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ADVOCACY FOR HEALTHY PUBLIC POLICY

AS A HEALTH PROMOTION TECHNOLOGY

If there is no struggle, there is no progress.  Those who profess to favor freedom, and yet deprecate agitation, are men who want crops without plowing up the ground.  They want rain without thunder and lightning. They want the ocean without the awful roar of its many waters.  This struggle may be a moral one; or it may be a physical one; or it may be both moral and physical; but it must be a struggle. Power concedes nothing without a demand
.
A.  The Emergence of Policy Advocacy in the Health Promotion Field

Introduction
This paper describes the evidence base that has emerged in the literature with respect to advocacy for healthy public policy as a health promotion technology. As a technology C a defined and recognized method of practice developed out of theory and observation C policy advocacy is a new field in the health promotion / public health domains, entering the literature about two decades ago, yet now recognized as integral to the health promotion task (Carlisle, 2000; International Union for Health Education, cited by Schwartz, Goodman, and Steckler, 1995; World Health Organization, 1988, 1995).  The evidence base is not shored up by systematic overviews, assessments or meta-analyses of the efficacy of policy advocacy as a generic public health intervention.  Rather, it consists largely of principles and guidelines culled from the experience of players in the policy advocacy arena C some of whom have had long experience in various policy battles like tobacco control and seatbelt regulations C and what could be characterized as case studies of efforts to achieve policy changes, typically in terms of legislation, regulations under statutes, or decisions of regulatory bodies.

To our knowledge this paper is the first attempt to characterize the evidence base with respect to policy advocacy as a health promotion technology, and to summarize the more cogent lessons learned from that base.  In preparing our paper, we did not follow a highly formal analytical strategy.  The nature of the intervention, making systematic comparisons difficult if not impossible, and its nascent status as a recognized technology, render more formal meta-analyses a formidable challenge for the future.

The road to policy changes typically passes through many "deciders" and stakeholders with conflicting interests, disparate distribution and types of power, and widely varying perspectives and levels and natures of information.  Policy advocacy as a "technique" thus combines art and science.  Indeed, compared with many recognized public health practices C risk assessment, behaviour change methods, projections of health impacts of regulatory changes, to name a few C the scientific tools available at the present time enabling the transformation of policy advocacy from an art to a science are basically non-existent.

As an "art" the technique of policy advocacy consists of the kinds of wisdom and common sense that come from experience with trial and error, usually implicit rather than explicit theory, and a thorough knowledge of the environment within which efforts to change policy occur.  It is always difficult to predict the outcomes of policy advocacy, whether in terms of policy change or eventual morbidity.  There is always the potential, however, of bringing enough people together in a productive way to achieve policy changes that enhance desired health and wellness outcomes.  It is also possible to do so in a manner that becomes more replicable and predictable than present.  This is the task of building an evidence base in the inherently complex and dynamic process that most policy advocacy efforts will inevitably entail.  This paper makes a modest effort toward that objective.  Consistent with the value of an acknowledged "evidence base", the idea is to construct a foundation upon which analysis and observation can build and which provides a point of reference for critique and improvement (Green and Johnson, 1996).  

A Note on Methodology
Our characterization of the evidence base associated with healthy public policy is at present necessarily somewhat tentative, and liable to a degree of incompleteness.  We did, however, organize the development of this paper in such a way as to approach the ideal of a systematic analysis.  Using an agreed-upon search strategy aimed at identifying any overview or meta-analysis of advocacy for healthy public policy
, we searched all pertinent electronic databases of scientific abstracts, 26 in all
.  We were able to obtain almost all of the papers, books etc. which we felt were of sufficient pertinence for this paper.  The thoroughness of our search was subsequently confirmed in the sense that the literature we obtained generally referenced only other literature also identified by our search.

We obtained 85 papers and books pertinent to the purpose of this paper. Thirty of these documents provided general overviews or evaluations of policy advocacy in public health.  The remaining papers include evaluations or case reports of particular advocacy campaigns.  For this paper, we draw heavily upon the 30 general papers, with occasional reference to the specific case studies.  

What We Mean by "Advocacy"

AAdvocacy@ can and does have multiple meanings throughout the literature (Carlisle, 2000), whether in the general, human service, or health promotion senses.  Within the health promotion field much attention has focused on advocacy for policy change:  "public health advocacy" (Christoffel, 2000), or "healthy public policy" (Carlisle, 2000).  We will characterize this as "policy advocacy", the topic of this paper.  As such,

Advocacy tends to focus on large-scale changes in policies, programmes, and environments and on mobilising resources and opinions to support them.  The target audience tends to be decision-makers, policy makers, programme managers, and more generally those that are in a position to influence actions that affect many people simultaneously (Rice, 1999, p. 2).
Lawrence Wallack, one of the most influential of the earlier writers in this young field, virtually equated advocacy with Aempowerment:@
The key point is that advocacy seeks to increase the power of people and groups and to make institutions more responsive to human needs.  It attempts to enlarge the range of choices that people can have by increasing their power to define problems and solutions and participate in the broader social and policy arena (Wallack et al., 1993, p. 28).

Similarly, Green, Poland and Rootman (2000) have stressed that empowerment is a defining factor in health promotion:

Empowerment represents a primary criterion for identifying health promotion initiatives. … An initiative can be classified as a health promotion initiative if it involves the process of enabling or empowering individuals or communities.  The absence of empowering activities should be a signal that an intervention does not fall within the rubric of health promotion (p. 8, emphasis ours).

With respect to advocacy alone — conceptually separated from “health promotion” — it would be incorrect to exclude from the definition of advocacy a range of activities with far less lofty objectives and consequences, as long as they are aimed at influencing decision makers to adopt policies that improve public health. Departmental public health officials urging their minister to establish tighter water quality regulations can be qualified as advocacy, even if such activity not only has no impact on the "power of the people" but flies in the face of the views of "stakeholders" who have expressed an opinion.  As the Toronto Department of Health defined advocacy in a 1991 policy paper, it is “a deliberate effort to change private and public decision-making with respect to policy, organizational and personal behaviors” (p. 2).  Personal behaviours might range from individual lifestyles to economic practices that create health threatening inequalities or pollution.  In many such instances, some stakeholders Awin@ while others might Alose,@ and the losers might not always be institutions.

However, the above characterizations by Green et al. (2000) and Wallack et al. (1993) capture what in the end will be necessary to achieve "healthy public policy" and, as an aside, what is most interesting about public health advocacy in general.  It takes personal problems and translates them into social issues, addressing determinants of health which are external to the individual such as basic housing, employment, education, health care, and personal security.  In addressing the determinants of health, advocacy pursues, as Wallack characterized it, "social justice issues" (p. 423), emphasizing the "power gap ... where health problems are viewed as a lack of power to define the problem and create social change" (p. 422, our emphasis).  This implies overcoming the structural barriers to public health goals (Badovinac, 1997; Chapman and Lupton, 1994), expressed by Christoffel (2000) as "the application of information and resources ... to effect systemic changes that shape the way people in a community live" (p. 722).  Furthering healthy public policy is faced with so many difficulties B contesting vested interest groups to name only one B that attempts to do so without increasing and working with the power of relatively powerless groups and citizens will likely fail, and in two ways:

1.
Lack of a citizen constituency able to apply political pressures to policy decision-makers; and

2.
Not identifying policy Atargets@ (issues, concerns) important to citizen groups.

One of the first ground rules for advocacy, then, is that "scientific evidence" alone is rarely enough to achieve a policy change.  Evidence may be necessary but is not sufficient.  Equally important in providing the foundations for policy advocacy is values, individual and shared, and community mobilization and/or working in partnership with citizen action groups.  Insofar as the driving values behind health promotion have to do with social justice, policy advocacy could be considered a "visionary movement, concerned with equity and justice in society as well as environmental protection on a global scale" (Carlisle, 2000).  These values also define the range of issues and citizen groups around which health promotion policy advocacy should be developed.  These values were codified in the 1996 Action Statement For Health Promotion in Canada (Canadian Public Health Association) in the following hierarchic fashion:

1.
Individuals are treated with dignity and their innate self-worth, intelligence and capacity of choice are respected.

2. Individual liberties are respected, but priority is given to the common good when conflicts arises.

3. Participation is supported in policy decision-making to identify what constitutes the common good.

4.
Priority is given to people whose living conditions, especially a lack of wealth and power, place them at greater risk.

