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Abstract: Health promotion provides a complementary scientific and practical approach to medicine, which
may help to create, maintain and restore wellness even in the presence of disease and illness. Salutogenesis, as
key concept, focuses upon the emergence of health and thus, leads to fortifying individuals’ and communities’
health determinants and resources. The potential integration of health promotion and medicine can contribute
to a more person-centred focus of integrative care to address and realize individuals’ health potential and needs,
rather than merely an emphasis upon the underlying disease, such as congenital heart diseases. We posit that
it is possible—and advisable—to address lifestyle modification aspects, and to change the focus of therapeutic
encounters and health care programs to be more tailored to and aligned with individual needs, demands and
expectations. By adopting a health promotional approach to the individual patient as person, their subjective
biography, narrative and lifeworld can serve as resources for developing more beneficial coping styles, resilience
and trajectories for personal growth over the life span, despite the occurrence and durability of chronic
conditions, such as long-term cardiovascular disease. Implications, important contingencies and requirements
for education and training of health-care professionals are addressed, as they are key issues that may affect the

successful development and engagement of health promotion programs within health care systems at-large.
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Limitations of medicine regarding the treatment diseases are declining, chronic diseases such as diabetes

of chronic diseases and cardiovascular diseases, which in many cases are
related to, or at least can be influenced by lifestyle and life

The number of individuals with chronic diseases is circumstances, are increasing significantly (1).

steadily increasing. The type(s) of disease prevalent in the At the same time, there is an increasing scope and use of

majority of Western countries is also changing in recent technology in medicine. To a great extent, this has enabled

decades. While it is notable and fortunate that infectious patients with congenital heart defects (CHD), for example,
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to increase both their life expectancy and quality of life (2).
These new technological advances have also enabled an
improved understanding of disease. In the main, research
has addressed the genetic, biochemical, and physiological
bases and correlates of pathology. This nosological
approach has a long tradition in medical practice, beginning
with Sydenham, and advancing through the use of ever
more capable investigative tools through the 19th and 20th
centuries (3). To be sure, the ‘teaching hospital’ and ‘military
hospital medicine’ models are exemplary products of—
and contributory to—this mechanistic approach to disease,
injury, and treatment (4).

Yet, despite the successes of the acute care (i.e., more
curative) model, there are numerous health conditions for
which cure is not possible, yet that require relief (palliation)
and recovery (rehabilitation) as well as amelioration. If
we regard the patient in the literal sense, from the Latin
etymology ‘the one who suffers’, those with such conditions
are no less viable—and arguably may be more in need—
as the district focus of care. In such cases, care does not
constitute cure, and thus a medical paradigm (of both
clinical intervention and research) that is distinct from an
acute care approach is required.

Indeed, Reiser has stated that (particularly as regards
the patient with chronic conditions), “...medicine begins
where technology leaves off”. In many ways, this speaks
to the ethical foundations of medicine as a discipline and
in practice. Pellegrino and Thomasma have defined the
“act of medicine: as the administration of a ‘right and
(5). What constitutes technical rectitude—
while surely the province of the clinician as steward of
knowledge and skill—must be framed in and executed
toward the primacy of the good of the patient. Pellegrino
and Thomasma [1988] have also noted that such ‘good’ is
four-fold: most proximate to the perspective of the clinician

29

good healing

is the biomedical good. However, articulation of the acts
of medicine must recognize, respect, and be responsible to
the good of the patient’s choices, and respect for the patient
as a person. This concept of patient-as-person is critical
to discerning those practices that are aimed at merely
addressing the process of a disease versus those that are
oriented toward reconstituting some sense of ‘wholeness’
in the afflicted person’s agency and sense of identity. It is
in this light that Fulford (6), and Waters and Sierpina (7)
advocate the use of heterogeneous approaches that engage
the biological, psychological, and social dimensions and
domains that are often reflected in patients’ values, goals,
and life worlds. Indeed, it is what Engel (8) has described as
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the ‘bio-psycho-social reality’ of the physically-embodied
and socially-embedded person that is often affected and
fragmented by the burden of chronic conditions (9). This
bio-psycho-social perspective has been advocated by the
ICF-model (10).

