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ABSTRACT 

The purpose of this paper was to discover meanings and perceptions 
related to the concept health promotion, specific to a sample of Mexican- 
born, Spanish-speaking, migrant and seasonal agricultural workers in 
Montana. 

As the United States becomes increasingly concerned about health 
care cost-containment, health promotion and disease prevention have 
become critical national issues. How these issues play out among the 
nation’s minority population, however, is a question that merits special 
attention. Hispanic peoples are currently the second largest minority in 
the United States; Mexican-Americans represent approximately 60% of 
this population. Mexican-Americans are reported to have a higher rate of 
chronic, lifestyle-mitigated disease than non-Hispanic whites. 

Determining how, and to what extent, cultural differences affect 
health behaviors is central to the development of effective interventions 
for health promotion in various minority populations. To complicate the 
problem further, however, there is lack of agreement among experts in 
the field on defining the concept of health promotion and on what 
constitutes health promoting behavior within nursing. 

This study was qualitative, utilizing a purposive sample. Semi- 
structured interviews were conducted using an interview guide after 
obtaining informed, verbal consent. Question analysis of the results of 
these interviews was then conducted, examining the data for themes and 
patterns. Consistent with the literature for concept development, an 
ideal example of the concept, was constructed inductively from the data. 
Attributes of the concept health promotion were then drawn from this 
example. 

The data demonstrated that this sample had operating concepts of 
health and health promoting behaviors which were consistent with much 
of the existing literature. It was found that there was no significant 
difference between disease preventive and health promoting behaviors, 
nor in the perception of intent for these behaviors. This sample generally 
perceived no barriers to health, and health was a valued state. This 
paper highlighted a need for conceptual clarity and understanding of the 
cultural meanings of commonly used terminology in primaiy healthcare. 



CHAPTER 1 

INTRODUCTION 

Health promotion and disease prevention have taken on national 

importance as the nation slowly shifts from a “cure” orientation of 

disease towards the prevention of disease and the promotion of healthy 

lifestyles. The “Healthy People 2000: National Health Promotion and 

Disease Prevention Objectives” focus on the modification of lifestyle and 

environment to enhance the quality of life, to reduce preventable death 

and disability, and to make the health status of all population groups 

more equitable (National Center for Health Statistics (NCHS), 1995). 

One of the three broad goals of “Healthy People 2000” is to “reduce 

health disparities among Americans” (NCHS, 1995, p.l). There are 

specific sub-objectives regarding health promotion and disease 

prevention for minorities and other special populations, including racial 

and ethnic minorities, low income peoples, and those with disabilities. 

According to Markides and Black (1996), Hispanics constitute the 

second largest minority population in the United States and, in 1990, it 

was estimated at 22.4 million. Mexican Americans constitute 
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approximately 60% of this Hispanic population. Mexican Americans 

have been reported to have high rates of diabetes, obesity and low rates 

of physical activity. Hispanic peoples are three to five times more likely 

to suffer from non-insulin dependent diabetes (NIDDM) than non- 

Hispanic whites (Schwab, Meyer, & Merrell, 1994). Schwab et al. (1994) 

stated that “Mexican Americans with diabetes, compared with non- 

Hispanic whites, have a six times greater incidence of end-stage renal 

disease necessitating dialysis, and a two to three times greater incidence 

of retinopathy, the leading cause of blindness in the United States” (p. 

221). NIDDM is an ideal example to use in this context because its 

course and effects can be largely mediated through lifestyle change. 

Discovering what factors influence people to initiate lifestyle change is 

key. Schwab et al. cited the importance of assessing the attitudes and 

beliefs regarding health in this population. 

Information on the health status of migrant workers in the US is 

difficult to obtain due to the transient nature of the population and to 

the fragmented system of health care. There is, however, evidence which 

suggests a proportionately higher incidence of many acute and chronic 

health problems in this population (Schwab et al., 1994). The causes are 

easy to understand: persistent poverty, crowded and sub-standard living 

conditions, frequent lack of clean water or sanitary facilities, low 
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educational level, poor nutrition, and cultural and language barriers may 

all contribute. Significantly, individual health problems in this group , 

such as tuberculosis, can easily become public health problems in the 

United States. 

Mexican Americans have distinct cultural patterns, beliefs, and 

language, as do other ethnic and cultural groups. The perception of 

health and illness is culturally relative, as are expectations which guide 

associated behavior (O'Brien, 1982). Much of the literature about the 

health beliefs of Mexican Americans arises from diabetes studies. How 

and to what extent cultural differences affect the health behaviors of the 

various ethnic and cultural sub-groups in the United States are 

extremely important factors, if we, as a nation, are interested in health 

promotion and disease prevention. In addition to possible cross-cultural 

differences, there is the problem of a lack of agreement and definition for 

health promotion, and of what constitutes health promoting activities or 

behaviors. Kulbok, Baldwin, Cox, and Duffy (1997) assert that there is a 

clear need for systematic examination of conceptual issues and for 

developing conceptual clarity concerning health promotion. They stated 

that “Adequate assessment of health promotion behavior is a function of 

the scope of conceptual and operational definition of the concept” (p. 

16). Before we assume that any group of peoples has beliefs or values 
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that affect health promotion behaviors, it is essential to determine if 

health promotion is an operative concept within that group. 

Purpose 

The primary purpose of this study is to discover meanings and 

perceptions related to the concept “health promotion” specific to a 

narrowly defined population of Mexican-born, Spanish-speaking migrant 

and/or seasonal farm workers in Montana. Secondary purposes of this 

study are: 

1. To facilitate understanding and thus improve the delivery of care 

specifically to this population, and 

2. To assist in developing conceptual clarity regarding health 

promotion. 

Objectives of this paper are: 

1. To determine meanings and perceptions of health promotion for 

this population utilizing qualitative research techniques, as 

described by Morse and Field (1995). 

2. To identify characteristics of the concept health promotion 

according to the subjects of these interviews, using question and 

content analysis, as described by Morse and Field (1995). 
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Background and Significance 

According to Bolton (1977), concepts are social constructs in that 

they are the expression of shared meanings. He stated that concepts are 

predictive because “to form a concept is to anticipate that certain future 

experiences will take a certain form” (p. 16). The creation of conceptual 

meaning assumes that human beings, while unique, share common 

experiences and meanings (Chinn & Kramer, 1995). 

Rodgers and Knafl (1993) cite the importance of concepts in the 

development of nursing knowledge. They observed: “In theory 

development literature, concepts are widely recognized as the ^building 

blocks' from which theories are constructed” (p. 2). Many of the 

difficulties encountered in the development of nursing knowledge are the 

result of conceptual difficulties such as vague or ambiguous terminology 

regarding definitions and theoretical inconsistency. Chinn and Kramer 

(1993) observed that these ambiguities are far more evident when 

attempting to define highly abstract concepts. They further stated that 

creating conceptual meaning utilizes existing knowledge while 

contributing to the body of knowledge. Rodgers and Knafl added that 

“Inquiiy oriented toward resolving conceptual problems would be a major 

step in providing a solid foundation for continuing knowledge 
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development” (p. 7). Chinn and Kramer also noted that the formation or 

creation of conceptual meaning provides a foundation upon which to 

develop theory. 

