficulty finding commercial
backing. Similarly, in the UsA the Corporation for
Public Broadcasting and major foundations like
Annenberg, fund educational and cultural projects for
both broadcast and non-broadcast distribution. In the
health field, foundations like Kaiser perform a similar

function in relation to health promotion materials.




Community Access to the Media

The opportunities for community access to broadcasting
should Dbe greater in such a pluralist system, but the
commercial base of virtually all services makes it
difficult to get any real, 'no strings attached’,
community participation. There are a few community
workshops that offer local people the opportunity to
experiment with the wuse of film and video, and
institutions like colleges and hospitals also use video
for internal communication. However, even though local
television stations are funded by advertising, they
often reflect local interests and issues more
effectively than the mainly cantralised UK system is
able to. In Fact, the lack of resources for making
expensive programmes means that local stations rely
more on local contributors, phone-ins and video
coverage of local events. However, real collaboration
between broadcasters and community organisations or

pressure groups remains patchy and is certainly rare at

a national level.

Most worrying for the future is the increasing
accumulation of information in data-bases which is
privately owned, which makes some groups 'information

rich', while others become increasingly 'information

poor'. Recent government policies on deregulation mean

that the 'owners' of the main media of communication

are accountable to no-one but their share-holders or




subscribers, or to those pressure groups that wield

economic or political influence.

Despite these very obvious constraints there is a
surprisingly high 1level of health coverage and
encouraging trends in co-operation between health and

media professionals in the field of health promotion.

Policies and Practices

From the description above, it is obvious that the
interests and objectives of most media people have
little connection with those of health and medical
professionals - except in the over-riding motivation
underlying most, not all, American organisations: to
make money. For those members of both professions who
share a genuine commitment to public health issues, the
chances of finding each other and working together
fruitfully are small. Even where the spirit of
collaboration does exist it is not often based on
shared aims but more on a self-interested, even
exploitative, relationship on both sides. Broadcasters
need doctors, particularly eminent ones, because
viewers 1like them and they provide authority and

credibility. Health professionals need broadcasters

because they want to reach the public or, like many

others, they want to publicise their own good works.

At a policy 1level, all have one fundamental common

concern - to attract the attention of the public and to
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hold it. For the health educator the aim is to convey
a 'message'; for the broadcaster it is to increase
audience size and thereby secure further funding.
Insofar as 'health messages' or 'medical news' can hold
public interest, the two sides can work together. Once
the viewer turns away, both sides lose interest and the
alliance ceases, at least temporarily. Examples of
this process can be found at many levels and in
different contexts. 1In the late '70's NBC experimented
with a weekly health show, made with medical advisers.
The ratings dropped - so did the show. In 1982 the
Health Cable Network was started by a cable
entrepreneur and a physician; it failed to achieve
economic viability and within three years had merged
with another 'life-style' network. On the other hand,
Dr. Frank Field's regular medical features on CBS news
have built and sustained audience loyalty and a high
level of response to health promotion initiatives; as
long as he selects attractive stories and holds that
audience, these slots are secure. Similarly, 'Doctor's
Sunday' on Lifetime Cable Network has provided the
medical profession with a pre-digested 3 hour up-date
on medical news in specialist areas. Their willingness
to use this service will ensure a steady flow of
advertising revenue from pharmaceutical industries and

other medically oriented products.

Public Service Announcements (pPsa's)

Most television viewers, if asked about health
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information on television, would probably refer
immediately to PSA's. These are between 30 seconds and
two minutes in length, often professionally made to
look or sound like a commercial, and paid for by an
organisation or government agency that wishes to
address the public. They give information, offer a
service, or raise funds or volunteers for a charitable
cause (26). PSA's are offered to commercial networks
and cable systems to slot in between programmes or
advertisements at the discretion and good will of the
station. Where they require active viewer response,
the results suggest that they are usually very
effective in triggering action. Where they aim to
promote longer term changes in behaviour, there is no
clear evidence to suggest they are successful.
However, because they still provide the main form of
public access to large audiences they continue to be
produced and distributed (CBS in Baltimore receives

over 200 per week).

Researchers who have studied the use of PSA's in anti-
smoking campaigns have concluded that the most
significant cause of behaviour change is first-hand
experience of the physical consequences of smoking, but
that the media, combined with interpersonal support,
can achieve results (27). The Stanford 5 Town Survey
indicated that, long term, the 'media only' town showed
as good results as the 'media and community' town,

although it's obviously impossible to control all other




local factors over a long experimental period (28).

As a result of cumulative research findings suggesting
that it's more effective to reinforce existing positive
behaviour than to change undesirable behaviour, many
health promotion agencies are aiming their messages at
keeping healthy people healthy, slim people slim, non-

smokers not smoking, etc. One example of this policy
is the five centre experimental project set up by the
National Cancer Institute to prevent 10-14 year olds
from starting to smoke. The North Carolina part of the
project will experiment with both radio and television
PSA's, focusing, as in the UK, on immediate benefits

of non-smoking rather than long-term health gains.

The style of PSA's is also changing to include some
humour and more 'positive' rather than 'punitive'
messages. This 1is partly to be more attractive to
viewers, but probably also to appeal more to station
managers, forced to select a few spots from the
hundreds submitted. Personal contacts and influence
also affect this selection process. One of the
advantages of a long term project like Stanford is
that good relations are established with local stations
and there is time and scope to experiment with
different forms (e.g. recent "Healthy Living" spots
include personal testimonials, consumer-type

information and humourous vignettes). NCI and others,

however, predict that the use of PSA's as a primary







with a happy ending. These are
particularly attractive when they feature
children, o0ld people, stars or national

hero-figures.

"You next" - pieces about health hazards
that have struck some and could affect
others. Occupational and environmental
hazards are most common, as are infectious
diseases, drug damage or medical negligence

cases.

'Quirky' and 'sexy' are terms that ensure that an
unusual or inexplicable health story secures a
place 1in the news, probably at the end. AIDS

started out this way but now has moved to the You

next' category.

The journalistic quality of these items will partly

depend on whether the station employs a specialist

health or medical correspondent or news team.
Those who do will exercise better judgement about
the ey features and main spokespeople on a
particular issue, and are more likely to put the
piece into an informed context. For example, Cable
News Network employs a specialist team of reporters
to produce two short medical features a day. These
are repeated several times and combined into an

omnibus weekend programme “"Health Week". This




enables the team to build a wide range of contacts
and maintain a more sophisticated level of coverage
than even major networks without such a commitment.
The PBS station in San Francisco, KQED, produces a
series, "Health ©Notes", covering such topics as

stress, home diagnostic tests, headaches, etc.

All news journalists seem to have a fairly broad
definition of health except in one fundamental
respect; they all work on an individualist model
of change 1in health status. That is not to say
they never take a critical position on a public
health issue, but it tends to be from a consumer's
perspective. Sometimes they work in close co-
operation with health promotion groups and will
often publicise booklets or referral services,
although they would not take the initiative in

doing this themselves.

However, most television news remains event-
oriented and often over-dramatised. The same
applies to most radio news, which tends to be as
fast-moving and superficial as most commercial
television news. The only exception is the
National Public Radio service, transmitted for an
hour and a half at breakfast time. With more
political and international coverage, there is less
room for personalised health stories, but coverage

of major medical or policy items is more informed




and systematic.

Documentary Features

Documentary material forms a very small proportion
of all television and radio output in North
America. Some channels would never expect to
originate factual material in documentary form but
would be more likely to include 'information' in
studio-based ‘chat with an expert' shows.
Documentaries cost a lot more money and therefore
require a high 1level of commitment from a

broadcasting organisation.

This means that most documentary coverage of health
issues tends to be found on PBS in the USA and
CBC in Canada. Here, however, the focus is broader
and more likely to address political, social and
environmental factors. One producer at WNET (New
York PBS) has made a particular point of tackling
social policy issues (like home care for the

elderly, the shift to community care for

psychiatric patients, the impact of the Reagan

economic policy on health care, etc), but can only
raise enough funds from liberal foundations to make
one a year. Another well-respected current affairs
series on the PBS network, "Frontline", from WGBH
in Boston, often tackles health and policy issues
of this kind, but runs considerable political and

financial risks with its more contentious films
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like one on legal action taken by lung cancer

sufferers against tobacco companies.