Patients with congenital heart disease are
challenged to maintain, restore and create
health

Axiomatically, chronic conditions are durable and often
persist for years, if not the whole lifespan, e.g., CHD.
Chronic conditions can evoke changes in physiology that
can render patients more susceptible to other, more acute,
concomitant diseases (2). In addition, changes that occur
as a result of aging processes can aggravate pre-existing
conditions; recent shifts in social demographics have made
these conditions more prevalent, evident, and the focus
of a growing body of research (11). Any profound change
as a consequence of increased life span has the potential
to concomitantly increase the risk of chronic conditions,
such as CHD, and the physiological and psychosocial
challenges they can incur (12-15). Interdependencies of
biological, psychological and social domains and effects
increase the complexity of patients” health and can thereby
influence their overall wellbeing and quality of life. Those
affected by chronic heart conditions must adapt to a
life that is preserved by — and burdened with ongoing
medical encounters, invasive procedures, and the relative
uncertainties and fears that iterative change in health status
and physical capability evoke (15,16). Gadamer (17) has
discussed the relative—and rather tenuous—security that
lies behind the “concealment of health”. Gadamer notes
that the perceived integrity of persons’ lived body and life
world are often sharply contrasted—and disrupted—by the
onset and progression of disease, and the phenomenological
burdens and changes it renders.

Pellegrino (18) saw medicine as “...the most humanistic
of the sciences, and the most scientific of the humanities”.
Thus, if medicine is to remain apace with a technologically-
enabled understanding of disease, as well as current
insights to (subjective) illness, and humanistic views of the
patient-as-person that is the subject of the practice’s moral
regard, there is ethical obligation to explore, develop,
and adopt clinical practices that more genuinely and non-
wastefully provide both individual good to the patient, and
public good to society (19). This requires innovative and
complementary approaches in practice and research that go
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beyond a simple understanding of disease (however complex
such understandings may be), to explore and address those
conditions and mechanisms through which health can be
created, maintained, fortified and restored. We contend that
it is not a circumstance of ‘either (curative)/or (healing)’,
but rather a continuum and reciprocally complementary
enterprise of using ‘both/and’ each, as required, and of
maximal benefit to the patient-as-person. Without doubt,
the burden of disease impacts the crucial dimensions of
psychological functioning, and thus an intrinsic goal of any
bio-psycho-socially-relevant approach is to deal with (and
turn) psychological challenges as venues for possibilities of
personal growth, transformation and development. To be
sure, we will all be patients, at some point in our lifetime.
A person’s vulnerability to chronic disease can increase
over the course of an extended lifetime as consequence of
lifestyle choices and activities, and socio-economic situation,
environmental influences and the onset and development
of chronic disease often increases the vulnerability to, and
likelihood of contracting other conditions. In this way,
patients with congenital heart diseases are particularly at
risk for acquiring additional vulnerabilities (20).

But rather than proposing new technological solutions,
herein we offer a different perspective of therapeutic and
interventional thinking and acting that allows development
of a complementary, health promotional approach to deal
with the challenges of chronic conditions, in general,
and chronic cardiovascular disease, more specifically.
A promising orientation is the integration of medicine,
psychology, social care, and health promotion (21). We
posit that synergy of these fields (in research and applied
clinical practice) can improve prevention, treatment, and
resiliency by affording lifestyle-relevant methods for dealing
with chronic diseases and their (bio-psychosocial) effects.
Prerequisite for this approach is a coherent orientation to
the person who is the patient, their individual lifeworld,
values and goals, and subjective narrative (22).

Prevention is still relevant even for already
existing diseases

The general aim of prevention (of any sort) is to avert the
onset and progression of disease by reducing risk factors
(23,24). Primary prevention aims to address and foil the
sources and development of disease, while secondary
prevention focuses on early detection and the inhibiting
the onset of disease if and when risk factors are present
and/or inexorable. Tertiary prevention entails activities
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to prevent the progression of disease, and occurrence of
additional secondary risk factors. For example, preventing
psychological comorbidity in children and adults with
congenital heart defects is of utmost clinical health
promotional value because of the enhanced vulnerability
that results from reoccurring life-threatening conditions
and medical procedures (20).

In Germany, the Prevention Act (PrivG) of 2015 aims
to anchor and strengthen health promotion and prevention
within state-operated structures and the health care system.
Health care insurance companies provide an annual
investment volume of approximately 500 million Euros
for this purpose. The goal is to create suitable prevention
and health promotion strategies and services that are viable
for people to employ in their living environments (e.g., at
home, at work, in school, but note that for many patients
suffering from chronic health conditions a clinical content
may be considered a “natural habitat”). In addition, the
statutory health insurance funds subsidise a variety of
prevention courses via the Central Prevention Evaluation
Centre (ZPP) in exercise, nutrition, stress management and
prevention of drug use/abuse.

