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CHAPTER 1

Defi nitions, Values, Models 
and Approaches in Health 
Promotion
BARBARA L. GRIFFIN AND DAVID F. SEEDHOUSE

Introduction

The aim of the chapter is to encourage a critical approach to the role of health 
promotion in relation to sport and physical activity. The authors decided to 
write this chapter as a dialogue and this means that there are comments 
to follow each part in order to facilitate a critical perspective on the concepts 
of values, defi nitions, models and approaches in health promotion.

In this chapter, the proposal offered by Barbara Griffi n is that health promo-
tion facilitates the process of engaging individuals or communities in increas-
ing their uptake of sport and physical activity. The argument draws on current 
scientifi c evidence that regular engagement in physical activity reduces the risk 
of coronary heart disease (The European Heart Network, 1999). Nevertheless, 
this proposal requires further examination because of diffi culties in defi ning 
the concepts that exist within it such as what is regular engagement in physical 
activity. Encouragement of physical activity to the general population is part 
of a lifestyle modifi cation approach whereby the health experts recommend a 
change in behaviour to an individual’s lifestyle.

Learmonth and Watson (1999) argue that lifestyle education is the cornerstone 
of United Kingdom health policy since the 1970s. In addition, because of the 
changes in employment, in that work is less physical, the lifestyle changes include 
how people spend their leisure time. For instance, participating in physical activity 
might mean spending time walking, jogging or cycling as part of a leisure routine. 
Nevertheless, the decision to support increasing levels of physical activity in the 
general population is an evaluative statement that draws on a person’s or a 
society’s values. In this context values mean something that a person or persons’ 
believes to be important. Therefore, I intend to explore the underpinning values in 
the next section.

11
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12 Sport and Physical Activity

Before you do that Barbara, let me stop you for a moment, so that I might begin to 
explain why we have to be so careful about defi nition. There are many different 
types of defi nition, and each of these ultimately has an ethical ramifi cation, depen-
dent on how a defi ner chooses to use it. For example, there is a very signifi cant 
difference between defi ning a tree by pointing at it and saying ‘tree’, and defi ning 
a person by pointing at her and saying ‘healthy’. It is easy enough for people to 
agree about the difference between a tree and vegetable. Once this way of talking 
about trees and vegetables becomes conventional there is usually little reason to 
change it, unless technical developments (say in genetics) mean that it makes 
sense to refi ne plant taxonomy. Nonetheless, defi ning people as healthy and 
unhealthy is much more problematic. People are complex – which parts of them 
are we pointing at as we defi ne ‘healthy’? Why do we think some parts of them are 
healthy? Is it the way they look? The way they function? The way the person uses 
the parts as she lives her life? In other words, we always need to be careful about 
which sort of defi nition we make, and we always need to examine why we have 
chosen to use that sort of defi nition rather than an alternative.

With defi nitions in mind, health promotion workers, in the area of sport and physical 
activity such as sport development offi cers, who in their daily work have a responsi-
bility to promote health, need to analyse their defi nition of health. Arguably sport, 
exercise and physical activity students draw on defi nitions of health operating within 
a scientifi c paradigm such as the medical model. The medical model follows a causal 
pathway of identifying a problem, locating a solution and measuring the outcome.

Yes. Another way of putting this is to point out that the primary reason the nature 
and meaning of health is contested is because health is not ‘out there’ to point at 
like trees are. Presumably a tree looks and feels the same to everyone who notices 
it, and responds in replicable ways to laboratory tests, but this is not the case with 
health. You can walk into the woods and fi nd countless trees, and everyone will 
agree that they are trees. You cannot walk onto a city street and fi nd countless 
healthy people (or lifestyles, or attitudes, or exercise regimes) that everyone will 
agree are healthy since health is not an idea you can defi ne ostensively, (i.e. just 
by pointing).

Many people involved in very practical, physical health promotion do not fully 
appreciate this point. They believe that the fact they can measure – say – improved 
respiration and blood pressure levels in an individual following a programme of 
‘healthy’ exercise and nutrition, means that they can measure an objective improve-
ment in that person’s health. This is a serious philosophical error – one which has 
potentially severe ethical and practical consequences.

