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THE CONTRIBUTION OF EDUCATION TO HEALTH PROMOTION

Katherine Weare

Goals of this chapter

This chapter will explore the contribution of education to health promotion. Clearly in order to do this we need a clear definition of what we mean by health promotion, but there is not space to debate the various models that potentially exist, which is in any case the role of other chapters in this volume.  This chapter will therefore make use of the recent definitions and key concepts and principles of the World Health Organisation (WHO, 1986, 1991, 1997).  The vision of health promotion put forward by the WHO is centrally concerned with certain key principles, such as empowerment, democracy, equity and autonomy, but these are values or goals rather than techniques, and do not tell us how we may achieve them. This chapter will be suggesting that education has a key part to play in the realisation of modern health promotion principles and goals. It will put forward a very wide range of educational approaches and strategies that have their uses, as we must not be bedevilled by absolutist thinking, but use whatever works best to achieve our goals. 

WHAT DO WE MEAN BY HEALTH PROMOTION? 

Empowerment is a central principle

The Ottawa Charter defined health promotion as  'the process of enabling people to increase control over, and to improve, their health, (WHO, 1986). The Charter also suggested that health is a resource for every day life, not the objective of living: The goal of health promotion activity is not therefore to produce behaviour change in a particular direction in order to impose a state of perfect health, but to help people to be as healthy as they wish to be. 

It follows that a key principle of health promotion activity is empowerment (Tones and Tilford, 1994). The concept of empowerment came originally from community development projects in the late 1970s, and is essentially concerned with the distribution of power, as the name suggests. It is about the active participation of all involved in a process, including, and especially, those who are its intended beneficiaries, using what is now often termed a bottom up rather than a top down approach (Beattie, 1991): the activity is undertaken by and with, rather than on behalf of or to, people. Empowerment is predicated on some central principles and values, most notably democracy, equity and sustainability (WHO, 1997).

Empowerment can be for individuals or communities.  An empowering community brings together self empowered individuals, and works with them to build a sense of mutual responsibility to build supportive communities, change personal and social circumstances, challenge political structures, and create healthy environments (Catford and Parish, 1989).  

Education is central to an empowerment approach to health promotion

Education has a vital role to play in the empowerment process and is thus central to health promotion.  It was not always seen this way, however, and in the early 1980s, health education had a rough time of it. Some writers criticised health education for being, as they saw it, a series of individually focused campaigns designed to change lifestyles, and which therefore disempowered people by 'blaming the victim' for their own ill-health (Rodmell and Watt, 1986).  As a result there was for some time an emphasis on health promotion, which was seen as advocating structural changes to the social, political and public health fabric of society.  This polarisation lead to the marginalisation of health education, and indeed of all educational activity, in favour of socially focused approaches, for some years.  

In the mid 1980s there was a fight back on behalf of health education (Tones, 1987). It was particularly significant that the Ottawa Charter (WHO, 1986) placed education firmly at the heart of health promotion when it suggested five areas for action within health promotion, one of which was predominantly individual and educational – the enhancement of the individual with the knowledge, skills and motivation to make competent decisions about their health’. 

Health education and health promotion tend now to be seen as overlapping spheres (Green and Kreuter, 1991) and the differences between them as about levels of intervention rather than ideology or values.  It is now seen as appropriate to include approaches which are aimed predominantly at individuals in the full repertoire of wider health promotion interventions. Tones and Tilford (1994) suggest a helpful way forward which puts the two into a clear, symbiotic and synergistic relationship:

Health promotion consists of any combination of education and related legal, fiscal, economic, environmental and organisational interventions designed to facilitate the achievement of health and the prevention of disease.
They summarise it in the much quoted formula: 'Health Promotion = Health Education x Healthy Public Policy'. 

Health education in any case is now seen as containing social approaches.  Tones and Tilford (ibid) see it as being concerned with attempts to change knowledge, attitudes and behaviour through learning in its broadest sense, including the knowledge, attitudes and behaviour that relate to social issues, and many typologies of health education include social change and radical models (Draper et al, 1980). 

The settings approach

The ‘settings’ approach is another ‘big idea’ in WHO’s vision of health promotion (WHO, 1991). The settings approach focuses attention on the total context in which health related activity takes place, where not only the physical environment but the surrounding ethos and relationships can support, or indeed undermine, health.  It recognises that health is the product of a myriad of interconnected and interacting physical, social and psychological factors. 

Starting with the seminal ‘healthy cities’, the settings approach has given rise to several context specific initiatives, including those that involve education, such as health promoting schools (WHO et al, 1993; WHO, 1997) and, more recently, ‘health promoting universities’ (Tsouros et al, 1998) and ‘health promoting medical schools’ (White, 1998).  Applying the settings approach to educational institutions has led to a broadening of the traditional focus on the curriculum and the individual student, to one in which the totality of the life of the institution is taken into account. This includes, for example, the institution’s organisation, management structures, relationships, and physical environment – the total context which shapes the health of all those who learn and work there. Looking even more broadly, the institution is seen as part of its wider community, reaching out to, and supported by, for example the families of students, social work services, health agencies, the police, the media, in fact a whole host of interested and relevant agencies.  