Health promotion as a complementary approach
to medicine

The boundaries of health promotion and prevention are
somewhat ‘fuzzy’, and these terms are frequently conflated
in both use and meaning. Prevention is a rather well-
established and integrated component of many developed
health-care systems, possibly because the general conceptual
framework is concordant with the biomedical approach
that is focused on diagnoses, oriented towards aetiology,
and addresses risk-factors of disease. In contrast, health
promotion does not aim to reduce risk factors, per se, but
rather attempts to identify and fortify determinants and
resources of health (i.e., ‘protective factors’) and in this
way, leads to a different conceptual approach, which is
considerably more comprehensive than prevention alone.
In this light, health promotion refers to the complex
individual, social and political process(es) that are
committed to facilitate healthy lifestyles of individuals and
groups by improving conditions of the social and systemic
framework relevant for wellness and quality of life as well
as human flourishing. According to the World Health
Organization (25), health promotion is best understood (in
terms of Western Enlightenment, and phenomenological
philosophy) as a process by which a person gains greater
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control over their own health and thereby understands and
better engages means to incur positive influence in their
lifestyle, lifeworld, and lived body.

Salutogenesis, or: how does health emerge?

Axiomatically, health promotion focuses on the
determinants and factors that evoke, support and sustain
health. The technical term originating from Latin for this
is salutogenesis: salus = health, genesis = emergence (26).
Studies of salutogenesis are dedicated to investigating and
elucidating the development of health, and thus consider
processes and influencing factors that promote and maintain
health. Health and illness are considered not as differing
entities, but as opposite poles of a spectrum or continuum.
Therefore, illness and health are perceived as co-existing
conditions rather than being regarded—and treated—as
mutually exclusive. A person’s state of health and illness
moves along this spectral continuum of expression and
effect throughout the entirety of the life span. Salutogenesis
therefore conceptualizes disease as relative to health.
Such a relational understanding of disease is difficult
to position within the more static, regnant biomedical
system of disease classification, which requires objective
parameters (of mechano-physical dysfunctionality), and
tends to neglect subjective (i.e., first-person experiential,
phenomenologically expressed and encountered) dimensions
of illness. Salutogenesis recognizes aspects of health within
a person regardless of the state and extent of disease. This
is not contrary to medicine as classically conceived, but
instead complements and thus functionally balances the
medical understanding of risk-factors with health protection
factors as counterpart.

With regard to health protection factors, health
promoting interventions are aimed at micro (i.e., individual
genetics, gender, lifestyle), meso (i.e., community, social
networks, work-life, lifeworld) and macro (i.e., socio-
economical, political, environmental) levels (27). Health
protection factors are important for the extent to which a
person experiences life as a meaningful, understandable,
and manageable process—particularly in/during difficult
life situations inclusive of those arising in/from disease
and subjective illness. The presence of meaningfulness,
comprehensibility and manageability create a sense of
coherence. The stronger the sense of coherence, the easier
it is for persons to master life in self-determined and self-
responsible ways, and to develop iterative possibilities for
promoting health even in the presence of illness (28). In this
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way, facilitating a sense of coherence can lead to an upward
spiral of well-being and wellness, often despite objectively
compromised biological functionality (that are typically
viewed in medicine as constructs of poor health (29,30).

Sense of coherence as health promoting factor
in the presence of disease and iliness

Antonovsky’s studies of female survivors of Nazi
concentration camps revealed that 29% of women
managed to survive the horrors of the camps without any
apparent psychological insult. Antonovsky posited that
such capability was due to a psychological phenomenon
he initially dubbed ‘hardiness’. Further research led him
to revise the hardiness concept to encompass a broader
construct—the aforementioned sense of coherence—which
is the ability to understand and anticipate life circumstances,
experience life events as meaningful, and to have abilities
to identify resources to overcome adverse life events (26).
The existential importance of making meaning in attempts
to overcome existential crises (viz., as logogenesis/
logotherapeutics) has been well described by psychiatrist
(and concentration camp survivor) Frankl (31).

