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“About Keeping Up to Date

Each issue of Keeping Up to Date tells you about current
research, evidence and thought on an important issue for your

work in health promotion.

Keeping Up to Date reviews academic literature. It references
some key articles, especially those that you can get download
from the world wide web. If you have difficulty accessing any
of the references, please contact us and we can point you in

the right direction.

Each issue is peer reviewed. The Health Promotion Forum’s
Academic Reference Group is the editorial advisory

committee for Keeping Up to Date.”

From the Hauora Editor

You have two editions, 25" and 26™, of Keeping
Up To Date for this quarter as we did not publish
the April edition. We are thankful to Kate Morgaine
and Andrew Moore for writing for both editions.

We always welcome your feedback. We need to
know how we can continue to improve our service.
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Ethics: What matters in
health promotion

Ethics involves thinking through and acting on what matters.
Ethical analysis, sometimes called ‘normative analysis’, aims
to work these things out systematically, by identifying
values, principles, and good reasons for thinking and acting
in one way rather than another. This sort of analysis is
often best done with others, through discussion, debate
and joint planning. We hope our article will help health
promoters with their own ethical analysis, planning, and
action.

This Keeping Up to Date focuses on ‘internal ethics’ in health
promotion — on the ethical thinking that is already present
in the leading statements of health promotion itself, or in
models for public health in general that can also be put to
work for health promotion. The next Keeping Up to Date
will focus on the ‘external ethics’ of health promotion — on
linkages to others who can help health promoters to
achieve things that matter, and on some ways to respond
to the external critics who say that health promotion gets
it wrong about what matters or about how best to act on
it or about both these things.

When working out what matters and how best to act on
this, it is often best to start by thinking through our own
individual or shared values or ideals or principles. This
internal ethics approach has been advocated in some other
settings, including for medical professional ethics[1], and
for policy on health research ethics[2]. The internal aspects
of ethics can equip us then to engage well with more
external sources of ethical ideas and challenges. If we take
a good look at our internal ethics, we know where we
stand. We can enter into partnerships more fully and better
defend our position from criticism. This can also highlight
gaps and tensions, or at least things that we still need to
work through further. Some things of this sort are explored
below.

Many people in health promotion struggle to spell out the
shared basic values or principles of health promotion. Two
key documents that can help with this are te Tiriti o
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Waitangi (the Treaty of Waitangi) and the Ottawa Charter.
The next few paragraphs discuss these. Points from both
sources are also distilled for health promoters in the ‘Nga
Tikanga Manaaki-Values and Ethics’ section of Nga
Kaiakatanga Hauora mo Aotearoa: Health Promotion
Competencies for Aotearoa-New Zealand[3].

Health promotion pays attention to ethical process values

such as participation and partnership, as well as ethical
content or outcome values such as health improvement
and inequality reduction.

In the Ottawa Charter for Health Promotion, the World Health
Organisation states that health promotion: “is the process
of enabling people to increase control over, and to improve,
their health”[4]. This suggests several key features of health
promotion ethics. One of these is the firm statement that
health improvement matters. Surprisingly, this key point
gets little follow-up in the rest of the Ottawa Charter; for
instance, it does not appear in its statement of core health
promotion values. A second key thing is that people’s control
over their own health matters, both for its own sake and for
its contribution to health improvement. Third, ‘health’ is to
be understood broadly, encompassing physical, mental,
social, and spiritual aspects of life. Strangely, this core
statement of health promotion’s purpose does not make
explicit reference to reduction of health inequalities, or to
working in particular with those who are least advantaged.

Overall, the Ottawa Charter tells us that according to health
promotion, what matters is that we control our own lives
and that we improve our health through this. Health
promotion addresses this purpose in a strikingly ambitious
way. It aims to enable whole populations, and not only
individuals or families here or there, to increase our control
over our health and to improve it.

Further significant points emerge from the Ottawa Charter
statements of core values and strategies. It outlines the
core values of health promotion as: social justice, equity,
participation, partnership, and control over one’s health.
It also outlines the key practical strategies for realising these
core values as: building healthy public policy, creating
supportive environments, strengthening community action,
developing personal skills, and re-orienting health services.
In health promotion planning and practice, connections
between the core values and the strategies to achieve health
improvement should be made explicit.