A different perspective has emerged at CBC 1in
Toronto where the Science Programme Unit has
developed a very clear ecological approach to
environmental and health issues. This interest is
not only reflected in their choice of subjects for
their regular science documentary strand, but in
the approach they take +to each subject. For
example, a programme on hearing loss looked
particularly at the impact of a noisy environment

on middle range hearing.

As in the UK, one particularly popular subject
area for television audiences is films about the
human body and how it functions. These range from
major series like "The Brain", produced by WNET,
but seen by substantial audiences throughout the
States, to "The Body Human", a sequence of 10 one-
hour documentaries shown on CBS over a period of
seven years, dealing with different aspects of
human physiology like birth, blood, genetics, etc.

Whereas the former was similar in style to the UK's

"Horizon", the latter used a wide range of

entertaining and eye-catching devices to capture
large audiences, but paid 1less attention to
scientific detail and accuracy. NBC's attempt to

win a similar popular audience for a series in
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1978/79 about doctors and their work, "Lifeline",
was successful only as long as the doctors chosen
worked in particularly dramatic areas, where lives

could be saved in a spectacular way.

The key distinction between producing such high-
cost programming in the USA and in the UK, is that
there, every film needs to find an wunderwriter
before it can be made or transmitted. Prestigious,
non-contentious programming can find corporate
sponsorship, but for politically sensitive or
intellectually stimulating material it is necessary
to raise money from a charitable foundation; even
liberal foundations find it hard to be associated
with too prcvocative a film, as would the

broadcasting station. It is said that one

independent producer making a film about chemical

hazards was approached by representatives of the
chemical industry and offered $500,000 dollars to
stop production. Other pressures are exerted on
stations which transmit programmes that could
damage business interests. For example, pressure
from the USA's National Meat and Livestock Board on
all the PBS stations which transmitted "The

National Nutrition Quiz".

Dramatic Programming

The most substantial piece of research on




health content of drama serials and soap operas
appears to have been done at the Annenberg School
of Communication at the University of Pennsylvania
(29). Their findings suggest that after doctors,
people get most of their health information from
television, and much of that is probably from drama
serials. Even their attitude to the medical
profession may have been influenced by the high
proportion of medical professionals portrayed in

drama, within which 80% of the doctors are male.

A study of all day-time serials broadcast in 1977
found that "sickness and injury is a most important
and pervasive problem" and that nearly half of all
characters are involved in health-related
occurrences. However, despite this apparent focus
on individual well-being, people in dramas are
consistently portrayed as eating, drinking, driving
fast without seat-belts and engaging in a wide
range of sexual activity, without much ill-effect
on their personal health. An analysis of one
week's programmes showed that less than 6% of males

and 2% of females were obese and none of these was

a leading character. They hardly ever need glasses

- even the elderly have a one in four chance of

wearing them.

Particularly interesting is the representation of

food in drama and in TV commercials - up to nine




times per hour in drama and more than a quarter of
all commercials are for food. In both, snacks and
'junk' food are most prevalent, particularly in
children's programmes. Paradoxically, fruit and
vegetables are three times more likely to be found
in commercials than in programmes. Alcohol was
also a heavy presence and between a third and a
half of all dramatic characters are seen to drink,
although only about 1% are portrayed with any kind
of drinking problem. By contrast, smoking is found
found in only 11% of major male and 2% of female

characters.

The overall conclusions drawn by this study are
that heavy television viewers are more likely to be
complacent about their health, to have poor levels
of nutritional knowledge and a high level of
confidence in the medical community. Whether this
is a causal connection was not explored, but in any
case the overall findings suggest "the
cultivation of complacency, coupled with an
unrealistic belief in the 'magic of medicine', is
likely to perpetuate unhealthy life-styles and to
leave both patients and health professionals

vulnerable to disappointment, frustration and

litigation" (29).

Similar findings emerged from a later study on the

representation of alcohol in peak-time viewing,




conducted by a team at the Prevention Research
Centre at the Pacific Institute for Research and
Evaluation, Berkeley (30). 1In addition to carrying
out the research, the team, 1led by Larry Wallack,
drew up strategies for combating the uncritical
portrayal of alcohol on television. These involve
mobilising parents and viewers to make their
concerns known to broadcasters and advertisers and
initiating integrated community education projects.
They have also established contact with a group of
Hollywood film writers, with the aim of providing
an information resource on alcohol and related
problems that could improve the accuracy with which

these are represented in film and television drama

(31).

Educational Programming

The opportunities for transmitting health
programmes as an educational resource are extremely
limited - for all the obvious reasons. However,
where audio-visual materials are produced, either
as transmitted programmes or as video software,
they are extensively used within both formal and
informal education. One of the best examples can
be found in Canada, through the network of
educational stations, of which TV Ontario is the
largest. Television series form part of a multi-
media package, or 'tele-course', aimed mostly at

adults at home. Others are used in colleges, adult
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education centres and schools. The health topics
covered by such projects include child-rearing,
personal fitness and nutrition. Two earlier series
also covered public health policy and the
environmental aspects of health (32). In addition
to the programmes, viewers can send off for
accompanying study packs. They also have a chance
to phone 1in for information and advice on the
particular subjects covered by the weekly studio-
based discussion programme, which features a range
of health, medicine and alternative treatment

topics.

This more structured approach to adul:t learning is
less obvious in the range of health series produced
by some of the PBS stations in the States.
Subjects like nutrition, fitness and exercise are
regularly covered, but they are rarely accompanied
by specially written print material. Where
possible, they make available information leaflets,
produced by local health promotion agencies, and
sometimes offer transcipts of programmes. Like
TVO, however, phone-ins are quite popular -
particularly on local radio - and are attractive to

stations because they generate very low-cost

programming and offer opportunities for interaction

with the community.

Educational programming for children 1is sparse.




The vast bulk of children's programmes, both on
network and cable, is entertainment-based and
heavily reliant on commercial advertising (toys and
junk foods particularly). The exceptions include
the output from Children's Television Workshop, who
are responsible for "Sesame Street" and the

successful science series "3-2-1". The scientific

adviser to "3-2-1" regards nutrition as too

contentious an area to cover in the series,

although health topics are occasionally covered in

both programmes. A new departure for them recently

has been to win a commission to make an anti-
alcohol promotional film, for transmission between

programmes aimed at 8-12 year olds.

Audio-Visual Resources

A fairly extensive range of non-broadcast material
is produced by various agencies for use in schools.

These are usually based on school curricula and

made in collaboration with health educators, again

as part of multi-media packs. Some of the main

producers of such material are the Educational Film

Center in Washington, the Agency for Instructional

Technology and the Education Development Center,

Massachusetts. Much of this material is of high

quality and has been extensively tested and

evaluated. Such material covers the full range of

traditional health education topics, but tends to

be particularly strong on family relationships,
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personal growth and assertiveness, which are well

covered in Britain. The only subject area where
little such material exists is, inevitably, sex
education.

EE RN

In the area of professional education and in-
service training, a huge market has been identified
for the production of distance-learning materials.
Rapid changes in health care policies and practices
need to be taken to large numbers of para-medical
workers, and doctors need to be kept up to date
with medical research and new technology. This
need has generated hours and hours of ‘update’

programming, some transmitted on cable, some on the

hospital satellite system and some on cassette and
disc. The quality of this material is varied:

coverage of conferences and digests of journal

articles are useful and cheap to produce;
interviews and discussions can be good, depending
on the contributors; but some programming, often

sponsored by pharmaceutical companies, amounts to

little more than extended promotions or PR

exercises.

There has also been considerable recent growth in

the production of videos on personal fitness and

occupational health for use in the work-place, much

of it commissioned by large corporations for use

with their own employees. In 1984 the National




Center for Health Education published a guide for small
businesses on health promotion at work, as part of its
"Working Healthy" project. It aims to stimulate closer

links between employers and community health agencies.

The NCHE also publishes the most comprehensive guide to
the best audio-visual and print resources in all fields
of health education, up-dated every three years, with
interim reports on new resources in its regular journal
"Center". The fact that selecting the best resources
(over 2,000) involves screening the tens of thousands
of publications on the market, indicates the wealth of
health-related materials published in the States each
year. As NHCE point out: "Health 1is certainly

selling, but who is profiting?"

