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Welcome to Unit 4!

In Unit 3 we discussed two approaches to Health Promotion and the role of Healthy Public Policy in Health Promotion. In this unit we will discuss the practice of Health Promotion. We will discuss what needs to be considered when practicing Health Promotion.  
Study sessions


There are three Study Sessions in Unit 4: 
Study Session 1: Applying Health Promotion Theories and Models of Practice

Study Session 2:  Communication in Health Promotion
Study Session 3: Partnerships in Health Promotion

In Session 1 we will examine different models of change in Health Promotion from the individual level to the organisational level. Session 2 focuses on communication which is integral to Health Promotion. Finally, Session 3 provides an overview of the role of partnerships in Health Promotion.

Intended learning outcomes 

	By the end of this session, you should be able to:



	Health Promotion Outcomes

· Apply selected models of change to a Health Promotion problem.

· Distinguish between, and use, appropriate methods for Health Promotion communication.
· Apply different forms of communication in Health Promotion. 

· Recognise the importance of the role of partnerships in Health Promotion.


	Academic Learning Outcomes

· Clarify concepts.

· Apply and transfer learning to a new context. 
· Make comparisons and choose between comparisons. 

· Communicate effectively.




Unit 4 - Session 1

Applying Health Promotion Theories and Models to Practice



Introduction 
The session starts off by clarifying the differences between theories and models and then focuses on one particular model which is very relevant to Health Promotion – Models of Change. Relevant examples are presented of addressing change in individuals and a community, through communication strategies and partnerships between organisations. We hope that you will find the session challenging and, through it, recognise the value of using models and theories in your Health Promotion work.
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Timing of this session

This session contains three tasks and two readings. Allow three hours for it, and take a break after section 4.
1
LEARNING OUTCOMES FOR THIS SESSION


	By the end of this session, you should be able to:

	Health Promotion outcomes:

· Outline the key components of the Health Belief Model, the Stages of Change Model and the Diffusion of Innovations Model.

· Explain how theories and models can assist in Health Promotion practice.

· Describe a plan for programme evaluation.

	Academic outcomes:

· Apply concepts to case studies.

· Apply components of theories and models to practice in the form of case studies.

· Summarise a text.




2
READINGS 



The readings for this session are listed below. You will be directed to them in the course of the session. There is also one website to consult in relation to section 3: http://www.nci.nih.gov.

	Author 
	Title

	Nutbeam, D., & Harris, E.
	(1999). Theory in a Nutshell: A Guide to Health Promotion Theory. Roseville, Australia: McGraw-Hill. Pp. 10-18.

	Coulson, N., Goldstein, S., & Ntuli, A.
	(1998). Chapter 6 – Behaviour Change. Promoting Health in South Africa: An Action Manual. Sandton: Heinemann. Pp. 52-72.


3
UNDERSTANDING THE TERMS THEORIES AND MODELS 



In order to study selected theories and models relevant to Health Promotion, we are first going to investigate what is commonly meant by a theory or a model and how they are both used to assist Health Promotion practice. The first reading explores these terms. 

TASK 1 - Read about theory in the Health Promotion context 

READING 

Nutbeam, D., & Harris, E. (1999). Theory in a Nutshell: A Guide to Health Promotion Theory. Roseville, Australia: McGraw-Hill. Pp 10-18.
As you read, aim to answer the question below:

What do you understand by the terms theory and model? Jot down your own interpretation, and then add to your explanations from the reading.

FEEDBACK

There are many different definitions and uses of the terms theory and model, and they are often used interchangeably. Both aim to offer an hypothesis or explanation as to how something works, or to describe and illustrate the principles underlying an issue or a subject. They do however have distinct characteristics which are useful to consider when reading about particular Health Promotion models and theories, like the Health Belief Model or the Diffusion of Innovation Theory.

In attempting to differentiate between the two terms, Earp and Ennett (1991) note that a model is often used to mean the visual representation of the elements of a theory. It is often informed by more than one theory, and allows the inclusion of processes and characteristics not grounded in formal theory but in empirical findings or derived from practising professionals (Earp & Ennett, 1991: 164).
A theory is seen as a broader concept, something that interprets or represents reality from a discipline-specific perspective. Earp & Ennett (1991) suggest that theories are “usually concerned with very general and global classes of behaviour and do not deal directly, as conceptual models do, with specific types of behaviour in specific contexts” (Earp & Ennett, 1991:166). Theories are the roots of the ideas and concepts that form the basis of models.  

As you might recall from your reading on the history of Health Promotion in earlier Study Sessions, Health Promotion is a relatively young subject and draws on a number of disciplines for its theory. These include:

· Teaching and learning theory, e.g. Social Learning Theory assists in the development of Health Education campaigns. 

· Communication theory, e.g. Social Marketing Theory is used in some areas of Health Promotion. 

· Sociological theory assists in understanding issues related to gender, ethnicity, social divisions and social change.

· Psychological theory assists in understanding individual constructs like self-esteem, self-efficacy, locus of control and the different stages of the life-cycle. These ideas are valuable in understanding the attitudes and needs of clients.

· Theories of organisational change assist in explaining the development and implementation of public policy.

You might have noticed from your reading that Nutbeam & Harris note that unlike the physical sciences, many of the theories in Health Promotion have not been rigorously tested and thus might be “more accurately referred to as theoretical frameworks or models” (Nutbeam & Harris, 1991: 11). Given that Health Promotion is a social science (as opposed to a physical science) this is to be expected. 

It is likely that in your own work and reading you will find that different authors, learners and health professionals will use these two terms in a variety of different ways. Some people might also even use the term approaches – a term that Ewles & Simnett used in 1985 when they mapped out the various ways one could approach Health Education practice. Their five approaches ranged from “Medical” interventions where patients were encouraged to seek early detection and treatment of diseases, to a “Societal Change” approach which focused on taking action to change the physical and social environment.

Whilst it would be important in your Health Promotion work to be able to communicate clearly about the different theories and models, we would like to suggest that it is not necessary to be overly particular about the exact difference between the two terms. More important is to be able to use and apply the different theories and models in practice.