Health is not an objective idea – it is an evaluative idea. What we think of as 
healthy and unhealthy depends upon our values and preferences: I may consider 
a defi ant cancer patient as extremely healthy; her doctor may see her as profoundly 
unhealthy. A physically activity health promoter may see a previously overweight 
person who now goes to the gym daily as much more healthy than she was, while 
her husband may be wondering why she is beginning to pay less attention to him 
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Defi nitions, Values, Models and Approaches 13

and their children as a result of her new-found interest in her physical appearance. 
Our different assessments of health have very little to do with the bits of people 
and people’s behaviour that we can point at and measure; but they have everything 
to do with the extent to which we approve of them.

Therefore, it is worth noting that bio-medical explanations of health tend to reduce 
complex issues to single problems such as reducing coronary heart disease by 
recommending an increase in physical activity (The European Heart Network, 
1999). Following on from the medical link between coronary heart disease and 
physical activity, the current scientifi c medical literature, which suggests that the 
maintenance for adults of 30 minutes physical activity that make the individual warm 
and slightly out of breath, 3–4 times a week, is benefi cial for reducing the risk of 
coronary heart disease (The European Heart Network, 1999).

This may be statistically true for groups of individuals, though presumably the 
research evidence is not decisive (it hardly ever is). Nevertheless, it does not nec-
essarily apply to any given single individual, since the causes of coronary heart 
disease are multifactorial and by no means all to do with exercise (see Wilkinson, 
below, for example). If people are encouraged to do something (exercise) which 
they don’t like to do on the ground that it is certainly good for them, then there is 
clearly some cause for ethical concern (for example, if it makes them feel tired and 
means they can spend less time on activities they like better).

Given that medical experts argue that physical activity helps reduce the incidence 
of coronary heart disease, diabetes, and obesity there appears to be a mismatch 
between the medically defi ned problem of the consequences of people’s low physi-
cal activity levels and people’s willingness or desire to change their behaviour in 
relation to increasing their physical activity level. One explanation of this mismatch 
could be that health promoters assume that people can and want to change their 
behaviour. In addition, Wilkinson (1996) argues that poverty, poor nutrition, inade-
quate housing and unemployment also contribute to the high levels of coronary 
heart disease in the United Kingdom.

And genetic predisposition.

Therefore, one can conclude that taking a single medical perspective on a health 
issue only provides ONE perspective. It is essential to recognize other factors play 
a part. So why is physical activity given such a high profi le?

In my opinion, because:

• It is relatively easy to promote.

• It produces aesthetic changes to the body that are also enthusiastically promoted 
by a wide range of commercial interests (the diet, fashion and lifestyle industries 
to name but three).
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14 Sport and Physical Activity

• It is supported by the medical profession who see it as a direct way to reduce 
the incidence and severity of disease.

• It doesn’t require much thought.

• It doesn’t require signifi cant social change, for example, in work patterns, income 
distribution, equity, living conditions and so on.

• It is perceived as helping to keep people ‘out of mischief’ – if they are exercising 
then they are not doing something else that might be bad for them.

Following on from these points the promotion of physical activity tends to oversim-
plify the issue. For example, to illustrate this point I intend analysing a quotation 
from the United Kingdom, Ministry of Culture, Sport and Media website (2003) ‘Sport 
is very powerful both in the pursuit of excellence and helping to tackle social and 
health problems’.

This quotation contains what could be confl icting concepts and requires further 
examination. First, the notion that sport can embrace excellence and secondly, that 
sport can combat social and health problems. Sporting excellence can achieve 
reward, for instance England’s success in the rugby World Cup on 22 November 
2003. Pursuing the goal of sporting excellence necessitates the exclusion of those 
people who cannot achieve success. Conceivably, the values that underpin sporting 
excellence relate to national status, cultural identity and competition. Sport at a 
national level has the potential for being high risk and means that sportsmen and 
women are often in sport rehabilitation for periods of their sporting career. Arguably, 
this quotation expresses a shared value about the role of sporting excellence in 
society. For instance, in relation to competitive sport, Hendry et al. (1993) argue 
that young men who are fans of competitive teams are more likely to engage in 
physical activity than those young men who are not fans of competitive teams.

The second element of the quotation is that sport and physical activity contribute 
to combating health and social problems. Therefore, I intend illuminating the values 
that could underpin physical activity that relate to tackling social and health issues. 
Increasing levels of physical activity in a population requires participation particu-
larly by those people who do not usually engage in physical activity, such as women 
and ethnic minorities (The European Heart Network, 1999).

