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ABSTRACT

This paper discusses Health Promotion and Critichlcation, and seeks to show the theoretical
and conceptual interfaces between them. It indscdte transformation and supersession of
different health education models and their refegiops with the health-disease process and health
promotion. Based on these distinct health educahodels, it points out the implications that the
directions within pedagogical practice and the kieolge produced through education represent for
individual and collective health. It puts the dission into context by analyzing seven international
documents: Letters and Statements on Health Promatihich were released by the World Health
Organization and by the Pan-American Health Orgdiun, between 1986 and 2000. Points that
emphasize education within this specific field d&ighlighted. It is concluded that in order to
implement the proposals contained in these docusném contributions of Critical Education are
necessary and essential for promoting health.
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Initial remarks

The first studies on health promotion correlatesl thuses of diseases with the living conditions of
populations. At the same time, they advocateddka that health problems presented a relationship
with the nature of community life. The origin olnksses and experiences of health and becoming
ill were correlated with environmental causes. Thidisease causality was combined with the
physical and chemical quality of the environmenig& 2003; Chor and Faerstein, 2000).

In the 2" century, a paradigm for explaining disease ocoseenown as the biological paradigm
emerged. Its rise can be correlated with the graftbapitalism and urban communities and with
the development of science, which has generatednagg for coping with pathological conditions
that until then were uncontrollable and untreatabl@ough the evolution of investigations within
this field, the mysteries relating to contagion arahsmission have been unraveled, now under the
aegis of bacteriology as a science. A new definifar the origin of diseases has emerged, which
correlates their existence with the presence afagical agents inside the host’s body (i.e. the
human body), and no longer with living conditiorssheeath determinants. Thus, healthcare actions
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in relation to the environmental and living conaiits of the population shifted towards preventing
and combating specific agents: microorganisms (Rdk@94).

This model has resulted in reduced and insufficcamhprehension of the entirety and complexity
of the health-disease phenomenon, given that i$ da¢ recognize social, cultural and ecological
factors. In this manner, as well as neglecting Kedge that could be appropriated from other
fields, it also creates distortions in resourceliappon and use.

From an educational point of view, the knowledgedpiced over this period (the bacteriological
era) is represented by health education actiortstdka an authoritarian and coercive focus, with
the aim of standardizing hygiene habits and disuip workers and the urban population. This
consists of a project for standardizing behaviad attitudes, with the aim of ascribing rules for
good living to people who become considered to betaf individuals. Health education is shown
to be a form of prevention, especially for diseaba$ do not have any specific treatment, and its
actions take on the character of “sanitary poligingith a view to molding sanitary awareness
among individuals with diseases (Oshiro, 1988).

This reduction of the health-disease process tdical comprehension of this phenomenon puts
individuals into the position of being responsilibe their state of health. Thus, the relationship
between the population’s living conditions and dses takes a secondary position, which favors
the understanding that pathological conditions ltefsom people’s ignorance, lack of knowledge
and moral decadence. It therefore becomes necess@&gucate the population with the aim of
controlling and disciplining their hygiene behavaord instilling healthy living habits so that peapl
may incorporate the values imposed through expansidhe economy in urban centers (Oshiro,
1988).

Starting in the 1970s, public health thinking unaemt restructuring such that a new phase began,
highlighting the idea of reciprocity between the ltiple dimensions that condition the health-
disease process. One of these thoughts is exprasstb@ Lalonde Report, published in 1974
(Lalonde, 1974). To comprehend health problems, dbcument proposed interfaces between four
components: human biology, environment, healthcaiganization and lifestyle. Furthermore, it
was the first time that a government document hsadl uhe term health promotion as a strategy for
formulating intervention policies.