If you would like more information on theories and models in Health Promotion, Karen Glanz has produced a useful monograph entitled Theory at a Glance: a Guide for Health Promotion Practice. (See box below).

This reading can be accessed off the National Cancer Institute website at http://www.nci.nih.gov. You will need to go to “cancer information”, then to “information for the public and media”, then to “public”, and then to “publications”.  You will need to search for publications using the title, “Theory at a glance”.

4
COMMONLY USED MODELS IN HEALTH PROMOTION



In the field, you may frequently hear other people talking about different Health Promotion models.  Sometimes you might not recognise the name of a model – this should not alarm you as there are many models out there!

As Nutbeam & Harris (1999) suggest, “no single theory dominates health promotion practice, and nor could it, given the range of health problems and their determinants, the diversity of populations and settings, and differences in available resources and skills among practitioners (Nutbeam & Harris, 1999:15).
As a Health Promotion practitioner, you will find that models can help you make your work more effective. In the field of Health Promotion, you are likely to come across three different groups or clusters of models:

· Planning Models: These are often used by organisations to plan an intervention or a programme. This forms part of Unit 4 of the Health Management I module. 
· Models of Health Education and Health Promotion (which we discussed in Unit 2, Study Session 1).
· Models of Change: Such models focus on change at an individual, organisational and community level.  
4.1
Models of Change

Let us now consider the third cluster – Models of Change, and introduce you to some examples that underpin Health Promotion practice in this area. The following table outlines the areas in which health promoters work and lists some of the common theories or models that can be applied to HP problems or dilemmas in each area. Clustering the theories in this way enables you to select a model according to the area of Health Promotion work in which you are involved. 

Table 1: Areas in which health promoters work and the theories or models used

	Area of work
	Common dilemmas or problems that the theories or models can help with
	Theories or Models

	Individual
	How can we motivate individuals to change?

How do individuals learn?

Why do individuals relapse or not comply?
	Health Belief Model.

Stages of Change Model.

Social Learning Theory.

Theory of Reasoned Action

	Community


	Why do some people adopt new ideas readily whilst others are more conservative?
	Diffusion of Innovation Theory or Diffusion of Ideas Model

Community Mobilization

	Communication
	How do we market or design effective communication?
	Social Marketing 

Communication-Behaviour Change Model

	Organisational Change
	Why do some organisations resist change?
	Theories of Organisational Change
A Model of Inter-sectoral Action


(The above table has been adapted from Table 1 in Nutbeam & Harris, 1999: 9).

4.1.1
Selected models

In the next section, we look in more detail at selected models.

TASK 2 – Clarify your understanding of three Behaviour Change Models

READING 

Coulson, N., Goldstein, S., & Ntuli, A. (1998). Chapter 6 of Promoting Health in South Africa: An Action Manual. Sandton: Heinemann. Pp 52-72.
1. Preview the above reading. Then as you read, focus on the Health Belief Model (HBM), the Stages of Change Model and the Diffusion of Ideas Model.


2. Summarise the main points that are made about these models focusing in turn on the first three areas of work – individual, community and communication.
FEEDBACK

Here are short summaries of the theories or models, clustered according to the areas of work. We have included feedback on organisations as well. 

Individual

The first set of models focus on the level of individual health behaviour and behaviour change. The Health Belief Model and Stages of Change Model fall into this category. They are directed at the intra-personal (within an individual) or the inter-personal (between individuals) levels.
The models consider things like people’s knowledge, beliefs and attitudes about health. They also focus on what individuals perceive as being the barriers and benefits to improving their health as well as the factors that influence behaviour change (or that influence an individual’s intention to act) both at an individual level and in interaction with the environment. They take account of self-efficacy or the belief in one’s ability to take action, as well as the actual process of behavioural change. In relation to behavioural change, Prochaska & DiClamente in their Stages of Change Model suggest that there are five different stages of behavioural change: pre-contemplation, contemplation, preparation, action and maintenance.    

Community

The second set of models includes the Diffusion of Innovation Theory or Diffusion of Ideas Model and the Community Mobilization Model. These models focus on change in communities and communal action for health. The models in this set are directed at understanding and improving the health of populations and achieving change in social and environmental conditions affecting health, rather than focusing on the health of individuals. The Diffusion of Innovation Model developed by Everett Rogers, which looks at how the adoption of new ideas and practices occurs through communities, is an example of this category of model. 

By identifying the variables that will determine how an innovation is taken up by different members of a community, models assist health promoters to plan how to introduce a new idea or practice into the community.

Nutbeam & Harris (1999) also place models which describe the process of community participation and community action in this category. Their view is that these models serve to assist health promoters to understand how they could support and strengthen the capacity of individuals to act collectively to solve problems. 

Communication
The third category looks at models and theories that guide the use of communication strategies. The communication can be directed at an individual level or at a mass communication level. 

Social Marketing falls into this category – this is the application of commercial marketing techniques like market analysis, to the health and welfare context. Market analysis seeks to predict the appropriate balance between the value of the product, the price, the promotion strategy, and its accessibility to the market. It also aims to evaluate its success. 

By borrowing these marketing principles, Social Marketing tries to sell ideas and products which are socially beneficial to the public. The Social Marketing of condoms (at an affordable price to local communities) is a good example of how this theory has been applied to Health Promotion in South Africa. 

Nutbeam & Harris (1999) mention another communication model: McGuire’s Communication-Behaviour Change Model which looks at the different components that should be developed in an educational campaign. These are, for example, understanding the particular needs and opinions of the target audience, selecting an appropriate person or organisation to deliver the message to the target audience, deciding on the content and form of the message and the best medium to convey the message, as well as identifying the desired outcomes of the campaign.
Organisations

The fourth area of work focuses on the level of organisational change. Theories of Organisational Change assist health promoters to understand how change occurs within organisations and to plan for this.  For example, if a health promoter is attempting to influence the policies or activities of an organisation so that it becomes more health supportive, s/he would do well to analyse the organisational setting and to plan an intervention that acknowledges the different stages of change that the organisation is likely to go through. 
Similarly, to facilitate a process whereby a number of organisations collaborate with one another to promote the health of a community, for example, in trying to improve living conditions or develop recreational facilities, the health promoter should draw on the experiences that other’s have had of working inter-sectorally. Nutbeam & Harris suggest that these models “provide useful guidance on the different steps required to introduce and sustain a program in different organisational settings” (Nutbeam & Harris, 1999: 65).The success of such programmes, it is hoped, will bring about systematic and lasting change within or between organisations.

