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Foreword

Over the five decades of my career as a social scientist in public health as professor,
researcher and administrator I have been concerned with the methodology and scien-
tific rigor of the field of health promotion. From the earlier years (1972-1982) of
teaching graduate students in the behavioral sciences at the Johns Hopkins School of
Public Health, Department of Behavioral Sciences, I began to realize the lack of a
rigorous portfolio of research approaches to understanding the role of social and cul-
tural factors in health and illness. At that time the field of work called “health promo-
tion” was in its infancy. Later (1982—1992), as founding Director and Professor of the
research unit in health and behavioral change at the University of Edinburgh, I had the
opportunity to explore in considerable detail the need for better approaches in health
promotion research. Finally, as a senior biomedical research scientist and associate
director for Global Health Promotion at the CDC National Center for Chronic Disease
and Health Promotion, I had two decades to explore and promote the needs for more
rigorous research in health promotion. It was clear from the beginning of this explora-
tion for the best research methods in health promotion that the field was open to a
broad spectrum of research approaches drawing on all the relevant social sciences
from anthropology to sociology. It was also clear that the more traditional biomedical
methodologies applied in much of public health were not up to the task of being the
appropriate basis for advancing the understanding of the health promotion field. It is
within this context that two decades ago I met and was impressed by an up-and-
coming researcher at the University of Montréal, Louise Potvin. Over the years, we
collaborated on several vital research books and articles.

Now Louise Potvin and Didier Jourdan have assembled a collection of papers that
address the most salient challenges in health promotion research and at the same time
reflect the significant development of the field in the last 50 years. Collectively, they
reflect the recognition that health promotion research needs distinctive and innovative
approaches. Partly because health promotion, in my view, did not develop a strong
disciplinary-based paradigm or a fundamental epistemological base, the field requires
some thoughtful and versatile approaches to providing a research base. As a field of
practice and research, health promotion is multidisciplinary and complex, thus
demanding highly varied and sometimes novel approaches. The classical research
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notions of proof, evidence and rigor that have debatably informed the so-called hard
sciences are a significant challenge in health promotion research but are also often
inappropriate in health promotion. The field needs its own research base.

Throughout this publication, one sees the many unique approaches to research
that have been applied and developed by leading researchers in health promotion.
There are two broad aspects of health promotion that have been developed signifi-
cantly over the past few decades, notably attention to a broader view of research
strategies and a broadened view of the variables that are critical to health promo-
tion research and development of a sound basis for a health promotion theoretical
perspective. I would still assert that health promotion lacks a coherent and well-
developed theoretical underpinning. However, the development of a sound
research base, in my view, will lead to an emergent theoretical base.

The key research strategies that have developed significantly in past 20-30 years
are the usage of critical realism, participatory-based research, mixed methods, and
the realization that health promotion research requires some fundamentally differ-
ent thinking from that of many other areas related to health. It is simply not cogent
to just see the methods debate as one between quantitative and qualitative methods.
Health promotion research has clearly shown that the appropriate methodologies
arise from the practice of health promotion itself and that approaches are guided by
an effort to decide how best to acquire a knowledge base for health promotion prac-
tice. This is evident in the wide range of methods discussed in this book.

The research methods that have developed in health promotion are in part because
of the emergence of key variables, or what may also be thought of as the “subject mat-
ters” of health promotion. There are many that have evolved over the years, but they
revolve around the key questions of what is health, what creates health, what damages
health, and what can be done to change health over time. Furthermore, the answers lie
in a mixture of individual and social behaviors, social context, and a complex inter-
play between all of the variables that make up the study of health promotion. As a
result, we have seen intense concern with notions such as equity, marginalization, and
policy to name just three of the many relevant concerns that are researched.

The development of research methods and the broadening field of health promo-
tion practice have not made it easy to develop a singular recognizable and authorita-
tive research approach to health promotion. One could probably argue that research
in health promotion is still in its infancy. But, infant or not, Potvin and Jourdan have
assembled a comprehensive overview of the current state of the art. Clearly, anyone
who is a researcher in this area or aspires to be one has much to gain by the insights
offered in this publication. Now, in partial retirement, I am most pleased to endorse
and admire this new publication on research edited by Drs. Potvin and Jourdan.

Prof. Dr. David V. McQueen

Editor-in-Chief, Oxford Research Encyclopedia of Global Public Health, Oxford
University Press

Adjunct Professor of Social and Preventive Medicine, Institute of Social and
Preventive Medicine, Universitit Bern, Bern, Switzerland

Recipient 2021, Jacques Parisot Award, Lifetime Achievement Award in Health
Promotion

February 14, 2022



Preface

The project of creating a handbook of health promotion research was launched
through an open call for proposals in March 2020. This date will resonate for most
of us as the time humanity entered the unknown-but-yet-familiar world of SARS-
CoV-2. It was familiar because humanity has dealt with epidemics since its infancy
as its evolution has always been accompanied by viruses and bacteria. However, it
was also unknown as the medical revolution of the twentieth century has led us to
believe that communicable diseases were things of the past, or at least phenomena
that our arsenal of vaccines, technology and protective equipment could quickly
circumscribe and even eradicate before it reaches the whole population. It was also
unknown because for the first time in history, humanity could watch in real time,
and mostly defenseless, the progression of the epidemic towards a deadly global
pandemic, leaving no one sheltered. Two years later, at the time of writing these
lines, counting 13—17 million deaths to COVID-19 and watching yet another war
but this time involving countries with nuclear capacity, humanity is again facing an
unknown-but-still-yet-familiar situation.

During the past two years, we have witnessed how science can be harnessed to
address complex problems. The development in less than a year of a range of vac-
cines to protect against a previously unknown virus has been celebrated as one of
the great achievements of science, made possible by the general mobilisation of
resources and brains. We have also witnessed that having a technical solution at
hand is not the end of the story. In addition to knowledge about the virus and human
and animal immune systems, the implementation of such solutions necessitates
other specialised knowledge, this time about humans; about the psychological, soci-
ological, political, economical and other impacts of organising collective life in
order to live with the virus while protecting the most vulnerable among us. This is
just one example of the increasing complexity of the problems we face that calls for
multidimensional solutions. Health promotion research is one field of science that
pursues the ambition to provide relevant knowledge to address complex population
health problems from the local to the global level.

At the confluence of biomedical, education and social sciences traditions, “doing
health promotion research” often means having to justify the validity of one’s

vii
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epistemological, ethical and methodological choices in the contested arena of inter-
disciplinary research. Indeed, the challenges raised by the objects of study and by
the epistemological and ethical orientations specific to health promotion research
have led researchers to innovate and adapt practices from a diversity of scientific
traditions to find scientifically valid and socially acceptable solutions to those chal-
lenges. Doing so often means exploring various literatures from different fields in
which the specific problem at hand is rarely formulated in a way that is readily
accessible. Having engaged in health promotion research on several continents for
the past 40 years or so, the editors of this handbook have had a long experience of
such explorations and adaptations. Combined, the total number of graduate stu-
dents, postdoctoral fellows and research staff that one or the other has mentored
over these years amounts to more than 200. We know how tedious and unrewarding
this process can be, especially for those who are still in the early stages of their
research career.

We embarked on this project of collating a unique collection of paradigms,
approaches and methods relevant and specifically adapted to health promotion
research, so as to support health promotion researchers of all horizons to find solu-
tions to research-related challenges. Written by those who have designed these
research innovations or introduced them in the field of health promotion, these
chapters are formulated as ways to address specific issues in health promotion
research. These chapters are also written as introductions to those research compo-
nents so as to familiarise researchers with their fundamental concepts and the prac-
tices supporting their implementation. They constitute as many points of entry to
research approaches, paradigms, designs and methods that support “doing health
promotion research”. They will ease the way to more in-depth forays for those inter-
ested. This is in part why this handbook is constructed as a tool kit. Three features
will help users find the right tool for their problem.

First, we organised the volume in six parts. Part I relates to the paradigms and
approaches relevant to health promotion research. Parts II-V present research
designs and methods that specifically address epistemological challenges in health
promotion research. Part VI is the conclusion of the volume.

Second, we ask authors to provide definitions of the core concepts underlying
their presentation. This is not exactly a glossary, as it is not systematic and some
terms are defined in more than one chapter. It is, however, a way to quickly capture
the essence of the paradigm, approach or method discussed in a given chapter. These
terms were also used in the index at the end of the volume.

Third, we created an extended table of contents that can be found at the end of
the book (see Appendix: Overview of the Chapters). The short summary associated
with each chapter captures the health promotion research issue the chapter used as
a point of entry, the essence of the approach or research design presented and why
it contributes to health promotion research.
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We have argued elsewhere that health promotion research has come of age and
that it is time to claim and structure a distinct field in the scientific landscape.
Because it presents epistemological and practical solutions to problems distinctive
of health promotion research, this volume is a cornerstone on which to further
develop tools specific to health promotion research.

Montréal, Québec, Canada Louise Potvin
Clermont-Ferrand, France Didier Jourdan

June 2022
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PolicyWise for Families and Children in Edmonton, AB. Using knowledge mobili-
sation and communication strategies, she advocates for contextually sensitive, wise
decision-making and strives to promote a resilient social-serving sector that benefits
all children, youth, families and communities across Alberta. Participatory and col-
laborative research and evaluation are the foundation of her work. She is dedicated



XXii About the Contributors

to amplifying the experiences, strengths and priorities of systemically excluded
communities and peoples. Nicole has a PhD from the University of Alberta and a
postdoctoral fellowship in public health from 1’Université de Montréal. She brings
critical, experiential and equity lenses to her research and practice. Her aim is to
support child, youth, family and community well-being in ways that are community-
led, sustainable and meaningful to the communities themselves.

Lisa G. Rosas is an assistant professor in the Department of Epidemiology and
Population Health and the Department of Medicine (Division of Primary Care and
Population Health) in the Stanford School of Medicine. An epidemiologist by train-
ing, Dr. Goldman Rosas leverages her expertise in patient and community engage-
ment as well as behavioural science to address inequities in chronic diseases such as
diabetes, depression and cancer. Her work is supported by the National Institutes of
Health, Agency for Health Care Research and Quality, the Patient Centered
Outcomes Research Institute and the California Initiative to Advance Precision
Medicine among other funders. She is passionate about integrating patients, care-
givers, community organisations and other key stakeholders in the research process
in order to affect the greatest improvements in health equity. As a reflection of this
passion, Dr. Goldman Rosas serves as the director for the School of Medicine Office
of Community Engagement and associate director of Cancer Health Equity and
Community Engagement in the Stanford Cancer Institute. In addition to research,
she teaches at the undergraduate and graduate levels and has a special focus on
increasing diversity in biomedical research.

Dan Grabowski is a sociologist and health promotion researcher currently
employed as a senior researcher at Steno Diabetes Center Copenhagen in Denmark.
He leads a research team that conducts health promotion research in the areas of
children, young people and families living with diabetes and/or obesity. His main
areas of expertise within this field are the following: 1) Family involvement: What
constitutes genuine family involvement and how is it achieved in families con-
fronted with chronic illness or serious health problems? How do we develop or
motivate settings that allow for and encourage positive involvement and how do we
furthermore help families develop the preconditions for mutual involvement in their
everyday life? 2) Health and illness identities: Why do people understand them-
selves in significantly different ways in relation to health and illness and how can we
develop health-promoting interventions and new ways of communicating health and
illness that does not generate negative self-perceptions?

Marie-Renée Guével is currently a lecturer in Education at the Department of
Human and Social Sciences, EHESP School of Public Health (Rennes, France). Her
teaching activities focus on health promotion implementation and evaluation,
healthy settings and mixed methods research and include the responsibility of a
Health Promotion and Prevention Master’s programme. These past years, she has
developed three main research interests around early childhood and inequalities,
implementation and evaluation of health promotion interventions within settings
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such as schools or “vulnerable” areas and use of mixed methods in health promotion
research. She is part of ARENES — Research Centre on Policy Actions in Europe —
UMR 6051, a pluridisciplinary research unit.

Penelope Hawe is an emeritus professor of Public Health at the Sydney School of
Public Health, University of Sydney, and an honorary fellow of the Faculty of Public
Health in the UK. She began her career as a health promotion practitioner before
turning to work in health promotion research and evaluation. Her main interest is in
system thinking and the theory and methods of complex interventions — theory and
methods that may make otherwise weak prevention stronger. Much of her current
research is on change agents in practice.

Deborah Ikhile is a research fellow at the Department of Primary Care and Public
Health, Brighton and Sussex Medical School. She is the post-doctoral researcher for
the National Institute for Health Research Applied Research Collaboration (NIHR
ARC) for Kent, Surrey and Sussex, one of the fifteen NIHR ARCs in England. Prior
to this, she worked as a research assistant at Nottingham Trent University (NTU),
where she supported the international health partnership between NTU and
Makerere University (Uganda), focusing on capacity building of community health
workers, antimicrobial resistance and stewardship, and non-communicable dis-
eases. Deborah coordinates, with NTU, a newly established Pan-African Network
for Mental Health and Society Research comprising seven countries: Burkina Faso,
Ghana, England, Uganda, Zimbabwe, Nigeria and South Africa.

Barbara A. Israel is a professor in the Department of Health Behavior and Health
Education, School of Public Health, University of Michigan. She is a leading scholar
in community-based participatory research (CBPR) and has extensive experience
conducting CBPR in collaboration with partners in diverse communities. Since
1995, she has worked with academic and community partners to establish and main-
tain the Detroit Community-Academic Urban Research Center (Detroit URC). The
Center supports CBPR partnerships that promote health equity in Detroit and else-
where. She is engaged with multiple basic etiologic and intervention research CBPR
partnerships and capacity-building efforts to address health inequities. In recogni-
tion of her contributions to the field, she was awarded the American Journal of
Health Promotion’s Game Changer Designation in 2015.

Francoise Jabot is a senior lecturer and head of the department “Human and
Social Sciences” at the EHESP National School of Public Health (Univ Rennes,
EHESP, CNRS, ARENES-UMP 6051). She provides training and carries out
research on health policies, evaluation policies and health impact assessment.
During her career, she has worked in various fields: primary health care, HIV/AIDS
programmes, humanitarian health, addictions, nutrition and health promotion. She
has conducted and supported evaluations in France and in Africa and contributed to
the production of pedagogical tools on evaluation and HIA. As a member of the
French Evaluation Society, she had been leading for six years a taskforce on
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evaluation in the health sector. Her research is currently focused on the deployment
of health impact assessment in France. As such, she is a member of the HIA global
working group and leads the French-speaking group.

Hannah Jackson is a PhD candidate in Health Economics within the School of
Public Health and Preventive Medicine at Monash University, Australia. Her current
research is focussed on exploring the pharmacoepidemiology, value and cost-
effectiveness of medication use in pregnancy. Hannah has a Bachelor of Pharmacy
and a Master of Public Health and has an array of experience as both a clinical
pharmacist and a research officer in Health Economics. She has a keen interest in
the economics of public and preventive health and co-authored a report on Australia’s
expenditure on preventive health for Prevention 1st, a preventive health alliance led
by the Foundation for Alcohol Research and Education.

Suzanne F. Jackson is an associate professor Emerita at Dalla Lana School of
Public Health, University of Toronto and visiting professor at University of Brighton
(2020-2023). She is director of the WHO Collaborating Centre in Health Promotion,
and from 2001 to 2009, she was the director of the Centre for Health Promotion at
the University of Toronto. She was editor-in-chief of Global Health Promotion from
2010 to 2019 and was chair of the Canadian Public Health Association Board of
Directors from 2017 to 2018. With Ardene Vollman, she is co-editor of the fifth edi-
tion of the textbook, Canadian Community as Partner: Theory and Multidisciplinary
Practice, published in December 2020. She taught courses at the Masters level in
health promotion and global health. She has facilitated workshops all over the world
on participatory health promotion planning and evaluation with community workers
and health practitioners. Her current passions are community-engaged research and
realist evaluation.

Maria Jansen is a professor of population health at the Department of Health
Services Research, Maastricht University, the Netherlands, and a programme leader
of Academic Collaborative Centre for Public Health, a network organisation of sci-
ence, policy and practice. Her expertise is population health by means of inter-
sectoral implementation of public health (policy) interventions to prevent avoidable
chronic diseases and socio-economic health inequalities. School health promotion
research has been one of its focus areas for many years. She currently leads a con-
sortium of researchers that study the effectiveness of school-based health interven-
tions in the Netherlands. She has supervised more than 20 PhD students; (co-)
authored more than 200 books, reports and articles in national and international
journals (including Health Promotion International and the European Journal of
Public Health); and has been awarded many grants.

Colette Kelly is a professor of Health Promotion in the Discipline of Health
Promotion, School of Health Sciences, at the National University of Ireland Galway.
She is director of the Health Promotion Research Centre, a WHO Collaborating
Centre for health promotion research. Colette leads the Researching Adolescent and
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Child Health (ReACH) group within the centre involving a team of researchers and
PhD candidates who employ a range of methodologies. Colette is co-principal
investigator for the Health Behaviour in School-aged Children (HBSC) study in
Ireland and is the elected chair of the Youth Engagement Group for the international
HBSC network.

Peter Kelly is a professor of Education, and the Head of UNESCO UNEVOC at
the School of Education at RMIT University. UNEVOC is UNESCO’s global net-
work for promoting learning for the world of work. Peter’s current research interests
include a critical engagement with young people, their well-being, resilience and
enterprise, and the challenges associated with the emergence of the Anthropocene.
In the context of the COVID-19 pandemic, these interests are framing the develop-
ment of a research agenda titled: COVID-19 and Young People’s Well-being,
Education, Training and Employment Pathways: Scenarios for Young People’s
Sustainable Futures. Peter has a significant international publishing and research
profile. He has published 13 books and more than 75 book chapters and journal
articles on young people, marginalisation, education, training and work pathways
and well-being.

Abby C. King is a professor of Epidemiology and Population Health and Medicine
at Stanford University School of Medicine and is director of the Stanford Healthy
Aging Research Lab and Our Voice Global Citizen Science Initiative. Recipient of
the Outstanding Scientific Contributions in Health Psychology Award from the
American Psychological Association, her research focuses on the development,
evaluation and translation of public health interventions to reduce chronic disease
and its key behavioural risk factors. She uses state-of-the-art communication tech-
nologies, community-based participatory research perspectives and citizen science
approaches to address health disparities among disadvantaged populations world-
wide. Dr. King served on the US Department of Health and Human Services’
Scientific Advisory Committee on National Health Promotion and Disease
Prevention Objectives for 2020, co-chaired the USDHHS 2018 Physical Activity
Guidelines for Americans Advisory Committee and was one of ten US scientists
honoured by the Association of American Medical Colleges for outstanding research
targeting health inequities.

Krystyna Kongats completed her doctoral studies in health promotion at the
University of Alberta. Her thesis work was rooted in participatory approaches to
research and together with members of the Creating Caring Communities group
explored the impact of a neighbours helping neighbours approach to end-of-life
care. In 2018, she co-edited, “Participatory Health Research: Voices from Around
the World”, a unique resource bringing together an international perspective to core
issues in participatory health research. Krystyna has been a long-time member of
the International Collaboration for Participatory Research (ICPHR) co-ordinating
committee where she currently supports strategic communications.
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Stef Kremers is a professor in Health Promotion at Maastricht University. His
research focus is on the study of determinants of dietary behaviour and physical
activity and on the evaluation of comprehensive interventions regarding these
behaviours for different target groups (e.g. children, adolescents, young adults,
(pre-)diabetics). Research lines have additionally focused on methodological and
theoretical approaches to the study of determinants of energy balance-related behav-
iours as well as to the evaluation of preventive interventions.

Sarah Louart is a PhD student in health economics at the University of Lille.
During her master’s degree, she worked on patient navigation interventions for the
indigents in low-income countries. She is currently working with the NGO ALIMA
(The Alliance for International Medical Action) and IRD (Institut de Recherche
pour le Développement) on the realistic evaluation of a project that aims to intro-
duce pulse oximeters in primary health centres in West Africa (AIRE project).

Harro Maat is an associate professor at the Knowledge, Technology and
Innovation group. His work is at the intersection of Science and Technology Studies,
the Anthropology of Technique and Development Studies, with a central focus on
grassroots technologies and community initiatives related to agro-ecology, food and
health. Of particular interest are skills and techniques of local communities for sus-
taining their livelihoods through combinations of ‘modern’ and ‘traditional’ tech-
nologies, revealing amongst others that such analytical distinctions often make little
sense in practice. A grassroots technology perspective offers a new and relevant
understanding of community health, in particular health challenges in conditions of
poverty and ecological complexity.

Valerie Makoge holds the rank of senior research officer (Maitre de Recherche) at
the Institute of Medical Research and Medicinal Plants Studies (IMPM). She is cur-
rently the Head of the Laboratory of Parasitology. Valerie is also the Secretary
General of the Cameroon Academy of Young Scientists (CAYS), the vice-
coordinator of the central zone at the Cameroon Professional Research Oriented
Women Network (CaPROWN) and a member of several learned societies such as
ITUPHE. Her research uniquely blends biological and applied social sciences (public
health) perspectives. Her interests lie in disease trends and coping in poor communi-
ties, salutogenesis, health promotion, poverty-related diseases, malaria and
neglected tropical diseases. She is an experienced mixed-method research scientist.
Valerie is a mentor in the African Academy of Sciences mentoring scheme, a scien-
tific conference organiser, an experienced reviewer, grant winner and leader of
many initiatives for the benefit of communities.

Debbie H. Martin is Inuk and a professor in the Health Promotion division in the
Faculty of Health at Dalhousie University. She holds a Canada Research Chair in
Indigenous Peoples Health and Well-Being. Her research has been influential in
advancing Indigenous health research that is led by Indigenous peoples and guided
by their health priorities. She leads two large multi-year network grants that offer
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funding and various forms of mentorship and research supports to Indigenous peo-
ples and communities within the Atlantic region. She is Chair of the Institute of
Indigenous Peoples’ Health Advisory Board at the Canadian Institutes for Health
Research and recently elected into the Royal Society of Canada College of New
Scholars.

Fernanda Carlise Mattioni is a professor at the School of Public Health of Rio
Grande do Sul and a nurse of the Primary Health Care at Grupo Hospitalar
Conceicao. She is member of the Health Promotion Research Group at Universidade
Federal do Rio Grande do Sul. She participates in forums and collectives organised
for the defense of the Unic Health System and Human Rights in the Brazil.

Kerry Montero is a freelance academic with an interest in youth health, health
promotion and education and young road user safety promotion and policy. Formerly
programme manager of the Bachelor of Social Science Youth Work programme at
RMIT University, Melbourne, Australia, Kerry has an extensive background in
youth work, youth work education and adolescent health promotion, education and
service delivery. A focus of Kerry’s research and practice over the past twenty years
has been the development of targeted road safety education programmes and initia-
tives for young road users, with a particular emphasis on peer education and com-
munity based approaches. She has worked with industry partners, NGOs and
business to develop and deliver successful road safety peer education programmes
targeting industrial workers, community and tertiary students in Australia and inter-
national settings, most recently, Cambodia.

David Musoke isalecturerinthe Department of Disease Control and Environmental
Health, Makerere University School of Public Health, Kampala, Uganda. He is co-
chair of the Community Health Workers Thematic Working Group of Health
Systems Global. He is also a senior visiting fellow at Nottingham Trent University
(NTU), UK and Uganda lead of the 10-year partnership between NTU and Makerere
University that has supported over 750 Community Health Workers in Wakiso dis-
trict. He spearheaded the organisation of the first ever International Symposium on
Community Health Workers held in Uganda in 2017. He is also an academic editor
for PLOS Global Public Health, BMC Public Health, BMC Health Services
Research and the Journal of Environmental and Public Health.

Saoirse Nic Gabhainn is a professor of Health Promotion in the Discipline of
Health Promotion, School of Health Sciences, College of Medicine and Health
Sciences at the National University of Ireland Galway. She is co-director of the
World Health Organization Collaborating Centre for Health Promotion Research
and is principal investigator for Ireland in the Health Behaviour in School-aged
Children (HBSC) international research network. Within the 51-country HBSC col-
laboration, Saoirse is co-chair of the Policy Development Group and sits on the
overall study Coordinating Committee. She leads research projects which focus on
child and adolescent health and well-being and the school as a setting for health
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promotion and has published widely on these topics, using a wide range of method-
ological approaches.