5.
Social justice is pursued to prevent systemic discrimination and to reduce health inequities.

6.
Health of the present generation is not purchased at the expense of future generations.

Regarding the strategic interplay between evidence (generally of an epidemiologic nature) and community advocacy, Labonte (1997) describes two public health examples:  

... [A] few years ago at a public health conference a researcher ... claimed that only when epidemiology proved a link between occupational exposure to specific toxics and subsequent death and disease did a group of Canadian miners finally receive compensation.  He was partly right, but what he ignored was that the very studies that documented the relationship only arose after years of mobilizing and advocacy by workers, their families and often their widows; that the research was undertaken with the input and joint control of the union and that it co-existed with ongoing union and widows' demonstrations and media advocacy work.  A similar situation was encountered recently when population health studies on the effects of early childhood development were used to convince a provincial government to reinvest in kindergarten programs that had been cut from the budget.  Again, these studies were not the sole impetus for policy change but were accompanied by mass mobilizations of groups petitioning the government to reinstate the programs.  Many of these groups represent less powerful or marginalized people whom many Canadian health promoters have helped to organize over just such healthy public policy issues as childcare (pp. 16-17).
Carlisle (2000) identifies two main goals underpinning health advocacy,  "... that of protecting people who are vulnerable or discriminated against; and that of empowering people who need a stronger voice by enabling them to express their needs and make their own decisions" (p. 370).  These separate goals C protection of vulnerable persons and empowerment C provide separate poles within which an advocacy effort could be situated.  The "protection" function implies a more Aprescriptive practice,@ where activities are designed by "experts" for those to be helped or protected.  Empowering activity, on the other hand, is viewed as "egalitarian practice," where activities and decisions concerning them are undertaken with those undergoing an empowerment process.  Here the role of the "expert" is facilitational, described by Spindel (2001) as a "transfer of systemic advocacy skills."  The goal is not so much to advocate for particular interests or groups but to aid in the capacity of the target populations to successfully advocate for themselves (Schwartz et al., 1995).  The distinctions are crucial, and the practices they engender, while often mutually supportive, can also be in conflict.  This is particularly so with respect to vulnerable persons.  Some degree of protection of vulnerable persons may be a necessary prerequisite to empowerment, while paternalistic over-protection "for their own good" can have a marked disempowering effect, reinforcing the "learned helplessness" that can be associated with initial vulnerabilities (McCubbin and Cohen, 2001; Prilleltensky and Gonick, 1996).  The Toronto Department of Health similarly distinguished between advocacy Aon behalf of@ and advocacy Awith,@ the latter emphasizing capacity building and strategic partnerships (1991).  

Carlisle (2000) provides another dimension defining the nature of advocacy activities — whether the action is at a micro or macro level.  A micro orientation focuses on individuals or particular vulnerable groups.  It involves development of their capacities to improve their health/well-being, partly by intervening on their behalf with other institutions.  This is similar to the type of advocacy common in public health (and other human service) practice, described by the Toronto Department of Health (1991) as Aadvocacy with/on behalf of individual clients@.  A macro orientation, in contrast, focuses on structural changes to achieve fundamental alterations of the determinants of the health of populations.  This orientation recognizes that barriers to health cannot always be dismantled by individuals, or on a case-by-case basis.

This is, of course, simply a conceptual map which helps to clarify the nature of advocacy in terms of what it aims to do and how it does it.  It is valuable as a reminder to check whether a planned or undertaken advocacy activity provides the appropriate levels of protection or capacity building C including whether a tendency toward one is to the detriment of the other C and whether the activity is working on the appropriate intervention level, from personal to societal.  Scientific as well as other forms of evidence (lay knowledge, common sense, informal experience) could play an appropriate role in designing advocacy activities consistent with their goals, the circumstances, and the etiological theories pertinent to those activities.  Clearly, also, any actor engaged in an advocacy activity can be limited by professional role, resources and employer policy as to what kind of practice she or he can undertake.

Advocacy in the Health Promotion Literature

Chapman (1997b) dates the arrival of "advocacy" in the vocabulary of public health to the late 1980s.  Attention to advocacy for healthy public policy, whether or not the term "advocacy" was common, dates back in the literature more than twenty years (e.g., Milio, 1981; Society for Public Health Education, 1978; Steckler and Dawson, 1982).  In its emergence the related or sub-field of media advocacy (e.g., Atkin and Wallack, 1990; Chapman and Lupton, 1994; Wallack, 1994; Wallack et al., 1993) received the most specialized attention (Chapman, 1997), especially concerned  with changes in individual behaviours.  Thanks particularly to Wallack (1990, 1994), the objectives of media advocacy broadened to include influencing policy makers, developing public opinion with respect to policy directions and targeting public, and not just personal, regulation.  As Wallack (1994) characterized the field, it is concerned with the "power gap" and A... attempts to motivate broad social and political involvement@ as opposed to the more traditional Ainformation gap@ (p. 422), the latter being addressed in the assumption that what people needed to become healthier was more and better information regarding healthier behaviours.  Interest in advocacy as a health promotion technology can be viewed partly as the offshoot of the media advocacy literature, combined with experiences in community mobilization and some well-known public health policy campaigns (notably tobacco, drunk driving, seatbelts, and the environmental movement).

Advocacy for healthy public policy reached its adolescence as a crucial strategy for health promotion with the release of the Ottawa Charter for Health Promotion (World Health Organization, 1986).  It is no coincidence that public policy advocacy emerged as a key health promotion strategy during the 1980s and early 1990s.  This was also the era when much broader etiological models came to the fore, variously described as "ecological", "systemic", or "biopsychosocial" (see notably Evans and Stoddart, 1990; Government of Canada, 1986; WHO/UNEP, 1991).  These models incorporate ideas about multiple determinants at multiple levels interacting to produce outcomes not just at the individual but also the population levels.  They, and the research upon which they were built and further inspired, implied intervention well beyond the clinical or individual levels, and a conception of causality in which health outcomes are much more than the linear consequence of risk inputs (McCubbin, 1997; Sallis, Bauman, and Pratt, 1998).  Under this view intervention at the societal level C structural change C becomes essential in order to manipulate important determinants of the health of populations.  

The Ottawa Charter, however, implies more than this.  Notably, it suggests close relationships between "health", "healthy societies" (or communities) and well-being.  A healthy society is defined not only by morbidity, but also by well-being and the degree to which the society protects and advances cherished shared values like democracy and equity.  These qualities, in turn, facilitate and advance the health and well-being of individuals and societies.  Policy advocacy in health promotion is not just a question of identifying and acting upon the more clearly visible and direct determinants of morbidity, but also of advancing the healthy society which creates the conditions both for reduced morbidity and enhanced well-being.  The Charter takes yet an additional step.  Advocacy for healthy public policy does seek to alter policies in order to achieve identified health and well-being outcomes.  But it is also about changing the means by which policy is made, in particular by:

· advancing democratic values

· empowering people as participants in the polity

· facilitating the capacities of communities and vulnerable populations to make their needs and interests known 

· increasing peoples= participation more substantively in processes allocating societal resources and values among its members.  

The literature reflects this close correspondence between strategies of community mobilization, empowerment, participatory action research, and advocacy.

The Rationale for Advocacy
Implicitly or explicitly, most writers in the field of advocacy for healthy public policy adopt the view that, given the ecological perspective gaining influence in the health promotion field, "the most salient health strategies are those that affect the larger dimensions of environment C the biophysical and socioeconomic conditions of workplaces, homes, and communities" (Milio, 1981, p. 275).  Whether acting locally or "globally", advocacy strategies usually imply collective action aimed at policy change.  The formal deciders involved may be not only governments but also those with control over other social systems.  They may include corporate "green policies", regulatory standards agreed to in a particular industry, the formation of a neighborhood watch organization, the funding decisions made by charities and labour unions, ad infinitum.  The specificity of "policy advocacy" is that it involves deliberate efforts to convince those deciders who have significant control over the actions of a social structure to, alter their actions.