There is one other area of theory relevant to Health Promotion – that of public policy. Well-known theorists in this area of Health Promotion include Nancy Milio, de Leeuw and Erio Ziglio. This is a category that we are not going to focus on in this Study Session. However, if you would like to find out more about public policy, Chapter 8 (pp 89-101) of Coulson ,et al (1998) provides a basic introduction to the development and implementation of health public policy. We have not provided this chapter.

Finally, it is important to remember that the use of a theory or a model alone will not guarantee the success of an intervention. Theories and models can, however, assist in increasing the rigour of the intervention design and enhance the chances of success.  

5
APPLYING HEALTH PROMOTION THEORY TO PRACTICE



The following section contains an opportunity to test your ability to apply Health Promotion models in practice. We have developed a sample or model answer for one of the scenarios listed below to give you guidance on the task. If you would like to get feedback on your own work, you can send your response to this task to the School of Public Health Programme and your supervisor for this module will return it with feedback. 
TASK 3 – Apply key components of HP theories and models to practice

Choose one of three scenarios below. Sketch out a HP intervention that incorporates ideas from the Models of Behaviour Change in individuals, organisations and communities. You don’t need to provide precise details of the intervention, but concentrate on which theory could help you and in what way it could be of use to you. 
 

Scenario 1 – A smoking cessation service

You are a health worker in a district clinic. You have decided to develop a smoking cessation service for smokers who have not yet thought of giving up, and for those who want to give up. What programme(s) will you offer? How will you publicise the new service? How will you evaluate the service?

Scenario 2 – Nutrition education in schools

You want to introduce better nutrition education into all schools in your district, possibly followed by a more general Health Promoting Schools project. How will you do this?  Who do you think the key stakeholders would be? What would you do with the schools and the communities themselves? How will you evaluate the project?

Scenario 3 – Improving a community recreational facility

Local residents in an urban neighbourhood have nowhere for their children to play safely. The local park is run down: the boundary fence is broken, it suffers from dog fouling and there are no rubbish bins, the children’s swings are broken and homeless people use the park to sleep in. You are part of a local working group that has been set up to address the problem. What would you do? How would you evaluate whether you have made a difference?

Scenario 4 – Improving hygienic practice at a food stall

The stallholders at a local food market at the taxi rank are criticised by residents for their unhygienic practices, the way they attract flies to the area, and the way they leave rubbish behind their stalls at the end of each day. There have been some instances of serious illnesses caused by poor food handling. You are a member of the district health service and have been asked to represent the service on a task team that has been formed to solve the problem. What do you think the team should do? How should they evaluate their work at the end?

(This exercise has been adapted from the work of Dr Rachael Dixey, Health Education Department, Leeds Metropolitan University, United Kingdom.)

FEEDBACK 

We have developed a response to Scenario 1. Remember that there are always a number of ways in which you can tackle a task like this: this is the way we have approached it.

5.1
Applying Health Promotion Models to a smoking cessation programme

One way of addressing this need would be to use the Stages of Change Model and design one clinic smoking cessation programme for both the groups. However, as the model suggests, you would need to organise interventions in a sequential way so as to incorporate each of the five stages, starting with pre-contemplation. In this way you would tailor your interventions to fit people’s particular needs in relation to thinking about (or not thinking about) giving up smoking. 

Publicity

For those that have not thought about giving up smoking, you could advertise a clinic support group for smokers who are trying to quit the habit. You could encourage those attending the clinic to come to an introductory meeting. In the introductory meeting, the principles underlying the smoking cessation programme could be introduced. Issues like the benefits and limitations of smoking could be discussed, why people smoke and their experiences of smoking could also be explored.

Innovative pamphlets giving basic information about the effects of smoking for particular target groups could also be developed. For example, with a group of pregnant mothers, you could discuss the effects of smoking on the health of babies; for teenagers, an information pack could be designed which could have contemporary or trendy role-models talking about how “undesirable” it is to kiss a smoker! These interventions could be used to encourage smokers to consider the implications of their habit and advice could be given about the opportunities available at the clinic, if they should think of giving up smoking.

Programme development

Smokers who want to give up smoking could join the smoking cessation support group, which would support individuals throughout the stages of the change cycle. The facilitator (and possibly the other members) would help other participants to move on to the next stage, or to support one another in times of relapse.

It would be important to run the smoking cessation group at a convenient time and place for participants. This would ensure that the practicalities of attending a support group would not discourage participants from initially attending meetings, or maintaining their involvement. It might initially be important to encourage and follow up with participants who have expressed an interest in attending the group, making sure that their first experience of the group is encouraging and inspiring!

It would also be important that the group is facilitated by someone empathetic to the issue or habit. Such a person should be a good role-model for the community and (ideally) an inspirational change agent as well!  Although a nice idea, an ex-smoker would not necessarily always be the most appropriate facilitator – given that many ex-smokers often become the most unsympathetic and intolerant non-smokers once they have quit the habit! The group facilitator would also need to possess skills to handle group dynamics, counsel individual clients, and be able to give input to the group about life skills issues, e.g. self-esteem, assertiveness and informed decision-making where appropriate.

The Diffusion of Ideas Model could also aid the health promoter to identify how a new idea, like stopping smoking, could be adopted and supported within a group and in the broader community. The introduction of a new practice is more likely to be successful if it is compatible with the prevailing ideas and values of those whom you are trying to target. If the relative advantage of using the new practice over the old is made clear, or if the innovation is sufficiently flexible and simple, it would not require any unnecessary expense. Those contemplating the adoption of an innovation would also be encouraged to do so if they are able to observe the results in people who have already adopted the new practice, e.g. ex-smokers who feel strong and confident about not smoking or women smokers who have not put on weight after quitting smoking. Thus, the strategies suggested by the clinic to smokers who are trying to quit, should be considered in the light of these characteristics, so that they do not promote unrealistic innovation strategies. 