Implications for the UK

There are a number of conclusions to be drawn from the
American system, particularly in the light of future
changes in the structure of broadcasting in the UK.
Should the Peacock Committee recommend that the BBC
takes advertising, it would need to compete vigorously
for such revenue. This would start a spiral of moves
towards more and more mass entertainment programming,
and less informative or educative output. At the same
time, the development of new modes of distribution will
help cable and satellite services to get established as

more and more households are brought into the system.
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The public service dimension of BBC, ITV and Channel 4
would be eroded and the differences between the main
services would begin to disappear, since existing
regulation policies would no longer be viable. But
beyond Peacock, the expected trend is to still less
regulation and each step down this path is expected to
lead the UK's broadcasting to become more like that of

the USA today.

Without a dramatic increase in revenue for
making programmes, increasing use will be
made of imported material, particularly
from North America. By the end of this
century, much of the UK's televised
material could resemble closely that of the
USA, with the shortcomings outlined in this

chapter.

while in theory the increasing range of

broadcast media allows greater community

say in content, experience in North America

shows this to be untrue. Broadcasting 1is
profitable and the more powerful economic
interests gain control. Profits are
maintained by keeping large audiences and
this influences the programmes chosen for

broadcast.

Economic interests can influence content by




deciding where to place advertising
expenditure but a more subtle and negative
trend from the health promoters' point of
view is the increase in ‘'product placement’
deals with film makers or sponsorship of
televised events. The present concern in
the UK with tobacco and alcohol industry
sponsored television and the weakness of
the voluntary controls protecting the

viewer is pertinent.

While coalitions have been developing in
other UK sectors, involvement of the media
has yet to occur. Considering the
multitude of ways in which the media can
'support' the new concepts of health
promotion, all avenues for establishing
coalitions with the media should be
explored. Initiatives could come from the
journalists, programme makers and others in

the media and health promoters.

Networking to exchange information and
experiences, and to speed the spread of
information could usefully involve the
media more. Already in the UK there are
good examples of collaboration in both
programme content and publishing or

promoting health information.
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The broadcast media have a strong influence
on public attitudes and agendas. It is
difficult to influence how the media
present health and related issues, but is
appropriate for health promoters and media
workers to set up a coalition with the
specific aim in identifying these issues
and discussing ways of achieving a positive

influence.
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HEALTH PROMOTION

A discussion document
on the concept and principles

Background

In January 1984 a new programme in ‘Health Promotion’ was established
in the - WHO Regional Office for Europe. It is the first programme of this
kind in WHO and its development has had strong support from Member
States. Planning began in 1981 ; since then a number of meetings, bringing
together people from professional and academic disciplines and consumer
groups, have helped to clarify the special approach of such a programme.
This work has been documented by the Regional Office in a number of
working papers and publications listed on page 8.

As part of the continuing process of programme development, a working
group met in July 1984 to discuss ‘Concepts and Principles in Health Pro-
motion’ (see list of participants on page 7). This document is a result of
that working group. It is designed to clarify some of the most important
issues in relation to the development of policy and programmes in health
promotion. It is not intended as a final statement, but as a focus for discus-
sion on which to base the development of health promotion activities in
Europe.

The group is fully aware that the development of priorities and practices
for health promotion depends upon the prevailing economic and cultural
conditions. In each country, region and district, health promotion should
involve the full participation of all people in the development of their
health.




Introduction

At a general level, health promotion has come to represent a unifying con-
cept for those who recognise the need for change in the ways and condi-
tions of living, in order to promote health. Health promotion represents a
mediating strategy between people and their environments, synthesising
personal choice and social responsibility in health to create a healthier
future.

Basic resources for health are income, shelter and food. Improvement in
health requires a secure foundation in these basics, but also: information
and lifeskills; a supportive environment, providing opportunities for mak-
ing healthy choices among goods, services and facilities; and conditions in
the economic, physical, social and cultural environments (the ‘total’ en-
vironment) which enhance health.

The inextricable link between people and their environment constitutes the
basis for a socio-ecological approach to health and this provided the con-
ceptual framework for discussions by the working group. The discussions
were organised around four main themes — principles, subject arcas,
priorities for the development of policies, and dilemmas in health promo-
tion,

This discussion document constitutes the summary report of the Working Group on
Concept and Principles of Health Promotion, Copenhagen, 9-13 July 1984,

Copenhagen, September 1984 [CP 7 HSR 602 (m01)




Principles

Health promotion is the process of enabling people to increase control
over, and to improve, their health. This perspective is derived from a con-
ception of ‘health’ as the extent to which an individual or group is able, on
the one hand, to realise aspirations and satisfy needs; and, on the other
hand, to change or cope with the environment. Health is, therefore, seen as
a resource for everyday life, not the objective of living; it is a positive con-
cept emphasising social and personal resources, as well as physical
capacities.

1.

Health promotion involves the population as a whole in the context of
their everyday life, rather than focusing on people at risk for specific
diseases. It enables people to take control over, and responsibility for,
their health as an important component of everyday life — both as
spontaneous and organized action for health. This requires full and con-
tinuing access to information about health and how it might be sought
for by all the population, using, therefore, all dissemination methods
available.

. Health promotion is directed towards action on the determinanis or

causes of health. Health promotion, therefore, requires a close coopera-
tion of sectors beygnd health services, reflecting the diversity of condi-
tions which influence health. Governmert, at both local and national
levels, has a unique responsibility to act appropriately and in a timely
way to ensure that the ‘total’ environment, which is beyond the control
of individuals and groups, is conducive to health.

. Health promotion combines diverse, but complementary, methods or

approaches, including communication, education, legislation, fiscal
measures, organisational change, community development and spon-
taneous local activities against health hazards.

. Health promotion aims particularly at effective and concrele public par-

ticipation. This focus requires the further development of problem-
defining and decision-making lifeskills both individually and collective-

ly.

. While health promotion is basically an activity in the health and social

fields, and not a medical service, health professionals — particularly in
primary health care — have an important role in nurturing and enabling
health promotion. Health professionals should work towards develop-
ing their special contributions in education and health advocacy.




Subject areas

Health promotion best enhances health through integrated action at dif-
ferent levels on factors influencing health, economic, enivironmental, social
and personal. Given these basic principles an almost unlimited list of issues
for health promotion could be generated: food policy, housing, smoking,
coping skills, social networks. The working group sought to frame the
general subjects for health promotion in the following areas:

1.

The focus of health promotion is access ro heaith : to reduce inequalities
in health and to increase opportunities to improve health. This involves
changing public and corporate policies to make them conducive to
health, and involves reorienting health services to the maintenance and

development of health in the population, regardless of current health
status.

. The improvement of health depends upon the development of an en-

vironment conducive to health, especially in conditions at work and in
the home. Since this environment is dynamic, health promotion involves
monitoring and assessment of the technological, cultural and economic
state and trends.

- Health promotion involves the strengrhening of social networks and

social supports. This is based on the recognition of the importance of
social forces and social relationships as determinants of values and
behaviour relevant to health, and as significant resources for coping
with stress and maintaining health.

. The predominant way of life in society is central to health promotion,

since it fosters personal behaviour patterns that are either beneficial or
detrimental to health. The promotion of lifestyles conducive to health
involves consideration of personal coping strategies and dispositions as
well as beliefs and values relevant to health, all shaped by lifelong ex-
periences and living conditions... Promoting positive health behaviour
and appropriate coping strategies is a key aim in health promotion.

. Information and education provide the informed base for making

choices. They are necessary and core components of health promotion,
which aims at increasing knowledge and disseminating information
related to health. This should include: the public’s perceptions and ex-
periences of health and how it might be sought; knowledge from
epidemiology, social and other sciences on the patterns of health and
disease and factors affecting them; and descriptions of the ‘total’ en-
vironment in which health and health choices are shaped. The mass
media and new information technologies are particularly important.




Priorities for the development
of policies in Health Promotion

Health promotion stands for the collective effort to attain health. Govern-
ments, through public policy, have a special responsibility to ensure basic
conditions for a healthy life and for making the healthier choices the easier
choices. At the same time, supporters of health promotion within govern-
ments need to be aware of the role of spontaneous action for health, i.e.
the role of social movements, self-help and self-care, and the need for con-
tinuous cooperation with the public on all health promotion issues.

1. The concept and meaning of ‘health promotion’ should be clarified at
every level of planning, emphasising a social, economic and ecological,
rather than a purely physical and mental perspective on health. Policy
development in health promotion can then be related and integrated
with policy in other sectors such as work, housing, social services and
primary health care.

. Political commitment to health promotion can be expressed through the
establishment of focal points for health promotion at all levels — local,
regional and national. These would be organisational mechanisms for
intersectoral, coordinated planning in health promotion. They should
provide leadership and accountability so that, when action is agreed,
progress will be secured. Adequate funding and skilled personnel are
essential to allow the development of systematic long-term programmes
in health promotion.