Without organizing in collective action, those interested in healthy public policies are liable to have their interests snowed under in the decision process by those with Aspecial@ or Avested interests.@  The power of vested interests can be so great in the decision process that, as argued by Mosher (1999) with respect to alcohol policy in the face of the alcohol producers, barriers to healthy public policy need to be overcome by community organizing, coalition building, media and policy advocacy and an expanded research effort.  As the political scientist Andrew McFarland observed, "special interests tend to control particular areas of policy unless public interests are organized.  The role of public interest groups, in this view, is to intervene in politics to redress the balance of power to the benefit of the public" (quoted by Pertschuk, 1986).   Whether policy advocacy as a health promotion strategy can actually succeed in creating policies that advance the population's health is another matter.  

B.  The Effectiveness of Policy Advocacy as a Health Promotion Technology

Evaluating Policy Advocacy as a Health Promotion Technology
A key qualifier in understanding what we mean by advocacy is the degree to which the activity is representational, participative or directive and, alternatively, the degree to which it is facilitational.  As the well-known American public interest lobbyist Michael Pertschuk noted, "there=s a difference between those who speak for the underdog, and those who help the underdog speak" (1986, p. 234).

Many examples of policy advocacy in the field of public health could be considered to be directive, in the sense that a public health professional (for example) plans and directs a campaign to build support to attain relatively precise pre-identified policy objectives.  Much attention in the health promotion field over the past few years has aimed to make the relatively anarchistic "grass roots organizing" of the 1960s and 1970s into a professional practice.  This is reflected in the large and growing literature on community participation/mobilization and, in a more refined sense, in terms of the science of health promotion, "capacity building" (Hawe, Noort, King, and Jordens, 1997; Labonte and Laverack, 2001a and b; Poland, 2000).

In this paper we do not aim to focus more upon either kind of advocacy activity.  Either can be appropriate in working toward healthy public policy, depending upon the nature of the objectives and the circumstances.  It will have to be borne in mind, however, that one set of advocacy activities is "rational", directed, planned ahead, with precisely defined objectives.  The other set is a participatory "emerging system" with no central control and subject to objectives, players and strategies in constant change.  The issues of what constitutes evidence and how to construct it will be different for each of them.  The planned campaign can be subject to more traditional forms of evaluation, i.e. "input-output": How much desired (and undesired) output, in accordance with the initial objectives, do we get, and in relation to what degree of resources/costs?  How does that compare to alternative interventions?  The Aemerging system,@ however, needs to be assessed more in terms of process, and the relevant outcomes are likely to be multiple, inter-related, and partially or not at all defined a priori.  

A key evaluation problem for policy advocacy is the determination of not only what outcomes will be recognized but also whether they are to be considered costs or benefits and, if so, by how much and to whom?  Costs and benefits are unequally distributed among stakeholders; they are a function of peoples= own values, interests and tastes, and subject to the degree of risk aversion a person holds, all of which vary widely among people (McCubbin, 1998a).  The problem can be characterized in economics terms (Asocial choice@) but its resolution is inevitably political.  Further, even the nature and degree of awareness of costs and benefits is the consequence of the nature of policy and political structures and their environments (Milio, 1981).  For example, the general public may have only a vague idea of the potential benefits and risks of genetically engineered food compared to bio-engineering companies, who will use their substantial influence to ensure that the public, scientists and governments perceive the positive but not the negative benefits.

There is something in the way of a resolution.  Many people involved in the health promotion and population health fields have come to them more from an interest in social justice and the Ahealthy society@ than in outcomes like morbidity and life expectancy.  Yet, as population health research shows, the two are not inconsistent.  The standard criterion for evaluating policies and interventions in the field of public health are characterized by Chapman (1997a), as Awhether they actually improve health or predictive health indicators@ (p. 56).  The American literature is often even narrower in outcome definition: AThe final products of effective public health advocacy are reduced morbidity and mortality@ (Christoffel, 2000).  As obvious as this may be, it is only recently that the health system has placed a concerted effort (e.g., the Cochrane Group) into Aevidence@ based on health outcome or indicator measures.  Much intervention and practice went unevaluated, or the Aoutcome@ was indistinguishable from the Ainput@:  e.g., medical care was a success if it was provided.  As Evans and Stoddart (1990) acerbically remarked, this is tautological, with the result that the medical service systems were allowed to Acreate their own demand@ to enhance their seeming success.  Similarly, saying a policy advocacy activity was a success simply because Ait was done@ and left symbolic traces like a Apolicy@ can also be tautological and self-serving.

We are not Aadvocating@ here a restricting use of mortality and morbidity outcomes only.  Quality of life and other Apositive health@  measures are increasingly being gathered locally and nationally and offer additional or alternative outcomes.  Nor are we suggesting that Cochrane style evaluations represent the only, or necessarily best, means to analyze systematically the impact of health promotion techniques.  The rigour criteria utilized in most Cochrane systematic reviews exclude enormous amounts of helpful data, largely in the form of case studies, from scrutiny, leading to substantively erroneous conclusions (White, 2001).

Moreover, insofar as policy advocacy is a question of capacity building for communities, a particular policy target may be but one milestone along the road toward achieving a Aseachange@ in attitudes and social structures that will enhance, eventually, the capacity of these groups and communities to be heard and adequately responded to.  In other words, it is conceivable C indeed, frequently to be expected C that for some time such groups will lose their policy battles.  The question is, whether they can sustain losing these battles and still win the war.  Hence the Adesign@ of an advocacy process, one aimed more at an emerging system than rational campaign, needs to incorporate respect for its dynamic nature.  Will a series of failures lead to disillusionment and self-reinforcing prophesies of failure?  Alternatively, can the groups= movement towards greater capacity be coopted by apparent but empty successes?  

The Importance, and Difficulty, of Demonstrating Health Outcomes
For policy advocacy as a health promotion technology to survive, however, demonstrable health outcomes must remain part of its evidence building enterprise. As long experience now demonstrates, implementation of a program involving human behaviour, designed in accordance with good theory and past evidence, very frequently does not Awork@ in terms of the ultimate desired outcomes (i.e. quality of life, morbidity/mortality, change in health determining conditions).  The majority of policy advocacy evaluations disclosed by our search did not evaluate their work in terms of the ultimate desired outcomes.  They consisted primarily of descriptions of what was done and to whom, and whether there was a Apolicy change@ as a result.

It may be that few health promotion programs have sufficient resources to evaluate their impact beyond such intermediary outcomes.  But it remains moot whether policy change, per se, improves population health.  Christoffel and Christoffel (1989), for example, describe the Acynical view@ (not necessarily their own) that apparent policy victories with the U.S. Congress regarding product safety are Ain reality shams ... Congress may at times enact into law social regulatory programs that are not expected to work out@ (p. 338).  It is not particularly egregious, however, to suggest that the Aart@ of politics is often one of seeming to do something rather than actually doing it.  More accurately stated, much apparent progressive social policy B the type consistent with improving health determining conditions B often appears to follow the demands of Apublic interest@ groups while actually retaining much of the existing power and benefits accruing to Avested interests.@
  Thus, while the policy advocate will likely, and justifiably, cry Avictory@ in achieving a Apolicy change@ symbolized by a law or regulation, the field of health promotion requires not only policy change but also demonstrable health benefits attributable to that change down the road.

The difficulty of separating the role of advocacy in producing health outcomes from the role of Aother@ factors in the Aenvironment,@ however, renders the task of building this evidence base a formidable one.  The sources of the confusion are multiple and we can only mention a few of the more important ones here.

Firstly, of course, people and societies and their environments are always in an interactive process of change.  How much of the reduction in adolescent drug-taking during the 1980s was a consequence of the war on drugs, including media advocacy campaigns, how much due to simple cohort effects, and how much due to the economic stability of their lives and their expectations for the future?  Has drug-taking increased since, despite the war on drugs, due to economic instability, due to a cohort of children of drug-taking adults, and due to growing pessimism?  Would things be worse without the war on drugs, was it inefficacious in the 1980s with drug use declines due to other factors or, indeed, did it have Aperverse@ effects, as some have claimed, having the opposite effect?  

