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Key take aways
Here are the key points | took from this chapter on health promotion and palliative care:

Health promotion provides a framework for addressing complex health and social
issues like end-of-life care through principles of empowerment, participation, capacity
building, and addressing social determinants of health.



The Ottawa Charter outlines five action areas for health promotion: reorienting health
services, building healthy public policy, strengthening community action, creating
supportive environments, and developing personal skills.

Applying these action areas to palliative care includes: clarifying roles of palliative care
services, ensuring equity, supporting social networks, building capacity in other sectors,
developing health-promoting policies, and partnering across sectors.

The "compassionate communities" movement aligns with strengthening community
action through asset-based community development approaches that mobilize citizen
participation around end-of-life issues.

Healthy public policy on end-of-life care is needed across sectors beyond just health
services. Policies should address barriers to quality end-of-life experiences.

Creating supportive environments means developing settings like cities, workplaces,
etc. that enable people to live fully during iliness, disability and dying through
collaborative, multisectoral approaches.

Personal skill development around "death literacy" is important but should not be the
sole health promotion strategy employed around end-of-life issues.

The chapter argues integrating health promotion (HP) principles with palliative care (PC) can
improve end-of-life experiences through citizen empowerment and addressing social-
structural determinants beyond just healthcare services.

The Case for Health at the End of Life

The Ottawa Charter for Health Promotion defines health as a resource for everyday
life, not the object of living. The emphasis is on social and personal resources.

Lay people do not see health in the same way as health professionals => assumptions
about health are to be avoided.

If health is equal not dying, then how can we die healthy?
What is a good death for health system and for citizen?

Kellehear argued health promotion can promote the social dimensions of palliative care
and empower citizens facing life-limiting illness.

Health promoters stimulate citizen and community-driven participation that creates
healthy environments for people to die in, according to their preferences and wishes.

Health promotion (The How) and Palliative care (The What)
‘What would health promotion look like for those whose iliness is likely to end in death?”’

Health promotion

Public health intervention strategy



Addresses complex health and social issues across the lifespan (but sometime forget
end-of-life)

Enable community participation and citizen and self-determination, encouraging
individuals to take control of factors affecting their health

Enable citizen to organized themself to improve their overall wellbeing outside of the
healthcare setting

Palliative care

lliness-focused health service at the end of life,

Emphasizing signs and symptoms of dying (but needs well being + boarder social
dimensions beyond symptoms)

Patient-centric, organizing care around the needs of the patients within healthcare
systems

Organize their patients according to their systems

Overview: Health Promotion

Definition of Health Promotion (from WHO's Ottawa Charter 1986):

Health = a resource for everyday life, not the object of living. The emphasis is on social and
personal resources.

"The process of enabling people to increase control over, and to improve, their health."
Achieving "a state of complete physical, mental and social well-being."

Health is "a resource for everyday life, not the object of living."

Health is a "positive concept emphasizing social and personal resources, as well as physical
capacities."

**Central Themes:**

Enabling people to increase control over their health and wellbeing
Enabling people to identify and meet their own aspirations and needs
Helping people change or cope with their environment

Health is a resource for living, not just the end goal

Emphasis on personal, social resources in addition to physical health
Health is not solely the responsibility of the health sector

Key Points:

Health and wellbeing are created outside the health system - where people live, work,
learn and age

Health is viewed as both a resource for, and outcome of, social circumstances
Healthcare provides services to restore health when problems arise
Palliative care provides pain/symptom relief and comfort when health can't be restored

Value-Driven Principles:



Civic participation

Citizen and community-driven solutions
Capacity and capability development

Inclusivity and social inclusion

Social equity and equality

Privileging voices of diversity and disadvantage

Core Strategies:

Enable others to lead and participate

Mediate between citizens and stakeholders

Foster self-advocacy skills and advocate for vulnerable groups

By addressing both upstream (system level: policy, funding, and legislation,) and
downstream (community and individual) determinants

Individuals are not solely responsible for their health status. Addressing health in poverty
requires considering broader social and environmental factors which fall outside
individual control. Effective solutions demand systemic changes, not just individual
health education.

