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[Source: Dahlgren & Whitehead, 1991]
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Vibrant and Just Society
Supportive social networks and
cultural values

Sound education and high
literacy rates

Flourishing Environment
Healthy ecosystems Quality of Life
Supportive built environments

Healthy Strong Public
Environments Health Capacity

Prosperous Economy

Reduced impact of disease and injury

Increased emergency preparedness and response
Reduced pressure on the health care system
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promotion and sustainable development)
%%%@@ﬁ?%i%ﬂ?~%%iéxﬁ1@£~&ﬁ
i~ FHF R P ARM Y pEE A
BE af g > M(security) ~ 7 ERBE T 3;%«
(availability) ~ ¥ 17 {4 (accessibility) £ 1 * (utilization) o ¥ 3+
BXAAZ I GRTAA B ZFHOE2HEZTFH
Bz Az - e LNt G424 A TR 2 AT R
A AET R LAY ERGIEP BT T LB
ﬁ%’iﬁ%%i%%l%ﬁﬁi%éﬁwgw749‘
- AHINBFRRLE 52 A ER i{r—g)ilziiﬁ}lb
feRzZo A A R (XF AR BB

N

F_&
£
g
A
I



B2 ForFenEE ALY 1 HEY
Pof r T3 F chE L L & &
GH 2 GRS A {354

3 € 315 { A4 (more sustainable)
g =T en(more equitable) & 3 % s F_ o X
ARG R R BEEAE R A 6 B A ke FERz 2
PeE o

i+ & (healthier) £

1o2h —

A & pi o

pe j_‘

(-ed

B A AT R IR
-5 ,q;f\J I% bk" rﬁig_—\? i ]

#B‘F&@L: Z\—F"fi‘—"_rg]:

J}/I/

(Source: Northeast Network for Food, Farm and Health Policy Education)

Bio-Physical Environment

Air Land Energy Water
- Quality - Erosion - Renewable - Quality
- Ozone Depletion - Compaction - Non-renewable - Quantity
- Global Warming - Depletion
Agri/Aqua Food Food Transpor- Wholesale Retail Household
Culture Production  Processing  tation and Brokers Markets Consump-
Distribution tion

Inputs Field Crops
- Seeds Restaurants
- Feed Horticul- Manu- Rail
- Chemi- tural Crops  facturing Air

cals and Water
- Equip- Animals Packaging Roads Institutional

ment Food

Seafood Service
Resources Wastes

Political-Economic Environment

Capital, Government Reqgulation, Taxation,

Markets
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1.2% (Justice) 2% > (Security): a4 Z ik ~ X F L%
2 A+ AT FF 0 R FlAeT
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> 1+ (food security) : % iF & 40 (1 ¥ 371
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Lk R RN T 5o
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4 )i ﬂ
3.2 f2(Mediate): Z R e F) T EF ~ 4Lt 8 52 ph A X
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W WP AT
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T~ ARt € (A Sustainable Conference) 2. 33| £ 4% &

AERAE AR R & AN $ E (Health and sustainable
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Opening plenary: Inspiring insights into health and sustainable
development

11.07.2010 (Sunday, 16:00-18:00)

Co-chairs:

« Mr. Joachim Eder, President of the Foundation Council, Health
Promotion Switzerland
See the Webcast

« Prof. Vivian Lin, La Troube University; Chair, Global Scientific
Committee Geneva 2010; IUHPE Vice President for Scientific
Affairs
See the Webcast

Coordinator:

« Dr. Ursel Broesskamp-Stone, Head, International Affairs/ Senior
Advisor Policy, Health Promotion Switzerland; Vice-Chair, Global
Scientific Committee; IUHPE Vice-President for Europe

Welcome Addresses:

« Mr. Pascal Strupler, Director, Swiss Federal Office of Public
Health (MoH), Switzerland
See the Webcast

« Prof. David McQueen, President IUHPE
See the Webcast

Key welcome speeches addressing the conference theme:

« Dr. Zsuzsanna Jakab, Regional Director Europe, World Health
Organization (WHO-Euro)

See the Webcast

« Mr. Michael Hubel, Health and Consumer Affairs, European
Commission on behalf of Paola Testori-Coggi, Director General
See the Webcast

Key panel discussion (20-30min) with the speakers above: Dr.

Zsuzsanna Jakab, WHO-Euro; Mr. Pascal Strupler, MoH Switzerland; Mr.
Michael Hibel, DG Sanco, European Commission.