Subjective narratives of patients are relevant

In health care contexts, an exploration and promotion of
factors underlying and contributing to a sense of coherence
require engagement of more subjective theories of—
and approaches to—health and illness. However, this
poses certain demands upon the skills, knowledge and
relationships of health care professionals and providers (e.g.,
communication skills, knowledge/experience to complement
a pathogenetic perspective with a salutogenetic perspective;
attitudes/skills of subjective narrative (32). In assuming this
stance, health care professionals will need to shift their role
in the clinical encounter from a paternalistic/parentalistic
to a more egalitarian role in which partnership with the
patient is combined with professional expertise (e.g., in
developing and enacting a palette of shared decision-making
skills and options as well as an attitude and technique
for the ability turning towards the patients’ subjective
narrative). Prerequisite for the patient is to experience
this sense of partnership with the health care professional;
however crucial to this dynamic is the clinician’s attitude of
acceptance towards the patient’s subjective narrative. The
subjective narrative is a path that can guide the health care
professional in establishing a more insightful relationship
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with the person who has been rendered to be the patient.
"To engage this approach the health care professional can
seek orientation within the idiomatic language of the
patient—the idiolect that comprises and explicates the
foundations and perspectives of the patient’s subjective
reality in detail and with precision. This narrative provides
insight to needs, values, goals, and constraints, and affords
the clinician insight to (I) the particularity of the individual,
(II) the assessment and offering of the ‘good(s)’ of care;
(III) the resolution of clinical equipoise; (IV) the basis of
informing the patient of treatment/care options available;
and (V) the probity of the patient’s consent. In these ways, it
instantiates the patient’s autonomy, personal responsibility,
and empowerment (22), and in this sense, health promotion
regards persons as ‘subjective experts of their lifeworld and
lived body’ and as principal executor of their health and
well-being.

Patient empowerment as prerequisite for
developing coping styles

Empowerment refers to efforts to enable and strengthen an
individual with regard to the bio-psycho-social (inclusive
of existential/spiritual and/or religious component)
dimensions that are especially important to one’s own
well-being, quality of life, and to subjective perceptions of
health and illness. In the context of illness, individuals often
feel powerless against pain, physical changes, and medical
assessments, treatments and judgements implicit or explicit
to diagnoses and categorization as being ‘sick’ (15,16). An
important challenge for the patient with chronic illness
is to emancipate oneself from the powerlessness, which
often is experienced within medical encounters or through
interaction(s) with the health care system, and to re-conquer
one's own life thereby creating an attitude of an internalized
locus of control leading to a heightened degree of self-
efficacy. Patients with CHD often require intensive medical
care, sometimes from birth and onwards. How might
individuals bearing this human predicament experience a
(more) internalized locus of control, and in which way(s)
can empowerment be facilitated to develop a sense and
experience of well-being over the life span? We may view
empowerment as a continuous and long-term, dynamic
and interactive process, intended to achieve a higher
degree of health self-determination. Lenz (33) describes
empowerment as a “professional attitude [...], providing
opportunities for the development of competencies, making
situations manageable and thus initiate ‘open processes’”.
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Regardless of the nuances of definition, empowerment
involves dimensions of power and influence as key objectives
of health promotion. This is described within the Ottawa
Charter’s (34) three central strategies: (I) active advocacy
for health and the influence of relevant factors (advocacy),
(II) competence development and empowerment with the
aim of realising health potential (enable) and (III) mediation
and networking for the formation and consolidation of
cooperation (mediate).

Meaning-making, coping, resilience and personal
growth emerging in contexts of disease and
iliness