Settings are by no means value free. The Thessaloniki Conference, the most recent WHO pronouncement on the health promoting school emphasised the extent to which certain key principles need to underpin the activity: they include empowerment, democracy, equity and sustainability (WHO, 1997).

The relationship between education and health promotion

To date there has been something of a standoff between the practice of education and the goals of health promotion.  For example, the efforts that have been made to develop a health promoting approach in educational settings such as schools, colleges and universities have been bedeviled by the commonly held view from educational establishments that that the promotion of health is not their main goal.  Educators have tended to see their task as ensuring the academic success of their students, and see health education and health promotion as irrelevant to this, believing that they do not have the time, the resources or the responsibility to devote themselves to the promotion of the mental, physical or social health of students (Abercrombie et al, 1998).  

However, some recent developments are starting to bring health promotion and education closer together in very heartening ways. Those involved in health promotion are starting to appreciate the need to respect the educational goals of the school, to map health promotion goals onto these, and make links with them that reflect areas of mutual interest, rather than expecting schools simply to adopt ‘foreign’ health related goals (St Leger and Nutbeam, 2000). At the same time, recent research in mainstream education is uncovering some useful areas of congruence with the concerns of health promotion, as we shall see.
EDUCATIONAL SETTINGS – THE KEY ELEMENTS THAT MAKE FOR SUCCESS

Work on educational environments: four key features

In recent years, work in mainstream education has broadened its focus from a concern solely with the individual learner, to look more widely at the kind of educational environments that are conducive to learning, often called the ‘effective’ school, university or college. This new holistic perspective has in itself brought the study of education closer to the ‘settings’ concept. Furthermore the findings of a wide range of educational studies on effective institutions have been impressively consistent, whether they are related to students academic performance, their social behaviour, or their attitudes to school, or to teachers professional performance and  morale.  They demonstrate clearly that there need not be a conflict between traditional academic goals and the goals of health promotion. 

Four key elements have been shown to be crucial to the effectiveness of an educational institution, in both its academic and its health related dimensions. They are: the encouragement of autonomy in staff and students; clarity about rules, boundaries and expectations; a high degree of participation by students and staff; and supportive relationships. Each of these four elements demonstrably leads to better academic achievement, greater interest in learning, less drop out, higher levels of self esteem, and reduced levels of health damaging behaviour in students; they also lead to better teaching, improved morale, lower stress levels, and lower absenteeism in staff (Fraser and Walberg, 1991; Wubbels, Brekelmans and Hoodmayers, 1991; Tunstall, 1994; Thurlow, 1995). 

The importance of taking a holistic, settings approach has also been amply demonstrated by this research on the effectiveness of educational institutions. Strategies which work on a range of inter-related fronts at once have been shown to be more likely to make long term changes to student’s attitudes and behaviour across a wide range of issues than are limited and uni-dimensional approaches. This applies not only to programmes designed to tackle health issues, such as reducing alcohol, tobacco and drug use, and violence (Durlak, 1995; Durlak and Wells, 1997) but also and to those which attempt to improve academic outcomes (Fraser and Walberg, 1991).  Looking specifically at the four elements, autonomy, clarity, participation and relationships, although they are highly influential separately, they are even more so when they are found together, when they then reinforce one another (Hawkins and Catalano, 1992; Solomon et al, 1992).  For example, teachers who feel more supported and involved in the decision making of the institution are more likely to set clear goals for their students (Moos, 1991). Students learn more effectively if they are happy in their work, believe in themselves, like their teachers, and feel the place where they study is supporting them (Aspey and Roebuck, 1977; Hawkins and Catalano, 1992).  Some researchers have suggested that the factors cannot be understood in isolation (Marshall and Weinstein, 1984) but are all facets of one another.

We will now explore each of the four factors in turn, look briefly at the evidence for their significance in both education and health promotion, and suggest some broad parameters for how they may be achieved.

AUTONOMY

The centrality of autonomy to empowerment

The empowering vision of health promotion embodied in the Ottawa Charter necessarily implies autonomy. If we accept the WHO definition of health as a resource not a goal, then free choice has to be at the centre of the concept, and the goals of empowerment must be self-determination and independence. So a state of good physical health which a person or community had not freely chosen and over which they did not have control could not be described as good health at all in the sense of 'complete physical, social and mental well‑being' (WHO, 1946).  The person or community could not be said to be socially and mentally 'well' if they were being coerced. So approaches which have as their intended outcome solely a change in behaviour of an individual or population in a healthier direction, and which measure their success entirely on this criterion, cannot be described as truly health promoting - they are ‘healthist’, putting health before people and their human and political rights, and subverting the essential health promoting principle of voluntarism (Green and Kreuter, 1991).   

The centrality of autonomy to education

Autonomy is not just a central principle of modern health promotion; it is coming to be seen as a vital principle in mainstream education too, as evidence emerges for its centrality to academic learning. Students have been shown to have higher academic attainments, enjoy learning, be more motivated, attend better and are happier at school if they are encouraged to think for themselves, to work as independently as their age, stage and personality allows and have high degrees of responsibility and freedom (Wubbels, Brekelmans and Hoodmayers, 1991). The goal of education then becomes to help learners become reflective and appropriately critical, self motivated, self directed and self disciplined, and responsible for their own behaviour and learning (Elias and Kress, 1994).

