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Abstract Health promotion is a relatively new health
science discipline focused on creating health and wellbeing
at individual, group and population levels through health and
health related policies and programs. Addressing inequities
in the health of people via policies and programs that address
the milieu of interrelated cultural, social, economic, and
political determinants of health is at the heart of health
promotion practice, and as such it is a political process. A
critical and salutogenic approach characterises health
promotion best-practice and is well established in the health
promotion literature. However, the realisation of critical and
salutogenic practice can be challenging for practitioners in
an environment where biomedical and behavioural health
paradigms dominate. Health promotion practitioners need to
partner with and learn from other disciplines that have or
share similar challenges. “Health promotion is everybody’s
business” is a catch cry in the field and conversations with
others with similar ideals, values and principles about how to
work together in the pursuit of health for all are needed.
Keywords Health Promotion, Salutogenic, Holistic,
Ecological Science, Health Paradigms

Introduction
Health promotion is a critical applied science focused on
creating health by addressing complex health issues and
inequities at individual, community and population levels
(Cottrell, Girvan, & McKenzie, 2012; Lundy, 2010; Norman,
2009). Current complex health issues globally and locally
include an ageing population, increased population density,
under and over nutrition, rapid urbanisation, political
violence, environmental change, economic policy, new and
re-emerging infectious diseases, and chronic diseases (Baum,
2008; McMichael & Butler, 2007; Mittelmark, 2007). These
health issues, along with increasing health disparities within
and between countries, are major challenges (Baum, 2008;
Labonte, Schrecker & Sen Gupta, 2005; Lundy, 2010) that
require rigorous, systematic, and interdisciplinary responses.
As a formal discipline, health promotion is relatively new

within the broader health sector and able to contribute to
addressing such issues (Baum, 2008; Baum, Van Eyk, &
Hurley, 2006; McMichael & Butler, 2007; Mittelmark, 2007;
World Health Organisation, 1986, 1997). The theoretical
knowledge base for health promotion derives from a range of
disciplines including biological, behavioural, health,
education, psychology, sociology, economic, environmental,
and political sciences (Cottrell et al., 2012; Eriksson &
Lindstrom, 2008; Tremblay & Richard, 2011). The basic
concepts of health promotion are not new and there is
evidence throughout human history of efforts to understand,
create, protect, and promote the health and wellbeing of
people (Baum, 2008; Cottrell et al., 2012; Tountas, 2009).
Well established health promotion concepts include a
commitment to social justice and equity, holistic and
ecological conceptions of health, addressing the complexity
of individual level and environmental determinants of health,
the empowerment and participation of people (International
Union for Health Promotion and Education, 2007; Porter,
2006; Tremblay & Richard, 2011), a salutogenic approach
(Antonovsky, 1996; Robison, 2004; Robison & Carrier,
2004) and evidence-based practice (Hulme-Chambers &
Walker, 2012; Lin & Fawkes, 2007; McQueen, 2001;
Nutbeam, 1996, 1999; Raphael, 2000; Rychetnik & Wise,
2004). These concepts align with concepts of other critical
science disciplines. However, there is some criticism within
the health promotion field that health promotion still needs to
establish its theoretical foundations to achieve its purported
goals and aspirations (Antonovsky, 1996; Buchanan, 2006;
Eriksson & Lindstrom, 2008; Lowe, 2002; Lundy, 2010;
Raphael, 2000; Tremblay & Richard, 2011). Authors of this
paper posit that to strengthen the discipline’s theoretical
foundations, greater attention to the realisation of the
underlying critical and strength-based concepts, or values
and principles (Gregg & O'Hara, 2007a) of global strategic
health promotion policies and charters is necessary. They
also assert the need to learn from other disciplines that have
chartered similar waters, for example, critical social science.

Contemporary health promotion
The universally accepted definition of health promotion as
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defined by the World Health Organisation (1986) states that
health promotion is:
…the process of enabling people to increase control over,
and to improve, their health. To reach a state of complete
physical, mental and social wellbeing, an individual or
group must be able to identify and realise aspirations, to
satisfy needs, and to change or cope with the
environment. Health is therefore, seen as a resource for
everyday life, not the objective of living. Health is a
positive concept emphasising social and personal
resources, as well as physical capacities. Therefore,
health promotion is not just the responsibility of the
health sector, but goes beyond healthy lifestyles to
wellbeing (p. 1).