. In the development of health promotion policies, there must be con-
tinuous consultation, dialogue and exchange of ideas between in-
dividuals and groups, both lay and professional. Policy mechanisms
must be established to ensure opportunities for the expression and
development of public interest in health.

When selecting priority areas for policy development a review should be
made of:

indicators of health and their distribution in the population

current knowledge, skills and health practices of the population
current policies in government and other sectors.

Further, an assessment should be made of:

the expected impact on health of different policies and programmes
the economic constraints and benefits

the social and cultural acceptability

the political feasibility of different options.

. Research support is essential for policy development and evaluation 10
provide an understanding of influences on health and their develop-
ment, as well as an assessment of the impact of different initiatives in
health promotion. There is a need to develop mecthodologies for
research and analysis, in particular, to devise more appropriate ap-
proaches to evaluation. The results of research should be disseminated
widely and comparisons made within and between nations.




Dilemmas

Health related public policy will aways be confronted with basic political
and moral dilemmas, as it aims to balance public and personal responsibili-
ty for health. Those involved in health promotion need to be aware of
possible conflicts of interest both at the social and the individual level.

1. There is a possibility with health promotion that health will be viewed as
the ultimate goal incorporating all life. This ideology, sometimes called
healthism, could lead to others prescribing what individuals should do
for themselves and how they should behave, which is contrary to the
principles of health promotion.

. Health promotion programmes may be inappropriately directed at in-
dividuals at the expense of tackling economic and social problems. Ex-
perience has shown that individuals are often considered by policy
makers to be exclusively responsible for their own health. It is often im-
plied that people have the power to completely shape their own lives and
those of their families so as to be free from the avoidable burden of
disease. Thus, when they are ill, they are blamed for this and
discriminated against.

. Resources, including information, may not be accessible to people in
ways which are sensitive to their expectations, beliefs, preferences or
skills. This may increase social inequalities. Information alone is inade-
quate; raising awareness without increasing control or prospects for
change may only succeed in generating anxieties and feelings of
powerlessness.

. There is a danger that health promotion will be appropriated by one
professional group and made a field of specialisation to the exclusion of
other professionals and lay people. To increase control over their own
health the public require a greater sharing of resources by professionals
and government.

Conclusions

The concept of health promotion is positive, dynamic and empowering
which makes it rhetorically useful and politically attractive. By considering
the recommended principles, subject areas, policy priorities and dilemmas
it is hoped that future activities in the health promotion field can be plann-
ed, implemented and evaluated more successfully. Further developmental
work is clearly required and this will be an ongoing task of the WHO
Regional Office for Europe.
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APPENDIX 2

THE BODY, MIND AND CITY MUSEUM

INTRODUCTION

This paper outlines, briefly, the concept of a Body, Mind
and City Museum for the City of Liverpool. It describes a
project of national standing which has a good deal of
support from a wide variety of sources.

It is not within the scope of this paper to specify, at
this stage, the scale of the project as an enabling study
is required to explore this and other issues. It should be
emphasised, however, that this attraction will be unique,
stimulating and of real impact, not only on the City of
Liverpool, but also on the wide audience at which it is
addressed.

The Body, Mind and City museum will attract young people,
adults, Liverpool residents, tourists and overseas
visitors, and is envisaged as an asset of national
importance.

THE HEALTH CONNECTION

Underlying the promotion of good health in its widest sense
is an implicit belief that people have an understanding of
themselves and their potentials. This, when combined with
the WHO (World Health Organisation) 'Health for all 2000’
programme, provides the health connection.

The museum is a leisure, tourist and commercial sector
approach to health and many other factors which contribute
to quality of life. The World Health Organisation, the
Regional Health Authority, the Health Education Council and
many other groups around the world are moving to accept the
value of the type of approach outlined in this proposal.

Evidence of this is given by: the Health Education
Council's offer of £ §,000 towards the cost of an enabling
study, the workshop on health exhibits in museums to be
held in New York in June 1986 (American Association of
Science arid Technology Centres), a WHO conference on health
museums in Dresden in the Autumn of 1986 and the proposed
Health Museum in an old brewery in Gothenburg (Sweden).

There is little doubt that the museum will form a part of
the prestigious WHO Europe 'Healthy Cities' project, of
which Liverpool is one of eight collaborating European
cities. The Museum would receive collaborating centre
status as a focus for learning and education.




Finally, however, it must be stated firmly that the health
connection is only one factor. It is in the end, a
popular, enjoyable and novel experience for visitors from
all over the country. The unique nature of the museum
would almost certainly make it a national attraction.

OBJECTIVES

The main objectives, which relate to the experience to be

gained by the visitor and the Museum's impact on Liverpool,
include:

i) to provide an experience which will encourage visitors
to learn about themselves, their bodies, minds and
sometimes untapped potentials;

to provide an experience which will show how the city
works, what opportunities it provides, or could

provide, and how individuals can develop their talents
and skills in a city;

iii) to provide Liverpool with a national focal point for
health education and quality of life.

THE PHILOSOPHY

The museum takes as a main focus the concept of open

learning. Exhibits will be differentiated to allow a very
w

ide choice of experience and will enable the Museum to
attract:

- Liverpool residents (young people and adults);
- domestic tourists;

- overseas visitors.

Many of the exhibits will be participative and will draw on
the skills and experiences of the user.

The environment of the museum will be designed to give an
impression of colour, movement and excitement. The

efficient movement of large and varied groups of people
through the museum is seen as a critical factor in the
design and operation of the attractions.

THE STRUCTURE

The museum will consist of three themed areas; the mind,
the body and the city. Each area will have the same basic
Btructure; a core ride or rides which give an impression of
the theme, and a series of exhibit areas, some in the form
of passages. The passages will interconnect in logical and
exciting ways with other passages in the same and other
themed areas of the museum (hearing in 'the body'
connecting with creativity in 'the mind' through music).




Each of_the segments will have a demonstration area where
appropriate live events, demonstrations and lectures can
take place.

THE EXPERIENCE

The Body will consist of one 'core ride' surrounded by
Iifteen theme and demonstration areas.

Visitors to the body will take a ride into a cell, the cell
is attacked by a virus - they then travel through the
body's immune system's response, then into the Iymph
system, pumped along veins and arteries to the heart and
lungs and finally, out of the body.

The fifteen associated areas will range in content from
evolution and internal defence, through movement and
respiration to ageing, to health and disease, etc.

Wherever possible, exhibits in these areas will be
participative, they will use either analogies of functions
or test the visitors themselves. Two examples serve to
illustrate this principle; the area on 'movement' will have
displays which will test the visitor's stamina, strength,
flexibility, co-ordination and balance, the area about
speech will use an analogue of the human mouth which allows
the visitor to use bellows to 'blow out' sounds from a
'mouth', the shape of which can be altered, the position of
the torgue woved and the shape of the lips changed.

'Individual' exhibits will be mixed carefully with
'broader' exhibits to enable effective peoPle flows. In
the demonstration area, a wide variety of 'acts' will be
'staged to entertain, inform and involve the visitor.

One main route from the body into 'the mind' will be along
the exhibit devoted to the senses and then into a tactile
maze. Visitors will feel their way in the dark through a
number of chambers of different shape and texture. The
experience gained providing a true link between mind and
body; and insight into the sense of touch, into what it
feels like to be blind and a very strong social and
psychological experience gained through feeling a way
through a maze in the dark with other people.

The Mind area involves an exploration of consciousness,
though and self. There will be three elements to the core
ride through this area.

1 The Mind Machine

The mind as an information processing machine is
demonstrated in various ways. Exhibits will borrow from
the concepts and technology of the new generation of
intelligent computers.




2 The Giant Mind

An enormous semi-realistic brain which actively
demonstrates the functions of different parts of 1its
structure. In and around the 'brain' are a series of
inter-connecting rooms and platforms. Each will have

exhibits that display the activity of that part of the
brain.

3 The Mind's I

This imaginative area poses the questions, Who am I? What
am 1?  Am I different from my body? How do I see I? How
do others see me? There will be an eclectic use of
exhibition methods; actors, automata, mirrors, video
techniques. Examples of these exhibits include: a shadow
box where visitors can leave and view images of their own
bodies, video mixer arrangement so that they can talk
through other people's faces or put their heat on someone
else's body or onto an inanimate object.