The Health Belief Model could also assist the health worker and his/her team to gain insight into some of the key factors that influence smoking behaviour. For example, the model could guide the health team to explore with smokers whether they feel that they are at increased risk of getting lung cancer by smoking, or whether smoking had or would have serious consequences on their health. Here they would be exploring the perceived threat. 

They could also explore whether smokers believed that a risk reduction option such as quitting smoking, would in fact minimise their susceptibility to ill-health, and whether the benefits of adopting the option would outweigh the costs or the barriers to giving up smoking. 

The model would also assist in determining the level of self-efficacy of the potential clients. Efficacy means the extent to which they believe in their own competence to take the recommended action, i.e. the actions required to stop smoking and to kick the habit on an ongoing basis. An understanding of such beliefs would assist the team to design strategies which take account of their client’s perceptions of the issue, and work with their real concerns and expectations. 

The BASNEF Model (a model based on Ajzen & Fishbein’s theory of Reasoned Action and Planned Behaviour) would also alert the health worker to explore what enabling factors exist within the client’s environment to support a change in behaviour. For example, to what extent do the clients’ peer group or social circle influence their behaviour and would they be supportive if the client were to change their behaviour. In other words, would it be possible to give up smoking if there was considerable pressure to be part of a group which considered smoking desirable? In addition, this approach encourages health workers to consider whether the client has sufficient time to commit to working on changing their behaviour, e.g. does the client have time to attend a support group?

Try out the other scenarios using this answer as a model. It will be good practice for your assignment.
6
THE VALUE OF THEORIES AND MODELS 



Theories and models are important in Health Promotion for a number of different reasons. In the next reading you will see two diagrams which illustrate the range of purposes which models and theories might serve.
TASK 4 – Identify the value of theories and models 

READING
Nutbeam, D., & Harris, E. (1999). Theory in a Nutshell: A Guide to Health Promotion Theory. Roseville, Australia: McGraw-Hill. 
Look at Figure 1 on page 12 of the above reading, and Figure 2 on page 17. List the range of purposes which models and theories might serve. 
FEEDBACK

“Health promotion theories and models can help to bind together our observations and ideas, and make sense of them” (Nutbeam & Harris, 1999: 11).
Firstly, theories and models help to organise complexity. They offer a possible way of creating order out of the chaos of practice. They organise and synthesise a variety of disparate variables like causes and effects into a coherent form which allows the practitioner to then quickly grasp the key points. In this way models also allow the practitioner to take a step back (metaphorically) and observe how all the different variables work together. This helps to see the whole more clearly. 

Models and theories can also assist in the design of an intervention. “Theories … inform decisions on the timing and sequencing of our interventions in order to achieve maximum effects” (Nutbeam & Harris, 1999: 13).
Theories and models can also guide or assist you as you embark on developing an intervention or a programme. They help you to consider what other people might have learnt in the past about targeting a change in behaviour within an organisation or a community.

More specifically, theories or models can help you to:

· Understand the causes of the problem or issue
· Pinpoint what you need to know or do to design an intervention
· Shape programme strategies to reach the targeted individuals or organisations
· Identify what needs to be monitored in the implementation process
· Identify what outcomes ought to have been achieved at the end of the intervention.

7
SESSION SUMMARY



In this session, you have been introduced to a number of theories and models and asked to apply them to several real scenarios. You were also offered the opportunity to clarify what theories and models are, and what their value is for Health Promotion interventions. 

In your Assignment you are asked to apply a number of theories and models to real scenarios, so take advantage of the practice-run offered to you in Task 3. You may send it to your module Tutor at the School of Public Health to make sure you are on track.

8
REFERENCES AND FURTHER READINGS



If you would like to read more about some of the issues discussed above, Chapter 11 in Coulson, et al, Promoting Health in South Africa: An Action Manual has a useful discussion of community development presented in a simple but clear way. In addition, Chapter 10 of the text discusses media and Health Promotion in greater detail and Chapter 8 focuses on health policy. 

Fran Baum’s book The New Public Health: An Australian Perspective (1998) is also an excellent book for further reading on these and other issues related to Health Promotion.

Baum, F. (1998). The New Public Health: An Australian Perspective. Melbourne: Oxford University Press.

Dixey, R. (1999). Discussion with N. Schaay. Health Education Department, Leeds Metropolitan University, United Kingdom.

Earp, J.A., & Ennett, S.T. (1991). Conceptual models for health education research and practice. Health Education Research,. 6(2): 163-171.

Ewles, L., & Simnet, I. (1999). Promoting Health: A Practical Guide. (Fourth Edition) London: Bailliere Tindall.

Glanz, K. Theory at a Glance: a Guide for Health Promotion Practice. See http://www.nci.nih.gov
Nutbeam, D., & Harris, E. (1999). Theory in a nutshell: a Guide to Health Promotion Theory. Roseville, Australia: McGraw-Hill.
Unit 4 - Session 2
Communication in Health Promotion



Introduction 
In this session we will discuss the relevance of communication in Health Promotion. We will explore the different ways of communicating, depending on who the particular target audience is. We will also look at various forms of media and their use. 


Sessions 
1
Learning outcomes for this session
2
Readings 

3
The role of communication in health promotion

4    
Methods of communication in health promotion

5          Development of media material

6
Behaviour change communication

7
Session summary

8 
References and further readings 
Timing of this session

This session contains nine tasks and four readings. Allow three hours for it.
1
LEARNING OUTCOMES OF THIS SESSION 


	
By the end of this session, you should be able to:

	Health Promotion outcomes:
· Understand the role of communication in health promotion.

· Identify different methods of communication in health promotion.

· Discuss advantages and disadvantages of different forms of media.

· Choose and critically assess the appropriateness of materials for communicating with different audiences.

· Understand the difference between IEC and BCC.


	Academic outcomes:
· Identifying skills

· Comparison skills.

· Classification skills

· Critically assessment




2
READINGS 


You will be referred to the following readings in the course of this session.

	Author
	Title

	Healthlink Worldwide
	Effective Communication Pathways

Available at: www.healthlink.org.uk

	Coulson, N., Goldstein, S., & Ntuli, A.
	(1998). Chapter 10: Media and Health Promotion. Promoting health in South Africa: an action manual.. Sandton: Heinemann. Pp. 115-131.