So, what kind of education do we need to help learners develop autonomy?

Education is much more than the transmission of facts

At first sight it might appear that to achieve autonomy we should just give people the facts and let them make up their own minds. The world of health education in practice, in the school, the clinic or the doctor’s surgery is still dominated by the commonsense view of ‘give the learner the facts (e.g. the helpful and informative leaflet, the lecture on the dangers of drugs by the policeman, or the chat on diet from the health professional) and they will surely then follow the advice and be healthy.’  This view is based on what is sometimes called the rational educational model, the fundamental assumption of which is that people are basically rational, and their behaviour driven by logically derived principles (Williams, 1984). According to this view, people need to be given factually correct information and then they will probably make a sensible decision.  If after being given the correct information a person chooses not to take the healthy course of action, it is their right, it is entirely up to them and the educator has no mandate to interfere further (Baelz, 1979). 

This approach has the benefit of intellectual purity; however in practice it is far too naive to be of much use to anyone. It does not take into account the constraints that surround us which prevent most of us, either literally or at least in our minds, from being free to make sensible decisions and healthy choices (Tones, 1986). Studies of health education interventions and reviews of health promotion initiatives (Leidekerken, 1990; Veen, 1995) show time and again that unhealthy behaviour rarely come from a lack of knowledge or information.  Most of us, including the young, know only too well what is good for us, but find it hard to respond to  healthy messages. Even the most motivated find healthy lifestyles hard to sustain (Miller and Rollnick, 1991). We all live in a society where we are besieged daily by cleverly crafted but health damaging messages devised and funded by large corporations, in a society which constantly puts corporate gain before health. If we are left to ourselves will probably bow to the pressure and follow the path so seductively set before us by the advertisers. Simply providing information is of little defence in these circumstances; there is too much else going on all around us that is undermining this information.  If information is all we have to protect us we will almost certainly remain where we are, and drawn into habits we may know are bad for us but which we feel powerless to change.

The rational educational model does not exist in isolation – it has underpinnings in mainstream education. It is the health education version of what was, until this century, the ‘commonsense’ view of education as ‘giving people facts’. This unreflective view of education sees learning as a straightforward process whereby, through the examination of the world directly with the sense organs, or being told what other people have already found out, a person adds to their mental store of facts. Again this may, and indeed should, sound hopelessly naïve, but today much educational practice is still predicated on these assumptions. 

There are good educational as well as health related reasons for seeing the ‘education as facts’ approach as too limited to be of much use. As other chapters in this volume suggest, both psychology and sociology have demonstrated that the world is largely a construct of the human mind: the way we classify objects is shaped, and in some ways actively created, by the ways in which our minds perceive them.  Minds are not empty bottles to be filled, or blank pages to be written on: they are complex systems that actively interact with the world, both to transform and be transformed by our lived experience. What we learn from an experience is largely a feature of what we already know (Ausbel et al, 1978), and we learn by adding links to our existing mental framework (Gagne, 1965), assimilating new information into old patterns as far as possible, and only accommodating our minds when the fit becomes too uncomfortable (Piaget and Inhelder, 1958).  So a serious study of education emphasises learning as a process of becoming, not as an accumulation of bits of information (Entwistle and Ramden, 1983; Barrow and Tamblyn, 1980). 

Nor is the ability to memorise facts a particularly useful skill in the twenty first century. Theories of social change (Tofler, 1980) suggest that knowledge is expanding so fast that memorising enough data for everyday practice is an impossible task, and in any case pointless, as much of what is learnt today will be superseded tomorrow.  People no longer train for one career: with the changing job market they may tackle several in a lifetime.  Data retrieval systems mean that we can call up the facts we need quickly.  In this context the most useful skills are being able to solve problems, think rationally and logically, deduce conclusions, generalise and transfer learning from one context to another (Mayer, 1979).  Schon (1983) has categorised such learning in the professional context as becoming a 'reflective practitioner', a state of competence that is far more helpful than being able to remember facts.  We are now also starting to appreciate the vital importance of emotional and social competences to success in education and in later life (Goleman, 1996), an issue which will be explored in some detail later.

Being autonomous is something we achieve, not something we are

We need to see autonomy is an end point, something which educators help people achieve by all the educational forces at their disposal, not an innate feature with which they start out.  It is also a relative not an absolute concept, and always a matter of degree: none of us can do exactly what we wish all the time - the knock on effects on others to whom we have responsibility could be disastrous.  Nor is it appropriate to allow young children a high degree of independence before they are ready to cope with it: their early needs are for boundaries and structure, not untrammelled freedom. The growth of autonomy is about gradually internalising a sense of inner structure, security and power, and in order to do this one has first to experience this stability in the outside world. From the very beginning the child needs to be encouraged to become increasingly independent, and to internalise a sense of power, but needs to be able to rely on boundaries and rules to which they can return as needed. 