Health promotion is currently a pressing concern in America, 

largely due to the changing economics of healthcare. The “Healthy 

People 2000: National Health Promotion and Disease Prevention 

Objectives” has focused national attention on the importance of health 

promoting behaviors. It has been estimated that more than 50% of 

annual deaths in the United States can be attributed to unhealthy 

lifestyles (US Department of Health, Education and Welfare, 1979). 

Research on health promotion during the mid-1980s documented 

the difference in beliefs between health services providers and public 

consumers of health services about what constitutes health. It was felt 

that these differences in perception could be a major factor in the failure 

of health service consumers to heed health service providers’ advice 

regarding health promoting behaviors (Edelman & Milio, 1994). 

Among Mexican Americans, non-insulin-dependent diabetes 

mellitus (NIDDM) is the single most prevalent, chronic health problem. 

Mexican Americans are at three- to five-times greater risk for this disease 

than are non-Hispanic whites. It has been projected that by the year 

2000, approximately eight million Hispanics in the United States will 
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have NIDDM. Some of the primary complications of NIDDM are: end- 

stage renal disease, which leads to dialysis and death; retinopathy, the 

leading cause of blindness, and cardiovascular disease. Of concern to 

healthcare providers is the development of realistic and effective 

treatment regimens, largely lifestyle modifications, acceptable to this 

population. Assessment of attitudes and beliefs regarding health is key 

to this goal (Schwab, Meyer 85 Merrell, 1994). 

Concepts involve shared meaning within or across certain groups 

of people, facilitated by language and common experience. Within 

nursing, conceptual clarity is needed to further the development of a 

body of nursing science. Health promotion itself is an example of a 

vaguely and ambiguously defined concept within nursing. When 

concepts are not clearly defined, identification of the empiric indicators of 

that concept may be problematic. Kulbok, Baldwin, Cox and Duffy 

(1997), claim that there is a lack of conceptual clarity and adequate 

means of measuring behavior related to health promotion, and hence the 

need for critical examination of conceptual and measurement issues 

related to health promotion. 

Researchers have studied the issue of health promotion in cultural 

contexts other than white, middle class Americans. In 1982, O’Brien 

wrote that in order “to plan appropriate holistic health care services for a 
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population of Mexican-American migrant farm workers, one must identify 

currently prevailing health attitudes and behavior patterns” (p.14). The 

overarching construct identified in this qualitative study was pragmatic 

suruivalism. Pragmatic survivalism is a concept which symbolizes a 

pattern of "health-illness behaviors that focus on the achievement and 

maintenance of low-level wellness in the most practical manner possible 

for the continuance of productive life” (O’Brien, 1982, p. 21). O’Brien 

observed no evidence of preventive or long-term health care planning. 

Health promotion was not specifically addressed. Kuster and Fong 

(1993) stated that construct validation for the Spanish Language Health 

Promoting Lifestyle Profile would be aided by the efforts of nurse 

researchers devising qualitative questions to determine health promoting 

behaviors in these Latino populations. They also stated that rigorous 

cross-cultural research will require nurses to consider the applicability of 

commonly accepted health-promoting behaviors to different population 

groups. 

In summaiy, health promotion is directed at avoiding or lessening 

the impact of many health problems. Because the burgeoning Hispanic 

population in the United States is at high risk for lifestyle related 

diseases such as NIDDM, understanding conceptual issues surrounding 

health promotion is imperative. Further research is needed to determine 
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whether or not the concept of health promotion is relevant to the 

Hispanic population in the United States. The specific group of Hispanic 

persons of interest for this paper are Mexican-born, Spanish-speaking 

migrant and seasonal agricultural workers. Assessment of health beliefs 

and attitudes is key to developing effective and acceptable interventions. 

According to Kulbok et al., “nursing must increase knowledge of health 

promotion and disease prevention to advance the goal of optimum health 

for all” (p. 12). To achieve this end, we must first arrive at some 

conceptual clarity concerning “health promotion”. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Concept Formation 

Concept formation is a function of the human mind which allows us 

to organize and manipulate our external and internal environments 

(Bolton, 1977). Bolton wrote that there are two major theories regarding 

how the human mind forms concepts. One theory holds that concept 

formation is an inductive process which occurs as a result of abstraction 

by the passive recipient of experience. The other one contends that 

concept formation is deductive and is the result of utilizing general 

hypotheses as frameworks in which to test experience, which may or may 

not support the hypothesis. Organized hypotheses form conceptual 

systems. Bolton asserts that "concepts are the expression of shared 

meanings and, in this sense, they are socially constructed” (p.16). We, 

as human beings, develop in societies which generally share a language 

within which there is some inherent agreement upon general meanings 

for words assigned to objects and events. In the psychological sense, 
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concept formation has strong influence in the process of children’s 

language acquisition. 

Concept Development in Nursing 

In general, the development of any scientific knowledge depends 

upon conceptual clarity and definition as much as upon empiric 

discovery. Chinn and Kramer (1995) defined concept as “a complex 

mental formulation of experience (p. 78). Every concept exists 

somewhere on the continuum between the concrete or empiric, and a 

purely abstract mental construct. The conceptual base of health 

promotion is on the more abstract end of this continuum. Abstract 

concepts such as this are derived from indirect observation and from 

experience, but they are not reflections of concrete, empiric reality. 

Different points of view may engender differing meanings of an abstract 

concept. Language is dynamic, and as meanings of words change and 

evolve, the experiential object of a concept may change, as may the social 

or societal context. According to Chinn and Kramer, conceptual meaning 

is created mentally in a process which draws from the different ways of 

knowing: empiric, ethical, esthetic, and personal. This process results in 

the creation of mental representations, or concepts, which are then 

expressed as words. 
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Chin and Kramer (1995) assert that ambiguity will exist in all 

definitions, perhaps less for more concrete realities, and more so for more 

abstract concepts. They further state that “reasonable definitions are 

neither right nor wrong...” (p. 62). However, Rodgers and Knafl (1993) 

argue that many, if not all, of the difficulties encountered in the 

development of nursing knowledge are conceptual in nature. These 

conceptual difficulties often include ambiguity in definitions and vague 

terminology. They propose that concept development may be appropriate 

in the classification of nursing phenomena, to synthesize existing 

knowledge related to a particular concept, or to answer the question: 

what is going on here? They further assert that concept development in 

nursing is generally limited to concept analysis of the Wilsonian sort. By 

limiting ourselves in the means by which to analyze and develop 

concepts, we, as nurses, are not fully addressing many important 

nursing problems. 

Gift (1996) stated that the purpose of concept development in 

nursing is to clarify the language used so that individuals using a given 

word have a clear understanding of its meaning. But, because nursing is 

a practice profession, ideas and, therefore, words are useless if they are 

not relevant to practice. Gift argues that these ideas, or concepts, must 

be field tested in practice, preferably with patients. The manner in which 
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a particular concept is manifested may differ among various groups of 

people due to variations in environment (Bolton, 1977). Morse (1995) 

attributed these same differences to what she termed “contexts, causes 

and contingencies” (p. 36). 

Through critical assessment a concept “matures.” Under ideal 

conditions, a mature concept is then clearly delineated and well defined. 

When a concept is mature, its attributes are evident, and its antecedents, 

consequences, or outcomes are predictable (Morse, Hupcey, Mitcham & 

Lenz, 1996). If, however, after a thorough review of the literature, the 

investigator finds a concept is still unclear or ambiguous, concept 

development needs to be initiated (Morse, 1995). 