Health promotion is a political and social change process
with the core business of working with people across the life
span to address the complex multiple determinants of health
that impact on their lives (Allegrante, 2006; Buchanan, 2006;
Eriksson & Lindstrom, 2008; Frankish, Moulton, Rootman,
Cole, & Gray, 2006; Moloughney, 2006; Moodie & Hulme,
2004; Norman, 2009). Combinations of educational, political,
economic, and organisational actions are used to facilitate
sustainable change in the behavioural, social, cultural,
economic, political, and physical environmental
determinants of health (Allegrante, Barry, Auld, Lamarre, &
Taub, 2009; Cottrell et al., 2012; McMichael & Butler, 2007).
Such changes increase the control people have over
decisions about their health and wellbeing so that they can
improve their health, and create supportive environments for
people to live, work and play (Green & Kreuter, 2005; World
Health Organisation, 1986). Health promotion action can
occur at individual, group, community or population levels,
and is provided by a broad range of organisations within and
outside the health sector, in multiple settings, and with
diverse groups (Cottrell et al., 2012; Eriksson & Lindstrom,
2008; Jirojwong & Liamputtong, 2009; Lin & Fawkes, 2007;
Moodie & Hulme, 2004).
Health promotion practice
There are a range of health promotion theories, models,
and frameworks to guide practice, which commonly includes
the four interrelated phases of needs assessment, planning,
implementation, and evaluation.
Needs assessment
involves identifying the health needs of communities and
determining priority health issues. Planning involves
developing responses to priority issues by analysing issue
determinants, developing goals and objectives, designing
strategies and activities, assessing and sourcing resources,
and developing evaluation plans. Implementation involves
the actioning of change strategies and activities, and
evaluating the processes involved in this action. Evaluation
involves collecting and analysing qualitative and/or
quantitative data to assess the short-term impact and
long-term outcomes of a project (Green & Kreuter, 2005;
Hawe, Degeling, & Hall, 1990; New South Wales
Department of Health, 1994).
Each health promotion phase in itself is a discrete process
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but phases are not mutually exclusive. Practitioners are
generally simultaneously involved in activity relevant to all
phases, with more or less emphasis on different phases
pending the stage of the project. The health promotion
process also needs to be theory- and evidence-based,
consider the social, cultural, and political contexts of those
for whom programs are designed to benefit, be carried out
with communities, and address issues of sustainability
(Green & Kreuter, 2005; McMichael & Butler, 2007; New
South Wales Department of Health, 1994; Swerissen &
Crisp, 2004).
Health promotion approaches
Health promotion approaches evident in contemporary
health promotion practice include traditional and modern
approaches (Gregg & O'Hara, 2007a). Traditional health
promotion is most common and refers to health promotion
approaches underpinned by biomedical and behavioural
health discourse and science. A biomedical health discourse
is defined by medicine, and is concerned with improvements
in physiological and psychological disease states via medical
intervention and management. A behavioural health
discourse is concerned with bringing about changes in
people’s risk taking behaviours, primarily through education
strategies (Baum, 2008; Gregg & O'Hara, 2007b; Robison &
Carrier, 2004).
The term ‘modern health promotion’ was initially coined
by the WHO in 2006 to refer to the foundation concepts and
principles established at the first global health promotion
conference in Ottawa in 1986, and the resulting seminal
health promotion document, the Ottawa Charter for Health
Promotion (World Health Organisation, 2006). Modern
health promotion reflects holistic and ecological health
discourses and is concerned with addressing inequities, and
developing a healthy functional ecosystem, which supports
the health of people via changes in the full range of
individual and environmental determinates of health (Gregg
& O'Hara, 2007b; Robison, 2004; Robison & Carrier, 2004).