People have been shown to learn best where the degree of freedom is suited to their age, stage and personality (Moos, 1991). Less mature and more anxious learners need higher degrees of structure and organisation but still benefit from being given as much autonomy as they can handle, while more mature and confident students can cope with higher levels of choice. But this does not mean that education should lapse back to the behaviour change model for the young and then try to retrieve it for older learners. Autonomy must always be the clear goal, and all learners need to be steadily moved towards independence and autonomy, whatever their starting point, a step at a time. 

Being effective in real life 
Education may sometimes begin in the classroom, but if learners are to be autonomous, it must end by making a difference to how they act in the real world. The concept of ‘action competences’, developed in health promotion in Northern Europe, particularly Denmark, (Bruun Jensen 1994; WHO, 1997) is a particularly useful one here. This concept suggests that competences cannot be said to be really learned until they have been put into practice to empower people to change their real life circumstances, their environments, and with it their personal behaviour and feelings. To become autonomous, empowered and independent, we need to be able to apply our learning outside of the context in which we learn it, and to new and real life situations. 

In order to be effective in real life situations, we need to recognise the generic base of what we are learning, not just its specific application. Traditionally school health education has tended to concentrate on health topics, such as drug misuse, diet and exercise. However, the empowerment approach to health promotion sees behaviour that relates to physical health, and to specific issues such as smoking or sexual behaviour, as determined by deeper attitudes such as self esteem and empathy. It therefore teaches generic competences such as communication, assertiveness and decision making, rather than focusing on specific topics, imparting information, or teaching isolated behaviours (Macdonald, 1994).  The ability to generalise is a difficult one to acquire, especially when we are young, when our thinking is more concrete than when we are older (Houghton, 1991), but it is one of the most vital of competences for achieving autonomy.

Many initiatives fail to have any long term impact because they do not help students to generalise their learning (Beelmann et al, 1994), while approaches which explicitly help students practice in real life situations, have been shown to be highly effective (Durlak et al, 1994). ‘Coaching’, where the teacher works alongside the learner, helping them cope with real life situations, has similarly become increasingly popular as a teaching method, both for children and adults. Teaching these generic, foundation competences is more likely to help students change their behaviour, for example in preventing and/or reducing violence, aggression, bullying, truancy, school drop out, teenage pregnancy and drug abuse, than teaching which concentrates on those specific behaviours (Caplan et al, 1992; Durlak, 1995). In fact approaches which teach specific skills to avoid drug misuse, child abuse, suicide prevention or sexual behaviour have been shown to backfire at times, and exacerbate the very problems they were supposed to tackle (Botvin and Dusenbury, 1989). 

CLARITY

The importance of clarity

The second vital factor in any educational setting is clarity, and it takes many different forms. Clarity means making sure that people know what is expected of them and what they can expect, knowing what their place and role is, and what the rules, structures and most of all the boundaries are. Such clarity makes it safe for people to take risks, to trust, to take part, to build relationships, and gradually practice the kind of independent action and thought that leads to autonomy.  People do not operate effectively in situations which are unclear or uncertain; they tend to become anxious and defensive.  The younger and less confident we are the more we need clarity: studies of child development demonstrate clearly that children need to be raised by trustworthy and consistent carers (Winnicott, 1984). 

In educational contexts, students have been shown to have higher attainments, be more motivated, and attend better in situations with a high degree of structure and clear rules, where teachers demonstrate strong leadership and direction and have high expectations (Wubbels, Brekelmans and Hoodmayers, 1991; Haertel, Walberg and Haertel, 1981). Rutter et al 1979) found that pupils did better in more structured schools in which they received more praise and positive rewards and where staff had high expectations of them. Teachers too are more motivated and effective where goals are clear, where they have clear and positive feedback on their performance, and where there is strong leadership from the top (Little, 1982; Moos, 1991; Devlin, 1998). 

Learning skills

A basic element that contributes to clarity is knowing clearly what we have to learn. Approaches to education which focus on behaviour and skills can bring a welcome degree of clarity to the learning process.  The ‘behaviour change’ approach is often dismissed by both health education and mainstream education as ideologically unsound, de-powering, manipulative, coercive and top down. However, the teaching of behaviours and skills is not a priori ethically unsound, it depends on how it is used and who controls it. Behavioural skills based approaches can be used in ways that are voluntaristic and learner centred, so long as the management of them is put in the hands of the students themselves (Besalel‑Azrin et al, 1977). 

With adults the teaching of behavioural skills is always voluntaristic, and the most successful behaviour modification programmes are those which people devise for themselves, with or without the help of professionals, to get their behaviour under their own control and to help them reach their own goals (Watson and Tharp, 1985).  Some behavioural skills programmes have been specifically concerned with helping young people to set their own goals and manage their own progress, through self reflection, self assessment, self recording, and self reinforcement  (Nelson et al, 1991), and such programmes have been shown to be very effective (Ninness, 1995; Webber et al, 1993). So if used within the overall context of an empowerment approach, and with the goal of achieving autonomy, the learning of behavioural and cognitive skills produces a high degree of clarity, and can form a useful part of the overall strategy. 