How would the internal ethics of health promotion have us
act on these things that matter? One key point comes at
the start of the Ottawa Charter’s definition: health
promotion aims to enable people to improve their own
control and health; it does not aim to do things to people or
for people. External critics of health promotion often forget
this — but that is a story for the next Keeping Up To Date.
Secondly, its population focus tends to move health
promotion to work with whole communities in their
environments, rather than with people one-by-one. For
example, health promotion tends to target the environment
that still allows Tobacco to push its product to shoppers at
‘eye level and buy level’, much more than on trying to educate
actual and potential smokers individual-by-individual.
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Health Promotion Core Values:

* Health is a positive concept embracing a whole-of-
life approach. Attention is given to the physical,
mental, social and spiritual aspects of an individual’s
health, as well as connectedness to family, community
and environment.

Social justice includes ensuring that burdens and
benefits are shared fairly, and redressing past wrongs.

Equity is a matter of identifying important inequalities
amongst groups, and working to reduce these
through attention to their underlying causes.

Participation is a matter of ensuring that communities
and populations are engaged in any health promotion
initiative or programme, and includes enabling
community members to increase their control over
their own health. Ideally, this is a matter of equal
partnership.

Health promotion focuses on communities and
populations to achieve an environment that supports
people to increase control over their health.

Putting the core values of health promotion into the specific
Aotearoa-New Zealand context is best done by aligning
the Ottawa Charter with te Tiriti o Waitangi. In its Articles,
te Tiriti values kawanatanga (good governance), tino
rangatiratanga (self-determination), and oritetanga (equity).
The Treaty ‘principles’, developed mainly through Crown
or government processes, value participation, partnership,
and protection. There are clear affinities of value between
te Tiriti Articles and principles, and the documents that
have established health promotion on a firm international
footing. Furthermore, since te Tiriti is almost 150 years
older than the Ottawa Charter, the groundwork for health
promotion has been laid down in Aotearoa - New Zealand
for along time. Its age, and the fact that its signatories had
many large purposes in mind, also means that te Tiriti is
best approached as a living guide. TUHANZ offers an
approach to health promotion practice which explicitly
addresses the articles of te Tiriti.

There is space, too, for ongoing dialogue about te Tiriti
and health promotion. For example, many Maori think
and act beyond the essentially defensive value ‘protection’
that is expressed in the Treaty principles, to seek the health
improvement and inequality reduction that rests on
oritetanga in te Tiriti Articles and can be found in the leading
international statements.

Te Tiriti is a key resource for health promotion’s ethical
engagement with Maori. There is also valuable and thought-
provoking further detail in Nga Kaiakatanga Hauora mo
Aotearoa: Health Promotion Competencies for Aotearoa-New
Zealand[3]. For example, the first statement of its ‘Nga
Tikanga Manaaki — Values and Ethics’ section on ethical
health promotion practice is to “recognise Maori as tangata
whenua”. This is not the place, and we are not the authors,
to explore in full what tangata whenua implies but

continued on page 4



Table 1: Kass’s Ethics Framework adapted for Health Promotion

Health Ethical Questions to Some considerations
Promotion ask during planning
Programme and implementation
Planning
Establish a Who will benefit and Be clear about who benefits and who carries the risk matters.
clear goal. who will carry the risk of | Core health promotion values, including social justice and
achieving this goal? equity, help to determine the fairness of the goal. Other core
Is it fair (equitable)? values, including participation and partnership, are crucial to
the fairness of the processes, from establishing the goal in the
first place right through to evaluating the programme and sharing
benefits with other communities.
Developing Does the programme Before acting we should examine our assumptions about what
programme work? What are the will work and why we think it will work. Many health promotion

strategies and
implementation

benefits?

What are our
assumptions about how
it will work?