Moderator: Prof. David McQueen, President IUHPE

See the Webcast

Technical keynote speeches:




« Dr. Sarah Cook, Director, United Nations Research Institute for
Social Development, UK
See the Webcast

« Prof. Paul Hunt, University Essex, UN Special Rapporteur on the
Right to Health (2002-2008), New Zealand
See the Webcast

1st plenary: Territorial change and urbanisation
12.07.2010 (Monday, 09:30-11:00)
Short presentation by Michael Sparks: "World conference and
Sustainability"
See the Webcast
Co-Chairs:
« Dr. Wilfred Kreisel, Former Director WHO Centre for Health
Development, Kobe, Japan
See the Webcast
« Mr. Andrew Kiyu, Consultant epidemiologist, Sarawak Health
Department, Sarawak, Malaysia
Keynote speakers:
« Prof. David Satterthwaite, International Institute for Environment
and Development, London, UK
See the Webcast
« Dr. Enrique Llorca Ibafez, President of the Spanish Healthy Cities
Network, Mayor of Sant Andreu de la Barca, Spain
See the Webcast
« Ma. Maria Lourdes C. Fernando, Mayor Marikina City, Philippines
See the Webcast

2nd plenary: Social and cultural change

13.07.2010 (Tuesday, 09:00-10:30)

Short presentation by Andy Biedermann: "Sustainability Tools at the

World Conference"

See the Webcast

Co-Chairs:

o Prof. Dr. Thomas Abel, Chair of the Swiss Scientific Committee,

University of Bern, Institute of Social and Preventive Medicine,
Bern, Switzerland
See the Webcast




« Prof. Katherine Frohlich, Department of Social and Preventive
Medicine, University of Montreal, Montréal, Canada
See the Webcast

Keynote speakers:

« Dr. Mirai Chatterjee, Self Employed Women’s Association, India
See the Webcast

« Prof. Maria De Koninck, Department of Social and Preventive
Medicine, University Laval, Québec, Canada
See the Webcast

« Ms. Molly Melching, Founder and Executive Director of Tostan,
Senegal/France/USA
See the Webcast

3rd plenary: Environmental change (healthy3)

14.07.2010 (Wednesday, 09:00-10:30)

Short presentation by Ursel Broesskamp: "Travel and communication”

See the Webcast

Co-Chairs:

. Dr. Krissada Raungarreerat, Chief Executive Officer, Thai
Health Promotion Foundation, Bangkok, Thailand
« Dr. Thomas Mattig, Director Health Promotion Switzerland, Bern,

Switzerland
See the Webcast

9:00-9:20:

Keynote speaker: Prof. Rajendra Pachauri, Chairman, Intergovernmental

Panel on Climate Change (IPCC), India

See the Webcast

9:20-9:30:

Introduction of the White Paper “The Food System: a Prism of Present

and Future Challenges for Health Promotion and Sustainable

Development” (PDF, 1.92 MB)

Key Speaker: Prof. llona Kickbusch, Lead Author of the White Paper;

Kickbusch Health Consult, Director Global Health Programme, Graduate

Institute of International and Development Studies, Geneva, Switzerland

See the Webcast

9:30-10:30: Panel discussion on White Paper by the Platform for

Opinion Leaders (POL):

See the Webcast




Prof. Rajendra Pachauri, Chairman, Intergovernmental Panel on
Climate Change (IPCC), India

Dr. Mary Amuyunzu-Nyamongo, Executive Director &
co-founder of the African Institute for Health and Development
(AIHD), Nairobi, Kenya

Dr. Hans Rudolf Herren, Founder and Director of Biovision,
Winner of the World Food Prize in 1995, President of the
Millennium Institute, Switzerland

Dr. Mihaly Kékeny, Former Minister of Health, Hungary

Dr. Olivier Raynaud, Senior Director, Global Health and
Healthcare Sector, World Economic Forum, Geneva, Switzerland
Moderator: Dr. Thomas Streiff, CEO, The Sustainability Forum,
ZUrich, Switzerland

4th plenary: Economic Change and Global Challenges

15.07.2010 (Thursday, 14:00-15:30)

Short presentation by Mark Dooris: “Can IUHPE become a sustainable
organisation?”

See the Webcast

Co-Chairs:

Dr. Gordon Alexander, Senior Policy Advisor in UNICEF’s
Regional Office, Central and Eastern Europe and the
Commonwealth of Independent States, Geneva, Switzerland

Prof. Lyuba Zarsky, Associate Professor in the International
Environmental Policy Program of the Monterey Institute of
International Studies, Senior Research Fellow with the Global
Development and Environment Institute (Boston), International
Research Fellow at the International Institute for Environment and
Development (London)

Keynote speakers:

New President, IUHPE (to be determined upon elections)

Dr. Ala Alwan, Assistant Director-General - Noncommunicable
Diseases and Mental Health, World Health Organization

See the Webcast

Prof. Walden Bello, Member of Parliament, Philippines & Senior
Analyst of Focus on the Global South

See the Webcast




« Ms. Sarah Schulman, PhD Student, University of Oxford,;
InWithFor, Australia
See the Webcast
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When your blood sugar

is low and the craving for
a chocolate bar is starting
to take control then we
have a solution for you:
healthy snacks From nearby
producers. Please help
yourself!