Is this true? My everyday observation in New Zealand of aerobics classes, swim-
ming pool use, netball games, tennis play and so on reveals a female representation 
of at least 50 per cent, probably more.

One conclusion to the above point might be that there are differences between 
cultures and social class in relation to women’s participation in sport. The European 
Heart Network (1999) and Mulvihill et al. (2000) suggest that women participate 
less in sport. The value of increasing levels of physical activity in a population 
means that the emphasis is upon engagement rather than excellence. Neverthe-
less, the recommendation to engage in physical activity is normative meaning that 
experts drawing on scientifi c evidence believe that low levels of activity damage 
people’s health. Engagement here means participating in either a sport or physical 
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Defi nitions, Values, Models and Approaches 15

activity in order to improve or maintain one’s health rather than participating to 
achieve sporting excellence. The reference to social issues could mean that engag-
ing in purposeful physical activity maybe an alternative to participating in unsocial 
behaviour. Possibly, in a social sense the goal of engagement connects to aspects 
of social exclusion.

Therefore, the values that underpin sporting excellence and participation in physi-
cal activity are different. For instance, I mean a person who is an international 
swimming coach has different goals to a person who is a community physical 
activity offi cer. In support of sensitivity to a person’s role Learmonth and Watson 
(1999) argue that health promoters need to be aware of the theoretical basis of 
their work. This means that the task of defi ning concepts is important otherwise 
there is an assumption that there are shared defi nitions in relation to health. Health 
promotion is a complex area because the core concept of health is diffi cult to defi ne. 
What are you trying to promote? Arguably, to be able to establish a working defi ni-
tion it is critical that health promoters examine their values in order to avoid mis-
understandings in relation to how different people defi ne health (Seedhouse, 1997; 
Raphael, 2000).

There can be no argument about this. Unless health is explicitly defi ned by health 
promoters the health promoters’ values will be at least partially hidden. Given the 
widespread but mistaken belief that health is an objective notion, many health pro-
motion recipients will experience the effects of those values under the impression 
that they are objective – but values are never objective.

This point cannot be overstated. At the very least we need to be clear about:

a) Which health obstacles we should remove – should we remove all and any 
health obstacles or only some of them?

b) If we can’t remove them all at once, or can’t afford to remove them all at once, 
which obstacles we should remove fi rst?

c) What we do if we as health promoters select different obstacles from those 
selected by our health promotion clients? Are we always right? Are our values 
always best?

Let’s fl esh this out a little more. In order for me to be healthy (in my view), at this 
moment (1.41 p.m. NZ time on Friday January 23rd 2004), I feel I need, among 
other things:

a) A customer for my software business.
b) NZ$100,000 to build the level of product I need.
c) A letter from a playwrights’ agency telling me they like my latest play.
d) More close friends.
e) A good night’s sleep.

Should I go to my local health promotion offi ce and ask them to help me with these 
things? I don’t suppose I’d get very far with any of them except e). The trouble is 
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16 Sport and Physical Activity

that without these things I defi nitely do not feel that I am as healthy as I can be, 
and to some extent the lack of them does provoke anxiety.

Would the health promoter be right to focus on the sleep issue? If so, why? Is it 
more of a health issue than the others? If so, why? What if the health promoter 
decided that the chief obstacle is that I’m overworking? What if I took the view that 
the health promoter didn’t have a clue? Which of us would be right? Who would 
understand health best?

Normative health messages such as ‘take more physical activity’ focuses on 
one issue rather than taking into account the problems that people face in their 
daily lives. For example, if cost was a factor in why people do not participate 
in more physical activity then there could be collective initiatives in workplaces 
to encourage people to participate in physical activity, such as reduced fees at 
sport centres. Conceivably, this argument assumes that physical fi tness is of 
prime importance for health; however, how does one decide how much physical 
activity is benefi cial for health? An elite sportswoman might not consider her health 
as the prime goal, but rather achieving sporting excellence in a particular sport. It 
could be the case someone who does achieve sporting excellence might say that 
they have achieved fulfi lment in their lives through their success. Clearly, the 
concept of health in relation to sport and physical activity is a contested area that 
requires scrutiny and debate because individuals and groups defi ne health in dif-
ferent ways.