The elements of behaviour change theory are vital in helping us to understand what really helps people to change.  The copious experience developed by years of careful experimentation has shown that people learn best when they undergo explicit and extensive learning of skills, through learning problem solving strategies and routines, and are helped to generalise these skills to new situations.  They need to learn the skills in ordered and structured environments, which give them clear cues about what needs to be done, and which reinforce their behaviour consistently and positively, and be taught by teachers who model these behaviours consistently and positively themselves (Elias, 1990; Grossman and Hughes, 1992). 

Studies which have compared skills based approaches with those that teach only values and attitudes have consistently demonstrated the advantages of a skills approach (Hawkins and Catalano, 1992; Fertman and Chubb, 1992; Vaughan and Lancelotta, 1990). For example, a study that directly compared students taught the just say no approach to drug avoidance with students taught a systematic programme of specific drug refusal techniques, which taught appropriate social skills, and which provided them with a rationale for each response, showed that only the skills group showed significant gains in their ability to refuse drugs in follow up situations (Jones et al, 1990). The importance and relevance of skills training has been shown time and again, across a broad range of cultures (Guttman, 1994; Hon and Watkins, 1995).

The recognition of the importance of such skills based work has long been accepted in health education. The WHO’s approaches for young people have been heavily based on a systematic and comprehensive ‘Life Skills’ approach, which has been shown to be effective across a wide range of issues, from mental health to sexuality, and again to be relevant across a range of countries and cultures (Lee, 1994; Buczkiewicz and Carnegie, 2001).

Understanding clearly where people are starting from

Another way in which clarity can be achieved is by carefully determining the starting point of any educational enterprise before embarking on it. If we are to educate effectively we need to find out where people are starting from and tailor the learning experience to suit them. One of the most important ways in which people differ in their starting points is age and stage of development. People do not develop in a linear way: every child moves through distinct cognitive stages, each with their own rules and principles of logic and causality (Piaget and Inhelder, 1958).  'Stages' are not confined to children: as people age so they change emotionally and attitudinally, and the beliefs, needs, and interests of a person of sixteen will be very different to those of the same person at sixty. 

The idea of ‘starting where people are’ has a long and eminent history.  Rousseau, with his beliefs about the need to 'educate the child according to his nature' inspired the child centred education movement that shaped the theory and practice of primary school education in a powerful way.  The developmentally based theories of Abraham Maslow (1971) have had a major impact on education, including health education.  He suggests that human needs exist at various levels. For most people the 'lower' ones must be satisfied before they are able to consider the 'higher' ones. Once a person has the basic necessities to keep alive such as food and water, she or he can move on to more 'long term' physical needs such as safety and shelter.  With physical needs under control, emotional needs can then surface.  The most fundamental emotional need is to feel loved and wanted.  Not until this is satisfied can a person feel good about themselves and acquire self‑esteem. They then may feel able to address their higher intellectual needs.  These begin with 'self‑actualisation', which include personal achievements, creative expression and self‑fulfilment.  Ultimately, the most mature people are able to look outside of themselves and their immediate relationships and be concerned with wider issues, but such attributes as altruism and impartial rational understanding are only likely to be achieved if more self‑centred needs have already been satisfied.  

Techniques for finding out where young people are starting from

Taking into account a person's stage of development has long been a fundamental principle of much modern health education.  For example, the concept of a 'health career' underlay several curriculum projects of the 1970s and early 1980s (e.g. Schools Health Education Project, 1982).  More recently the principle has been used to underpin some novel research strategies that are being used to illuminate the particular, and sometimes peculiar, ways in which children and young people think about health related issues (McWhirter and Wetton, 1995).  These techniques are loosely based on the kind of 'projective' methods that were used in the 1950s in the US (Oppenheim, 1998), and involve asking learners to respond spontaneously, with writing and/or drawing, to an open‑ended invitation, which can be completed in a whole range of ways, and has no 'right answer'.  The technique most widely used in a health context is  'draw and write' (Wetton and McCoy, 1998). Others include bubble dialogue, filling in dialogue and/or thoughts in a bubble over the head of a cartoon figure, and/or completing an 'unfinished sentence' (Weare and Gray, 1994).  Research using these approaches has been carried out right across Europe on a huge range of health related issues, and the results used to underpin a variety of educational projects, some on professional development (Weare and Gray, ibid) and some on curriculum development (Wetton and McCoy, ibid). 

However, the idea that education must start where people are is far from being universally accepted in health promotion practice.  There are still many examples of unhelpful ‘one size fits all’ thinking and, more worryingly, approaches, strategies and campaigns which have been  counterproductive and even harmful. In particular, there has been a long tradition of ‘moral panic’ inspired education on drugs, alcohol and smoking aimed at young people, which has attempted to emphasise to adolescents the need to avoid long term health problems and minimise risk through avoiding drug and tobacco use, sometimes using scare tactics to attempt to frighten learners into a healthier lifestyle.  These approaches are not only ineffective, but are often counterproductive: they should thus be seen as not only pointless but possibly very dangerous for schools to use (de Meyrick, 2001). At best young people will probably block out horrific or gory images, as the mind has a highly useful defence mechanism of forgetting such things quite quickly. It also fails to understand the mind set of the young. Given their age and stage, most adolescents are necessarily motivated by short-term hedonism, and self-centred optimism.  They think they are tougher than others are and thus see the threat of addiction as a challenge rather than a risk, believing they are strong enough to resist.  In any case, they have little concern for their futures and may well find the idea of living beyond forty more a threat than an inducement!

