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1 The cycle of conflict: the history
of the public health and health
promotion movements*
Charles Webster and Jeff French

Although the immediate sources of both health promotion and the ‘New
Public Health’ are located in the 1970s, many of the ideas associated
with these movements have much deeper roots. This short review sets
the development of health promotion and the ‘New Public Health’ in a
wider historical framework. Although we are concerned mainly with the
UK, the key features are common to many other national contexts. Most
histories of the development of public health, and more recently of
health promotion, fail to acknowledge that, while methods and motiva-
tions may vary, co-ordinated community action to ensure a better life is
as old as civilization and remains a feature of every community today. In
histories of public health there has been a tendency to assume that
concern for better health as a prerequisite for better life is a relatively
new, medically-led and Eurocentric concept. This assumption is sympto-
matic of a historic interpretation that seeks to medicalize what has been,
and remains, a complex and contested social phenomenon. What is
required is a reassessment of the development of public health and
health promotion that takes account of the social conflict inherent in
these movements. In doing so, it should-not be taken as self-evident that
we have necessarily built up a sophisticated and objective understanding
of the contribution of public health and health promotion to better
health. Finally, it is also necessary to bear in mind the fundamental pur-
poses of health promotion and public health, and the extent to which
they represent different conceptions of the aspiration to health.

The phrase ‘public health’ as currently used embodies many of the
confusions, vested interests and singular interpretations that have
resulted from a simplistic interpretation of its historical development. It
could even be argued that the term public health is often used in a spirit
of what might be described as conspiratorial confusion – a point made
by Alan Milburn, as UK Secretary of State for Health:

‘Public health’ understood as the epidemiological analysis of the
patterns and causes of population health and ill health gets con-
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fused with ‘public health’ understood as population-level health
promotion, which in turn gets confused with ‘public health’ under-
stood as public health professionals trained in medicine. So by series
of definitional sleights of hand, the argument runs that the health
of the population should be mainly improved by population level
health promotion and prevention, which in turn is best delivered,
or at least overseen and managed, by medical consultants in public
health. The time has come to abandon this lazy thinking and occu-
pational protectionism. (Milburn, 2000) 

The minister’s evident frustration testifies to the current confusion over
definitions of purpose and territorial responsibility among health profes-
sionals. Implicit in the above quotation, and most other current discus-
sions of public health, are elements of a definition that have, in fact,
been in widespread use over the last seventy-five years. The goals of
public health are usually stated to be ‘preventing disease and promoting
health’, and the mechanism for realizing these objectives are to be orga-
nized interventions directed at particular groups or the community as a
whole. Clearly, therefore, public health has always been associated in
some way with health promotion. While this dual identity has been a
source of strength, as noted below, it has also proved to be an effective
source of friction. Even before the terms public health and health pro-
motion came into use, dilemmas in defining the objectives of such inter-
ventions were apparent. In Britain, the first public health manifesto was
issued on 25 January 1796, in response to the social upheavals associated
with the Industrial Revolution. This remarkable ‘Heads of Resolutions for
the consideration of the Board of Health’ in Manchester resisted the
invitation to censure the labouring people for their moral delinquency;
instead, it called for their protection through state intervention
involving ‘a system of laws for the wise, humane, and equal govern-
ment’ of working conditions (Maltby, 1918, pp. 121–2). Looking forward
to the thinking of a much later date, the Manchester manifesto firmly
located the root cause of ill health in the prevailing economic system.
Although this episode demonstrates that general social activism and a
strong liberation philosophy pre-date modern conceptions of public
health, in the event such movements failed to bring about widespread
improvements in health, owing to the absolute dominance of forces of
economic production.

During the 1840s, the early public health movement predominantly
focused on sanitary conditions, motivated by a desire to reduce Poor Law
support and promote economic efficiency. However, at the same time,
an alternative perspective which saw patterns of disease as a reflection of
social conflict was being put forward by writers such as Friedrich Engels.
In The Condition of the Working Class in England, in 1844, Engels (1973)
cited the mode of economic production as the principal cause of ill
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health. His justification for public health intervention was one based on
notions of social justice rather than efficiency of production. 

