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CHAPTER 13 

 

Health promotion 
Elizabeth Parker 
 

Learning objectives 
 
After reading this chapter you should be able to: 
 • define health education and health promotion, and understand their histories and 

place in public health 
 • discuss health promotion actions and strategies, and their applications for practice in 

various settings and populations 
 • identify levels of prevention, and how health promotion works across these levels 
 • discuss different practices in health promotion for health professionals and the ‘new 

health education’. 
 

Introduction 
The “promotion of health” has become everybody’s business, including the marketers 
of ‘healthy’ products/lifestyles and gym memberships; government media campaigns 
such as ‘Go for 2&5®’ (fruit and vegetables); special ‘extra’ benefits for joining a 
private health insurance fund; and workplace ‘wellness’ programs. For consumers, the 
list is endless. Health professionals need to understand the background to this growth in 
promoting ‘health’ and the place health promotion plays in public health. We begin this 
chapter with a discussion of health education; we then trace the evolution of health 
promotion from health education, to the strategies and settings for health promotion, 
and conclude with challenges for health promotion. Case studies, activities and 
reflections on the material are presented. 
 

History of health education 
Health education has had a long history in public health. Education concerning 
prevailing health problems and the methods of preventing and controlling them is the 
first of the eight basic elements of primary health care (WHO 1978). Health education 
is about educating individuals about specific illnesses and disease, so that they can 
make informed decisions about preventing the onset of these conditions, or maintaining 
and restoring health, usually by changing their behaviour. 

Ritchie (1991) described four phases of health education activity and experience in 
Australia. The first stage was education through the provision of health information. 
Health professionals were ‘perceived as being invested with all pertinent knowledge, 
and health practitioners were seen as the prime source responsible for the health of 



individuals’ (Ritchie 1991 p 157). Although great efforts were made by health 
professionals in providing information to patients/clients, information alone was not 
producing the desired effects. In Stage 2 (the early 1970s), health information and 
education programs were delivered through audio-visual channels, such as films, 
leaflets, posters and teaching kits. Ritchie (1991) claimed that even with all these 
additions, health professionals were still ‘talking heads’ and some of the printed 
brochures were in obscure scientific language. In Stage 3, health educators used adult 
education principles. First espoused by Malcolm Knowles (1913–1998), adult education 
principles include empathy, experiential learning, participation and authenticity. He 
coined the term ‘androgogy’ (the study of adult learning) and education was through 
‘guided interaction’ (Boshier 1998). Adults learned by building on their own 
experiences, particularly in groups with other adults. For health professionals, group 
work that used these principles was energetically pursued, with the assumption that 
behaviour change to improve health was a voluntary choice. The premise was that 
receiving the correct information would automatically lead to behaviour change. When 
people did not change, despite the best efforts of health professionals, patients/clients 
tended to be ‘blamed’. This led to the term ‘victim-blaming’ (Ritchie 1991 p 160). 
Stage 4 in health education development in Australia was the combination of improving 
individuals’ knowledge, skills and understanding, but within the context of their social 
and environmental milieu. 

Mass health education campaigns broadened from a focus on educating individuals 
about their health, to health education campaigns aimed at changing the behaviour of 
populations in the 1970s and 1980s. The two earliest of these large community-wide 
programs were the Stanford Three-Community Study in California, and the North 
Karelia Project in Finland. The study in North Karelia (population of 180,000) showed 
that Finnish men had the world’s highest mortality rate from ischaemic heart disease in 
1972. A health education program was started to see whether the main risk factors of 
high blood pressure, high cholesterol and smoking could be reduced in the population 
and whether this would reduce mortality from cardiovascular diseases (Vartianen et al 
2000). 

The Stanford Three-Community Study in California (1972–1975) ‘targeted 
cardiovascular disease (CVD) risk factors through a health promotion program using 
mass media supplemented by individual and group education for high-risk persons in 
one town and mass media alone in a second town; a third town served as a control’ 
(Fortmann & Varady 2000 p 316). This program promoted a reduction in cholesterol 
levels through dietary changes, a reduction in blood pressure with regular blood pressure 
monitoring, an increase in physical activity and a reduction in cigarette smoking, salt 
intake and obesity. The campaigns had limited effects in these trial communities 
(Fortmann & Varady 2000). Health education still has a significant role to play in 
providing health information for patients and communities. This knowledge is about 
how to raise awareness of health issues in the community, assist patients in exploring 
their attitudes and values about health problems and educate policymakers about 
important health issues. Knowledge of effective health education strategies, particularly 
the application of theories of individual behaviour change, is essential for health 
professionals who work with individuals. This understanding takes on a special 



significance as the health profile of the population changes, with the consequent rise in 
chronic diseases. See Chapter 3 to refresh your knowledge. Health education definitely 
has a place for nurses and allied health professionals in the individual counselling of 
patients about self-management; environmental health officers educate restaurant staff 
regarding  safe food handling practices; and physicians educate their patients about 
vaccinations. Patients have the right to know about their care, but as a whole-of-
population approach, health education alone is limited. 
 

The concept of wellness 
Wellness is a term that has evolved through health interests in the United States. 
Unsatisfied with the term ‘health’ and its origins in the ‘absence of disease’, some 
American health professionals claimed this definition of ‘health’ was limited. Health 
education should be about improving ‘wellness’; that is, people’s sense of wellbeing. 
Wellness programs have sprung up in organisations as employee wellness programs. 
They focus not only on keeping employees physically active and healthy, but also on 
the spiritual, emotional and social aspects of health. Navarro et al (2007), in an article 
about new strategic directions for public health, assert that there is a need to examine 
new approaches for health and wellness. They note that ‘fragmentation and 
overemphasis on the physical aspects of health exclude mental health, spirituality and 
complementary and alternative medicine (CAM) as integral parts of wellness’ (Navarro 
et al 2007 p 4), and call for research funding to investigate further these influences on 
community health outcomes. 
 

Evolution and evidence for health promotion 
After the World Health Organization (WHO) Declaration of Alma-Ata in 1978 (WHO 
1978), and its Health for All strategy, the concept of health promotion emerged. Catford 
(2004) argued that ‘health promotion’ was becoming increasingly used by a new wave 
of public health activists who were dissatisfied with the traditional and top-down 
approaches of ‘health education’ and ‘disease prevention’. Health promotion, as a 
public health strategy, was a more radical approach, because it assumed that people’s 
health was determined not only by their own behaviour but by the contexts in which 
they lived and worked. We discussed contexts and the importance of socio-economic 
influences on health in Chapter 6, and how health opportunities were mediated through 
people’s social, emotional and physical environments. To improve health within a 
population, a ‘new public health’ was needed to tackle these socio-environmental 
determinants of health, as research revealed that multiple strategies across many sectors 
– government, non-government and industry – were needed to create and provide health 
opportunities for all. The analysis of promoting and improving population health 
became more sophisticated. 