With the aim of explaining the health-disease psscas resulting from mutual relationships
between various living organisms and the envirorimeeavell and Clark (1976) proposed the
model known as natural history of disease, whick w@nceived within the idea of multiplicity of
causal factors. In this model, diseases can be atudbaccording to three different preventive
levels, depending on the degree of knowledge of nhwmiral history of the disease: primary,
secondary and tertiary prevention. Within this eaht health promotion is expressed through
actions by healthcare professionals aimed at emviemtal and individual risk situations, which
might contribute towards avoiding occurrences gfa#hological condition (Arouca, 2003; Buss,
2003). At this point, it needs to be emphasizedttheapedagogical direction of educational practice
is limited to avoiding the bad effects or risk @cdoming ill.

Even though the Lalonde document and the natiomsbry of disease model have enabled
advances in comprehension of the health-diseaseopienon, the biological, social, political and
environmental factors that have become used taagxpkcurences of illnesses appear fragmented
and disconnected from the subjects’ overall so@nemic and cultural context. In this manner, the
predominance of the biological viewpoint is stilamtained, despite the recognition that health also
involves aspects of the social and cultural praeess individuals and communities (Lopes, 2000).
However, through the First International ConfereaneHealth Promotion in 1986, the discussions
on this topic gained new wind. From this meetiingg Ottawa Charter was published. Even today,
this remains a fundamental document for developrottiie ideas behind the proposals debated at
that conference and a reference point for formudpgublic policies (World Health Organization -
WHO, 1986).
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According to the Charter, the notion of health potion takes health to be a resource that
individuals have and which, along with other meaffiered by society, should be used for their full
development and should not be treated as an olgettibe reached only when individuals are ill
(PAHO, 1996; WHO, 1986).

This conception implies increasing people’s capatmt make use of their existential resources,
taking healthcare concepts to be comprehensive ramdonger in terms of their specific
characteristics. Moreover, it correlates with tlesgbility of shaping critical awareness that would
have the capacity to provide infrastructure forjeats’ autonomous decisions, rather than through
uncritical acceptance of standards and conduct seghdy the sanitary authorities, in either a covert
or an openly admitted manner.

Thus, the concept of health promotion includes @evepectrum of factors and determinants relating
to quality of life, such as: a stable ecosystenacpeadequate dietary and housing patterns, chances
of work, opportunities for education throughoutlifsocial support both for individuals and for
family groups, healthy lifestyle, sustainable reses, and so on (Buss, 2003; PAHO, 1996; WHO,
1986).

It can be stated that health can no longer be sitwhat only from the field of healthcare itself, and
that its promotion depends on broad action thatgakto consideration all of the elements that are
essential for increasing quality of life and a e active citizenship. In this manner, active
citizenship can be said to be related to the itiaf ftas been formulated since the end of tHe 20
century regarding so-called third-generation rigktgeira, 2000). These comprise not only
individuals’ rights but also the notion of the ealtive ethics of humanity itself, in addition teeth
civil, political and social rights that have beechi@ved and taken on by societies throughout
history.

It becomes necessary to reflect on how to consfumtamental educational knowledge for health
promotion, conceived in such a way that individuatsl groups achieve emancipation, autonomy
and critical reflection, in which dialogue and jp@gation stand out as pedagogical elements in this
process.

Along these lines, the objective of this study w@sliscuss the theoretical-conceptual relationship
between health promotion and critical education.

For this, the methodological procedure used waditgtiae document analysis through content
analysis techniques and procedures for interpretougpus of text (Bardin, 2010). Thisorpus was
composed of seven sources of documents on healthagpion, from 1986 to 2005.

The international health promotion movement from 188 to 2005

Six international conferences on health promoti@resheld subsequent to the First International
Conference on Health Promotion, with the aim ofaging the discussions and their theoretical-
practical development and implications for publaigies over the coming years. These deserve to
be mentioned because they contributed towards dheeptual development and articulation of
health promotion proposals on the political agerafdseads of state and administrators at different
levels of power around the world.