Nursing science has frequently become mired in conceptual 

difficulties and misuse (Rodgers & Knafl, 1993; Morse, 1995; Morse et al., 

1996). The concept of “health promotion” is a good example of this 

problem. For some theorists, health promotion pertains only to those 

activities which generally augment wellness; for others, health promotion 

includes activities subsumed under disease prevention and health 

protection (Kulbok et al., 1997). When the concept of health promotion 

acquires multiple meanings, one may be sure that the original concept is 

misunderstood. The use of ambiguous concepts in research results in 

questionable reliability and validity, and it hampers effective 
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communication. Clearly, concept development for health promotion is 

called for. 

Definitions 

In order to discuss the meaning of health promotion, it is necessary 

to examine the concepts and component words. This section will deal 

with the meanings and use of these words as found in the literature on 

health promotion. 

Health 

The word health is used to describe many domains, including 

beliefs, behaviors, philosophies, economics, and others (Edelman & Milio, 

1994; Dines & Cribb, 1993). Probably the most common working 

definition still in use today is that of health as a disease-free state, where 

health and illness occur on opposite ends of a continuum (Pender, 1987). 

This definition has been dubbed the biomedical view. 

In an attempt to expand the definition beyond the simple lack-of- 

disease orientation, the World Health Organization (WHO, 1947) defined 

health as the complete physical, mental, and social well-being, not 

merely the absence of disease or infirmity. Although widely used and 

quoted, this definition is also widely criticized (Breslow, 1990; Edelman & 

Milio, 1994). 
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Rural nursing theorists have described health, through qualitative 

research, as the ability to work or perform the necessary labor of one’s 

life (Weinert & Long, 1991). Edelman and Milio cited three themes that 

defined health for many lay healthcare consumers. These themes are: 

the absence of disease, functional capacity or being able to do what you 

need to do, and “feeling good” as a measure of psychologic well-being. 

According to Seedhouse (1986), health is not the end, but the 

means. He described health as the foundations for achievement. In this 

light, health is viewed as a resource rather than as the goal of life. Dines 

and Cribb (1993) pointed out that this perspective allowed an 

examination of the actual determinants of health in the real world. 

These determinants include adequate food, education, housing and 

relationships. 

Dines and Cribb (1993) pointed out that not only does the word 

health mean different things to different people, but may have many 

meanings to the same person. For example, a particular individual may 

harbor various viewpoints regarding health which may shift and change 

in “a highly skilled process of selection, creation and articulation” (p. 8). 

They further stated that any attempt to form a definitive statement 

regarding health would inevitably be done through a lens of personal 

values. The meanings, inclusions, and exclusions of health promotion 
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were described as a reflection of one’s political, cultural, ethical, 

spiritual, moral, and other beliefs. 

Health has more recently been defined broadly as a sustainable, 

dynamic state wherein a person or population utilizes a complex process 

of adaptation, in response to changes in internal and external 

environments, to maintain a state of well-being (Edelman 8s Milio, 1994, 

Potter & Peny, 1997). Internal environment was conceived as including 

genetic, psychological, intellectual, spiritual, and disease factors. 

External environment includes those factors outside the human being 

which have an influence upon health. These factors include physical 

environment, social relationships, and economic variables. Adaptation 

was seen as key to maintaining a state of well-being Health and well¬ 

being or wellness were used interchangeably by these authors. 

Dines and Cribb (1993) argued that health and well-being are 

separate and distinct, yet related concepts. They wrote that well-being 

included such domains as happiness, enjoyment, autonomy, and 

empowerment. These concepts however, were not within the scope of the 

traditional view of health. The inclusion of well-being as a linked concept 

to health therefore, means either that healthcare workers are not the 

only profession to provide healthcare, or that the scope of health and 

well-being must be severely restricted to traditional boundaries. 
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Promotion 

According to The American Heritage Dictionary (1989 ed.), to 

promote means: “1. To raise in position or rank. 2. To contribute to the 

progress or growth of; further. 3. To urge the adoption of; advocate. 4. 

To attempt to sell or popularize” (p. 549). Dines and Cribb (1993) 

presented meanings of promotion based on two senses of use. The first 

is from the area of sales, in which a service or item is promoted, and the 

meaning is to sell or “place in the forefront of attention” (p. 21). The 

other sense involves elevating or raising to a higher level. 

Health Promotion 

According to Pender (1987): “Health promotion consists of activities 

directed toward increasing the level of well-being and actualizing the 

health potential of individuals, families, communities, and society” (p. 4); 

and furthermore, “health promotion is not disease or health-problem- 

specific; prevention is” (p. 5). Promotion helps or encourages something 

to exist or to flourish. Health promotion focuses on movement towards 

positively valued wellness states as compared to avoidance of negatively 

valued illness states. She stated that the primary goal of health 

protection, or preventive, behavior is to remove or avoid those 

undesirable health states which might stand in the way of achieving 



18 

optimum health. Moreover, she asserted that in preventing illness and 

the ensuing drain on resources, individuals and families are better able 

to direct their energies towards health promoting activities. Prevention 

was viewed as a defensive posture. 

Pender (1987) also delineated the distinctions between health 

promotion and illness prevention, citing differences in motivational 

mechanisms and in goal orientations. Although others have defined 

health protective behavior as those behaviors intended to protect, 

promote or maintain health, she believed that this definition belied and 

obscured the difference in intention and motivation underlying health 

promoting and health protective behaviors. 

Breslow (1990) wrote that ideas surrounding health promotion 

were evolving as a result of, and within the context of, changes in 

general health, life expectancy and medical service. He wrote that, in 

important ways, health promotion and disease prevention are “two sides 

of the same coin” (p. 13). In addition, he believed that there is both 

individual and social/political responsibility with regard to solving health 

issues in our modem American society. He cited the widely quoted 

definition of health promotion from the Ottawa Charter for Health 

Promotion : 
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Health promotion is the process of enabling people to increase 
control over, and to improve, their health. To reach a state of 
complete physical, mental and social well-being, an individual or 
group must be able to identify and to realize aspirations , to 
satisfy needs, and to change or cope with the environment. Health 
is, therefore, seen as a resource for everyday life, not the objective 
of living. Health is a positive concept emphasizing social and 
personal resources, as well as physical capabilities. Therefore, 
health promotion is not just the responsibility of the health sector, 
but goes beyond healthy lifestyles to well-being, (p. 11) (See 
Appendix B for full text) 

This concept, then, embodies both the social and individual roles and 

responsibilities involved in health promotion. Social action and the 

provision of healthy choices enables the individual to take control of their 

own health. Breslow predicted that, in time, the definition of health 

promotion would evolve to include , and even emphasize, social action 

which would aim at changing conditions and institutions. 

Kulbok et al. (1997) argue for a broad definition of health 

promotion behavior which is “researchable, clinically relevant, and 

differentiated from other related terms” (p. 13). They contended that 

there was a real lack of conceptual clarity pertaining to health promotion 

and also to the measures applied to measuring health promoting 

behavior. After reviewing and critiquing the current literature, they 

conducted a survey of experts in the field of health promotion, with the 

aim of eliciting a working definition of the same. Health promotion was 

consequently defined as “organized actions or efforts that enhance, 
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support, or promote the well-being or health of individuals, families, 

groups, communities, or societies. Health promotion behavior was 

defined as any actions or behaviors taken by individuals to improve or 

promote well-being or health” (p. 17). This definition was found to be 

congruent with emerging social-ecological models of health 

enhancement. Kulbok et al. (1997) also claimed that “health promotion 

behavior reflects an underlying "health paradigm’” (p. 18). Considering 

the multidimensional context of health, this definition of health 

promotion may be understood to include both health promoting and 

disease avoiding behaviors. 