What evidence do we
have?

programmes operate with an unspoken assumption that if
people just know about something they will change their
behaviour. Knowing whether a programme will produce a
benefit, how it will do so, and what kind and level of evidence
is needed to justify these ideas, is ethically important. Health
promotion should do innovative things, but the community has
to be fully involved in developing, implementing and evaluating
the innovation. In general, innovation should also be small-scale
until there is some evidence, however that is judged, of benefit
that outweighs the harm. Then innovation can be shared, with
justified confidence, for the benefit of other communities.

What are the known or
potential harms of the
programme?

How can the harms be
minimised?

Is it reducing
inequalities?

This can be a difficult question to think through, especially if we
are convinced, by feelings or evidence, that our goal is worthy
and the benefits are great.

An example might be childhood obesity. One risk from many
programmes being developed is that we stigmatise children who
are overweight. Those children could become ostracised and
bullied at school, with further implications for poor self-esteem,
depression, or suicide.

Some programmes risk excluding sections of the population,
either intentionally or unintentionally. A programme built on the
value of equity is likely to focus on a particular section of the
population. Ethically, it is important to think through and justify
any programme focus, even if such focus is unintentional and
emerges only at the stage of programme implementation or
community engagement.

The health promotion values of participation and partnership
imply practice that works alongside communities to assess the
potential benefits and risks. These values also imply a
community share of the decision making in programme
development and implementation.

Another ethical consideration is whether the programme is being
implemented fairly. Assuming the programme works, there is
an argument that any demonstrated benefits should be shared
with the entire community or population. The values of social
justice and equity also imply that inequalities should be
addressed.

Do the expected
benefits justify the
identified harms or
risks?

This requires us to consider the values of health promotion and
the consequences of particular actions or programmes before
coming to a decision. Are we reducing inequalities? Is there
health improvement? If the answer to the question is ‘no’, then
we should step back from the programme. Alternatively, a ‘yes’
answer indicates that we should instead proceed.
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note that Maori have had this status since before te Tiriti,
and have this standing independently of te Tiriti. Also
relevant to health promotion is the fact that, for some
Maori, tangata whenua status is itself partly a matter of
ethics - an ongoing process of working out what is involved
in ‘living by Maori values’[5].

This Keeping Up to Date has so far been at the ‘big picture’
level. Yet the point of ethics is to inform practice. So how
to make ethical values integral to health promotion planning
and thereby practice? Nancy Kass has proposed an ethical
analysis framework for public health programmes that may
help with this. In Table I, below, we aim to translate Kass’s
model into the setting of health promotion programmes
and projects. Table | states the ethical questions that Kass
asks, and puts some commentary about health promotion
practice alongside these questions. How we judge the
answers to those questions depends on our core values.

Kass comments: “Engaging in the steps of an ethics analysis
makes us meticulous in our reasoning, requiring us to
advocate interventions on the basis of facts and not merely
beliefs. Further, an ethics analysis holds us to high standards,
not only for scientific method, but also for how respectfully
we communicate with and involve constituent
communities. The involvement of communities will help
identify the public health threats divergent groups face and
will create, if not partnerships, at least — one can hope — a
reasonable amount of trust.”[6]

Good health promoters work with communities in their
environments to enable them to increase control over and
improve their own health. Each of us has to work out
what values we, individually and as a workforce, hold to
be critical to both the process and outcome of our practice.
We then have a process for undertaking an ethical analysis
of each programme we are involved in, thus strengthening
our work, and a clear place to stand to address the
challenges to our practice.

This Keeping Up To Date has aimed to offer a resource for
health promotion’s already healthy ethical thought and
practice.
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What Matters: External Challenges to
Ethical Practice in Health Promotion

The previous Keeping Up to Date (‘Ethics: what matters in
health promotion) focussed on our own ‘internal’ ethical
values and thinking. This Keeping Up to Date considers
more ‘external’ ethical considerations, especially linkages
that are needed to others if the ambitious goals of health
promotion are to be met, and some ways for health
promoters to respond to other external challenges and
critiques of their work.