P.5. Will the gentleman
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please contact the chairman
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CompHP

DEVELOPING COMPETENCIES AND
PROFESSIONALSTANDARDS FOR HEALTH
PROMOTION CAPACITYBUILDINGIN EUROPE

CompHP Core Competencies for Health Promotion Draft 3

Introduction

This document presents a set of core competencies for health promotion practitioners in
Europe. The core competencies are being developed as part of a European wide project on
‘Developing Competencies and Professional Standards for Heath Promotion Capacity
Building in Europe’ (CompHP) *, which is funded by the European Agency for Health and
Consumers. The CompHP project builds on a Europe-wide scoping study (1) and afeasibility
study (2) on implementing a competency-based accreditation system, undertaken on behalf of
the IUHPE European Regional Committee. The project ams to develop, test and refine the
implementation of a framework for competency-based standards and accreditation for health
promotion in Europe. The project uses a consensus building process based on consultation
with practitioners, policymakers and education providers across Europe. This document
concerns specifically the development of the competency framework as part of the overal

CompHP project.

The competency framework is informed by a review of competency developments in health
promotion and related fields in Europe and internationally. The core competencies for health
promotion are being devel oped using the following processes:

e Review of the international and European literature, including existing competency
frameworks, both published and unpublished (Dempsey, Barry and Battell-Kirk,
2010)

e Review of the draft framework by CompHP project partners and International Expert
Advisory Group?

e Delphi survey with health promotion experts from across Europe to consider the draft
framework and reach consensus on the competencies. Experts are identified from a
formal stakeholder analysis using agreed criteria®

! see CompHP Website at http://www.iuhpe.org/?page=614& lang=en
2 List International Expert Advisory Group Available on CompHP website

% The criteriafor inclusion in the sample are 6 representatives from each country, 2 each from the areas of practice, policy and
academia based on, in order of priority: national role in health promotion, experience in health promotion, experience in the
competency approach.



e Focus groups with health promotion experts and other key stakeholders from across
Europe

e Consultation with practitioners, academics and policy makers in health promotion
through an online consultation process

e Feedback on the development process from the CompHP partners and the

International Expert Advisory Group
The final framework will, therefore, be the result of an extensive consultation and consensus
building process with input from international experts and health promotion specialists from

across Europe.

CoreValuesand Principles Under pinning the CompHP Competency Framewor k

The competencies are based on the core concepts and principles of heath promotion as
outlined in the Ottawa Charter (4) and successive WHO charters and declarations on health
promotion (5-10). Health promotion is, therefore, understood to be ‘the process of enabling
people to increase control over, and to improve, their hedth’ (4). The Ottawa Charter
embraces a positive definition of health as being, ‘a state of complete physical, social and
mental well-being, and not merely the absence of disease or infirmity’. Hedth is
conceptualised as a resource for everyday life, emphasising social and personal resources, as
well as physical capacities. Health promotion is viewed as not only the responsibility of the
health sector, but goes beyond healthy lifestyles to well-being. Health promotion, therefore,
is a comprehensive social and political process which not only embraces action directed at
strengthening the skills and capabilities of individuals, but aso action directed toward
changing social, environmental and economic conditions so as to aleviate their impact on
public and individual health (11). Within this set of competencies, health promotion actions
are understood to be programmes, policies and other organised interventions that are
empowering, participatory, holistic, intersectoral, equitable, sustainable and multi-strategy in
nature (12).

The competencies are underpinned by an understanding that health promotion has been
shown to be an ethical, principled, effective and evidence-based discipline (13, 14) and by
the knowledge that there are well-developed theories, strategies, evidence and values that

collectively congtitute a guide to good practice in health promotion (15).




Health promotion is guided by a set of core values and principles (3) including:

e asocia-ecologic model of health that takes into account the cultural, economic, and
social determinants of health

e acommitment to equity, civil society and social justice

e arespect for, and sensitivity to, cultural diversity

e adedication to sustainable development

e a participatory approach to engaging the population in identifying needs, setting
priorities, planning, implementing and evauating the practical and feasible health

promotion solutions to address needs

Core Competenciesfor Health Promotion Practitioners

The CompHP core competencies are mainly for use by health promotion practitioners whose
prime role and function is health promotion and who have a graduate or post graduate
qualification in health promotion or a related discipline*. The framework may also be useful
to those working in other professiona areas, e.g. community health, whose role may include
health promotion. It is envisioned that the core competencies, could in the future, form the
basis for developing more advanced competencies for practitioners working in more senior
management positions in heath promotion and could also be adapted to identify more
specialised competencies for health promoters working in more specialised roles. It is
recognised that job titles and academic course titles may not always include the term ‘health
promotion’, given the wide range of contexts and systems within which health promotion is
practiced across Europe. However, this framework is designed to be relevant to all
practitioners whose main role reflects the Ottawa Charter (4) definition of what constitutes
health promotion and which endorses the ethical principles of empowerment, equity and

accountability.