Most histories of public health label this supposed start of the modern
public health movement in the 1840s as the sanitation phase, a period
characterized by adoption of a medical perspective and concentration on
environmental issues such as housing, working conditions, the supply of
clean water and the safe disposal of waste. Under the supervision of the
newly-invented Medical Officers of Health (MOH), the sanitarians
focused on improving the health of working people by bringing about
changes in their conditions of everyday living. The motivating forces of
this early public health movement were economic advantage and, to a
lesser extent, the maintenance of social cohesion between the working
poor and the middle and upper classes. 

A more critical perspective is provided by Turshen (1989), who sug-
gests that attempts by some historians to portray public health doctors
as the health champions of working people are misplaced. Turshen
argues that what working people themselves wanted was radical social
and economic change, not environmental engineering or minor social
legislation designed to mitigate the worst effects of capital production. 

The safe disposal of waste and the supply of uninfected water yielded
real and measurable reductions in infectious disease, but the inadequacy
of the sanitarian approach to health was exposed by the
Interdepartmental Committee on Physical Deterioration, which reported
in 1904. This committee revealed the enormous extent of ill health asso-
ciated with poverty and economic exploitation, but rather than resulting
in significant changes to the social and economic determinants of
health, the committee’s findings became the springboard for what is
often termed the second, personal hygiene, era in public health interven-
tion. Winslow (1952) characterizes this as focusing on education and
hygiene, which relocated the responsibility for health improvement with
individuals, as opposed to collective community action or state interven-
tion. Newsholme’s report of 1913 typifies the then prevailing medical
public health attitude that poverty was not in itself a cause of infant
deaths (Newsholme, 1936, pp. 179–82). Instead, this report maintained
that it was the removable evils of ‘motherhood ignorance’ about infant
care and ‘poor personal hygiene’ that were to blame. 

The second stage of public health, occupying the first half of the twen-
tieth century, generated a vast array of clinics and other institutional ser-
vices to deal with the needs of such vulnerable groups as mothers,
infants, schoolchildren, and those suffering from particular diseases such
as tuberculosis. Inevitably, these services required the employment of a
large workforce, with the result that this period became the heyday of
the MOH and public health departments of local government. These ser-
vices brought about greater contact with individuals and families, and
‘health education’ figured prominently in this work. Increasingly in the
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UK, the conceptualization of health promotion was dominated by health
education in schools. While this state-sponsored health education was
underpinned by what we would now call a ‘victim blaming’ philosophy,
an alternative ‘liberation and empowerment approach’ to health educa-
tion was also being developed by lobbying groups such as the Children’s
Minimum Council, the Committee Against Malnutrition and the
National Unemployed Workers Movement (Lewis, 1991).

The achievements of public health in the first part of the twentieth
century were heavily publicized, not least by figures such as Sir Arthur
Newsholme and Sir George Newman, Chief Medical Officers of the time.
Both conducted their apologetics in the language of missionary zeal and
in a paternalistic spirit, which invited uncritical admiration rather than
objective understanding (Newsholme, 1936; Newman, 1939). As in the
sanitarian phase, the personal hygiene era brought genuine health gains,
but also disadvantages. On the eve of the Second World War, we might
characterize public health professionals as bureaucratic, complacent,
eugenic and preoccupied with national economic objectives. Worse, in
the light of evidence relating to health during the interwar depression,
was not only that public health professionals had made little impact on
the problems identified by the Interdepartmental Committee on
Physical Deterioration, but also that its elite had manipulated the official
statistics to disguise the limitations of its competence (Webster, 1982). 