To explain possible defi nitions of health in relation to sport and physical activity, 
I plan to introduce quotations about health from the Stockport Certifi cate in Health 
Education course (Stockport Health Promotion, 1993). In a preliminary exercise to 
defi ne health, the participants complete the sentence ‘I feel healthy when  .  .  .’ What 
follows in the exercise are examples of quotations that cover elements of physical 
health such as having all the parts of your body in working order, being the ideal 
weight for your height. Additionally there are quotations about social health such 
as feeling healthy when with family and friends, or mental health such as coping 
with everyday stresses. Nevertheless, when I have used this exercise in groups of 
students there is a sense of shared meaning at one level because the concepts of 
physical, social and mental health appear in the World Health Organization (1946) 
quotation:

Health is a state of complete physical, mental and social well-being, not merely the absence 

of disease and infi rmity.

(WHO, 1946)

In this defi nition, health appears to be a separate state and Buetow and Kerse 
(2001) suggest that well-being replaces the word health. Arguably, the defi nition of 
well-being is problematic.

Of course it is, and for just the same reasons that defi ning health is problematic. 
People disagree about the nature and importance of well-being.
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Defi nitions, Values, Models and Approaches 17

Nevertheless, if the terms remain vague, in health promotion practice there is scope 
for different practitioners from agencies to misunderstand the problems and the 
resolution of those problems. For instance, health promoters in Sedgefi eld District 
Council have put together a successful proposal (see Chapter 3 of this book) in 
order to increase the levels of physical activity in adolescent girls in two local 
schools because from the current evidence (Mulivill et al., 2000) adolescent girls 
do not participate in levels of physical activity that is benefi cial to their long-term 
health.

Has anybody asked the girls what they think? Has anybody asked the girls what 
they think health is?

The health promoters will be asking the girls, which physical activity they want to 
undertake rather than what they think about health? Nevertheless, health promotion 
practitioners can make assumptions that can easily ignore important ethical issues. 
For example, the scientifi c argument that physical activity is good for you therefore 
you should do it ignores people’s thoughts and feelings about physical activity in 
particular, and generally about what are their priorities. For example, if a young 
female is more interested in relationships with friends and listening to music then 
taking daily physical activity may not be her number one priority.

Exactly.

Another assumption is that despite the acknowledgement of different interpretations 
of health there is still an underlying pull towards health from a positivist perspective, 
meaning, that health promoters of physical activity measure and observe health. 
The positivist perspective sees health as ‘out there’ in the same way as illness and 
disease are ‘out there’ rather than interpretation of what one sees. Therefore, 
explanations about health are an interpretation of evidence. In a physical activity 
context, for example someone who has battled all their adult lives with an injury 
from a car accident that occurred in their late teens might be considered to be 
healthy because of their ‘fi ghting spirit’ or considered to be ill because of the com-
plications from their car accident. Therefore, health is an evaluative judgement of 
evidence not a specifi c object and health promotion practice requires caution and 
there needs to be priorities, but who decides on the priorities?

Exactly.

A second issue in accepting that physical activity is benefi cial tends to draw on 
a medically orientated defi nition of health. In a sport and physical activity context, 
the defi nition of health tends to focus on the maintenance of physical health and 
the prevention of disease. One understanding of the medically orientated defi nition 
of health might be that if people do not engage in 30 minutes of physical activity 
3–4 times a week they are not healthy. In other words according to this defi nition 
very few of us are healthy and interventions that prevent disease become desirable. 

9781403_934123_03_cha01.indd   179781403_934123_03_cha01.indd   17 4/23/2007   12:19:53 PM4/23/2007   12:19:53 PM



18 Sport and Physical Activity

Caplan (1964) argues that the prevention of disease takes place at different 
levels. To illustrate this typography I will use physical activity examples to illustrate 
each level:

• Primary prevention meaning the interventions that reduce the onset of disease, 
for example young people (5–18) should aim to take one hour accumulated 
moderate-intensity activity to promote optimal growth, and development and help 
to foster appropriate activity patterns into adulthood. The inclusion of physical 
activity in the school curriculum contributes to encouraging young people to 
remain active; however, adolescent females do not continue to participate. There-
fore, the health promotion intervention needs to take into account the preferences 
and priorities of the adolescents.

• Secondary prevention means preventing a recurrence of an illness or disease in 
its early stages and treatment. For instance, the Department of Health (2000) 
coronary heart disease National Service Framework outlines 12 standards for 
the reduction of coronary heart disease. In the fi rst two standards, there is refer-
ence to the prevention of coronary heart disease in high-risk patients. I under-
stand this to mean that nurses or doctors will screen for patients in a primary 
care or hospital setting who experts identify as high-risk or who have had a heart 
attack. One response to identify people who are at high risk might be to recom-
mend information about the benefi ts of engaging in physical activity.

