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Introduction

This publication has been developed to provide advice for teachers on approaches to teaching the social model of health as part of their VCE Health and Human Development course. The information presented has been reviewed by a panel of VCE Health and Human Development teachers, and Professor Helen Keleher and Dr Belinda Lewis from the Department of Health Science at Monash University.
The information is published in sections. Section A contains advice for teaching the concept of the social model of health in Unit 3 VCE Health and Human Development. Section B contains teacher professional reading outlining the concept of the social model of health. Section B is for teacher reference only and is not intended to be used with students.

The social model of health is a central concept underpinning Unit 3, Area of Study 2, in VCE Health and Human Development. This advice specifically relates to Unit 3, Area of Study 2, Promoting health in Australia. In particular, this requires key knowledge of:

· changes in approaches to health care over time including the biomedical and preventative approaches and the social model of health including the Ottawa Charter for Health Promotion; (Health and Human Development Study Design, VCAA, 2003, p. 22).
Please note that this advice does not address the biomedical and preventative approaches identified within this key knowledge, but focuses on the social model of health and its relationship to the Ottawa Charter for Health Promotion.
All of the key knowledge and skills that underpin the outcomes in Units 3 and 4 are examinable.

Section A
Advice for Teaching VCE Health and Human Development Unit 3
The VCAA recommends that the following points be emphasised when teaching the concept of the social model of health as part of VCE Health and Human Development Unit 3.
The social model of health is a conceptual framework within which improvements in health and wellbeing are achieved by directing effort towards addressing the social and environmental determinants of health (Department of Human Services (DHS) 2002, p. 42). 

The model is based on the understanding that in order for health gains to occur, social, economic and environmental determinants must be addressed. These determinants include, for example physical environments, shelter, food and water supply, employment, education, social connectedness, socioeconomic status, culture, gender and peace/conflict. 

The social model of health came to prominence in the late 1970s. It was recognised that despite improvements in health over the previous century as a result of technological advancements or a biomedical approach, some members of society were still not experiencing good health. The social model of health was developed to address the underlying social, environmental and economic causes of poor health.

The social model of health is based on the following principles:

· Addresses the broader determinants of health – health is determined by a broad range of social, environmental and economic factors and not just biomedical risk factors. Differences in health status and health outcomes are linked to social factors including gender, culture, race and ethnicity, socioeconomic status, working conditions, unemployment, housing, location and physical environment. 
· Involves inter-sectorial collaboration – social and environmental determinants of health cannot be addressed by the health sector alone and require coordinated action among different government departments (such as those responsible for employment, education, social welfare, environment, transport) and the private sector (such as manufacturers of products or service providers). For example, to achieve a reduction in injuries and deaths as a result of road accidents this requires the collaboration of sectors; such as, education to increase awareness and change behaviour surrounding things such as alcohol and drug use, speed and fatigue; police to enforce the road rules; infrastructure to ensure that roads are maintained in good condition; public transport to ensure safe and affordable alternatives to driving; alcohol manufacturers and advertisers to promote safe and responsible alcohol use; car manufacturers to produce enhanced safety features on cars; and managers of hotels and other venues to control excessive alcohol intake.

· Acts to reduce social inequities – equity is a key principle for health service delivery. The social model of health acts to reduce inequities that are related to factors such as gender, culture, race, socioeconomic status, location and physical environment.

· Empowers individuals and communities – people have the right to participate in decision-making about their health and to access skills and resources they need to change factors which influence their health.
· Acts to enable access to health care – health services should be affordable and available according to people’s needs. Health information should be available to all in accessible and appropriate formats.
The Ottawa Charter for Health Promotion was developed from the social model of health. The Ottawa Charter for Health Promotion defines health promotion as ‘the process of enabling people to increase control over, and to improve, their health’ (World Health Organisation (WHO) 1998, p. 1). The Ottawa Charter identifies three basic strategies for health promotion these are enabling, mediating, and advocacy.

Underlying the Ottawa Charter for Health Promotion are a number of prerequisites for health. These are the fundamental conditions and resources for health and include:

· peace

· shelter

· education

· food

· income

· a stable ecosystem

· sustainable resources

· social justice and equity. 

The Ottawa Charter suggests that improvement in health requires a secure foundation in these basic prerequisites.
The Ottawa Charter for Health Promotion identifies five priority action areas for health promotion to improve the health of populations. These are:

· build healthy public policy

· create supportive environments

· strengthen community action

· develop personal skills

· re-orient health services.
The five priority action areas of Ottawa Charter for Health Promotion can be used to describe and evaluate the success and sustainability of health promotion initiatives. These priority action areas have been developed to address the principles underlying the social model of health. A more detailed description of these priority action areas can be accessed from most VCE Health and Human Development text books and the WHO website at www.who.int/hpr/NPH/docs/ottawa_charter_hp.pdf
Section B
Teacher professional reading
Introduction
Globally there are gross inequities in health. These inequities exist both within and between countries. There is no significant biological reason why life expectancy should be 48 years longer in Japan than in Sierra Leone or 20 years shorter for Australian Aboriginal and Torres Strait Islanders when compared to the rest of the Australian population (WHO accessed from www.who.int/social_determinants/advocacy/facts/en/index1.html on 12 January 2007). 
Not only are these health inequities a social injustice, they have resulted in an increasing amount of research seeking to investigate the relationship between inequity and health. This research has lead to a growing understanding of the social, economic and environmental factors that are a major influence on inequalities in health status.