Catford (2004) claimed that there have been three stages in the development of health 
promotion since the 1970s. The first was ‘tackling preventable diseases and risk 
behaviours’ (e.g. heart disease, cancer, tobacco and nutrition), through education (Catford 
2004 p 3), commonly termed ‘health education’. The Stanford and North Karelia 



programs could be included here. The second stage of health promotion was the 
‘complementary intervention approaches’ (Catford 2004 p 3), with a range of action 
areas, such as the development of healthy public policy, personal skills, supportive 
environments, community action and health services. The third was ‘the value of 
reaching people through the settings and sectors in which they live and meet (e.g. schools, 
cities, health care settings, workplaces)’ (Catford 2004 p 3). This became known as the 
‘settings’ approach for health promotion. Although not specifically identified by Catford 
(2004), there is a fourth dimension for the 2000s that needs to be examined, that is, the 
social determinants of health in an increasingly globalised world. Some of these issues 
include: the migration and movement of people in Europe, since the establishment of the 
European Union; and the pressure on the world’s cities as increasing numbers of people 
move from agrarian-based economies to market-based economies – for example, the 
mass migration to cities in South-East Asia to work in clothing and textiles, and 
technology-based industries. There are increasing disparities in the standard of living 
between developed countries and developing countries; changing weather patterns that 
impact on water supplies, and hence agriculture; and war and the consequent 
displacement of millions of people to refugee camps. All these factors create challenges 
for public health. Therefore, health promoters need the skills to analyse the impact of 
such social determinants on health and to advocate for public health policies that create 
health opportunities for all. 

Regarding the evidence for health promotion and the need to devote resources to the 
prevention agenda to improve the health of the population, Catford (2009 p 1) asserts 
that ‘the tide has turned with mounting evidence of the value and cost-benefit of health 
promotion’. The UK Treasury looked at the economic value of health promotion and 
the rising costs of health care and concluded that there needed to be ‘more investment 
in public health and health promotion...’ (Wanless 2002 p 1). There is increasing evi-
dence of the cost-benefit and value of health promotion where small investments in dis-
ease prevention programs are warranted (Trust for America’s Health 2008). For exam-
ple, ‘an investment of $10 per person per year in proven community-based programs to 
increase physical activity, improve nutrition and prevent smoking and other tobacco use 
could save the country (US) more than $16 billion annually within 5 years’ (Trust for 
America’s Health 2008 p 1). 

In Australia, Vos et al (2010) produced a three-year comprehensive report (ACE Pre-
vention Report) on the cost-benefit of prevention programs, with the guidance of 130 
experts. Over 150 preventive health interventions were evaluated in terms of their cost 
effectiveness and their genuine impact on the health of Australians. Some of the proven 
prevention interventions included a 30% increase in tax on tobacco. The federal gov-
ernment’s increase on tobacco tax was 25% in the May 2010 budget, and a 10% in-
crease in the tax on alcohol was also implemented. The tax on alcohol will eventually 
be based on an equalised volumetric taxation system per litre of alcohol. Currently there 
are different taxes on different types of alcohol (beer, spirits, wine).  
 
ACTIVITY  
 Discuss the following questions with other students and write down your answers. 



 • Why do you think that the early community health education programs, that tried to 
produce behaviour change by educating the public about multiple risk factors for 
cardiovascular disease, were not as successful as planned? 

 • Are there lessons to be learned from Ritchie’s (1991) analysis of health education? 
 • Define ‘wellness’, and comment on whether you believe there is a lot of attention in 

the community for ‘wellness’, and does this include complementary medicines? 
 • Where does ‘wellness’ fit in your understanding of health? 
• Identify two other changes in the increasingly globalised world that will prove a 

challenge for health promotion.  
• Read the section on the National Preventative Health Agency and the case for finan-

cial investments in preventing premature mortality in Australia. Write a short sum-
mary about these investments. 

 

REFLECTION 
Did you consider that it is difficult for people to change their behaviour and that 
education alone may not be enough motivation? As you will learn in this chapter, health 
education is only one aspect of health promotion, and community change requires 
numerous strategies in a variety of settings. If your group thought there were more 
people interested in alternative paths to wellness, what does this mean for the education 
of health professionals or health science students? 
 

Principles of health promotion 
In 1986, the WHO declared a set of principles that underpinned health promotion. 
‘“Health” was the extent to which individuals and groups are able to realise their 
aspirations and satisfy needs and to change or cope with the environment’ (Health 
Promotion International 1986 p 73). The principles underpinning health promotion are: 
 
• Health promotion involves the population as a whole in the context of their everyday 

life, rather than focussing on people at risk for specific diseases. 
• Health promotion is directed towards action on the determinants or causes of health. 
• Health promotion combines diverse, but complementary, methods of approaches, 

including communication, education, legislation, fiscal measures, organisational 
change, community development and spontaneous local activities against health 
hazards. 

• Health promotion aims particularly at effective and concrete public participation. 
• Health professionals, particularly in primary health care, have an important role in 

nurturing and enabling health promotion (WHO 1984 p 20). 
 

The Ottawa Charter for Health Promotion (WHO 1986) articulated a way forward 
for the new public health. While not explicit, it posed the question, ‘What really creates 
health?’ (Kickbusch 2007). The charter used the WHO (1984) health promotion 
principles as a foundation for five action areas. It outlined a decisive platform for health 
promotion action. Significantly, there were specific prerequisites for health. These were 



‘peace, shelter, education, food, income, a stable ecosystem, sustainable resources, 
social justice and equity’ (WHO 1986 p 1). These prerequisites are still the cornerstone 
for health actions. Health was seen as a ‘resource for everyday life, not the object of 
living’ (WHO 1986 p 1). This represents a positive concept of health instead of 
explaining ‘health’ as merely the absence of disease. The definition of health promotion 
was to ‘enable people to take control over their health’. The concept of empowerment 
was implicit in health promotion and described as ‘a process through which people gain 
greater control over decisions and actions affecting their health’ (WHO 1998). ‘Health 
promotion not only encompasses actions directed at strengthening the basic life skills 
and capacities of individuals, but also at influencing underlying social and economic 
conditions and physical environments which impact upon health’ (WHO 1998). The 
role of health professionals in health promotion is to practice ‘with’ people not ‘on’ 
them. 

The Ottawa Charter (1986) became a ‘focal point in the work of the World Health 
Organization (WHO) in advocating a comprehensive approach to public health and 
health promotion practice’ (Fleming & Parker 2007 p 6). It was based on the social 
democratic principles of justice, equity and access. This translates to a public health 
practice that addresses the determinants of ill health in societies. For more detail, see 
the Ottawa Charter (WHO 1986) website. There are five essential actions, outlined in 
Figure 13.1. 
 