Identify the source of problem is important and it will determine the type and location of
intervention. Because public health issues are far too complex to be understood through any
single theoretical or practice-based lens => integrate multiple theories, principles,
disciplines, levels, and practices

==5 areas of action of Ottawa Charter for health promotion

Reorienting health services

Healthy public policy (Health in all policies)

Strengthening community action

Creating supportive environments

Individual skill development

An effective health promotion approach requires integrating strategies across all five
action areas for population-level impact, rather than focusing only on individual
behavior change. The strength is drawing upon multiple theories and strategies to
address complex public health issues.

Kellehear's Health-Promoting Palliative Care

Social Model of dying: dying is not solely a medical issue and dying people still deserve
health promotion intervention.

Integrating health promotion principles like community participation, equity, and supportive
environments can improve end-of-life experiences when combined with quality palliative



care services. Specific ways palliative care services can become more health-promoting
include:

The provision of education and information for health, dying, and death.
The provision of social supports, both personal and community.

The encouragement of interpersonal reorientation.

The reorientation of palliative care services.

The combating of death- denying health policies and attitudes.

End of life in health promotion framework

This section outline a health promotion approach to living with life-limiting iliness and
disability, the end of life, dying and bereavement and palliative care within 5 areas of action
of the Ottawa Charter for health promotion:

Reorient health services = Health-promoting palliative care services
Healthy public policy (Health in all policies) = Healthy end of life policy
Strengthen community action = Compassionate communities

Create supportive environments = in which people can die well

Individual skill development= Death and end of life literacy, death education

1. Health-promoting palliative care services

6 main area of HP action for PC

1.1. Clarifying expectations about unmet care needs.

1.2. Ensuring services reach disadvantaged populations.

1.3. Promoting social network enhancement strategies.

1.4. Building capacity in other sectors, not just educating about palliative care.
1.5. Developing and implementing health promotion policies within PC services.
1.6. Partnering with community and other sectors for an integrated approach.

1.1. Clarifying PC service scope: inform patients, families, and carers what PC can and
cannot provide to avoide unhelpful assumption that PC service will coordinate everything.
This signals to patients that citizen involvement and informal care networks are essential for
optimal end-of-life care. Specific messaging should:

- Set realistic expectations upfront

- Acknowledge informal caregivers as integral part of the team

- Emphasize preparing social supports is as important as medical support

- Position palliative care as one part of the overall care network

- Promote citizen-driven participation in identifying and meeting needs

- Highlight the importance of enhancing social networks, make referral to local community
organization

1.2. Ensuring equity of PC services reach those most in need.
A central HP principle is ensuring services reach disadvantaged and excluded populations



facing barriers like low socioeconomic status, ethnic minorities, disabilities, etc. PC should
attend to the social determinants of health through strategic planning and partnerships with
local government/social services supporting vulnerable citizens.

> Health service that don't include strategic planning and policies for deprived population are
not practicing evidence-based health promotion.

1.3. Supporting social networks for patients, their families, and their carers.

PC services should include social support network and help patients access community
support and resources, enabling sustained care in community settings.

1.4. Building capacity in other setting rather than PC, based on their role and strengths.
PC sector should act as ‘capacity builders’, sharing their expertise beyond the health system
and tailoring it to the needs of various settings. It is more than just providing education! But
to use HP approach to build sustainable capacity using existing strength and assets in that
sector/community.

What strength exist, what type of capacity need to be build, for whom, for what purpose,
and how might this be sustained? Education has to be contextualized as well.

1.5. Developing and implementing health promotion policies in palliative care
services.

Health-promoting palliative care policies should integrate health promotion strategies into
service structures and practices, removing barriers that prevent citizens from dying as they
wish. However, these policies often retain a health service perspective, which can limit their
application in non-health sectors.