A health promotion practitioner for the purpose of this document, is defined as a person who
works to promote health and reduce hedth inequities through the actions defined by the
Ottawa Charter (4):

e building healthy public policy

* For example, public health, social sciencesincluding psychology, epidemiology, sociology, education, communication, environmental
health, community, urban or rural development, political science. Thisisnot an exclusive list as other academic qualifications may also be
deemed as appropriate in given situations.



creating supportive environments

strengthening community action

developing personal skills

reorienting health services

Despite this broad definition it is recognised that the particular combination of knowledge
and skills required to ensure quality health promotion practice need specific education and /or
training in heath promotion and ongoing professional development to maintain levels of
knowledge.

Defining Core Competencies

There is no agreed definition of competencies despite the fact that the competency approach
has been widely used in the health and other fields for over 20 years. The definition of
competencies used in this framework is. ‘a combination of attributes such as knowledge,
abilities, skills and attitudes which enable an individual to perform a set of tasks to an
appropriate standard’ (16). Core competencies are understood to be the minimum set of
competencies that constitute a common baseline for all health promotion roles, that is ‘they
are what all health promotion practitioners are expected to be capable of doing to work

efficiently, effectively and appropriately in thefield’ (17).

Uses of Core Competencies for Health Promotion
Health promotion core competencies can be used for arange of purposes including:
e Ensuring that there are clear guidelines for the knowledge, skills, attitudes and values
needed to practice effectively and ethically
¢ Forming the basis for accountable practice and quality assurance
¢ Assisting employers and managers to gain a better understanding of health promotion
rolesin individual workplaces and develop appropriate job descriptions
e Assisting in career planning and identifying professiona development and training
needs
e Facilitating movement across roles, organisations, regions and countries through the
use of shared understandings, qualifications and, where appropriate, accreditation

systems based on the competencies



e Informing education, training and qualification frameworks to ensure that they are
relevant to practice and workplace needs
e Promoting better communication and team work in multidisciplinary and
multisectoral settings by providing a common language and shared understanding of
the key concepts and practices used in health promotion
e Contributing to greater recognition and validation of health promotion and the work
done by health promotion practitioners
The CompHP competencies include all the key elements agreed to be core to heath
promotion practice in any setting. It is recognised that those using the competencies may
wish to identify different levels of expertise for each of the competencies statements or
emphasise some competencies to a greater degree than others. However, as these are core
competencies, all domains should be addressed to some degree if they are to be used as the
basis for consistent, quality practice which can be recognised internationaly and, if so
desired, be accredited though a pan-European accreditation system. The core competencies
described here, should be subjected to a regular review process and updated in response to

changes in contemporary practice.

CompHP Core Competency Domains and Statements

The selection of the CompHP core competencies is based on areview of the international and
European literature, in particular the domains of core competencies outlined in the Galway
Consensus Statement (3), together with the modifications to the statement suggested in a
global consultation process, and the core competencies for health promotion developed in
Australia (17), Canada (18), New Zedand (19) and the UK (20).

For the purposes of this document the term *health promotion actions’ is used throughout to

indicate programmes, policies and other organised health promotion interventions.

The ten domains of core competencies for health promotion practitioners, as illustrated in
Figurel, are:

1. Knowledge

2. Enable Change

3. Advocacy

4. Mediate through Partnership

5. Communication



6. Leadership

7. Needs Assessment
8. Planning

9. Implementation

10. Evaluation and Resear ch

Figure 1: Illustration of CompHP Competency Domains

Advocate

Health
Promotion
Knowledee

Enable

Mediate




1. Knowledge

Demonstrate understanding of, and the ability to apply in practice, the theory, research,
values and multidisciplinary knowledge base of health promotion which underpins the
competencies including:

1.1 The history and development of health promotion internationally, including the Ottawa
Charter (WHO, 1986) and successive charters and declarations

1.2 The core concepts and principles of health promotion and their application in practice

1.3 The concepts of equity and social justice, their impact on health status and rel evance for
health promotion

1.4 The theories and research underpinning health promotion and their application in practice
1.5 The socio-ecological model of health (social, environmental, behavioural and biological
determinants) as the basis for health promotion and its implications for practice

1.6 Theimpact of local, national, regional and international health systems, policies and
priorities and their relevance for health promotion actions

1.7 Theimplications of socia and cultural diversity in all aspects of health promotion

2. Enable Change

Enable individuals, communities and organisations to improve health and reduce health
inequities through undertaking a variety of health promotion actions:

2.1 Work across sectors to ensure that al health, economic and social policies lead to
improved health and reduced health inequities

2.2 Use a range of approaches such as the settings-based approach to create environments
which support health

2.3 Facilitate community participation and ownership in health promotion actions through
community development processes and building capacity within communities

2.4 Facilitate the development of personal skills to maintain and improve health using
empowerment strategies

2.5 Work in collaboration with key stakeholders to reorient health services towards health

promotion



3. Advocacy

Advocate with, and on behalf, of individuals, communities and organisations to improve
health and well-being and build capacity for undertaking health promotion actions:

3.1 Use a range of advocacy strategies and techniques which reflect health promotion
principles

3.2 Identify and create opportunities for advocacy on health promotion actions

3.3 Facilitate communities and groups to articulate their experiences of health needs and to
identify capacities for health promotion action

3.4 Raise awareness and influence public opinion on health issues by identifying and
accessing relevant media and disseminating a range of resources and information

3.5 Engage with key decision-makers (including local authority, government agencies and
officials, community leaders and non-governmental organisations) to advocate for health
promation action

3.6 Participate in lobbying processes for heath promotion including making oral and written
submissions, preparing and circulating petitions and position papers

3.7 Advocate for the development of policies, guidelines and procedures which impact
positively on health and reduce health inequities

4. Mediate through Partnership

Mediate and work collaboratively across disciplines, sectors, and partners to enhance the
impact and sustainability of health promotion actions:

4.1 Identify and engage partners from different sectors who have the potential to actively
contribute to the development and implementation of health promotion actions

4.2 Facilitate intersectoral collaboration by mediating between different sectoral interests

4.3 Establish and manage effective partnership working with key stakeholders, including
statutory bodies, community groups and voluntary/non-governmental organisations

4.4 Sustain local, regional and national coalitions and networks for health promotion action
4.5 Monitor and review partnership working in terms of impact, outcome and adherence to

health promotion principles



5. Communication

Communicate health promotion actions effectively using appropriate methods for diverse
audiences:

5.1 Use a range of skills including written, verbal, non-verbal and listening skills
communicate effectively with individuals, groups, communities and organisations on health
promotion actions

5.2 Develop written, oral and electronic communication (including reports, presentations and
focused messages) that are adapted to specific contexts

5.3 Use the media and current information technologies to receive and disseminate
information

5.4 Use effective and culturally appropriate communication methods and techniques for
specific groups and contexts

5.5 Use interpersonal communication and groupwork skills to facilitate individuals, groups,
communities and organisations to develop personal skills and community action to improve
health and reduce health inequities

6. Leadership

Contribute to the development of a shared vision and strategic direction for health promotion
actions:

6.1 Use democratic and empowerment leadership skills including active listening,
negotiation, team work, motivation, conflict resolution, decision-making, facilitation and
problem-solving skills

6.2 Network with and motivate key stakeholders in relevant organisations, including one's
own, in leading change to promote health.

6.3 Reflect on learning and achievement needs at individual and organisational levelsto build
health promotion capacity

6.4 Incorporate new knowledge and ideas to improve practice and respond to emerging
challengesin health promotion

6.5 Mobilise and manage resources for health promotion actions



7. Assessment

Conduct assessment of needs and assets in settings and systems that lead to the identification
and analysis of the political, economic, social, cultural, environmental, behavioural and
biological determinants that promote or compromise health:

7.1 ldentify priorities for health promotion actions in consultation and partnership with key
stakeholders, using available evidence and health promotion principles

7.2 Collect, review and critically appraise relevant data, information and literature

7.3 Use a variety of assessment techniques including quantitative and qualitative research
methods

7.4 Engage stakeholders in the assessment process

7.5 Use culturally appropriate assessment approaches

7.6 ldentify existing assets and resources in individuals, organisations and communities

7.7 Identify political, economic, social, cultural, environmental, behavioural and biological
determinants which impact on health

7.8 ldentify the key drivers for and barriers to health promotion action

8. Planning

Develop measurable health promotion goals and objectives in response to assessment of
needs and assets and identify strategies that are based on knowledge derived from theory,
evidence, practice and consultation with stakeholders:

8.1 Use a systematic approach to health promotion action planning

8.2 Develop and communicate appropriate, realistic and measurable goals and objectives

8.3 Identify an appropriate mix of strategies to achieve objectives

8.4 Identify and secure resources (skills, personnel, partner contributions, finance, materials,
training and support) for sustainable health promotion action

8.5 Develop afeasible action plan within resource constraints and with reference to existing
needs and assets

8.6 Mobilise, support and engage the participation of key stakeholders

9. Implementation
Implement effective and efficient, culturally sensitive, and ethical health promotion strategies
to ensure the greatest possible improvements in health, including management of human and
material resources:

9.1 Use culturally relevant and appropriate health promotion implementation approaches
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9.2 Use ethical, empowering and participatory processes appropriate to specific contexts

9.3 Develop, pilot and use appropriate programme resources and materials

9.4 Monitor the quality of implementation of programmes in relation to agreed goals and
objectives

9.5 Use process evaluation feedback to maintain and improve effective implementation

9.6 Manage the resources needed for effective implementation

9.7 Facilitate programme sustainability and stakeholder ownership through ongoing
consultation and collaboration

10. Evaluation and Research

Determine the reach, effectiveness and impact of health promotion actions. This includes
utilising appropriate evaluation and research methods to support programme improvements,
sustainability and dissemination:

10.1 Integrate evaluation into the planning and implementation of al health promotion
actions

10.2 Use appropriate health promotion evaluation and monitoring methods and tools in
partnership with stakeholders to record process, impact and outcome eval uation

10.3 Use eva uation findings to refine and improve health promotion actions

10.4 Use research and evidence-based strategies to inform practice

10.5 Contribute to the planning, conducting and writing of evaluation initiatives

11



Glossary

In addition to the terms defined in this glossary, the project uses the definitions from the
World  Health  Organisation's (WHO) Glossary of Health  Promotion
(http: //Mmwww.who.int/hpr/NPH/docs/hp_glossary _en.pdf) and in the update
(http://heapro.oxfordjournals.org/cgi/reprint/dal033v1.pdf) The wording in some of the
definitions has been dlightly changed from the original reference to make them more directly
relevant to the CompHP Project

Capacity Building: an approach to the development of sustainable skills, organisational
structures, resources and commitment to health improvement in health and other sectors. (21)

Competencies: a combination of attributes such as knowledge, abilities, skills and attitudes
which enable an individual to perform a set of tasks to an appropriate standard. (16)

Competencies as described in health promotion literature:
e Refer not only to the knowledge, but also to the skills and attitudes needed to produce
a performance
e Focus on doing and acting so that a competent person not only knows something, but
also knows how to do something with what they know
e Have to do with the capacity to face new contexts and respond to new challenges.
(22)

Consensus. means overwhelming agreement. It is important that consensus be the product of
a good-faith effort to meet the interests of all stakeholders. The key indicator of whether or
not a consensus has been reached is that everyone agrees they can live with the final proposal
after every effort has been made to meet any outstanding interests. Most consensus processes
seek unanimity, but settle for overwhelming agreement that goes as far as possible toward
meeting the interests of all stakeholders. It is absolutely crucia that this definition of success
be clear at the outset of the process. (23)

Consultation: atool for managing two-way communications between project devel opers and
stakeholders. The goal is to improve decision-making, reduce risk, and build understanding by
actively involving individuals, groups and organisations with a stake in the project. Ther
involvement increases the project’s long-term viability and enhances its benefits to
stakeholders. To be meaningful, consultation should be carried out in a culturally appropriate
manner, with locally appropriate timeframes. (24)

Continuing professional development (CPD): refers to study designed to upgrade
knowledge and skills of practitionersin the professions. (25)

Core competencies. are the minimum sets of competencies that constitute a common
baseline for al health promotion roles. They are what al health promotion practitioners are
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expected to be capable of doing to work efficiently, effectively and appropriately in the field.
17)

Delphi Method/technique: is an iterative process used to collect and distil the judgments of
experts using a series of questionnaires interspersed with feedback. Each subsequent
guestionnaire is developed based on the results of the previous questionnaire. The Delphi
method is widely accepted throughout the world in many sectors including health care,
defence, business, education, information technology and engineering. (26)

Experts. people who have an above average knowledge in a specific field of significance.
They usually have experience, training, education, and/or an enthusiasm for the subject being
explored. (27)

I nequity/Inequality: The concept of inequity has been considered synonymous with the
concept of inequality; however, while inequality implies differences between individuals or
population groups, inequity refers to differences which are unnecessary and avoidable but, in
addition, are aso considered unfair and unjust. Not all inequalities are unjust, but al
inequities are the product of unjust inequalities. The definitions of just and unjust are subject
to various interpretations. In the context of health, one of the more accepted definitions of
"Just" refers to equal opportunities for individuals and social groups, in terms of granting
access to and using the health services, in accordance with the needs of the various groups of
apopulation, regardless of their ability to pay. (28)

Partner: the individual and/or organisation with which one collaborates to achieve mutually
agreed upon objectives. (24)

Partnership: a collaborative relationship of individuals and/or organisations within which
partners set aside personal or organisational agendas to achieve the agenda of the partnership.
In a partnership, the partners engage as equals in the decision-making process. In effective
partnerships, partners share a vision, are committed to the integrity of the partnership, agree
on specific goals, and develop a plan of action to accomplish the goals. (29)

Stakeholder: those groups or individuals. (a) that can reasonably be expected to be
significantly affected by the project’s activities, products, and/or services; or (b) whose
actions can reasonably be expected to affect the ability of the project to successfully
implement its strategies and achieve its objectives. They can be an individual, community or
organisation that affects, or is affected by, the operations of the project. Stakeholders may be
individuals, interest groups, government agencies, or corporate organisations. (24)

13



References
1. Santa- MariaMoraes, A. and Barry, M.M. (2007) Scoping Study on Training,
Accreditation and Professional Sandards in Health Promotion. IUHPE Research
Report SeriesVol. 2 No 1.
http: //www.iuhpe.or g/upl oaded/Publications/Books ReportsRRSRRS 1 07.pdf