INSERT Figure 13.1 The Ottawa Charter emblem for health promotion 
 
 1 Build public policies that support health – Health promotion goes beyond health care 

(e.g. hospitals that treat the sick) and makes health an agenda item for policymakers 
in all areas of governmental and organisational action. The aim must be to make 
healthier choices easier. 

 2 Create supportive environments – Health promotion recognises that at both the 
global and local level, human health is tied to nature and the environment. Societies 
that exploit their environments without attention to ecology reap the effects of that 
exploitation in ill health and social problems. Health promotion must create living 
and working conditions that are safe, stimulating, satisfying and enjoyable. 

 3 Strengthen community action – Health promotion works through effective 
community action. Communities need to have control of their own initiatives and 
activities. Health professionals must learn new ways of working with individuals and 
communities – working for and with, rather than on them. 

 4 Develop personal skills – Health promotion supports personal and social 
development through providing information and education for health and by 
helping people to develop the skills they need to make healthy choices. 

 5 Reorient health services – The responsibility for health promotion in health services 
is shared among individuals, community groups, health professionals, medical care 
workers, bureaucracies and governments (WHO 1986). 

 
Here are some examples of the application of these action areas to contemporary 



health problems: 
 
• Building public policies that support health – Government policies developed to 

make non-smoking an easier choice through banning smoking in workplaces, public 
transport, hospitals and schools. 

• Create supportive environments – Actions to ensure sustainable physical 
environments, for example, not building housing on toxic landfills, or ensuring a safe 
working environment through workplace health programs. 

• Strengthen community action – Health professionals who work with and advocate for 
newly arrived refugee communities to ensure that health services are accessible and 
that interpreters are available. 

• Develop personal skills – Health professionals who educate diabetic patients about 
managing their diabetes. 

• Reorienting health services – Integrating a health promotion orientation within health 
services. This could require staff development and organisational support for such 
change. In some hospitals, individual lifestyle assessments are conducted during the 
patient intake process and when follow-up post-hospital discharge is undertaken.  

 
Since 1986, WHO assemblies focussing on health promotion have been held regularly; 
each of these assemblies explores specific aspects of health promotion to strengthen the 
discipline. For example, in 1988 in Adelaide, healthy public policy was the focus 
(WHO 1988); in 1991, in Sundsvall, Sweden attention was focussed on ‘creating sup-
portive environments for health (WHO 1991); in Jakarta, 1997, the dominant themes 
were partnerships and settings (WHO 1997a). In 2000, the Fifth International Confer-
ence on Health Promotion was held in Mexico City in 2000 (WHO 2000); its theme 
was bridging the equity gap with a focus on the determinants of health. The Bangkok 
Charter for Health Promotion in a Gobalised World stressed the ‘progress towards a 
healthier world requires strong political action, broad participation and sustained advo-
cacy’ (WHO 2005). In Nairobi in 2009, the 7th Global Conference on Health Promotion 
focussed on closing the implementation gap in health and development through health 
promotion (WHO 2009). These conferences and actions are frameworks for propelling 
continued action for advancing health. They continue to embed the principles of health 
promotion as a sustaining and integral part of public health. 
 

Aboriginal and Torres Strait Islander people’s 
concepts of health promotion 
In Chapter 1, you were introduced to the Aboriginal and Torres Strait Islander people’s 
definition of health. For Aboriginal and Torres Strait Islander people, ‘health’ is 
interlinked with families, communities and land. Aboriginal and Torres Strait Islander 
health promotion needs to consider the individual, family and community. Health 
professionals need to understand the dynamics of the cultures of Aboriginal and Torres 
Strait Islander peoples and be culturally competent. Health promotion uses a primary 
health care and a ‘strength-based’ approach to improve health in communities. A 



primary health care approach integrates ‘both an individual and the population’ as its 
hallmark (Couzos & Murray 2003 p xxxi). ‘Primary health care’, according to the 
National Aboriginal Community Controlled Health Organisation (NACCHO), is 
designed as ‘essential, integrated care based upon scientifically sound and socially 
acceptable procedures and technology made accessible to communities (as close as 
possible to where they live) through their full participation, in the spirit of self-reliance 
and self-determination’ (Couzos & Murray 2000 p xxxii). Through the more than 130 
Aboriginal community-controlled health services (ACCHSs) that are managed by 
boards of elected Aboriginal members, integrated care for the community is offered 
through individual treatment and promotion programs, as well as extensive community 
health screening and health promotion programs. The Aboriginal community-controlled 
health organisations exemplify how health services mix successfully the incorporation 
of medical services and health promotion, and thus enact the ‘reorienting health 
services’ action step from the Ottawa Charter. 

Brough et al (2004) argues that health promotion in Aboriginal and Torres Strait 
Islander communities needs to focus on the cultural assets within the communities. In 
other words, the starting point for health promotion should be the ‘strengths’ that exist 
within communities rather than a more traditional approach to health promotion that 
focuses on ‘deficits’ such as people’s unhealthy behaviours. The authors asked over 100 
Aboriginal and Torres Strait Islander people in urban Brisbane to identify the strengths 
in their community, ‘... many were surprised ... as most were used to being asked about 
problems, not strengths’ (Brough et al 2004 p 217). Five key strengths were named: i) 
extended family; ii) commitment to community; iii) neighbourhood networks; iv) 
community organisations; v) community events. These community ‘assets’ laid the 
foundation upon which to strengthen existing community initiatives such as adding 
professional training to a community football team and ‘the provision of a youth 
nutrition program in an Indigenous youth organisation’ (Brough et al 2004 p 219). This 
approach to health promotion clearly links with the Ottawa Charter’s Action Step, 
‘strengthen community action’. 

For a full account of the development and structure of these Aboriginal medical 
services, and for a wide-ranging profile of Aboriginal and Torres Strait Islander 
people’s health, policies and services, see Chapter 15, and the NACCHO website. 
 

ACTIVITY  
 • Apply the five actions steps of the Ottawa Charter (WHO 1986) to reducing road 

accidents in Australia. 
• Write a short paragraph about how the concept of health and health promotion in 

Aboriginal and Torres Strait Islander people’s communities may differ from that of 
non-Indigenous people. 

• If you are a non-Indigenous health professional working in an Aboriginal and Torres 
Strait Islander community, what influence would a ‘strength-based approach’ have 
on your professional practice? 

 



REFLECTION  
In the road accident exercise, you can see how extensive the application of the five 
action steps can be. These action steps have been used extensively to design health 
promotion programs. There are differences in Aboriginal and Torres Strait Islander 
peoples and non-Indigenous concepts of health promotion because of the significance 
of ties to the land and community for Aboriginal and Torres Strait Islander peoples 
and, therefore, a particular focus on local community-based services and building on 
important cultural assets within communities. 
 