What is the social model of health?

The social model of health is a conceptual framework within which improvements in health and wellbeing are achieved by directing effort towards addressing the social and environmental determinants of health, not just biomedical determinants (DHS 2002, p. 42).

The social model of health is based on the understanding that in order for health gains to occur, people’s basic needs must be met first, such as access to shelter, safety from violence and reliable, affordable food supplies. The social model of health takes into account the social and environmental factors that affect health and produce inequities. Inequities are determined by experience through life, especially the early years, education levels, unemployment levels, patterns of work, youth and family issues, social support and so on (WHO 2003, pp. 10–29). These factors are commonly referred to as the social determinants of health. The social determinants of health can also be described as the social and environmental conditions in which people live and work.

What historical changes have lead to the development of the social model of health?

Recognition that social and environmental factors influence people’s health can be found as far back as the nineteenth century. Sanitary campaigns of this time reflected on the relationship of people’s social position, their living conditions and their health. Research indicates that during the nineteenth century substantial reductions in mortality as a result of infectious diseases such as tuberculosis took place prior to the development of effective medical therapies. The main driving force behind these reductions was changes in food supplies and living conditions (WHO, 2005, p. 8).
In 1946 the Constitution of the World Health Organisation (WHO) was drafted. This document shows that the founders of the organisation intended WHO to address social causes of health problems as well as the biomedical causes. Part of the WHO Constitution was famously defined as ‘a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity’ (WHO website, www.who.int/about/en/ accessed on 
4 January 2007). The WHO Constitution provided space for a social model of health linked to broad human rights commitments.

The WHO vision was hampered during the 1950s when a more health technologies approach, or what is sometimes know as a biomedical approach, was in favour. A number of factors promoted this approach. One of these factors included the technological advancement of major drug breakthroughs, which resulted in an increasing range of new vaccines, antibiotics and other medicines. Another factor that impeded the implementation of a social model of health was the political environment at the time.

The 1960s and early 1970s saw the rise of community-based approaches. Community-based approaches were adopted because it became increasingly clear that the dominant medical and public health models were not meeting the health needs of the poor or disadvantaged, which were the majority of people living in developing countries. A renewed concern with the social, economic and political dimensions of health emerged. During this time health workers and community organisations joined forces to pioneer community-based health programs. These 
programs emphasised community participation and empowerment in decision-making and were often positioned within a human rights framework that related to the  economic, social, political and environmental needs of communities. Health education and disease prevention were the focus of these programs.

By the early 1970s, awareness was growing that technology focused approaches to health care had failed to significantly improve population health in many developing countries, while in some very poor settings good results were being obtained through community-based approaches. In 1975 WHO and United Nations Children’s Fund (UNICEF) published a report examining Alternative approaches to meeting basic health needs in developing countries. This report highlighted the inadequacy of programs that relied on technological solutions and ignored community ownership. The report drew attention to social factors such as poverty, inadequate housing and lack of education as the underlying causes of morbidity in developing countries.

The social and economic causes of poor health came to prominence in 1978 at the International Conference on Primary Health Care sponsored by WHO and UNICEF at Alma-Ata in Kazakhstan. The Alma-Ata conference focused on the unacceptable social and economic inequities in access to health and the provision of health for all people in the world. The Alma-Ata Declaration identified ‘Health for All’ as a basic human right and identified primary health care as the means of achieving Health for All. The primary health care model proposed at Alma-Ata stated the need for a comprehensive health strategy that not only provided health services but also addressed the underlying social, economic and political causes of poor health. The Alma-Ata Declaration lead to the WHO, in 1981, adopting the ‘Global Strategy for Health for All by the Year 2000’. Health for All was defined as ‘the attainment by all the people of the world of a level of health that will permit them to lead a socially and economically productive life’ (WHO 1998, p. 2). The Global Strategy for Health for All represented the formal beginnings of the social model of health. The Health for All concept is still a vision of the WHO and was extended to ensure that the WHO developed policies beyond the year 2000. In 1998, the WHO adopted ‘Health for All in the twenty-first Century’.