2. Battel-Kirk, B. and Barry, M.M. (2009) Testing the feasibility of a pan-European
framework for health promotion accreditation. |lUHPE Research Report Series
Volume4 No 1.
http: //www.iuhpe.or g/uploaded/Publications/Books ReportRRSIRSS 1 09.pdf

3. Allegrante, J.P., Barry, M.M., Airhihenbuwa, C.O., Auld, E., Callins, J.L., Lamarre,
M-C., Magnusson, M., McQueen, D. and Mittelmark, M. (2009) Domains of core
competency, standards, and quality assurance for building global capacity in health
promotion: The Galway Consensus Conference Statement. Health Education &
Behavior, 36(3) 476-482.
http: //www.iuhpe.or g/uploaded/Activities/Cap_building/Galway Consensus Statemen

t.pdf

4. World Health Organisation (1986) The Ottawa Charter for Health Promotion. World
Health Organisation, Geneva.
http: //mww.who.int/heal thpr omoti on/confer ences/pr evious/ottawa/en/index.html

5. World Health Organisation (1988) Adelaide Recommendations on Health Public
Policy. World Health Organisation, Geneva.
http: //www.who.int/heal thpr omotion/conferences/pr evious/adel ai de/en/index.html

6. World Hedlth Organisation (1991) Sundsvall Statement on Supportive Environments
for Health. World Health Organisation, Geneva.
http: //mwww.who.int/healthpr omoti on/confer ences/pr evious/sundsval l/en/index.html

7. World Health Organisation (1997) Jakarta Declaration on Leading Health Promotion
into the 21st Century. World Health Organisation, Geneva.
http: //www.who.int/heal thpr omoti on/confer ences/pr evious/jakarta/en/index.html

8. World Health Organisation (2000) Mexico Statement on Bridging the Equity Gap.
World Health Organisation, Geneva.
http: //www.who.int/heal thpr omoti on/confer ences/pr evious/mexi co/en/index.html

9. World Health Organisation (2005) The Bangkok Charter for Health Promotionin a
Globalised World. World Health Organisation, Geneva.
http: //www.who.int/heal thpr omotion/conferences/hpr_special %20i ssue.pdf

14


http://www.iuhpe.org/uploaded/Publications/Books_Reports/RRS/RRS_1_07.pdf
http://www.iuhpe.org/uploaded/Publications/Books_Reports/RRS/RSS_1_09.pdf
http://www.iuhpe.org/uploaded/Activities/Cap_building/Galway_Consensus_Statement.pdf
http://www.iuhpe.org/uploaded/Activities/Cap_building/Galway_Consensus_Statement.pdf
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/index.html
http://www.who.int/healthpromotion/conferences/previous/adelaide/en/index.html
http://www.who.int/healthpromotion/conferences/previous/sundsvall/en/index.html
http://www.who.int/healthpromotion/conferences/previous/jakarta/en/index.html
http://www.who.int/healthpromotion/conferences/previous/mexico/en/index.html
http://www.who.int/healthpromotion/conferences/hpr_special%20issue.pdf

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

World Health Organisation (2009) Nairobi Call to Action for Closing the
Implementation Gap in Health Promotion. 7" Global Conference on Health
Promotion. World Health Organisation, Geneva.

http: //www.who.int/heal thpr omoti on/confer ences/ 7gchp/documents/en/index.html

Nutbeam, D. (1986) Health Promotion Glossary. World Health Organisation, Geneva.
http: //www.who.int/heal thpromotion/about/HPG/en/)

WHO, EURO (1998) Health Promotion Evaluation: Recommendations to Policy
Makers. Report of the WHO European Working Group on Health Promotion
Evauation. WHO European Regional Office, Copenhagen.

Raphael, D. (2000) The Question of Evidence in Health Promotion. Health
Promoation International, Vol 15 (4) 355-367.

International Union for Health Promotion and Education (1999) The Evidence of
Health Promotion Effectiveness: Shaping public health in a new Europe. A Report for
the European Commission. International Union for Health Promotion and Education,
IUHPE Paris: Jouve Composition & Impression.

Kahan, B. and Goodstadt ,M. (2001) The Interactive Domain Model of best practices
in health promotion. Health Promotion Practice, 2(1): 43-67.

Shilton, T., Howat, P., James, R. and Lower, T. (2001) Health promotion devel opment
and health promotion workforce competency in Australia: An historical overview.
Health Promotion Journal of Australia. 12 (2): 117-123.

Core Competencies for Health Promotion Practitioners (2009) Australian Health
Promotion Association. Queensland, Australia.

http://healthpromotion.org.au/fileupl oad/ Cor €%620Competenci es%20for %620HP%20P
ractitioners.pdf

Ghassemi, M. (2009) Development of Pan-Canadian Discipline-Specific
Competencies for Health Promoters — Summary Report Consultation Results, Health
Promotion Ontario.

http://hpo.sguar espace.convstor age/HP%20Competenci es%20Consul tation%20Sum
mary%20Report%20Mar ch%202009.pdf

Health Promotion Forum (2000) Health Promotion Competencies for Aotearoa-New
Zealand, Heath Promotion Forum, New Zea and.
http://wawww.hpfor um.or g.nz/r esour ces’HPCompetenci esfor Aotear oaNZ. pdf

Skills for Health (2008) Public Health Skills and Career Framework —
Multidisciplinary/multi-agency/multi-professional, Pubic Health Resource Unit, UK.