Secondly, Aeverything interacts with everything else@ C it is impossible to incorporate every pertinent variable, track them all over time, and design a statistical test that can catch every interaction effect and, in particular, why the interaction effects occur.  The Abutterfly effect@ of chaos theory (Gleick, 1987) is far from uncommon in human systems.  Howze and Redman (1987), for example, describe how a rare chance event, something that no evaluation design would have identified a priori as related to a variable to track, may have been a factor in a Virginia legislature committee’s proactive study of initiatives to advance health promotion C including with respect to smoking, despite the sensitivities the issue can raise in this prototypical tobacco producing state.  That event was the death of a highly influential and respected member of the legislature=s committee examining the proposals.  A chain smoker, he died of a heart attack, at the age of 47.  The authors observed that because of the importance of chance events and currently popular or politically important concerns, “crisis was the handmaiden of opportunity” (p. 380).

To the extent that evaluation designs involve time-series observations they may be able to better refine apparent causal links (see Biglan, 1995a, for detailed discussion of the methodological considerations involved).  To the extent that they incorporate qualitative research they can hope to improve on causal inference as a consequence of asking people why they did what they did, what they saw as barriers, opportunities, their interests and desires over time.  Interviews can provide Aretrospective@ data which both brings out actors= motivations and perceptions and functions as a proxy for longitudinal data (see, for example, Balbach and Glantz [1998], for how they documented efforts of California public officials to scuttle a media campaign attack on the tobacco industry C in effect, reconstituting events out of participants= Astories@).

Such data would likely need to triangulate several sources and types of information.  Ramos (1998), for example, used a variety of qualitative methods, including interviews, observations, documentation and archival records, in a case study of a community-based health education project involving predominantly Puerto Ricans in Massachusetts and an advocacy structure aimed at empowering participants.  Such approaches are becoming typical for analysis of participatory programs, but may still be insufficient C particularly where benefits are diffused among a large population over a lengthy period of time C to separate out the health and wellbeing impacts of the intervention from larger social changes.  Hence, to the extent that they incorporate meso and macro-level data, e.g. regarding economic and sociodemographic trends, changing culture, institution restructuration and so on, the design can hope to better Acontrol@ for a changing environment.  Content analysis of media messages (e.g. Menashe and Siegel, 1998) can reveal changes and tendencies more obviously affecting the success of policy advocacy efforts.

Thirdly, if we do rely upon health impacts as the ultimate dependent variable, it may be problematic as to health impacts upon whom.  A successful advocacy undertaking that creates a community recreational centre may well result in less health impacts for the people actively campaigning than for those who eventually attend the centre (Ellaway and Macintyre [2000], for example report that the rate of local association membership impacts upon community self-rated health, whereas no impact was found for membership; in other words, Athe effect is operating through contextual [collective] rather than compositional [individual] mechanisms@ [p. 988]).  Or the diffused impacts upon the entire population may create health impacts more due to the presence of the centre than to actual use of it, for example, in its contribution to social cohesion or sense of community.  

Improving the Evidence Base
These methodological problems are not different in kind from those we face throughout the human sciences.  For policy advocacy they are more severe, given the dynamic, partly undefinable nature of the Aintervention;@ the likelihood of fluctuations in who is involved in advocacy and who benefits; the long time frames that may be necessary for them to Awork@ (a problem exacerbated insofar as morbidity data is used, in that morbidity can trail Ahealth@ in a more general sense, including emotional, by many years); the multiple levels of analysis involved (personal, group-community, nation-society); and especially, the large number of factors intimately involved in the outcome of an advocacy process.

Unfortunately, adequate efforts to account for such problems are rarely undertaken in the human sciences.  The consequence is an evidence base which is largely anecdotal, informal, and filled with wishful thinking, as is currently the case with advocacy for healthy public policy.  Or it consists of mega-tests which involve such large numbers and relatively few variables that statistical significance can be squeezed out.  This frequently satisfies scientific peers, despite the incapacity of such tests to enable a reasonable stab at inferring causality, their normally very marginal percent of variance in the outcome explained by the independent variable of interest and, often, the relative insignificance of the variable to real-life situations.

As a starting point in thinking about evaluation of a public health advocacy intervention, Altman, Balcazar, Fawcett, Seekins and Young (1994) have produced a manual in simple language on undertaking and evaluating such interventions at the community level, complete with short case studies.  Its chapter on evaluation is quite unsophisticated and brief, considering the methodological problems raised above.  However, it has the advantage of being usable by persons outside of academia and the professions.  It outlines some simple and fairly accessible process (community participation, media coverage, financial resources generated, members= satisfaction ratings, analysis of critical events), outcome (services provided, community actions, changes in programs, ratings of significance of outcomes, access to services, objectives met over time), and impact measures (behavioural and community level).  As Altman et al. point out, collecting volumes of data that can only be understood by statisticians will not be helpful.  The main use of the evaluation is to help the organization improve.

Even if any one Aevaluation@ provides, on its own, little contribution to the scientific evidence base, meta analysis or reviews of many offers the possibility for a cumulating evidence base that can advance knowledge.  There are significant methodological challenges in accumulating and comparing policy advocacy initiatives among themselves and with alternatives.  A thoughtful, theory-based analysis which can transparently justify the choice of what data to draw upon among the various interventions considered for the analysis, and how that data is summarized, is feasible. 

A quite exemplary meta-analysis which copes with the kinds of challenges mentioned above is provided by Kar, Pascual, and Chickering (1999).  They provide a qualitative and quantitative meta-analysis of 40 empowerment/advocacy efforts around the world involving women and mothers acting in the domains of human rights, women=s equal rights, economic enhancement, and health promotion.  Their work offers a part of the evidence base for public health advocacy, in that it draws out the Aempowering@ methods employed by apparently effective and thriving collective actions.  It does not, however, incorporate actual health outcomes, nor comparison with non-successful efforts.  As the authors note, unsuccessful efforts are very rarely described in the literature.  Their methods for analyzing 40 widely varying cases proceeded through content analysis of the cases, meta-analysis to identify empowering factors, development of an empowerment framework, quantitative analysis and comparison of empowerment methods and inference of 10 propositions.  The methods are instructive for getting a handle on multiple types of data that elude incorporation into summary information.  Such an enterprise would be aided if adequate data were reported in the literature, but, as Kar et al. note,

It is practically impossible to find an adequate number of well-written unsuccessful case studies for comparison.  Social activists and reformers do not set out to conduct social experiments with randomized assignment of treatment and control groups and with a sophisticated before-and-after measurement design.  For nearly two years we have extensively searched for written documentation of case studies that is essential for our content analysis and we have discovered that it is immensely difficult to find well-written descriptions of case studies, even when they are successful (p. 1432).

The Nature of the Existing Evidence Base
As previously noted, there is no meta-analysis that we were able to find, or find reference to, which treats policy advocacy as an intermediate or independent variable linked to health outcomes.  The evidence base consists of the following:

Theory, discussion, and training materials.  These include theoretical frameworks, or extensive discussions of what to do and what not to do based on experience and non-systematized reading of the literature, sometimes drawing upon theories that may already have been tested in other domains (e.g. social psychology, game theory, political science, public choice theory, epidemiological and population health research).  There are a small but growing number of these (including Altman et al., 1994; Badovinac, 1997; Carlisle, 2000; Christoffel, 2000; Milio, 1981; Viel, Wing, and Hoffman, 1999; Mosher, 1999) and they are becoming more sophisticated, formal, and operationalizable in terms of their usefulness for guiding the construction and evaluation of advocacy activities.

Meta-analyses of advocacy with health as desired but not measured outcome. There are very few extant meta-analyses of advocacy activities in which health is an ultimate desired outcome but in which health outcomes are not measured.  An excellent example is provided by Kar et al. (1999), which provides perhaps the firmest empirical building block yet for the construction of an evidence base for health advocacy.  This meta-analysis shows how a class of successful advocacy organizations had functioned in terms of Aempowerment methods,@ how advocacy activities were empowering, suggested improvements in quality of life as a consequence of advocacy group participation, and raised the suggestion that such activities would have favourable impacts with respect to public health objectives.  A more limited example is the University of Toronto doctoral thesis by William Boyce (1997).  This research studied five community health promotion projects involving disadvantaged persons in Ontario, using a comparative case methodology.  It revealed key structural obstacles from federal and local levels which restricted the participation process.