Empowerment should be understood as a process that
cannot be easily objectively measured or operationalized.
Similar, and related to the concept of empowerment is the
concept of self-efficacy, which establishes that a person has
belief and capability to hold the locus of control—and the
competency to handle life—within herself/himself (35).
Achieving self-efficacy can prevent further comorbidities,
and may facilitate the development of helpful coping styles
by encouraging the individual to make meaning from
subjective narrative. Such narrative—and its interpretive
value is relevant to perception, acceptance, and capacity
to bear and mitigate the burden of suffering resulting
from the complex dynamics of physical, psychological,
existential, spiritual and social dimensions of the life world
and lived body (36-38). Meaning-making ideally results
in an integration of the existing subjective narrative. In its
broadest sense, within a Piagetian approach, the process
of integration follows a trajectory of learning that entails
assimilation and accommodation. Both are central to the
development of increasing competency for self-regulation,
self-modulation, and coping. The terms ‘assimilation’ and
‘accommodation’ depict complementary adaptive processes,
that are employed to create a psychophysiological state of
equilibrium between a person and their environment (39).
These processes aim to reduce perceived discrepancies
between a ‘real’ and a ‘desired’, future oriented self.
Assimilation obtains ability to adjust living conditions so
that the construal of ‘self’ (i.e., the realistic re-appraisal of
real and desired self) are consonant with personal standards
and goals. The accommodative process enables a person to
utilize coping strategies by adapting personal standards and
goals in order to experience a coherent self, even though
original goals and standards are no longer viable given
extant imposed limitations. Generally, accommodative
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processes become relevant—and engaged—when
assimilative efforts fail (39).

Like health protection factors, a sense of coherence (with
underlying aspects of meaningfulness, comprehensibility,
manageability or more functionally expressed self-efficacy)
contribute to a person’s resilience when enduring adverse
events (37,40). Resilience tends to be conceptualized as
‘bouncing back’, very much reflective of the early research
of Antonovsky regarding ‘hardiness’. In four decades of
studying a Mauwai population, Werner (40) has identified
protective factors that facilitate resilience in the sense of
‘thriving despite adverse circumstances’. Calhoun and
Tedeschi (37) studies of patients suffering from a variety of
life-threatening medical conditions, found that individuals
have the ability to ‘bounce back’ or ‘thrive despite’ difficult
experiences, and also to grow beyond their prior state(s)
of psychological well-being. Their research focused on
post-traumatic growth, which they contrast to post-
traumatic stress syndromes. Differing from previous
conceptualizations of resilience, post-traumatic growth
implies a transformational change of the individual in a
direction of ‘greater health’ as a process of maturation
in the presence of suffering [as was suggested within
the logotherapeutic approach of Frankl (31)]. A health
promoting perspective would advocate the concept of
post-traumatic growth and transformation as particularly
important to patients with CHD, to serve as a model for
reframing the subjective narrative of illness and to promote
personal developmental processes over the life-span.
This can lead to profound shifts in the experience of, and
attitudes toward health and illness, with the possibility to
encounter disease and illness as a question that life poses
that requires deeper examination (via an internalized
locus of control and action), rather than merely a problem
that requires medical response and repair (and which is
predicated upon, and instantiated from an externalized locus
of control).

By perceiving long-term conditions like CHD as
reoccurring or consistent trauma or crisis situations,
we offer a more philosophical view, which positions
the different facets of a crisis situation and the
corresponding psychophysiological demands as aspects
of phenomenological construction. The German word
‘autheben’ (‘lifting up’) or ‘aufgehoben’ (‘lifted up’)
have three meanings that are psychologically relevant
for apprehension and management of crises. The terms
describe a process that must necessarily be engaged in a
certain sequential order if one wants to pass through and
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survive a crisis, and also to personally grow:

(I) In the first phase, ‘aufgehoben’ is understood as
‘annulled’, indicating that a subjective perception
of normality is destabilized by an external or
internal event in such a way that the integrity of the
psychophysiological system is severely threatened.
The previous state of normality is no longer there
and a crisis has become apparent, e.g., by a certain
diagnosis or a medical emergency or a psychosocial
event such as a broken relationship or a loss of
occupation.

(II) In the second step, ‘aufheben’ literally means
to lift up, suggesting that the situation
requires an individual response in the form of
a psychophysiological adjustment, so that the
anomaly is contained by means of psycho(physiolo)
logical processes (such as adaptation or
habituation). This is frequently achieved by
means of self-transformation and it is therefore
not surprising that this narrative is in many cases
considered to be the core component of spiritual or
religious experiences affecting the whole individual
life trajectory (41).

(IIT) When a person has succeeded in the second step
(i.e., realized transformation, and has thereby ‘lifted’
the anomaly, mostly through an inner process
of change, which can often be accompanied by
changed behaviour, values and attitudes), a third
step enables salvaging the hidden potential that lies
in the development process initiated by the crisis
situation. The individual has now arrived at a new
level of development, and has thus been ‘lifted’ in
the sense of being saved and “harboured” thereby
becoming ‘another person’ through the crisis. In
this way the person has managed to integrate the
crisis into their (new found) identity.