15


http://www.who.int/healthpromotion/conferences/7gchp/documents/en/index.html
http://www.who.int/healthpromotion/about/HPG/en/
http://healthpromotion.org.au/fileupload/Core%20Competencies%20for%20HP%20Practitioners.pdf
http://healthpromotion.org.au/fileupload/Core%20Competencies%20for%20HP%20Practitioners.pdf
http://hpo.squarespace.com/storage/HP Competencies Consultation Summary Report March 2009.pdf
http://hpo.squarespace.com/storage/HP Competencies Consultation Summary Report March 2009.pdf
http://www.hpforum.org.nz/resources/HPCompetenciesforAotearoaNZ.pdf

21.

22.

23.

24,

25.

26.

27.

28.

29.

http://wamww.phru.nhs.uk/Doc Links/PHSkills& Career Framework Launchdoc April08
pdf

Hawe, P.,Noort M, King L, Jordens C. (1997) Multiplying health gains: the critical
role of capacity building within health promotion. Health Policy. 39:29-42, cited in
NSW Health Department, (2001) Framework for Building Capacity to Promote
Health. http://www.health.nsw.gov.au/pubs/2001/pdf/framework_improve.pdf

Meresman, S., Colomer, C., Barry M, Davies JK,Lindstrom, S., Loureiro |, and
Mittelmark, M.

(2004) Review of Professional Competenciesin Health Promotion: European
Perspectives. International Journal of Health Promotion and Education Vol. 21 (2):
153-9.

Susskind, L. (1999) An alternative to Roberts rules of order for groups, organizations,
and ad hoc assemblies that want to operate by consensusin Susskind , L. McKearnan,
S. and Thomas-Larmer, S. The Consensus Building Handbook — A comprehensive
guide to reaching agreement . Sage Publications, Thousand Oaks, CA Chapter
retrieved June 2010 from: http://web.mit.edu/publicdisputes/practice/shortquide.pdf

Community Development Glossary CommDev The Oil, Gas and Mining Sustainable
Community Development Fund (CommDev) Retrieved June 2010 from:
http://commdev.org/section/glossary

Harvey, L., (2004-9), Analytic Quality Glossary, Quality Research International
Originally prepared for the International Network of Quality Assurance Agenciesin
Higher Education (INQAAHE) and the EAIR Special Interest Group on Quality by
Professor Lee Harvey, Quality Research International, November 2004—February
2009. Retrieved June 2010 from:

http: //mww.qualityr esear chinter national .comvglossary/

Skulmoski, G. J., Hartman, F.T. and Krahn, J. (2007) The Delphi Method for
Graduate Research, Journal of Information Technology Education. Volume 6, pp 1-
21. Retrieved June 2010 from:

http: //infor mingscience.or g/jite/documents/Vol 6/JI TEV6p001-021 Skulmoski212. pdf

COOP Tools Consensus Decision-Making Glossary of Terms Coop Tools Toronto
Canada. Retrieved June 2010 from
http://www.cooptools.ca/list/meetings/consensus glossary terms

Pan American Health Organisation and World Health Organisation M ethodol ogi cal
Summaries. Measuring Inequity in Health 1999 Epidemiological Bulletin, Vol. 20 No.
1, March 1999

http: //www.paho.or g/english/sha/be991ineq.htm

National Public Health Performance Standards Program Centres for Disease Control
and Prevention ( CDC) Atlanta, Georgia, USA Retrieved June 2010 from:
http.//www.cdc.qov/od/ocphp/nphpsp/PDF/Glossary.pdf

16


http://www.phru.nhs.uk/Doc_Links/PHSkills&CareerFramework_Launchdoc_April08.pdf
http://www.phru.nhs.uk/Doc_Links/PHSkills&CareerFramework_Launchdoc_April08.pdf
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Noort%20M%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22King%20L%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Jordens%20C%22%5BAuthor%5D
http://www.health.nsw.gov.au/pubs/2001/pdf/framework_improve.pdf
http://web.mit.edu/publicdisputes/practice/shortguide.pdf
http://commdev.org/section/glossary
http://www.qualityresearchinternational.com/glossary/
http://informingscience.org/jite/documents/Vol6/JITEv6p001-021Skulmoski212.pdf
http://www.cooptools.ca/list/meetings/consensus_glossary_terms
http://www.paho.org/english/sha/be991cov.htm
http://www.paho.org/english/sha/be991cov.htm
http://www.paho.org/english/sha/be991ineq.htm
http://www.cdc.gov/od/ocphp/nphpsp/PDF/Glossary.pdf