Mathew Nyashanu is a senior lecturer and admissions tutor on the MA in Public
Health at Nottingham Trent University. He teaches on the postgraduate courses
including supervising PhD students. Dr Nyashanu also collaborates with commu-
nity groups working in public health development and education in the UK and is
involved international research collaboration with colleagues in South Africa,
Uganda, Zambia and the United States of America. He has published widely in the
area of global public health.

Angela G. Reyes is a founder and executive director of Detroit Hispanic
Development Corporation, a non-profit community-based organisation she started
in 1997. Her organisation focuses on youth and their families, prison release pro-
grammes, gang intervention, youth development, adult education classes and organ-
ising for voter protections. Ms. Reyes is a founding board member of the Detroit
Community-Academic Urban Research Center and is actively engaged in multiple
NIH- and Foundation-funded etiologic and intervention research and action efforts
focused on promoting health and health equity in Detroit and Michigan more
broadly. She is a founding member of the Community Action to Promote Healthy
Environments Partnership, speaks internationally about CBPR and health promo-
tion and is a co-author on multiple publications on CBPR and health equity.

Valéry Ridde is Director of Research at CEPED (http://www.ceped.org), a Joint
Research Unit involving the University of Paris and the Institut de Recherche pour
le Développement (IRD). He is currently hosting the Institute of Health and
Development at the Cheikh Anta Diop University of Dakar (Senegal). His research
work focuses on universal health coverage, health service financing, programme
evaluation, public health policies and knowledge transfer.

Cristianne Maria Famer Rocha is an associate professor at the Department of
Collective Health, Nursing School (EEnf), Universidade Federal do Rio Grande do
Sul (UFRGS). She is a permanent professor of the Postgraduate Programme in
Nursing (PPGENF/UFRGS) and in the Postgraduate Programme in Education
(PPGEDU/UFRGS), where she leads the Health Promotion Study Group (GEPS).
She was a visiting professor at Instituto de Higiene e Medicina Tropical da
Universidade Nova de Lisboa (IHMT/UNL), in Portugal, and a guest teacher at the
Universidad para la Cooperacioén Internacional (UCI), in Costa Rica. She was an
associate consultant (2005) and is currently a consultant of the Pan American Health
Organization (PAHO/WHO). She has experience in the field of education, social
communication and collective health.

Andrea Rodriguez is a lecturer in Dental Public at the University of Dundee,
Scotland. She leads the Scottish Oral Health Improvement Research Programme,
Smile4dlife, to promote oral health and psycho-social well-being for people
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experiencing homelessness. She is an invited member of Scottish Government com-
missions to reduce homelessness at local (Dundee City Council) and national
(Health and Homelessness steering group) levels. Andrea is an associated researcher
at the Observatory of Favelas, Brazil. She has over 20 years of experience working
in favelas in Rio de Janeiro and doing community-based participatory research. She
has Masters in Psycho-sociology of Communities and a PhD in Social Psychology
from the Federal University of Rio de Janeiro, Brazil. Her academic and profes-
sional experience has a strong connection with third sector organisations working
with popular education, health promotion and community development.

Patricia Rodriguez Espinosa is an instructor in the Department of Epidemiology
and Population Health and the Associate Director of Research for the Office of
Community Engagement at Stanford University School of Medicine. The ultimate
goal of her research is to decrease health inequities among racial/ethnic minority
populations, particularly Latins and immigrant communities, through transdisci-
plinary and community-engaged scholarship. Her research aims to understand fac-
tors that create and maintain health inequities (e.g. racial residential segregation)
and use these insights to develop novel multi-level interventions and health promo-
tion programmes to address the inequity gap and that include multi-sectoral col-
laborations. Her research has also centred around developing the science of
community-based participatory research, citizen science and other participatory
research approaches.

Nilza Rogeria de Andrade Nunes is a lecturer in Social Work Department,
Pontifical Catholic University of Rio de Janeiro (PUC-RJ). She has post-doctorate
in Collective Health from the University of Brasilia (2019), PhD in Social Work
from the Pontifical Catholic University of Rio de Janeiro (2014), a Master’s in
Psycho-sociology of Communities (2006) and a degree in Social Work (1989), all
completed at Federal University of Rio de Janeiro, Brazil. She has long experience
in community work with vulnerable groups in favelas and delivering training in
participatory research methodologies for academic and non-academic audiences.
Her studies focus on health promotion, gender and homelessness. She is the coordi-
nator of the Research Group: Nucleus of Studies in Health and Gender — NEGAS.

Anne Roué Le Gall is currently an associate professor at the Department of
Environmental Health Sciences, National School of Public Health (EHESP),
ARENES-UMR, University of Rennes. Since 2010, she has set up a research and
expertise area dedicated to healthy urban planning (HUP), health impact assessment
(HIA) and multiple criteria analysis methodologies for decision support (MCDA).
She is involved in and leads several action research projects that aim to better inte-
grate health issues at different scales of territories, and works closely with a wide
range of stakeholders to implement the HUP concept. She has led the drafting of
national guides on HUP, including the recently published ISadOrA guide. Also
involved in various networks and expertise groups at local, national and
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international levels, she is responsible for a training programme on "Public Health
and Territorial Planning" for a mixed audience of professionals (DE SPAT).

Hans Savelberg is a professor of Evolving Academic Education at the department
of Nutrition and Movement Sciences at Maastricht University in the Netherlands.
One of his areas of interest is assessing daily physical activity and understanding the
impact of physical activity on health and cognitive performance. He performs stud-
ies in varying populations, from primary school children to elderly and people with
diabetes. Study designs comprise both large cohort field studies and smaller con-
trolled trials and everything in between. In this way, he tries to link the understand-
ing of underlying biological mechanisms to real-life implementations of physical
activity interventions.

Amy J. Schulz is a university professor of Diversity and Social Transformation
and professor in the Department of Health Behavior and Health Education, School
of Public Health, University of Michigan. She is a founder of the Healthy
Environments Partnership and Community Action to Promote Healthy Environments
Partnerships, community-based participatory research (CBPR) partnerships that
engage community, health service and research members to promote healthy envi-
ronments in Detroit. She conducts etiologic research linking historic discrimination
with contemporary built environments and health inequities, and intervention
research to address those inequities. She is a leading scholar of CBPR approaches
to health promotion research, policy drivers of local environments and their contri-
butions to health inequities and the application of scientific research to inform
action to promote health equity.

Martine Shareck is an assistant professor in the Department of Community Health
Sciences at the Université de Sherbrooke, Québec, Canada. She holds the Canada
Research Chair on Urban Environments and Health Equity Among Young People.
Trained in social epidemiology, public health, health promotion and health geogra-
phy, she has expertise in research with marginalised populations, on the social
determinants of health, in mixed-methods evaluation and in urban health inequities.
Martine holds a PhD in Public Health (health promotion) and postdoctoral fellow-
ships from the London School of Hygiene and Tropical Medicine and at the Dalla
Lana School of Public Health at the University of Toronto. Her aim is to contribute
to the creation of healthy, equitable and sustainable cities inclusive of all.

Alan Shiell is a professor of Health Economics in the Department of Public Health
at La Trobe University in Australia and an honorary fellow of the Faculty of Public
Health in the UK. His research includes both empirical evaluations of the cost-
effectiveness of public health interventions and the development of concepts and
methods to improve the design, implementation and evaluation of complex inter-
ventions to address the social determinants of health. His primary interest currently
is the design of funding mechanisms to support health promotion.
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Jean Simos is an environmental health and health promotion international expert
and head of the homonymous research group of the Institute of Global Health,
University of Geneva. He holds a PhD from the Swiss Federal Institute of Technology
of Lausanne, and he is former deputy director of Public Health Geneva. Since 1994,
he has a fruitful collaboration with WHO (HQ of Geneva and regional offices of
Europe and Africa) in the field of Healthy Cities. His work focuses particularly on
health impact assessment (HIA), health promotion and inequities and multiple cri-
teria methodologies for decision support (MCDA). He is a member of the French
High Council of Public Health (HCSP) since 2011 and the delegate on International
Affairs of the Francophone Society of Environmental Health (SFSE).

Jane Sixsmith is currently a lecturer in Health Promotion, Discipline of Health
Promotion at the National University of Ireland Galway. She has led and continues
to contribute to the MA Health Promotion, an [IUHPE-accredited programme, and
to multi-professional doctoral supervision. She is an active member of the Health
Promotion Research Centre, a WHO Collaborating Centre for health promotion
research. With a portfolio of national and international research funding, her
research interests are in health communication, health literacy and qualitative meth-
odologies, including participatory research.

Jane Springett is an emeritus professor at the Centre for Healthy Communities,
School of Public Health, University of Alberta, Canada. She is a founding member
of the Intersectoral Collaboration for Participatory Health Research and co-author
of Participatory Practice, Community Action for Transformation, 2nd Edition
(2022) as well as Participatory Research for Health and Social Wellbeing (2019). A
leader in participatory health research, she has also contributed extensively to the
field of health promotion, especially in the area of participatory health research.

Lawrence St. Leger is an honorary professor at Deakin University, Melbourne,
Australia, where he was a previous Dean of the Faculty of Health. Lawry was the
lead author of ‘Guidelines for School Health Promotion’ for the WHO (Western
Pacific Region). In collaboration with Ian Young, he led international teams examin-
ing the effectiveness of school health initiatives. This research was supported by
IUHPE with funding from CDC in the USA. Two major documents emerged from
this research: Guidelines for Promoting Health in Schools, which is in 11 languages,
and Promoting Health in Schools: From Evidence to Action, in 10 languages. Lawry
has worked for the World Health Organization in Cambodia, Mongolia and the
Western Pacific region and has advised health and education ministries in Australian
states, New Zealand, Canada, Hong Kong, Taiwan and Singapore as well as being
an invited speaker to many national and international conferences.

Marie-Claude Tremblay is an associate professor at the Department of Family
Medicine and Emergency Medicine, Université Laval (Québec, Canada). She is also
co-responsible for the expertise in Indigenous health of the Quebec Strategy for
Patient-Oriented Research Support Unit and an associate editor of the academic
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journal Health Promotion International. Prof. Tremblay’s research expertise
includes qualitative methods, cultural safety, patient engagement and participatory
research approaches. Her research programme includes various projects realised in
partnership with patients and communities that address cultural safety of health
care, racism issues in the health system, patient participation in research and health
education, as well as reflexivity as a mode of transformation of healthcare practices.

Patricia van Assema is an associate professor at the Department of Health
Promotion, Maastricht University. She has ample experience as a research project
leader, has supervised more than 10 PhD students and co-authored more than 125
articles in international peer-reviewed journals and articles/chapters in Dutch scien-
tific journals, professional journals and books. She has been project leader of
research projects for determinants of nutrition behaviours and the development,
evaluation and dissemination of health-promoting programmes in schools and the
wider community, especially targeting people with low social-economic status. Her
current work includes implementation studies in schools and municipalities.

Louise Warwick-Booth is a reader and associate director of the Centre for Health
Promotion Research. Louise teaches on a range of modules within the UK and over-
seas including sociology, health policy, research methods, community health and
global health. She leads a range of research and evaluation projects. Louise’s
research projects are diverse and include commissioned evaluation work within the
voluntary and statutory sector. Her expertise relates to the evaluation of health pro-
motion interventions with vulnerable populations, including women experiencing
domestic abuse. Louise has published several textbooks such as Social Inequality
3rd Edition (2022), Creating Participatory Research (2021 with colleagues) and
Contemporary Health Studies: An Introduction 2nd Edition (2021).

Donele Wilkins is founder and executive director of the Detroit-based Green Door
Initiative, a non-profit organisation promoting environmental justice in Michigan.
She has dedicated her life’s work to environmental and social justice, serving as an
appointee to the Detroit Brownfield Redevelopment Authority and the Environmental
Protection Agency’s National Environmental Justice Advisory Council, and playing
a key role in developing Michigan’s Environmental Justice Policy. A leader in
community-based participatory research initiatives in Detroit, she has been engaged
most recently with the Community Action to Promote Healthy Environments
Partnership and has contributed to many scholarly articles on environmental justice
and public health. Recipient of many awards, she most recently received the Life-
Time Achievement Award by the Detroit City Council’s Green Task Force.
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Chapter 1

A Global Participatory Process

to Structuring the Field of Health
Promotion Research: An Introduction

Louise Potvin and Didier Jourdan

With the exception of the Bangkok Charter, which calls to anchor health promotion
practice on the best available evidence (WHO, 2005), there is no mention of research
and of relevant scientific knowledge in health promotion founding documents.
These documents frame health promotion mostly as a discourse and a professional
practice based on a set of values and principles that promotes changes at the indi-
vidual, community and global levels (Potvin & Jones, 2011). There is no well-
defined knowledge base and no distinctive, widely agreed knowledge production
approach for health promotion research. Nevertheless, during the past decades,
health promotion research has developed and gained recognition as witnessed
through various signs of scientific institutionalisation (scientific journals, graduate
research-oriented programmes, departments in higher education institutions and
research units in universities). In many knowledge institutions, health promotion
research has gained the status of ‘a name on the door’ (Potvin & McQueen, 2007).

Like all other research domains related to a professional practice, health promo-
tion research has started its development following what we would call a potluck
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model. Researchers from various disciplinary backgrounds, attracted to the values
and transformative vision underpinning the health promotion discourse, have used
their disciplinary-based theories and methods to conduct studies about the various
practices associated with health promotion (MacDonald & Bunton, 2002; Jourdan,
2013). The question arises as to whether health promotion research is still at the
potluck stage or is it now a constituted, distinctive field of scientific enquiry. In
other words, is health promotion research simply a crossroads where researchers
from different disciplines temporarily meet, or is it a constituted field of research on
its own with its specific objects, epistemological frameworks, methods and special-
ists? This question has been raised in all research fields founded on social practices
(see, for example, Fischer & Miller, 2007, on political science or Wyse et al., 2016,
on education science) and not on a specific approach to reality (physics, sociology
and so on). We created this Global Handbook of Health Promotion Research project
to make visible that health promotion research has come of age and has become a
distinct field of scientific enquiry. It can be distinguished from other fields through
its distinctive objects and a unique configuration of ethical and epistemological per-
spectives that shape the research practice of those who identify as health promotion
researchers.

However, as of yet, these ethical and epistemological foundations have not been
explicitly formulated and articulated into a coherent structuring framework for
health promotion research. This is the project of this global handbook, for which the
process of achieving the framework itself was a stepping stone for structuring the
field, mobilizing a community of health promotion researchers and contributing to
the capacity building of the newly minted researchers.

To our knowledge, there exist only a couple of books entirely dedicated to pre-
senting health promotion research (Goodson, 2009; Salazar et al., 2015). Both these
references discuss health promotion research mostly from the point of view of
researching health behaviour changes and are blind to researching health promoting
systems and policies. Neither makes extensive references to the broader perspective
on health promotion as a practice aimed at influencing the social, political, environ-
mental and economic determinants of health. Although there is room in health pro-
motion research for researching individual practices and heath behaviours, we
conceive of health promotion research as a much broader field of enquiry. To con-
tribute to the sustainability of health promotion, health promotion research needs to
encompass the entire transformative agenda proposed in the Ottawa Charter
(WHO, 1986).

Developing knowledge on such a broad range of practices involving a diversity
of social actors requires a pluralist view of science that makes room for and inte-
grates diverse relevant paradigms. With this handbook, our ambition is threefold.

1. To map the various health promotion research practices, to make visible their
diversity and distinctive characteristics

2. To provide a reference tool and a usable resource for researchers, practitioners
and students to navigate and conduct health promotion research

3. To contribute to the creation of a shared and recognised identity for health pro-
motion researchers



1 A Global Participatory Process to Structuring the Field of Health Promotion... 3

1.1 The Need for a Solid and Relevant Knowledge Base

Health promotion was institutionalised in the mid-1980s through a WHO-EURO
effort to operationalise the goal of ‘achieving health for all in 2000” (Kickbusch,
2003). With the recognition towards the end of the twentieth century that non-
communicable diseases and modifiable lifestyle risk factors were major causes of
disease and mortality in high but also low- and middle-income countries (Murray &
Lopez, 1994), health promotion has become global. The Bangkok Charter for
Health Promotion in a Globalised World (WHO, 2005) made this explicit. However,
to survive and thrive as an intervention and political framework as well as a global
professional activity, health promotion must develop a solid and relevant knowledge
base to buttress other elements of professional sustainability such as training pro-
grammes, accreditation process and competency frameworks.

Parallel to this geographical expansion, health promotion has also penetrated the
academic domain. The fact that a growing number of scientific journals, research
infrastructure and specialised academic degrees include health promotion in their
titles is a sure sign of a thriving scientific enterprise. While research teams are capa-
ble of producing scientific knowledge, the field of health promotion research is yet
to be recognised as distinct and associated with a coherent body of knowledge
anchored in shared paradigms, approaches and methods (Jourdan, 2019). In com-
parison to well-established theory-based fields of research such as psychology, soci-
ology or epidemiology, for example, health promotion research could appear to be
weak from an epistemological point of view: its objects are somewhat ill-defined
and the epistemic boundaries with established fields of research are blurred (Jourdan
etal., 2012). The field is still in search of a proper niche as witnessed by the fact that
health promotion research infrastructure and academic degrees are associated with
various scientific disciplines that range from psychology, education, social work
and various allied health sciences such as public health, nutrition and others,
depending on university traditions (Van den Broucke, 2017).

The key questions are then: what are the criteria to define a research field and
does health promotion research meet these criteria? In reference to Bourdieu’s
notion of social field (Bourdieu, 1980), a field of research is a structured space of
relationships for social actors, both individual and institutional (in our case, people
and organisations involved in health promotion research). It is defined by its bound-
aries with other related fields (such as public health research, political science or
health psychology) and it defines an identity for those within. Actors in the field
struggle to obtain significant shares of various types of capital from which they can
position themselves favourably within this space. In the case of a science field, these
capitals are mainly peer recognition, role in scientific journals or funding organisa-
tions or other authoritative instances for knowledge production and dissemination
(Jourdan et al., 2012). On the basis of the volume of scientific publications, journals,
research teams, graduate degrees and other metric indicators of scientific activity,
we consider that health promotion research has many of the attributes of a distinct
research field. What is missing is an explicit and shared structuring framework that
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will facilitate the development of other attributes such as a clear identity of health
promotion researchers, recognition and assessment of the value of their work in
their academic careers, funding processes, scholarly associations. Developing such
a framework for health promotion research is the next step that will support the
maturing of health promotion research and the sustainability of health promotion.
Working towards a framework for the field of health promotion research does not
mean imposing a universal standard. It is a matter of identifying the anchoring
points that characterise research in all its diversity on the basis of existing practices
and in a collaborative approach. Doing so will make visible the specific characteris-
tics of the field. This work could only be done by mobilising the forces of the health
promotion research at a global level. This is why we launched the initiative of the
creation of a global handbook.

1.2 A Collaborative Process to Structuring Health
Promotion Research

The overarching ambition of this global handbook is to contribute to structuring the
field of health promotion research based on the actual research practices. From the
work of Ludwig Fleck (2005) in the early twentieth century to that of Thomas Kuhn
(1962) and Bruno Latour (1989), empirical investigations of the scientific knowl-
edge production activity have demonstrated that science is a sociological enterprise.
Over and above philosophical considerations about the thinking process founda-
tional to all knowledge, scientific knowledge is the product of the social practices of
researchers whose work cannot be reduced to applying methods. Science is a social
activity. Researchers are social actors whose behaviours are shaped by structuring
forces related to a community of researchers to which they belong. Scientific activ-
ity is rooted in the worldviews, paradigms, methods and tools elaborated by those
recognised as contributing to the discipline in which the activity is embedded and,
conversely, that shapes the discipline. Although every research project is a singular,
original activity, it is related to an identifiable scientific field through a configuration
of characteristics that are shared by the community of researchers in the discipline.

To structure the field of health promotion research, we opted to work from the
bottom-up, i.e. to start by taking stock of the research practices of those who com-
pose the field and who identify as health promotion researchers. After having care-
fully mapped these practices, their analysis should allow the identification of what
underlies them and their organisation into a coherent framework. This is the first
objective of the handbook.

A second objective is to help structure a distinctive community of health promo-
tion researchers and to support its expansion by providing the next generation of
researchers with a tool to situate their own contributions to the field. We also want
to expose these future researchers with a coherent framework to organise the breadth
and depth of valid health promotion research practices. Coming from a variety of
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disciplinary perspectives, those involve in health promotion research often operate
at the margin of their own discipline. Providing a structured and recognised space in
the form of a scientific field will strengthen and legitimate the label ‘health promo-
tion researcher’ and will provide criteria and directions to further develop tools
(journals, graduate programmes, funding mechanisms) adapted to the specificities
of the practices of health promotion researchers. In order to ensure the relevance of
the proposed structuring framework for the global community of health promotion
researchers, we framed the project as a participatory enterprise in which those who
identify as health promotion researchers contribute to creating the framework
through sharing and discussing their own research practices. The intent is to base
the handbook on the collective experience of health promotion researchers globally
about how they create and share health promotion knowledge.

This is why a call for contributions was launched in February 2020. It was open
to the global community of health promotion researchers, defined as individuals and
groups interested in advancing health promotion research by reflecting and sharing
their practices. To reach these researchers, we associated with the International
Union for Health Promotion and Education (IUHPE), the only NGO with a global
membership composed of decision-makers, practitioners and researchers in the field
of health promotion, and posted our call on their website and in their journal Global
Health Promotion. The call was also sent through the community of the UNESCO
chair Global Health and Education. Finally, we issued personalised invitations to a
number of prominent colleagues and researchers in health promotion. The call
asked for outlines of potential chapters detailing research practices as implemented
in specific research projects or in more comprehensive research programmes. We
provided the following headings for guidance.

1. The specific health promotion practices investigated: Who were the actors?
What were they doing? For what purposes?

2. The purpose of the research project or programme: What were the objectives? In
which context were they defined? Who participated in their definition? Were
values other than knowledge production pursued through this research? Which
ones? Who defined them?

3. The research framework: Which research paradigm was framing the research
and why? Which theories were used, and how?

4. The relationship with those whose practices were investigated: How were
research participants involved in the planning and conduct of the research? Were
research results shared with non-researchers? If yes, how and for what purpose?

5. The methods used: What kind of data were collected? How was it collected and
analysed?

6. Specific challenges of health promotion research enlightened by the project or
programme: How does the research contribute to advancing health promotion
research?

We received 108 outlines from all continents encompassing a wide range of research
practices and methods reporting on research that were clearly about issues related to
health promotion. Authors were diverse as well, with some of them just graduating
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from a doctorate programme and some being seasoned researchers. We interpreted
this very positive response to our call as a real need of the field to reflect on research
practices and as a genuine willingness from researchers to contribute to shaping and
structuring health promotion research. We invited 79 groups to contribute a full
chapter, excluding outlines that did not report on research nor on the dissemination
of research results. Concerning research objects, only outlines clearly linked to the
health promotion discourse and practice as delineated by the Ottawa Charter of
Health Promotion (WHO, 1986) or related documents were selected.

At this very early stage, we noted two types of outlines. The majority of outlines
described a research project or programme and discussed the ways in which it con-
tributed to address distinctive challenges in health promotion research. Taken
together, these contributions would constitute the first part of the handbook aiming
to answer the question: how is health promotion research conducted globally? To
further guide authors in their reflexive task, we asked them to organise their chapter
in a way that would provide evidence to answer four questions.

. How are the research objects distinctive of health promotion?

. What kind of knowledge does the research generate?

. What makes this research approach distinctive of health promotion research?

. How does this research contribute to advancing and structuring the field of health
promotion research?

F O IN \S T

There was a second type of outline. Mostly written by more seasoned research-
ers, these contributions presented a high-level reflection on how a specific research
approach or method, which authors had championed either as developer or main
adapter from another field, was contributing to shaping health promotion research
because it addresses fundamental challenges in health promotion research. We
asked these authors to write a chapter for didactic purposes. These chapters would
provide an overview of approaches, strategies of inquiry and methods for generating
knowledge about health promotion practices. To complement these chapters, we
also issued more personalised invitations to colleagues who are known for their
work in a specific area. All these contributions would constitute the third part of the
handbook aiming to guide researchers on doing health promotion research. This
part would be more akin to a textbook in which junior researchers and graduate
students could find accurate introductions to approaches used in health promotion
research and to innovative practices in health promotion research. We asked authors
to structure these contributions around these following questions.

1. Which general health promotion research issues does this approach address?
2. How does this approach solve that issue?