	Public Health resource network (National Rural Health Mission)
	(2007). Book 5. Behaviour change communication and training for health: 2-7.

	Thuy, D.O., Llanos-Zavalga, F., Huong, N.T.M., Poppe, P., Tawfik, Y., & Church-Balin, C. 


	(2004). The Role of Health Communication in Achieving Global TB Control Goals — Lessons from Peru, Vietnam and Beyond. Health Communication Insights Summary. Baltimore: Health Communication Partnership based at Johns Hopkins Bloomberg School of Public Health / Center for Communication Programs.


3       THE ROLE OF COMMUNICATION IN HEALTH PROMOTION




Communication lies at the heart of Health Promotion because there is constant interaction with individuals on a one-to-one basis, as well as with groups of people, to enhance health. Communication is an everyday activity in our personal lives as well as in our professional lives as health workers. 
When we asked a group of health workers what they thought the role of communication with their patients meant, they said that it was to convey messages to patients about health, about what is right and what is wrong, and what should be done to rectify the problem. However, we look at communication in a much broader way now. It is not just about a, “one-sided conveying of information from the informed to the uninformed but far more an acknowledgement of sharing information between equals. Communication should be seen as a partnership with respect for and understanding of the background, attitude and agendas of each party” (Inman & Katz, 2000:122). It is therefore important that the target audience themselves are actively involved in the communication process.  

TASK 1 - Reflect on ways you communicate

Think about the different ways you communicate:


· with different members of your family 

· with your friends

· with your colleagues

· with your clients/patients.

FEEDBACK

The way that you communicate with your children will probably be different to way you communicate with your partner, and again it will be different to the way you communicate with your parents. The messages and tone of voice you use is different depending on who you are talking to at the time. For example, if you want your child to go to bed you may use an instructing or commanding tone. If you are speaking to your parents or an elder you may use a gentle, respectful tone. With your colleagues you might use the email or telephone as an additional means of communication. You might use posters and pamphlets at the health centre to raise awareness of particular issues. There are therefore different levels, methods and types of communication depending on your target audience and what message you are trying to give. 


TASK 2 - Identify what makes communication effective


READING 

Healthlink Worldwide. Effective Communication Pathways. Available at: www.healthlink.org.uk
 

1. Look at the above reading. Read about why communication is integral to all Health 
Promotion activities. Also read the examples of different mass media methods used in 
different countries. 
2. Why is community involvement important in Health Promotion. 


FEEDBACK

You will notice that community involvement, which is one of the action areas of the Ottawa Charter, is a key feature in communication in Health Promotion activities. It is extremely important to consult with the community and engage them in dialogue about their needs, problems and solutions. You can use various means and levels of communication depending on what is appropriate to help people express their concerns and find solutions. Through consultation and open dialogue you begin to gain the trust of the community and they begin to ‘own’ the project or activities – investing in it and in its outcomes. 

Some of the principles of effective communication are: 

· Identify existing knowledge, beliefs, attitudes in order to convey messages that will be appropriate and acceptable to the community’s norms, culture and way of thinking.

· Identify current needs and expectations to prevent you from developing messages that the community will not be interested in, or will ignore, or may even be offended by. It is of little value trying to impose something on people if they do not see it as a need because then it might not be accepted by them.
· Take into account gender, ethnicity, literacy, language.
· Ensure appropriate mix of verbal, written and pictorial messages.
· Use evidence of communication methods that have worked. In other words, use methods that you know have worked for the target audience and the type of message that you want to convey.
· Consider ethical issues, for example, it is not ethical to use fear, such as a message of death, if a person does not stop smoking.

· Check that the communication reaches people. Does it attract attention and is it accurately perceived?

· Check that the intention of your communication has been achieved. Evaluate whether the messages were effective and have met the set objectives.

TASK 3 - Identify the role of health communication 

READING 

Thuy, D.O., Llanos-Zavalga, F., Huong, N.T.M., Poppe, P., Tawfik, Y., & Church-Balin, C. 

(2004). The Role of Health Communication in Achieving Global TB Control Goals — Lessons from Peru, Vietnam and Beyond. Health Communication Insights Summary. Baltimore: Health Communication Partnership based at Johns Hopkins Bloomberg School of Public Health / Center for Communication Programs.

1. In this Reading, read about lessons learnt about the role of health communication in achieving TB control goals. List how communication was used in each of the twelve ‘lessons’. 

FEEDBACK

Note the important role that communication plays in each ‘lesson’. Also note the different 
methods used, from mass media to advocacy campaigns, and the involvement and targeting of different stakeholders from grassroots (the community) right up to political leaders. In their conclusion the authors emphasise the effectiveness of the communication strategy in reaching the programme goals and making the programme a national priority (through communication efforts).

4      METHODS OF COMMUNICATION IN HEALTH PROMOTION


As you would have seen from the examples referred to in the above reading, many innovative ways of communication can be used to enable change.


TASK 4 – Identify communication methods

1. List the different methods of communication that you come across in your own work.


FEEDBACK

You might have listed the following:


	READING 

Coulson, N., Goldstein, S., & Ntuli, A. (1998). Promoting health in South Africa: an action manual. Chapter 10: Media and Health Promotion. Sandton: Heinemann. Pp. 122-128.

This reading will provide you with more examples about media methods. 


4.1 
The role of the media
This is how Coulson et al (1998:117) see the important role that media plays in communication. Media can:

· Provide knowledge and increase awareness of a health problem and its solutions

· Contribute to changes in knowledge, attitudes and behaviour

· Demonstrate skills

· Role-model positive health behaviours

· Recruit the public into health promotion programmes (such as immunisation campaigns)

· Link people to resources

· Initiate interpersonal communication and discussion

· Set an agenda, bringing particular health concerns to the centre-stage of the public agenda

· Contribute to the creation of a social climate that supports both individual and collective action (smoking is a good example)

· Generate public support for healthy public policy initiatives

· Influence opinion leaders and decision-makers to take appropriate action with regard to particular health concerns

· Help build and support community actions. 