In sum, although the public health establishment during its second
phase made every effort to show that its health education services
embodied a genuine attempt to empower and liberate the population,
this was only true to the most limited extent, and the limitations were
recognized by social activists on both the right and left. In the late
1930s, new thinking about public health emerged from such sources as
the maverick Peckham Health Centre, from the eugenicist Richard
Titmuss, and in the form of ‘Social Medicine’ as advocated by John Ryle
(Ryle, 1948). The idea of Social Medicine was to apply a biomedical para-
digm to populations. At least in the UK, this was largely an academic
construct limited to an intellectual elite and not extending its influence
beyond a few university public health departments, with the result that
it was ignored by the dominant medical public health establishment. 

For a short time, planners looked to Social Medicine as the means to
revitalize public health. In fact, Social Medicine failed to consolidate its
influence, with the result that, in the UK, epidemiology was its only
long-term legacy. This approach is, in turn, being increasingly chal-
lenged as embodying a simplistic, biomedical and professionally domi-
nated idea of health (Peterson and Lupton, 1996). None the less, the
abortive Social Medicine movement underlined the limitations of the
previous era and, in this respect, prepared the ground for health promo-
tion and was one of the factors causing the medical profession to invent
the ‘new public health’.
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Social Medicine accepted that ‘health’ implied a ‘positive’ condition,
representing much more than freedom from communicable diseases.
Achievement of positive health implied a changed attitude to the causes
of ill health, involving reference to the ‘whole economic, nutritional,
occupational, educational, and psychological opportunity or experience
of the individual or community’ (Ryle, 1948, pp. 11–12). The success of
Social Medicine depended on a new form of collaboration, in which all
medical personnel, ‘ordinary health workers and the general public’,
engaged in genuine teamwork (Leff, 1953, p. 15). Where necessary, this
form of medical intervention also required commitment to social and
political action (Crewe, 1945). Although Social Medicine was a British
product, it was influenced by thinking elsewhere, particularly in
America, and especially by Henry Sigerist, who is generally credited with
having been the first to attach special importance to ‘health promotion’
and to the principles later embodied in the Ottawa Charter (WHO,
1986). Sigerist believed that the primary task of medicine was to
‘promote health’, and declared that medicine should be seen as a social
science. It was ‘merely one link in a chain of social welfare institutions’,
central to which was ‘socialised medicine’, for which he was also a
leading advocate (Sigerist, 1941; Sigerist, 1943, p. 241). Although Social
Medicine made little impact in the UK, it was more influential in North
America and WHO circles, which ultimately became the main sources
for igniting the health promotion movement in the 1970s. 

The introduction of the National Health Service (NHS) in 1948 revolu-
tionized health care in the UK. However, the benefits were distributed
unevenly, and the activities most relevant to health promotion were
located in the most neglected corners of the new service. As one of its
most radical changes, the NHS reduced the functions of public health
departments, thereby turning the once powerful MOH into a minor
functionary in charge of only a small rump of preventive services. While
health care was transformed, public health professionals were launched
into a phase of disorientation.

In a move that seemed symbolic of this collapse of influence, the gov-
ernment abandoned its health centre programme. This had been the
only important new function promised to the MOH, and many of the
hopes for the realization of Social Medicine’s potential had depended on
the creation of health centres (Lewis, 1986; Webster 1988, pp. 381–8).

At the time of the NHS reorganization of 1974, which completely
eliminated local government involvement in the health service, an
attempt was made to rescue public health activity from extinction by
repackaging it as community medicine, but this too was a failure (Lewis,
1986). In particular, the 1974 changes deprived community medicine
specialists of their control of environmental health departments, and
shifted them back into hospital administration and also abandoned the
annual reports that were a key component of the watchdog role of the
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MOH. Continuing erosion of confidence led to a further rescue effort in
1988, based on the recommendations of the Acheson Report (1988),
which reintroduced public health medicine as the name of the specialty.