3. What are the approach’s fundamentals and key references?

4. How does this approach structure the field of health promotion research?

Based on our experience with similar projects, we expected that about half the num-
ber of invitations we issued would lead to full chapters. To our amazement, almost
all authors and groups of authors invited produced a full-fledged chapter. It was
more than 79 complete chapters that we reviewed and commented! The chapters
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Fig. 1.1 The Collaborative process of creating the Global Handbook of Health Promotion
Research. (Potvin & Jourdan, 2022a)

have gone through several exchanges between the authors and the editors. In addi-
tion to describing research practices, all of them include an epistemological and
ethical analysis that contributes to the construction of the field of health promotion
research. A genuine process of maturation occurred which enabled the authors to
make more explicit the foundations of their work and the editors to acquire a global
vision of health promotion research practices in all their diversity. Finally, although
this is not a systematic collection, the topics, approaches, strategies of inquiry and
practices, disciplines and research setting presented and discussed in this wide
selection of chapters offer a valid and realist perspective on the breadth and variety
of health promotion research globally. Figure 1.1 provides a schematic representa-
tion of the process.

1.3 The Content of the Global Handbook: An Open Project

Given the number of contributions received, the handbook comprises three distinct
volumes. Each volume has a unique scope and format providing a unique perspec-
tive to structuring the field of health promotion research. The mapping of practices
is the first phase of our work. It has led to the publication of the first volume of the
handbook. Based on this material, the second part of the work consists of a system-
atic description of the epistemological and ethical framework of health promotion
research. It constitutes the second volume of the handbook. Finally, the present
book or third volume, proposes a systematic collection of approaches, strategies of
inquiry and methods. Figure 1.2 illustrates the overall architecture of the Handbook.
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A contribution to the definition of health promotion research as a distinct research field

Fig. 1.2 Structure of the Global Handbook of Health Promotion Research. (Potvin &
Jourdan, 2022a)

Volume 1, subtitled ‘Mapping Health Promotion Research’, is composed of 53
contributions that reflect on research projects or programmes that aimed at produc-
ing knowledge about health promotion practices. These chapters offer an overview
on the range of health promotion practices studied by health promotion researchers
on the one hand and on the research practices enacted to do so on the other hand.
Chapters are organised in four parts according to the health promotion practices
studied since it is a fundamental dimension for structuring the research field. The
fifth part is composed of four chapters that correspond to our analysis of this mate-
rial to derive some shared elements from the actual practice in health promotion
research that will inform our effort to structure the field.

Volume 2 is subtitled: ‘Framing Health Promotion Research’. It is entirely writ-
ten by Jourdan and Potvin and proposes our view of what makes health promotion
research a distinct field. It is composed of short chapters with a didactic aim that
describe and discuss what we consider as the fundamental elements for structuring
the field and their specific configurations that make this field of research distinct.
The argument is organised in four parts. The first part defines what constitutes a
research field and why it is relevant and useful to distinguish health promotion
research from other related research fields. The second part discusses the values and
the ethical framework that we consider is a main characteristic of health promotion
research. The third part proposes a comprehensive epistemological framework for
health promotion research. The fourth part discusses the objects that delineate the
range of health promotion practices studied in health promotion research.

Volume 3 (this volume) is subtitled: ‘Doing Health Promotion Research’. 1t is
composed of short chapters written by authors who have developed a recognised
expertise with regard to either an approach, a paradigm, a research design or a
method associated with health promotion research. These chapters are written as
introductions to these approaches in relation to the specific health promotion
research challenge they address. The book is organised in six parts. The first part
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presents seven examples of research approaches based on various paradigms that
are prisms for understanding the mechanisms at work in health promotion practices.
The second through fifth parts propose 16 examples of heuristic research designs
and methods designed or adapted to address methodological and ethical challenges
in health promotion research. The sixth part is the conclusion of the volume.

Recognizing that: (1) we cannot pretend to have an exhaustive coverage of all
relevant paradigms, strategies of inquiry and methods for health promotion research,
and (2) the field is evolving rapidly, the handbook, especially this third volume, is
conceived of as an opening for the future and a stepping stone for an ongoing global
initiative. In collaboration with the Editorial Board of Global Health Promotion, the
official journal of the International Union for Health Promotion and Education,
we have created a section in the journal entitled ‘Doing health promo-
tion research’ (Potvin & Jourdan, 2022b). This section publishes introductory-level
presentations of paradigms, approaches and methods relevant for health promotion
research and written by health promotion researchers.
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Chapter 2 )
Doing Health Promotion Research:
Approaches, Paradigms, Designs
and Methods to Produce Knowledge

Check for
updates

Didier Jourdan and Louise Potvin

2.1 Introduction

Volume 1 of the Global Handbook of Health Promotion Research aimed to map the
field of health promotion research. Individuals and groups who self-identify as
health promotion researchers reflected on their research practices, describing what
they actually do, how they work, the activities they put in motion and with whom
they produce, co-produce and/or share health promotion knowledge. We have
shown that the research conducted is multi-faceted; it refers to a wide variety of
paradigms, research designs and methods. To describe such research, the concept of
configuration is more relevant than typological thinking. What defines the field of
health promotion research is a set of specific configurations that could be described
along three dimensions:

* The purpose or ethical references (knowledge production and contribution to
social change within a well-defined ethical framework)
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* The objects of research (the research focuses on health practices)

e The nature of the knowledge generated, and the methods used to produce it (a
diversity of approaches that all have in common a recognition of the complexity
of the interactions at work in the creation of health by populations and individuals)

We were able to identify 11 markers that fall under these three structuring dimen-
sions (the ethical references, the objects of enquiry and the epistemological configu-
rations). Based on this inductive approach, Volume 2 further explores how these
markers structure health promotion research. Figure 2.1 presents the different mark-
ers related to the three structuring dimensions.

Our aim in Volume 3 is to present introductory-level discussions of approaches
relevant to knowledge production in health promotion research and methodological
solutions designed and adapted by researchers to advance the knowledge base and
solve epistemological challenges linked to the specificities of health promotion
research. We use research ‘approaches to knowledge production’ as a generic term
that describes the entire process of knowledge production. Approaches to knowl-
edge production are world views, plans and procedures for research that span the
range from broad assumptions to detailed methods of data collection, analysis and
interpretation. Other terms are important to describe the research characteristics. A
‘research paradigm’ is a general philosophical orientation about the world and the
nature of knowledge from which researchers address research issues (post-
positivism, constructivism, transformative and pragmatism paradigms). ‘Research
design’ corresponds to the strategies of inquiry (qualitative, quantitative and mixed
methods) that are suitable for the subject matter and deemed valid in a given field.
The last major element is the set of specific research methods that involve the forms
of data collection, analysis and interpretation that researchers propose for their
studies.

This volume is composed of short chapters written by authors who have devel-
oped arecognised expertise with regard to either an approach, a paradigm, a research

Dimensions and markers to navigate the field of health promotion research

Ethical references | |Research objects | |Epistemologica| framework

Three
dimensions

The recognition of diverse forms

* The ethical horizon of the ¢ The categories of actors
of knowledge

research practices relate to
* The source of legitimacy of the * The relationship to social The ?mbgddedness of research
§ é research change _lrfr:act\c‘eim c?htixtt
o E The status of the people * The types of interventions e relationship between
involved in the research studied researchers and stakeholders

The articulation of knowledge
production and sharing

The ethical foundations of
research approaches

Fig. 2.1 Dimensions and markers to describe the field of health promotion research. (Jourdan &
Potvin, 2022)
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design, or a method associated with health promotion research. These chapters are
written as introductions to these approaches in relation to the specific health promo-
tion research challenge they address. Readers will find key bibliographical refer-
ences at the end of the chapters and will be able to explore the various dimensions
of the approaches described in more detail if they wish.

2.2 The Knowledge Base of Health Promotion: Networks
of Questions, Concepts, Methods, Results

This volume is concerned with research practices relevant to the production and
sharing of knowledge about health promotion practices. Understanding the very
nature of this knowledge is a prerequisite for the description of approaches, research
designs and methods.

The knowledge produced in health promotion research refers to a wide variety of
paradigms. The knowledge produced by research based on post-positivist, construc-
tivist, transformative, or pragmatic worldviews is not the same. The knowledge base
produced in a field wherein such a diversity of paradigms can be found cannot be
organised solely in a cumulative manner. The knowledge base in health promotion
research is different from those produced in theory-based scientific fields like phys-
ics or cognitive psychology. These fields are clearly defined by problems to be dealt
with, and with methods of investigation and concepts that are valid throughout the
whole field. These are closed fields since, in order to be recognised as valid, knowl-
edge must meet specific formal characteristics.

On the contrary, in health promotion research, even if the debate about what
constitutes valid evidence is still ongoing, the field can be described as an open
field. To be recognised as valid, knowledge must show its relevance in reference to
an ethical and epistemological framework (Jourdan & Potvin, 2022). The knowl-
edge produced is multi-faceted, therefore, formal characteristics are not what makes
it considered as contributing to the knowledge base of health promotion research. In
other words, the knowledge produced and the conditions of its production (with
people) are more important than conformity to a specific academic tradition.

The knowledge base includes:

¢ Knowledge from disciplinary research that is anchored in a range of paradigms
(from positivism to constructivism) and that studies health promotion practices

e Knowledge produced from a health promotion research perspective that is often
based on approaches that borrow from different perspectives (usually based on
transformative and pragmatic paradigms)

New knowledge interacts with existing knowledge. They weave together and
create networks. Beyond the diversity of research approaches, these networks of
questions, concepts, methods and results are what structures the knowledge base in
health promotion. The knowledge base gains in interconnections what it loses in
unicity.
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Thus, we propose that two mechanisms drive the development of health promo-
tion research. First, improved data collection and analysis techniques enrich the
knowledge base. Second, since health promotion research is about complex social
practices, there is openness to new theoretical frameworks, which shed light on
practices in a renewed way. The research is progressing with new starting points and
approaches. Advancement in knowledge production requires multiplying the
perspectives.

2.3 The Organisation of this Volume

The book is organised according to these two ways of advancing knowledge in
health promotion. As previously described, the knowledge base in our field increases
in two different ways:

1. Through the development of research approaches rooted in various conceptual
frameworks that shed new light on practice and thus advance knowledge. We
propose seven examples of such approaches based on various paradigms (critical
theories, political science, economics, etc.) which are all prisms for understand-
ing the mechanisms at work in health promotion practices. This is covered
in Part I.

2. By innovating and adapting research practices. We thus propose 16 examples of
research designs and methods relevant to the toolbox of health promotion
researchers. These examples are organised according to the health promotion
research challenges they address in reference to the four epistemological mark-
ers that frame the field of health promotion research (Potvin & Jourdan, 2022).
Parts II to V therefore correspond to the four markers that characterise health
promotion research (recognition of the diverse forms of knowledge, embedded-
ness of research practice in context, relationship between researchers and other
stakeholders and articulation of knowledge production and sharing); see
Table 2.1.

2.4 The Contents of this Volume

The first part of this volume consists of chapters that describe approaches to
knowledge production in health promotion research.

In Chap. 3, de Leeuw focusses on the use of policy theory in health promotion
research. She describes four theories of policy development that have proven useful
for research on health promotion policy making.

Chapter 4, written by Alan Shiell and collaborators, illustrates how heterodox
economic theories account for the fact that people’s preferences are shaped by their
social circumstances, and can be used in health promotion research.
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Table 2.1 The markers that characterise the knowledge production process in health promotion

research

Markers

Definitions

The recognition of
diverse forms of
knowledge

In addition to scientific knowledge, health promotion research values
and legitimises experiential and professional knowledge of study
participants and creates the conditions for these forms of knowledge to
interact productively.

The embeddedness of
research practice in
context

Context is conceived of as an inherent dimension of the practice
studied in health promotion research. Methodological pluralism and a
systems perspective facilitate embracing the complex causal
mechanisms at play in context/practice interactions.

The relationship
between researchers
and other stakeholders

Whether a research project originates with researchers or other social
actors, and whether researchers are in a leadership or an accompanying
posture with regard to the practices studied, the embeddedness of

research in context necessitates negotiating collaborative arrangements
with other stakeholders.

Solution and action-oriented, health promotion research creates an
epistemic reciprocal relationship between scientific and practical
knowledge; neither is directly transferable into the other, but the
passage from one to the other requires translation and a methodological
apparatus to effect these translations.

The articulation of
knowledge production
and sharing

In Chap. 5, Louart and Ridde show how critical realism can be used in health
promotion research. Critical realism is a philosophy of science that proposes that
reality is composed of mechanisms and forces whose conjunctions create observ-
able events from which those mechanisms can be theorised. Critical realism is an
approach to unpacking the complexity of interventions understood as open systems
operating in broader social systems.

In Chap. 6, Rodriguez and Rogéria de Andrade Nunes illustrate how critical dia-
logue can be used in health promotion research with marginalised groups. They
discuss the principles of Freire’s critical pedagogy as an epistemology: research is
committed to responding to current problems; listening to people and communities
so as to acquire a deep understanding of life contexts; co-creation of knowledge;
critical thinking; participation and interdisciplinary collaboration and critical dia-
logue for action.

Written by Mattioni and Famer Rocha, Chap. 7 describes how Michel Foucault’s
genealogy can be used to analyse changes in practices in primary care settings.
Based on content analysis of documents and interviews, this approach enables the
identification of tensions among practitioners, or between practitioners and popula-
tions, and shows how these tensions relate to various discourses and narratives orig-
inating in historical events.

In Chap. 8, Kelly and Montero show how Science and Technology Studies could
be a relevant approach to understanding health promotion practices. Using the con-
cept of complex assemblage, they engage with the limits and possibilities of inter-
ventions, making explicit what is included in such interventions, and what is
purposively excluded to make them work.
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| Political science (chap3) |
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Part | - Approaches to knowledge

production in health promotion research | Critical realism (chaps) |
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knowledge production in health
promotion research

| Foucault’s genealogy (chap7) |

| Science and technology studies (chaps) |

| Feminist approaches (chap9) |

Fig. 2.2 A sample of approaches relevant to knowledge production in health promotion research

Written by Warwick-Booth and collaborators, Chap. 9 describes the contribution
of feminist approaches to health promotion research with vulnerable women. The
chapter illustrates feminist research practices for the evaluation of the effectiveness
of interventions designed to improve women’s health.

Figure 2.2 introduces the different approaches presented in this first part.

The next four parts of this volume are composed of 16 chapters that describe
research designs and methods for addressing health promotion research challenges
that are relevant in the toolbox of health promotion researchers.

Part II is entitled ‘Enabling interactions among all relevant knowledge’. It
includes three examples of research designs and methods that make it possible to
value and legitimise the experiential and professional knowledge of study partici-
pants, and to create the conditions for these forms of knowledge to interact produc-
tively. Chapter 10, written by Tremblay and Martin, describes the Two-eyed seeing
and shows how it could be used as a guiding principle to respectfully embrace indig-
enous and western systems of knowledge in health promotion research.

In Chap. 11, Alexander and collaborators present in situ methodologies.
Acknowledging the lived experience of individuals, in situ data collection methods
are tools for collecting data from study participants as they interact with their
environment.

Written by Makoge and Maat, Chap. 12 describes qualitative methods designed
to understand how people’s sense of coherence (the capacity to make sense of one’s
environment) and use of resistance resources allow them to overcome stressors.
This approach uses the salutogenesis framework; it emphasises people’s actions
towards their own health, despite their condition of poverty.

Part III is entitled ‘Unpacking the complex context/practice interactions’. It
describes five research designs and methods relevant to studying the complex causal
mechanisms at play in context/practice interactions.

In Chap. 13, Hawe reprints her (and her collaborators’) 2004 BMJ article in
which they describe the way in which interventions tested in randomised controlled
trials can and should be adapted to context. The idea is that it is not the activities and
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practices within an intervention that need to be standardised in a controlled trial, but
the underlying health-promoting mechanisms that they seek to trigger.

In Chap. 14, Simos and collaborators present the contribution of health impact
assessment to health promotion research. Inspired by environmental impact assess-
ment, the method explores the potential links between policy and health.

Written by Cambon and Alla, Chap. 15 describes the use of a theory-driven
approach to unpack the black box of complex interventions. The authors show how
the evaluation of interventional systems highlights the intervention-context dynam-
ics, and leads to understanding how outcomes result from the mechanisms produced
through these interactions, as well as the conditions for their transferability.

In Chap. 16, Jackson deals with the use of a realist approach in qualitative
research to analyse connections between context, intervention and outcome. She
explains how to uncover these interconnections through an iterative process that
involves a synthetic review of the literature and the content analysis of the narratives
of various relevant stakeholders about their experience with the intervention.

In Chap. 17, Guével and Absil present the use of mixed methods to evaluate
complex interventions. The chapter elaborates on three practices developed for
mixed methods that could be transferred to health promotion research so as to better
appraise complexity.

Part IV is entitled ‘Regulating stakeholders’ collaborations’. It includes four
examples of research designs and methods that create the conditions for a genuine
collaboration between researchers and other stakeholders.

Chapter 18, written by Springett and collaborators, describes participatory action
research. This method seeks to co-produce locally relevant and actionable knowl-
edge through an equal partnership between researchers and those who are affected
by the issue under study.

In Chap. 19, Nic Gabhainn and collaborators present a method to meaningfully
involve children in a participative research process leading to consensual products
for advocacy or representation to decision-makers and other stakeholders.

Written by Schulz and collaborators, Chap. 20 describes the framework of
community-based participatory research (CBPR). It provides examples on how the
principles underlying this approach ensure that the research process contributes to
reducing health inequities by addressing community-identified priorities, commit-
ting to equity in both process and outcomes and engaging all partners in research
and action.

Chapter 21, written by Gibson and collaborators, deals with the key issue of
North-South health promotion research partnerships. These partnerships are vulner-
able to a colonial and paternalistic drift that conflicts with fundamental health pro-
motion principles. To overcome this challenge, the authors describe an equitable,
authentic and inclusive approach.

Part V is entitled ‘Bridging the knowledge/practice gap’. It includes four research
designs and methods that facilitate a reciprocal relationship between scientific and
practical knowledge.

Chapter 22, written by Chrisinger and colleagues, describes citizen science mod-
els. Through the involvement of lay people in data collection and analysis, citizen
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science furthers our understanding of how structural factors impact health behaviors
while democratizing the research process.

In Chap. 23, Grabowski and colleagues describe principled health promotion
research as a normative framework designed to create a common culture between all
involved in action research. This approach supports health promotion researchers in
implementing action-oriented and participant-friendly research projects.

Written by St.Leger, Chap. 24 shows the entanglement of knowledge production
and sharing in the school setting. It presents an evolutionary perspective on the co-
development of school health promotion and school health promotion research
since the middle of the twentieth century.

Chapter 25, written by Bartelink and colleagues, describes a contextual action-
oriented research approach to study the implementation of interventions conceived
of as complex adaptive systems that aim to transform the whole system in which
they are implemented. Figure 2.3 illustrates the four challenges of health promotion
research and the associated methodological responses.

In order to guide the reader within the content of the chapters, we have written
short summaries of each of the contributions (see Appendix: Overview of the
Chapters). This will help the reader to navigate the rich material in this book.

Of course, the handbook can be read from beginning to end, but it also can be
used as a working tool for researchers, students and practitioners. It is possible to
read the introduction and then explore chapters according to needs and interests.

In addition, the readers are invited to follow the ‘Doing health promotion’ sec-
tion of Global Health Promotion, the official journal of the International Union for
Health Promotion and Education (IUHPE). This section will publish

Part 2 to 5: Methodological responses to health promotion research challenges

Research challenges Methodological responses

Two-eyed seeing approach (chap 10)

The recognition of diverse forms ’ E“’b':"g interactions among all relevant 4 In-situ methodologies (chap 11)
nowledge
of knowledge Salutogenesis model adapted to non-western context (chap 12)

Randomised controlled trials adapted to the context (chap 13)

h b f h Health impact assessment (chap 14)
The embeddedness of researc ’ Unpacking the complex context/practice

practice in context interactions o Theory driven evaluation (chap 15)

Realist evaluation (chap 16)

Mixed methods (chap 17)

The relationship between Participatory action research (chap 18)
researchers and other ’ i : Participative research processes with children (chap 19)
stakeholders Community-based participatory research (chap 20)

Equitable North-South partnerships (chap 21)
[ Citizen science (chap 22)
Principled health promotion research (chap 23)

The articulation of knowledge
. R g ’ Bridging the research/practice gap o
production and sharing Health promotion research in schools  (chap 24)

Contextual action-oriented research approach (chap 25)

Fig. 2.3 A sample of methodological responses to health promotion research challenges
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introductory-level presentations of paradigms, approaches and methods relevant to
health promotion research and written by health promotion researchers.
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Chapter 3
Health Promotion Political Research
as Policy Practice

Evelyne de Leeuw

Key Concepts Definitions

3

e Policy: ‘...the expressed intent of government to allocate resources and capaci-
ties to resolve an expressly identified issue within a certain timeframe’ (De
Leeuw et al., 2014).

e Political science: The study of influence and the influential (Lasswell, 1936)

e Policy research: The study of the development of public policy over time and the
context, events and individuals surrounding this complex environment (Weible
etal., 2012)

3.1 Introduction

Setting the conditions and opportunities to promote health of individuals and popu-
lations happens at many different levels. At an individual level, people and their
families and communities make more or less conscious choices — what food to eat,
what (psychotropic) addictions to access, choosing mobility and active transport
opportunities and finding education and work that suits us. These examples also
show that for many, the total exercise of ‘free will’ may not exist. A level playing
field for making informed choices may not be accessible to everyone. If you live in
what colloquially has become — wrongly — designated a ‘food desert’ (Cummins &
Macintyre, 2002), the aspiration to eat the recommended quantities of fruits and
vegetables may simply not be realistic without the need for some sort of systems
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action. In the absence of walkable and bicycle-able infrastructure or in adverse cli-
mate (e.g. because you happen to live in an urban heat island, e.g. Cutts et al., 2009),
some people may be forced to use the less healthy option of owning and using a car
with an internal combustion engine. It may be more convenient (and even perceived
to be the only option) in the short run, but automobile ownership is associated with
(a) lower social capital (Currie & Stanley, 2008; Nieuwenhuijsen & Khreis, 2016)
and thus challenged health potential, and (b) carbon emissions, thus endangering
planetary health.

This description of the interface between individual freedoms and choice, and
collective engagement may lead to a level of frustration and asphyxiation among
individuals, groups and communities in societies. They may not feel part of a world
that involves policy responsiveness. There appear to be increasing levels of distrust
in public policy and the political processes that drive them (OECD, 2020). In many
places, people seem to disconnect from systems and processes that allow for collec-
tive action — such as democratic elections, participation in public institutions, com-
munity organisation in solidarity with ‘less fortunate’ members of society, etc.
Policy, and the processes that create and maintain policy (‘politics and Politics’ —
see below), is seen by many as a chaotic, ephemeral, unaccountable and an inher-
ently suspicious enterprise. These beliefs, in fact, create a vicious cycle where those
that ought to control — and be integral to, rather than just be at the receiving, pointy
end of — policy processes become even more disjointed from the things and people
that matter: (inequitably) affected communities and individuals.

Responsive, transparent and accountable policy making seems to be the answer to
this complex situation. And research ought to be part of the answer — as it would enable
us to understand why collective choice happens, how it happens and what its intended
and collateral impacts and outcomes are. In the simplest of definitions of politics (who
gets what, why and when — Lasswell, 1936), this research agenda is integral to the
health promotion effort. It is argued that research is in fact policy practice.

A key remit of the health promotion value system is that any of its action areas
can and must be supported by policy development. Creating supportive environ-
ments, reorienting health systems and shaping community action all depend on
some level of direction which the Ottawa Charter identified as ‘policy’. Recognising
the then (1986) recent insights from emergent social epidemiology and health equity
research, the Ottawa Charter for Health Promotion followed inspiration by Milio
and Hancock, and called for the development of ‘Healthy Public Policy’ (HPP).

Interestingly, the father and mother of the term HPP argued for its development
based on a retrospective inventory of the impact of (public) policy on (population)
health. At the time they had no firm empirical and evidence-based perspective on
how such policy was to come about. Milio documented such policies in Norway
(the ‘Farm-Food-Nutrition Policy’, Milio, 1981) and Australia (‘Making Policy: a
mosaic of Australian community health policy development’, Milio, 1988) and
Hancock (1982) saw HPP as integral to Healthy Cities development.