Dines and Cribb (1993) discussed definitions for health promotion 

utilizing many of the possible permutations of the definitions given for 

health plus promotion. They posited possibilities that included elevating 

foundations for achievement, raising well-being to a higher level, and 

eliminating or minimizing disease. Viewed in this manner, the scope of 

health promotion becomes almost unworkably large, including social, 

political, and other arenas. They wrote of the fears expressed by some 

authors that health promotion could become meaningless should the 

term come to include all possible activities, or, conversely, that its 

domain could be whittled away to nothing if only those activities not 

already within the domain of other professions were included. They 
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claimed that rather than viewing health promotion as a certain set of 

activities or category of operations with a common element, health 

promotion could be viewed as a paradigm. Thus, in their analysis, 

health promotion is not a certain set of activities, and is not performed 

by a specific group of people. They viewed health promotion as more of a 

perspective, which advocated certain values, and called for a “gestalt 

switch” (p. 31), or a change of paradigm. This paradigm shift influences 

all activities, rather than health promotion existing as a certain set of 

behaviors. 

Worldview 

Dines and Cribb (1993) cited WHO principles of health promotion 

and the Ottawa Charter for Health Promotion as models. These 

principles speak to the values of justice and equity as prerequisites for 

health, and they call for a change in the perspective of health promotion 

to include these values in the interest of promoting health for all, not 

only for the individual. They wrote that according to the Charter, health 

promoting activity means: building healthy public policy, creating 

supportive environments, community action, development of personal 

skills and a reorientation of health services. 
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According to Edelman and Milio (1994), experts attending a series of 

WHO conferences on health in 1991 argued that the focus of health 

promotion in the United states was misdirected. These differences lie in 

the areas of equity, power, and scope (Edelman & Milio, 1994; Potter & 

Perry 1997). They stated that the WHO focus is on equal access to basic 

health services for all, on social action, and on the basic determinants of 

health such as basic food, water, housing, education and social 

relationships. In contrast, the United States was seen to emphasize 

certain subgroups’ or the individual’s health, to have an aversion to 

political involvement in social action for health, and to perceive narrowly 

the scope of health promotion. 

The aim of concept development is to enable us speak the same 

language and have greater understanding. Of primary importance to the 

nurse practitioner is clear and accurate communication with her patient. 

It matters not whether this patient is an individual, family, or a 

community. It is important that we, as health professionals, have a 

sense of the broad meaning of health promotion, because we are the 

facilitators, the proponents. It is equally important that we know what 

this concept means to our patients so that we may communicate 

meaningfully and further the cause of health promotion at that level. 
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CHAPTER 3 

METHOD 

This paper was designed to discover meanings assigned to the term 

“health promotion” in a Mexican-born, agricultural migrant worker 

population, in Montana. The method chapter describes the paper design 

and the process used in data collection and analysis. Also included is a 

discussion of the Rights of Human Subjects Con sent/Review Process. 

Objectives 

Objectives for this paper included: 1) to determine meanings and 

perceptions of health promotion for this population utilizing qualitative 

research techniques, as described by Morse and Field (1995); 2) to 

identify the characteristics of the concept of health promotion as 

described by the subjects; 3) to identify areas for future research and to 

formulate suggestions for developing culturally appropriate health 

promoting interventions. 
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Design 

This study was qualitative in design, and utilized a purposive 

sample. Semi-structured interviews were conducted with selected 

subjects, using an interview guide. Translated and transcribed 

interviews were analyzed using the technique of question analysis as 

described by Morse and Field (1995). Demographic statistics were 

compiled to provide group profile data. Steps were then taken to develop 

the concept as presented by Morse (1995). This included the creation of 

an example utilizing the data supplied by the sample, and extracting 

attributes of the concept from this example. 

Sample 

Criteria for inclusion as a subject in this paper included being: age 

18 or older, Mexican bom, a migrant or seasonal agricultural worker in 

Montana during 1997 and 1998, and having Spanish as a primary 

language. The number of potential subjects was to be between 10 and 

15. There were 10 interviews finally used as the sample. 

Source of Subjects 

Subjects, identified with the assistance of the Montana Migrant and 

Seasonal Farmworkers Council, who appeared to qualify initially were 
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approached and questioned regarding participation. Informed verbal 

consent to the interview was sought, and, if obtained, an interview was 

arranged. A snowballing effect occurred, for friends and family of the 

subjects would also volunteer to participate. The subjects interviewed for 

this paper were working in south central Montana at the time of the 

interviews. The majority of the subjects were working in sugar beet 

fields. 

Data Collection 

Interviews were arranged at a place of convenience to the subjects. 

In most instances this was a migrant health clinic (n = 8). Two 

interviews were conducted and recorded over the telephone, with verbal 

permission. One hour per interview was allotted, but generally the time 

needed was about 15 minutes. Two of the clinic interviews involved more 

than one person at a time. One interview involved a family of four, and 
/ 

the other involved two young adults. 

Interview Guide 

The original interview guide consisted of four questions, which 

were translated into Spanish. The English version follows. The 

Spanish version is found in Appendix C. 
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Original Guide 

1. What does the word health mean to you? 

2. When you become ill, what do you believe causes this? 

3. What do you do to improve your health? 

4. What would help you to make your health better? 

After several interviews, additional review of current literature regarding 

concept development, and discussions with the subjects, the questions 

were modified to reflect more accurately the concept being investigated. 

It was noted that questions were needed to help distinguish health 

promoting behaviors from disease preventive behaviors, if, indeed, any 

distinction was to be made. The question regarding causation of illness 

was dropped as it did not seem applicable to the explication of health 

promotion. The modified interview guide follows. 

Modified Interview Guide 

1. What does the word health mean to you? 

2. What does health promotion mean to you? 

3. Are there things that you do to avoid becoming sick? 

4. Are there things you do just to be healthier, without trying 

specifically to avoid illness? 
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5. What in your life prevents you from being more healthy? 

6. How important is being more healthy versus just not being sick? 

The interviews were tape recorded with permission from each subject. 

Taped interviews were translated and transcribed by the investigator and 

one of two native Spanish speakers. 

Data Analysis 

The translated, transcribed interviews were analyzed using: question 

analysis, as described by Morse and Field (1995). Question analysis was 

chosen as the most appropriate method for data analysis because, in 

semi-structured interviews, the same questions are asked of each subject 

throughout the paper. Question analysis is similar to content analysis, 

but the initial sort of data is by question number. Thus, the initial 

themes are generated by the specific interview questions. Questions 

which were altered or dropped from the interviews are noted in the 

results. Questions were sorted by number and the transcribed responses 

were read, re-read, coded and searched for themes, patterns and 

meanings. 

The first step in concept development as identified by Morse (1995) 

is to identify the attributes of the concept. These attributes are to be 

drawn from an example that contains all the attributes of a phenomenon 
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(p. 37). In order to have an accurate example for the concept of health 

promotion in this sample, the data gathered from the sample was used in 

the construction of the example. Attributes of health promotion, as 

presented by the subjects, were then drawn from the example. Verifying 

the attributes and identifying manifestations of the concept are the 

second and third steps of this process per Morse (1995), and were not 

part of this paper. 