These three core rides will have surrounding them a number
of intermediate areas emphasising a wide variety of
complementary themes which could include:

emotions;

creativity and dreams;

problem solving and lateral thinking;
spiritual life;

personal change and development.

The City will be based on the individual and show how it
can cope, or change to cope, with the personal needs of its
citizens. Most of the exhibit areas will lead from 'me' to
how a need can be provided for in a city.

The core rides will consist of two rooms. The first, a
camera obscura, showing a moving panorama of the city of
Liverpool. The second, a cinema with a 3D film of a dream

of a city of the future. The associated city exhibit areas
will include:

sense of space;
sense of place;
kid's place;
woman's place;
man's place;
communities affinity;
reproduction in the city;
work and economy;
communication;
what a city should look and feel




It will also foster local enterprise more a~ctively by
opening its workshop to local groups and entrepreneurs to
use to help them to develop new products and economies,
particularly healthy products (a healthy products market
survey and feasibility study has been agreed in principle
By thc Lirecctor General of the Health Education Council),

POTENTIAL SOURCES OF FUNDS

It will be important to seek funding and support from a
number of sources, including the following:

- the Regional Health Authority;
- Health Education Council;
- Central Government.

Each of these organisations has expressed interest in the
project. In addition, the Museum offers a wide range of
sponsorship opportunity from the following sectors:

- the drug industry;
- the communications industry;
- the food industry.

It is not within the scope of this paper to estimate
revenue from the various commercial elements of the
projects. Revenue, however, would arise from:

- museum entry fee;

svuveull danu catering sales;
- lifestyle shopping;
- Imax entry fee,

The Enabling Study

While the broad concept, scale and likely interest in the
Body, Mind and City Museum have been outlined in this
document, the detailed information required to take the
proposal further has, as yet, to be accumulated.

An enabling study is required, in order to progress this
concept further. It is proposed that such a study is
divided into two phases; first, a market testing phase and,
second, an implementation phase.

Testing the Market

Two critical audiences must be tested in order to gauge the
likelihond of success of the concept:




productive areas;
planning a city;
governing a city;
energy in a city.

There will be a number of areas and activities associated
with the museum, some of these are commercial, some

educational and some to link the museum to the local
community.

The Conference Centre will offer educational facilities for
200 people. Users will include school groups, the public

and academic/professional audiences from this country and
around the world.

The Imax Theatre will be a major attraction, the theatre
uses very high resolution projection onto a large curved
screen, the images are so powerful that it gives the

impression to the audience of actually being at the event
filmed.

Souvenirs and Catering Inside the museum there will be a
cafeteria and two specialist restaurants as well as a
number of rest areas. There will be at least one large
souvenir shop. The accent will be on quality and it will
provide a wide range of souvenirs; books, models, posters,

i~ AL S e
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The Lifestyle Shopping Mall will provide a 'whole' service

and will aid the generation of income. The museum will be
surrounded by shops where people can buy a lifestyle:

a body shop;

restaurants, particularly healthy cuisine restaurants
(Spanish, Mexican, Japanese, Italian etec)

a bookshop/coffee bar;

a sauna and Finnish products shop;

a sports shop and clothes shop;

personal health improvement services;

a pure food (no additive) shop;

a left hander's shop;

city products shop.

LINKS WITH THE CITY

The museum will maintain links with the city in a number of
ways. It will call upon the craftsmanship still to be

found in Liverpool in the production of some of the
exhibits.




ii)

the public survey would identify the level of interest
in the general concept and the reaction to the
specific elements outlined above;

a survey of public health organisations and related
bodies would determine whether potential funding
sources would be made available to the project.

During the second phase, or implementation phase, detailed
exploration of the types of exhibitory and display
techniques would be completed. The implementative phase
would also include:

i)
ii)
iii)
iv)
v)
vi)

fuller descriptions of the visitor experience;
operational management and space needs;
building costs and programme;

market catchment and revenues;

organisation and management;

project implementation.

JH16.5/LPL14







APPENDIX 3

HEALTH PROMOTION IN ENGLAND, WALES AND NORTHERN IRELAND

A STATE OF THE ART

.

I THE CONCEPT OF HEALTH PROMOTION

Health promotion is slowly becoming accepted as the 'umbrella' term for a
diverse process involving a wide range of activities and disciplines - the
social, environmental, political, economic, legal, fiscal and cultural - all
of which have a potential contribution to make towards improving health.
Professionals in a wide range of spheres are now arriving at a consensus that
education, whilst an essential component, is not synonymous with the broad
health promotion process. This growing awareness of the scope of health
promotion is evidenced in the increasing number of multidisciplinary health
promotion teams that now form an integral part of the work of Health
Authorities around the UK.

THE DEVELOPMENT OF PRIORITIES IN HEALTH PROMOTION -~ A BRIEF HISTORY

The promotion of health through education dates back to the nineteenth century
and owes much to the voluntary organisations - especially in the field of
maternal and child welfare. When the National Health Service was established
in 1948, the importance of the educational role in promoting health was
strongly reinforced within the community nursing structure, with the
newly-created Health Visitors devoted at that time solely to the promotion of
maternal and infant health. By the 1960s, increasing post-war affluence had
contributed to improved life expectancy, perinatal, maternal and infant
mortality. But it had also become clear that much current ill-health was
associated with a style of living which was not conducive to good health.

This marked the emergence of a new public health movement, which emphasized
the impact of 'lifestyle' on health. This philosophy was given public
expression with the creation of the Health Education Council and the Scottish
Health Education Unit; in its early years, the HEC's emphasis was on
educational approaches related to school curriculum development, and later to
high-profile, mass-media campaigns on specific topics such as smoking, family
planning, dental health and immunisation. It is often argued that it was this
teducation period' which created a climate sympathetic to the use of
mass-media approaches.

At that stage there were no nationally-agreed priorities for health education.
The HEC's smoking and health programme received - and still receives - top
priority: this was both in line with Government policy and in response to the
successful, high-profile anti-smoking campaign launched by the first report on
Smoking from the Royal College of Physicians in 1962, and followed by the
establishment of the pressure group 'Action on Smoking and Health'. HEC's
early mass-media campaigns, together with fiscal and other measures, have
resulted in an impressive downward trend in cigarette smoking.




The 1974 reorganisation of the NHS saw the intrcduction of two potential
sources of support for health promotion - the Health Education Officer and the
Community Health Council. Their full impact, however, has yet to be
realised: even now not all Districts have a health education service, and the
power of the consumer voiced by the CHCs is still more theoretical than real.
The advancing economic stringencies of the 1970s led Government increasingly
to view health education and the prevention of disease as a means of saving
money . 1976 saw the publication of the first major Government statement on
health promotion in a discussion document entitled 'Prevention and Health:
Everybody's Business', which set out the scope for disease prevention but laid
the responsibility firmly with the individual. Since then it has published a
series of shorter documents on alcohol, occupational health, and diet; none
has offered a comprehensive prescription for action. The Government has
expressed its continuing commitment to shifting the focus from cure to
prevention, but spending on prevention represents only 0.5% of the total NHS
budget, a figure which has remained constant for some ten years. More
recently, the gradually increasing number of Health Promotion Officers have
stimulated increasing awareness amongst both health professionals, community
groups and the public of the scope of promotion, and the way in which
organisations and individuals may contribute.

The World Health Organisation has played an important role in identifying the
shift in emphasis, from primary 'medical' care to primary 'health' care.

Along with the other 32 European member states, Britain has endorsed the
principles enshrined in the WHO's 'Health for All by the Year 2000'. As part
of this initiative, the European Region of WHO has set out a comprehensive
strategy for member states with 38 objectives relating both to direct health
indices and to social and economic targets; implicit in the WHO approach is
the philosophy of reduction of inequalities in health rather than improvement
in health per se. A limited number of Health Authorities have adopted this
approach as central to their own plans. In Britain as a whole, however, there

is little evidence of either a real shift from hospital to primary care, or of
Government commitment to act on the WHO initiative.

The most recent reorganisation (1982) of the NHS aimed at producing a more

streamlined managerial structure; at this early stage there is little

evidence that the newly appointed General Managers are as committed to the
promotion of health as to cost-effectiveness.

The last decade has seen increasing dissatisfaction with a Health Service
which shows little accountability to consumer needs. However, the consumer,
women's health, and self-help movements have all had an impact on existing
practice - particularly within the obstetric and primary care fields. There
is now increasing awareness that training in medical technology is not enough;
in order to promote wellbeing amongst their patients, health professionals
need to be trained in the art of communication.