In this chapter, we will do the following. First, we briefly explore what can be
understood by the term ‘policy’. Second, we move this concept into the health pro-
motion space and consider the prolific presence of neologisms around the



3 Health Promotion Political Research as Policy Practice 25

health-policy interface. Third, we endeavour to present a very scant review of theo-
ries of the policy process and how they are relevant for health policy. Finally, our
analysis will land on arguing for more and better health political science research in
health promotion. First suggestions how to make this happen will be formulated.

3.2 What Is (Health) Policy and How to Research It?

With its preoccupation with interventionist perspectives, the health promotion field
(and associated research) would benefit from a clear conceptual grounding when we
talk of “policy’. Policy, to be brief, is not the intervention. It sets the parameters for
a package of interventions and their connected context. Policies exist within a much
larger societal brief that includes the notion of ‘governance’ (see de Leeuw, 2015,
and Greer et al., 2017). The study of interventions in a policy context has its own
body of literature (see, e.g. Bemelmans-Videc et al., 2011). Clear insight and guid-
ance for policy intervention development and packaging exist. These do not always
necessarily follow conventional ‘evidence-based’ or ‘knowledge-translated’ logics.
The interface of governance and health has an even larger and fuzzier scope (e.g.
Thomann et al., 2019). But in this chapter, we zoom in on ‘policy’.

Even those that professionally ponder policy have trouble defining policy.
Sometimes it is considered merely equivalent to ‘the plan’ (‘This is how we will get
from A to B’) or a rule (‘No access to people under three feet’). The latter is some-
times elevated to legislation or some high-level government institutional arrange-
ment. For instance, in Australia the vast inequities experienced by Indigenous
peoples (in health; housing; liveability; education; etc.) were — finally, after many
years of malevolent ignorance and neglect — elevated to ‘policy’ level. But this hap-
pened through federal government that established, in July 2008, a National
Indigenous Health Equality Council, and a Commonwealth arrangement called the
National Indigenous Reform Agreement. Together, they set a number of targets
which each contains series of specific policies (Gardiner-Garden, 2020). None of
these, by the way, seem very effective (Dawson et al., 2020), perhaps precisely
because no real policy has been made — only mere aspirations without mechanisms
or accountabilities. The bottom line, however, is that scholars, politicians and
bureaucrats can refer to any of the elements of this approach as a, or the, policy. The
opacity of this realm is, indeed, confusing. Sometimes researchers simply skirt the
issue. For instance, in a high-profile paper Carey and Crammond (2015) simply say
that ‘the policy process’ is what happens ‘inside government’. But in a troubling
twist, in their empirical research of the 23 “policy practitioners’ interviewed, fen are
lobbyists (whom we cannot assume belong ‘inside government’ — Woll, 2007). That
seems to be blurring the lines considerably, although the study does give some sur-
prising insights into the roles actors play in the policy game.

De Leeuw etal. (2014) give a brief review of perspectives on ‘policy’. Noteworthy
is the valuable nihilism that ‘no policy is also policy’ and the observation that some-
times policy is made that is demonstrably ineffective, or only aims to appease
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certain groups of stakeholders. This is known as ‘symbolic policy’. Ultimately,
though, they land on a description of policy as °...the expressed intent of govern-
ment to allocate resources and capacities to resolve an expressly identified issue
within a certain timeframe.’ This lens takes into account that public (government)
policy concerns itself with social issues (see, for instance, Gusfield, 1984) and the
(re)distribution of resources (which include both tangible — money, infrastructure —
but also intangible — ideas, access — dimensions). In fairly gross terms, policies (or
policy instruments) then embark on three paths of instrumentation: communication
(or ‘sermons’), facilities and incentives (‘carrots’) and coercion (‘sticks’). Public
policy implementation tends to follow the ‘path of least coercion’, that is, politi-
cians prefer first sermons, then carrots, and finally the sticks, cf. Bemelmans-Videc
et al. (2011). In practical health promotion terms, for example in COVID-19 con-
trol, this translates into public sector’s first preference for media campaigns (dis-
tance yourself!), then the establishment of facilities (e.g. plastic shields in shops,
markers on floors to encourage physical distancing) and finally regulatory action
that enforces lockdowns, fines, etc. This faux-logic of (temporally) escalating inter-
vention types may well reduce policy efficacy.

There is strong evidence across social and health policies that good combinations
of instrumentation in complex policy packages yield considerable synergies
(Smedley & Syme, 2000). In the COVID-19 example: each of the types of instru-
mentations separately would have some effectiveness in reducing exposure, infec-
tion and spread, but only in their combination they reach their full potential (see, for
a theoretical foundation of this assertion, Ruiter et al., 2020). This is colloquially
known as the Swiss Cheese Slices Approach (e.g. Christakis, 2020). The develop-
ment and implementation of such policies is one of the great health promotion chal-
lenges. And the research into development and advocacy of such complex policy
packages (i.e. the stacks of cheese slices) should be a ‘sine qua non’.

Hygienic thinking about policy research is a challenge, which we will further
dissect later on, in the health promotion policy research section. But at this stage, it
is probably helpful to first discuss the idea of ‘policy analysis’. ‘Policy analysis’ in
fact encompasses two distinct ways of assessing policy. The first presents an analy-
sis of the policy achievements. If, as outlined above, public policy is to resolve
social issues, it should be possible to identify whether it has been successful.

For instance, a local government Council could be troubled by the number of
road injuries and fatalities in its jurisdiction. It decides (compelled by the scientific
evidence) to solve this issue by managing traffic. It allocates resources and capaci-
ties (e.g. tactical urbanism involving road quality modification and speed bumps;
speed limits; signage). This type of policy analysis would seek to identify whether
the stated intent of the policy and its implementation yield the desired result, and if
itis fine-grained enough, investigate which elements in the synergy package worked
better than others and how they are best combined.

Another perspective on policy analysis is interested in how a particular policy
came about and whether the most appropriate (or cost-effective; timely; socially
acceptable) policy was identified. In the case of the Council’s injury policy, this type
of analysis might include asking whether public resources (tax payers’ money...)
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could have been spent more wisely in other areas (would more health be created
through securing better access to better education; to green space; or mitigating
climate change, for instance?). It could also gauge how (economically; conceptu-
ally; temporally; etc.) important the issue really is, how much pork-barrelling!
might have been appropriate, whether various interests were served accountably,
etc. This research could create arguments for different public and community priori-
ties, and support different (and preferably superior) policy processes and policy
resolutions. The second type of policy analysis would generate deeper understand-
ing of the reasons why, and how, policy is formulated, and what the foundations for
possible implementation success could be.

The first type of policy analysis does not require a critical body of policy theo-
retical knowledge. For the second it may be helpful to go back to Lasswell’s ‘who
gets what’ thinking and apply some conceptual insights from institutionalism or
power theory (see Harris et al., 2020). There is a third view of research into and for
the policy process that the remainder of the chapter explores.

3.3 Health Policy (or HPP, or HiAP)

Governments at every level, around the world, now recognise to a greater or lesser
extent that they have a role to play in creating conditions for better (and sometimes
more equitable) health of the populations they serve. How they do this depends on
the (philosophical) foundations of their State. Esping-Andersen (1990) has outlined
a few welfare state archetypes that range from a total belief in the agency of indi-
viduals at the detriment of state intervention, to full state control.

Regardless of welfare state conceptualisation, many governments have explicitly
adopted the pursuit of policy development for health. This comes in many guises.
There are some countries that at one point or another expressed a commitment to
developing coherent whole-of-government approaches to health development rather
than segmented health care industry policies (e.g. The Netherlands in the early
1980s, De Leeuw & Polman, 1995). Elsewhere, subnational regions moved towards
such inclusive perspectives (e.g. North Karelia in Finland, from 1972 onward, Puska
et al., 2009). Later, governments at every level embraced the Ottawa Charter call to
build Healthy Public Policy (spearheaded by the international Healthy Cities move-
ment, but also reflected in legislation mandating local government policy making
for health, e.g. in South Korea, France, Denmark, The Netherlands and the Australian
State of Victoria) and after the turn of the millennium, a new rhetoric of ‘Health in
All Policies’ took hold, championed in California (Rudolph et al., 2013), South
Australia (Kickbusch & Buckett, 2010) and Finland (Puska & Stahl, 2010).

“Pork-barrelling’ is the practice of targeting expenditure (promises) to particular electoral dis-
tricts based on party political considerations and opportunism. It is generally not considered
‘proper’ politics. Andrew Leigh (2008), an Australian Labour member of Federal Parliament, has
shown its insidious effectiveness.
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There is a lack of critical reflection on the core tenets of these slogans. The gen-
eral consensus is that health is not made by hospitals, pharmaceuticals, care profes-
sionals and other elements of the medical-industrial complex — these entities and
institutions fix disease. Health is made by people in their everyday lives, and deter-
mined by education, mobility, the food chain, workplaces, etc. (Whitehead &
Dahlgren, 2006). To prevent disease, promote health and prolong life (Winslow,
1920?), action — and policy — must be framed around those sectors and determinants,
and how society shapes them (the political determinants of health, cf. Kickbusch,
2015), rather than further agglutinating the powers of the healthcare system. To
reiterate the consensus on the more philosophical dimensions of what we are dis-
cussing: current ‘health policy’ is hardly ever concerned with ‘health’ — it focusses
predominantly on shaping and regulating just one field: the medical-industrial com-
plex or ‘Medical Care Services’, which represents one family of determinants in the
health field, the others being ‘Heredity’, ‘Life Styles’ and ‘Environment’ (Blum,
1974; Laframboise, 1990). This drives an almost obscene financial imbalance
between such services and prevention of disease and promotion of health (Faust &
Menzel, 2011 — who furthermore identify the most dire lack of investment in pre-
vention intervention research, and utter absence of dedicated policy research fund-
ing in the realm).

So — the evidence base and ideological foundations for creating policies for
health (whether labelled HPP, HiAP or simply ‘health policy’) are clear. But the
evidence base for the creation of such policies is fragmented and mostly anecdotal
(de Leeuw, 2017). Researchers in this arena tend to collect a wealth of often unstruc-
tured case material and compile (frequently very interesting and therefore compel-
ling) narratives. Especially WHO has been doing a great effort in compiling global
case studies (see the relevant WHO references in de Leeuw, 2017%). What communi-
ties and their representatives need, however, is a combination of good stories, strong
evidence and a clear course for political action. Both the terms ‘Healthy Public
Policy’ and ‘Health in All Policies’ seem to be evocative enough to have generated
a considerable fan base. At the same time, the adoption of slogans is not sufficient
for adequate policy advocacy. For this, a deeper understanding of the policy process
and its drivers is required. And strong theories of the policies can come to the rescue.

2“Public health is the science and art of preventing disease, prolonging life and promoting mental
and physical health and efficiency through the organised community efforts for the sanitation of
the environment, the control of communicable infections, the education of the individual in per-
sonal hygiene, the organization of medical and nursing services for the early diagnosis and pre-
ventive treatment of disease and the development of social machinery to ensure to every individual
a standard of living adequate for the maintenance of health., so organizing these benefits as to
enable every citizen to realise his birthright of health and longevity’ — the original definition that
remains the foundation of the shorter views that are currently in circulation.

3Unknown to many, there is the WHO IRIS (Institutional Repository for Information Sharing),
home to over half a million WHO documents and searchable for policy case studies — some 1000
were identified at https://apps.who.int/iris/
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3.4 Theories of the Policy Process

Breton and de Leeuw (2011) wondered whether the call for Healthy Public Policy
in 1986 had stimulated a firm scholarly response. They performed a systematic
review of the health promotion literature since the Ottawa Charter and queried to
what extent theories of the policy process were rigorously applied to health (promo-
tion) policy research. The results were disappointing. Only a tiny fraction of the
(peer-reviewed!) articles that purported to do policy research applied any of the
theories that have evolved over decades of political science development.

But why would you need to use theory to do (health policy) research? As we
argued earlier, some analyses just need to show whether something has happened;
e.g. whether measures have changed: ‘we developed a policy to abolish female geni-
tal mutilation, and now we are going to see how successful we are’. As interesting
as these questions — and their answers — are, they miss an important point: this type
of research will only be able to gauge whether there has been a change (if any), but
not why or how. A simple attribution of success or failure to ‘the policy’ is not very
insightful for the policy makers or for the community. There is no guarantee that the
effect can be replicated in the same or other settings. There is no assessment or
appreciation of the nature of the mechanism that has made the policy a success or
failure (Birckmayer & Weiss, 2000). In short — we learn very little from theory-free
research.

But what is a ‘good’ theory, then? This has been the subject of much debate
among many philosophers of science. The scope of this chapter does not allow for
a full description of this important body of work (see, for instance, Godfrey-Smith,
2009). For the policy research arena, we will take our cues from Paul Sabatier and
his colleagues, who have been writing extensively about theories of the policy pro-
cess and why they are important.

In short, a theory is an abstract version of reality, a kind of map, allowing naviga-
tion. There are two types of these maps, the descriptive ones and the normative ones.
Descriptive theories are simplified versions of a particular area of interest and allow
the astute observer to observe and predict phenomena that happen in that area. Very
strong theories (that predict always and unequivocally what is going to happen) are
referred to as ‘laws’. For instance, Boyle’s Law (on gas pressure and volume) pre-
dicts that compression of a gas into a smaller volume leads to a higher pressure.

Strong theory allows you to make projections with a particular certainty. For
instance, in theories about political party coalitions forming government, the idea is
that the least number of ideologically compatible parties required to make a major-
ity will indeed make a government. To invite others does not make sense. However,
there is an important condition in this ‘theory’ — the coalescing parties need to be
‘ideologically compatible’. This may be an issue that requires further qualification
in doing research — and a scholar would want to interview party ideologues to see
how fuzzy the boundaries of a particular ideology are, and to what extent they might
seek compatibility with others that at first sight were deemed incompatible. An
example of this, in the 1990s, was the initially obvious incompatibility between the
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Dutch Labour Party (PvdA) and the Liberals (VVD), seemingly coming from
opposing ideologies on the notion of the welfare state. They found each other
through the boundary spanning efforts of the Democrats (D66) and a joint apprecia-
tion of the political philosophy of John Rawls (De Leeuw, 2013). This ‘Purple’
coalition opened the door for a number of novel health promotion policies, and has
stimulated new understandings (through theories on political coalitions) how previ-
ously controversial issues may be elevated to joint policy decision. Coalition theory
would give the health policy researcher a good foundation to determine what to look
for (and what not!) and how to understand what they see.

There are also, however, outliers to less-than-strong theory. The 2020 govern-
ment formation in New Zealand/Aotearoa is a case in point. Even though Jacinda
Ardern won an outright Labour majority, sufficient to form government, she invited
the Green Party to join a ‘cooperation agreement’. Such deviations from expecta-
tion are integral to theory-based research and evaluation as they raise questions
whether the theory should become more sophisticated (or thrown out), or whether
the phenomenon observed is understood appropriately. This, in our view, is pre-
cisely why research is such an exciting endeavour.

Sabatier and his colleagues have been writing about theories of the policy pro-
cess for a while now. For these political scientists, a theory is a clear and logically
interrelated set of propositions, some of them empirically falsifiable, to explain
fairly general sets of phenomena. Sabatier finds a distinction between conceptual
frameworks, theories and models, which operate on a continuum from broadly
applicable to any situation, to (preferably mathematical) modelling for highly spe-
cific situations. A ‘good’ theory of the political process should explain goals and
perceptions, actions and events, among potentially hundreds of stakeholders in the
process, leading to specific sets of policy outcomes.

The traditional perspective of the policy process is that of the ‘stages heuristic’:
the notion that the policy process follows clearly distinguishable steps from prob-
lem definition, through alternative specification, to resource allocation and imple-
mentation and finally assessment and feedback. This conceptual framework seems
to have served a purpose (e.g. in the agenda-setting mechanistic view of Cobb and
Elder (1983) applied by De Leeuw & Polman, 1995). It is a conveniently straight-
forward protocol for the run-of-the-mill bureaucrat or street level health promoter.
But this linear stages idea has since become the subject of devastating criticism,
predominantly focussing on the fact that the stages heuristic fails to address the
dynamics of multiple, interacting, iterative and incremental cycles of action at many
different levels of mutual and reciprocal action at the same time (deLeon & Sabatier,
1999). For the Health in All Policies programme of work, De Leeuw and Peters
(2015) show that different ‘stages’ can actually happen at the same time, and even
that some (e.g. ‘implementation’) may start to happen before necessarily preceding
stages (e.g. ‘resourcing’) are properly concluded.

Recognising these views, Sabatier (2007) established the following parameters
to assess appropriate theoretical frameworks of the policy process:

e Each must do a reasonably good job of meeting the criteria of a scientific theory;
that is, its concepts and propositions must be relatively clear and internally con-
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sistent, it must identify clear causal drivers, it must give rise to falsifiable hypoth-
eses and it must be fairly broad in scope (i.e. apply to most of the policy process
in a variety of political systems).

* Each must be the subject of a fair amount of recent conceptual development and/
or empirical testing. A number of currently active policy scholars must view it as
a viable way of understanding the policy process.

* Each must be a positive theory seeking to explain much of the policy process.
The theoretical framework may also contain some explicitly normative elements,
but these are not required.

e Each must address the broad sets of factors that political scientists looking at
different aspects of public policymaking have traditionally deemed important:
conflicting values and interests, information flows, institutional arrangements
and variation in the socioeconomic environment (p. 8).

Four such frameworks, also pertinent to health policy development, were identi-
fied by Sabatier as meeting these parameters. These are the event-driven Multiple
Streams Theory empirically developed by Kingdon (2002) which claims there are
three fairly autonomous societal streams (Problems; Politics and Policies) that can
connect to form ‘windows of opportunity’ for policy change; the Punctuated
Equilibrium framework by Baumgartner and Jones (1993) in which long periods of
policy stability are alternated by general shifts in policy perspectives and ambitions;
the Advocacy Coalition Framework (Sabatier & Jenkins-Smith, 1993; Sabatier,
1988) that emphasises the importance of coalition formation of camps of propo-
nents and opponents to new policy directions and the Policy Domains approach
coming from different perspectives on network governance (e.g. Laumann & Knoke,
1987; Borzel, 1998). Other theoretical frameworks that seem applicable, but have
not necessarily been extensively validated empirically, are Social Movement theory
(e.g. McCarthy & Zald, 1977) arguing that disenchanted people will join social
movements to mobilise resources and political opportunity, so policy is changed to
serve their interests; neo-corporatism (e.g. Olson, 1986) advocating that (semi-)
political organisations in the social environment can play corporate roles to maxi-
mise competitiveness, and a host of hybrid approaches that mix these perspectives.
Hybrid theorising (Greenhalgh & Stones, 2010), in fact, is considered a productive
way forward (see for an example of hybrid approaches between framing theories
and network theories de Leeuw et al., 2018). Finally, there are theoretical perspec-
tives from neighbouring disciplines (e.g. sociology; administrative science; political
economy; international relations; political psychology; etc.) that allow the researcher
to formulate strong conceptual propositions and hypotheses to study policy pro-
cesses. These should not necessarily be dismissed: as framed earlier, the policy
concept sits in a context of larger governance and institutional conceptualisations;
as well as more applied interventionist views.

‘Strong’ theory as framed by Sabatier and his colleagues allows for a useful
delineation of the research area (for instance, the boundaries of the policy domain
under study) and the type of variables that need to be generated in order to make
sense of the policy process (for instance, the number and intensity of network
engagements between policy actors). The other theories that provide a more generic
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lens or ‘gaze’ are, for instance, the group of theories that see the world through a
perspective on institutions and power (see Harris, 2022, basing his work a.o., on
Peters, 2019). Within this generic gaze, there is an opportunity to identify the limits
and opportunities of the policy research endeavour.

3.5 Health Promotion Policy Research

Health promoters and health promotion researchers tend not to be trained very well
in the political and administrative sciences. Even when their appreciation is a key
dimension in the globally accepted health promotion competences frameworks
(Battel-Kirk et al., 2009), this does not necessarily mean that theories related to
policy-making are wholly and rigorously applied in health promotion practice and
policy research. The context of policy also tends to be more complex, esoteric and
dynamic, perhaps, than the applied health promotion challenges in other areas of
the domain.

A frustration voiced by a number of political science commentators on the inter-
face with public health (e.g. Fafard & Cassola, 2020) is that the health operators use
profound political science work superficially. For instance, an influential group of
obesity researchers (Allender et al., 2012) claims to review the conditions of policy
change in their field. They briefly mention Kingdon’s Multiple Streams work to
describe that one needs to be cognisant that ‘Key learnings from these theories that
underpin this research are that the impetus, intention and objectives for policy-
making can be rational, but, invariably, the development and implementation of
policy is subject to political and social influences’ (p. 262) — and proceed without
applying any of the theories they glanced at. Admittedly, Kingdon’s work is more
than just a superficial description of three streams (policies; problems; politics) that
need to align through the workings of a ‘policy entrepreneur’ to open a ‘window of
opportunity’ for policy change (which is where most health promotion policy
research reports that reference Kingdon stop).

A close reading of Kingdon’s work, in our own research efforts to investigate
health promotion policy in a collection of local government areas in The Netherlands
(Hoeijmakers et al., 2007) led to a new appreciation of the breadth and depth of data
and variables that are needed to deploy the Multiple Streams Theory. A full opera-
tionalisation of the theoretical framework would require the definition of each type
of variable under study, the best way to assemble the particular data set, and an
assessment of the core process one is trying to research. Figure 3.1 shows the cas-
cade of events and actors across Kingdon’s three streams as gleaned from his dozens
of policy analyses. The full application of the theory would require a consideration
of each box and arrow in the figure. At first glance, it may appear a chaotic field.
Yet — the boxes and arrows in the schematic would neatly allow for the framing of a
comprehensive, bespoke and feasible research programme. If our research ambition
really is to not only show the change, but explain the change (the how and why), any
researcher ought to diligently take a theory apart into its constituent elements, and
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formulate justifiable choices on the focus of research, or explanations why certain
sets of variables and connections are, or are not, part of the research agenda. Indeed,
it may be somewhat of an effort, but we contend that this is what the research enter-
prise entails and deserves.

It is insufficient and even damaging to claim that health policy processes are
messy; that many theories have proposed and that in publications such as the work
referenced above (Allender et al., 2012), authors can then can comfortably resort to
a naive narrative that is driven by simplistic and superficial case study material.
Health promotion policy process research deserves much better.

3.6 Policy Research with Health Promotion with Policy

Fafard and Cassola (2020) have argued for the interface between public health and
political science because the policy research and development opportunities are
potentially so incredibly rewarding. The premise — validated since the emergence of
‘modern’ public health and Virchow’s aphorism to that extent — is that public health
and medicine are inherently political. The paradigmatic foundation of the scholarly
tradition in the two fields, however, has rarely overlapped. Possibly worse: many
health operators would claim — with good reason — that theirs is a mere technical and
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value-free effort. A research and practice view that would challenge those founda-
tions and seek to apply a power lens (‘who gets what, why and how?’) is intrinsi-
cally threatening. If anything, the COVID-19 pandemic has shown more than ever
before that technical evidence on reducing transmission risk is a nice fata morgana —
turning the epidemiology into behavioural and political practice requires a political
science transformation of ‘the facts’. Fafard and Cassola (2020) as well as others
such as Greer et al. (2017) show that there are vast, untilled and rewarding opportu-
nities for a forging of the conceptual planes of public health/health promotion and
political science. They argue for the evolution (and institutionalisation) of a (public)
health political science.

Clearly there are practical if not moral and ideological barriers in turning health
promotion researchers into health political scientists. Therefore, we happily embrace
the perspective offered by Mykhalovskiy et al. (2019) that this is an opportunity to
do health promotion with political science rather than on, in, or for. And, inciden-
tally, do political science with health promotion, rather than on, in, or for.

What would this look like? First, we contend that both fields are vast and that the
scholarly gaze can rarely be wholly comprehensive. Choices have to be made, but
they need to be made accountably and responsibly. The choice of health political
science theory cannot be determined by a single scholarly operator. The identifica-
tion of the research issue and its problems, and the delineation of its dimensions and
(spatial, temporal and cognitive) parameters should be a reflexive exercise that may
take substantial time and understanding — in a team.