1.6 Cross-sector partnering

HP practitioners have skills distinct from clinicians and should be involved in palliative care
to strengthen multisectoral partnerships and provide access to areas outside traditional
health services. Collaboration between PC organization with HP and community
development organizations are recommended for an integrated approach.

2. Healthy end of life policy

The Ottawa Charter emphasizes building healthy public policies across all sectors to
address obstacles to health and make healthy choices easier. Most policies that effect health
are NOT in health agencies but in welfare, education and work settings.

In the context of end-of-life care:

Identifying and removing barriers through policy that contribute to dying well and poor
end-of-life outcomes.

Policies are most effective when they redirect a course of action that produces poor
outcomes, or when they disrupt existing barriers to quality end of life care. Thus,
advocating for policy and legislative change to protect disadvantaged citizens from
experiencing a disadvantaged death is the most effective and appropriate strategy.



Most existing end-of-life policy is situated within the PC and health sector, focused on
involving communities in palliative care delivery. However, a public health perspective
requires healthy end-of-life policies to also reside in sectors outside healthcare like welfare
and disability, social service, education, workplace settings, aging services, etc.

While palliative care policies reference "community" involvement, they often overlook the
diverse social structures and forms of civic participation across society. Just recently we see
"underserved population" emerge in PC policy. Policy that explicitly addressing barriers to
equitable access and social inequalities in palliative care is needed to reach disadvantaged
populations, rather than just privileged communities.

A central challenge is that end-of-life matters are predominantly funded by government
through PC programs tied to the healthcare system, creating a narrow policy context. Other
sectors like welfare, workplace and education lack funding directives related to end-of-life,
making it difficult to embed such policies beyond minimal provisions like bereavement leave.

As a result, end-of-life policy is rarely present in non-healthcare settings. When it does exist,
it tends to focus on engaging PC services in that setting rather than acknowledging the
valuable roles and assets those sectors themselves could contribute to improving end-of-life
outcomes, contrary to the notion that end-of-life should be "everybody's business."

Summary: Effective healthy end-of-life policies need to extend across sectors, move beyond
healthcare system limits, address social inequities, and tap into the expertise of diverse
community settings to improve population-level end-of-life experiences.

3. Strengthening community action and compassionate
communities

"Strengthening community action" in the Ottawa Charter refer to activities that increase the
ability of communities to achieve change in their physical and social environments through
collective organization and action.

In the context of end-of-life care, community development approaches referred to as
"compassionate communities" initiatives which has grown significantly in practice, research
and policy over the last decade.

Just as health promotion provides an implementation framework for public health,
community development is the practice applied to achieve health promotion outcomes
related to community empowerment and action.

The core principles of community development include:

Stimulate, enable and support citizens to create change in their own communities
Identifying, valuing and unlocking the existing knowledge, skills and wisdom within
communities to generate local solution for local problem.

Communities developing themselves, with outside support acting as a catalyst



Using needs-based approaches (e.g. consensual community development or conflict-
based social action or the mix of both)

Using Asset-based approaches that identify and mobilize a community's strengths (as
compare to deficit model that focus on problem)

Asset-based approach is useful for stigmatized and deprived groups, assume that all
people have strength, asset and capability for civic participation. It can be use to
enhance or confront conditions influencing local community life.

Diversity in compassionate community development practice => Any community- led
initiatives that brings people together around matter of living with illness, dying, death and
bereavement are valuable.

Example

Linking communities and neighbourhoods with palliative and hospice care,

using the arts to facilitate community involvement,

leveraging the role of palliative care volunteers in compassionate communities,
applying social network enhancement strategies in communities,

involving First Nations people in community- based end of life care,

building EOL care into existing community networks such as hobby clubs and
community hubs, linking primary care with community development organizations,

creating community bereavement spaces.

However, most CC are facilitated from PC sector, which might not be able to build genuinely
citizen-driven and sustainable initiatives compared to those originating from communities
themselves.