THE STATE OF THE ART

There is still lively debate as to what constitutes good health, and what
methods should be used to pursue it. The growing diversity of practitioners
in the field, both within and outside the NHS, has led to a similarly diverse
number of approaches adopted. These include:

legislative and fiscal initiatives

high-profile, mass media campaigns and marketing approaches

community-based initiatives
educational initiatives
individual and group counselling
self-help groups

holistic approaches

information and publications.

There is some tension between the proponents of different methods, but all
fall legitimately under the health promotion 'umbrella', and none is mutually
exclusive.

NATIONAL INITIATIVES

while the Government is on record for its commitment to the promotion of
health, it has no clearly stated policy or objectives. This leaves Britain
significantly behind other nations such as the USA, Canada and Scandinavia,
which have well defined goals for health promotion. The HEC does, however,
have established priorities, which are reflected in major programmes on
smoking and health, and coronary heart disease (HEC 1984 Annual Report
provides full details). HEC's total budget reflects some 0.01% of the total
NHS budget.

While other issues - such as women's health, mental health, inequalities in
health, and the health of ethnic minorities - are recognised areas of concern
and have received some attention, they are politically sensitive areas for
action, and often remain unaddressed on the grounds of their
‘unquantifiability'. Increasing public concern over the growing incidence of
AIDS, leading to pressure on Government to act promptly, has resulted in the
allocation of some extra funding.




LOCAL INITIATIVES

Within The Health Service

England and Wales are divided into 14 Regional and 192 District Health
Authorities; the Chair of each Authority is a political appointment, and
there is increasing evidence of central Government intervention in the
appointment of the newly-created General Manager posts. Authorities are
serviced by Community Physicians with a training in epidemiology and public
health; many of these, however, also see themselves in a primarily managerial
role. There is currently tension and uncertainty between the two, and
responsibility for improving the health of the local community is ill defined.
Although both clearly have a role to play, a growing number of Community
Physicians have been dismissed by the new Managers. A number of Regions have
specifically allocated funds for health promotion: the North West now has a
comprehensive health promotion strategy and has an administrator with specific
responsibility for prevention; Stockport has followed suit and now has a
management unit devoted to 'prevention'; Merseyside was the first Region to
appoint a Health Promotion Officer (part funded by the HEC), part of whose
work has been to develop high-profile initiatives including the use of touring

'health promotion' buses, which use the long-term unemployed as health
promotion assistants.

The extent to which health promotion has become an integral part of the work
of primary care doctors and nurses is difficult to assess, although the major
part of community nursing - health visiting, midwifery, district nursing - is
devoted to this area. There is undoubted commitment on the part of the Royal
College of General Practitioners to the promotion of health, and it has
produced a number of reports delineating the opportunity that GPs have for
promoting health in the following areas: family planning, antenatal care,
immunisation, fostering mother-child bonds, discouragement of smoking,
detection and management of raised blood pressure, bereavement counselling;

it has also produced a seminal document on the promotion of mental health -~ an
area often neglected by others in the field, possibly because the problems
which may occur are unlikely to lead to premature death.

There is some evidence that general practice is beginning to recognise its
role in preventive medicine and health promotion. Though it is traditionally
a demand-led service, it serves a registered population, 70% of whom consult

in one year, and 90% in five years. The development of primary care teams
has encouraged the participation of other disciplines, notably Health Visitors
and Practice Nurses, and in some cases social workers and counsellors.

Efforts have focused initially on the provision of preventive medical
services, eg child health, well-woman clinics, and the prevention of arterial
disease. Increasing emphasis is also being placed on using each encounter to
develop individuals' understanding of, and responsibility for, their own
health. The Oxford RHA project, aiming to stimulate GPs to record risk
factors for stroke and arterial disease, is being co-ordinated through the
appointment of a "Nurse Facilitator", and is currently being evaluated.
Questions still remain, however, as to whether it is possible to achieve
population coverage through general practice,

Almost every Health District now has a Health Education Department, many of
which have become the focus for new, multi-disciplinary initiatives in health

promotion. Many have had a real impact on the adoption and implementation of
policies - eg on healthy nutrition — within the NHS.




The Interface Between Health and Education

Traditionally, school health education was very much a peripheral concern
dealing chiefly with hygiene, with perhaps an occasional venture into what was
narrowly defined as "sex education". During the past decade, some aspects of
health education have become a major part of the school curriculum. Health
education for young people - in school, further education, and in the informal
sector -~ is now based on a broad definition of health, ranging from single
topics such as smoking and drugs to much broader concepts of health, such as
personal relationships and 'lifeskills'.

The aims of the Health Education Council's programme for young people include
the following:

to promote and maintain health education as a central
component of the school/further education curriculum;

to stimulate debate concerning the position, scope and
organisation of health education in educational institutions;

to assist teachers to compile programmes based on assessment of
local need, and to provide in-service and pre-service trainirg.

to rromote the use of active, non-didactic, participative
teaching methods.

Large sums of money have been spent on curriculum projects, many thousands of
teachers have attended HEC in-service courses, Her Majesty's Inspectorate
reports separately on health education, and over half of all British secondary
schools have a senior staff member designated as a health education
co~ordinator. There is, however, at times a divergence between the views of
the Department of Health and the Department of Education which has affected
the work of the HEC, particularly in the field of sex education.

Trends in the UK point to the continuation of large-scale unemployment,
especially amongst 16-20 year olds, with more and more young people spending
the latter part of their teen years in the non-statutory and informal sectors
of education, and on Government training schemes.

Outside the Health Service

At national level, there is some recognition of the contribution to health to
be made by Government Departments such as those of Employment, Environment,
and Agriculture. Many Local Authorities, however, now work with Health
Authorities on health promotion, and several have formed their own health
strategy groups. In Sheffield, this has led to the formulation of policies
on food and health which have potential wide-ranging implications for the
health of schoolchildren. Over 150 Local Authorities recently collaborated
with the HEC in the 1984 Great British Fun Run in which teams of runners
linked around 100 health fairs held throughout England, Wales and Scotland.
Local Mayors signed a 'Health Charter' committing themselves to the aims of
the HEC's coronary heart disease prevention programme. The event was also
sponsored by a major bread manufacturer, with bread wrappers carrying both
nutritional information and details of local health events.




One expanding area of activity which is attracting increasing interest is that
of community initiatives. These represent a variety of ideas and approaches,
and include large-scale community-based programmes such as the Welsh Heart
Programme (or the USA Stanford Project), which tend to have a particular topic
focus and to that extent may be seen as 'directive'; and smaller scale local
initiatives which attempt a less directive approach, usually on a 'patch' (eg
& housing estate) or particular client group basis (eg elderly people). This
latter group includes, firstly, the large number (c10,000) of what are termed
community health initiatives, which generally have non-statutory origins and
include many voluntary, community and self-help groups; and, secondly, some
Local Authorities and Health Districts, from the basis of a statutory agency,

are developing specific community development projects which utilise community
work methods for health education.

The HEC's Look After Yourself! workplace project has its roots in classes for
the general public run throughout the country by HEC-trained tutors, most of
whom have an adult education or health background. Classes develop to meet
local need, but focus on a broad lifestyle approach, with emphasis on giving
up smoking, healthy nutrition, regular exercise, and relaxation. The LAY!
network began in certain regions in 1981, and classes have now spread
throughout England, Wales and Northern Ireland, and into the workplace. The
package can be tailored to suit the needs of particular companies, enabling
employers to create and maintain a healthy environment, with obvious benefits
in terms of reduced absenteeism, improved morale and so on; for employees,
LAY! offers a focus on well-being rather than disease, and provides the
opportunity for personal advice on general health status; for health
professionals, the LAY! package offers direct access to specific groups at

risk, together with access via these groups to families, peer groups, and so
on.,

The mass media in Britain regularly carry news, features and information on
health issues. Health educators themselves also publish, print and film
material and commission advertisements. Links between health professionals
and media professionals, however, are historically rather fragmented, but
there is a growing realisation that where there are shared objectives the
advantages of closer cooperation are considerable. Recent years have seen a
steadily increasing number of Jjoint projects on such issues as accident
prevention, smoking, fitness, nutrition, and mental health. These
collaborative projects have taken advantage of the high visibility and
penetration of the media, and have combined back-up programmes, print
materials, telephone referral services, and occasionally self-help groups and
local action. These developments have been helped by growing public interest
in 'health' rather than 'medical issues, and there are now regular health
programmes on all the four national networks (BBC1, BBC2, ITV and Channel 4y,
Local television is not as well established as local radio, but both offer
opportunities for community-based initiatives. The biggest problem that
remains, howcver, is how to contain the potentially damaging impact of the
media representations of alcohol, tobacco, unhealthy foods, and other
'lifestyle' imapes portrayed both in advertisements and in entertainment.