Protection of Human Subjects 

Steps were taken throughout this paper to protect the rights of the 

subjects involved. An original proposal was submitted to the Human 

Subjects Committee of the Montana State University College of Nursing. 

The proposal was approved after minor changes had been made. The 

Committee insures that human subjects involved in research, especially 

those considered to be vulnerable populations, be treated with respect 

and dignity. To this end, it was specified that subjects would be 18 years 

of age or older, and informed consent would be obtained. The Committee 

declared that verbal consent was acceptable and preferable. Consent 

included understandable language, a description of the research and its 

purposes, the right to decline participation, the right to withdraw without 

consequences, time requirements, and steps taken for confidentiality. 
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The verbal consent was translated into Spanish for each client. Steps 

taken to avoid coercion further required that the subjects not be current 

clients, or family of current clients, of the investigator. Confidentiality 

was to be maintained by not using subject names, dates, or specific 

locations of their employment or interviews. Numerical codes were 

devised for each participant, known only to the investigator. There is 

only one copy of the code book containing this information. Tapes of 

interviews were erased after the translation/transcription process. The 

original transcripts of the interviews are to be kept by the investigator in 

a locked safe-box for a period of five years. 
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CHAPTER 4 

OUTCOME 

Results 

Description of Sample 

The sample consisted of seven women and three men. The average 

age was 34, with the median being 35 years. Length of time lived in the 

United States ranged from six months to ten years. Precise calculation of 

the length of time in the United States was complicated by the fact that 

most of the subjects still return to Mexico for varying periods of time. All 

of the subjects are involved in agricultural work in Montana. Nine 

subjects worked seasonally in sugar beet fields, the remaining subject 

lived and worked on a cattle ranch. All subjects were bom in Mexico, 

and all spoke Spanish as their primary language. 

Data 

The questions used were designed to elicit information and attitudes 

regarding health, health promotion, disease prevention, and the relative 
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importance of being healthy, versus avoiding a disease process. The 

results are reported utilizing the translation from the original Spanish, as 

interpreted by native Spanish speakers. Data are grouped by question. 

Several interviews utilized a slightly different question format which has 

resulted in varying numbers of responses for the questions. 

• Question #1 asked: “What does the word health mean to you?” 

• “It means life: if you don’t have life, then you are bad.” 

• “Well, that you are not sick, to be well about everything.” 

• “For me, like being well, not to feel pain, malaise.” 

• “It means your own well-being, that you are well from any 

sickness.” 

• “It means that you are always well, you don’t have any sickness. 

I think it is being well from allergies, and if you are sick you 

should go to the doctor to find out what you have. Like if you 

have venereal disease and you don’t go to the doctor, this 

disease doesn’t disappear, or if you have a fever it means you 

have a sickness or infection in your throat, ear. If you don’t go 

to the doctor you don’t get well. You should always be in 

contact with the doctor to know more.” 
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• “A lot, because if my health is good, I can work. I don’t have 

problems in my job. If I can see, hear, if I talk fine, if I don’t 

have stomach pain, I can do my job well. If I get sick from the 

stomach for example, then I can’t work. I tiy to help myself, my 

body. I cook well my meals, I wash my hands, prepare foods in 

a clean way. Where I sleep and where I eat has to be clean. At 

work everything has to be clean. I was raised to be very clean. 

We were very poor, my parents, but they were very clean. We 

went to school with tom clothes, but clean.” 

• “I have diabetes. What I suffer from is diabetes.” 

• “To live well, be strong, ready to work at any time, or for 

anything else. Not to be sick, to be optimistic, eat a lot, ribs, 

barbecue chicken, to be alive.” 

• “That you are healthy, no pains. I don’t know, you have your 

feet, hands, not lacking anything.” 

• “Health? That you are well, no illnesses.” 

The concept of health, therefore, included: wellness, freedom from 

illness, being alive, being free from pain and malaise, having all your 

body parts, not being depressed, having good food to eat, and being able 

to work and participate fully in life. 



33 

• Question #2 asked: 'What does health promotion mean to you?* 

• “No, I don’t know. The truth I don’t know what is promotion. 

Which health? There are many kinds of health, I don’t 

understand, no.” 

• “That you are developing well, with no sickness.” 

• “I don’t understand. I don’t know how to explain, or to express 

myself. What I understand is to ask somebody if they are sick, 

and try to help them.” 

• “I think is that the people should worry about health.” 

The term health promotion was associated with being concerned with 

one’s health, with helping others to be well. It was also expressed as 

developing free of illness. Half of the respondents to this question 

thought the term was confusing. 

• Question # 3 asked: “Are there things that you do to avoid becoming 

sick?” 

• “Take care of yourself, take better care not to get a cold, cover 

yourself.” 

• “Do exercise; run, walk. (Wife) walks a lot. To get all the fat off 

the meats, to not eat salt and sugar. Have a beer every now and 

then.” 
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• “You go see the doctor for a check-up, so they can tell you if you 

are sick or not.” 

• “Try to eat well, tiy not to be depressed.” 

• “I tiy to eat healthy food, because health affects me in what I 

eat. I tiy to see what affects me to avoid it.” 

• “I dance, jump.” 

• “Activities like running, walking. Not eat fats. Sometimes I 

walk a lot, or do exercise on my bike.” 

• “Exercise, I don’t smoke.” 

• “Well, I like to eat orange. Here, because of the cold weather it 

is prevention for the winter. It is our habit that my kids drink a 

lot of orange juice, a lot of vitamin C; lemon juice. We eat a lot 

to prevent from getting colds.” 

Illness or disease prevention took the form of eating a healthy diet, 

exercising, and being clean. Covering oneself to protect from cold 

weather was mentioned, as was not smoking cigarettes. 

• Question #4 asked: “Are there things that you do to be healthier 

without trying specifically to avoid illness?” 

• “Walk a lot. Also take it easy on cold waters and cold pops; it 

can get your throat diy. During cold cover you body.” 
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• “To increase my health? I eat healthy, don’t drink too much 

alcohol, don’t smoke. I know it doesn’t affect me if others 

smoke. Also, to be better I go to the store pharmacy and buy 

vitamins.” 

• Well, I do exercise, I drink a lot of water, I don’t go out on the 

snow if I just took a shower.” 

• “I cannot avoid sickness solely by exercise, but yes, I am 

healthier.” 

• “Exercise, don’t have vices, don’t smoke.” 

• “No, I do everything for the same purpose.” 

• “Try to keep everything clean, prepare foods very well cooked, 

avoid infections.” 

• “Try to cover yourself better, take better care of yourself, go 

outside very little to avoid the cold weather.” 

• “Take care of yourself, like if it is cold, cover yourself, or if it is 

hot, drink water. Water is good for your health.” 

• “If a person has somebody ill, I try to help, but because I don’t 

have any means, then I try to teach or communicate the little I 

know.” 

Activities undertaken to improve health, without trying to specifically 

avoid disease took the form of exercise, and a healthy diet. Covering the 
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body to protect oneself from cold was again mentioned, as were drinking 

water, avoiding cold water, not smoking, cleanliness, and teaching about 

health. 

• Question #5 asked: “What in your life prevents you from being more 

healthy?” 

• “Money does not give eveiything in life. You ask what prevents 

us from being healthy; you have to work to survive, to have 

money to pay the doctor, your house, what you owe. We want 

to build a home. My goal is to have my own house.” 