Building from where people are, in a spiral, co-ordinated way

Piaget (Piaget and Inhelder, 1958) has demonstrated that what is engaging to the learner is the 'nearly new', something with which she or he is largely familiar and therefore can understand, but which contains a note of dissonance which makes it intriguing. To be effective, the educational task must be right for the learner. Bruner (1966) has shown that learning is most effective when it is organised into a 'spiral' in which issues are revisited in increasing depth as time goes on, rather than in a linear series of 'one off' experiences.  People also learn best when their experiences are brought together and reinforce one another. Effective education should not therefore tackle topics in isolation, but use a co‑ordinated approach, where the different learning experiences are organised to complement one another by, for example, studying the same issue in different contexts during the same period of time. 

The importance of using a clear, step by step, coherent and co-ordinated approach to the study of health, rather than a series of isolated one off lessons has long been supported by those at the forefront of health education, and underpins many of the key health education curriculum development projects in the school context (Metcalfe et al, 1993).  The European Network of Health Promoting Schools has always put the need for effective co-ordination at school, district and national level at the heart of its guidelines (WHO et al, 1993).

Positive expectations, climates and policies
Clarity needs to be present, not just in the overt curriculum, but throughout the whole life of the institution.  Only too often the rhetorical messages of a school or college are undermined by unarticulated but highly influential real life attitudes and practices. The effect of the ‘hidden curriculum’, the, often unspoken and unwritten, expectations and norms of an educational institution on the attitudes, achievements and behaviour of those who learn and work there has long been recognised in health education school curriculum projects (Metcalfe et al, 1993).

The evidence for the significance of school climate and the hidden curriculum is indeed very clear from mainstream educational research. A review on discipline and the prevention of violence and bullying in schools, carried out by the Elton Committee, concluded that a positive school climate was the most effective deterrent for such unwanted behaviours (Elton, 1989). Teacher expectations of students have long been known to be a vital determinant of student performance, and often they are conveyed in very subtle ways, with a look, a word or a nuance. Hamacheck (1978) reviewed the literature many years ago, and concluded that the evidence for the impact of teacher expectations on student performance was immense.  School climates need to be positive, and to value all students. Again the behavioural approach is pragmatically useful here, showing clearly that it is more effective to reward wanted behaviour and ignore unwanted behaviour than to fix attention on unwanted behaviour through punishing it (Nelson, 1987). 

One way in which educational institutions can achieve greater clarity and develop positive climates is by making explicit its values and norms and determining clear procedures, thorough the development of sound policies. In recent years in the UK, schools and institutions of higher education have been put under a great deal of external scrutiny, which has required them to have clear policies on a range of issues, including some which relate to health education, such as personal, social and health education itself, and also sex education, responses to drugs, and bullying.  The need to develop similar policies is beginning to be felt in higher education too (Tsouros et al, 1998).   Policies need to be developed actively and in partnership with all who learn and work in an educational institution so that all feel a sense of responsibility for them and ownership of them, and not simply have them imposed from above.  If so, they are likely to have a beneficial impact.

This brings us on to the third key factor, participation. 

PARTICIPATION

Empowerment necessarily involves engagement and participation - it is very much something that people do together, not something that is done to them.  Again the need for participation is supported by sound evidence from mainstream educational research. The degree of participation that the educational institution encourages is a strong determinant of the morale and performance of students and teachers and pupils (Moos, 1991). For example, a study by Byrk and Driscoll (1988) found that schools with shared values and a common agenda of activities produced students who were more interested and who had higher levels of achievement than less ‘communal’ schools, and in the ‘communal’ schools bad behaviour,  absence and dropout rates were lower. These results have been replicated elsewhere (Battistich et al, 1991; Elton, 1989). Fantuzzo et al (1988) looked at twenty six studies that compared student initiated and managed classroom interventions with those initiated by teachers, and found that the student interventions were more likely to change student behaviour. 
Recent developments in education have emphasised the need for a shift in focus from teaching to learning and in power from teacher to the learner (Sotto, 1994). The emphasis is no longer on what the teacher is doing, which may or may not be having an impact, but on what the student actually learns.  Along with this shift we have a change in the leadership role of the teacher, from didactic expert to facilitator, involving learners in responsibility for learning, as far as their age and stage allow. This has long been recognised as an appropriate role for those who teach adults, but there is evidence that such a relationship can be highly effective with younger students too. For example, Schaps, Lewis and Watson (1996) found that students did better in classrooms where they had more influence over both the content of what they learned and the classrooms in which they learned it.  There is copious work in health education which emphasises the idea of shared responsibility between teacher and sudent, for  example in the democratic approach used to develop action competences in schools in Denmark (Bruun Jensen, 1994), and in the developing use of ‘circle time’ in many different classroom contexts (Mosley, 1996).