One of the principles of health promotion is that the strategies need to be intersectoral 
and engage participants, as the focus of health promotion is to ‘enable all people to 
achieve their fullest potential’ (WHO 1986). The WHO articulated a broad range of 
approaches to health promotion, summarised below. 
 
• Changing public and corporate policies to make them conducive to health, and 

reorienting health services towards the maintenance and development of health in the 
population, regardless of current health status. 

• Developing an environment conducive to health, especially in conditions at work, at 
home and in the community. Since this environment is dynamic, health promotion 
involves the monitoring and assessment of technological, cultural and economic 
influences on health. 

• Health promotion should strengthen social networks and social supports. This 
recognises the importance of social forces and relationships as determinants of 
values and behaviour relevant to health, and as significant resources for coping with 
stress and maintaining health. 

• Promoting healthy lifestyles gives consideration to personal coping strategies and 
dispositions, as well as beliefs and values relevant to health, all shaped by lifelong 
experiences and living conditions. 

• Providing information and education assists people to make informed decisions about 
their health choices. This should consider the public’s perceptions and experiences of 
health; knowledge from epidemiology, social and other sciences; patterns of health 
and disease, and factors affecting them; and descriptions of the ‘total’ environment in 
which health and health choices are shaped. The mass media and new information 
technologies are particularly important (Health Promotion International 1986). 

 
You can see that the main theme of health promotion strategies is improving the 

health of the population as a whole, not solely that of individuals. 
Since 1986, WHO assemblies focussing on health promotion have been held 

regularly. International Conferences have focussed on a variety of significant issues: 
healthy public policy (1988); creating supportive environments for health (1991) 
improving health through partnerships and in a range of different settings (1997a); 
bridging the equity gap (2000); strengthening political action, participation and 
sustained advocacy (2005); and closing the implementation gap in health and 
development (2009). These documents are frameworks for action, which embed the 



principles of health promotion as a sustaining and integral part of public health. 
Nutbeam (2005) provides some commentary on how the Ottawa Charter (1986) would 

appear if written now. ‘Health promotion will certainly involve partnerships with the 
private sector in ways that were inconceivable in 1986’ (Nutbeam 2005 p 2). A range of 
businesses and organisations promote fundraising for breast cancer research through 
selling pink ribbons. Several years ago, such a promotion would have received scant 
attention in the media, and would certainly not have the profile through the private sector 
that it has now. 

If we use ‘supportive environments for health’ to focus on the physical environment, 
much has changed since the Ottawa Charter in 1986. Climate change and 
environmental damage, has primarily been the domain of environmentalists. Now, 
health professionals and environmentalists collaborate because degradation of 
rainforests increases mosquito-borne disease and climate change alters ocean flows, 
with the consequential depletion of fish stocks and, therefore, food resources (See 
Chapter 11 for more on environmental health). 

An analysis of eight reviews of the Ottawa Charter’s (1986) health action areas, 
published between 1999 and 2004, assessed the efficacy and cost-effectiveness of 
health promotion interventions (Jackson et al 2006). Significant lessons are: 
 
• Investment in building healthy public policy is a key strategy – Successful actions 

include ‘investment in government and social policy, creation of legislation and 
regulations and intersectoral and inter-organisational partnerships and collaboration’ 
(Jackson et al 2006 p 76). Road safety legislation is an example. 

• Supportive environments need to be created at all levels – Successful youth health 
promotion programs require psychosocial and emotional supports such as 
counselling, outreach and life skills training, and also joint programs with 
parents/professionals and community leaders (Warren 1999, in Jackson et al 2006). 

• Interventions employing multiple strategies and actions at multiple levels and sectors 
are most effective –Those interventions shown to be effective for ‘reducing tobacco 
use, increasing physical activity, preventing cardiovascular disease and increasing 
food security involved a combination of health promotion strategies occurring at the 
personal, community and structural (policy) levels’ (Jackson et al 2006 p 79). 

 
Successful health promotion actions featured the following elements: 

 
• Intersectoral collaboration and inter-organisational partnerships at all levels – 

Developing alliances and partnerships to pool resources and personnel to work 
collaboratively on priority areas. 

• Community participation and engagement in planning and decision making – A 
health promotion approach engages clients in the design, implementation and 
evaluation of programs. 

• Creating healthy settings, particularly focussing on the settings of schools, 
workplaces and cities and communities/municipalities (councils) – For example, in 
Australia, local councils are influential in designing walking paths and promoting 
shade cloths over swimming pools. 



 

Strategies for health promotion 
Multiple strategies are used in health promotion include: individual counselling and 
group work; development of print and web-based materials; social marketing 
campaigns; advocacy, policy and legislative changes; and the development of 
networks.1  

Social marketing is ‘the application of commercial marketing techniques to the 
achievement of socially desirable goals’ (Egger et al 2005 p 96). Social marketing 
campaigns are used in Australia to raise awareness of specific health issues, 
particularly through television commercials. Slip, Slop, Slap is one of Australia’s 
best-known health slogans. ‘In 2007, the slogan was updated to Slip Slop Slap Seek 
Slide to reflect the importance of seeking shade and sliding on wrap around sunglasses’ 
(Cancer Council Australia website 2011). Other campaigns, such as At any time your 
smoker’s cough...can become smoker-with-lung-cancer’s-cough and Every K over is a 
Killer prompt consumers to reflect on their smoking and driving behaviour. Donovan 
and Henley (2003, in Egger et al 2005) propose that while campaigns can target 
families as ‘consumers’ of junk food, these campaigns should simultaneously be 
targeting the manufacturers of such food to reduce fat and sugar, and broadcasting 
authorities to ban the advertising of such products during children’s television 
programs. So how do social marketing and other strategies make a difference? To 
answer that question, we examine tobacco control. 

The most successful nations at controlling smoking prevalence (indicated by total 
population smoking rates) have rates of between 16 and 20%; these are Sweden, 
Canada, Australia and the US (Chapman 2007). Tobacco control is one of the most 
successful public health efforts in Australia, through the use of integrated ap-
proaches to tobacco reduction. The strategies are broad-based, and through their 
consistent application over 30 years, tobacco smoking within Australia has declined 
(WHO Tobacco Free Initiative website 2011). 
 
INSERT Case Study: Tobacco Control 
 
INSERT Figure 13.2 Smoking rates in Australia, 1985-2007 
 

These achievements in tobacco control are the result of a variety of factors, including 
both health education and health promotion strategies, such as: 
 
• Harm reduction – Australian advocates were among the first to arrange for the tar 

and nicotine content of cigarettes to be tested. 
• Advertising bans – Australia was one of the first democracies to ban all tobacco 

advertising and sponsorship. 
• Pack warnings – We have one of the world’s largest pack warnings, with pioneering 

research that ensures maximum impact on youth. 
• Mass-reach campaigns – Mass community antismoking campaigns were one of the 

first, and were countered forcefully by the tobacco industry. 