A holistic definition of health ensures a focus on the physical,
social, mental, and spiritual dimensions of health and
wellbeing. An ecological definition of health acknowledges
the multiple complex determinants of health and wellbeing,
which requires a broad focus on people, their behaviours,
their environments, and the connections between these
factors (Baum, 2008; Robison & Carrier, 2004). A
salutogenic focus places emphasis on factors that create and
support health and wellbeing rather than disease prevention
and behavioural risk factors (Antonovsky, 1996; Eriksson &
Lindstrom, 2008; Gregg & O'Hara, 2007b; Lindstrom &
Eriksson, 2006).
Health paradigms that reflect the scope of health
discourses that have evolved since the 17th Century include
the biomedical health paradigm, the behavioural health
paradigm, and the holistic, ecological, salutogenic health
paradigm (Baum, 2008; Moulton, Frankish, Rootman, Cole,
& Gray, 2006; Robison & Carrier, 2004). These paradigms
differ in the way health is defined, the health issues and
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priorities addressed, the strategies implemented to improve
or create health, and the criteria used to determine the
success of strategies (Baum, 2008; Robison & Carrier, 2004).
Whilst traditional and modern health promotion approaches
can be complementary, a modern health promotion approach
is underpinned by critical and strengths-based concepts, and
is necessary to address the complexity of health issues
(Antonovsky, 1996; Baum, 2008; Gregg & O'Hara, 2007b,
2007b; Robison & Carrier, 2004).

Critical and Strengths-based Concepts
in Modern Health Promotion
Health Inequity and Social Justice
Health inequity refers to the disparity in the health status
of people within and between populations due to the unequal
distribution of resources necessary for health (Baum, 2008;
Bryant, 2010; Hulme-Chambers & Walker, 2012; Tones &
Tilford, 2001). Groups of people are either advantaged or
disadvantaged by policies and practices based on
characteristics such as income, gender, race, sexual
orientation, body size or shape, and mental and physical
ability. Social justice lies at the heart of health promotion and
is about fairness for all and ensuring the equitable
distribution of social, economic and political resources, and
opportunities to address inequities to improve health
individually or collectively (Bryant, 2010; Hulme-Chambers
& Walker, 2012).
There is substantial evidence that disparities between
people are increasing. Countries where resources such as
income, housing and health care are more equitably
distributed have better population health status than those
where resources are inequitably distributed (Baum, 2008;
Bryant, 2010). Bryant (2010) suggests that social and
economic policies reflect the political ideologies of
jurisdictions, and in countries where neo-liberalism is
dominant, such as the US, Canada, UK and Australia, there is
less investment in public social policy and greater health
inequities. European nations that have rejected
neo-liberalism and adopted public social policies to address
determinants of health such as education, income, and
housing experience greater health equity within their
populations. Labonte et al. (2005) propose that economic
globalisation has been a major contributor to inequities in
health between countries, whereby wealthier countries are
increasingly able to exploit poorer countries in the trade
arena, which in turn has major implications for the
distribution of resources for health.
Political ideology and the subsequent role of government
and public policy therefore are critical in addressing
inequities both within and between countries. Health
promotion has a key role to advocate for and progress public
policy that contributes to addressing health inequities (Baum,
2008; International Union for Health Promotion and
Education, 2007). Health promotion also needs to prioritise

working with communities that are most marginalised,
vulnerable and disadvantaged, often referred to as ‘hard to
reach’. In practice however it is evident that much health
promotion is not based on considerations of equity, rather a
tendency to work with groups that are more visible or whole
populations, or the less vulnerable and more accessible
populations, often referred to as the ‘worried well’ (Baum,
2008).
Salutogenesis
Antonovsky first proposed the need for a salutogenic
approach to health promotion in the 1990s (Antonovsky,
1996). The central tenet of salutogenic theory is a focus on
the creation of health and understanding what causes health,
rather than what causes disease (Antonovsky, 1996; Eriksson
& Lindstrom, 2008; Lindstrom & Eriksson, 2006).