The role of media is important because it ranges from raising awareness in individuals to advocacy by putting an issue onto the political agenda. 

4.2 
Mass media

Naidoo & Wills (2001) give a definition of mass media as: “Any printed or audio-visual material designed to reach a mass audience. This includes newspapers, magazines, radio, television, billboards, exhibition displays, posters and leaflets” Naidoo & Wills (2001:242).  Most of the examples listed above could therefore be regarded as mass media.


TASK 5 – Compare mass media methods

1. Choose two methods of mass media and list the advantages and disadvantages of each one. Try to choose methods that are quite different.


FEEDBACK

Next are some of the responses we received when we did this exercise with a group of health workers.

	MASS MEDIA METHODS
	ADVANTAGES
	DISADVANTAGES

	Discussions
	Two way communication

Opportunity for clarity

Can draw on personal experiences

Can learn from others

Exposure to different points of view that can be informative
	Dominant individuals can control discussion with no input from others

Possibility of peer pressure

Time-consuming

Conflicting ideas can cause tension

	Pamphlets
	Easy to distribute

Low cost

Access to large number of people
	No dialogue

Small print difficult to read

Reader has to be literate

No guarantee that they will be understood or even used

	Internet
	Access to large number of people

Wide variety of information

Two-way communication possible
	Access can be difficult

Not everybody is computer literate

Large amounts of information can be confusing

	Videos/DVDs
	Stimulating and can hold people’s attention

Visual

Able to stop and rewind when necessary in a face-to-face session to facilitate discussion
	Expensive to make

Needs a projector or computer

Not interactive

Need electricity


5
DEVELOPMENT OF MEDIA MATERIAL




TASK 6 – Identify factors that are important for developing media messages 
READING 
Coulson. N., Goldstein, S., & Ntuli, A. (1998). Promoting health in South Africa: an action manual. Chapter 10: Media and Health Promotion. Sandton: Heinemann. Pp. 119-120

1. Read through the above pages and see how the authors describe developing media messages. 
2. If you have been involved in developing media material, did you take the factors that Coulson et al (1998) discuss into consideration?


FEEDBACK

Well chosen and properly used media can help you communicate much easier with your target audience. You first need to think about who you are trying to reach. Once you know this you can decide on the type of method and the content that will be included. You need to ask what their media preferences and habits are. 

If you chose to use TV, for example, you would ask the following questions:

· What is the target group’s age?
· What time do they usually watch television?
· What language and level of language would they prefer?
· Would they prefer more visuals, music or talking?
· Would the content on TV be appropriate for their culture? 

· Have “experts” been consulted for accuracy of content?

· Who will convey the “message”?


Here are some suggestions about the type of media you could use for different target audiences:

· Health professionals: journals, newsletters
· Children: comic format, puppets, drama, songs

· Youth: music, facebook, chatrooms, SMS

· Decision-makers: newspapers, current affair programmes on radio/TV 

· Adults: television, newspaper, radio

It is important to link your method to what you are trying to achieve (your objectives), e.g. do you need to convey simple facts or complicated information? Do you need to develop problem-solving skills or promote changes in attitude or behaviour? 


TASK 7 – Critically assess material

READING 
Coulson. N., Goldstein, S., & Ntuli, A. (1998). Promoting health in South Africa: an action manual. Chapter 10: Media and Health Promotion. Sandton: Heinemann. Pp. 123

1. Look for posters or pamphlets that are commonly used or seen in public places. 
2. Critically assess these pamphlet or poster by answering the questions on page 123 of the above reading. 

FEEDBACK

Posters or pamphlets are often the most common media people tend to use when communicating messages to the public. It is therefore important to think about the questions in the reading when designing your own posters or pamphlets. Think about the advantages and disadvantages of using this type of method (see page 122 of Reading) and also the appropriateness for the target audience. 

We have thus far discussed what is commonly known as Information, Education and Communication (IEC). We will now move on to behaviour change communication which is more comprehensive than IEC and is linked to behaviour change, which was dealt with in the previous session of this unit. 


6
BEHAVIOUR CHANGE COMMUNICATION (BCC)



TASK 8 – Classify methods
READING 

Public Health resource network (National Rural Health Mission). (2007). Book 5. Behaviour change communication and training for health: 2-7.

1. Read case study 1 in the above reading and the definition of behaviour change communication (BCC).
2. Reflect on the health campaigns that you are aware of or have been involved in. Make a list of the different types of communication methods used in these. 
3. Classify the methods that you have identified into IEC or BCC.

FEEDBACK
If you think back to the difference between health education and Health Promotion, you can see how IEC has an health education approach by imparting knowledge and raising awareness, whereas BCC has a Health Promotion approach which considers the broader determinants of health which impact on people’s ability to change behaviour. In the previous session on models of change you saw how different factors impact on behaviour, and how knowledge alone is not sufficient to bring about behaviour change.



TASK 9 – Identify factors for success

READING 

Public Health resource network (National Rural Health Mission). (2007). Book 5. Behaviour change communication and training for health: 2-7.

.

1. Read case study 2 in the above reading. In your opinion would you say that it was a successful BCC campaign? Why or why not? 

2. Read case study 3 in the above reading. 


FEEDBACK

Case study 2 is a good example of an IEC campaign that used different types of media to get the message across, without thinking about whom their target audience would be or if the type of message was appropriate. There was also no consultation or participation by the community.

Case study 3 is a BCC approach in which the community’s understanding of the causes of the problem were explored, as well as how they understood the barriers that could prevent the problem from occurring. Only once a good understanding of these issues was gained, were the target audiences identified, and decision taken about the content of the messages. Special training was provided for those people who were to deliver the messages in their various forms. Another point to note was that the material was first piloted for effectiveness. An important step was the evaluation of the BCC after completion to assess whether or not there was a change in behaviour. Whoever does BCC must have a good understanding of the social determinants of health and a good knowledge of the target audience in order to bring about sustainable change in behaviour. Although behaviour change is an important aspect of Health promotion, it must be accomplished in conjunction with the other aspects of Health Promotion in order to make a difference in the health status of people.