• “What prevents me from being healthy? What could it be? The 

environment.” 

• “Cigarettes, nothing.” 

• “Right now I am fine. I don’t know what can prevent me from 

being well. I feel fine, there is nothing that prevents me from 

being healthy, maybe if I get a cold.” 

• What part of my life? Well, life is okay. There is nothing that 

prevents if you have where to live and where to be fine to 

prevent the cold weather.” 

• “Nothing, I think I am fine.” 

• “No, nothing.” 
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One person stated that money was an issue, and one person stated 

the environment was a factor in preventing health. One person stated 

that smoking cigarettes prevented him/her from being healthy. The 

dominant theme to arise from this question (five of seven respondents) 

was that there were no perceived barriers to health. 

• Alternate question 5 asked: “What do you need to help you to improve 

your health?” 

• Like the clinics in Mexico. The preventive health nurse will talk 

about a different subject each month: AIDS, cancer. When the 

waiting room is full, they will give talks about how to promote 

health. They also give personal teaching, and they are called 

“health promoters”. They teach people to give shots, take 

temperatures. They help others in the area they live. People 

will come and ask for help and these health promoters guide 

people if they need to go to a clinic and maybe get shots.” 

• “Boil water that I drink.” 

• “I go to the (clinic). They help me because I work in 

agriculture.” 
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These answers indicate that health teaching, and preventive services, 

as well as access to primary care and clean water were considered 

necessary to improving health. 

• Question #6 asked: How important to you is being more healthy, 

versus just not being sick?” 

• “Your health, sometimes you have everything, but you are not 

healthy. How will you work if you Ye not healthy and have all 

the parts to your body? 

• “It is more important for me to be healthy. It means to have 

good health, not being sick. There is a difference. It is like 

saying that I am not sick, but at the same time I could not be 

healthy.” 

• “I don’t understand. If you are healthy, you feel fine, but if you 

are not healthy, even if you try to say you are fine, you don’t feel 

fine.” 

• “Being healthier, so we live longer, continue to care for our 

family and trying to take better care of ourselves.” 

• “Yes, it is important, because if I get sick I cannot work or do 

anything. If you are healthy you can do everything; sick, 

nothing.” 
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• “It is more important to be healthier than just not being sick.” 

• “Not being sick.” 

Six of seven subjects stated that being healthy was more important 

than simply not being sick, although it was not clear that being healthy 

always implied more than the absence of illness. 

Analysis of Results 

Question Analysis 

Utilizing question analysis to examine the results of semi-structured 

interviews, the initial categories arise naturally as a function of the 

questions. The questions centered around health, activities performed to 

avoid illness, activities intended to improve health, barriers to health, 
) 

and the perceived importance of absence of illness versus health. 

Question #1: “What does the word health mean to you?” 

“Health means life.” Examination of the themes arising in the 

question analysis shows that health is equated with wellness. 

Components of health included wellness, not having pain, illness, or 

malaise. Health or wellness includes having one’s body parts and 

enables a person to work and participate fully in life. Cleanliness and 

going to the “doctor” were also associated with health. Wellness was 
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viewed as multi-dimensional: “to be well about everything.” Health was 

also equated with life, with being alive and having strength. One subject 

equated health in terms of his/her chronic illness. One subject summed 

it up by stating: health means “to live a good life, have energy, be strong, 

be ready at any time to work. To not be sick, be optimistic, eat a lot,...be 

alive.” 

Question #2: “What does health promotion mean to you?” 

Several of the responses to this question indicated difficulty 

understanding the terms used. Helping and teaching were mentioned by 

two subjects, and concern for one’s health was mentioned. This question 

had only four responses, as it was dropped in favor a question which 

sought to operationalize health promotion when it became evident that 

the direct translation of the term health promotion carried a different 

meaning. 

Question #3: “Are there things that you do to avoid becoming sick?” 

Eating well was a dominant theme in response to this question. 

Eating well consisted of preparing foods in a clean manner, cooking food 

well, avoiding too much salt, sugar, and fat, and eating foods with 

certain nutrients. Moderation in alcohol consumption may fit into this 

category. Exercise was the second dominant theme, having been stated 
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by four subjects, generally in conjunction with eating well. Running, 

walking, dancing, and jumping were specific activities included as 

exercise. Mental health, in the form of not being depressed, was listed. 

Covering oneself to protect from the cold, moderation in alcohol use and 

not smoking were also stated as preventive behaviors. 

Question #4: "Are there things that you do just to be healthier, without 

trying to specifically avoid illness?” 

This question was intended to separate out health promoting 

behaviors from disease preventive behaviors. "Take care of yourself” 

emerges as the theme in response to this question. Taking care of 

yourself entailed: exercising, drinking water, avoiding the cold, infections, 

and social excesses such as smoking and alcohol use. The health 

promoting behaviors most frequently stated were exercise and avoiding 

the cold. Avoiding alcohol and cigarettes was again mentioned. Drinking 

water for health was identified by two subjects. 

Activities done for disease prevention and for health promotion were 

identical with two exceptions. It was stated that preventive behavior 

included: “You go see the doctor for a check-up so they can tell you if you 

are sick or not.”, and health promoting behavior included teaching. One 

person stated, “...I do everything for the same purpose.” 
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Question #5: “What in your life prevents you from being more healthy?” 

The most dominant theme to emerge from this question was that 

there were no perceived barriers to being healthy. One subject discussed 

the work of “health promoters” and preventive health nurses in the 

communities of Mexico. Another subject stated that she/he depended 

upon migrant health clinics for health services. 

Question #6: “How important to you is being healthy, versus just not 

being sick?” 

Being healthy was felt to be more important than simply not being 

sick. It was not clear that the distinction between multi-dimensional 

wellness and the simple lack of disease was appreciated by all of the 

subjects. In several responses which stated health was more important, 

it still seemed as if health meant simply the absence of illness. It was, 

however, stated that one could be without illness and still not be healthy. 

The relationship between being healthy and being able to work was 

frequently mentioned in the responses to this question. 

Discussion and Summary 

The purpose of qualitative research is to “objectively report the 

perceptions of each participant in the setting” (Morse & Field, 1995, p. 
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142). The purpose of this paper was to discover meanings and 

perceptions related to the concept “health promotion” specific to the 

subject group of Mexican-born, Spanish-speaking migrant workers in 

Montana. 

While these data do not support a clear meaning for the directly 

translated term “health promotion” in this sample, the word does seem to 

imply a sharing of knowledge or teaching. The questions designed to 

gather information regarding beliefs and behaviors regarding health 

promotion, without being directly tied to the literal translation of the 

English terminology, yielded far more data. When questioned about 

preventive or health-improving behaviors, the subjects provided data 

consistent with the existing literature regarding health promotion. 

Morse (1995) stated that there are three steps to concept 

development. The first step is to identify the attributes of the concept, 

preferably within a single incident or event. This particular incident or 

event is considered an example, or incident within which all attributes of 

the concept are contained. The example and the attributes were derived 

inductively from the data base obtained through qualitative methods. In 

this manner, the subject themselves stated which behaviors and 

activities are considered health promoting. The previously cited 

literature on health promotion provides conflicting and ambiguous views 
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regarding which behaviors should be included within this example. 

Pender (1987) maintained that health promotion and disease prevention 

are not subsumed under the same conceptual framework. Kulbok et al. 