• Civil disobedience – Health and community activists ‘graffitied’ tobacco billboards, 
focussing on the harm the tobacco industry was causing. 

• Smokeless tobacco – South Australia banned smokeless tobacco in 1986. This was a 
world first. All states followed. Similarly, South Australia banned small ‘kiddie’ 
packs (less than 20 cigarettes). 

• Tax – Australia has a relatively high tobacco tax, with intense lobbying against this 
by the tobacco industry. 

• Replacement of tobacco sponsorship – Victoria paved the way by establishing the 
Victorian Health Promotion Foundation (VicHealth), which was funded by a tax on 
tobacco. 

• Clean indoor air – Australia has one of the highest rates of smoke-free workplaces 
and environments, such as restaurants, bars and clubs, and all public transport 
(Chapman & Wakefield 2001 pp 275–276). 

 
On 1 February 2011, Nicotine Replacement Therapy (NRT) became available at a sub-
sidised rate for concession cardholders, under the Pharmaceutical Benefit Scheme, and 
similar concessions are available for Aboriginal and Torres Strait Islander populations. 
 
INSERT Case study: Aboriginal and Torres Strait Islander people’s health …  
 
ACTIVITY 
 • Write a short paragraph on the decline in tobacco smoking in Australia, would this 

have been achieved without the identified actions? How could some of these 
strategies be applied more intensively to those in the community who are socio-
economically disadvantaged? For guidance, see Chapter 6. What strategies worked in 
the Mums and Babies Program in Townsville? 

 

REFLECTION  
Did you note that the decline in tobacco smoking has taken many years and concerted 
efforts? Often in health promotion, there are expectations that population health 
change is simple, and can be done quickly. Did you find that the strategies that 
worked in Townsville utilised a unified approach across services?  

 
We extend our discussions on health promotion by seeing how it is linked across 

various levels of prevention. 
 

Levels of prevention in public health and health promotion 
The health promotion paradigm is one of prevention. There are three levels of 
prevention; primary, secondary and tertiary. Primary prevention ‘refers to strategies to 
reduce incidence and prevent occurrence of poor health’ (Oldenburg et al 2004 p 218). 
These include tobacco control measures, such as workplace policies that prevent people 
smoking, banning of cigarette advertising in all media, and implementing legislation or 
public policies that will assist people to make ‘healthy choices’. Strategies such as these 



are sometimes called ‘upstream’ strategies, as they work on creating healthy public 
policy. Secondary prevention aims at detecting and curing the disease before it causes 
symptoms – examples include cervical cancer screening. Tertiary prevention aims at 
minimising the consequences for a patient who already has a disease, such as the 
implementation of cardiac rehabilitation programs for patients with heart disease 
(Couzos & Murray 2003 p xxxv). 

The relationship between primary, secondary and tertiary levels of prevention is well 
illustrated through Figure 13.3. 
 

INSERT Figure 13.3: The relationship between primary, secondary … 
 

Health promotion works across a number of settings and these are introduced to give 
you an idea of the extent of health promotion in action. 
 

Health promotion in practice 
 

Settings for health promotion 
‘A setting refers to a socially and culturally defined geographical and physical area of 
factual social interaction, and a socially and culturally defined set of patterns of 
interaction to be performed while in the setting’ (Wenzel 1997). Health promotion 
strategies can encompass a total population and can be an effective public health 
strategy. For example, one of the action steps in the Ottawa Charter (1986) is 
‘reorienting health services’. Thus, a health service could be the focal point for health 
promotion programs. Similarly, schools are now used extensively for promoting healthy 
messages to children; workplaces are ideal sites for offering employees physical 
activity programs and nutrition advice. And communities, in their various forms, such 
as neighbourhood centres and shopping centres, are places where health information 
and education can be distributed. In addition, it is not uncommon to see blood glucose 
testing booths promoting diabetes prevention, healthy heart information programs and 
other information on specific health issues available at cultural and art centres. 
 

Why a settings approach? 
Health is promoted where people live, work, love and play. A settings approach also 
aligns with a population health approach, rather than merely a focus on individuals. 
Some of the initial thinking about a settings approach stemmed from the work of 
Hancock and Duhl (1988) who began working on the concept of the ‘healthy city’. The 
city was a setting where health opportunities or lack of them occurred. This work was 
extended to include other ‘places’ where opportunities to promote health could be 
exploited (outside the health system or health services). Opportunities are endless for 
inventive health promotion programs, in settings such as sport and recreation facilities, 
service clubs, prisons, shopping malls, and hair salons.  
 



Schools 
The place of schools for health education has been documented in the literature (Maes 
& Lievens 2003, St Leger 2001, WHO 1997b). Kolbe (2005) claimed that schools have 
the potential to do more than any other single agency in society to help young people 
live healthier, longer and more satisfying and productive lives. For children, schools 
play a pivotal role in health education, because of the vast array of health initiatives 
now being implemented in schools. Health messages are increasingly part of the 
curriculum. An emphasis on healthy food has seen tuckshops change their food 
selections, fruit and vegetables are grown in schoolyards and sun protection programs 
are enacted through “no hat, no play” policies. Visiting dental staff promote tooth-
brushing and provide regular check-ups. Positive emotional health programs are 
integrated into teacher training, and anti-bullying policies are common. Sustainable 
environments are encouraged through planting trees, learning to be ‘water wise’ and 
recycling. 

The Health Promoting Schools framework integrates the school health curriculum, 
the school ethos (or philosophy), school health policies and practices, the community in 
which the school resides, and the school environment (physical, social and emotional) 
as components to create health thinking and opportunities. A ‘health promoting school 
(HPS) is a school that is constantly strengthening its capacity as a healthy setting for 
living, learning, and working’ (WHO School and Youth Health website). A HPS 
focuses on: caring for oneself and others; making healthy decisions and taking control 
over life’s circumstances; and creating conditions that are conductive to health (through 
policies, services, and physical/social conditions) (WHO School and Youth Health 
website). Is there evidence that a HPS approach works to promote health of children? 

Lister-Sharp et al (1999) conducted a systematic review of over 111 studies to 
evaluate the effectiveness of HPS programs and health promotion in schools. Their 
analysis showed ‘that school health promotion initiatives can have a positive impact on 
children’s health and behaviour but do not do so consistently’ (Lister-Sharp et al 1999 p 
5). In addition, there can be an impact on the ‘social and physical environment of the 
school in terms of staff development, school lunch provision, exercise programmes and 
social atmosphere’ (Lister-Sharp et al 1999 p 5). Mukoma and Flisher (2004 p 357), in 
their review of evaluations of HPS, suggest that ‘it was possible to integrate health 
promotion in the school curriculum and policies successfully’. 