Although difficult to evaluate, the media has undoubtedly had a role to play
in increasing public awareness of health issues. It is clearly a
double-edged sword, and numerous analyses now exist showing that press
coverage of issues such as smoking is sometimes compromised by dependence on
advertising revenue from tobacco companies. Despite this, sensivle coverage
of health has always been part of the responsibility of womer's magazines, and
there are a growing number that give health topics increasing prominence.
Some now refuse advertising for products such a: tobacco, alcohol and even
butter. "Just Seventeen', a new and hipghly successful magazine for teenage
girls, not only has a clear anti-tchacco policy, it has with the HEC recently
produced an entire supplemei.t entitled "Pacesetters' promoting the idea that
non-smoking is the norm through a series of interviews with sports and rock
personalities. The magazine has been incorporated into a teaching pack, and
has beern disseminated to every school in the country.

liie process by which health is covered as a news issue is complex, and not
often determined by the 'worthiness' of the subject. Much of the current
media coverage of AIDS centres not on a disease which kills a growing number
of young people, both homosexual and heterosexual, but on accusations of
immorality or perversion.

Progress in health promotion would undoubtedly not have been so rapid without
strong pressure from voluntary organisations and consumer groups. Alongside
ASH, there are now a growing number of pressure groups such as Action on
Alcohol Abuse, Maternity Alliance, the Coronary Prevention Group and the
Community Health Initiatives Research Unit, all of whom are pressing for more
action in their respective fields. The women's healta movemen*t has forced
health policy makers and the medical profession to provide safer and more
effective contraception, as well as alerting the public to the abuse of
psychotropic drugs.

INDIVIDUAL INITIATIVES

There is growing evidence of a new health consciousness among British people,
but this is both hard to quantify and has been poorly researched. Certainly
opinion polls show the the public considers expenditure on health as top
priority, over education and social services, and way above defence. In the
relatively well-researched field of smoking, a majority of both smokers and
non-smokers would like to see more action to control smoking; indeed,
cigarette consumption itself has shown a steady decline in the last decade
among people from all social classes. Public attitudes and behaviour in
other fields related to health remain to be documented as fully.




THE DILEMMAS

Health Promotion, Disease Prevention and Health Education

Health promotion and disease prevention: are the approaches compatible?

What is the relationship between health education and health promotion?

Whose responsibility?

Objectives and Evaluation

What are the priorities, and who establishes them?

Setting goals: what assumptions do we make?

What are the relative merits of setting shorter- or longer-term objectives?

How do we quantify both health and ill-health?

Public Participation

How can policy makers respond to consumer needs?

Methods
Single-issue programmes or holistic approaches?

What are the pros and cons of methods currently in use at national

» community
and individual levels?

What to community development approaches have to offer?

How can they
complement other health education initiatives?

How can priorities be translated into effective action?

Inequalities in Health

What contribution can health promotion make?

Madeleine Rendall
Bobbie Jacobson

October 1985
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Project Sponsor

Community

Methods/Topics

Recruitment
Inforwation Oissemination

Evaluation

Funding Source

Replication

The Wisdom
Project

American Red
Cross in
Greater New
York with
Queens
Hospital
Center

Low income
multiracial
persons age
60 years and
older who
have had
three
consecutive
HBP readings
or are taking
anti-
hypertensives

One-one comprehensive
health education;
control of HBP;
promote wellness

and independent
living; self-
responsibility

for health

behaviour

Ombudsman program,
referral services,
health appraisal,

risk analysis,
transportation;

weekly medical
screening, follow-

up care; Individual
health education; to
relay information
needed to make decision
about own health needs.
Group Health Education
Program: medical
system utilization;
signs and symptoms of
disease; exercise to
improve infirmities;
nutrition; HBP
(overview, diet,
medication).

Senior recruitment; Advertise
in senior citizen newsletter;
Anncuncements at membership
meetings; brochures,

flyers, announcements sent

to churches, synagogues,
community groups, super-
markets, post offices, etc.

Columbia
University
Teachers

College doing
evaluation via
research design.

Red Cross in
Greater New
York funds from
voluntary
contributions.

Upcoming publications:
Wisdom Project Health
Education Modules. Large-
print, replicable, senior
citizen health education
booklets are being dev-
eloped - will be available
nationally.

Augustana
Seniors
Health
Program

Augustana
Hospital
and Health
Care Center

groups of
adults 60

and over;
health
professionals

Provide information
physical and
emotional self-
care, challenge
attitudes about
aging and medical
consumerism and
teach health-
promoting behaviors

Medication safety,
Coping with common
physical problems;
Exploring issues of
self-image and
assertiveness;
Participating in
health-promoting
activities; relaxation
techniques, massage,
exercise, Nutrition;
Living and stress;
Hypertension; Other
topics upon request.

Publicity flyers to
mailing list and to
senior neighborhood
centers; hospital
bulletin board; media
coverage.

Direct feedback-
written
evaluation
forms;
unsolicited
compents; Uni-
versities use
program for
research data.
At early stage
of evaluation,
utilization of

medication cards.

State of

I1linois,
Augustana
Hospital;
donations.

Large print flyers; Wallet
size medication record
(English, Spanish, Polish);
posters; videotapes, To
Your Good Health, 1980 by
R. Skeist, RN; Contact:

Rob Skeist, RN, Augustana
Hospital, 411 W. Dickens,
Chicago IL.

People Care
for People

Division of
Gerontology
Office of
Urban Affairs
NYU Medical
Center

Friends and
family of
elderly in
the Murray
Hill and
Midtown
comnunities.
Maids in SROs
participated.

To extend the in-
formal support
networks for frail
elderly and create
ongoing support
groups.

Coping and 01d Age;
Health Care,
physical and mental
problems; Service;
Community Service
Benefits; Legal
Rights; Feeling
about caring for
older friends,
relative; Health
Education Classes 6
sessions (exercise,
HBP, nutrition, sex,
attitudes, etc.).

Courses at university
through continuing
education; leaflets,
pamphlets; letters; door
to door visits; meeting
with professional and
paraprofessionals in key
agencies; newspaper cover-
age; attended meetings of
Council on Aging, church
group, senior groups,
nutrition sites. Video

- "What Can You Expect at
Your Age* at senior centers,

nutrition sites, church groups,

self-help groups, med/nursing/

soc. work, schools.

‘\______________________________._______-____.-........-.--------------------------'

Administration
on Aging; fees.




Goals Methods/Topics Recruitment/ Evaluation Funding Source Replication
Information Dissemination

Sponsor

Project Community
Served

Introductory workshops, Research data Administration A Healthy 01d Age: Source-

Wallingford University of Intergene- Improve health and Nutrition, physical
Wellness Washington's rational mix- wellbeing of part- activities, stress presentations and phone collected from  on Aging book for Health Promotion
Project School of from 13-93 icipants through management environ- contacts by project; participants with Older Adults by
Social Work years, 75% education and mental assertiveness, TV, radio and newspaper and comparison Stephanie fFallcreek,
in conjunc- over 60, training. Provide 21-week course. Speakers Bureau. group to assess Haworth Press, N.Y
tion with median age people with tools changes. Contact: Stephanie
Senior 71. to make choices and Fallcreek, Department of
Services structure in which to Social Work, Box 35W, New
and Centers, make change. Mexico State University, Las
Cruces, NM 88003.

Inc.

Add Health to Qur Years

Commurity coordination, Formal Evaluation Administration

AHOY North Community Provide centralization Improve strength,
Carolina leaders of resources available flexibility and workshops, mini-present- being undertaken on Aging. TVA workshop Training Manual by
Division statewide to leaders of groups circulatory-respiratory ations, media coverage, in 1983. Informal grants. North Margot Raynor $4.00, avail-
of Aging from aging for aged. Function endurance through safe presentations at evalyation has Carolina AQA able from: North Carolina
and related as a catalyst and movements. regional, state conferences. been in place to develop Department of Human
fields. training resource. since program's 7 modules and Resources, Division on
inception films. Aging, 708 Hillborough

Street, Raleigh NC 27603-
1691.

through reports,
field visits,

various survey
instruments and
office records.