Antonovsky identified two core concepts of salutogenesis as
being fundamental to people being able to contend with life’s
challenges and experience quality of life outcomes
(Lindstrom & Eriksson, 2006). The first is General
Resistance Resources (GRR) which are a range of
psychosocial, biological and material factors, for example,
money, knowledge, social relationships, self-esteem, culture
and healthy behaviours that support people to perceive their
lives in tangible and coherent ways (Lindstrom & Eriksson,
2006). GRRs provide the basis for a Sense of Coherence
(SOC), the second core concept, which refers to the ability of
people on individual and collective levels to use GRRs to
successfully comprehend and manage the complexities of
life in meaningful ways (Antonovsky, 1996; Eriksson &
Lindstrom, 2008; Lindstrom & Eriksson, 2006). Antonovsky
(1996) and others (Eriksson & Lindstrom, 2008; Lindstrom
& Eriksson, 2006) supportive of salutogenic theory propose
salutogenesis to be synergistic with modern health
promotion and therefore an appropriate approach for health
promotion research and practice.
The emphasis on creating health, as distinct from
preventing disease, is a consistent theme in the health
promotion literature (Tones & Tilford, 2001). For example, a
salutogenic approach includes focusing on perceived health
and happiness, purpose in life, spiritual connections, social
support, a healthy ecosystem, physical resilience, optimism
and hope, and the ability to experience emotions, in addition
to addressing risk factors for poor health such as poverty,
unemployment, disparity, powerlessness, isolation and
discrimination.
However, there is still significant
investment in health promotion that is focused on limiting
physical ill-health and/or that uses coercive or
non-participatory processes (Baum, 2005). Salutogenic
theory does not dismiss the importance of risk factors for
disease, and acknowledges that diseases and their associated
risk factors need to be addressed. However, modern health
promotion needs to not only incorporate but go beyond
disease frameworks to more fully understand and create
health (Antonovsky, 1996; Lindstrom & Eriksson, 2006).
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A Holistic and Ecological Paradigm
Understanding health holistically and ecologically is not a
new concept and is commonplace for many Indigenous and
eastern cultures. In western culture where objectivist science
dominates, health is understood more commonly in
biomedical terms, with emphasis on the physical dimensions
of health in isolation from other dimensions of health. The
limitations of such an approach, and the benefits of
understanding health and wellbeing ecologically and
holistically are well documented in the health promotion
literature (Baum, 2008; Johnson & Paton, 2008; Keleher,
MacDougall & Murphy, 2007; Robison, 2004).
A myriad of health promotion activists and authors have
been progressing discourse and action for a more holistic and
ecological approach to health for some decades (Butler, 2001;
Kickbusch, 1997; Lowe, 2002; Robison & Carrier, 2004; St
Ledger, 2003). St Ledger (2003) broadly refers to this
orientation as the incorporation of ecological perspectives
into health constructs, necessary to address the complexity of
the determinants of health issues of the day. Review of these
perspectives highlights consistencies in terms of the
interdependencies and relationships between the social,
economic, and physical environments and human health on
individual, community and population levels. Also
highlighted are the complexities associated with broader
more holistic, ecological approaches to improving health.
Ecological science provides greater insight into
understanding such complexities (Robison & Carrier, 2004)
and draws on systems theory, which is concerned with how
the component parts of a system interact and influence one
another to affect the whole (Paton, Sengupta, & Hassan,
2005; Robison & Carrier, 2004; Ureda & Yates, 2005;
VanLeeuwen, Waltner-Toews, Abernathy, & Smit, 1999).
The two key concepts of systems theory are holism and
complexity, which provide the lens to view problem
situations in relation to the whole system whereby changes in
one part of a system affect other parts of the system, with
attention to the complexity of interactions and relationships
(Barton, Emery, Flood, Selsky, & Wolstenholme, 2004; Ife
& Tesoriero, 2006). Ecological science recognises that
people exist in multiple ecosystems, from the individual
level, to the family group, community and population level.