The need for active engagement

Cognitive psychology has shown us that people are more likely to be influenced by their learning if they have to engage with it actively and make it their own in some way, (Bligh, 1980).  Students need to spend as little time as possible on passive tasks such as reading and listening, and as much as possible in participatory and active learning (Kolb, 1984).  Although, as we have seen, very young and/or insecure children need the security of a regular classroom routine, most people respond better when varied methods of teaching and learning are used. Approaches to learning which use a range of methods have been shown to be more effective than those which use a limited range (DuPaul and Eckert, 1994). Work on learning styles (Kolb, ibid) has shown that people learn in many different ways, so using a range of styles allows for the use of a range of learning experiences to match these different styles, as well as helping learners to develop a wider repertoire than their usually preferred style. It also helps people to generalise their learning, by giving them a range of examples to which to extend the relevance of what they have learned, and practice it in a range of contexts which, as we have seen, is a vital part of becoming autonomous.

Health education for children and young people has led the field of education in finding ways to apply this insight, and has developed a wealth of strategies for involving people in their learning in varied and active ways. Teaching and learning in health education makes use of a very wide range of methods, such as simulations, games, role plays, discussions, and video often using small groups and an active ‘workshop’ style. The principles of active learning have inspired many of the most influential curriculum projects and initiatives through the years (Schools Health Education Project 1984; Metcalfe et al, 1993; HEA, 1989, 2000). 

Equity

A further key principle of health promotion, and one which relates directly to participation, is that of equity. It means that educational institutions need to value diversity and widen opportunity and participation, so that all students from all sectors of the community and with all levels of ability can achieve their potential. In an educational context this often requires a major re-alignment from the traditional approach of competition and elitism.

The achievement of equity is perhaps the biggest challenge facing educational institutions today. The statistical association of social class and ethnic origin with educational achievement are very well known, and have hardly changed since the 1960s: if anything the gap is widening.  To take the UK for instance, working class children and those from certain ethnic backgrounds, most especially Afro-Caribbean, do worse on all educational measures, such as tests of attainment, examination results, and entrance to higher education (Foster et al, 1996). Work on school exclusions suggests that Afro-Caribbean children are four times as likely to be excluded as white children (Smith, 1998). 

Although some of the causes of this differential distribution of educational achievement may lie in the home and the neighbourhood, educational institutions play a strong part too, amplifying the differences which pupils bring with them to the classroom (Elton, 1989). For some time we have known that many teachers have unhelpfully low expectations of children from working class backgrounds and certain ethnic groups (Fuchs, 1973), which can result in pupils being given very different images of their own abilities, and different educational experiences and challenges (Young, 1972). Schools and teachers are by no means immune from overt or institutional racism: a recent UK survey showed that one in ten trainee teachers have racist attitudes (Wilkins, 1999).  Such differences tend to impact not only on academic achievement but on health related behaviour too. Willis (1984) points out that many of those students in his study of a secondary school who smoked or abused drugs were underachievers, and argues that their 'unhealthy' habits can be partly seen as their way of getting back at an education that they feel does not meet their needs. 
There is now in the UK a major drive towards social inclusion, and greater participation in higher education by all groups in society (Ball, 1998). If they wish to overcome these problems, educational institutions will need to tackle their own attitudes and practices.  This has been shown to be possible; for example Rogers (1994) describes an Australian school programme which explicitly taught teachers not to be fatalistic and determinist, but to start where pupils are and build on their positive attributes.

RELATIONSHIPS AND THE EMOTIONS

The centrality of relationships and emotions to health

In the West at least, with its philosophy rooted in positivism and rationality, there have traditionally been major conceptual divides between the mind, the body, the emotions, and the surrounding context of social relationships. Education has tended to be seen as being all about the mind, while a medicalised view of health has seen it as being all about the body. In both disciplines, the emotions and social relationships have tended to be regarded as either irrelevant, or as ‘noise in the system’ that need to be managed but are not themselves of central interest.

In contrast to this divisive thinking, modern health education has long based its practice on research which suggests that relationships and emotions have a central part to play in both education and health. Research has shown that we tend to choose to look after our health, according to how we feel about, for example, the level of control we have in the world (Becker, 1974), or the extent to which others care about us (Seligman, 1991). Similarly we are more likely to look after the health of others if we feel bonded with them, at a family or community level (Adams and Smithies, 1990). 

Recently, the extent to which relationships and emotions affect physical health very directly has become strikingly clear.  There is strong evidence that those who experience negative emotions and poor relationships for long periods are much more prone to illness. Depression appears to hinder recovery from illness or surgery and makes death more likely (Goleman, 1996), and has been linked to suppression of the immune system, and hence to illnesses such as colds and flu (Glaser and Glaser, 1987; Seligman, 1991).  Anger, high levels of hostility, and a sense of having no control have been convincingly linked with heart disease (Williams, 1984; Marmot et al, 1997).  Meanwhile the experience and expression of positive emotion, for example through learning to laugh more often, or to look on the positive side of an experience, has been linked with positive physical health outcomes (Seligman, 1991; Holden, 1998).