An excellent example of BCC is from the organisation, Soul City. Go to their website and follow the links to find out more about their programmes and the different methods of communication that they use to convey their messages. You will see the role they play in advocacy and how they involve the community. Their programme goes beyond IEC and uses the broad principles of Health Promotion to achieve its objectives: http://www.soulcity.org.za/homepage/

Another useful website is the HEALTHLINK WORLDWIDE website: www.healthlink.org.uk


7
SESSION SUMMARY


In this session we looked at the role of communication in Health Promotion as well as the different methods of communication that can be used. We discussed the factors to be considered when developing media material, and we looked at the difference between IEC and BCC. The importance of involving and consulting all the stakeholders was also highlighted. In the next session we explore this in more detail by looking at partnerships in Health Promotion. 
8
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Unit 4 - Session 3 
Partnerships in Health Promotion

Introduction 

This is the final session in Unit 4 which looks at practical applications for HP. So far you have looked at HP models, and at communication. This session looks at partnership approaches, in other words, how we work together to promote health. 


Session 
1
Learning outcomes of this session

2
Readings 

3
Working in partnership


4    
Community participation in partnerships

5
Session summary

6 
References and further readings

Timing of this session

This session contains three tasks and three readings. Allow one and a half hours for it.
1 LEARNING OUTCOMES FOR THIS SESSION 


	By the end of this session, you should be able to:

	Health Promotion outcomes:

· Describe the opportunities and constraints of working in partnership.

· Note the strategies to adopt to increase the likelihood of successful partnership working.

· Describe the role of communities in partnerships.
	Academic outcomes:

· Critical analysis

· Reading skills




2
READINGS 

You will be referred to the following readings in the course of this session.

	Author/s
	Title

	Ramduny, V. 
	(1998). Intersectoral collaboration- An Overview. HST UPDATE.
32: 5-10.

	Baum, F.  
	(2008). The New Public Health. (Third edition). Melbourne, OUP. Pp. 525-526.

	Gryboski, K., Yinger, N.V., Dios, R.H., Worley, H and Fikree, F.F.
	(2006)  Working with the Community for Improved Health.  World Health Bulletin. No. 3 Population Reference Bureau (AVAIL ABLE ON LINE) Case study 5, Family Surveillance in Peru: Working together to reduce risks. Pp 1-23. http://www.prb.org/pdf06/WorkingWithTheCommunity.pdf


3       WORKING IN PARTNERSHIP  



Reflect back on Unit 1, Session 1 where we looked at what we mean by health, and Unit 1 session 2, where we talked about social determinants in health. You will remember that we defined health broadly as having many factors, and that the determinants of health cover aspects that range from personal lifestyle changes to living and working conditions, poverty, and even global influences. You will also remember the action areas of the Ottawa Charter from Unit 2 Session 2, which include Healthy Public Policy and Creating Supportive Environments. Finally, and of particular significance to this session, you will remember from Unit 3, that developing a health promoting setting, by its very nature, requires a collaborative approach. 

Individual determinants of health, i.e. lifestyle change, were covered in the earlier sessions of this unit. We looked at the models that influence our behaviour and choices, and communication techniques that relate to individuals or population groups, but that still focus on how individuals can become healthier. 

As soon as we look at how we can change the environment in which people live and the policies that determine these environments, we become dependent on working with others – clearly no one sector can deliver these broad determinants alone. That is why inter-sectoral collaboration and a partnership approach are so important. 

But what does this mean in practice? In the last session you looked at how you communicate with your family, friends and colleagues. Now think about how easy or difficult it is to plan things together, or to work together. 

. 

TASK 1 - Reflect on working together 

Think about something you were planning to do with your family or friends, e.g. go on a holiday or an outing. How did you go about making a decision about the activity? Did you all want the same thing out of the activity, or did you have to negotiate to come to a decision that you all could agree on?

Now imagine that you are planning a work outing with all your colleagues. Included are people who work in parallel departments – so that your group may include environmental health officers, nurses, administrators, and doctors. It may also include people of different age groups and both men and women. Will you all have the same interests? Imagine that you have to pay for this outing. Will this influence the choices that people make? Now think of the outing taking place in the evening. Will this make a difference? 

Finally imagine that you are planning a Health Promotion programme with the above group of people. What do you think the differences would be? Who would determine priorities? 

FEEDBACK
You may have found that planning a family activity was easy – you probably have shared interests and are used to planning for the family. However, if you have children, you may find that their interests were not the same as yours. Perhaps you have had to accommodate their interests, and perhaps they have had to accommodate yours. Either way, it is probably the parents in the family unit that made the final decision. In other words, there is a hierarchy, or power dynamic. 

Now think about the work outing. Was that more difficult? Perhaps there were different needs, in particular in relation to the time of day or the cost. Staff members without children will have more flexibility, while those with small children or other family commitments may have less time. You may find that those who earn less will be more concerned about the expense of the outing, and this may become a sensitive issue. So the different perspectives have already made the task more complex,

Finally, consider your thoughts about the work programme.  You may have decided that the doctors in the group would determine the priorities and direction for the programme, given their higher status in the health department. As we have seen, already there are different ways of looking at health, so perhaps the doctors will be looking at health from a biomedical perspective, while you may be looking at the broader social determinants. What impact do you think this may have?  Perhaps you looked beyond your department itself to the priorities of the National Department of Health in your country. You may or may not have felt that there would be differences of opinion within that team, given that you would all be health workers. But how does this work when you are working with people from other sectors?

TASK 2 - Reflect on the dynamics of partnerships

To explore some of the dynamics of partnerships, think about the following scenario. 

You are the health promoter in a small district. There is a major refuse problem in the district. Rubbish bags are left lying around, and rats, dogs and other small animals break into the bags to scrounge for food. Because there are limited places for children to play, they too spend time in the area, surrounded by the refuse. Not surprisingly, this has led to disease among the local children, who present at the local health clinic. It is your responsibility to develop a programme to prevent the spread of these diseases. 

1. What activities would you include in your programme?

2. Who would your involve?

3. What advantages do you anticipate in this approach?

4. What difficulties do you think you may encounter? 

Jot down you answers.