External challenges can be made to health promotion’s
understanding of what matters, to the values or strategies
through which it acts on this understanding, or to both
these things. The paragraphs that follow work one-by-
one through challenges that health promotion:

I. isincapable of achieving in practice what it says matters
in principle

2.  hasno evidence that its activities actually do contribute
to the things that it says matter

3. imposes its values on others

fails to recognise or pursue values that it should (e.g.
freedom or autonomy)

5. recognises and pursues values that it should not (e.g.
its own understanding of social justice)

6. is incapable of resolving tensions amongst its values

|. Health promotion has a demanding understanding of
what matters — enabling whole populations to increase
control over and to improve their own health. Yet the
health promotion work force is small, even if all health
promoters who work outside the health sector (eg., in
local government and non-government organisations) are
included, and even if community workers who might not
even count themselves as health promoters are included
too. The structure of professional qualifications and
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professional development for health promotion is also
modest. Where health promotion posts are established
in larger organisations, they are often not the positions
of authority. Given these things, critics might say that
health promotion is simply incapable of delivering in
practice on its ambitious account of what matters in
principle.

There are some points worth accepting in the above
critique. For example, it is a general principle of ethics
that we ought to do a certain thing only if we can do that
thing. In a slogan: ‘ought’ implies ‘can’. This makes it
important for health promoters to understand and work
creatively in and on the legal, organisational, and
contractual context of their activities; the state of their
key relationships; the availability of resources, including
evidence, budget, and workforce; and the realistic limits
of their direct influence on the social and other factors
that determine communities’ health.

But even granted the above, health promoters should
insist that populations can be enabled to increase control
over and to improve their own health. Itis also a general
principle in both ethics [I, 2] and common sense that
setting high standards can actually enable greater
achievement than would be inspired by more pessimistic
or ‘realistic’ expectations. The role that health promotion
sets itself is an enabling one, and both actually and
potentially, it has many powerful collaborators and
partners in its strategies of creating supporting
environments and building healthy public policy. Here
are some examples [3]:

(a) District Health Boards are now well established in
the health landscape, and there is still a lot of potential
to foster health gain through them, and perhaps
especially through their planning and funding activities;

(b) local government is still developing the potential for
collaborative links with health that is implicit in its
statutory powers to pursue the ‘well-being’ of its
communities; and

(c) Primary Health Organisations are still developing, and
there remains substantial potential for this process to
involve better take-up of health promotion goals and
strategies.

Health promotion, especially in partnership with other
public health activities, can link further with other
powerful movements of ideas and practices, including
the international human rights movement [4, 5, 6], and
the business sector [7].
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2. Turn now to the claim that there is no evidence that

health promotion activities actually contribute to health
gain or to increase in communities’ control over their
own health. Recent Keeping Up to Date articles have
examined issues of evidence for health promotion
practice [8, 9], so only brief comment will be added here.
It is always possible that a health promotion initiative has
no benefit and does not reduce inequalities; or even
causes harm and/or increases inequalities. Even initiatives
that seem obviously beneficial can turn out, on careful
research, to be unhelpful or even harmful. Good
intentions, positive feelings, and high hopes are
consequently not enough. It is an ethical requirement
for health promotion practice to draw on all available
evidence as to benefit, risk, and who bears each of these.
Where evidence is not available or is weak, it is also clearly
preferable to implement health promotion initiatives
cautiously: with smaller communities first, and with full
community involvement in evaluating the initiative, as well
as in the more obvious development and implementation
stages. This cautious approach also adds to the evidence
base of health promotion, and thereby potentially also
to health improvement and inequality reduction across
much larger communities. Health promoters who do
not themselves have the skills or other resources to do
high quality evaluation may need to collaborate with
others who do have these things.

3. Consider the accusation that health promotion imposes

its values on communities. Well, health promotion does
claim to have some insight into health and into what
promotes it. Otherwise, why should communities work
with health promoters at all? But the key response is
that health promotion is a fundamentally enabling activity,
and consequently values participation and communities’
control over their own health. One leading contributor
to health promotion ethics goes further still, arguing that
the goal of health promotion is be “a stimulus for dialogue
about the role of good health habits in living the kind of
life that community members find most valuable” [10].
These accounts of good health promotion practice are
deeply at odds with any imposition of values on
communities.