The mid-1980s saw the emergence of the health promotion movement. The First International Conference on Health Promotion was held in 1986 in Ottawa Canada. This conference focused mainly on the health needs in industrialised countries, but took into account similar concerns in all other regions. It built on the progress made at Alma-Ata and the Global strategy for Health for All by the years 2000. The conference adopted the Ottawa Charter for Health Promotion, which identified eight key prerequisites (or determinants) of health, namely peace, shelter, education, food, income, a stable ecosystem, sustainable resources, social justice and equity. The Ottawa Charter acknowledged that the prerequisites for health could not be addressed by the health sector alone, but would require coordinated action among a range of government departments, as well as non-government and voluntary organisations in the private sector.
The Ottawa Charter for Health Promotion was built on the foundations of the social model of health and identified five priority action areas for health promotion. These are:

· build healthy public policy

· create supportive environments

· strengthen community action

· develop personal skills

· re-orient health services.
A more detailed description of these priority action areas can be accessed from most VCE Health and Human Development text books and the WHO website at: www.who.int/hpr/NPH/docs/ottawa_charter_hp.pdf
The Ottawa Charter identifies three basic strategies for health promotion, which are applied to all health promotion action areas. These core strategies are: 

· 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 or harm health. Health promotion aims to make these conditions favourable, through advocacy for health. 

· Enable – health promotion focuses on achieving equity in health. Health promotion action aims to reduce differences in current health status and ensure the availability of equal opportunities and resources to enable all people to achieve their full health potential. This includes a secure foundation in a supportive environment, access to information, life skills and opportunities to make healthy choices. People cannot achieve their fullest health potential unless they are able to control those things that 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. Health promotion demands coordinated action by all concerned, including governments, health and other social and economic sectors, non-government and voluntary organisations, local authorities, industry and the media (WHO 1986, www.who.int/hpr/NPH/docs/ottawa_charter_hp.pdf accessed on 8 January 2007).
The participants at the First International Conference on Health Promotion at Ottawa pledged to: 

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

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

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

· 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 accept the community as the essential voice in matters of its health, living conditions and wellbeing. 

· reorient health services and their resources towards the promotion of health; share power with other sectors, disciplines and with people. 

· recognise health and its maintenance as a major social investment and challenge, and address the overall ecological issues of our ways of living (WHO 1986, www.who.int/hpr/NPH/docs/ottawa_charter_hp.pdf accessed on 8 January 2007).
The Ottawa Charter has been a central guide for those who seek to implement strategies that focus on health creation and the development of environments supportive to health.

The Ottawa Conference was followed by further international health promotion conferences in Adelaide (1988), Sundsvall (1991), Jakarta (1997), Mexico (2000) and Bangkok (2005). Each conference continues to strengthen health promotion principles and practice established by the Ottawa Charter, such as healthy public policy, supportive environments, building healthy alliances and bridging the equity gap.

What are the key principles of the social model of health? 

The social model of health:

Addresses the broader determinants of health
The social model of health recognises that health is influenced by more than genetics. There is ample evidence to show that biological risk factors such as cholesterol or blood pressure cause disease. Traditionally, health promotion has focused on a range of behaviours which ‘cause’ these biological factors to change, for example smoking, diet and physical activity levels. But it is also important to focus on the ‘causes of the causes’. Social, economic, political and environmental factors are critical influences on the health status of individuals and groups. The social model of health focuses on addressing these broader determinants of health. 

Involves intersectorial collaboration

Addressing the social determinants of health is not the sole responsibility of the health sector. Effecting changes in the social, economic, environmental and political factors that influence health status of particular groups requires a coordinated and cooperative approach between other sectors of government (such as education, finance, housing, employment transport) and the private sector. The social model of health aims to build on the capacity of a wide range of sectors to deliver quality integrated programs.  

Acts to reduce social inequities 

The concept of equity is central to the social model of health. Equity in health is often perceived through its absence. Efforts to achieve equity often focus on the inequities in health among social groups. Inequity signifies the difference between two quantities. Inequities are inequalities that are judged as unfair or that result from some form of injustice. Two key questions that need to be addressed when defining equity or inequity in society are:

· equality of what (health, access to health care or use of health care)?

· equity among whom (socioeconomic status, gender, race, locality etc.)?

The social model of health aims at reducing inequities.

Empowers individuals and communities
Empowerment is a process through which people gain greater control over decisions and actions affecting their health (WHO 1998, p. 6). Empowerment can occur at both individual and community levels. Individual empowerment refers to the individuals’ ability to make decisions and have control over their life. For the individual, the development of the health literacy, that is the knowledge, personal skills and confidence to take action to improve health, is central to empowerment. Community empowerment involves individuals acting collectively to gain greater influence and control over the determinants of health and the quality of life in their community. The concept of community empowerment is closely related to the concept of community action as described in the Ottawa Charter.

Acts to enable access to health care

All humans have the basic human right to access affordable health care according to their needs. They also have the right to health information in accessible and appropriate formats. Access to health care and health information can vary for social, environmental, economic or political reasons such as location, access to transport, time, money, knowledge, values, political climate and conflict. Strategies aimed at increasing access to health care need to address the social determinants of health and reduce inequities.
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