Meta-analyses of non-health advocacy.  Meta-analyses of policy advocacy impacts primarily outside the domain of public health — for example, the Rees (1998) study of effectiveness factors regarding the 12 non-profit advocacy organizations rated most effective by American legislators and government officials — could be incorporated into the evidence base for public health advocacy (such studies were excluded from our own search parameters).

Case studies of health advocacy, health outcomes not measured.  These include case studies of particular advocacy activities or sets of advocacy activities.  We have not found any such case study which measures health as an outcome variable.  Those culminating in policy change success or failure are still valuable insofar as we can assume or argue that the consequence of a successful policy change will be meaningful, and that, based on other research evidence, effective implementation of changes should result in desired health impacts (e.g., Beaglehole, 1991; Bialous and Glantz, 1999; Howze and Redman, 1992; Pertschuk, 1986; Teret, Alexander, and Bailey, 1990).

Analyses of health impacts of policy changes.  Included here would be epidemiological or other data showing changes in health indicators pursuant to a policy change.  An exemplar is provided by Sallis et al. (1998), in their meta-analysis of seven evaluations of interventions/policies aimed at increasing physical activity.  Such studies would be more valuable if they incorporate an effort via statistical analysis or argument to isolate the impact of the policy change on observed outcomes from other factors.  Data undoubtedly exist C smoking and vehicle accident prevalence as a consequence of legal changes spring to mind C and would augment our capacity to say whether or not winning the policy battle makes much difference to the health war.  Since our remit was to examine advocacy initiatives to achieve healthy public policy, rather than, more narrowly, to assess the effect of policy change on health status, we did not seek out such literature.

Summary 
Apart from the Kar et al. (1999) meta-analysis discussed above, overviews of the efficacy of policy advocacy as a replicable health promotion technology are not based upon demonstrably systematic assessments of the body of available evidence.  They amount to views expressed by the authors, given unsystematized reading and experience.  They rarely, if ever, assess efficacy in terms of health outcomes but rather in terms of achieving a policy change, or a policy change Awith teeth@.  For example, Christoffel and Christoffel (1989) opined that Agetting the right combination [for public interest lobbyists to influence American government policy] is extremely difficult and rare, almost a fluke@.

Alternatively, some authors provide their opinions as to the importance of policy change for positively impacting public health.  For example, Wallack (1994) wrote (without references) that AThe research base in public health strongly suggests that while a balance of initiatives is necessary, policy change is a key factor in promoting public health goals@ (p. 421), and AIt is the policies that define the environment in which people make choices about health that appear to have the greatest potential to improve health.@  Similarly, claims increasingly abound, and find themselves manifested in government and conference reports and consensus statements, that public health policy advocacy is an essential part of the public health endeavour.  For example, AIt is significant that a large, national public health program funded by a federal government agency cites policy advocacy as a critical intervention strategy@ (Schwartz et al., 1995, p. 424), or Anew emphasis and priority are being given to advocacy, and it is being recognized more and more as a valuable public health tool. ...  The AHA [American Heart Association] has identified advocacy as one of four key work processes that will guide its work into the 21st century@ (Gilpin, 1997, p. 1978).

With the available evidence regarding the efficacy of public health advocacy in terms of achieving policy change, and the currently separate evidence regarding the impact of policy changes upon public health, the potential exists to link together the two bodies of evidence to argue that AA leads to B, B leads to C, hence A leads to C@.  This would provide partial evidence that public health advocacy is, or could be, a demonstrably effective strategy for improving public health.  

Given the extremely limited portions of the required evidence base, it would be presumptuous for us to conclude that policy advocacy is, or is not, an effective health promotion technology for advancing population health.  We do have a quite convincing body of evidence that a sense of control or Apower@ is a major determinant of population health, which suggests that Aempowering@ interventions are called for (McCubbin, 2001).  There is theoretical and empirical evidence that participatory processes, some of which incorporate policy advocacy, are empowering for marginalized participants.  There is yet little evidence that empowering interventions impact favourably upon health, nor is there much evidence that we are aware of that convincingly demonstrates that policy changes can and do have sustainable, significant favourable impacts upon health.  Whether prescriptive or participatory, and whether directed at structural or individual change, there remain many missing links in the necessary evidence base.  

With the empirical links we do have, and the anecdotal, wishful, value-based and theoretical links which remain Asoft@ in a scientific sense, we can say this:  

So far, so good.  But we have a long way to go.
C.  Best Practices for Policy Advocacy as a Health Promotion Technology

... [T]he evidence of 40 years of national policy-making suggests that public policy development is responsive to public opinion, under certain conditions.  It is most responsive when a policy change is organizationally easy to make ...

What follows is an overview of advice for successful public health advocacy, culled from the literature.  We aim, for the most part, to pull out some of the themes more frequently mentioned as crucial.  None of the following propositions are the consequence of explicit hypothesis testing, and only a few, as will be indicated, result from systematic meta-analysis.

Christoffel and Christoffels= Five Steps for Effective National Advocacy
In reviewing the recent history of consumer product safety advocacy in the U.S., Christoffel and Christoffel (1989) state that the Congress Adoesn=t act, but reacts@ to get legislation passed, so ways need to be found to pressure them.  This requires strategies, the design of which requires an analytical model of the politics involved (p. 338).   This will also require a thorough assessment of the resources potentially available to the advocates and of the distribution of power among interested parties (including those who oppose the advocacy goals) and the institutions that need to be targeted in order to achieve advocacy goals (Wallack et al., 1993).  Part of the model should be a recognition that politics comes into both the passage of legislation and the implementation of that legislation B as noted before, the supposed goals of the legislation, or the compromises that the legislation involves, can imply that the legislation will not be in fact enforced in any meaningul way (an outcome which may be expected by legislators).

Five specific steps are recommended by Christoffel and Christoffel (1989); generalizing beyond the isue of consumer product safety, the lessons for public health advocates would be, then:

1.

Complete data.  Data must be as complete as possible (see also Wallack et al., 1993).  We would add that part of the Adata weaponry@ is not only the information provided, but also the credibility of the data.  As we discussed earlier in this paper, it needs to be gathered systematically in a scientific way, and be seen to be so.  Only then can Chapman=s (1997a) strategy of undermining the opposition=s credibility (Ae.g. alerting people to the commercial motives behind research sponsored by the tobacco industry@, p. 29) be successful.  Otherwise the public and decision makers can select the data that they like when they view both parties as biasing their data for partisan self-interest.

2.

Coordinated action.  There must be coordinated action around the issue area.  Based on her general experience and reading in the public health advocacy field, Christoffel (2000) analyzed the nature of the functions and the expertise associated with a particular public health advocacy campaign.  She outlines participant categories, the nature of their roles in gathering and generating information, the strategies they might employ, and the actions they might undertake consistent with their strategies.  This provides some indication of the varying types of expertise that would be useful in an advocacy effort, and an aid in the planning for coordinated action.  

3.

Specific goals.  Advocates must define their efforts in terms of concrete, specific goals.  This would be aided if those opposing legislation face even worse alternatives.  The necessity for specific, well-defined goals has been frequently stressed in the literature, despite the recognition that A effective public health advocacy involves multiple intermediate products (e.g., passage of seat belt laws, increased traffic stops to screen for alcohol level), although strategies or tactics often dictate a focus on a single product (e.g., mandated air bags in the 1980s)@ (Christoffel, 2000, p. 723).  Regardless of the Aunplanned for@ intermediate products accruing to a public health advocacy effort that may aid in furthering an advocate=s overall public health agenda, having specific and explicit regulatory outcomes can Aconcentrate the mind wonderfully@.  Amidei (quoted by Wallack et al., 1993) views such outcomes as a prerequisite for concerted action among diverse groups.  Wallack et al. (1993) distinguishes between goals B e.g. specific policy targets B and objectives, which Afocus on what must happen to accomplish the overall goal Y Advocacy objectives address coalition building, community capacity building, and expanding the base of support@ (p. 38).

4.