(1997) argued for a broader, more clinically useful definition. This 

author returned to the data in order to construct an example consistent 

with the beliefs, perceptions, and behaviors of this paper sample. 

Attributes were then drawn out of this example. These data support the 

inclusion of disease preventive behaviors within the same conceptual 

framework as health promoting behaviors. 

Example: 

A particular Mexican migrant family values health largely 

because good health means that they will be able to work and 

participate fully in life. They keep a clean house and try always to 

prepare good foods in a clean way. This family knows that 

exercising and being fit are important for good health. They know 

that moderation in alcohol consumption and not smoking are 

important, too. They believe that adequate housing to protect them 

from the cold and clean water are necessary for health, as are going 

to the doctor for check-ups and learning about health. 
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Attributes of health promotion which may be drawn from this 

example include: possessing a concept of health or well-being; valuing 

the health or well-being; having a concept of what constitutes health 

promoting/disease preventive behaviors; and a teaching-learning 

component. This behavior requires the needed resources and ability to 

perform the behaviors. These attributes have been inductively derived 

from the data, and form a framework which may or may not be manifest 

in similar situations in other groups of persons. These data refute the 

findings of O’Brien (1982), who stated that “no preventive and long-term 

health care planning was observed” (p. 21). This could be a function of 

temporality, as the gospel of prevention/promotion has truly spread by 

1997. 

The data derived from this sample further support the findings of 

Weinert and Long (1991), wherein rural peoples related health to the 

ability to work. Thought of in this manner, health can also be viewed as 

the foundation for achievement, as written by Seedhouse (1986). The 

data also reflect health as the absence of disease, as well as the broader 

view of health, which includes wellness and mental health. 

In summary, the results of the data analysis show that there is an 

operative concept of health which varies to the individual, but generally 

fits within previously noted frameworks. The data show that health is a 
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valued state, and that there is a working idea of what constitutes health 

promoting factors, including a health promoting environment, healthy 

food, cleanliness, exercise, seeking information and preventive 

healthcare. Within the subjects’ scope of knowledge, resources, and 

mitigating personal factors, health promoting behaviors are utilized by 

this sample population. 

Limitations 

Limitations of this paper must be considered when considering the 

results. Limitations included: 1) language and translation difficulties, 2) 

paper design, 3) small sample size, 4) limited data. Although language 

was somewhat of a barrier, especially as concerns cultural meanings of 

directly translated words, these are the same barriers faced every day by 

providers, even native Spanish speakers, facing different dialects. The 

author also believes that an ethnographic approach including participant 

observation would have yielded more complete data. The design of the 

interview guide proved to be far more complicated than initially 

anticipated. Questions may have contained bias, and some were not well 

understood by the subjects. This last fact may have contributed to the 

relatively short responses to the questions by the subjects. It is unclear 

whether a larger sample would have affected the findings. 
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Implications and Recommendations 

According to Morse and Field (1995), meanings are verbal 

productions that direct actions. The actions and activities of concern are 

health promoting activities or behaviors. Thus, discovering the meanings 

associated with health promotion also yields important information 

regarding behaviors in this population. Health is clearly valued, and 

there is a working knowledge of what it takes to be healthy. Continuous 

teaching is necessary and desired. Understanding cultural meanings is 

key to the teaching process. Simple translation is not enough. 

Understanding what is valued by a certain individual or population, and 

holding these values in esteem is also sensed and invaluable. 

Health, to this population, is largely tied to the ability to work, as 

found in other rural populations. This view often proves problematic to 

the provider who is attempting to impress upon a client the importance, 

and potential danger of a chronic disease process which has no 

immediate outward manifestations or disability. Diabetes and 

hypertension are prime examples of this type of illness, and the outcome 

is hugely impacted by lifestyle modification. Linking these diseases to 

disability, or to inability to care for the family may have an impact on the 

patient. O’ Brien (1982) suggested designing treatment plans with a 
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mind to minimal interference of work and family responsibility. The 

author recognizes the fact that there are no simple answers. 

Having the resources, both tangible and non-tangible, is also key 

to health promotion. The majority of subjects in this paper saw no 

barriers to health, but this may not be a representative sample. These 

subjects all had access to primary, preventive health care in the form of 

migrant health services. Lack of these services may be a barrier to other 

migrant and seasonal agricultural workers. As mentioned in the 

interviews, environmental health - lack of adequate housing, sanitary 

facilities and clean water - may impact this population. Lead poisoning 

in children and herbicide/pesticide toxicity are of particular concern, 

although there are now programs in place to reduce these risks. Good 

nutrition remains a challenge, although the Women Infants and Children 

and federal food stamp programs help. Lack of education has been 

shown to have a negative impact on health. The message and 

recommendation here is that nurses must continue to work on a social 

front for education, adequate and safe housing, access to healthcare, 

clean water, and many other issues which impact health. Clinical work; 

while important, is not enough. 

In order to complete the concept development as decribed by Morse 

(1995) further research needs be done to verify the attributes of health 
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promotion and to identify manifestations of the concept. This involves 

collecting other qualitative data bases, applying the “rules of relation” to 

search for characteristics in those data sets, and comparing the rules of 

relation between data sets for variation. 

More clinically relevant research is needed to ground nursing 

practice to the beliefs and perceptions of the populations we serve if we 

are to provide relevant care. There are many conceptual issues within in 

nursing which need development or clarification. The United States has 

always been home to many diverse cultures and sub-cultures, but as we 

become an increasingly diverse nation the need for clear meanings will 

become magnified. Qualitative research provides appropriate methods 

for discovering meanings and perceptions in various populations. 

Ethnographic and phenomenological methodology may yield fuller data 

than the simple semi-structured interview approach used for this paper, 

and this author recommends their consideration for further research in 

this vein. 
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a result of its use. 
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OTTAW A ( IIARIRR TOR UFAL I H PRO^IOTIOA 
The first International Conference on Health Promotion, meeting in Ottawa this 21st 
day of November 1986. hereby presents this CHARTER for action to achieve Health 
tor All by the year 2000 and beyond. 

This conference was primarily a response to growing expectations for a new public 
health movement around the world. Discussions focused on the needs in 
industrialized countries, but took into account similar concerns in all other regions. It 
built on the progress made through the Declaration on Primary Health Care at 
Alma-Ata. the World Health Organization's Targets for Health for All document, and 
the recent debate at the World Health Assembly on intersectoral action for health. 

Health Promotion 
Health promotion is the process of enabling people to increase control over, and to 
improve, their health. To reach a state of complete physical, mental and social 
well-being, an individual or group must be able to identify and to realize aspirations, 
to satisfy needs, and to change or cope with the environment. Health is, therefore, 
seen as a resource for everyday life, not the objective of living. Health is a positive 
concept emphasizing social and personal resources, as well as physical capacities. 
Therefore, health promotion is not just the responsibility of the health sector, but goes 
beyond healthy life-styles to well-being. 

Prerequisites for Health 
The fundamental conditions and resources for health are: 

• peace, 
• shelter, 
• education, 
• food, 
• income, 
• a stable eco-system, 
• sustainable resources, 
• social justice, and equity. 

Improvement in health requires a secure foundation in these basic prerequisites. 

Advocate 
Good health is a major resource for social, economic and personal development and an important 
dimension of quality of life. Political, economic, social, cultural, environmental, behavioural and biological 
factors can all favour health or be harmful to it. Health promotion action aims at making these conditions 
favourable through advocacy for health. 