Second, defining the research and the appropriate gaze ought to be a matter of
considerable dialectic engagement. More of this work needs to be stimulated,
funded and published. A critical mass of personnel, rhetoric and sound framing of
the synergy of a political lens applied to health (and health promotion) issues is
required. So — following Mykhalovskiy et al. (2019), there is an ample opportunity
to re-appreciate the role of health political science in health promotion research.
Following the success of accreditation and standard setting, globally, in public
health and health promotion it is now time to move beyond the rhetoric and test real
capacity of the workforce to take on a political analysis of its challenges and oppor-
tunities. Established public health competence and accreditation mechanisms
(through, e.g. APHEA* and CEPH?) and IUHPE’s positions for health promotion
include a requirement of policy proficiency. Health promotion with political science
will mean that we elevate this ambition from mere policy analysis (what has
changed) to sophisticated policy analysis (why and how) — this is the only way the
health promotion field can and must evolve.

*Agency for Public Health Education Accreditation — based in Europe but with global scope.
3Council on Education for Public Health — covering North America.
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Chapter 4

Underlying Principles of Different Schools
of Economic Thought: Consequences

for Health Promotion Research

Alan Shiell, Hannah Jackson, and Penelope Hawe

Key Concepts Definitions

e Health Economics is ‘the application of economic theory to phenomena and
problems associated with health’ (Culyer, 2005). It includes topics such as how
is health produced, what determines behaviours that affect health, economic
evaluation of efforts to promote health and treat disease and the organisation of
health services including policy responses to the social determinants of health,
all examined through the lens of economic theory and method.

o Welfare is ‘the quality that is taken by economists to indicate the well-being of
individuals’ (Culyer, 2005) and by extension of the society of which those indi-
viduals are members.

e Welfare Economics is ‘the branch of economics concerned with identifying the
conditions that make for a good society and identifying changes in allocations of
goods and services ... that are better for society’ (Culyer, 2005).

4.1 Introduction

Health promotion practitioners encounter economics everyday through terms like
‘value for money’ or ‘return on investment’. More formally, practitioners and health
promotion researchers may team-up with health economists to conduct evaluations
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comparing the cost-effectiveness of different programmes. The purpose of this chap-
ter is to show how economics is both more conservative than what you might think,
and more radical, even liberating. As a discipline, economics is diverse, and as the
health challenges of this century unfold, it is vital that health promotion identifies and
works with those economists who best understand what the field of health promotion
is striving to achieve, to ensure that its value and costs are correctly assessed.

The renowned Canadian economist, Bob Evans, captured the scope of health
economics in a single question. According to Evans (1984), the role of health eco-
nomics is to help determine ‘how much of which sorts of resources should be spent
on what sorts of health care, and for whom, when and how should that care be pro-
vided’. Evans referred specifically to health care in this definition, but only to place
a practical limit around the content of the text he was writing. He included clinical
prevention and health education within his definition but excluded health-related
social policies such as income support, where health gain was not the primary moti-
vation for action. For our purposes, we can readily widen the scope to include any
health-promoting activity including efforts to tackle the social determinants of
health, whilst sidestepping the ensuing challenges.

Part of the question posed by Evans is addressed through the application of eval-
uation methods such as cost-effectiveness or cost-utility analysis. These techniques
quantify the relative costs and outcomes of alternative ways of treating or prevent-
ing disease and provide decision-makers with some of the information they need to
determine where spending will yield the biggest impact on health (Drummond
et al., 2015).

Most economic evaluation is concerned with treatment services, but there is now a
sizeable evidence base reporting the cost-effectiveness of efforts to prevent disease
and promote health (McDaid et al., 2015; Vos et al., 2010). The results suggest that
while health promotion does not always reduce health spending overall, it does often
represent good value for money: as valuable as health care, if not far better (Cohen
et al., 2008). Yet despite the favourable results, health economic evaluation has not
had the same influence on prevention policy as it has in health care. Criticisms of the
methods employed in health economics play a part in this. But we suggest another
reason, namely deep-seated differences among economists from rival schools of eco-
nomic thought about the principles that ought to guide their work and the conceptuali-
sation of what are the rightful objectives of government policy. The debate among
economists would be of little general interest if it was not for the possibility that
economists in Treasury and Finance departments work to a different set of principles
than the typical health economist. In this case, the quality of the evidence provided by
the latter is secondary. Whatever its quality, the evidence will often be dismissed as
irrelevant by those with the power to shape government policy.

It is important therefore that health promotion practitioners and researchers are
aware of the debates within economics and how the principles adhered to by differ-
ent schools of thought shape economists’ views on the value of different types of
health promotion practice. No amount of additional work by health economists to
refine estimates of prevention’s cost-effectiveness will convince those economists
who believe the fundamental assumptions underlying the work are wrong.
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In this chapter, we provide a brief guide to the contested principles of economics.
We start with the ‘textbook’ model of rational choice and then describe how differ-
ent schools of thought within (health) economics address its shortcomings, before
looking at the consequences these all have for health promotion.

4.2 The Foundations in Rational Choice

The starting point for almost all economic thinking is the idea of rational choice.
This can be reduced to just three principles (Becker, 1992). First, people are forward
looking and purposive in the decisions they make. In essence, they act as if to maxi-
mise something important to them. That ‘something’ is called their ‘utility’: a term
whose economic meaning can be a bit obscure, but which has evolved over time to
refer to the satisfaction of preferences (Stigler, 1950).

Second, preferences are ‘stable and complete’. Stability means that a person’s
preferences do not change readily over time. Completeness means that when faced
with a choice, people are always able to say which option they prefer no matter how
much or how little experience they have with the objects of choice, or how compa-
rable they are. The mainstream economist is not interested in where these prefer-
ences come from: though we will argue that they should be. The rational
decision-maker comes into the world “ready-formed” (England, 1993).

The third principle assumes the existence of free and competitive markets. In
economics, the term ‘market’ is used in an abstract sense to refer to any mechanism
that facilitates the exchange of goods and services. Markets bring together consum-
ers and suppliers of goods and services and, under text-book conditions, they are the
most efficient and the most equitable way of allocating scarce resources.

One profound implication for public policy follows this depiction of rational
choice. If well-informed individuals can be relied upon to maximise the satisfaction
of their (well-formed) preferences subject to whatever resource constraints they
face, and there are properly functioning markets to coordinate everyone’s actions,
then there is nothing that government can do to improve upon the allocation of
resources generated by those markets. Indeed, government intervention will usually
make people worse off since bureaucracies are not as nimble as markets at recognis-
ing and responding to individual preferences. If the three assumptions hold, then the
role of public policy is limited to maintaining the circumstances that allow markets
to function well, and to consider the consequences when they do not. Health care
and health promotion are regarded no differently from other commodities such as
clothing and cars.

The market outcome is not necessarily the one that maximises health. Instead,
the level of health results from people maximising their utility, even if their health
is deficient in some sense. This reasoning explains why some economists assert that
the prevalence of disease can be ‘optimal’. It is the outcome of the rational decisions
people make in relation to the prices they face in the market. For example, calories
are now cheap, especially relative to the ‘price’ of people’s time, and so people eat
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more (and eat more processed food) and exercise less. The consequent level of obe-
sity is therefore optimal (Philipson & Posner, 2008). Indeed, the logic of rational
choice economics dictates that it must be this way. If people really did prefer to be
healthier and not so fat, then they would choose to behave in a different way! In
mainstream economics, what one values is revealed in what one chooses to do, and
the health outcome is simply an indication of these values and choices.

4.3 From Positive to Normative Economics: Welfarism
Versus Extra-Welfarism

Yet, markets rarely work in the idealised way one finds in textbooks, and this is
especially true when it comes to health and health care (Roemer, 1982). Instead,
governments step in to correct instances where markets are unable to operate in the
way that maximises individual utility. For instance, some governments mandate
insurance to protect people against unpredictable and often catastrophic costs of
health care. They prohibit competition among physicians to prevent doctors exploit-
ing the superior information they have over a patient’s need for health care. They
subsidise services like vaccination where the market would provide too little, and
they regulate behaviours, like smoking and drinking, where, left to its own devices,
the market would provide too much. In many countries, a strong ethical imperative
has led to health services, including clinical prevention, being largely removed from
the market, and replaced with public funding to ensure people have access to ser-
vices based on their need, not their willingness to pay. Likewise, many states have
developed social policies to influence the distribution of health-related resources
such as housing, income and education, to insure at least a minimal degree of
access to all.

If government does supplant the market in allocating resources in health and
health care, then we need to make explicit the principles or criteria that prescribe
what governments can do, and what they should achieve. There are two approaches
to this normative question in health economics. The first is that government should
strive to achieve the outcome that the perfect market system would achieve were it
able to, and so one looks at the effect that policy would have on individual utilities.
This perspective is known as welfarism (Sen, 1979). It can be contrasted with the
second approach, and the stance taken by many health economists: that of extra-
welfarism, which takes the view that policy ought to consider a broader set of out-
comes, beyond individual utility (Culyer, 1989).

Extra-welfarism differs from welfarism in at least four ways (Brouwer et al.,
2008): (i) it enables policy to be based on outcomes other than individual utility; (ii)
it allows the values of people other than those directly affected by their use of health
services to be considered; (iii) it permits outcomes to be weighted in ways that do
not rely solely on individual preferences and (iv) it allows inter-personal compari-
sons of well-being. Space prevents us unpacking these differences but suffice to say



4 Underlying Principles of Different Schools of Economic Thought: Consequences... 43

that utility is the subjective sense of satisfaction that someone gets from the goods
they consume, and this need not bear any relationship to any objective change in
how healthy a person is, or how well-nourished, or how well-housed. Extra-
welfarism allows us to consider the impact that policies and services have on health,
and other important outcomes, directly, irrespective of their effects on individual
utility. We measure the health impact of interventions, through metrics such as
quality-adjusted life-years, though broader measures of well-being, based on capa-
bilities, are also being developed (Coast et al., 2008; Lorgelly et al., 2015). We can
then judge whether health or well-being has improved because of intervention, and
if it is improving more in population groups deemed to be more in need or more
worthy of support, on grounds of equity.

There is also an important ethical difference between welfarism and extra-
welfarism. The former assumes that the individual is the best judge of their own
well-being. The latter is comfortable with a degree of paternalism, and is willing to
over-ride individual preferences, if it is deemed to be in the person’s own interests
or in the interests of members of the society to which the individual belongs. Who
gets to decide when an individual’s preferences get set aside? Culyer (2008) asserts
that responsibility for this decision is vested in ‘someone other than the economist
who possesses (usually through a political process) the ethical authority to stipulate
the objective of any system, of which the health system in a jurisdiction is but one’.

4.4 Preference Formation: Scope for a New Heterodox
Health Economics

One reason why an individual’s utility may not reflect any objective assessment of
their well-being is the tendency for people to adjust their desires and adapt their
preferences to fit their economic and social circumstances (Nussbaum, 2000; Sen,
1999). This means that preferences are neither stable nor complete.

Health economists from both the welfarist and extra-welfarist schools have
tended not to question the assumption that preferences are ready formed (see Ryan
and San Miguel (2003) and Shiell et al. (2000) for exceptions). This is left to other
schools of economic thought, including institutional, evolutionary, feminist and
Marxist economics: which are all examples of heterodox economics (Lawson,
2006). More things distinguish these schools than unite them, but they share a rejec-
tion of the methodological individualism that characterises mainstream economics
(Davis, 2009), and each acknowledges the socially embedded nature of human
behaviour, and the contextual, socially conditioned, basis for our preferences
(Urbina & Ruiz-Villaverde, 2019).

Rather than coming ‘pre-formed’, heterodox economists recognise that a per-
son’s preferences are the outcome of a range of inter-related factors including their
upbringing, their interactions with others, the influence of social, cultural, environ-
mental, political and economic factors and the lasting footprint of history. Structural
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inequalities in childhood cast a long shadow forward, contributing to gradients in
adult health directly and through the effect they have on the expectations, aspira-
tions and thence the preferences that the child takes into adulthood (Hertzman,
1999). Paraphrasing Marx, people shape their destiny in the choices that they make,
but not in circumstances of their choosing (Marx & de Leon, 1914). Mainstream
economics and its welfarist derivatives privilege the exercise of choice, and do not
question the constraints people face. Heterodox economics calls out as unfair the
social patterning of those constraints and the subsequent impact they have on how
that person thinks and acts.

Adaptive preferences are reversible (Teschl & Comin, 2005), and education is
key to achieving this (Watts et al., 2008). Health promotion too plays a part through
community development and empowerment education (Wallerstein & Bernstein,
1988). Even if this does not improve a person’s social and economic circumstances,
it can help generate the resources they need to resist succumbing to adaptive prefer-
ences (like becoming a smoker), and to exercise some control over the forces that
affect their lives.

4.5 Implications for Health Promotion and Health
Promotion Research

We started our trek through economics with a look at the principles underpinning
rational choice and free market economics. This model is an ideal type that serves
as a point of reference against which other, more practical, approaches might be
assessed. We looked at both welfarism, which models itself on rational choice and
seeks to achieve the outcomes that free markets would secure if they could (i.e.
maximising individual utility), and extra-welfarism, which expands the space in
which we ought to evaluate policy to include considerations other than utility (such
as a person’s health state or the values and preferences of people other than the
person using a health service). Finally, we considered how heterodox economics
challenges the mainstream assumption that a person’s preferences are well-formed,
which undermines the basis for assuming that utility maximisation is a good guide
for health-related policy.

Each economic approach has quite different implications for health promotion
practice. In the pure free-market view of the world, there is no role for public policy
beyond maintaining the conditions that enable markets to perform in the text-book
way. Private providers can be relied upon to meet any individual demand for health
promotion. Health economic evaluation is redundant since the price mechanism
identifies the activities that generate the most benefit and does so more efficiently.

In the welfarist view of the world, markets cannot always be relied upon to allo-
cate resources efficiently. Government intervention may be warranted but only to
correct specific examples of market failure. In prevention, action is limited to
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insisting that certain information is provided (e.g. food labelling) or in responding
to instances where one person’s choices have consequences for others, perhaps by
subsidising vaccination or criminalising drunk driving or regulating where people
can smoke to prevent secondary exposure. Nudging, which is a response to the cog-
nitive difficulties people have processing unfamiliar choices (Thaler & Sunstein,
2008), may also be acceptable, though some economists worry that even this is too
paternalistic (Mitchell, 2005).

Policy should aim to get as close as possible to the outcomes that a perfectly
functioning market would otherwise have achieved — namely the maximisation of
utility. Cost-benefit analysis is the preferred economic evaluation technique, based
on individual willingness to pay.

With extra-welfarism, essentially any health-promoting intervention can be justi-
fied if it is effective and consistent with the objectives of those responsible for man-
aging the health system. This includes any response to market failure that would be
supported by the welfarist economist, and nudging, and more besides.

Priority is given to actions that meet stated objectives at least cost. Cost-utility
analysis (CUA) is the preferred means of evaluation, though cost-effectiveness anal-
ysis (CEA) is acceptable. Both however, perpetuate the myth that health is all that is
important in the extra-welfarist approach since typically health is all that is mea-
sured (see Coast (2009) for a discussion). In theory, cost-benefit analysis can cope
better with the wider array of benefits that extra-welfarism sweeps into the evalua-
tive space, but it is looked upon with suspicion partly because of the distributional
issues associated with its reliance on willingness to pay. However, this objection
conveniently overlooks the claim that the same distributional concerns affect the
values used in CUA (Donaldson et al., 2002).

Our foray into heterodox economics elevated concerns with inequity and power-
lessness, the socially embedded nature of preferences and the politics (rather than
the technical aspects) of resource allocation. Health economics has struggled to
embrace such considerations, and current evaluation methods may misrepresent the
nature and the value of community development and empowerment initiatives
designed specifically to address inequality (Shiell & Hawe, 1996). Heterodox eco-
nomics is more sympathetic to the values that inform these health promotion
approaches but, examples of heterodox thinking in health economics are rare despite
it being seen as an ideal candidate for ‘heterodox dissent’ (Blaug, 1998). Early
examples include the work of Jan (2000); Mooney (2005); Mansdotter (2006) and
Hodgson (2008), but none focus on the challenge of economic evaluation. There
have been calls for a broader application of heterodox approaches in health econom-
ics (McMaster, 2007), which we support. The effort of the editors of this volume to
structure an inter-disciplinary field of health promotion research is an important
step along the road.
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Chapter 5
Critical Realism for Health Promotion
Evaluation

Sarah Louart and Valéry Ridde

Key Concepts Definitions (when used within a realistic approach)

* Programme theory: ‘The underlying assumptions about how an intervention is
meant to work and what impacts it is expected to have’ (Pawson et al., 2005)

e Middle-range theories: ‘The level of theoretical abstraction that allows for the
explanation of patterns and regularities in the context-mechanism-effect interac-
tions of a set of interventions’ (Ridde et al., 2012)

e Context: ‘Contexts do not refer to places, people, time or institutions per se, but
to the social relationships, rules, norms and expectations that constitute them, as
well as the resources available (or not).” (The RAMESES II Project 2017). In
realist research, contexts should not be analysed as a separate entity but should
be thought of in relation to particular mechanism(s) (Greenhalgh and
Manzano 2021)

e Mechanism: ‘An element of reasoning and reactions of (an) individual or collec-
tive agent(s) in regard to the resources available in a given context to bring about
changes through the implementation of an intervention’ (Lacouture et al., 2015)
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5.1 Introduction

While there are many health promotion interventions, the outcomes observed are
not always those expected. Furthermore, even if an intervention produces positive
effects, the same health promotion intervention may not work at all if implemented
in another context. Understanding and explaining these phenomena requires going
beyond the classic evaluative question ‘does the intervention work’, to open the
‘black box’ of the intervention and of the conditions of its implementation. Carrying
out a realist evaluation for health promotion intervention can be crucial to reach this
deeper level of understanding. A realist evaluation will allow to apprehend interven-
tions in all their complexity, and to enhance understanding of how an intervention
works (by which mechanisms) and the necessary conditions for such effects to be
observed (in which contexts). Providing such an understanding of health promotion
intervention helps inform policy makers, NGOs, practitioners, intervention partici-
pants and the public in general.

In this chapter, we will first return to the main principles of critical realism, then
present the specificities of the realistic approach to health promotion intervention
evaluation. We will then apply it to a case study of a health promotion intervention
in West Africa and present some of the opportunities and challenges associated with
the use of this approach.

5.2 Critical Realism

Critical realism is a school of thought associated with Roy Bhaskar’s writings, nota-
bly in his book A Realist Theory of Science (1975). Bhaskar’s objective is to pro-
vide a new philosophy of science based on a clear distinction between epistemology
and ontology in order to avoid falling into what he calls epistemic fallacy (non-
distinction between ‘knowledge’ and ‘being’). He proposes a new ontology, that is,
an argument that aims to answer the question ‘what must the world be like for sci-
ence to be possible?” (Bhaskar, 1975). He starts from the idea that critical realism
could make it possible to overcome the weaknesses of both Hume’s classical empir-
icism and Kant’s transcendental idealism by proposing an alternative philosophy of
science.

Bhaskar first advances that reality is stratified into three domains: (i) the real, i.e.
the structures, powers and mechanisms (which he defines as ‘the ways of acting of
things’) that have the potential to produce everything that exists, all the phenomena
of the world; (ii) the actual, i.e. all the phenomena that occur when powers and
mechanisms are activated, whether they are experienced or not and finally (iii) the
empirical, i.e. all the phenomena that are experienced by humans. There is therefore
a gap between what is experienced (empirical), what really exists (actual) and
everything that could potentially exist (real). This is one of the main differences
between critical realism and other philosophies of science such as positivism, which
often reduces reality only to what is experienced.
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Critical realism then considers two dimensions of knowledge: (i) the transitive
dimension, which relates to the socially produced theories that exist (previously
established scientific knowledge) and (ii) the intransitive dimension, which refers to
the structures, mechanisms and processes, capable of producing all the potentialities
of the world. The latter dimension exists and acts independently of human beings
and their knowledge of it. The objective of science, from a critical realist perspec-
tive, is then to formulate theories that will be possibly incomplete, inaccurate or
limited, in an attempt to understand this intransitive dimension of knowledge
(Bergin et al., 2008). The objective of scientific discovery is thus to produce new or
strengthened knowledge, based on empirical observations, about the mechanisms
behind the realisation of the world’s phenomena. ‘Law-statements’ are then based
on the observation of the effects produced by the triggering of mechanisms and are
theories that aim to identify these mechanisms and elucidate the way they act; they
are ‘statements about the ways things act in the world” (Bhaskar, 1975). Through a
process of abduction (phase of theorising to generate hypotheses to explain a par-
ticular phenomenon) and retroduction (phase of reflection on the necessary contex-
tual conditions which must be, for the particular phenomenon to exist as it does)
(Ritz 2020); of back and forth between theory and empirical data, empirical mate-
rial is redefined by mobilising theoretical concepts and theories are confronted with
empirical data in order to be supported, modified or refuted. At the centre of each
theory is the conception of the tendency of a mechanism or a structure belonging to
the domain of the real and whose activation has, directly or not, produced effects in
the empirical domain. Critical realism is thus based on a vision of causality that is
generative (a mechanism is triggered and can generate a relation between A and B)
and not successionist (A induces B). Finally, these ‘laws’ or ‘tendencies’ have an
explanatory but not predictive aim and are context-dependent. The key question for
researchers who want to conduct research based on the principles of critical realism
is therefore: how do certain causal mechanisms operating in particular circum-
stances create certain changes? (Wilson & McCormack, 2006).

5.3 Realistic Evaluation

Based on the principles of critical realism, a particular approach to programme eval-
uation was introduced by Pawson and Tilley (1997). The idea is to go beyond sim-
ply answering the question ‘does the intervention work or not?” but instead to try to
understand how the intervention works or does not work, for whom, why and in
what specific contexts. The purpose is to be able to formulate ‘a theory of why an
intervention may be effective and a theory of the conditions which promote this
potential’ (Pawson & Tilley, 1997). The objective is to ‘unpack the black boxes’ of
interventions by elucidating how the components of a programme interact with each
other and with the context. This approach and its ontological premises enable an
understanding of the complexity of the open social systems in which the interven-
tions take place and the social causalities that they can generate. It therefore makes
it possible to take into account the complexity of health promotion actions.
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Realistic evaluation, as advocated by critical realism, is therefore deeply rooted
in theory. It begins with a programme theory and ends with the formulation of a
middle-range theory (Merton, 1968) that allows to go up into abstraction and pro-
pose an explanation of the regularities observed during the occurrence of a certain
type of mechanism. To do this, researchers can rely both on existing theoretical
proposals (see Box 5.1) and on empirically collected data. Realistic evaluation is
not based on a single type of data collection method; it is not a research technique
but a ‘logic of inquiry’ (Pawson & Tilley, 2004).

The starting point for a realistic evaluation is the formulation of programme the-
ory, i.e. ‘the underlying assumptions about how an intervention is meant to work
and what impacts it is expected to have’ (Pawson et al., 2005). In order to establish
this initial theory, it is often necessary to conduct both a programme document
review and realistic interviews (see Box 5.2) with the designers of the intervention.
This theory of intervention will then be tested and redefined against the empirical
data. Indeed, interventions are social systems, they are theories (they are based on
hypotheses about what is supposed to produce an effect), capable of transformation
and taking place within a social system. The objective is then to investigate whether
the pre-existing social structures facilitate and enable or not the activation of

Box 5.1 The Realistic Review

A realistic review can provide valuable insights to help build or test the theo-
ries behind a realistic . Conducting a realistic review is not a mandatory step
in conducting a realistic , as the time and resources to do so may be lacking
and the necessary grounding through theories and prior knowledge can be
obtained through other means (discussions with stakeholders, standard litera-
ture review, use of suitable existing frameworks, etc.). However, the realistic
review is particularly suited to the needs of a realist and can sometimes be
absolutely key at certain stages such as constructing the theory of the inter-
vention, testing initial theories or finalising middle-range theory.