It also acknowledges the interdependency of the components
of the system, that all parts within the whole system affect
each other, and that the whole is greater than the sum of the
parts. For example, ecosystems theory can be used to
understand the interactions between elements of the natural
environment, such as air and water with plants, animals and
humans. Using ecological science, it becomes apparent that
health is determined by the interactions between people and
their social, cultural, economic, political, natural and built
environments, at individual, group, community and
population levels (Cole, Eyles, Gibson, & Ross, 1999; Green,
Richard, & Potvin, 1995; Nielsen, 2001; Robison & Carrier,
2004; Stokols, 1992; VanLeeuwen et al., 1999). The
participation of all stakeholders and multiple disciplines to
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address complex issues is also recognised in ecological
science (Green et al., 1995; Nielsen, 2001). This calls for
health promotion strategies that enable people to participate
in decision-making processes about their own health and
wellbeing.
Empowerment
Empowerment is described and discussed in the health
promotion literature as both a process and an outcome, as
well as occurring at individual, group, community and
population levels (Baum, 2008; Ife & Tesoriero, 2006;
Moulton et al., 2006). Regardless of whether the focus of
empowerment is at individual or collective levels, at the
heart of empowerment as a process or outcome is the concept
of power (Baum, 2008; Ife & Tesoriero, 2006; Raeburn &
Rootman, 1998; Staples, 1990). Baum (2008) and McArdle
(1999) emphasise the importance of understanding the
notion of power at a theoretical level in designing,
implementing and evaluating change strategies focused on
improving the health and wellbeing of people, with
emphasise on the risk associated with not considering power
in terms of reinforcing and contributing to greater
disempowerment.
Empowerment models and theories of power that have
informed modern health promotion practice are drawn from
the social sciences, and are concerned with the giving,
redistribution, taking or acquiring of power to or by
individuals or groups (Ife & Tesoriero, 2006; Staples, 1990).
As an outcome, empowerment is a reduction of the number
of people that are powerless and an increase in the power of
those that are disadvantaged (Baum, 2008; Ife & Tesoriero,
2006). It is widely acknowledged that individual level
empowerment or self-empowerment is a pre-determinant or
foundation for empowerment at the community level (Baum,
2008; McArdle, 1999; Tones & Tilford, 2001). Baum (2008)
suggests that power, and where it lies within a community, is
an indicator of whose interests are being served in a health
promotion initiative, for example, lay community,
government and non-government organisations, political
interests.
In practice therefore, priority consideration needs to be on
ensuring non-maleficence and maximum benefit of health
promotion action. That is, there must be critical
consideration of the potential benefits and harms of an
initiative with priority to “do no harm”. This includes
considering who may be harmed by change processes and in
what way, taking steps to minimise or avoid harm, and
communicating risks involved in a truthful and open manner
rather than assuming that health promotion will result in
positive health outcomes. Also important is the need to
respect the personal autonomy of people to make decisions
for themselves, irrespective of whether as practitioners we
agree with the appropriateness of those decisions (Baum,
2008; Robison & Carrier, 2004; Sindall, 2002; Tountas,
2009).
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Participation
Like empowerment, participation can be understood as a
process and an outcome, and occurring at different levels.
Baum (2008) suggests that at an individual level,
participation works as a process of personal empowerment.
At a program level, the participation of stakeholders ensures
the relevance and therefore effectiveness of health promotion
initiatives. Participation as an outcome is concerned with the
achievement of empowerment and self-determination by
those who are the least powerful and most often the poorest
(Baum, 2008; McArdle, 1999; Walt & Rifkin, 1990).
In a health promotion context, Walt and Rifkin (1990)
describe participation as a mechanism for actively engaging
local people or the intended beneficiaries of health
promotion programs in decision-making processes about
their health and wellbeing (Walt & Rifkin, 1990).
Decision-making is a key element through which
participation is realised. Discourse pertaining to participation
consistently highlights the need for meaningful participation
of all stakeholders in health promotion programs; a precursor
for people to contribute to decision-making processes about
that which is important to them (Baum, 2008; Ife, 2000;
Labonte, 1996; McArdle, 1999; Raeburn & Rootman, 1998).