Local/global coordinated action.  Effective national advocacy requires simultaneous advocacy in every state or province of a nation.  While opponents of the advocacy interests may be quite powerful at the national level, it is often more difficult for them to impede efforts at lower levels.  Building a local base of support, in turn, increases political pressure at higher levels of government (Health Canada/Hancock and Labonte, 1997).

5.

Public appeal.  Ways must be devised to Acapture the imagination and attention of the public media.@ Statistical Alives saved@ lack the political clout of specific Amangled baby@ anecdotes.

Local Advocacy
One cannot follow a recipe to succeed at the local level; advocates must be highly attuned to their particular working environment and design their objectives and strategies accordingly.  Nutbeam (1993) argues that, as the urgency for environmental action in the mind of the public and governments fades, activists will have to advance their agendas in multi-sectoral cooperation working with existing institutional agendas.   He provides an example relating health and environmental concerns with existing government targets in the area of housing.  In doing so, advocates Aeasily fulfill the health >agenda= in relation to housing without giving the impression that the agenda is being imposed from outside Y@ (p. 166).

Selecting among local versus Aglobal@ (higher political level) strategies carries with it something of a Hobbe=s Choice, parallel to that of Aincremental@ vs. Asystemic@ reform (McCubbin and Cohen, 1999).  Advocacy at the global level carries with it the potential of substantial and enduring impacts, if only it could succeed; whereas advocacy at the local level may well Asucceed@ yet have relatively small impacts that may not endure given the weight of the changing environment around the locality (McCubbin, 1998b).  We are left, then, with the Christoffels= (1989) view that, overall, the best strategy is one which combines local with national advocacy.  Insofar as the efforts are coordinated and mutually reinforcing, the consequences will be Amore than the sum of the parts@.   If there is lack of congruency between national and local policy concerns, the legitimacy of healthy public policy-making at the local level may be undermined@ (Carlisle, 2000).

However, as discussed earlier in this paper, acting locally is not a substitute for acting globally.  It is an open question as to whether substantial and enduring progress upon the public health of a large population B provinces, nations, the developing world B can ever arise as a consequence of acting locally.  Indeed, the contemporary focus upon local action could quite well be explained by the perception that necessary change is virtually unachievable in a globalizing, neo-liberal world (see Poland, 2000).  As valid as this perception may be, one also has to ask whether the symbolic Asound and fury@ of local activism actually results in sustainable public health improvements, at best, or in the cooptation of activism to achieve systemic change, at worst.  

Issue Framing
Badovinac (1997), in her description of workshops on policy advocacy for public health activities, states that Aeffective framing is based on knowing whom we want to influence and persuade and identifying how our opponents are framing the issue.@ (p. 283).  The media advocacy school, in particular, has stressed the crucial importance of how an issue is Aframed@ for how the public and decision makers will react to it (for review see Menashe and Siegel, 1998).  Insofar as potential Asolutions@ depend upon the perceived nature of the Aproblem@, advocates have to ensure that the problem is defined in ways consistent with their public health objectives.  Providing his knowledge of tobacco control advocacy as an example, Wallack (1990) argues that

Successful reframing uses two primary strategies.  First, it focuses attention on industry practices rather than individual behavior as a primary problem. This results in increased support for regulatory measures that can have substantial public health impact.  Second, successful reframing seeks to delegitimize the industry by exposing industry practices that are exploitive and unethical (p. 160).

Interests and Ideology
It will frequently be essential to clarify the actual interests of various stakeholders (McCubbin and Cohen, 1996; Wallack et al., 1993).  Those with interests diverging from the public=s health should not be allowed to totally submerge public health concerns (or distort them) under the images they will paint of what they put forward as the important interests.  Delegitimizing the opposition B often Avested interests@ with a profit motive and substantial resources B can be essential if advocates themselves are not to be delegitimized by the opposition.

Problem analysis is inevitably guided by ideological orientation (Badovinac, 1997).  Public health advocates need to be up-front and skillful in defining the ideology B e.g., the role of socioeconomic structure in producing health outcomes B that justifies the pursued strategies.  Otherwise, the chosen strategies may both miss the mark, insofar as they are inconsistent with the pertinent ideological perspective.  Equally important, the opposition can attribute to the public health advocate other ideological motivations in an attempt to ridicule advocacy efforts and distort public health goals. 

Those whose interests conflict with public health interests often will attempt to play out the competition with them on a playing field far from public health issues.  Wallack et al. (1993), for example, report the framing by the Nestle company of the infant formula issue (discouragement of mothers in developing countries from breast-feeding) in terms of Aan indirect attack on the world=s free economic system@ (p. 30, quoting Hilts).   Conversely, as Wallack (1990) observed with respect to tobacco control framing:  AThe tobacco industry has carefully crafted an image of itself as an advocate of civil rights, protector of free speech and good community citizen@ (p. 160).  As observed by Menashe and Siegel (1998), in their analysis of newspaper coverage of tobacco issues in the U.S. over a one-decade period, 

It is not necessarily the relative merits of various arguments for and against a proposal that most influences its legislative fate.  Rather, it is the relative success of proponents and opponents in framing the overall terms of the debate (p. 311).

We see such a struggle in Aissue framing@ currently being played out between proponents and opponents of free-trade agreements and the liberalization agenda of the World Trade Organization. 

Building Collective Self-Efficacy
Bandura=s (1997) concept of self-efficacy not only needs to be Asocialized@ in recognition of the contingent and reciprocal nature individual efficacy has with respect to contextual factors (Franzblau and Moore, 2001); it can also be understood at the collective level.  Howze and Redman (1992) argued the importance of growing Acollective self-efficacy@ in creating the capacity for effective advocacy.  Drawing on Cottrell=s work, they view the manifestation of a group=s collective competence by a group=s ability to

(1) collaborate in the identification of (its) problems and needs; (2) achieve a working consensus on goals and priorities; (3) agree on ways and means to implement the agreed-upon goals; and (4) collaborate effectively in the required actions (p. 373).


As at the individual level, collective efficacy cannot be considered simply a given.  It is the consequence of experience, facing up to challenges, learning, and the growing sense of confidence that comes with enjoying victories, however small, over time — the latter of great importance to maintain and attract participants and their investments of time and effort (Bandura, 1986).  As a guide to advocacy groups the concept is of little utility unless it is understood that advocacy does not start off with efficacy, but rather builds it over time.  Hence, as has been frequently stressed throughout this paper, advocacy endeavours often are developmental processes in which strategies and objectives are continually reassessed as the environment changes, and as the advocacy group or coalition emerges into new, and hopefully increasingly efficacious, forms.  

The Kar et al. Empowerment Model
Kar et al. (1999) recently published an important study of the empowerment methods used by Awomen and mother@ advocacy groups throughout the world.  They analyzed, qualitatively and quantitatively, all 40 pertinent cases that were documented in the literature.  Their meta-analysis was unable to specify how successful advocacy efforts differ from unsuccessful efforts, but it was able to discern common elements among the cases and had the power to discern differences, if any.

The authors were surprised to find that the differences in empowerment methods used across cases were minimal, even though there was a wide variety in the nature, objectives, make-up, and socioeconomic environments among the groups.  The only statistically significant difference was in use of the mass media, with those in developing countries relying upon media advocacy less frequently.  Otherwise, there was remarkable similarity in the frequency of empowerment methods used (% cases using a method in parentheses):

· enabling services (77.5%);

· rights protection/promotion and social action/reform (60%);

· public education and participation (57.5%);

· organizing partnerships (associations, cooperatives and coalitions) (50%);

· media use, support and advocacy (50%);

· empowerment training and leadership development (45%);

· work/job training and micro-enterprise (20%).

These methods emerged from the content analysis of the cases.  The categories as described above were not determined a priori.   

The Amethods@ are more or less tied to the objectives of the advocacy groups and, hence, are somewhat independent of the Asuccess@ of advocacy activities.  Further, we do not know what distribution of methods would occur among unsuccessful advocacy groups.  Nonetheless, the findings support the praxis B theory and practice as dialectically developed over time — underlying the meaning and application of  Aempowerment@ as an intervention technique.  This study also led the authors to Aten general propositions@ concerning health-promoting empowerment and advocacy, which we will briefly summarize (in the order they provide) as:

· Maternal motivation to prevent harm to their children is a driving motivation.