The for conducting a realistic review differs from other types of reviews,
particularly since it focusses primarily on explanation rather than judgement
of the success of intervention. It is based more on the search for evidence
about a type of , i.e. a particular theory, rather than a family of interventions.
The idea is to provide ‘findings that are theoretically transferable; ideas (‘the-
ories’) that can be tested in different contexts, with different stakeholders.’
(Rycroft-Malone et al., 2012). In terms of , a realistic review follows some of
the steps of standard systematic reviews but differs in some respects: high
involvement of stakeholders, theoretically driven search for evidence, of mul-
tiple types of information and evidence, iterative process, aim to formulate
theories about why and in what ways the intervention works (or not) (Rycroft-
Malone et al., 2012). Key steps to realise a realist review are summarised by
Pawson et al. (2005).
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Box 5.2 The Realistic I

Pawson (1996) argues that can be used not only to glean information about
an intervention and its , but also particularly to generate and challenge (for
validation, modification or refutation) the theories formulated in the realistic
programme . The interviewer must arrive with all his or her knowledge about
the intervention and orient the conversation in order to question the interview-
ees about their experiences to confront them with his or her ideas and hypoth-
eses about the programme: ‘The subject matter of the is the researcher’s
theory and interviewers are there to confirm, falsify and, basically, refine the
theory’ (Manzano, 2016). Pawson and Tilley (1997) recommend interviewing
different types of respondents depending on their ‘ investigation potential’.
For example, when formulating and testing programme theory, intervention
designers can be valuable informants, particularly in understanding the mech-
anisms underlying the intervention. However, when investigating the of the
intervention, the expected ‘beneficiaries’ will often be the main source of
information. Manzano (2016) proposes a three-phase process of theoretical
confrontation to guide the construction of : theory gleaning (formulation of
the initial theory of the programme), theory refinement (reflection on the ini-
tial theory of the programme) and theory consolidation (reflections on specific
elements of an already consolidated theory).

mechanisms of change. The realistic approach to evaluation is based on the idea that
it is not an intervention that works and produces effects directly. Interventions offer
new resources that may or may not produce (expected or unexpected) effects,
depending on participants’ reactions. To analyse this, Pawson and Tilley (1997)
proposed a conceptual tool: the CMO configuration (context — mechanism — out-
come). The objective of researchers using this approach is to identify regularities in
order to model the different configurations between mechanisms, contexts and out-
comes. These configurations can be tested and redefined according to empirical
observations, in order to choose between several explanatory propositions and for-
mulate the final middle-range theory.

A mechanism can be defined as ‘an element of reasoning and reactions of (an)
individual or collective agent(s) in regard to the resources available in a given con-
text to bring about changes through the implementation of an intervention’
(Lacouture et al., 2015). The context is analysed as the set of rules, norms, values
and social relations that prevail in the intervention. It is this contextualisation of
mechanisms that influences whether or not their causal potential is transformed into
an effect (Pawson & Tilley, 1997). Thus, ‘programmes work (have successful ‘out-
comes’) only in so far as they introduce the appropriate ideas and opportunities
(‘mechanisms’) to groups in the appropriate social and cultural conditions (‘con-
texts’)” (Pawson & Tilley, 1997). These CMO configurations can be complemented
by other concepts, but these must be carefully explained, and the configurations
must be based on generative causality in order to respect the principles of critical
realism (De Weger et al., 2020).
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5.4 Case Study in West Africa: The AIRE Project

The AIRE project is being implemented by a consortium led by the NGO ALIMA. It
is financed by Unitaid and aims to introduce a medical innovation, pulse oximeters,
in primary health centres in two districts of four West African countries (Burkina
Faso, Guinea, Mali, Niger), in order to improve the diagnosis and treatment of chil-
dren under 5 years of age. These tools make it possible to detect severe cases (lead-
ing to respiratory distress) of numerous diseases, and thus to identify the need to
refer children to hospitals to receive adequate care, particularly oxygen. This inter-
vention is based on the lack of diagnostic capacity in primary health centres, which
plays an important role in the high infant mortality rates that still persist in these
countries (UN Inter-agency Group for Child Mortality Estimation, 2020). The
objective of the project is to orient patients according to their needs, based on a
holistic approach linked to directly observed needs (need for oxygenation, regard-
less of the disease cause) rather than a disease-specific approach, and to strengthen
the relationships between the different levels of care (improving referral systems
from primary health centres to hospitals and strengthening the oxygen therapy
capacities of district hospitals). To do so, the intervention aimed at improving the
identification of danger signs (as defined by the Integrated Management of
Childhood Illness guidelines) in children at the community level in order to improve
case management at the community level and their initial referral to primary health
centres. It also has a component related to strengthening the individual capacities of
health professionals in primary care (reminder on case management procedures,
training on the use of pulse oximeters during consultations, etc.) in order to better
integrate primary care within the health systems. These actions are in line with the
reorientation of health care services promoted in accordance with the Ottawa
Charter for Health Promotion (World Health Organisation 1986).

Over and above introducing a new tool, the AIRE project can be described as
complex. It involves many stakeholders, organises numerous activities at different
levels; it is implemented in different contexts and can be largely influenced by
events outside the intervention, particularly in these countries which are suffering
from a lot of instability. Thus, a realistic evaluation seems the most appropriate. We
have also chosen to mobilise a realistic approach because it is deeply rooted in
theory and makes it possible to produce knowledge in order to best inform, political
decision-makers in view of scaling up the intervention.

Moreover, its anchoring in theory will allow us to reflect, based on the existing
literature, on conceptual frameworks that we will be able to test in the setting of the
AIRE project and that could potentially be used in other contexts. For example, we
have hypothesised that one of the mechanisms that could directly influence the
effects of the intervention is the acceptability of the innovation introduced. We
therefore carried out a scoping review (Arksey & O’Malley, 2005) on the accept-
ability of medical innovations in sub-Saharan Africa, trying to understand how this
acceptability was measured, but also what its determinants are. We are therefore in
the process of producing a conceptual framework on the acceptability of health
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innovations, which we will be able to formulate in the form of theories to be tested
within the AIRE project.

We will also draw on analytical frameworks found in the literature on the intro-
duction of health technologies. We will rely for example on the framework of
Greenhalgh and collaborators (2017), which aims to theorise and evaluate the non-
adoption, abandonment and challenges of scaling up, spread and sustainability of
health and care technologies. We will also feed our analysis with previous realistic
work on the introduction of pulse oximeters and oxygen therapy in hospitals
(Graham et al., 2018). All this knowledge and theories from the literature will allow
us to formulate theoretical hypotheses that will then be empirically tested. To do so,
we plan to rely on a wide range of data collection methods in order to produce
robust analyses.

To build the initial programme theory, we will interview the programme design-
ers as well as the coordination teams at the different levels of implementation. To
measure the outcomes of the intervention, quantitative data collection methods will
be mobilised to document the children’s rates of referral to hospitals, children mor-
tality, their health status, the level of acceptability of the tool by health professionals
and caregivers, etc. Then, we will use qualitative data (field observations, realistic
interviews with the children‘s caregivers, health professionals, people from the
community or health centres involved in the intervention, etc.) to test and consoli-
date the hypotheses and theories that we will have previously formulated using the
theoretical frameworks that we wish to mobilise and the first interviews with the
implementation teams. This multitude of data sources, which will be collected in
each of the four project countries, should enable us to feed into our realistic evalua-
tion and to formulate a final middle-range theory that is as refined as possible.

5.5 Opportunities and Challenges of Using a Realistic
Approach in Health Promotion

Mobilising a realistic approach for health promotion research has many benefits.
Unlike other approaches, this approach makes it possible to understand the com-
plexity of interventions (Duncan et al., 2018), as well as to take into account their
outcome variations according to different contexts. It also makes it possible to pro-
vide a more adequate explanatory framework for understanding the reality of the
social world as well as how these mechanisms interact with the people involved in
interventions (Connelly, 2001). Moreover, the realistic approach allows to move
away from a biomedical vision of health research that still too often prevails. It also
encourages interdisciplinarity and collaborations between researchers and the
mobilisation of a wide range of research methods (Walsh & Evans, 2014). Finally,
certain structures or mechanisms such as racism or patriarchy are not ‘real’ in the
sense of possessing materiality but are real because they have the power to shape
empirical phenomena. Critical realism can then contribute to promote a
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construction of knowledge as power, by supporting an emancipatory approach to
individuals, through the exposure of social mechanisms or structures that may be
oppressive to an individual or group of individuals and whose discovery could
enable action towards them (Walsh & Evans, 2014). This is consistent with the
objective of strengthening community actions through a process of empowerment
promoted by the Ottawa Charter (World Health Organisation 1986).

However, mobilising such an approach to conduct research projects in health
promotion also raises many challenges. First, in many realistic evaluations, authors
explain mobilising an approach based on critical realism, but provide very little
detail about how and why they used this approach, and how it informed their data
collection and analysis (Fletcher, 2017). This may be explained by journal publica-
tion policies that do not encourage giving details about the approach mobilised. As
a result, few published articles clearly articulate the approach mobilised to the
research process and/or results (Schiller, 2016), which makes it difficult to replicate
the methods or develop a critical perspective on the studies. This can lead to diffi-
culties for other researchers to operationalise the approach. Indeed, Pawson and
Manzano-Santaella (2012) list a number of frequent mistakes made by those who
undertake a research project based on the principles of critical realism. These are
notably the lack of an explanatory approach (the essential purpose of a realistic
evaluation is not to simply present the outcomes of an intervention, but to provide a
theory to explain those outcomes), the mobilisation of a single data collection
method and failure to construct CMO configurations (for a single intervention, there
may be a multitude of C, M and O elements, which can make it difficult to identify
causal dynamics between them).

Moreover, in order to best realise its explanatory potential, the realistic approach
needs to be based on existing knowledge about a family of mechanisms; knowledge
that can be derived, for example, from a realistic review. However, this necessary
anchoring in pre-existing theories can be difficult for several reasons. First, there is
often little context-related data in published articles. Also, there may be no similar
interventions described in the literature. Scientific articles about a single interven-
tion may also be fragmented (e.g. there may be an article on process evaluation,
another on impact assessment, etc.), which can make it difficult to analyse the inter-
vention as a whole (Ridde et al., 2012).

All these elements, as well as the time required to understand the realistic
approach (difficulty in grasping complex concepts such as mechanism), which has
a fairly high ‘entry cost” and which requires a long time make using realistic evalu-
ation challenging. For example, data collection tools must be submitted to ethics
committees prior their use, while data collection should be evolutionary and itera-
tive. In realistic interviews for example, the questions asked evolve throughout the
evaluation based on research into theories and empirical testing of initial theoretical
hypotheses. Operational partners, donors, scientific committees, ethics committees,
etc., may also have difficulty understanding the approach, integrating it into their
practices and participating in it (Robert & Ridde, 2020). We have summarised some
advantages and challenges of realistic evaluation for health promotion research in
Table 5.1.
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Table 5.1 Advantages and challenges of realist evaluation for health promotion research

Advantages Challenges

Taking into account the complexity of health Difficult to master the approach and to
promotion interventions and the social world in explain it to lay people

which they take place Time consuming

Involving stakeholders and encouraging Need to clearly explain to sponsors what
collaborations between researchers and operational | realist evaluation can and cannot do (to
partners avoid unrealistic expectations)
Anchoring in theory Difficult to explore and test all possible
Providing appropriate and tailored recommendations | C-M-O configurations

to policy makers (understanding of how to adapt Understanding of the approach by key
interventions to new context or how to tailor stakeholders or collaborators (operational
programmes to local context) partners, donors, scientific committees,
Transferability of the produced evidence ethics committees)

Enabling explanation of multiple processes and Some key concepts of the approach are
outcomes subject to varying interpretations (e.g.
Highlighting the unintended consequences of mechanism and context are sometimes
intervention confused)

More explicit and in-depth understanding of health | Difficulties in operationalising the
promotion interventions and of the context in which | approach (lack of guidance at certain
they take place step)

Encouraging interdisciplinarity and the use of mixed

methods

We have seen that the mobilisation of this approach is often scientifically rele-
vant for analysing health promotion intervention and would make it possible to put
research and theories at the heart of interventions in order to produce the most use-
ful knowledge possible for policy makers. However, it is necessary to document the
challenges related to the use of this approach in order to try to develop adequate
solutions. In particular, it is necessary to act both for the democratisation and popu-
larisation of this evaluation approach among field actors; and also, on the research
side, to systematically document the processes followed, for example by adhering
to reporting standards for this type of evaluation (e.g. see Wong et al. 2016), and to
inform on the challenges encountered in mobilising this approach.

5.6 Conclusion

In this chapter, we have seen how the realist approach can contribute to health pro-
motion research, in particular through its grounding in theory, its consideration of
complexity and its particular attention given to contexts. By focusing its attention
on what is usually less explored, especially the mechanisms by which the resources
disseminated by the interventions can produce effects, the realist approach has the
potential to change the perspective of both health promotion evaluation practices
and research. In particular, we can underline two key research principles supported
by the realist approach which can help to improve health promotion research
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practices: the importance of encouraging interdisciplinarity and the multiplication
of investigation methods (to reach the deepest level of understanding and analysis)
and the idea of cumulativity and transferability of knowledge (research results
should not be generalised to all contexts but seen as informative and a basis for
decision-making).
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Chapter 6

Empowerment in Health Promotion

of Marginalised Groups: The Use of Paulo
Freire’s Theoretical Approach

and Community-Based Participatory
Research for Health Equity

Andrea Rodriguez and Nilza Rogeria de Andrade Nunes

Key Concepts Definitions

» Critical dialogue helps to form critical consciousness and critical attitude for
action. It is a key element to question social structures that (re) produce health
inequities. Based on people’s universe and the factors affecting their existence,
critical dialogue for Freire produces critical knowledge that will create more
effective forms of resistance and intervention in the world (Freire, 1974).

e Participation based in Freire’s approach prioritises research ‘with’ and ‘for’
people. This means research committed to respond to current problems in soci-
ety. Effective participation and social change require critical thinking (Freire,
1974, 1996). This can be achieved through participatory methodologies, deep
engagement of participants and interdisciplinary collaboration.

e Empowerment Education proposed in Freire’s theory is an effective education
model that promotes personal and social change through participation in group
action and critical dialogue. It involves people’s efforts to enhance control over
their lives by identifying their problems and critically thinking about its social
and historical causes to develop strategies towards a healthier society (Wallerstein
& Bernstein, 1988).
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6.1 Addressing the Needs of Groups Living in Situation
of Vulnerability

Research approaches and methods are specific procedures for designing research
processes and for collecting and analysing research data. The methodological
choices in doing research should be aligned with the researcher world’s views and
values as it will become integral part of his/her personal and professional identity.
The health promotion of voiceless and marginalised groups such as those affected
by poverty, social exclusion and homelessness need to be a priority if we want to
reduce health inequities and inequalities in society. In the attempt to build strong
links with these groups to implement change and improve contexts of vulnerability
is important to engage in critical research programmes that are oriented towards
community empowerment and participation (Simpson & Freeman, 2004;
Wallerstein, 2002; Wallerstein & Bernstein, 1988).

The understanding of health promotion as the process of enabling people to
increase control over their lives, and to participate in decisions to improve their own
health (WHO, 1986), places social justice as a fundamental condition for this
(WHO, 2008). Thus, health promotion research must be guided by critical reflection
on social structures that influence people’s health with the identification of their
health needs and aspirations. Freire’s theoretical approach for an empowering edu-
cation can be an avenue for personal and social change as it is committed to create
an equal society with focus on the disadvantaged groups and communities (Ledwith,
2016). Such a process requires the direct involvement of individuals and communi-
ties in the achievement of change, combined with political action towards the cre-
ation of an environment promising to health. In addition, community-based
participatory research (CBPR) seeks to create more opportunities in which people
who have historically experienced oppression and lack of power can feel comfort-
able and safe to raise their voices on issues that are affecting their lives; Discovering
and expanding their own knowledge towards the elimination of inequities. Although
the most effective way to promote health and decrease health inequities is by creat-
ing fair economic, social and political conditions for all, practical strategies in
which practitioners and researchers can work with communities to address poverty,
stigma and lack of social participation need to be more explored (Wiggins, 2011).
This chapter sustains that participatory research processes using Freire’s critical
pedagogy can be a vehicle for this.

6.2 Paulo’s Freire Approach to Enhance Empowerment,
Participation and co-Production of Health Knowledge

Paulo Freire’s key concepts are perceived as foundation to any practice that has a
social justice intention (Ledwith, 2016). Paulo Freire (1974) developed a popular
education movement in the 1960s, in Brazil, to address a massive illiteracy in the
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northeast of this country. From 1962, his method was spread in all Brazilian states
to reach two million of illiterates living in the most deprived regions (Paulo Freire
Institute). Paulo Freire’s educational approach is more than a method, it is an orien-
tation connected to his view of the world, and his commitment to an education that
must be liberating, capable of encouraging critical thinking and critical participa-
tion to intervene in different contexts (Freire, 1974). However, with the military
coup in Brazil in 1964, Freire was forced into exile as the new regime considered his
ideas to be subversive. Despite the Government attempts to silence Freire, his work
continued to be disseminated in other countries of Latin America, Europe and in the
USA, even after his death in 1997. Freire’s principles of popular education and criti-
cal pedagogy have been widely used for diverse disciplines, beyond education,
including health and social sciences.

Research evidence shown the potential of Freire’s critical pedagogy to enhance
empowerment and improve health of vulnerable and stigmatised groups (Wiggins,
2011; Wallerstein & Bernstein, 1988). The use of critical pedagogy in health promo-
tion research has been associated with health behaviour change on several health-
related factors (Wiggins, 2011). However, Freire’s approach substantially extends
traditional health education’s emphasis on people’s responsibility for their own
health decisions. This dialogic approach allows for the co-creation of a new health
knowledge when participants are encouraged to bring their own health definitions
and experiences to achieve critical understanding about their realities (Rodriguez
et al., 2019). As the impact of socioeconomic factors such as income, wealth and
education are the fundamental causes of a wide range of health outcomes, Freire
promoted a type of knowledge that did not come from experts passing their infor-
mation into a passive audience. His focus was on the collective knowledge that
emerged from a group sharing experiences and understanding on their daily lives.
Instead, the emphasis and blame just on the individual health-risk behaviour, the
socio-economic influences affecting his individual and societal live are linked and
equally explored.

6.3 What Are the Fundamental Elements and the Key
References of the Proposed Approach?

Critical pedagogy is a theory and practice that have critical dialogue and critical
attitude as key elements to question social structures that (re) produce inequities
(Freire, 1974). Freire’s central premise is that education is not neutral and takes
place in the context of peoples’ lives. A critical consciousness integrated with peo-
ple’s realities and aspirations will form the basis of actions for change. Without a
critical consciousness, according to Freire, individuals are not able to integrate
themselves into a society marked by intense contradictions and power relations.
They need opportunities to participate and make their own decisions reflecting on
their responsibilities, and their roles in terms of social transformation (Freire, 1974,
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1996). In doing this, the groups perceived as ‘voiceless and powerless’ would
increase capacity for choice towards social justice, instead of remaining passive to
the life events. When individuals begin to see themselves and their society from
their own perspective, they become aware of their own potentialities: ‘Society now
reveals itself as something unfinished, not as something inexorably given; it has
become a challenge rather than a hopeless limitation’ (Freire, 1974 p. 10).

Critical consciousness on the personal, social, economic and political factors that
directly affect peoples’ lives and health can be translated into a critical knowledge
that will create more effective forms of resistance and intervention in the world. The
formation of a critical consciousness based in the participant’s universe, leads them
to question structures of domination, power and social injustice. Therefore, research
activities aiming to achieve meaningful understanding of wider health issues, can
generate situations of collective reflection leading to social change, ethical and
political positioning. This involves the creation of opportunities for individuals,
groups and communities to feel comfortable and safe to elect what is relevant to
their health-related discussion and debate.

6.3.1 Core Values for Participation and Social Change:
The Freire Approach

The learnings from previous research and a knowledge exchange programme on
youth homelessness using Freire’s approach and CBPR (Rodriguez et al., 2019,
2020a, b) highlighted the following principles:

e Research impact

Research that is committed to respond to current problems in society is committed
to impact on people’s lives. The use of critical pedagogy of Paulo Freire in research
processes can improve understanding of the links between health, poverty and
health care systems for priority groups such as ethnic minorities, homelessness,
people in prison, women victims of violence, people with disabilities, among oth-
ers. It can also act to stimulate critical reflection towards a critical spirit for chang-
ing structures that (re) produce abrupt social inequalities/inequities.

e Deeper understanding of life contexts — listening people and communities

It starts from the assumption that if we want to be more effective as researchers and
agents of social change (Freire, 1974), while doing research, teaching, or managing
a health promotion service, we must be able to deep understand the context in which
people are living. Otherwise, we will not create the best opportunities to listen their
felt issues or themes. A wider investigation of the cultural context in which the
health promotion debate is embedded is required during all stages of the research,
as this context ‘meaning’ is not something easily exposed or accessible through
academic studies. In a Freirean approach, the listening stage with community
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members is a continual process involving all research phases. It is conducted
through an equal partnership with community members to identify problems, deter-
mine priorities and tailor programmes to local needs (Wallerstein & Bernstein, 1988).

My work experience in Brazil at third sector (Fernandes & Rodriguez, 2009,
2015) highlighted how this deep understanding is a core element for practitioners
and researchers interested to work with vulnerable groups. This represents a strong
foundation to further trust building relationship with participants, enabling engage-
ment and knowledge construction. Other authors confirmed that health promotion
programmes are likely to be most effective when researchers are sensitive to local
social and political realities, and when they are embedded within appropriate theo-
retical, pedagogical and cultural frameworks (Simpson & Freeman, 2004).

e Co-creation of knowledge — Empowerment education

The critical pedagogy approach, as others approaches in Social Psychology
(Moscovici, 1998) and Geography (Van Blerk & Kesby, 2013) supports the belief
that there are different types of knowledge. Local communities and people can iden-
tify their own health needs and joint solutions to achieve a better life using the
knowledge from experience. Thus, all people are experts on their lives, there is no
hierarchies of knowledge, and everyone should be able to express their needs and
opinions when safe opportunities are created to listen their voices. In practical
terms, when substantial time is reserved to interact with research participants,
before the research starts, during and after, and in their own territory. There is the
development of a trust, that is more likely to last. From this meaningful interaction,
a co-created knowledge that is collective, diverse and inclusive can flourish.
Collective because we are working ‘for’ and ‘with’ people, diverse because we need
to involve different people from different backgrounds, especially those with lived
experience on the issues we want to address and inclusive because the way we are
going to involve them should be based on their own terms and not in ours.

e Critical thinking, participation and interdisciplinary collaboration

We must develop research ‘with’ and ‘for’ people. A research based in Freire’s
approach prioritises critical thinking, participatory methodologies, deep involve-
ment of participants and interdisciplinary collaboration. Therefore, health promo-
tion interventions in community settings should be made not only for the people, but
also by the people. Effective participation and social change require people to
engage in a process of self-reflection, self-discovery and consequent transformation
(Wiggins, 2011).

However, critical thinking about issues does not occur spontaneously. Wallerstein
and Bernstein (1988) presented 5-step questioning strategy to move discussion from
the personal to the social analysis and action level. Following these steps, people are
asked to (1) describe what they see and feel within their life contexts; (2) as a group,
define the many levels of the problem they want to resolve; (3) share similar experi-
ences from their lives; (4) question why this problem exists and (5) develop action
plans to address the problem. This process recognises that despite social justice in
health is a complex challenge in society, with no immediate solutions, this can be a
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nurturing way to explore possibilities of action. It requires new insights from inter-
disciplinary work and integrated responses from various sectors.

* Critical dialogue for action

Critical dialogue is another key element of Freire’s approach. For Freire (1974), it
is the practice of dialogue that helps to form critical consciousness and critical atti-
tude for action. After the initial listening and dialogue stage, the action emerges
directly from the problem-posing discussion. After a deeper cycle of critical think-
ing and reflection, people will fell more ready to test out their analyses in the real
world. Participatory health promotion research that engages people in critical analy-
sis of the root causes of inequalities will form the basis for action. As long the
research is driven by critical dialogue and thinking, there is a powerful opportunity
to make people question their realities, understanding their situation with a fresh
eye. The health and social inequalities in society are not just as a result of individual
failure but as a consequence of structural problems and social contradictions.

6.4 Contribution to Health Promotion Research

Freire’s theoretical approach combined with CBPR has proven to help researchers,
teachers and health practitioners to understand and to discuss health promotion
from the perspective of the individuals they are working with. This approach in
health promotion fosters the gain of control as strategy for health equity. It suggests
that deeper participation of people in group action and critical dialogue must be a
priority as this enhances their control and beliefs in their own ability to implement
change. In the past, traditional health promotion research had mainly targeted indi-
vidual behaviours change to address inequality/inequity, rather than social or envi-
ronmental risks to health. A new generation of health promotion theorists, from the
World Health Organisation (WHO, 1986, 2008), recognises both, the role of indi-
vidual control and social action in health as well the social determinants of health.