Effective community development requires specific skills and strategic actions, not just
community events or social marketing. It highlights an evidence-based health promotion and
asset-based community development framework ("LEADERS") from Australia:

Leading from behind (increase community capacity and capability).

Ensuring broad community participation (inclusive practice of diverse citizens).
Asset- based approach (identify, map, and unlock community strengths and assets).
Designing yourself out of a job (stimulate community action and facilitate citizen- led
decisions).

Exit strategy (foster community control by planning an exit strategy from the outset).
Recognizing community as the expert (identify and promote their expertise and
valuable local contribution).

Sustainability (only start, and invest in, strategies that the com munity can sustain).

The overall goal is to resource communities by ensuring community investment lead to
outcome that community want, sustain participation and active engagement to support
compassionate end-of-life care at the local level.



4. Creating Supportive Environments in Which People Can Die
Well:

This aligns with the Ottawa Charter's call to develop environments that allow people to
realize their full potential for health.

For end-of-life, it means creating environments where people can live to their fullest
even with illness, disability, dying and grief.

It builds on the "healthy settings" approach that focuses on the role of physical and
social environments in creating health, rather than individual behaviors.

Supportive environments become the intervention itself, allowing people with life-
limiting iliness to have opportunities to live remaining life to the fullest potential.

Core values include preserving self-determination, supporting care networks, nurturing
compassion, and challenging constraints on autonomy => supporting civic participation

It requires collaborative multi-sectoral approaches, combining top-down and bottom-up
strategies to engage stakeholders, change cultures, plan well-being activities,
understand environmental interconnections, and ensure equitable access to end-of-life
support services.

5. Individual Skill Development (Death and End-of-Life Literacy):

Recognizes the role of individual behaviors in promoting health, including healthy end-
of-life choices.

Calls for developing skills to navigate palliative/end-of-life services, access support, and
understand citizen/community roles in end-of-life care practices.

Referred to as "death literacy" - the practical knowledge and capabilities for caring for
someone at the end of life (see chapter 13)

Personal skill development and public education are important features, but health
professional over emphasize this too much and exclude other areas of action.
Over-emphasis on individualistic behavior change neglects the structural and social
determinants that disadvantaged groups cannot overcome through personal resources
alone.

The health promotion framework guides PC to move beyond just "psychosocial care" to
address structural aspects of health promotion such as environments and policies that
enable equitable end-of-life experiences for all.

This is an example of health promotion being misunderstood, viewed narrowly as a
behavioural approach for educating individuals to eat well and exercise, and to avoid
known threats to health such as smoking, intended to delay illness and death. Targeted
health promotion strategies to encourage individuals to change their behaviours include
health education and social marketing campaigns to promote the uptake of a healthy
lifestyle. Those with sufficient personal re sources might respond to these types of health
promotion strategies, but those without, such as disadvantaged citizens, are unlikely to,
given the behaviours are structurally and socially determined in the first place.



Conclusion

When community and social supports are effectively integrated with health and palliative
care services, it will allow people to receive end of life care in their preferred setting. This
requires broad civic participation in addressing the social dimensions of end-of-life care,
linking to the clinical dimensions. => end-of-life care is a concern and responsibility for
everyone in society.

Health promotion provides an intervention framework to translate this aspiration into
practical guidance across multiple sectors and settings in a sustainable way.

However, most public health palliative care initiatives are still facilitated by the palliative care
sector, categorized under the "community action/compassionate communities" pillar of the
Ottawa Charter. Creating compassionate communities alone does not lead to societal
transformation. Vulnerable and marginalized populations at high risk of poor end-of-life
outcomes must be strategically and intentionally included in initiatives, as their involvement
is crucial.

To achieve population impact, public health palliative care interventions should expand
across all five action areas of the Ottawa Charter. Additionally, strengthening evidence-
based health promotion practices within this field will enhance the penetration and
sustainability of public health palliative care approaches.
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