Although these documents (the Charters and Demasatsponsored by the World Health
Organization and the Pan-American Health Orgarmomatdo not have the force of law, their
publication as protocols of intentions among caestand multilateral bodies of the United Nations
(Rabello, 2010) reaffirms what has been said féore time regarding the role of disease as a
source of inequality and an obstacle to human deweént and social justice. It can be stated that
these documents express the meaning of healthnfbviduals and groups, as a premise for
improving their wellbeing. They seek to affirm timseparable nature of what makes human beings:
the biological, subjective, symbolic and socialtéas. Even though advances can be pointed out, it
is important to state that all these documents weeated within a worldwide context of
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globalization and expansion of neoliberal reginted tntensified from the 1980s onwards, the time
during which discourse on health promotion marka#rnational healthcare thinking, especially
among developed countries.

Our objective here was not to discuss the globi@dimgrocess and its effects on society in general.
Nevertheless, it cannot be forgotten that its ceuesults from contemporary liberalism, and its
consequences are felt in particular ways by diffegpvernments and people, thereby configuring a
context of health promotion.

Globalization has been defined as a multifaceteddmade phenomenon and has transformed the
dimensions of economic, social, political, religsoyuridical and cultural life within international
national and local contexts. Today, it is accepteat it is associated with economic-financial,
migratory, communicational and cultural factorst thi@ represented within worldwide scenarios.
However, many authors (Canclini, 2003; Fiori, 1988ye signaled that this process is not global in
the sense of being a redistributive phenomenonisandt inclusive. Nor does it promote transfers
of investments, power, resources, jobs or bettatityuof life from rich countries to developing
countries. It is a vision for which an expanded cspen of knowledge and comprehension
regarding the effects of this integration movenmntand for individuals’ health is required.

The Second International Conference on Health Ptiomoheld in Australia in 1988, returned to
the discussion on the official documents. At ttosference, the Adelaide Declaration was drafted,
in which the central theme was advocacy of heaftlglic policies and a commitment towards
equality of access to goods and services that iexdifferent societies, so as to make it possibie
everyone to improve their living and health corahs (WHO, 1988).

Healthy public policies include reaffirmation ofethneed to go beyond healthcare and the
importance of the notion of intersectoral actiomofher recommendation relates to community
action and the role of formal education, in thesseaf redirecting curricula towards placing value
on creation of healthy environments and developmmpetency for knowing how to deal with this
field. Although this is unknown, it becomes necegdar health promotion to succeed in complex
societies (Lopes, 2008).

Despite the importance of this topic, many questi@main as challenges to be incorporated in the
field of health promotion, including the followinddow can intersectoral action be achieved if
relationships are governed by fragmented rationaliid hierarchical power relationships? How can
the key players be identified and thus mediateormtilation of healthy public policies involving
different sectors and levels of power? How can etlon be though out in the context of
intersectoral action, for it to have an impact lo& population’s health?

The official document from the Third Internation@bnference on Health Promotion, held in
Sweden in 1991 on the topic of environments fayphealth, was the Sundsvall Declaration. The
proposal drew the world’s attention to the topidtté environment, in its physical, natural, social,
economic, political and cultural dimensions, andthie consequences of its degradation for the
health of populations. It recognized that societiage an important role in preserving, sustaining
and creating places that favor and promote hetltbugh the understanding that environments and
health are interdependent and inseparable for huideaelopment and the quality of life of peoples
and nations (WHO, 1991).

This conference retrieved strengthening of comnywaition as one of the proposals for action that
could also be developed for promoting environméawsring health. It reinforced the educational
dimension through making it clear that there isemdchto capacitate and recognize knowledge,
especially among women, so that they can acquiveep@nd control over their health and the
environment through education and greater participan decision-making processes.

The fourth event was held in Colombia in 1992. dality, it is known as the First International
Conference on Health Promotion in Latin America.fihal document was the Santa Fé de Bogota
Declaration, which recorded discussions on thisictopithin the context of Latin American
developing countries. In addition, it denounced siteations of inequality, social injustice and
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health injustice that characterize most of thesenttees and pointed out the need to place the
precepts of health promotion with the context @iirtlspecific realities.