Self Care Instructor Manual;
Give Yourself A Break. A

Controlled The Adminis-

1) Medical self-care; Advertisments at senior

Medical School.

for independent
living.

services. 13 two-hour
classes.

Quasi-experi-

mental design

used since fall
of 1979. Full
set of results
avajlable
July '82.

Self Care Dartmouth Senior citi- Promote intelligent

for Senior Institute for  zens who self-reliance in acute illnesses, centers; informational research design  tration on

Citizens Better Health  function in- health and social chronic illness, medi- “teas”, brochures hand has been devel-  Aging and DHHS book on leading exercise
Catholic dependently areas; help the cations, emergencies. delivered or placed in oped to measure awarded 3 year breaks for teachers; Self
Medical Center in the elderly to help 2) Personal prevention key stations; personal the impact of grant to Care Planner (participant's
in Manchester, community. themse lves achieve lifestyles; physical letters from primary the program Dartmouth workbook}; The Family
N.H.; South better physical and fitness, nutrition, physician or hospital on seniors’ Medical School Medical Handbook, Sehnert
Shore Hospital mental health, make emotional wellbeing. adminstrator followed functional for development and Eisenberg, Contact:
in Miami; Univ. judicious use of the 3) Appropriate use of by phone call to health status, of SCSC program. Dartmouth Institute for
of Miami health and social health and human promote registration; illness Better Health, Dartmouth
Medical School, service system, and services; available peer recruitment; behavior, Medical School, Hanover,
Dartmouth maintain the capacity resources in community; newspaper, radio, lifestyle and NH 03755.

gaining access to posters. use of services.




Project

Sponsor

Community
Served

Methods/Topics

Growing
Younger

Healthwise
Wellness
Center,
Boise, ldaho

People 60
years or
over.

To enrich the lives
of people 60 and
over.

Four two-hour
workshops: 1) physical
fitness; 2) nutrition;
3) stress management;
4) medical self care.
Each is integrated into
each session.

Ne ighbor -~

hood support for
fitness, nutrition,
relaxation, medical
self-care decisions and
activities is
encouraged by informal
neightbor-

hood groups meeting
outside of workshop
schedule to take walks,
share meals, practice
skills.

Recruftment/
Information Dissemination

Evaluation

Funding Source

Replication

Neighborhood recruitment
approach. Objective: enroll
10% of 60 and over
population; target area
divided into neighborhood
units of 1000-1600 resident
60 plus; 16 individuals
recruited to host in their
home neighborhood infor-
mation parties. Each
neighborhood covered twice
over 1-2 year period.
Demonstration at inform-
ational parties. Public
service announcements in
media.

Test achieve-
ment of
objectives in:
(1} Logistics
(2) Biometrics
(3) Medicare
Costs - being
compiled by
Idaho's
medicare inter-
mediaries,
analysis using
2nd year part-
icipants as
comparison
group for lst
year partici-
pants Quasi-
experimental
design-control
for historical
trends, self
selection bias.

Initial funding
from Centers
for Disease
Control Risk
Reduction
Program. 1982
Funding trans-
ferred to State
of Idaho,
Participants
fees for
materials.

Has been documented for use
in other communities -
replication package
includes: TV spots,
recruitment brochures,
workshop scripts, teaching
aids. Growing Younger
Handbook for participants,
in large print, by Donald
W. Kemper, £. Judith Dennen
James V. Ginffre, $10.00
available from Heathwise,
Box 1989, Boise ID 83701.




Project

Sponsor

Community

Methods/Topics

Recruftment/
Information Dissemination

Evaluation Funding Source

Replication

Healthy
Lifestyles
for Seniors

Meals for
Millions/
Freedom
from Hunger
Foundation

Aim recruit-
ment at 55-75
year group
whose physical
and mental
health can be
improved with
lifestyle
change-must
be motivated
to make
change.

Attitudinal and
behavioral
changes; Build on
strengths of older
people; Enable
older people to
pursue a healthier
old age through
lifestyle
modifications.

4-6 months course:
Nutrition, Exercise,
Stress, Management,
Self-Assessment Skills.
Candidates are screened
via interview (phone or
person) and health
screening by nurse
practitioner. Need
consent from
participant and MD.

Short presentations to
sentor groups; Newspaper
articles; referrals from
past participants and

local health clinics,
Radio and TV, flyers;
posters are less effective.
Brochures sent to announce

training manual availability.

Meals for
Millions/Freedom
from Hunger
Foundation.

Nurse practi-
tioners moni-
toring; Pre-

post inter-
vention data
gathered;
participant

self assess-
ment; pre-post
intervention
questionnaire;
staff assessment
and observation;
biometrics;
knowledge tests.
Measure: know-
ledge, attitude,
behavior, physio-
logical objectives.

Healthy Lifestyles for
Senfors: A program
development manual which
includes lesson plans,
evaluation instruments,
results of program.
Available from: Meals for
Millions/Freedom from
Hunger Foundation, 815
Second Avenue, Suite 501,
New York, NY 10017, $22.50
plus $2.50 shipping and
handling.
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The Travelling Health Fair grew out of an extremely pqpu[ar a_nd suc-
cessful static Health Fair held at the International Festival in Liverpool
in the Summer of 1984.

The Travelling Health Fair is made up of double decker buses that visit
public sites and the places where people work. The buses carry fitness
testing equipment, computer programs about health, and information
displays. They are staffed by Health Promotion Assistants. The aims
of the Travelling Health Fair are:

To raise public awareness to the risks to
health in the modern world, risks that can be
avoided by simple changes in lifestyle.

To provide individuals with personalised in-
formation about their health, and advice
about making improvements in their lifestyle
and fitness.

The Travelling Health Fair is free to the venues visited and to the public
who use it.

Questionnaires from the public visiting the buses show that they enjoy
the experience, and plan to take steps to improve their health.

Each bus has five micro computers offering the individual personalised
information about his or her health. These interactive programs produce
a printout suggesting how health can be improved by making simple
changes in lifestyle. The programs cover healthy eating, exercise and
fitness, handling stress, use of alcohol, and stopping smoking.

Ir_\ the fitness testing individuals are assessed on three important dimen-
sions: stamina, strength, and suppleness. The testing equipment in-
cludes exercise bikes, heart rate meters and grip strength meters. Each
bus has two full sets of equipment. The individual is given a persénaﬁs—

ed fitness evaluation suggesting sports and activities to help improve
fitness.

s S EE R R R R R NN

Fyprad
-

-y

B i

L S



The Travelling Health Fair has already visited
hundreds of locations and welcomed tens of
thousands of visitors. It accompanied the Great
British Fun Run on its entire journey of 2000
miles in the Summer of 1985. The Great British
Fun Run was a major campaign to boost Bri-
tain’s health consciousness. Along the route,
through England, Scotland and Wales, almost a
hundred health fairs gave the general public a
chance to participate in exercise for health. The
Great British Fun Run brought a nation of peo-
ple together in an awareness of exercise, fun
and well-being, and the Travelling Health Fair
played an important part in this, as recorded by
local and national newspapers, radio and TV.
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One of the Travelling Health Fair buses at-
tracted great interest when it visited the 12th >
World Conference on Health Education in

Dublin, Ireland in September 1985. : Dﬁ
ublin, Ireland in September /’]{::j SN )
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“’The idea was completely new and novel to
most people and from the response was ob-
viously greatly appreciated”’

(Employee Relations Manager, chemicals
company)

‘I was not fully in favour of the idea originally.
Not only have | changed my views, but wish
the bus had visited earlier.”’

(Administration Director, stationery company)

Sponsorship has been received from companies such as Marvel, the low fat milk company.

“*Marvel has a direct interest in the promotion of a healthy diet and healthy Iifgstyle. We are
therefore delighted to have had the opportunity to sponsor the Marvel bus, whlch was part of a _
scheme run by the Mersey Regional Health Authority to bring health messages direct to the public.

’Regional press interest generated by the bus tour was considerable, and helped to further
underline Marvel’s low fat, health positioning.”’

Jerry Charter,
Marvel Marketing Manager.
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u fare interested in having the Travelling Health Fair visit your B
ofganisation or locality please contact:

b - Howard Seymour
L Mersey Health Promotion Unit
‘ Wilberforce House (Fourth Floor)
The Strand
Liverpool L2 7RW
ENGLAND

Telephone: (051) 236 0939
We would also be pleased to hear from potential sponsors.
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