At this point, it becomes clear, of course, that these
processes indicated have much to do with concepts such
as mindfulness, meditation, and/or spirituality, and that
so-called conversion experiences are, in fact, cultural-
anthropological constants that can be found in both
religious and secular contexts throughout human history,
civilizations and cultures. In recent years, evidence-based
programmes to improve self-reflection and self-regulation
have also been developed within mind body medicine and
health promotion (as well as positive-psychology based)
interventions. Such approaches have been shown to be
effective and beneficial in dealing with crises. Given such
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findings, we opine that these considerations are highly
relevant for health-related problems, and therefore we
suggest and advocate functionally incorporating these
methods in both health care approaches to chronic
conditions, as well as in models of individual and
community health promotions.

Turning toward the person who is the patient

To facilitate transformational changes, health promotion
interventions should address the patient and, ideally, relevant
others and involved institutions in specific ways. A health
promoting approach implies the creation of therapeutic/
healing relationships and environments. Research has
prompted translational advances in the relational basis of
the clinical encounter, and have promoted the adoption of
more person-centred practices in health care that address the
‘individual person who is the patient’ and furthermore the
‘patient who is a person’ (32,42). While the role of being a
patient may serve as a protective veil for a person to present
the vulnerability of their humanity without feelings of shame
or guilt, in the regnant medical culture, which is dominated
by normative constructs and thinking, this formally protective
role can merge into a mere fagade of numbers and parameters.
The technologically-based reality of modern medicine
tends to reduce/minimize the more humane and individual
aspects of the person-as-patient, in order to maintain
objective precision. However, while certainly precise,
this approach—although regarded as “personalized”—
often subjugates the “person” to the data-construct of the
patient, leading to a distancing (or at least a superficiality)
within patient-health care professional relationship. To re-
claim and engage the humane aspect of patient-centred
health care, we opine that health care professionals must
learn methods of inter-subjectivity, which more fully obtain
insight to the patient-qua-person, and concomitantly
sustain capacity for objectivity [i.e., a discretionary
space, that Osler referred to as “equanimity” (43)].
Although laudable, sustaining such change in clinical
practice(s) will require a shift in health care professionals’
mindset toward unconditional recognition of the validity
and value of patients’ subjective experience (in addition,
and as complementary to appreciation of objective medical
assessments and findings). Further, this shifting mindset may
allow a re-appraisal and less circumspect presentation of the
‘person who is the health care professional’ (44).

Still, recognizing a person’s subjective experience poses
considerable challenge(s) in everyday medical practice
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(42,45). One of the obvious impediments is medicine’s
disciplinary and doctrinal reliance upon obtaining, deriving
and making diagnostic, therapeutic, and prognostic
decisions and conclusions from objective parameters and
findings. It is important to applaud the extent to which this
paradigm has facilitated a number of successful diagnostics
and treatments. Yet, exclusive validity of objectivity
inevitably biases perceptions against the validity and
value of individuals’ subjective narrative. To re-iterate, it
is not a question of choosing one approach in favour of
the other, but rather that the scientific paradigm requires
the fortification provided by complementary qualitative
research, findings and methods to enable health-care
professionals to proactively employ both objective and
subjective approaches to—and for—the patient (45).

To engage person-centred and/or subject-oriented health
care, professionals should be provided tools that enable such
a shift in their professional role, such as communication
skills with orientation towards the idiolect, to encompass
subjectivity within the individual and inter-individual use
of language (46). This allows a turn toward the subjective
experience and dimensions of suffering, and better depicts
those services and resources that may be required for
restoring health and/or a sense of well-being. Furthermore,
the use of the patient’s language (as idiolect) can facilitate
bridging distancing that has occurred within the patient-
clinician relationship. Interestingly, we posit that such effect
is not merely uni-directional, but may also enable the health
care professional to be more humane (i.e., representative
of their own sense of being a person) while engaging and
executing the act(s) of profession. Such an approach may
foster a renewed humanising of health care, and in this way,
contribute to an integrative anthropology that can inform
individual—and community—focal subject-orientation. We
believe that this may of particular value when attempting
to construct a more comprehensive depiction, analysis, and
address of the complex issues that create the experience of
patienthood in persons with long-term health conditions,
such as CHD. These perspectives are axiomatic, and
therefore somewhat intuitive for health promotion, and we
propose that developing a shared and integrative approach
to medical practice may allow appreciable gain(s) to be
garnered in caring for individuals with long term, complex
conditions.