Alongside the decline in medically dominated conceptions of public
health during the 1960s and 1970s, the empowerment conception of
health education continued to grow in influence. It was not until
1976–7 that the UK government issued its first prevention policy docu-
ments, but these timid efforts made no permanent mark (Webster, 1996,
pp. 660–86). They simply restated the contention that ill health was
largely the responsibility of individuals whom, through ignorance, were
not looking after themselves. It was implied that ill health, rather than
being related to poverty, was attributable to affluent lifestyles. Reflecting
the barrenness of thinking about promotion, the commentary on health
education of the Royal Commission on the NHS was also entirely lacking
in insight (Royal Commission on the NHS, 1979, pp. 44–7). With respect
to prevention and promotion, perhaps the most important changes were
incidental features of the 1974 NHS reorganization, which gave environ-
mental health officers new professional autonomy under local govern-
ment, and established health education as an embryonic specialism in
the NHS. 

Under the NHS, public health medicine limped along with its tradi-
tional routines, but it failed to respond to new challenges and avoided
confronting the continuing problems of ill health associated with
poverty. The mounting economic crisis of the 1970s prompted new
concern about poverty and public health, and stimulated yet another
rebirth of Social Medicine. The new social awakening centred around the
problem of ‘inequality’ (Townsend and Bosanquet, 1972). In the field of
health. this concern reached its classic expression in the Black Report
(1980) (Townsend and Davidson, 1982). The findings of the Black Report
drew together a great deal of evidence that highlighted appalling,
inequalities in health, maldistribudon of resources, and irrational dispar-
ities in the provision of seemingly every type of service, including, those
relating to prevention and promotion (Hart, 1971; Culyer, 1976;
Dowling, 1983).

In light of the above brief history, it is not surprising that the impetus
for new thinking about public health and health promotion came from
outside the UK. The context of this reappraisal was provided by a conflu-
ence of forces: first, the rising tide of radical critiques of the medical
establishment and the health industry in the Western economies;
second, a mood of self-criticism within health services concerning their
shortcomings, especially with respect to the needs of the poor and the
developing world; third, growing concern in Western  governments over
the escalating cost of health care; and finally, the dramatic impact of the
oil price rises introduced by OPEC states at the end of 1973. This date
marked the end of the golden age of the welfare state, introduced an era
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of retrenchment, and provoked a rethinking of every aspect of health
care. One of the early products of this rethinking was the development
of empowerment models of health education and the concept of ‘health
promotion’. 

The three seminal documents that launched the heath promotion
movement were the Lalonde Report New Perspectives on the Health of
Canadians (1974), and the WHO’s Global Strategy for Health for All by the
Year 2000 (1981) and the Ottawa Charter for Health Promotion (1986).
Together, they set out a vision for health improvement that went beyond
sanitation engineering, lifestyle health education and preventive and
caring health services, and mark the advent of the health promotion phase
of public health. Health promotion was concerned principally with
empowering citizens so that they could take control of their health and
in doing so attain the best possible chance of a full and enjoyable life.
The principal methodologies included community development,
empowerment, social marketing, advocacy, organizational development
and the formulation of integrated health strategies. Bunton (1992) con-
tended that health promotion represented a new form and conception of
health intervention: it ‘deliberately tried to address issues of power, polit-
ical, economic and social structures and processes’. MacDonald (1997)
suggested that, because health promotion is intrinsically revolutionary,
governments have, since its conceptualization, been trying by elaborate
means to accommodate it and have displayed great ingenuity in
appearing to absorb its radical ideas without in reality disrupting the
status quo. As governments seek to embed health promotion within the
existing medical and health-care dominated agenda, attention is drawn
away from the challenges that it presents for society – most radically to
set health, rather than the creation of wealth, as the overarching goal of
society. As we have seen, this is not a new idea, but rather a re-emergence
of much earlier calls for health to take priority over wealth creation. 

Kelly and Charlton (1995) have, however, pointed out that health pro-
motion is characterized by a difficulty that arises from the failure by its
advocates to address their unspoken assumptions about the relationship
between social autonomy and social structure. They suggest that this is
especially problematic when considering the effects of social inequality
on oppressed groups: ‘Here the emphasis is on social determinism
among the oppressed while maintaining a place for the idea of free will
among non-oppressed groups. Empirically, this may seem to be the way
the world operates, and politically it may make sense to construct things
in this way, but theoretically and epistemologically it does not work’
(1995, p. 89).