Enable 
Health promotion focuses on achieving equity in health. Health promotion action aims at reducing 
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differences in current health status and ensuring equal opportunities and resources to enable all people to 
achieve their fullest health potential. This includes a secure foundation in a supponive environment, access 
to information, life skills and oppormnities for making healthy choices. People cannot achieve their fullest. . 
health potential unless they are able to take control of those things which determine their health. This must 
apply equally to women and men. 

Mediate 
The prerequisites and prospects for health cannot be ensured by the health sector alone. More importantly, 
health promotion demands coordinated action by all concerned: by governments, by health and other social 
and economic sectors, by nongovernmental and voluntary organization, by local authorities, by industry 
and by die media. People in all walks of life are involved as individuals, families and communities. 
Professional and social groups and health personnel have a major responsibility to mediate between 
differing interests in society tor the pursuit of health 

Health promotion strategies and programmes should be adapted to the local needs and possibilities of 
individual countries and regions to take into account differing social, cultural and economic systems. 

Health Promotion Action Means: 

Build Healthy Public Policy 
Health promotion goes beyond health care. It puts health on the agenda of policy makers in all 
sectors and at all levels, directing them to be aware of the health consequences of their 
decisions and to accept their responsibilities for health. 

Health promotion policy combines diverse but complementary approaches including 
legislation, fiscal measures, taxation and organizational change. It is coordinated action that 
leads to health, income and social policies that foster greater equity. Joint action contributes to 
ensuring safer and healthier goods and services, healthier public services, and cleaner, more 
enjoyable environments. 

Health promotion policy requires the identification of obstacles to the adoption of healthy 
public policies in non-health sectors, and ways of removing them. The aim must be to make 
the healthier choice the easier choice for policy makers as well. 

Create Supportive Environments 
Our societies are complex and interrelated. Health cannot be separated from other goals. The 
inextricable links between people and their environment constitutes the basis for a 
socio-ecological approach to health. The overall guiding principle for the world, nations, 
regions and communities alike, is the need to encourage reciprocal maintenance - to take care 
of each other, our communities and our natural environment. The conservation of natural 
resources throughout the world should be emphasized as a global responsibility. 

Changing patterns of life, work and leisure have a significant impact on health. Work and 
leisure should be a source of health for people. The way society organizes work should help 
create a healthy society. Health promotion generates living and working conditions that are 
safe, stimulating, satisfying and enjoyable. 

Systematic assessment of the health impact of a rapidly changing environment - particularly in 
areas of technology, work, energy production and urbanization - is essential and must be 
followed by action to ensure positive benefit to the health of the public. The protection ot the 
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natural and built environments and the conservation of natural resources must be addressed in 
any health promotion strategy. 

Strengthen Community Actions 
Health promotion works through concrete and effective community action in setting priorities, 
making decisions, planning strategies and implementing them to achieve better health. At the 
heart of this process is the empowerment of communities - their ownership and control of their 
own endeavours and destinies. 

Community development draws on existing human and material resources in the community 
to enhance self-help and social support, and to develop flexible systems for strengthening 
public participation in and direction of health matters. This requires full and continuous access 
to information, learning oppormnities for health, as well as funding support. 

Develop Personal Skills 
Health promotion supports personal and social development through providing information, 
education for health, and enhancing life skills. By so doing, it increases the options available 
to people to exercise more control over their own health and over their environments, and to 
make choices conducive to health. 

Enabling people to learn, throughout life, to prepare themselves for all of its stages and to cope 
with chronic illness and injuries is essential. This has to be facilitated in school, home, work 
and community settings. Action is required through educational, professional, commercial and 
voluntary bodies, and within the institutions themselves. 

Reoriant Health Services 
The responsibility for health promotion in health services is shared among individuals, 
community groups, health professionals, health service institutions and governments. They 
must work together towards a health care system which contributes to the pursuit of health. 

The role of the health sector must move increasingly in a health promotion direction, beyond 
its responsibility for providing clinical and curative services. Health services need to embrace 
an expanded mandate which is sensitive and respects cultural needs. This mandate should 
support the needs of individuals and communities for a healthier life, and open channels 
between the health sector and broader social, political, economic and physical environmental 
components. 

Reorienting health services also requires stronger attention to health research as well as 
changes in professional education and training. This must lead to a change of attitude and 
organization of health services which refocuses on the total needs of the individual as a whole 
person. 

\ • • 

Moving into the Future 
Health is created and lived by people within the settings of their everyday life; where they 
learn, work, play and love. Health is created by caring for oneself and others, by being able to 
take decisions and have control over one's life circumstances, and by ensuring that the society 
one lives in creates conditions that allow the attainment of health by all its members. 

Caring, holism and ecology are essential issues in developing strategies for health promotion. 
Therefore, those involved should take as a guiding principle that, in each phase of planning, 
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implementation and evaluation of health promotion activities, women and men should become 
equal partners. 

Commitment to Health Promotion 
The participants in this Conference pledge: 

• to move into the arena of healthy public policy, and to advocate a clear political 
commitment to health and equity in all sectors; 

• to counteract the pressures towards harmful products, resource depletion, unhealthy 
living conditions and environments, and bad nutrition: and to focus attention on public 
health issues such as pollution, occupational hazards, housing and settlements; 

• to respond to the health gap within and between societies, and to tackle the inequities in 
health produced by the rules and practices of these societies: 

• to acknowledge people as the main health resource: to support and enable them to keep 
themselves, their families and friends healthy through financial and other means, and to 
accept the community as the essential voice in matters of its health, living conditions 
and well-being; 

• to reorient health services and their resources towards the promotion of health; and to 
share power with other sectors, other disciplines and, most importantly, with people 
themselves; 

• to recognize health and its maintenance as a major social investment and challenge; and 
to address the overall ecological issue of our ways of living. 

The Conference urges all concerned to join them in their commitment to a strong public health 
alliance. 

Call for International Action 
The Conference calls on the World Health Organization and other international organizations to advocate 
the promotion of health in all appropriate forums and to support countries in setting up strategies and 
programmes for health promotion. 

The Conference is firmly convinced that if people in all walks of life, nongovernmental and voluntary 
organizations, governments, the World Health Organization and all other bodies concerned join forces in 
introducing strategies for health promotion, in line with the moral and social values that form the basis of 
this CHARTER, Health For All by the year 2000 will become a reality. 

CHARTER ADOPTED AT AN INTERNATIONAL CONFERENCE ON HEALTH PROMOTION* 
The move towards a new public health 
November 17-21. 1986 Ottawa, Ontario, Canada 

* Co-sponsored by the Canadian Public Health Association,Health and Welfare Canada, and the World Health Organization 

(PWHO/OMS. 1998 i Acknowledgements 
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INTERVIEW GUIDE 

Spanish Version 
r 

Questions: 

1) Que significa para usted la palabra “salud”? 

2) Que significa para usted “promotion de la salud* (desarollo de la 

salud)? 

3) Que hace usted para no enfermarse? 

4) Existen cosas que hace para mantenerse con salud (promover la 

salud), sin tratar especificamente de evitar una enfermedad? 

5) Que parte de su vida le impide que sea mas saludable? 

6) Que tan importante es estar “mas saludable” contrario a 

simplemente “no estar enfermo”, para usted? 