Despite the complexities of evaluating such a multifaceted approach to school health, 
schools do have the potential to be a vital resource in the community where children’s 
attitudes and values about health can be formed and there are opportunities for 
engagement with health in the classroom and playground. 
 

Communities 
The concept of community in health promotion is interpreted in a number of ways. 
First, our discussion on community health education programs previously focussed 
on ‘community’ as a ‘place’. Second, groups of people who share common bonds, 
such as age and cultural identity, or are linked through a common cause, such as 



protecting the environment, can be a community. Third, communities of people who 
are coping with the same health condition, such as cancer ‘survivors’, represent 
another type of community where health promotion is practised (O’Connor & Parker 
1995). 

Health promotion practice varies in different communities. Community health nurses 
confront an array of health education and promotion opportunities in their work in 
community health centres that are run by state governments or, in the case of the 
Aboriginal and Torres Strait Islander health services, the federal government. Individual 
patient/client education occurs in the home through assisting patients with the self-
management of their chronic disease; and young mothers and babies’ programs provide 
opportunities for education about healthy child development and care. Community 
nutritionists work with physicians in general practice, and other health professionals, 
including exercise physiologists, to plan healthy walking and weight control programs. 
Settings for these types of programs include sporting clubs and schools. For example, in 
schools, nutritionists could work with tuckshop convenors to offer healthy snacks, 
while service clubs can provide a venue for promoting cancer-screening programs (e.g. 
bowel, cervical & breast cancer screening). 

Communities need to identify their own health problems and direct attention to their 
solutions, thereby gaining control over the initiatives and solutions. The health 
professional is a facilitator of actions and solutions, and thus works as an advocate for 
communities. This is in line with the ‘enabling’ approach to health promotion. 
Strengthening community action justified a new direction in community health 
promotion. 

This broadens the role of the community health promotion worker from solely 
providing health education and health information to a practice that is founded on 
encouraging collaborative partnerships with communities in the development, 
implementation and evaluation of programs.   

Community development in health promotion is central to community health 
promotion work. ‘A developmental approach involves working in ways that facilitate 
people and communities developing their strength and confidence while at the same 
time, addressing immediate problems’ (Butler & Cass 1993 p 8), with different 
approaches to community health identified in the literature (Labonte 1989). Figure 13.4 
can assist you to conceptualise your practice. It is impossible for one health professional 
to reduce cardiovascular disease in a community alone or to advocate for changes to the 
placement of traffic lights on congested roads so that older residents in a retirement 
‘village’ may safely cross the road. Recalling that health promotion has, at its roots, the 
fundamental concept of empowerment, and that practice is ‘with’ people not ‘on’ them, 
then the empowerment continuum is helpful in thinking about the strategies to put in 
place to make a difference (see Fig 13.4). In practice, it can be difficult to achieve 
community participation for a number of reasons. This can stem from the lack of clarity 
that health professionals have about the really specific purpose of ‘participation’.  Why 
are you ‘engaging with a community’? To provide feedback on your own agenda? To 
really listen to the ‘community’, and subsequently to be sufficiently flexible to adapt 
your agenda? Or to really adopt a community’s agenda for health action? You should 
always be very clear about your purpose when you invite a community to participate in 



a consultative process, otherwise you are potentially raising unrealistic community 
expectations.  
 

INSERT Figure 13.4: The Empowerment Continuum 
 

Personal care is individual care or an education/information program with 
individuals. This is the ‘care’ that, for example, nurses and allied health professionals 
engage in with patients/clients. Small group development is where the group identifies 
issues of concern that need action. A small group education program could be the 
catalyst for broader discussions about issues that are impacting on health; for example, 
a group of women in a smoking cessation program discuss the lack of day-care facilities 
in their neighbourhood. Through mutual support, the group is strengthened, and 
friendships extended through other networks. Coalition advocacy is about issue 
identification, and joining together with other networks to build strong coalitions to 
bring about change. Political action is about working ‘upstream’ and engaging political 
support for policy change, resource allocation, research funding, networking and 
advocacy. For example, without the grass-roots activism, sound research, advocacy and 
lobbying, the policy changes on smoking, and the subsequent reduction in tobacco-
smoking rates and smoking-related illnesses, would not have occurred. Social 
movement refers to the swell in activity and the changing community consciousness of 
issues. Environmental issues and the concept of sustainability were quite alien terms for 
the majority of Australians 40 years ago – the domain of ‘radicals’! Fast-forward, and 
climate change, destruction of forests and the shortage of water are on now on the 
political agenda. In Australia, social activism, advocacy and research, have brought 
about a change in perspective on these issues. 
 

Workplaces 
Promoting health in the workplace is good for business, because healthy workers are 
productive workers.  

Many workplace health promotion programs complement, and are integrated with, 
the occupational health and safety programs. These programs have traditionally 
focussed on controlling health and safety hazards in the workplace, and work through 
the industrial relations arena. But since legislative change in Australia in the 1980s, 
there has been a ‘duty of care’ imposed on employers to provide a safe and healthy 
working environment for their employees, and to train some employees as occupational 
health and safety representatives (National Health Strategy Unit 1993); this has led to 
an increase in workplace health promotion programs. 

Workplace health promotion programs can include the provision of workplace day 
care centres, healthy food options in the canteen, employee health checks, gymnasiums 
and employee assistance programs (EAP). These EAPs were traditionally designed to 
assist with personal problems, and alcohol and drug use, which may affect safe work 
practices and produce family conflicts. 

Workplaces offer many advantages for health promotion because of access to a wide 



range of employees from various socio-demographic backgrounds. In addition, 
Australians spend approximately one third of their life at work and are encouraged to 
extend their working lives past the traditional retirement age. A comprehensive 
workplace strategy contains four key approaches: having a defined direction and 
purpose through clearly defined policies; building organisational and individual 
efficacy (empowerment); eliminating unnecessary organisational stress; and committing 
to and working towards a healthier organisational culture (Dooner 1990–91). 

Whitehead (2006) claimed that the workplace is an important setting as it is an 
environment that caters for the physical, mental, social and economic wellbeing of its 
employees. Workplace health promotion can have a traditional focus on occupational 
health and safety and the establishment of employee health and medical services, to 
behavioural risk reduction approaches (e.g. blood pressure and cholesterol monitoring, 
and the availability of healthy foods), discounted gym memberships, and the addition of 
‘wellness’ activities such as pilates and massage. Many Australian workplaces provide 
such programs, for example, see the Queensland University of Technology Wellness 
Program (QUT wellness website). 
 

The internet 
The internet is a setting for health promotion. The explosion in growth of social media 
tools, such Facebook, Twitter, blogs, wikis, YouTube, chat rooms, SMS messaging and 
telephone-assisted devices (TAD), expand the repertoire for all health professionals. 
The worldwide upsurge of Twitter and Facebook, in particular, was evident during the 
2011 natural disasters in Australia and the unfolding political crises in the Middle East, 
that is, through Twitter alerts and special Facebook pages. 