Despite the advances, the debate remained markednkions regarding what health promotion
meant and what the real possibilities for a hepltmotion model were, given that the realities
were so different from the situation of developedrdries. Like in the other conferences, education
was acclaimed as one of the strategies for dimimgstsocial injustice within healthcare. In
particular, it was emphasized that information &ndwledge are tools that allow individuals and
groups to participate and change to healthy lifestyWHO, 1992). In the light of such
affirmations, it therefore has to be asked whatatanal concepts might contribute towards health
promotion, given the realities in Brazil.

Another document of note is the Jakarta Declaratidew protagonists for a new era: guiding
health promotion in the 2century (Brazil, 2002; World Health Organizati®WHO, 1997). This
document represents the views of tielaternational Conference on Health Promotion, Whigs
held in the capital of Indonesia in 1997. Its reamendations point in two essential directions
towards successful health promotion.

The first recommendation reiterated the importasfogorking in an interlinked manner on the five
fields of health promotion action sanctioned inat, rather than with a fragmented focus through
using separate strategies. The second recommende®in relation to health determinants. These
were covered in a broad and nonspecific mannerelation to what they represented within the
scenario of globalized societies and how they caohldribute effectively towards promoting social
equality and health for all. This discussion hasrbdeepened within the international and national
spheres through critiques and adherence regardimgplications and how health promotion can be
guided towards intervening in the social determisa health.

Lastly, the conference reiterated the interestdimcation as a guide for health promotion strategies
and actions, highlighting popular participation ardpowerment, even though it did not explicitly
mention the term: “to increase community capacitg @ive individuals the right to a voice”
(WHO, 1997, p.14). Thus, a relationship was establil with acquiring skills and knowledge for
intervening in health determinants, which impliesagnition of the importance of thinking out and
developing educational processes within a crifpeakpective.

The 8" Global Conference on Health Promotion, which welsi fin Mexico City in 2000 (Brazil,
2002; WHO, 2000), compiled the international docotmknown as the Mexico Declaration.
Among the topics discussed, it was emphasizedhibaith promotion should be considered to be a
fundamental priority of local, regional, nationaldainternational public policies and programs, with
the aim of healthcare equality. In addition, itreied a commitment towards development of active
participation by all sectors of civil society in phementing health promotion actions that might
strengthen and expand partnerships within the ek field.

In the document from thé"sconference, social participation was shown at mémrel in the spaces
and shapes of linkage between the state and obdlety. Nevertheless, the dimension of
individuals’ participation as social subjects andtagonists of health promotion programs and
policies that might take the reference point of ederalization of power and socialization of
healthcare resources, strategies and actions wasatgnized.

Through the individual dimension of participatidhe aim is for subjects to gain emancipation and
autonomy. For this, their social practices showdddken to be the basis and the interest in health
promotion should be considered from these peopieiast of view. These elements may create
possibilities for constructing collective subjediyvthat makes these people capable of identifying
and fighting for improvements in their individualdacollective healthcare.

The last of these documents was the Bangkok ChéoteHealth Promotion in the Globalized
World (WHO, 2005), from the "6 International Conference on this topic, which viesd in the
Thai capital in August 2005. This document reafédrthe definition of health promotion that had
been produced for the Ottawa Charter and emphagtzedecommendations of the previous
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conferences. Discussions on the challenges of thgalbmotion in a globalized world were
highlighted such that healthcare was positioned aasentral responsibility for everyone:
governments, international organizations, the peisector, civil society, NGOs and communities.
Regarding the recommendations for education, tivese nonspecific and referred to civil society
in general. The document also pointed towards comitm@empowerment as the key to success
(WHO, 2005), without adding new elements for acclishpng education from the perspective of
empowerment, whether community-based or individwéhin the field of health promotion.

In this brief description of the health promotiohaders and declarations, it can be seen that
education is present as a topic. The documentesgpulifferent dimensions of education, which can
be identified in the following, for example: in inedual and community-based empowerment
processes; in reinforcement of community actiong@velopment of personal and social skills; as
an option for healthy lifestyles; in popular paggtion; in capacitation of the population to make
decisions favoring their health; and for participatin the policy decision-making process; among
others.