A range of authors (Baum, 2008; Ife & Tesoriero, 2006;
Labonte, 1996; McArdle, 1999; O'Connor-Fleming & Parker,
2007; Raeburn & Rootman, 1998) advocate that meaningful
participation by people in decision-making requires a grass
roots approach, and that it is only through such processes that
people feel empowered to partake in shaping their own
health and wellbeing. In health promotion, community-based
programs and the ecological health promotion approach
place most emphasis on the need to ensure the active
participation of all stakeholders (Judd, Frankish, & Moulton,
2001; Labonte, 1996; Raeburn & Rootman, 1998).
Baum (2008) posits that increased focus on the
participation of people in a range of political and social
movements over the past four decades is paralleled in the
health field. Even so, there has been much criticism about
how meaningful the participation of people in
decision-making in planning for the health and wellbeing of
their local communities has been. The perceived dissonance
between participation rhetoric and reality is largely related to
differentials in power amongst stakeholders in an initiative,
which might include communities, non-government and
government organisations, political agendas and
practitioners (Ife, 2000; McArdle, 1999).
In principle, the idea of mobilising participation that best
serves the interests of the community, with emphasis on
those who are most marginalised and poorest, appears
relatively straightforward. In practice however, this task is
fraught with challenges (Baum, 2008; Botes & Renesburg,
2000). In order to facilitate an empowering participation
process that addresses the real needs of the community, it is
critical that health promotion practitioners have an
understanding about such challenges and the form of
participation that they are working with, and as a result that

they employ strategies that maximise opportunities for
meaningful participation.
A primary barrier to facilitating genuine participation is
the dominance of the biomedical and behavioural health
paradigms over the ecological and holistic health paradigm
(Antonovsky, 1996; Baum, 2008; Robison & Carrier, 2004).
Another barrier derives from health promotion being a
political process (Baum, 2008; Ife, 2000; Raeburn &
Rootman, 1998) that requires a shift in internal and external
power structures to impact the health and wellbeing of
communities. If not facilitated with care, health promotion
processes can result in the reinforcement of existing power
structures and further marginalisation of those with the least
power (Ife, 2000; McArdle, 1999).
Baum (2008) proposes a four stage continuum for
participation, which is a useful framework for practitioners
to identify the form of participation that is being facilitated.
The first form of participation in the continuum is
‘consultation as a means’, which involves organisations
outside the community asking for community opinions about
predetermined policies and plans. The second form is
‘participation, participation’, which involves organisations
outside the community using participation to achieve a
predefined outcome. The third form is ‘substantive
participation’, where participation is initiated and lead by
outsiders, but local people are engaged in determining
priorities and implementation. The fourth form, ‘structural
participation’, involves the community controlling the
development process, even if it was initiated from outside the
community. The benefit of practitioners being able to
identify the form of participation that is being facilitated or
possible enables them to be more transparent about their
practice. It also reduces the possibility of creating harm by
not raising unrealistic expectations or contributing either
unconsciously or consciously to any social, cultural or
political systems that further marginalise the least
empowered (Baum, 2008).
Evidence-based practice
Evidence-based practice refers to the use of good quality,
appropriate and credible information to make decisions
about health promotion priorities, programs, and policies
that have sustainable outcomes (Hulme-Chambers & Walker,
2012; Nutbeam, 1996; Raphael, 2000; Rychetnik & Wise,
2004). For example, epidemiological research assists in
identifying priority health issues and their causes (Baum,
2008; Fanany, 2012), and evaluation research assists in
assessing the effectiveness and efficiency of health
promotion action (Tones & Tilford, 2001). The evidence for
health promotion is growing, and draws on many other fields
and methods, including research methods to undertake
research and evaluation. Health promotion practitioners and
researchers are required to base their work on evidence, and
contribute to developing the evidence-base through the
evaluation of programs and policies (International Union for
Health Promotion and Education, 2007; McQueen, 2001;
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Nutbeam, 1996; Rowling & Jeffreys, 2006; Rychetnik &
Wise, 2004).
Rychetnik and Wise (2004) assert that there has been
considerable progress in producing evidence for use in health
promotion research and practice via the conduct and
availability of systematic reviews, such as those carried out
by the Cochrane Collaboration. They also suggest that there
is considerable evidence related to the aetiology and
magnitude of health issues, as well as health inequities, and
growing evidence on the effectiveness of programs focused
on affecting the behavioural risk factors for ill health.