The centrality of relationships and emotion to education

This interest in relationships and emotions in health education is starting to be supported by similar concerns in mainstream education. As we have seen, Maslow's theory has demonstrated that emotional needs such as self-esteem and loving and caring underpin the ability to move onto higher goals such as intellectual understanding. More recently, scientists such as Gardner (Gardner et al, 1995) have been highly influential in obtaining recognition for emotional and social competence as valuable in their own right, not just as a stepping stone to intellectual development.  Gardner’s work on multiple intelligences’, has brought relationships and emotions into a central position in education.  He suggests that limiting the definition of what we mean by ‘intelligence’ to the cognitive and intellectual is too restrictive and narrow, and has identified seven separate intelligences, some of which are traditional (e.g. logical and spatial) but two of which are concerned with relationships and emotions. Interpersonal intelligence is the ability to understand others, how they work, what motivates them, and how to work co-operatively with them. Intra personal intelligence is the ability to understand oneself, to form an accurate model of oneself, and use it to operate effectively in life.  Gardner suggests educators need to treat these emotional and social forms of intelligence as being of equal worth to those more traditionally transmitted by education.  

In the mid 1990s, Goleman’s seminal book ‘Emotional Intelligence’ (Goleman, 1996) had a major impact on mainstream educational thinking by demonstrating in an accessible and popular way the extent to which emotional and social abilities are fundamental to success in life. He cites many different studies which show that emotional and social competences such as resilience, getting on with others, handling frustrations, and managing emotions, are far better predictors of career success at work than is IQ.  He suggests that the various forms of intelligence, both the traditional cognitive ones and the newly identified social and emotional ones, support one another, and are indeed fundamentally inseparable: by directing the attention towards what matters, emotional and social intelligences help people think clearly, prioritise, decide, anticipate and plan.  Without an emotional value to attach to an activity, all decisions can appear equally good.

The evidence for the educational importance of supportive relationships
The importance of social relationships is supported by work on educational environments. The quality of relationships in an educational setting has been shown to be a crucial factor in producing high levels of staff and student performance and positive attitudes: caring, warm and supportive relationships have been shown to be essential if pupils are to learn, and teachers to teach, more effectively.  Major international reviews of the evidence have suggested that students learn more and have higher attainments, enjoy learning, are more motivated, and attend better, if their teachers are more understanding, helpful and friendly (Wubbels, Brekelmans and Hoodmayers, 1991), work in contexts which are characterised by higher levels of cohesiveness’ and less social friction(Haertel, Walberg and Haertel, 1981) and are emotionally attached to their school or college (Battistich et al 1997; Hawkins and Catalano, 1992; Solomon et al, 1992). Educational contexts which are unsupportive and have poor relationships have been shown to induce depression and absenteeism in staff and pupils (Moos, 1991).  Bad relationships is one of the most commonly cited causes of staff stress (Kyriacou, 1996), while high levels of support, particularly from the head teacher, have consistently been shown to reduce the likelihood of teacher burnout (Sarros and Sarros, 1992).

Relationship skills and emotional literacy can be taught

Not only is the importance of relationships and emotions in education now being accepted, we are coming to understand how these issues can be taught. Those engaged in the caring sector, and in particular counselling and therapy, have long accepted that people can, for example, be encouraged to get in touch with their feelings, to be able to identify them, own them, listen to what they are telling them, and communicate more openly and effectively with others. Emotional and social education is starting to be found in schools, facilitated by organisations which lobby for the introduction of ‘emotional literacy’ in the UK such as Antidote (Antidote, 1998), or ‘social and emotional learning’ in the US such as CASEL (Elias et al, 1997). There has been considerable work in recent years which has demonstrated in detail some of the ways in which schools and other institutions can teach emotional and social intelligence (Elias et al, 1997; Salovey and Sluyter, 1997).

In realising the importance of emotional and social education, mainstream education starting to catch up with health education, and supply the scientific evidence for approaches which to health educators have long had intuitive validity. Health education has been in the forefront of educational initiatives which take the learner's emotional state into account, recognise that if people are to be empowered they have to be able to manage, not be disabled by, their own emotions. From the early days in the 1970s, many major school based developments in health education have been centrally concerned with the development of self esteem and relationship skills, and with the role of the teacher as pastoral tutor and counsellor.  This emphasis continued through the 1990s in some key European curriculum projects on health education in general (Metcalfe et al, 1993) and on mental and emotional health in particular (Weare and Gray, 1994).  Emotional and social education are now seen as having a central, pivotal role in the health promoting school (Weare, 2000).

CONCLUSION 

As we have seen, education has a central part to play in the achievement of an empowering health promotion, without it health promotion would, as Green and Kreuter (1991) point out, tend to become coercive. It is clear that a very wide range of educational approaches and strategies have their uses, including those often derided by health promoters and health educators, such as a behavioural skills approach, so long as the basic principles of empowerment and autonomy are respected, and are the goal of the activity.  We have also seen that health promotion has a major role to play in the development of mainstream education, often leading the way in, for example, recognising the importance of emotion, relationships, active approaches to learning, and partnership. Health promotion and education have been, and will always remain, intertwined, and it is essential that practitioners in both fields understand this, can see where their interests come together and can reinforce and support one another. 
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