Health promotion enables more effective and efficient
engagement of coping resources and strategies. By utilizing
these approaches, clinicians and patients can develop shared
understanding of disease, subjective experience of illness,
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and the needs, goals and methods of care. Using these
methods, the nature of dysfunction and the focus of care
is not merely ‘the heart’, for example, or some other organ
system, but rather, the whole person as a ‘system of systems’,
embedded in systems of time, place and circumstance,
consequentially a ‘whole systems approach’. Consequentially,
a whole-person-systems-based approach should serve as
the pediment to address lifestyle issues, therapeutic plans
and interventions, and the patient’s role in understanding,
addressing and improving their predicament of disease and
its manifest illness and related sickness. Beyond theoretical
and clinical merit, this orientation and approach may be
seen as an ethical responsibility that is contingent upon
modern medicine’s capability and enterprise to extend
the human lifespan, despite the presence and burden(s) of
chronic disease (47). It is interesting to consider these points
in light of the fact current therapeutic guidelines advocate
the benefit of such complementary approaches in the care
of several chronic conditions, inclusive of a number of
cardiovascular disorders (47).

Barriers to implementation of health promotion
in the current healthcare system

At present, many health care systems fail to implement
strategies that encourage health promotional perspectives
and methods. In part, this is because at this point it (still)
seems more intuitive to address normatively and objectively
oriented medical conditions with clinician-administered
medicaments and procedures, rather engaging the patient
in partnership toward the restoration and sustenance of
their own subjectively encountered health parameters in.
Often this is attributed to patients’ reluctance to accept
responsibility for decisions and behaviours that are focal to
their health and wellbeing. To be sure, there are a number
of reasons that could prevent change at both the individual
patient and health systemic levels, including (I) health care
paradigms that less than completely or validly acknowledge
subjective experience and narrative; (II) medicine’s tendency
to both objectify disease and the person (as patient) in whom
disease is expressed; (III) a paucity of financial incentives
for health promotion programs; (IV) inadequate economic
bases for creating and maintaining healing environments; (V)
a lack of scientific research addressing longitudinal designs
to evaluate and demonstrate the effectiveness of health
promotion programs, and (VI) insufficient competencies
of health-care professionals to provide salutogenetic health
care. Given these factors, it is hardly surprising that health
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promotion has not yet been well-recognized as a relevant
and important contribution to individual and community
well-being, and health care systems writ-large.

Toward an integration of medicine and health
promotion

In order to develop and more fully engage the potential of
health promotion and salutogenesis in medicine, it will be
necessary—and promising—to integrate these disciplines
on scientific, clinical, social, and economic levels. The
salutogenetic perspective, and methodological approach
to subject-orientation/person-centeredness should be
incorporated to the education and training curricula of (all)
health care professionals and providers. Given the extant
lack of medical humanities in the medical educational
system prevalent at least in Central Europe, topics relevant
to health promotion are predominantly taught within
medical psychology, and usually at a rather early stage
in the medical training process. In many ways, this fails
to gain requisite attention, and equally fails to provide
an iterative basis of health promotional knowledge and
skills to the medical student throughout their educational
development. However, any realistic hope—or intent—
to implement a more comprehensive approach to health
promotions’ education and training must acknowledge the
necessity of sustainable financial programmatic support.
Thus, a first step toward establishing health promotion
on a practical and structural level within medicine can be
achieved created through research that demonstrates the
effectiveness and efficiency of salutogenetic approaches both
in medical practice, and as a broadly disseminable public
good, particularly in long lasting chronic conditions such
as congenital heart diseases. Without doubt, the needs of
patients (as recipients of care) as well as those of the medical
community (as providers of care and patient benefactors)
must be met by the outcomes and products of such research
that has to stick to the rules of evidence-based medicine
guidelines. Indeed, we perceive the need, and call for
change in current models of conceptualizing and treating
the patient-as-person. Our proposal for the integration of
health promotions’ models is neither naive or uncritical.
Change requires effort in education, economics, and the
ecology of human health and the health care systems
that are designed and created to support it. We remain
focused upon and dedicated to these efforts and their real-
world results in both medicine and society and opine that
particularly congenital heart diseases might be an excellent
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area to bring our ideas and concepts into application.
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