· Under authoritarian rule the struggle for basic survival needs and human rights is likely to engender further social support for women and mothers engaged in advocacy activities.

· The above is true even for Anon-political women@ who will benefit from social approval, even from Acorrupt military and gang members.@
· Participation and involvement have empowering effects, independent of tangible program outcomes:
Initially, involvement in self-help initiatives at the local level enhances self-esteem and self-efficacy.  Subsequently, involvement in empowerment programs enhances social status, professional competence and leadership, leading to an improved QOL for the participants, their families and their community (p. 1452).

· CORE support B community support, organizational support from community-based organizations, resource support, and empowerment support B at the early phase of a local self-care initiative is essential for developing a viable enabling program.

· Enabling services and assistance are essential in allowing victims protection against abuse and the means necessary to sustain their struggles.

· Training and leadership developments that have empowering effects on both individuals and organizations significantly influence program outcomes.

· Media use, support and advocacy complement program efforts and can significantly enhance their effectiveness.

· External recognition and support enhances institutionalization and wider adoption of landmark local initiatives.

· A non-violent social action movement for a just cause is likely to gain social approval and thus, enhance its ultimate effectiveness.

Drawing upon the theory of complex systems, the authors describe the common developmental pattern toward empowerment they observed.  Very briefly, they have noted four developmental steps:

1. Motivation and innovation, in response to an initial Astate of deep discontent and a strong motivation to change the status quo@ (p. 1453);

2. Initial collective action, wherein Aa critical mass of victims Y come together, support the innovators and actively participate in collective action Y [which] if judged positive by those involved, serves as a strong >positive feedback loop= and triggers a process Y [of] >auto-catalysis=@ (p. 1454);

3. Organized movement, for which >CORE= support, as described above, is essential;

4. Institutionalization, when a local movement becomes effective, involving A(1) continued social action to maintain the momentum and (2) establishment of a stable organization that can lead and coordinate continued struggle@ (p. 1455).

Insofar as a public health advocacy endeavour aims to achieve its public health ends via Aempowerment,@ or that empowerment is among its ends, the findings of Kar et al. (1999) provide a solid and informative building block of the public health advocacy evidence base.  As a rare B perhaps only B systematic meta-analysis of reports in the literature explicitly pertinent to public health advocacy, it brings a great deal of scientific credibility, and it provides empirical support for key aspects of empowerment theory.  

Our findings support several predictions by empowerment theory discussed earlier: (1) empowerment movements effect changes at three levels: personal/psychological, community and organizational empowerment, (2) empowerment at these three levels interact and affect each other, (3) empowerment and enhanced quality of life are intertwined and have a synergic relationship, (4) individuals engaged in a movement can and do subjectively assess the level of their empowerment and quality of life, (5) use of any combination of empowerment methods, that are feasible, have empowering effects, (6) empowerment, in the final analysis, is an outcome of combined effects of individual efforts, community support, organizational efficacy and (7) the larger context or macro-environment including unplanned developments may fundamentally change the course of a movement (p. 1455).

Opportunism
Many of the advocacy writers have stressed the importance of chance events for the outcome of policy advocacy activities.  ARandom@ events, however, should be regarded as an opportunity, not merely complications in advocacy plans.  Several writers have stressed that the timing for undertaking a particular strategy or goal is crucial.  Not every important public health determinant can be attacked simultaneously.  Priorities should be set, and changed, in accordance with windows of opportunity (Badovinac, 2001).  A good planning system incorporates knowing how to profit from the unforeseeable.  As Badovinac (1997) writes, in referring to the Arandom events model@ of tactical planning,

Y windows of opportunity to effect change open and close in unpredictable ways.  That is, random events can suddenly ignite public concerns about an issue and push the issue higher on the government=s agenda.  Continuous environment scanning and networking are needed to take advantage of the opportunities presented by random events. (p. 283).
Advocacy Partnerships and Coalitions

In policy advocacy, there will ordinarily be potential Alosers@ with great power to resist change and, as pointed out by Biglan, 1995b, policy advocates may have to gather considerable resources and credibility in order to overcome these barriers. Success in changing government policy will virtually always require partnerships with non-professional and non-institutionalized groups and categories of persons.  This will necessitate giving up some of the power, language and technique associated with professionalism and providing a place B perhaps dominant B for those partners at all stages in terms of framing, strategy, objectives and goals.  In this sense the Alay knowledge@ (Popay, Williams, Thomas, and Gatrell, 1998) of partners becomes indispensable; Aexpertise@ is not limited to professionals.


Wallack et al. (1993) describes how a nurse=s attempt to establish an AIDS help hotline was stillborn when she refused to collaborate with the Auneducated@ persons among the primary stakeholders (high risk populations).  Crossley (2001) reports feedback from men who have sex with men, suggesting that a health promotion project would most likely be successful insofar as it addressed their needs for mutual self-identity and support.  Yet professionals are often unlikely to target such needs, or even be aware of their pertinence for public health goals, without the participation in Aownership@ of the project by the stakeholders themselves, which was not done in the case cited by Crossley.


As Wallack et al. (1993) stress with respect to media advocacy, it is the Aauthentic voice@ which needs to be heard for advocacy efforts to be both successful and on target:  

It is important to provide those who are most affected by a policy or problem with opportunities to speak out on their own behalf. Y This may require leadership development, mentoring, and support of spokespeople who have not traditionally played such roles (p. 42).  

His example of Mothers Against Drunk Driving is a highly pertinent example of a very successful policy advocacy campaign.  The campaign was undertaken by and for the families affected by deaths due to drunk driving.  Wallack (1994) wrote that APublic health issues are newsworthy because they can link personal stories with broader social and political concerns@ (p. 421).  Wallack would probably agree with the following as a more valid recharacterization of his argument:  Public health issues are potentially newsworthy insofar as they are successfully framed to link personal stories with broader social and political concerns.


Schwartz et al. (1995), in their introduction to the seminal Health Education Quarterly special issue on health advocacy, noted that AHealth promotion and education practitioners have increasingly integrated the use of community-based coalitions as an integral strategy for affecting health conditions and policies@ (p. 422; see especially Goodman, Burdine, Meehan, and McLeroy, 1993).  Drawing upon Butterfoss and colleagues, Schwartz et al. (1995) outline the reasons why coalitions are so important to policy advocacy interventions:
1. Coalitions can demonstrate and develop widespread public support for issues, actions, or unmet needs.

2. Coalitions can maximize the power of individuals and groups through joint action; they can increase the `critical mass` behind a community effort by helping individuals achieve objectives beyond the scope of any one individual or organization.

3. Coalitions can help mobilize more talents, resources, and approaches to influence an issue than any single organization could achieve alone.  They are strategic devices that enhance the leverage that groups can amass.

4. Coalitions can provide an avenue for recruiting participants from diverse constituencies, such as political, business, human service, social, and religious groups, as well as grassroots groups and individuals.

5. The flexible nature of coalitions allows them to exploit new resources in changing situations (pp. 422-423).

The study by Tanjasiri (1996) of Asian Pacific islander agency participation in collaborative tobacco policy advocacy, drawing upon the Aadvocacy coalition framework@ and open systems theory, found that policy bargaining can include a host of actors, even relatively unorganized citizens, with varying resources and capacity to influence policy making.


There is now a large literature, in a variety of social science and human service fields (nursing, social work, sociology, community psychology, most notably) on the factors which facilitate or impede community participation in program and advocacy activities.  In the area of public health advocacy more precisely, the doctoral thesis of Aida Ramos (1998), concerning “an empowering community-based health promotion project” with a Puerto Rican community in Massachusetts, is instructive.  Some guidelines we can adapt from Ramos’ observations and review of the literature are:

•

Provide a safe and nurturing environment — particularly important for marginalized or vulnerable persons and groups.

•

Create collaborative relationships between communities and local institutions; this increases, in effect, “collective self-efficacy” in terms of accessing resources important for the community and drawing into the advocacy effort allies crucial for their success.

•

Become tuned to what the community defines as a priority for them and advocate on their behalf.