The ABS report on Household Use of Information Technology (2008-09) report that 
“72% of Australian households had home internet access and 78% of households had 
access to a computer. Between 1998 to 2008-09, household access to the internet at 
home has more than quadrupled from 16% to 72%, while access to computers has in-
creased from 44% to 78%” (ABS 2009). 

Consumers can converse with each other and with health professionals through these 
media. The latest health information is easily accessible to health consumers via the 
Web. These health information pages, some of dubious quality, ‘represent passive, non-
intrusive attempts at promoting health online’ (McFarlane et al 2005 S60). Health 
consumers are becoming educated about their own illnesses; this can present a 
challenge to health professionals, whose traditional role was to know more than their 
patients. This vast medium also presents new tools for advocacy. There are interactive 
online outreach programs; for example, in Houston, Texas, the Montrose Clinic staff 
conduct online outreach as part of Project CORE (Cyber OutReach Education) in a 
sexually transmitted disease program. The chat room outreach presents discussion topics, 
questions and statistics to chat room participants, and information about services, and 
symptoms of sexually transmitted infections (STIs). Staff use instant messaging to 
accomplish their outreach, and referrals are made to other online resources and to their 
own website (McFarlane et al 2005 S60). The following provides an example of a 
communication technology.  



 
INSERT Case Study: TLC Diabetes Program 
 

Bennett and Glasgow (2009) conducted a major assessment of the potential of the 
internet for public health interventions, with some evidence that on-line ‘quit smoking’ 
support programs are an effective mechanism to recruit and support individuals who 
wish to quit smoking. 

Interactive technologies can be used for advocacy purposes. For example, GetUp! is 
a community-based advocacy organisation that gives Australians opportunities to get 
involved in the political process by sending emails on specific topics of community 
concern to politicians, or raising issues in the media. 
 

INSERT Case Study: Blogging 
 

ACTIVITY  
 • Are there other settings that you can think of for health promotion actions? What 

other interactive technologies can you identify that might be useful for health 
promotion actions? At what level of the empowerment continuum would your health 
promotion practice be situated? Write a sentence describing the three levels of 
prevention. 

 

REFLECTION  
A way of thinking about settings is to think of various groups of the population and 
where they may live, work or play. Sporting clubs are a setting, the streets and parks are 
settings for homeless people, and beaches are also a setting. There is an opportunity to 
think creatively about where your health promotion efforts can be situated. In designing 
interactive technologies, remember to ensure the match between the technology and the 
skill level of the population you’re targeting. You could be working along all aspects of 
the empowerment continuum. 
 

Emerging challenges for health promotion 
In this final section, we present some challenges for health promotion and health 
education for the future. Although, information about being healthy or maintaining 
wellness is more widely available than ever; disparities in health status within the 
Australian population persist, for example, there are still cases of trachoma (eye 
disease) in remote Aboriginal and Torres Strait Islander communities. This health issue 
is virtually unheard of in other developed countries; so one of the challenges of health 
promotion within public health is to maintain a steady focus on addressing the social 
determinants of health (Marmot 2003, Smedley & Syme 2000). Chapter 6 contained an 
introduction to and analysis of the social and emotional determinants of health. 

Another current health promotion challenge is diabetes. McKinlay and Marceau 
(2000) present a succinct overview of diabetes mellitus in the US as a focal point within 



the ‘new public health’. They claim that there are three levels of public health 
intervention used to address the challenge of diabetes. ‘Downstream or curative efforts’ 
consume most the available resources; midstream or primary and secondary prevention 
are about community-based primary prevention programs, such as diet and exercise. 
However, ‘upstream’ or healthy public policies are required if there is to be a change in 
the patterns of diabetes-related mortality and morbidity. Figure 13.5 illustrates points of 
intervention for a new public health approach to diabetes. As a future health 
professional, do you see yourself working in the upstream (healthy public policy), 
midstream (prevention) or downstream (curative) area?  
 
INSERT Figure 13.5: Some possible points of intervention for a new public health … 
 

A third challenge is the changing role for health education. Nutbeam (2005) and Green 
(1999) argue that ‘health education’ has evolved into a new form. We have termed this the 
‘new health education’. Literacy is obviously a common term in education – the ability to 
read, write and comprehend – so what is health literacy and what is its role in contemporary 
health promotion? There are three forms of health literacy. The first is functional literacy, 
which is ‘sufficient basic skills in reading and writing to be able to function effectively in 
everyday situations’ (Nutbeam 2000 p 263). First, patients/clients need to be able to read 
prescriptions and labels, and directions for home health care. Second, there are over 100 
languages spoken in Australia, therefore, English is not the first language of many 
Australians. So, functional literacy enables better access to health services and health 
information. The second type of literacy is communicative/interactive. This is the ability to 
engage in everyday activities, and to apply new information to changing circumstances 
(Nutbeam 2000). This has been part of health education practice for many years. The third, 
critical literacy, presupposes advanced cognitive and social skills, and the ability to analyse 
information to be able to exert control over life events. It is the bedrock for personal and 
community empowerment, as people then have the skills, abilities and confidence to make 
changes to their lives and circumstances. Education and health can work together to further 
health literacies within the community. Internet-based technologies can aid in skills 
development, not only in functional literacies – reading and writing and understanding – 
but also communicative and critical literacies. 
 

Self-management 
Two specific developments in population health have an impact on current and future 
health promotion practice. These are the growth of the ageing population and an 
increase in chronic conditions, such as diabetes, mental health problems, cancer, 
arthritis and chronic heart disease. Health professionals will need to be conversant 
with ‘self-management’ theories and practices in their work with patients. Skills in 
motivational interviewing will be needed (Rollnick et al 2004). The scope of practice 
for most health professionals will evolve and change to meet this changing health 
demographic. Expanded scopes of practice may be required through mixed general 
practices, community health centres, hospitals and the non-government sector, in 
designing programs to keep people in their homes as long as possible, and for educating 



patients/clients about managing their conditions. This self-management can include 
web-based programs, and the use of text messaging and email.  

As you discovered in Chapter 3, a National Primary Health Care Strategy is on the 
Australian government’s agenda to address the not only the growing burden of chronic 
conditions, but also avoidable hospital admissions and the increasingly complex care 
needs in the community. The context for health promotion practice therefore is a dy-
namic one.    
 

ACTIVITY  
 • Define ‘upstream’ and ‘downstream’ strategies, by examining the model proposed by 

McKinlay and Marceau (2000). Why is health literacy important for a changing 
demographic in Australia? With a group of students, write your own definitions of 
self-management. 