• Tertiary prevention means restricting the disease in terms of recurrence and 
complications. Referring back to the United Kingdom, coronary heart disease 
National Service Framework standards the fi nal standard refers to the rehabilita-
tion of coronary heart disease patients. In a physical activity context this means 
physical rehabilitation as exemplifi ed by my colleague Zofi a Pawlaczek’s 
(Chapter 3 this book) defi nition:

Physical Rehabilitation is the use of physical movement to support or improve rehabilitation 

in the human body and or mind (as mental health can be improved through physical move-

ment). The type of activity selected by the professional or individual (self-administering) is 

normally congruent with the rehabilitation goal. Professionals undergo training that enables 

them to respond appositely to a disease and or condition in relation to the general medical 

consensus. A presiding body does not govern the lay-referral system, however certain lay-

beliefs will infl uence choice of activity, for example, for weight-loss the health and fi tness 

industry has overtaken as the body responsible for disseminating advice on such issues 

(as opposed to GP’s in the past). Physical rehabilitation can include sporting activities, 

physical games, exercise, and any physical movement.

With these levels of prevention in mind, I would argue that defi ning people as 
healthy or unhealthy in relation to coronary heart disease reduces the defi nition of 
health to one that is medically orientated. Arguably the medical defi nition of health 
is dominant and as Katz et al. (2000: 29) argue it is, ‘the most powerful and infl u-
ential discourse about health and, as we have seen, one which defi nes health quite 
narrowly’.
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Defi nitions, Values, Models and Approaches 19

Exactly.

So far, I have tried to suggest that in a sport and physical activity context the 
dominant arguments draw on a medially orientated defi nition of health. In relation 
to reducing the incidence of illness and disease, the disciplines that support the 
promotion of physical activity for health are physiology, medicine, psychology, 
sociology and education. If we limit health promotion and physical activity to the 
dominant argument, that is, the medical arguments then we reduce the approaches 
that are mainly the physical measurements that constitute a healthy person. 
Arguably, the medical perspective relates to the way people look perhaps in 
terms of their weight and their participation in physical activity. For example, 
the recent United Kingdom government targets for reducing obesity as well as 
increasing levels of activity (Department of Health, 2000). This means ordinary 
people’s lives become the object of scrutiny in relation to how they live their every-
day lives (Bercovitz, 2000). As stated earlier, recent United Kingdom government 
policies promote altering lifestyles such as reducing intake of alcohol, smoking 
cessation, reducing weight and increasing activity levels. To avoid a dogmatic 
approach a health promoter needs to consider their own values, the values of their 
organizations and the values of the people they aim to help. This requires a scrutiny 
of health promotion practice rather than scrutiny of whether people are physically 
active or not.

In order to offset the limitations of the medical model, I suggest that sport and 
physical activity experts adopt a broader defi nition of health. This would facilitate 
broader health promoting possibilities such as engaging people in the planning 
and management of sport and physical activity projects. To explain this point 
further I want to return to my original aim of the book. I have taught health promo-
tion to sport scientists and sport, exercise and development students for ten years. 
The students’ main criticism of health promotion is that it is not relevant to their 
course. This is despite the employment of sport, exercise and development gradu-
ates in health promotion departments (James and Johnston, 2004). The role of 
health promotion to sport and physical activity is the way health promotion works 
or the processes health promotion employs. For instance, using communication 
strategies to raise awareness on an issue, professional training in project manage-
ment, health education development in the curriculum in schools, including the 
hidden curriculum and community development approaches to help people identify 
their health needs.

Conclusion

A main component of health promotion is values, as all other activities follow 
on from an understanding of the importance of values in making judgements 
about what are the defi nitions of health, the problems and what actions to take. 
Health promoters need to examine their own values in relation to why they 
might prefer certain defi nitions of health, as opposed to others, and why certain 
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20 Sport and Physical Activity

interventions are taken in preference to others. The values a health promoter 
has might be individual value or one that society shares. Nevertheless, it is 
important to note that not everyone will share the same values and defi nitions 
of health. Health is a contested subject and there are different defi nitions of 
health. Health promoters need to defi ne what they are doing in order to avoid 
confusion and misunderstanding.
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