•

Communities must have an active role in defining what they need, and in implementing possible solutions to their problems.  In other words, merely recruiting “community” as soldiers in a public health battle led by bureaucrats may yield limited benefits at best and the opposite effects at worse, insofar as such a tactic is viewed by community members as cooptive, manipulative, counter to their interests, paternalistic, and alienating.  This is perhaps the hardest lesson for a public health professional to learn and apply, because it means giving up the control that is inherent to modernistic ideas of what it is to be a professional.  Nevertheless, it is an indispensable ingredient of community empowerment (Labonte, 1993, 1997; McCubbin and Cohen, 2001; Prilleltensky, 1999).

Insofar as challenging the macro-structural status quo is essential to achieving substantial and enduring change, coalition building will probably be essential, as most writers who have carefully studied the problems of public health policy advocacy have stressed and re-stressed.  As Carlisle (2000) notes, such an undertaking becomes politically sensitive, and “demands considerable capacity and freedom of action unconstrained by the need for political acceptability.  Health promotion advocacy at this level is likely to require cross-sectoral alliances” (p. 374).  
D.  Conclusion: Improving the Evidence Base for

Public Policy Advocacy as a Health Promotion Technology

To our knowledge this paper is the first attempt to characterize the evidence base with respect to policy advocacy as a health promotion technology, and to summarize the more cogent lessons learned from that base.  Advocacy as a health promotion strategy has two inter-relating but somewhat different facets:

•
prescriptive or campaign-style advocacy;

•
empowering or community development-style advocacy.

The evidence base for both, however, is weak, and particularly for prescriptive advocacy.  The evidence base, moreover, is not shored up by systematic overviews, assessments or meta-analyses of the efficacy of policy advocacy.  Rather, it consists largely of principles and guidelines culled from the experience of players in the policy advocacy arena, and of what could be characterized as case studies of efforts to achieve policy changes (typically in terms of legislation, regulations under statutes, or decisions of regulatory bodies).  Reasons for the relatively poor state of the evidence base include:

1. Advocacy is a relatively new health promotion strategy so one would not expect to see a large evaluation literature on it.  The evaluation literature on other health promotion strategies has increased significantly in recent years.  One might expect the same to occur with advocacy in the near future, but much depends on how widely embraced the strategy becomes and the degree to which its practitioners bother to pause and take rigorous account of their efforts. 

2.
Advocacy is the most political of health promotion strategies, risky both to practitioners and agencies (Boutilier, Cleverly, and Labonte, 2000).  One would expect to see it practised less often than others.  Advocacy is one of those health promotion strategies that generates more “writing about the need for” than actual effort.  There are many non-governmental health organisations engaged in different advocacy initiatives – for example, Doctors without Borders, Health Action International, ACT-UP and, increasingly, public health and health promotion organisations – but rarely are lobbying campaigns undertaken by health promoters or public health agencies.  It is more common for health promoters to weigh in alongside such campaigns in a supportive, rather than leading, advocacy capacity.  

3.
Advocacy on structural health determinants is riskier than advocacy related to health behaviours.  Unsurprisingly, most of the literature on advocacy relates to the latter.  Health promotion practitioners and their employing agencies consistently acknowledge the need to move beyond conventional health behaviours.  They also consistently report that such behaviours constitute the bulk of their work, including their policy advocacy efforts.  This is changing, but only slowly.  
4.
Advocacy evaluation, as with many health promotion strategies, tends more toward the anecdotal or opinionated than the analytical or scientific.  At its best, much of the evaluation provides case study descriptions of how actions were planned or taken, and what were their immediate effects, usually in the form of “a policy change occurred,” or “a policy change is promised,” or “people express satisfaction in their efforts.”  At its worst, some of the evaluations were not evaluative at all, but tautological descriptions of the type, “our advocacy consisted of advocating, therefore it was successful advocacy.”

This does not mean that the literature on advocacy in health promotion is useless, merely that it is insufficient for anyone – ourselves included – to state that advocacy is either effective or ineffective. So, what can we do to improve the evidence base?

First, we can recognize that “prescriptive advocacy” and “empowering advocacy” require different evaluation protocols.  The planned campaigns of prescriptive advocacy can be subject to more traditional forms of evaluation, i.e. “input-output:”

 How much desired (and undesired) output, in accordance with the initial objectives, do we get, and in relation to what degree of resources/costs?  

 How does that compare to alternative interventions?  

The “emerging systems” of empowering advocacy, however, need to be assessed more in terms of process, and the relevant outcomes are likely to be multiple, inter-related, and partially or not at all defined a priori.

Second, demonstrable health outcomes must remain part of advocacy’s evidence building enterprise.  We recognize, however, that few health promotion programs have sufficient resources to evaluate their impact beyond intermediary outcomes, such as notching up a policy change. The challenge for the research community remains:  it remains unknown whether much policy change undertaken to improve or protect health actually does so. 

Thus, the healthy public policy advocate will likely, and justifiably, cry “victory” in achieving certain “policy changes.”  But good, or bad, depending on one’s predilections, is always in the details of what actually changes, and when, as a result.  The field of health promotion – to say nothing of democratic social justice – requires not only policy change, but demonstrable health or other benefits attributable to that change down the road.

And, we would add, these benefits should be in keeping with health promotion’s social justice ethic of decreasing inequalities in health status between groups, since some policy successes might ironically accrue greater health gains to those already disproportionately healthier.
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�  Frederick Douglas (1858), cited in Wallack, Dorfman, Jernigan, and Themba, 1993, p. 39.





�  The general search expression was as follows:





1.  (advocacy OR advocat?) AND


2. (evidence? OR effective? OR efficac? OR impact? OR meta-analys? OR review? OR assess?) AND


3.  (healthy public policy OR health promotion OR public health OR population health OR health poli? OR health program? OR  ((health OR disease) AND (intervention? OR prevent? OR determinant?))) AND


4. (group? OR collectiv? OR social OR societal OR class? OR communit? OR stakeholder? OR organization? OR organisation? OR system? OR pressure OR lobby? OR coalition?)





The interrogation marks are truncation symbols to capture words which begin with the preceding letters.  The search was further restricted for some extremely large databases, e.g. Current Contents, by removing some of the "or" terms that were less pertinent and liable to lead to a large amount of non-pertinent "hits".  For Medline the search was restricted to "meta-analyses" which is unfortunate but necessary given the limited time for searching and the very large number of hits the general expression, even as otherwise narrowed, yielded.  The search was sometimes broadened (replacement of one or more "and" terms with an "or" term, or removal of one or more of the required search expressions) for relatively tiny databases.  Other adjustments were made for some databases in accordance with their requirements and limitations concerning search expressions.  Where possible we searched for literature dating from 1980 (e.g. Medline), but in most instances the database departed from a later date (e.g. 1995 for Current Contents).  However, considering the very considerable degree of overlap among databases we feel confident of having thoroughly searched the literature dating over at least the past decade.





�  The following databases were searched:  Ontario Health Promotion Email Bulletins ( http://www.ohpe.ca ), ExpANDed Academic ASAP,  Papers First, FastDoc (ArticleFirst, ContentsFirst, GPO, NetFirst, PapersFirst, ProceedingsFirst, UnionLists, WorldCat, WorldAlmanac, ECO), Wilson Select Full Text, Current Contents, Social Sciences Index, PAIS International, PsychInfo, CARL UnCover, Canadian Research Index, Books in Print (Cdn edition), ERIC, International Political Science Abstracts, Medline (PubMed), Environmental Periodicals Bibliography, Dissertation Abstracts.





�  A recent example of this is the European Union=s (EU) AEverything but Arms@ initiative.  This policy will remove import tariffs on all exported products, except military goods,  from least developed nations.  Such tariffs are blamed for the inability of poorer nations to gain any advantage from the new global trading system.  Many progressive development NGOs have urged removal of these tariffs for many years, and the AEverything but Arms@ initiative has garnered strong NGO support.  But the policy may be a Awolf in sheep=s clothing.@  Tariffs on the most valuable exports from least developed nations will not be removed for another 8 years.  In turn, EU trade negotiators plan on using this seemingly Agoodwill@ initiative to force more short-term liberalization concessions from poorer nations in upcoming trade negotiations.  Such concessions advantage wealthier countries.


� Milio, 1981, p. 295.
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