 

REFLECTION  
The ‘upstream’ and ‘downstream’ strategies illustrated through the diabetes case study 
can be applied to other health issues, such as mental health. Such schemata provide a 
framework for thinking about how you can plan a number of strategies.  

Did you think about the changing multicultural profile of Australians and how we 
make assumptions about people’s ability to comprehend the health information 
available? With the increasing emphasis being placed on patients to understand and 
manage their own chronic conditions, it is important to understand “self-management”. 
 

A final word 
Health promotion is part of the ‘new public health’. It focuses on ‘enabling’ people to 
take control of their health. Its main focus is on addressing the determinants of health 
through ‘upstream’ policy advocacy and ‘downstream’ personal skills development, 
community empowerment and action; and it works through developing strategic 
partnerships across sectors to create health opportunities for all. 

From its earliest roots in health education to the contemporary comprehensive 
approach across the prevention continuum, health professionals embrace health 
promotion knowledge and skills in order to make a difference to the health of 
individuals, communities and populations. The case studies identified the application of 
a variety of health promotion strategies. The internet increasingly provides a virtual 
reality for innovative health promotion opportunities. Self-management and health 
literacy were presented as contemporary topics for health promotion research and 
evaluation and skilful practice. The Australian government has indicated a commitment 
to a prevention agenda, and health promotion will continue to be an integral and 
significant part of public health. 
 
REVIEW QUESTIONS 
 1 What, if any, are the differences between ‘health education’, ‘wellness’ and ‘health 



promotion’? 
 2 What are the strengths of using a ‘settings’ approach for health promotion? 
 3 Is there a role for health promotion for most health professionals? 
 4 What is meant by the ‘new health education’? 
 5 How do the levels of prevention influence the choice of health promotion strategies 

in developing a health promotion program? 
 
ENDNOTES 
1 For a comprehensive guide to health promotion strategies, see Egger et al (2005). 
 
USEFUL WEBSITES 
Australian Health Promotion Association: www.healthpromotion.org.au 
National Aboriginal Community Controlled Health Organisation: www.naccho.org.au 
Victoria Health Promotion Foundation: www.vichealth.vic.gov.au 
WHO – World Health Organization: www.who.org 
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FIGURE 13.5: Some possible points of intervention for a new public health approach 
to diabetes given the distribution of risk  
(Reprinted from The Lancet, 356, McKinlay & Marceau 2000 US public health and the 
21st century: Diabetes mellitus, pp 757–761 with permission from Elsevier) 
 



Case study: Tobacco control  
In Australia, smoking rates have declined for several decades. The report by the 
Australian Institute of Health and Welfare (2010) demonstrates this steady decline by 
referring to the latest National Drug Strategy Household Survey conducted in 2007 that 
showed that in 2007 approximately 2.9 million Australians – 1 in 6 aged 14 years and 
over smoked daily, and 71.8 per cent of people aged 14 years and over who had 
smoking in the last 12 months reported attempting to reduce or quit their tobacco 
consumption (AIHW 2008). More men smoke daily than women (18% and 15.2% 
respectively), and significantly, more than half of the population had never smoked 
(55.4%). “Different groups in the population were more likely than others to smoke – 
those unemployed (32%); unable to work (33.7%), living in areas with the least 
socioeconomic resources (25.9) and Indigenous Australians (34%)” (AIHW 2010 p 84).  
 
Case study: Aboriginal and Torres Strait Islander people’s health 
promotion 
Aboriginal and Torres Strait Islander peoples health promotion is integrated in a 
primary health care approach, through the Aboriginal community-controlled health 
organisations, of which there are 130 in Australia. The Townsville Aboriginal and 
Islander Health Services’ Mums and Babies Program illustrates ‘developing personal 
skills’, ‘reorienting health services’ and ‘creating supportive environments’ toward their 
goal of improving the health of young mothers and children in Townsville. 
 The Townsville Aboriginal and Islander Health Services established the Mums 
and Babies Program in 2000 – a morning clinic for pregnant women and young 
mothers – with limited staff (two doctors, two health workers, a child-care worker 
and a driver). The service responded to ‘long waiting times and a historically 
unwelcoming hospital environment that had kept many Indigenous women from 
using mainstream health services’ (Panaretto 2007 p 8). In the first month, the 
service saw 40 clients; in 2001 there were 500 clients a month, and now there is a 
purpose-built family-friendly centre with a growing number of clients from outside 
Townsville. There has been a reduction in low-birth-weight babies (<2500 grams, 
Panaretto et al 2007) from 16% to 11.7%; and mean birth weights have increased by 
170 grams; perinatal deaths have fallen from 58 per thousand to 22 per thousand. 
‘We wanted to create an environment where women felt comfortable, treated as 
people and where they could bring children along’ (Panaretto 2007 p 8). Additional 
programs were added; encouraging breastfeeding, nutrition support, increasing 
immunisation rates and monitoring healthy child development. This program 
demonstrates health promotion in action, in a supportive health service where the 
majority of staff are Indigenous. 
 
Case study: TLC Diabetes Program 
The Telephone-Linked-Care (TLC) Diabetes Program is a computer-based, interactive 
telephone system that acts as an educator, monitor and counsellor. Using sophisticated 
speech recognition software, it receives calls from diabetic patients using a regular 
phone, and provides information and feedback to these patients. This telehealth system 



is designed to educate, monitor and coach patients to improve self-care behaviours 
essential to diabetes management. These behaviours include nutrition, physical activity, 
blood glucose testing and using medication as prescribed. The system is being trialled 
in Brisbane (Bird 2005, B Oldenburg, personal communication, 2007). 
 
Case study: Blogging  
The skilful use of on-line communication in health promotion was used in the study by 
Carroll et al (2008) to assess whether there was an association between the physical ac-
tivity of residents from low socio-economic backgrounds who recently moved into a 
mixed urban environment that featured amenities such as walking paths, parks and a 
pool.  

A blog was used to gather information from 16 newly settled female adult residents 
who had little, if any, familiarity with the internet. However, after a short training pe-
riod they became adept not only with technology, but the freedom that a blog as a 
communication tool provides to speak openly about the barriers and enablers to physi-
cal activity in their lives. The blog provided a venue for anonymous postings of re-
sponses to research questions, and the opportunity to view others’ comments; and, for 
the researchers, an opportunity to analyse the collective responses.  
Interactive technologies are transforming the way health professionals deliver health 
education and promotion programs. They provide an exciting repertoire of communica-
tion and engagement tools for education and promotion; and they steer health promo-
tion research and data gathering in new directions. See the blog for more information: 
http://theeffectsofanewurbancontextonhealth.blogspot.com/ 
(Carroll J A, Adkins B, Parker E, et al 2008 My place through my eyes: A social 
constructionist approach to researching the relationships between socioeconomic living 
contexts and physical activity. International Journal of Qualitative Studies on Health 
and Well-being 3(4):204-218) 
 