Why is critical education within the field of health promotion necessary?

In defining health promotion as “the process ofamating individuals and groups to act towards

improving their quality of life and health, includj greater participation in controlling this proges

(WHO, 1986), the Ottawa document emphasizes theritapce of education within this field, since

it takes the view that health is a lifelong reseuand not an objective to be attained only when an

individual is ill: “health is a positive concept phmasizing social and personal resources, as well as

physical capabilities{Kickbusch, 2003, p.384).

From this perspective, health is not a static dhjedut, rather, is processual. It refers to “deg’

of a developmental process that may be linked ¢e,lbalance or gain of health over the course of

life. In this respect, there is a need for critieslareness to be constructed, which also occurs in

levels, i.e. individuals’ degrees of learning abeatial realities, about themselves and about the

limits and possibilities for their own health. Hovee, the state’s responsibilities towards enabling

good quality of life for the population also forrarp of this viewpoint. This critical awareness,ghu

constructed, generates empowerment as a resultthemparticipation process, with its consequent

characteristic dialogue, especially when pedagobgamions relating to healthcare have the

intention of contributing towards shaping idenstaend constructing critical subjects.

In the Ottawa Charter, education can be seen frdsent, expressed in terms of the importance of

active participation by the population as one efélssential elements for putting it into operation:
Health promotion is rooted in effective and conerparticipation by the
community in setting priorities, making decisionsdadrawing up and
putting into operation planning strategies in ortterattain better health
levels. The driving force for this process comesrirthe real power of
communities, and from the ownership and contral thay have over their
own efforts and destinies (Pan-American Health @mgion, PAHO,
1996, p.369-70)

Throughout the work by the educator Paulo Freine, itnportance of dialogue and participation
were emphasized as pedagogical elements of theagol@ process: “dialogue consists of a
horizontal relationship, and not vertical one, bedtw the people involved and between the people in
the relationship” (Gadotti et al., 2000, p. 103).

The pedagogical dialogue to which Freire referrad kthe aim of providing opportunities for
participation by all the parties involved, andntplies that critical knowledge should exist, thus
enabling praxis and action-reflection (also oficat nature), and thus, a situation of dialogue.
Through dialogue and participation, the learned®edge, the material content or knowable object
is constructed, thereby generating new forms ofwkedge based on experience. In this learning

240



process, everyone is a subject and the relatiosdlgpween individuals and society are inseparable
(Giroux, 1999; Freire, 1993).

Through conceptualizing health promotion as a déaan process that allows people to acquire
greater control over their health and environmt,implication from an educational point of view
is that there is a need for changes in lifestyk lanng conditions among the population and within
society in a broad sense. This would imply not dhbt individuals should acquire knowledge, but
also that they should construct and develop petsomhsocial skills so that they can deal with the
determinants of health and know how to select aallenthoices freely and thus favor both their
health and their quality of life. This constitutesypowerment, both at individual and community
level.

According to Giroux (1999, p.21) empowerment i€“ttapacity to think and act critically”.

From this perspective, empowerment involves an &ilutal process that implies construction of
critical awareness to overcome individual limitasoand comprehend the limits imposed by
society, so as to create possibilities for tramafog social realities, as understood by Zimmerman
(1990), apud Horochovski and Meirelles (2007).

Thus, the role of critical education is to conttdtowards the mutual process of construction and
shaping between individuals and society. For thason, it can be said that the relationship between
human potential and social potential implies edaggpeople to be capable of thinking, acting and
critically questioning and creatively intervening social realities (Lopes, 2008; Giroux, 1999).
These transformations can be seen most clearkycialsnovements.

In this respect, pedagogical dialogue requires ducaional approach that makes it possible to
implement transformational learning in which indivals and the community can construct new
skills and attitudes in order to critically appriape the benefits of health and its promotion,tfer
benefit of their daily lives and personal and atdile development.