4. Perhaps the most commonly stated challenge to health

promotion is that it neglects values it should honour —
especially the individual freedom or autonomy that some
believe is a core bioethical principle alongside beneficence
(actively do good), non-maleficence (do no harm) and
justice [ 1]. Many advocates of public health respond by
simply agreeing that population health gain does
fundamentally conflict with individual freedom, but then
argue that the public health is more important and
individual freedom is over-emphasised [12, 13]. The
second part of this strategy (that individual freedom is
over-emphasised) has some important points to make,



but the first part far too quickly gives up the high ethical
ground of freedom and autonomy. Very often, it is not a
case of public health versus individual freedom, but instead
a matter of conflict amongst different freedoms.

If we share a common breathing space, the individual
freedom to smoke conflicts with the individual freedom
to breathe fresh air.

If we share a water supply, the individual freedom to drink
unfluoridated tap water conflicts with the individual
freedom to drink fluoridated tap water.

In each such case, there are freedoms on both sides of
the issue. The point is that health promoters often can
and should make part of their own case in terms of
freedom, as well as making the case in terms of public
good. Their critics might reply that — for example — the
freedom to drink fluoridated water can be replaced at
little cost by fluoride tablets, but the freedom to drink
unfluoridated water can be replaced only at much higher
cost by special tap filters or bottles of unfluoridated water.
But notice that this reply actually abandons the high
ground of ‘freedom to choose’, in favour of the social
justice issue of ‘who bears the burdens and benefits’.
Social justice is another core value of health promotion,
so it can certainly hold its own in that conversation. For
example, it can point out that Canterbury with its
unfluoridated water has some of the poorest teeth in
the country, and that those who are already least
advantaged carry the greatest burden of this. Many who
trumpet for individual freedom also tend to reject social
justice considerations, yet fall back on who is bearing the
burden to win the argument; an awkward business if that
is where their own arguments take them.

5. Whatever the tangles that some critics of health
promotion get themselves into, however, might there
be values that health promotion does act on but should
not? This challenge is most commonly made about social
justice and equity. These values are widely shared, but
there are also many different ideas about what they
involve, and it is not obvious that all these ideas can be
put together in a coherent practical package. No wonder
Callahan and Jennings press the question: “What is the
appropriate role for the public health community seeking
greater justice in health... ?’[13]. Most will respond by
acting on understandings of social justice and equity that
have broad support from national and international policy,
and from the particular communities involved. This
includes appeal to international human rights agreements;
and to statutory requirements from NZ Public Health
and Disability Act 2000, Part | Section 4, and Part 3 that
the health sector reduce health disparities, and foster
the participation and capacity development of Maori
communities.

6. Finally, what of the challenge that health promotion
cannot resolve the tensions amongst its values? Whatever
activity we might pursue, most of us believe there is more
than one thing that matters. In every case of that sort,
we all must face and deal with tensions amongst our
values. Are there special difficulties for health promotion?
Granted, tensions can arise between ideals of social justice
and other values. Consider, for example, the conflict
between social justice, and community participation and
partnership, that would arise if a community majority
favours a programme that would actually increase health
inequalities or to leave a segment of the community to
carry nearly all the risks [14]. This could happen if the
community favoured an anti-smoking programme shown
by the evidence to improve health but also to do so least
in the groups that have the highest rates of smoking and
the poorest health — thereby increasing health
inequalities.

The above discussion demonstrates potential for conflict
of values within health promotion. Health promoters need
ethical thought and judgment to work through such
conflicts. But this is also a familiar practical fact of life for
us all. Good health promotion, like good practice in general,
identifies such tensions as clearly as it can, and works things
out through a due process of those involved. In especially
challenging cases, where this still does not open any path
that sufficiently respects the various core values involved,
perhaps no practical initiative can ethically proceed at that
time. But health promotion is actually better placed than
many to handle this sort of thing, because alongside
outcome-oriented values such as health improvement and
inequality reduction, it also recognises at ground-floor level
such process-oriented values as participation and
partnership. This gives health promotion good internal
process to work through, even when a shared
understanding of good outcomes is sometimes elusive.

Knowing our own ‘internal’ ethical position places us in a
better position to face the challenges that are sometimes
mistakenly thought to stop us in our tracks, and make the
case for social justice, equity, partnership and participation.
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