Freire’s approach applied to health promotion emphasises the need to create
more opportunities for people to participate in society, achieving understanding of
the environment to make healthy choices in the daily lives, especially for those liv-
ing in contexts of vulnerability. In parallel, there is a need to acknowledge the ten-
sions and continued negotiation with structures of power as an inherent part of this
process of increasing people’s autonomy. Strengthening communities and involving
people in critical thinking through Freire’s approach and community-based partici-
patory research is not a simple task. Many people had no opportunities or experi-
ence on community participation in any level. In this case, research programmes of
health promotion that use critically informed approach based in Freire’s work can
contribute to stimulate critical dialogue, critical thinking and a co-production of
knowledge that will forge actions to bring about change.

The five core values presented in this chapter reinforce the commitment to con-
struct a common agenda for social justice and the right to health of marginalised
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groups. A new knowledge in a critical and significant way emerges from the encour-
agement of people in being confident to express their own health needs and to value
their own health knowledge and experiences. Freire’s approach enables people to
understand, to produce and critically use health information. The benefit of using
this reflective approach goes beyond research participants and reaches to both
researchers and health/education professionals. Those who are seeking to under-
stand the complexity of health promotion issues from the perspective of people, end
up revisiting their own values, comfort zones, power relations, fears and feelings
that embed their practices. Being fully aware of these important elements strength
their commitment to continue pursue social change in their work.
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Chapter 7

Health Promotion in Primary Care: Michel
Foucault’s Genealogy to Analyse Changes
in Practices

Check for
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Fernanda Carlise Mattioni and Cristianne Maria Famer Rocha

Key Concepts Definitions

* Genealogy: aresearch method used by Michel Foucault, in which present actions
are analysed through past events. In other words, we seek to explain how what
exists now was established through the details of past events in the historical
discontinuities.

* Regimes of truth: set of statements, techniques and devices accepted as accurate
by a given society.

* Resistance: opposition to the power exercised in a regime of truth.

» Counter-conduct: attitude/behaviour different from expected/foreseen in a
regime of truth.

e Snowball approach: research technique for identifying participants, where one
indicates another and so on, until data saturation.
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7.1 Introduction

Primary Health Care (PHC) is one of the favourable settings for implementing
health promotion practices. Because they are inserted in the communities, the ser-
vices underpinning PHC are close to the health system users, which contribute to
the longitudinal follow-up of these people and the creation of bonds. Thus, health
professionals can recognise the ways of life established in the communities and the
health needs emerging from the life context.

Regarding the social determinants of health, health promotion can be understood
as a range of strategies to improve health. It can be understood as an expansion and
conceptual and operational requalification of health in its increasing complexity,
endorsing new policies and interventions in the health-disease process and improved
overall quality of life (Carvalho et al., 2004). Given the scope and possible practices
and interpretations, health promotion (HP) is a complex concept built from different
epistemological aspects and operated from multiple methods and different settings
(Mendes et al., 2016).

Several HP actions are featured in PHC, ranging from educational activities to
practices that stimulate participation and community organisation to claim better
living conditions, such as the right to health care. However, we observed that HP
actions that gain greater emphasis in PHC are related to the promotion of healthy
behaviours, especially if we consider their importance in the face of demographic
and epidemiological changes pointing to population ageing and disease chronicity.

The issue that emerges refers to the effectiveness of these educational activities,
considering the deep-seated inequalities in the territorial scope of PHC. The
expanded conception of health promotion pre-supposes the structuring of sound
public policies in an intersectoral effort, whose implementation would be responsi-
ble for building favourable environments for health. However, HP actions with a
purely behavioural approach seem to be hegemonic. From the neoliberal perspec-
tive, they tend to delegate to individuals and communities all the responsibility of
taking care of themselves (Castiel et al., 2016).

This investigation is part of the epistemological aspect of Foucauldian studies,
which allows us to say that the health promotion arena is underpinned by a field of
disputes, power games and knowledge, wherein according to their power and capil-
larity, discourses that can build regimes of truth are triggered and can guide conduct
when established. Foucault argues that regimes of truth are the set of correct and
accurate discourses accepted by society. They are construed from narratives that
have settled down as truths on a particular topic over time. However, Foucault
believes that regimes of truth express one viewpoint among many possible ones
because, from his perspective, there is no absolute truth (Castro, 2016).

The research problem that addresses HP practices in the PHC setting was formu-
lated from this discussion. One of the authors of this chapter works as a nurse in a
Primary Care service. In her professional practice, she was concerned with the
incompatibility between guidelines for adopting healthy habits and the poverty situ-
ation of the targeted population. Often, people cannot adopt healthy habits in part
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because they do not have the conditions to do so. Moreover, from a theoretical per-
spective, we felt challenged to look at health promotion as an object of study from
the Foucauldian theoretical framework. These concerns led to the elaboration of the
research problem.

The following questions were elaborated to conduct the research: what health
promotion narratives and practices are in PHC? What are their origins? How were
they shaped? How do HP practices occur in PHC? What discourses, interests and
power games that produce subjectivities and regimes of truth regarding HP are
found in the PHC setting? Are there resistances and alternatives to hegemonic dis-
courses? What are they?

The questions described produce paths to lead to the research’s main objective:
to analyse health promotion actions in PHC from a Foucauldian perspective. This
chapter will detail the methodological path, showing the techniques used to produce
research in HP based on the genealogically inspired Foucauldian theoretical-
methodological input. We shall then present some preliminary results of the study
in our closing arguments.

The option for conducting genealogical research lies in the method’s power to
highlight the tensions, disputes, discourses and emergence points underpinning the
regimes of truth in Health Promotion. Foucauldian studies can contribute signifi-
cantly to Health Promotion Research. One could construct analyses that exceed
deterministic perspectives concerning Health Promotion through the genealogical
method. This analysis matrix can also show the heterogeneity, tensions, power
games and knowledge of HP, whose product is activities implemented in the PHC
setting. Explaining how such processes occur can be a starting point for reconsider-
ing hegemonic practices that hardly contribute to people’s health and, on the other
hand, strengthen other marginal actions that are more powerful in promoting the
health of the population.

7.2 Notes on Michel Foucault’s Genealogy

French philosopher Michel Foucault developed his work by analysing how we
become subjects in different social and economic contexts in the modern world. For
example, madness, sexuality and correctional institutions (such as prison and hospi-
tal) were objects of Foucault’s study. Therefore, Foucault’s work does not present a
single theory that explains social relationships in general. The author provides us
with theorisations, which he produced to analyse specific objects in specific con-
texts (Veiga-Neto, 2017). Thus, the author’s contribution to research on contempo-
rary themes, such as health promotion, occurs by using some of his concepts that, as
he suggests, can be productive analysis tools. Foucault’s work proposes to engage
in a detailed perspective on factual historicity, which could reveal how such events
were produced and their effects on how things are currently established and held as
correct and accurate: society’s current and accepted regimes of truth.
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Foucault’s genealogy strategy was to look back at the historical event itself to
identify the power and knowledge movements that engender and sustain it amid a
tangle of living actions established by institutional/situational strategies. From this
perspective, genealogy consists of valuable procedures to know the past and mainly
analyse the present (Veiga-Neto, 2017). ‘Foucault’s goal is to trace a genealogy of
the relations between power and knowledge, map the ontology of the present, in
terms of the being-power’ (Veiga-Neto, 2017 p. 65).

A series of knowledge-power relationships are engendered for the construction
of truths. These relationships are influenced by the articulation of different devices
that include institutions, education systems and legal apparatus, to mention a few.
These devices are closely linked to moral values, standards and norms related to the
several control systems operating in society to regulate individual and social beings
(Foucault, 2009).

Thus, genealogy would be the study of the forms of power ‘(...) in their multi-
plicity, differences, specificity, and reversibility (...)" (Foucault, 1997 p. 71). The
genealogist analyses the knowledge-power games in a given historical moment,
originating in discursive practices on a particular theme (Deleuze, 2005). In health
promotion, discursive practices are understood as the knowledge that supports the
field and conditions the practices of those in the field. According to Foucault (2009),
some discursivities gain strength and legitimacy from institutional bases. That is, at
a given historical moment, the knowledge-power games established in a social con-
text can gain institutional legitimacy and become something official, accepted as
accurate and that should be adopted as a practice. Institutionally legitimised and
accepted as correct, such discursivities are called by Foucault as regimes of truth on
a given topic. In health promotion, we could understand that institutionally legiti-
mised knowledge is the regime of truth that orients institutional practices in differ-
ent settings. Health policies and protocols guiding health promotion practices in
health services are examples of institutionally legitimised knowledge that acquires
the status of a regime of truth in this setting.

Thus, discourse is an institution with a silent beginning, originating in struggles,
tensions and disputes. ‘Discourse is not simply that which translates struggles or
domination systems, but that of which and by which one struggles the power we
want to seize’ (Foucault, 2009 p. 10). Thus, the discourse is elaborated, chosen,
monitored and gains permission to circulate from the battles it has won, established
in the plot of institutions where specific knowledge is allowed to be used and spo-
ken, while others are silenced (Lemos et al., 2020).

7.2.1 Emergence and Provenance Analyses

Foucault’s work points out that emergence and provenance analyses are essential in
genealogy (Lemos et al., 2020). The provenance analysis must consider the tensions
caused by the correlation of forces established between mechanisms and strategies
in a field. In other words, the analysis aims at highlighting the historical conditions
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that enabled a particular discourse which will be translated into practices. At this
point, the investigation should be detailed and seek multiple sources for evidence in
facts that are disregarded, devalued and even erased by the procedures of traditional
history in order to confirm their hypotheses (Faé, 2004). The emergence analysis, in
turn, refers to the specific moment when a particular discursive practice emerges.
The emergence analysis must demonstrate the correlation of forces in the field and
the disputes in establishing an object. Thus, genealogy aims to shed light on the
discontinuities underlying the events and their resulting discursivities (Lemos et al.,
2020) through the analysis of emergence and provenance.

7.2.2 Power and Its Productive Nature per Foucault

Thereby, it is possible to identify the productive characteristic of power. The coex-
istence of heterogeneous or possibly opposing forces produces discursivities that
gain legitimacy and become regimes of truth, building our ways of being and living
(Lemos et al., 2020), or more specifically in this research, the health promotion
discourses and practices in the studied setting.

On the other hand, Foucault argues that power is not something vertical, operated
in a single direction. Nor is there an absolute and sovereign power that does not find
resistance. Foucault understands power as an unstable network of practices. It is
operated by different devices in a capillary and diffuse fashion, producing individ-
ual subjectivation processes (Foucault, 2019). From this perspective, power is not
absolute, and resistance coexists with actions of one over another. Just as there is no
power centre, there is no centre of resistance either. Resistances are manifested in
response to a capillary network of power and establish themselves like the other in
these relationships. Thus, an irreducible interlocutor in this network of power, resis-
tance is distributed irregularly; that is, its foci are located more or less densely in
time and space. Sometimes resistance can cause the emergence of groups of indi-
viduals, interfering in the lifestyles and behaviours.

From this perspective, the genealogical activity seeks to precisely identify what
is not found in the hegemonic discourse, which escapes the established, what
emerges as resistance or counter-conduct to what is unique and accurate in this field.
Genealogy does not intend to explain the history or the causal chain of events.
Instead, it aims to show that events stem from the fluke of forces and not a preset
intention or determination.

In a nutshell, regarding the genealogical method, Foucault has delimited some
methodological precautions. Firstly, the power analysis occurs in its capillarity
when penetrating the institutions transmuted into a set of practices. Secondly, it
does not analyse the power concerning intention or decision but materiality, consid-
ering the actual and effective practice of the object, target, or field of application.
Thirdly, power must be analysed as circulating and exercising in a network.
Therefore, it should not be treated as someone’s property. Fourthly, power must be
analysed from the bottom-up, from the infinitesimal mechanisms with a history,
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through techniques and tactics that explain how these mechanisms of power were
and still are invested and used by general domination mechanisms. Fifthly and
finally, power is based on knowledge devices that ensure sustainability and make it
legitimate (Lemos et al., 2020) in order to exercise it.

Having completed the task of situating genealogy in the context of Foucault’s
work, describing its characteristics and delimiting its possibilities of use, the next
session will describe the way we use genealogy as a method in qualitative research
in Health Promotion.

7.3 Health Promotion as an Object of Analysis
of Genealogically Inspired Research

Starting from the premise that genealogy is the exercise of looking at the relation-
ships and tensions produced by the different discursivities in a knowledge-power
field, we identified health promotion as a potential object of analysis to be researched
through genealogically inspired qualitative research.

Currently, quantitative studies predominate in public health, especially those
pertaining to relating exposure to risk as in epidemiology. In this setting, the perfor-
mance of qualitative research represents the possibility of in-depth investigation of
the processes associated to the health of populations. Thus, not in opposition but
complementarity, qualitative research contributes to other possible analyses and
understandings of these processes.

Therefore, following the techniques of qualitative health research in association
with the assumptions of Michel Foucault’s genealogical research, the analysis of
health promotion in primary care has been conducted to identify the possible condi-
tions that originated the regimes of truth currently found in health promotion in
PHC through the tensions between the different discursivities. That is, we looked at
the elements at stake and the mechanisms by which specific statements have gained
legitimacy to the point of becoming actual regimes. We also aimed to identify and
show other, less expressive discursivities in the field of the object of study that
existed or still exist and can sometimes be interpreted as expressions of resistance
and counter-conduct. We emphasised that discursivities support practices and are
very close to them in this research setting.

7.3.1 Study Characterisation

We propose to conduct genealogically inspired, qualitative, field, descriptive and
exploratory research in the context of the Community Health Service of the Grupo
Hospitalar Conceicao (Conceicdo Hospital Group), in which the lead author acts as
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anurse, in the city of Porto Alegre,! capital of the state of Rio Grande do Sul, Brazil,
to achieve the main objective of the study, which was ‘analyse health promotion
practices in PHC’. This research is part of the Ph.D. in Nursing of the Federal
University of Rio Grande do Sul and is in the data analysis stage.

7.3.2 Research Settings

The research is being developed in the Unified Health System (SUS) context.
Currently, Brazilian public health services are entirely free and universal to every
Brazilian or foreign citizen and a constitutional right. They are organised hierarchi-
cally in a network and must have coordinated action. Thus, SUS first level of care is
characterised by PHC, also referred to as Primary Care in Brazil. The secondary
level is intended for medical specialities, and the tertiary level consists of a hospital
network and high technological density procedures.

Currently, PHC is organised in the country through health facilities installed near
the territories of local communities. Such establishments are staffed with health
teams that can be characterised as Family Health Strategy (ESF) teams or not. ESF
teams are generally the most complete, with a greater diversity of professional
cores, and receive more significant funding. This way, such teams are expected to
provide differential health practices, offering quality care to the population served
(Brasil, 2017).

The research is being developed in the Health Units (HU) of the Community
Health Service (CHS) of the Grupo Hospitalar Concei¢do (GHC - Conceicdo
Hospital Group), one of the largest Brazilian hospital institutions. The CHS is a
PHC reference for people of the municipality’s northern zone (about 100 thousand
inhabitants). This service was established in the late 1970s in a popular mobilisation
for democracy and social rights in Brazil. The Health Movement of intellectuals and
civil society built the basis for what the Unified Health System would become in the
following decade. Currently, it consists of 12 Health Facilities, 39 Family Health
Strategy teams (ESF), four Family Health Support Centres (NASF), a Street Clinic
team,? three Psychosocial Care Centres (CAPS),* with one Children CAPS (CAPSi),

"Porto Alegre currently has 1.4 million inhabitants. It is the capital of Rio Grande do Sul, geo-
graphically located further south of Brazil, bordering Uruguay and Argentina. It has 11.29 million
inhabitants, and its economy is based on farming and industrial production (Instituto Brasileiro
de Geografia e Eestatistica, 2020).

2NASFs were established in 2008 in Brazil. They are multi-disciplinary health teams that aim to
provide matrix support to Primary Health Care teams (BRASIL, 2008).

3Street clinic teams were established in 2011 in Brazil. They are multi-disciplinary health teams
that exclusively serve the homeless population (BRASIL, 2011a).

*CAPS were established in 2002 in Brazil. They aim exclusively to provide comprehensive care to
mentally distressed people (BRASIL, 2011b).
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one Alcohol and Drugs III CAPS (CAPS AD III) and one CAPS intended for the
care of users, adults and patients with severe mental disorders (CAPS II).

7.3.3 Procedures for Data Production

The research data were produced from documentary research and field research,
seeking to find, in the minutia of (written and spoken) discourses, the elements and
events that, placed in the field of health promotion, originated the regimes of truth
and resistance and counter-conduct currently found in the studied PHC service.

The documentary research was conducted through a literature review directed to
studies whose object of analysis was health promotion, with Foucauldian theorisa-
tions as the supporting theoretical framework. Also, the Brazilian National Primary
Care Policies (PNAB) and National Health Promotion Policies (PNPS) were anal-
ysed, and other technical documents related to health promotion practices were
identified in the fieldwork. The objective of looking at these documents was, as
provided by the genealogical method, to observe how some health promotion dis-
courses appear in the text of these policies and how they change according to the
historical progress in their reissues. In other words, we sought to identify the
changes in the discursivity of these documents and map the elements that could
have somehow been legitimising factors of specific discourses to the detriment
of others.

The discursivities not established in the legal framework of health promotion
were identified by field research through semi-structured interviews with workers of
the teams responsible for carrying out health promotion practices. The selection of
workers to participate in the research employed the ‘snowball’ technique, adopting
a non-probabilistic sample using reference chains. This specific type of sampling
does not determine the probability of selecting each participant in the research, but
it becomes helpful to study specific, hard-to-access groups (Vinuto, 2014).

The ‘snowball’ technique sampling started to locate some people with the neces-
sary profile for the research within the teams participating in the research by con-
tacting key informants, named seeds (Vinuto, 2014). We proceeded this way because
an initial probabilistic sample would not be under the genealogical perspective,
whose objective was to map the workers directly involved with health promotion.
Thus, the key informants, or seeds, were participants of the research and established
new contacts with potential research subjects. Since the primary author is a nurse at
the service where the research was conducted, she knows the work performed by
colleagues in the study setting. In the service studied, the realisation of health pro-
motion practices is shared in a newsletter disseminated by email to all health teams,
which describes the practices and the workers who perform them and which groups
of people they are intended for. Thus, we could identify and recruit the research seed
participants.

These workers were the first to be contacted and invited to participate in the
study. From the interviews, they were asked to point out other activities they knew
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were conducted in their Health Units or in the Community Health Service, enabling
other workers to participate in the study.

In the ‘snowball’ strategy, the successive indication of new potential participants
can increase the sampling frame with each interview, as per the researcher’s interest/
need. Eventually, the sampling frame saturates, i.e. no new names are provided, or
those named do not bring new information to the analysis. The ‘snowball’ sampling
is a permanent data collection process that seeks to build on the social networks of
the respondents identified to provide the researcher with an increasing set of poten-
tial contacts, and the process can be finalised by the saturation point criterion.
However, we should remember that one must be attentive to field research’s subtle-
ties to avoid losing relevant information to the investigation to define the saturation
point (Vinuto, 2014). This strategy was adopted in the research so that, at a given
moment of data collection, the health promotion activities mapped with each new
interview were repeated, suggesting data saturation and the time to end the fieldwork.

The interviews were recorded and transcribed. Also, a field diary was estab-
lished, in which the researchers’ impressions were recorded during the interviews.
The ethical procedures provided for in Resolution No. 466/12, which regulates
human research in the country, were observed throughout the study (Brasil, 2012),
and the research was approved by the Research Ethics Committees of the Federal
University of Rio Grande do Sul and the Conceigao Hospital Group under protocol
CAAE 16078319.7.3001.5530.

7.3.4 Research Participants

Workers (contractors or residents) responsible for health promotion actions in the
GHC Community Health Service’s twelve health units participated in the research.
Considering at least one interview per Health Unit and the diversity of health pro-
motion dimensions, the research universe consisted of 23 participants.

Inclusion criteria were: (1) being responsible for health promotion regardless of
seniority in the activity; (2) being a member of the CHS/GHC FHS teams, bound by
a direct contract, as a resident of the service or, also, Community Health Worker®
and (3) accepting to participate in the study by signing the Informed Consent Form
(ICF). We asked participants to choose their names within a spectrum of artistic
expressions to define what art would be to ensure the anonymity of the research
subjects. The participating professional groups were Community Health Worker
(03), Social Work (06), Psychology (04), Medicine (02), Nursing (05), Dentistry
(02), Nutrition (01).

3Community Health Workers (ACS) are professionals who make up PHC teams in Brazil. They do
not have specific training in the health care area, and the requirement for their function is to live in
the community within their PHC team. They should establish a link between the health team and
the community, strengthening the link between health education actions among peers.
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7.3.5 Data Organisation and Analysis

The data from the document analysis and interviews were organised and systema-
tised during and after the end of the collection, producing analytical categories
through inferences from the theoretical approaches to the empirical data.

The data corpus was thoroughly examined according to qualitative, genealogi-
cally inspired research assumptions. At this research stage, we attempted to identify
the several knowledge/discourses about health promotion in the researched setting
and how the tensions produced between several knowledge/discursivities produced
the setting of practices as identified in the research. Following the genealogical
perspective, we looked out for the elements or the historical possibility conditions
that currently underpinned the research service’s set of practices.

In this sense, data analysis consists of an exercise to ‘confront’ (put face to face,
side to side, in opposition, to mention a few) the official discourses found in the
legal and technical documents of health organisations with the empirical data col-
lected. Also, the historical elements encompassing more than 30 years of the studied
service are considered. According to Foucault’s genealogical perspective, they rep-
resent the possible conditions for designing practices, namely, health promotion
activities in PHC.

We used the theoretical framework of Foucauldian studies in the analytical pro-
cess, which provides other keys of analysis for the object we are observing. The
construction of the analysis brought health promotion elements such as health edu-
cation, participation, quality of life, healthy habits, inequalities, social determinants
of health closer to Foucauldian concepts, such as governmentality, resistance and
counter-conduct. The approximations between these two theoretical fields are this
research’s originality and innovation.

7.4 Main Results and Data Discussion

A heterogeneous field of health promotion practices established through the circula-
tion of different knowledge and powers was identified (Mattioni et al. 2021; Mattioni,
2021).° The interviews allowed us to uncover discourses and practices that represent
established knowledge found in health policies and protocols and knowledge that
emerges from the individual experience of workers and popular culture. The ten-
sions between these types of knowledge, which are sometimes opposing or exacer-
bated, produce the setting of practices studied. The analysis enabled us to infer that
the practices are permeated by discursivities that align with neoliberal governmen-
tality and practices that stand as a counter-conduct to such discursivities.

®The research results and their respective analyses can be fully accessed in the first author’s doc-
toral thesis, available in the theses repository of the Federal University of Rio Grande do Sul
(Mattioni, 2021).
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The historical events that provided the conditions for the emergence of health
promotion practices were mapped and grouped into three historical periods. These
were: the 1980s/1990s, period of re-democratisation and constitution of citizens
with rights in Brazil; the 2000s, with the emergence of public health policies,
marked by democratic neoliberal governmentality and, the period from 2016 to
date, with fiscal austerity and the resurgence of public policies marked by conserva-
tive or authoritarian neoliberal governmentality (Mattioni, 2021).

Governmentality can be understood as a government type that aims to modulate
individual behaviours to guide the ways of living in a society (Foucault 2008). The
democratic neoliberal governmentality combines the neoliberal economic agenda
with representative participation of society that can legitimise the constructed social
policies (Gallo, 2017), which, in turn, induce practices that modulate individual
behaviours. The establishment of the democratic rule of law in Brazil in the
1980s/1990s was succeeded by a period of intense emergence of public health poli-
cies, among them the first versions/editions of the National Primary Care Policy and
the National Health Promotion Policy, which, together with other local factors, led
to the expansion of the number and scope of health promotion practices in pri-
mary care.

The 1980s/1990s were marked by intense social participation in the researched
setting, with community organisations to demand from the State the establishment
of health services and better living conditions in their territories, which was the
main feature of health promotion practices in the period. The 2000s marked the
emergence of public health policies, which provided the setting researched with
possibilities for expanding PHC teams. Moreover, such policies led to the imple-
mentation of health promotion practices to change lifestyles, mainly through behav-
ioural approaches. This period also witnessed a decrease of health promotion
practices characterised by social participation and community organisa-
tion (Mattioni, 2021).