Stevenson and Burke (1991) are even more critical of health promo-
tion, arguing that it weakens struggles for social equity and political
change to the extent that ‘with its emphasis on organic harmony and
consensus among diverse identities and its tendency to develop method-
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ological ‘resolutions’ to political problems, health promotion mystifies
rather than clarifies the nature of social barriers to meaningful change’
(1991, p. 281). 

Health promotion and the ‘New Public Health’ possess common char-
acteristics. Both are closely associated with the WHO Health for All
strategy, and both seem to consist of multiple and disparate stands.
Draper believes that the new public health takes a ‘comprehensive view
of health hazards in the human environment, from the physical, chem-
ical and biological to the socio-economic’ (Draper, 1991, p. 10). Baum
(1990) has argued that the ‘new’ public health carries the same flaws as
many understandings of health promotion, in that it is underpinned by
the assumption that change can be achieved through consensus
building, while history teaches us that it is conflict and challenges to
existing power structures that promote health. 

If health promotion and the new public health have a major distin-
guishing feature, it would appear to be the conviction that health is a
right – opposed to older ideas of health as a necessity for national effi-
ciency, or as a moral duty of citizens. However, even this claim does not
withstand critical examination. The ‘health as a right’ concept can be
traced back for thousands of years and, like ‘health as a means to effi-
cient production’, represents a recurrent theme. The health as a right
concept has, however, continuously been subordinated to a more politi-
cally and capital sensitive paradigm that emphasizes individual and
environment solutions to poor health over social and economic ones. 

Yet it is possible to make an even more critical assessment of the new
public health movement. It is arguable that the new public health –
concept developed largely by medical practitioners working in the public
health field – represents an assault by the medical profession, intent on
recapturing the commanding heights which were lost to the globally
developed and more inclusive notion of health promotion. Evidence of
this reassertion of public health is evident in much of the UK govern-
ment’s recent health strategy. The term ‘health promotion’ is noticeable
by its absence, despite the fact that, internationally, the phrase is used as
an umbrella term that includes the subset of public health. As indicated
in the quotation from Alan Milburn earlier in the chapter, it seems that
the case for interdisciplinary and intersectoral partnerships to promote
health is now accepted by the UK government. The Health Development
Agency established in 2000 in England seems to be a concrete expression
of this acceptance, although only time will tell whether the agency
receives the governmental support it will need to be effective.

The public health and health promotion professions embody – and
tolerate – conflicting ideas of why and how health should, and could, be
improved. The meaning of public health and health promotion are
themselves contested and open to a range of understandings. The origins
of these conflicts lie in the contested nature of health itself, of the causes
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of ill health, of the methods for reducing ill health and promoting well-
being, and fundamentally, in the motivation for such interventions. The
historical record suggests that one expression of these conflicts has been
through the cyclical invention, abandonment and reinvention of the
‘social model’ of health and disease which, when advocated, quickly falls
out of favour due to the fact that inevitably it brings its supporters into
direct conflict with the state and existing economic interests. Alongside
this, the history of public health has also been one of a long battle for
occupational domination by the medical profession. Given a widespread
acceptance of the complexity of improving health, and the UK govern-
ment’s moves to develop multidisciplinary public health leadership, the
traditional hegemony of the medical profession is clearly no longer sus-
tainable.

The promotion of health depends on the engagement of a wide
number of sectors and professions. Public health promotion has always
been, and remains, a collective activity. Only if we are prepared to recog-
nize the historic conflict, and the contested nature of health promotion
and public health, will it be possible to develop a deeper understanding
of how the battle could be more effectively fought on behalf of those
currently deprived of their rights to health. In the light of history, it is
clear that the fundamental test of health promotion is yet to come as it
struggles to exercise any influence at all in a world increasingly shaped
by global economic forces.
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