Contrary to this process, capacitation within tiadial pedagogy is associated with transmission
proposals: the idea that someone teaches othetepeopcquire knowledge in order to shape and
adapt their lives, so as to meet the preceptsmoéctieducation. Nonetheless, in the ideal ofaalti
educational theory, the value of education is iapsmg critical subjects through constructing
knowledge and skills in order, in the case of healy deal with the multiplicity and diversity of
factors that exist within contemporary societies.

The possibility of constructing knowledge througttical shaping of what people know and their
practices may contribute towards wholeness withimanity, within the perspective of better
quality of life, which reinforces the need for @&l education within the field of health promotion
Health education from a critical perspective regslicomprehension of the notion that education
takes place in the form of a process, in whichrigay implies construction and not acquisition of
knowledge. It signifies development of personal asatial skills, and not adaptation or
reproduction of behavior. However, it will only lewalue from a learning point of view if its
meaning is adapted to the context of the sociomlltlives of the individuals or groups of
individuals.

It thus becomes necessary to distinguish betweegutatory knowledge” and “emancipatory
knowledge” (Santos, 2001, p.78-83). The first adsih conceives of the second as the object and
consequently does not recognize it as a subjentehaegulatory knowledge is a principle placing
order on things and on other people. On the otaad hwith emancipatory knowledge, knowledge
is recognition and implies progressing towards aieg other people from the condition of an
object to the condition of a subject, such thas tfiecognitory knowledge” strengthens the
educational process through “solidarity” (Santd3)2, p.29-30), as configured in the proposals of
critical educational theory.

Recognition of other people as subjects and placahge on their experiences should be present in
all educational processes, including in relatiorh&alth education, because knowledge only has
meaning when it generates creative and criticatnlag experiences that connect with the
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expectations and lives of the “learning subjec&ssgmann, 1998), i.e. with what people think, feel
and know.

It is important to state that changing the socedlth conditions and lifestyles of individuals and
groups is not something than can be done simpbutiir acquisition of knowledge or prescription
of habits and conducts that will lead to living teetand more healthily. Health, and consequently
certain health habits, is rooted in the historiesializations (Rosen, 1994) and is associatechwit
cultural and educational relationships, with ecoimrolitical and social structure development,
and with living conditions that favor behavioralaciges. It is not a matter of automating new
healthy habits but, rather, of consciously consingcthem through educational methods that favor
this transformation, as proposed in critical edwcet theory (Lopes, 2008).

Therefore, proposing healthy lifestyle changes,eesfly for populations that have become
marginalized and excluded from the process of §oemonomic and educational development,
requires deepened reflection on what shapes theices. The reasons why such choices are often
outside of these individuals’ control and desirésoaneed to be thought out (Lupton, 1999).
Likewise, it also needs to be considered how sumices are related to what surrounds people’s
lives, and to social and healthcare inequalitied ather issues that are of essential interest for
health promotion initiatives.

In the 1980s, the first criticisms of the theoratiand practical limits of approaches centered on
changes to individual lifestyles emerged. Such @ggres became known as the behaviorist
tendency of health promotion.

There is no doubt that individualistic approachesvigle a fertile field for expansion of neoliberal
ideology within the healthcare field, thus reaffing the premises of minimum social welfare and
devolving from the state the responsibility for arpion of public policies in this field, as well as
feeding a market that promotes consumption of rs#oes and stimulates all kinds of desires in
which ideal health is craved.

In the name of personal autonomy, freedom and hhieralife, the responsibility for individuals’
control over their health has been transferredh® dphere of private life. Through this, the
phenomenon of holding victims to blame has beewgked. This perspective excludes both the
possibility of criticism regarding the crisis ingsent-day society, especially regarding health and
health educational practice, and the possibilitgeéstioning the power that has been delegated to
people, i.e. what people really have for modifyipgwer structures that multiply the control
mechanisms that in a sophisticated manner regpkaiple’s capacity for individual and collective
criticism.

The strategies derived from this approach have @nagry small impact on the poorest groups
within the population. Without access to materiabds and basic social services that would help
them through meeting possible needs and overcouwfiffigulties in adopting healthy practices,
these people are unable to change their living itiong (Carvalho, 2004). On the other hand,
groups that are more favored have also not be@omeing favorably to such approaches.