From 2016 to date, the fiscal austerity measures adopted by the Brazilian State
have led to a significant decrease in financial resources for the health sector. This
period can be characterised by the emergence of conservative neoliberal govern-
mentality, which reduces State investments in social inclusion policies (Gallo,
2017), including health policies. This situation affected health promotion practices;
with smaller health teams, direct care to patients becomes a priority to the detriment
of health promotion.

From the above, we believe that our research enables us to sustain that in
Brazil (Mattioni, 2021):

1. There is no single health promotion concept/discourse or even a uniform set of
health promotion practices. The field of HP is heterogeneous and polysemic, in
which different knowledge circulates, generating tensions that produce practices
within PHC.

2. The hegemonic discursivity (or the current regimes of truth) in health promotion
refers to the neoliberal perspective that individuals must be ‘empowered’ to take



80 F. C. Mattioni and C. M. F. Rocha

care of their health and that the state’s role would be only to teach them through
an educational-behavioural approach.

3. ‘Marginal’ discursivities emerge in the setting studied and escape the prevailing
regimes of truth. These movements and activities refer to the collective organisa-
tion, both for realising shared care and building health policies focussing on the
social determinants of health. Because they are smaller and weaker in relation to
the dominant and established practices in health promotion, such activities
appear as resistance and counter-conduct strategies.

7.5 Contributions of Genealogical Research
to Health Promotion

This chapter presented the methodological path of research, which aimed to analyse
health promotion actions in Primary Care based on Foucauldian theorisations and
their preliminary results. We briefly described the characteristics of Michel
Foucault’s genealogical method and the techniques employed in the research. At the
end of the study, we concluded that the health promotion actions in the studied set-
ting derive from possibilities generated by different historical events in their discon-
tinuities. We identified a heterogeneous field in which different knowledge and
practices coexist. We highlighted the practices aligned with a neoliberal discourse,
in which individuals and communities must be solely responsible for their health.

On the other hand, resistance was identified in practices inscribed in the social
determination of health perspective, in which health promotion is understood as a
collective effort involving different actors to build better community living condi-
tions. Our study presents new methodological possibilities for health promotion
when using the genealogical method techniques and the Foucauldian tool-concepts
for analysis.

The main contribution of the research and the methods it adopts is identifying
that some health promotion actions may be not very potent for health production in
their expanded perspective, although they are hegemonic and have legitimacy. On
the other hand, health promotion actions that are marginal in this knowledge-power
field may represent more capacity to expand their impact on people’s lives.
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Chapter 8
Health Promotion as a Complex

Assemblage: Science and Technology
Studies as Method

Peter Kelly and Kerry Montero

Key Concepts Definitions

* Studies of Science, Technology and Society: This field is chiefly concerned with
examining the unequal, hierarchical, gendered, classed, raced ‘social life’ of sci-
ence and of technology, and the knowledge, relations, processes and conse-
quences that produce, and are produced by, the ‘doing’ of science, the development
and uses of technology in its social, cultural, economic and political contexts.
The field draws on a variety of disciplines and theories that emerge from ‘criti-
cal’ perspectives, including post-structuralism, feminism and versions of
Marxism and, as a consequence, is characterised both by approaches and inter-
ests that are similar, but also diverse.

*  Method Assemblage: The concept seeks to provide an innovative and critical way
to understand research methodologies in the social sciences, in ways that move
beyond a focus on the apparent distinctions and differences between ‘quantitative’
and ‘qualitative’ methodologies. The concept argues that any methodology ‘enacts’
a version of the world, of the ‘real’, in the knowledge practices that it deploys.
From this perspective, there is a concern to explore what a method assemblage
includes (‘makes present’), what it deliberately excludes (‘makes manifestly
absent’) and what it excludes without necessarily being aware that this ‘exclusion’
has occurred (‘makes absent as Other’). This approach then requires those who do
health promotion research to consider the consequences of inclusion and exclusion
for the knowledge that is produced through these practices.
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o Aesthetics and Meaning-Making: In health promotion, like all fields and aspects
of human action, the making of meaning — by teachers, young people, research-
ers, policy makers, health promotion professionals — is an uncertain, complex,
open-ended and contingent process. Health promotion, in many different ways,
operates with particular and more general understandings of how meaning is
made. Often there is a focus on the rational, cognitive, logical aspects of pro-
cesses of meaning-making. This focus has both possibilities and limits, and con-
sequences — intended and unintended. The aesthetic dimensions of
meaning-making, those emotional, embodied, sensual, desiring, erotic and affec-
tive aspects of what it is to be a person (young or old), should be examined,
interpreted, analysed and made integral to research in health promotion.

8.1 Introduction

At the beginning of his After Method John Law (2004, p. 1) references The White
Queen from Lewis Carroll’s Through the Looking Glass, and her fantastical claim
to believe in impossible things: “There’s no use in trying’, [Alice said]: ‘one can’t
believe impossible things’. ‘I daresay you haven’t had much practice’, said the
Queen. ‘When I was your age, I always did it for half-an-hour a day. Why, some-
times I’ve believed as many as six impossible things before breakfast’.

The sociological research on school-based health promotion with young people
that we introduce and report on in this chapter, is not ‘make-believe’. But it is work
that gets much of its energy from a sense that the orthodox, and the taken-for-
granted, the possible and the im-possible, are things that need, constantly, to be
topics and objects of discussion. But what can, or should guide such discussions?

In this chapter, we introduce some of the work that we have done during the last
decade in the field of school-based health promotion, and the ways in which this
work has been influenced, in various ways, by the work of John Law, his collabora-
tors and his connections to the broader field of studies of Science, Technology and
Society (STS). As we will suggest, Law’s work is not unique, but it does provide a
productive vocabulary for locating much of what interests us as we introduce and
engage with the limits and possibilities of reason, risk, rationality and aesthetics in
health promotion interventions that target young people, and the forms of descrip-
tion, analysis and critique that are able to explore and make sense of these possibili-
ties — and impossibilities. In particular, we want to reference the research and
analysis of the Fit to Drive (F2D) programme, a school-based road safety, health
promotion intervention that continues to be undertaken with year 11 students across
hundreds of high schools in the state of Victoria (AUSTRALIA) (see for example,
Montero & Kelly, 2016, 2020).

In Chapter 43 of Volume 1, we outline in greater detail the emergence of F2D,
how it works as a school-based health promotion intervention and provides a
detailed example of the sort of analysis that emerges from the framework that we
introduce here. In the section that follows we discuss in greater detail Law’s concept
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of method assemblage, and the ways in which any assemblage involves the bundling
of things that are made present, are made manifestly absent and which are absent as
Other. As we will suggest, this explicitly sociological framework opens up the shift-
ing relationships between reason, risk, rationality and the embodied aesthetics of
meaning-making that we think are important in exploring and understanding the
limits and possibilities of school-based health promotion with young people. We
conclude with a discussion of the sorts of ‘goods’ — those things that might be con-
sidered useful, valuable, desirable — that can be produced in health promotion
research if we ask the sorts of questions that become possible in this framework.

Our aim in doing this research, in part, is to ask questions about the more main-
stream approaches to understanding the factors and strategies that promise to pro-
vide successful health promotion interventions in the school, and in other health
promotion settings. The strategies and approaches that emerge from this analysis —
including a sense of the always embodied dimensions of meaning-making, of the
role of the ‘audience’ of young people in this meaning-making, and the limits and
possibilities of mobilising morally charged emotions and storytelling (as ‘tragic
theatre’) — offer innovative theoretical, methodological and empirical insights into
the challenges of ‘doing’ and ‘critiquing’ health promotion with young people.

8.2 Impossible Things: Bundling Presence, Manifest Absence
and Absence as Otherness

Since the 1990s, John Law’s (2004) work has made a provocative contribution to
ongoing discussions about what he and Annemarie Mol (Mol & Law, 2006) identify
as ‘knowledge practices’ in the social and the hard sciences.! Law’s work is most
often associated with studies of Science, Technology and Society (STS), actor net-
work theory and a more generalised interest in complexities, heterogeneities and
knowledge practices in the natural and social sciences. In After Method Law (2004)
makes reference to a wider intellectual debt to the challenges and possibilities posed
by feminism and post-structuralism to disciplines such as sociology. At the same
time, he firmly locates his project in STS.

For Law, what might be called orthodox, ‘Euro-American’ scientific knowledge
practices craft realities that, in many instances, produce knowledge and outcomes
that have been, and continue to be consequential and significant. However, if, as
Law (2004, p. 2) suggests, so much of the natural, the social and the cultural is
‘vague, diffuse or unspecific, slippery, emotional, ephemeral, elusive or indistinct’,
then can the institutionalised, even standardised, rule-bound knowledge practices of
the social sciences — quantitative and/or qualitative methods such as interviews,
surveys, observations; forms of representation such as reports, theses, papers,
monographs; practices such as interventions, programmes, reviews, audits — capture

!'See, for example, Law, 1994, 2002.
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or create understandings that can account for these realities? Or, do we need to
‘teach ourselves to know some of the realities of the world using methods unusual
to or unknown in social science’? The question is largely rhetorical, but it does point
to the ways in which Law, and others, have been exploring the limits and possibili-
ties of the ways in which we can come to know...anything.

In exploring these limits and possibilities, Law (2004, pp. 2—4) introduces a
vocabulary to shape the ways in which the social sciences might think and know
differently (a number of these draw on feminist and post-structuralist discourses,
see for example, Latour & Woolgar, 1986, Latour, 2007, Haraway, 1989, 1997). We
want to suggest that this vocabulary has much that is productive to offer those inter-
ested in health promotion with young people. For example, Law discusses knowing
as embodiment, in which we come to know ‘through the hungers, tastes, discomfort,
or pains of our bodies’. Knowing as ‘emotionality or apprehension’ suggests, for
Law, exploring ‘private emotions’ that bring into view the ‘worlds of sensibilities,
passions, intuitions, fears and betrayals’. Echoing the feminist unsettling of dis-
courses of objectivity and generalisability, Law proposes that we need to consider
‘how far whatever it is that we know travels and whether it still makes sense in other
locations and if so how. This would be knowing as situated inquiry’. In a final sug-
gestion that points to allegory as a key motif in his discussions, Law argues that we
need to think about and embrace the sense that our ways of knowing — despite our
desires to dress them up in pretensions of validity, certainty and rigour — are, always,
imprecise. In this sense we need to ‘find ways of knowing the indistinct and the slip-
pery without trying to grasp and hold them tight. Here knowing would become pos-
sible through techniques of deliberate imprecision’ (see, also, Kelly, 2011).

Law’s work is not unique, but as we have argued elsewhere (Kelly, 2011, 2012,
2013; Montero & Kelly, 2016), it does provide a generative vocabulary for captur-
ing and locating much of what interests us as we introduce and engage with the
limits and possibilities of reason, risk, rationality and aesthetics in health promotion
interventions that target young people, and the forms of description, analysis and
critique that are able to explore and make sense of these limits and possibilities. A
central, productive and generative idea that Law develops and introduces to this
vocabulary is his notion of method assemblage.* For Law (2004, p. 144), method
assemblage suggests a ‘continuing process of crafting and enacting necessary
boundaries’ between ‘presence, manifest absence and absence as Otherness’. Any
methodology or assemblage (curriculum, policy, organisational) ‘makes something
present by making absence’. Method assemblage, as a concept, tries to make explicit
and imagine the consequences of the ‘crafting, bundling, or gathering of relations’
between presence, manifest absence and absence as Otherness. Between what Law
identifies as ‘in-here or present (for instance a representation or an object)’; between
what is ‘absent but also manifest (it can be seen, is described, is manifestly relevant
to presence)’ and, finally, between what is ‘absent but is Other because, while

>This concept draws on the different but related work of Deleuze and Guattari (1988), and Bruno
Latour (1998).
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necessary to presence, it is also hidden, repressed or uninteresting’. That which
is Other:

might range from things that everyone in question knows (how to do chromatography),
through mundanities that no one notices until they stop happening (the supply of electric-
ity), to matters or processes that are actively suppressed in order to produce the representa-
tions that are taken to report directly on realities (these would include the active character
of authorship or the trail of continuities between statements and the realities that they
describe). (Law, 2004, p. 42)

In our work with the schools-based health promotion intervention F2D, these con-
cepts of presence, manifest absence and absence as Otherness enable us to ask ques-
tions about what is included in such interventions; what is actively excluded to
enable the included to do the work that is intended, and what cannot even be thought
about because it remains unsayable. We have, for example, written about this in
exploring the aesthetics and erotics of the human-car-machine-assemblage, and the
ways in which the aesthetics and erotics of cars and speed, for example, are, differ-
ently, made present, manifestly absent and absent as other in F2D (Montero &
Kelly, 2020). Are made, mostly, absent as other because they can find no place in
school-based road safety health promotion with young people.

8.3 Science and Technology Studies as Method: Troubling
Health Promotion with Young People

Social science emerges from institutionalised spaces that demand particular
approaches to knowledge production. Sociologies of health, and of health promo-
tion, as well as other approaches to health promotion, emerge in, ‘do their work’,
and conform, more or less, to the demands of such spaces. These demands are not
necessarily ‘bad’, as Foucault (1983) might say, but they do place limits on the
methods that are considered appropriate for producing knowledge that is under-
stood as useful. In these domains some can speak, and others can’t. Some things can
be said and done, and others can’t. Certain ideas, stories and ways of producing
knowledge are just impossible to imagine as being useful, appropriate, truthful,
evidence-based. And, here, ‘useful’ signals something that is readily translatable
and transferable, is something that is able to be operationalised by various agencies,
departments, organisations. Often, in settings, processes and practices that may be
remote and abstracted from the times and spaces and places where knowledge is
produced.

The tensions and dilemmas we see here, and which we want to highlight and
consider, relate to what those things that are absent, are Othered, are impossible,
might contribute to our understanding if they could be imagined as being ‘possible’.
Here, we want to highlight, as Law (2004, p. 92) argues, that in our everyday, sense-
making existence we are all — expert and non-expert, scientist and artist, young and
old, teacher and student — ‘allegorists’. As allegorists, we ‘read between the lines
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and manifest realities that are not being spoken about in as many words’. We inter-
fere with the ‘boundaries between that which is Othered and that which is manifest’.
In this way we can imagine allegory as a ‘mode of discovery — so long as we under-
stand that in a world of enactment, allegory is also crafting what it is discovering’.
In addition, as allegorists we, much of the time, ‘are crafting and manifesting reali-
ties that are non-coherent. That are difficult to fit together into a single smooth real-
ity’ (Kelly, 2011, 2013).

This constant bundling, unravelling, fixing and troubling of the relationships
between presence, manifest absence and absence as Otherness, and the vocabulary
it provides, allows a particular approach to description, discussion, analysis and
critique. Over the last decade, we have argued that such an approach opens up the
shifting relationships between reason, risk, rationality and the embodied aesthetics
of meaning-making that we think are important in exploring and understanding the
limits and possibilities of school-based health promotion with young people.

In Young People and the Aesthetics of Health Promotion (Montero & Kelly,
2016), we engaged with questions such as: “What can we know?” ‘How can we
know?’ ‘How do we construct that knowing?’ All in relation to the ‘problem’ of
young drivers and road safety. More broadly, we explored the limits and possibili-
ties of mobilising ideas of aesthetics, reason, risk and rationality in the doing of
school-based health promotion with young people.

Health promotion and education have traditionally tended to focus on the design
of programmes based on behaviour change theory to target ‘unsafe’, ‘unhealthy’
and/or ‘risky’ behaviours. We recognise and acknowledge that behaviour change
models such as participatory (peer-led)-facilitated discussion, and the development
of reasoned, rational and risk-aware personal strategies, resistance and assertiveness
skills, are an integral part of the design of many health promotion interventions and
programmes. The contributions that we make to thinking about the array of health
promotion programmes that target young people come from identifying, then
exploring and analysing, the aesthetic dimensions of programme design and deliv-
ery that create the possibilities for meaning-making. At different times throughout
the book, and in different ways, we provided an analysis of the individual elements
and modes of engagement in the Fit to Drive programme — the activities, the differ-
ent modes of delivery, the role of stories, narratives, tragedy, emotion, reason, ratio-
nality and risk — to reveal the ways they work together in the context of the school
setting to make something meaningful.

Our aim in doing this sort of research, in part, is to continue to unsettle, to trou-
ble, to make problematic, approaches to understanding the factors and strategies
that promise to provide successful health promotion interventions in the school, and
in other health promotion settings. The strategies and approaches that emerge from
this analysis — including a sense of health promotion as often ‘tragic theatre’, of the
always embodied dimensions of meaning-making, of the role of the ‘audience’, and
the limits and possibilities of mobilising morally charged emotions and story-
telling — offer innovative theoretical, methodological and empirical insights into the
challenges of ‘doing’ and ‘critiquing’ health promotion for young people.
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8.4 Conclusion: Assemblage and Re-imagining the ‘Good’
in Health Promotion

This move towards the embodied, the aesthetic dimensions of meaning-making is
not about the displacement of representation, of evidence, of reason, risk and ratio-
nality. Rather, it has been about what happens to what we know and how we know,
when we encounter the limits and possibilities of reason, risk and rationality. What
happens in the act, the process, the practice of troubling or unsettling these limits
and possibilities? What happens, what is possible, in this troubling, this unsettling
in the particular limits and possibilities of school-based health promotion with
young people? In concluding this discussion, we will leave most of those questions
open and suggestive of future possibilities. In doing health promotion research,
however, we are confronted with a need to clarify, to justify, to make a case for the
sort of health promotion research that we participate in, that we do. Law (2004),
again, provides a means for framing these concerns more broadly than the particular
ones that we identify in our analysis of F2D — and this is where will finalise this
discussion.

Law (2004) suggests that in doing health promotion our infent, or purpose, or
concern can be imagined as being a good. Can be imagined as being about such
things as truth, politics, justice, aesthetics, or some other value that we seek to pro-
duce through the research, the description, the discussion, the analysis and the cri-
tique that we put into play in doing health promotion. As Law (2004, p. 148)
suggests, any method assemblage is performative in as much as it discriminates ‘by
trying to enact realities into and out of being’. And in trying to enact different reali-
ties in different places and on different occasions, a method assemblage will meet
different purposes, produce different effects and different affects: “This means...that
truth is no longer the only arbiter. No longer, let me stress this, the only arbiter’. In
describing, discussing, analysing and critiquing F2D and school-based health pro-
motion with young people, determining the truth of the matter, whatever truth and
matter mean in different settings and practices, is something that remains important:
““Is this true?” Yes, this remains a critical question, not one that will go away’ (Law,
2004, p. 148). As Law (2004, p. 148) further argues:

method assemblage does not work on the basis of whim or volition. It needs to resonate in
and through an extended and materially heterogeneous set of patterned relations if it is to
manifest a reality and a presence that relates to that reality. So truth is a good.

However, as Law (2004) goes on to argue, in the crafting of method assemblages
there are a variety of goods that can be prioritised. Included here are things such as
‘politics’: “If politics is about better social...[and] non-social arrangements, and
about the struggles to achieve these, then method assemblage and its products can
also be judged politically’ (Law, 2004, p. 149). There is, then, a politics of presence,
manifest absence and absence as Otherness. Law also discusses the ways in which
spirituality (of a non-religious form), and justice are also goods that can inform the
crafting of method assemblage. Importantly, for the work we have done in relation
to F2D, he also highlights the aesthetic dimensions of method assemblage, the
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possibility that the aesthetic is something that, in certain circumstances, for particu-
lar purposes, can be included in an ontological politics: ‘Thus talk of ‘beauty’...or
‘elegance’, or ‘fit’, or ‘economy’ indexes a further set of goods’ (Law, 2004, p. 149).
While cautioning that ‘what counts as beauty can neither be determined in advance,
nor out of context’, and that ‘elegance’ and ‘beauty’ apparently find a more com-
fortable place in the talk of physics and mathematics, Law (2004, pp. 149-150)
wonders whether the relative absence of a concern with the aesthetic in traditional
social science method assemblages ‘denies us any grounds for negotiating to enact
realities that are true and politically desirable but are also beautiful’. In other words,
a disregard for what is understood as the aesthetic ‘denies to reality-making any
responsibility for beauty, treating this instead as a category error’. As a further cau-
tion, one which builds on a sense that beauty is itself problematic, our use of the
aesthetic continues to be deliberately ambiguous. A Fascist aesthetic, or a Stalinist
aesthetic, or a consumerist aesthetic, among many, would, clearly, be suggestive of
markedly different things — politically, and in terms of truth and justice — that could
be made materially and symbolically present in a vast array of different practices
and relations. So, in putting into play the aesthetic we do not work to define limits.
Rather, we work to open ways of making-meaning that allow certain things to be
made present that otherwise might remain manifestly absent, or absent as Other in
descriptions, discussions, analyses and critiques of health promotion with
young people.

With these possibilities, and limits, in mind we have argued that F2D, in taking
up, reflecting and remaking the practices and insights of health promotion and moral
education, is concerned with not only reducing driving-related risks. It is also aware
of the need to build positive values and promote positive environments, including a
community of shared values in relation to road safety, which support young people
in making safe choices. This involves making-meanings that affirm personal safety
and care for others, skills to enact safe choices, and an environment that supports
this. All of these involve acting for the notion of a ‘Good’. The notion of the ‘Good’
should always be considered problematic. A key means for troubling the ‘Good’, for
imagining what might lay at the limits of reason, rationality and risk in health pro-
motion with young people, is to look to the limits and possibilities that the aesthetic
offers for developing and deploying health promotion interventions for young peo-
ple. The work we have done, we hope, seeks to make a productive, ongoing, contri-
bution to that ‘troubling’.

References

Deleuze, G., & Guattari, F. (1988). A thousand plateaus: Capitalism and schizophrenia. Athlone.

Haraway, D. (1989). Primate visions: Gender, race and nature in the world of modern science.
Routledge.

Haraway, D. (1997). Modest_Witness @Second_Millennium. FemaleMale©_Meets_OncoMouse:
Feminism and Technoscience™. Routledge.



8 Health Promotion as a Complex Assemblage: Science and Technology Studies... 91

Kelly, P. (2011). Breath and the truths of youth at-risk: Allegory and the social scientific imagina-
tion. Journal of Youth Studies, 14(4), 431-447.

Kelly, P. (2012). The brain in the jar: A critique of discourses of adolescent brain development.
Journal of Youth Studies, 15(7), 944-959.

Kelly, P. (2013). The self as enterprise: Foucault and the “Spirit” of 21st century capitalism.
Routledge.

Latour, B. (1998). Pandora’s hope: Essays on the reality of science studies. Harvard University Press.

Latour, B. (2007). Reassembling the social: An introduction to actor-network-theory. Oxford
University Press.

Latour, B., & Woolgar, S. (1986). Laboratory life: The construction of scientific facts. Princeton
University Press.

Law, J. (1994). Organizing modernity. Blackwell.

Law, J. (2002). Aircraft stories: Decentering the subject in technoscience. Duke University Press.

Law, J. (2004). After method: Mess in social science research. Routledge.

Mol, A., & Law, J. (Eds.). (2006). Complexities: Social studies of knowledge practices. Duke
University Press.

Montero, K., & Kelly, P. (2016). Young people and the aesthetics of health promotion: Beyond
reason, rationality and risk. Routledge.

Montero, K., & Kelly, P. (2020). Young people and the human-car-machine-assemblage: aesthet-
ics, erotics and other lessons for school-based health education, Discourse: Studies in the
Cultural Politics of Education. https://doi.org/10.1080/01596306.2020.1740916


https://doi.org/10.1080/01596306.2020.1740916

®

Check for
updates

Chapter 9

The Contribution of Feminist Approaches
to Health Promotion Research: Supporting
Social Change and Health Improvement
for Vulnerable Women in England

Louise Warwick-Booth, Ruth Cross, and Susan Coan

Key Concepts Definitions

» Feminist: The advocacy of women’s social and political rights based upon the
principle of equality for all.

e Participatory: An approach to research based upon the principle of sharing power
between researchers and participants, emphasising their equal status and partici-
pation in the research process.

* Reflexivity: An approach in which qualitative researchers consider their own
characteristics, role and influence within the research process.

e Co-Production: An approach to research that aligns with participatory goals, as
it involves all participants working together on a research issue without privileg-
ing any single per