However there is much less evidence on the effectiveness of
programs to address the broader determinants of health and
how best to reduce inequities (Rychetnik & Wise, 2004).
Lin and Fawkes (2007) suggest that the evidence-base on
the effectiveness of programs is somewhat limited due to
minimal investment in the evaluation element of health
promotion practice and research, and the inadequacy of
information systems to link health related data to health
promotion programs (Lin & Fawkes, 2007). McQueen (2000)
emphasises challenges associated with producing evidence
that reflects the complexities of health, as well as the
multi-disciplinary nature of health promotion (McQueen,
2000). Nutbeam (1999) and McQueen (2001) both advocate
for strengthening the evidence-base for health promotion,
with particular attention to broadening the scope of
evaluation approaches and methods beyond those
appropriate for biomedical and behavioural type
interventions, to those appropriate for community-based
health promotion approaches, and addressing the
complexities of health. Tones and Tilford (2001) caution that
health promotion is a young discipline, therefore, ‘… it is
premature to be too prescriptive about what should or should
not constitute health promotion evaluation’ (p.188). They
advocate for the use of a combination of research designs,
and qualitative and quantitative methods relevant to the
complexity and nature of the issues being addressed (Tones
& Tilford, 2001).

amenable to improvement through policies for social and
physical infrastructure that create health (Antonovsky, 1996;
McMichael & Butler, 2007) . The ongoing positioning of
health promotion within the dominant disease prevention
framework, as distinct from focusing on factors that create
health, has in part contributed to these health challenges
(Antonovsky, 1996; Eriksson & Lindstrom, 2008; Hauge &
Einar-Hem, 2011).
Health promotion has a key role in contributing to
reducing inequities within and between populations by
addressing the interrelated complexities of individual and
environmental health determinants (Baum, 2008; Bryant,
2010; Hulme-Chambers & Walker, 2012; Tones & Tilford,
2001). This requires practitioners to understand health
holistically and ecologically, and to develop sustainable
programs and policies that are evidence-based (Hulme
Chambers & Walker, 2012; Nutbeam, 1996; Raphael, 2000;
Rychetnik & Wise, 2004), salutogenic (Antonovsky, 1996;
Eriksson & Lindstrom, 2008; Lindstrom & Eriksson, 2006),
and inclusive of key concepts such as empowerment (Baum,
2008; Ife & Tesoriero, 2006; Itzhaky & York, 2002; Moulton
et al., 2006; Raeburn & Rootman, 1998; Staples, 1990) and
participation (Baum, 2008; Ife, 2000; Labonte, 1996;
McArdle, 1999; Raeburn & Rootman, 1998). However this
critical and strengths orientation continues to be difficult to
achieve, due to the dominance of biomedical and
behavioural approaches to health. It is essential therefore,
that health promotion practitioners partner with and learn
from other disciplines that share similar challenges. “Health
promotion is everybody’s business” is a catch cry in the field
and we need conversations with others with similar ideals,
values and principles about how we work together in the
pursuit of health for all.

Conclusion

Allegrante, J., Barry, M., Auld, E., Lamarre, M.-C., & Taub, A.
(2009). Toward international collaboration on credentialing in
health promotion and health education: The Galway Consensus
Conference. Health Education Behaviour, 36(3), 427-438.

Reflection on the progress of health promotion since the
Ottawa Charter (World Health Organisation, 1986) by
leading public health and health promotion scholars has
highlighted key health challenges for the discipline if it is to
achieve its goals and aspirations. The first challenge is the
widening of the gap between the rich and the poor both
within and between countries, and decreases in life
expectancy in some parts of the world, which indicates that
health promotion action has not been effective in
contributing to addressing the economic and social
determinants of health (Antonovsky, 1996; Baum, 2008;
Catford, 2004; Lin & Fawkes, 2007; McMichael & Butler,
2007). The second challenge is the broadening scope of
health issues such as chronic and infectious diseases, injury
and environmental threats, which in theory are largely
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