The scope of health promotion expanded when itrbeclinked to approaches guided by critical
educational theory, which has the objective of tad@shing the emancipatory critical potential of
education. Despite the specific nature of the heale field, the links between education
knowledge and health knowledge are undeniablegsiecery healthcare action is an educational
action, which implies that education should beudeld in health promotion” (Lopes, 2008, p.36).
Considering that health promotion has the aim albéng transformatory praxis of health realities
(WHO, 1986), it can be stated that in its practm@hceptual proposals, there is a strong
pedagogical characteristic. Therefore, thinking aatihg within the field of health promotion from
the perspective of critical education involves g@aon of scientific and popular knowledge. In the
case of the latter, it cannot be thought aboutauthaking into consideration an enormous range of
issues such as: values, choices, desires, indirgtnecessities, singularities, power and cosfatt
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individual and collective levels that may eitheribeorporated or discarded by individuals over the
course of the process of learning and construginoyvledge about their health and environment.

Final remarks

Naive readings of health promotion proposals orritinal approaches towards them may induce
readers and/or healthcare professionals to imdbatehe health education process is simple.

It has to be borne in mind that two complex fie{[dducation and health) are involved. It is not
enough to reproduce technical knowledge or adoypiiced practices that aim to pass on or transmit
readymade finished knowledge about health and tguafi life. Such knowledge will not be
incorporated without resistance or conflicts, ortheut cultural, personal and/or collective
subjective views that are particular to experierafedisease or of feeling healthy.

Education is difficult to define, given the mul@plmeanings that it now carries. Within the
traditional perspective, the concerns always rdldte transmitting knowledge and individuals’
assimilation of values and ways of acting, so thay would develop institutionally consolidated
competencies and skills. Thus, human adaptationgeasrned by rationale centered on standards
and patterns that molded individuals’ and groupaysvof acting and thinking, in order to meet the
purposes of a given society. Such behavior is ptese the day-to-day routine of healthcare
services.

Nonetheless, emancipatory and liberating idealse halways been present within formal and
informal education throughout the history of pedagothereby signifying resistance to and
innovation against processes of cultural dominafi@iroux, 1999; Freire, 1993). Such thinking
gives rise to the possibility of seeking critida¢ories.

From this perspective, education is not neutral, lbather, a social practice permeated with
intentions, subjective views and purposes. Ithsiaan activity that is constructed historicallyysgh
constituting a sociocultural ethos and a way ohfeind living, just as health is too. Health is not
just absence of disease, as argued in the precddiagssion.

Starting from this line of argument, health proronteducation should be grounded in conceptions
of critical education for capacitating individualad communities, in which the aim of the training
is not just for them to memorize concepts and umsantal knowledge about health but, rather, for
them to develop skills and competencies that atleemn to know how to access, decode, manage
and, if necessary, criticize information and kna¥ge about their health and the environment.
Thinking out an educational proposal from the pectipe of health promotion requires recognition
of at least the following propositions:

. The field of education is situated such that itengdes interactions and influences
from other fields;
. Education consists of a set of formal and inforpralcesses that may or may not be

intentional and may or may not be systematized,clwhtontribute towards people’s
development, humanization and social inclusion;
. Education is understood as a process that invalwgsal reflection, and therefore it
recognizes that its subjects exist within sociagalt and historical contexts, and that there
are individual and collective differences amongsthanvolved: healthcare teams, service
users and people in their surrounds. This recagnitmplies knowing how these parties
interfere with, act on and might contribute towatfuks learning processes.
From this perspective, critical educational thebegomes necessary for meeting the requirements
within the field of health promotion, because itsaio shape the subjects’ awareness, by mediating
between them and their social realities, in ordeadhieve a personal and collective transformation.
In summary, it can be concluded that, for the psaf® contained in these documents to take
concrete form, contributions from critical educatiare necessary and fundamental for promoting
health.
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