FEEDBACK

The activities you have suggested could have included: improved refuse collection, education of the community on storing their rubbish and only putting it out on collection day, and education of the parents on the dangers of their children playing among the rubbish. You may have also included community clean-up campaigns, perhaps on a regular basis. 

Your inter-sectoral team could include: environmental health practitioners, the council’s waste management department; and nurses from the local clinic. You may have included community representatives, for example members of street committees or ward committees. You may also have decided that the local teachers or crèche workers would be useful, and/or perhaps parents on the local school Parent and Teachers Association. If there is a church or mosque in the area, you may have decided that involvement of a religious leader would be useful. Finally, it may be worth including a local councillor for political support.  

This range of stakeholders clearly provides an opportunity for a varied, diverse programme that could promote health on many fronts. That, as we have seen, is what Health Promotion aims to achieve. The inter-sectoral team would be able to learn from each other and share skills. It could result in a coordinated approach with all the relevant stakeholders having a shared investment in improving the situation. It would work on all the Ottawa Charter action areas and the programme could include healthy public policy that could support a supportive environment. Communities would be involved, personal skills would be gained by all – professionals and communities, and the way that the services are delivered would be reoriented.   

Now let us think about the difficulties. To do so, let us examine the roles of each stakeholder group, and the approaches that they may favour:

· The waste management representative would be responsible for refuse collection, and possibly the distribution of black bags to collect the rubbish. 

· The environmental health practitioners could have a monitoring role to see that the area is kept clean. They would also have an educative role to teach the community to avoid the refuse and to ensure that children washed their hands. 

· The teachers and health promoters may also have an education role. However, they may want to be more involved in an advocacy approach, to encourage the waste management team to improve the refuse collection. 

· The community members would almost certainly see their role as wanting an improvement in services, and they may be angry about being told that it is their responsibility to keep their children away from the rubbish – particularly if there were no other places for them to play. 

· The councillor would probably be supportive of the community in theory, but in practice may be aware of the shortage of funds that have resulted in the inadequate refuse collection. 

Given the above, it becomes obvious that partnerships are very complex, and despite good intentions, there is often be a significant amount of misunderstanding and tension. You might recognise the picture below showing how difficult it is to work together to reach consensus. This is particularly the case if the differences in perspective and motivation are not understood, or not recognised. 

3.1
Key elements for successful partnerships

We have asked you to explore these issues in order to help you think critically about working in collaboration wit others, so that you are aware of the advantages but also the constraints. This is important as working in partnership is often promoted through policies or within programmes without adequate recognition of the constraints.

Yet despite these constraints, joint working is still an extremely valuable and effective way of working. Furthermore, as we have tried to show, it is not possible to work on the social determinants without some level of collaboration. 

It is important, therefore to consider the potential problems and prepare for these when establishing partnerships. 

READINGS

Ramduny, V. (1998). Intersectoral collaboration - An Overview. HST UPDATE. 32:5-10.

Baum, F. (2008). The New Public Health. (Third Edition).  Melbourne, OUP. pp 525,526


1. Read the above articles which show how effective partnerships or inter-sectoral collaboration can be achieved. The first reading by Ramduny (1998) provides a description of how to work together, illustrating this with some case study examples. The second reading from Baum (2008) provides a useful checklist for partnerships.
In order to have a good, effective partnership, there are many factors to consider. Some should be addressed by the partnership members themselves. For example, have all members recognised that they may have a different perspective to their colleagues from other disciplines? Have these perspectives been clarified? 

However, several of the requirements lie outside the scope of the partners. Here examples include managers wanting quick results and not allowing the time it takes to set up a good partnership. They may have specific targets to meet, which may only relate to their own department priorities and not include the contributions of the other partners or the compromises that may be required to meet the needs of all. There may be financial constraints, including bureaucratic structures, where departments do not have the flexibility to fund programmes that are multi-sectoral. Do any of these problems relate to your experience? 

Once more, it is important to recognise that these constraints are not a reason for not developing partnerships, rather they are a message to encourage careful planning and negotiation from the start. 

 4
COMMUNITY PARTICIPATION IN PARTNERSHIPS 

You looked at community participation in some detail when you studied the module on Population, Health and Development. You looked at what is meant by the community, and at how communities can be involved in improving their health. This module builds on that information, but now the focus is specifically on how communities are able to work in partnerships. 

When examining the different perspectives and priorities in partnerships, you will have noted that there is a hierarchy, or power dynamic that operates. This was shown in the examples when you looked at outings with family members or colleagues, and you may have decided that this would occur in the waste management task as well. Would the community members have the same level of influence over the programme as the council workers?  

Now think about any of your own experiences, either as a professional or as a member of a community. Do you think that in general people seek out or invite the opinions of a community when planning a broad activity? If opinions are invited, are they responded to? It is quite likely that if the community is involved, they are only involved to the extent that the professionals want them to be. People who resist community participation may say about a community, “they have unrealistic expectations”, “they don’t understand the issues”, “they don’t have the education”. 

In fact, communities do know what they want, and also know what is realistic. When the opportunity presents itself, that is, when there is a supportive environment for community participation, they are an asset to any programme. Read the following case study from Peru that demonstrates the value of including a community perspective and community experience and knowledge, in a health programme

READING

Gryboski K, Yinger NV, Dios RH, Worley H and Fikree HH. (2006). Working with the Community for Improved Health. World Health Bulletin. No. 3. Population Reference Bureau (AVAILABLE ON LINE). Case study 5: Family Surveillance in Peru: Working together to reduce risks. Pp. 14-15.

Even though this case study does not describe a typical partnership, it provides a very interesting and encouraging example of how communities can be involved from the start, and remain involved all the way through a programme, and it looks at the benefits that ensue. You will also have seen how support was provided by the Kelloggs Foundation. In this example the authors do not spell out that this support was required for both communities and professionals, however it is implied, as Box 4 on  page 14 of the chapter shows that skills and knowledge are required by both the communities and professional workers for effective collaboration. 

5
SESSION SUMMARY

This Study Session has critically explored partnerships, including community participation. It has showed that working in partnerships has many challenges and that these are often not explicitly recognised, leading to frustration and in some cases failure. It has also showed that working in a partnership is logical, practical, and essential if you are tackling the broader determinants of health. 
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