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Abstract

Introduction

Based on the multiple meanings, “empowerment”
can be identified with either conservative or critical Health Promotion approaches. From a conservative approach, the concept is viewed as an essentially individual phenomenon, centered on the
provision of information and the external transfer
of power in the name of the collective good. From
this approach, the relationship between “psychological” and “community” empowerment is not
considered. From a critical approach, the concept is viewed as a relational phenomenon that
manifests itself in the dialectic conflict of interests
between individuals, groups, and social classes.
From this approach, “psychological” and “community” empowerment are seen as micro and macro
levels of analysis, and social transformations are
the result of simultaneous changes at these levels.
The use of the notion of empowerment without
critical reflection or political analysis of power
relations in society disseminates vague, romantic,
and homogeneous views of “community”. Therefore, to assume the relational nature of empowerment means to accept its interdependence with
the notion of participation, without which there
can be no social transformation. Thus, one should
be vigilant about multiple meanings that empowerment can given in Health Promotion discourse.

Health Promotion can serve not only proposals
committed to the status quo but also projects for
social change 1, because in a sense its key ideas
are susceptible to this ambiguity. It is thus relevant to analyze how “empowerment”, considered
the central thrust of Health Promotion 2,3,4,5,6,7,8,9,
can serve this role. One reason doubtless lies in
the multiple meanings assigned to the category of empowerment 2,3,9, to the point of being
viewed as something to be surmounted in favor
of transformation 2 or as a way of masking contact with the current form of political economy
and consumer capitalism 10,11.
Although the meanings assigned to the English-language verb “empower” in Portuguese are
“to give power, authorize, license, entitle, enable,
allow” 12 (p. 250), the term lacks a proper equivalent in Portuguese itself. Nevertheless, various
scholars from the health field have translated
“empowerment” into Portuguese by using the
Anglicism empoderamento 3,13. Considering that
this Anglicism not only sounds odd in Portuguese
but can also disguise the term’s various nuances,
we prefer to maintain the original English word.
Indeed, this multiplicity of approaches to empowerment is fertile ground for drawing on it as
a form of social control 14 and hiding conservative practices 15. We thus propose to examine the
term empowerment, its use in the Health Promotion field, and the meanings usually ascribed
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to it. We will identify and discuss different approaches to the empowerment category in order to support our position, which we explicitly
assume as favoring a critical approach that can
contribute to changing the Brazilian context of
social inequality.

The emergence of the notion of
empowerment and Health Promotion
Health Promotion took shape beginning in the
1970s in reaction to the high costs of a hospitalcentered, curative-based health system. After all,
if disease can be prevented, why let it happen
in the first place? Despite the clear shift in focus
from cure to disease prevention, beginning in
the 1980s the underlying set of ideas in Health
Promotion began to encompass other key ideas:
defense of the community’s participation in defining and seeking solutions to its health problems and a critique of the emphasis on individual
behavior changes (read “lifestyles”) and the doctor figure as the only professional responsible for
health.
In our view, empowerment, as the antithesis
of the notion of powerlessness, fits perfectly with
this new perspective of Health Promotion that
was taking shape since the 1980s and that was
intended to supplant the disease-prevention and
behaviorist emphasis marking the 1970s. Some
authors, like Rappaport 16, praise empowerment as a means to surmount the preventionist
focus, with the argument that there is not only
a single response to social problems. According
to this reasoning, the solution to social problems involves multiple and complex possibilities
that would become more feasible if social policies were based on the notion of empowerment.
Meanwhile, empowerment should not be viewed
as a monolithic construct, much less as a cure-all
for the challenges raised within and by the health
field 17. The notion of empowerment should be
based on pluralistic thinking that encourages
diversity by means of participation by different
social groups in the search for solutions to their
health problems, as opposed to the centralizing
approach of agencies and institutions that control resources, value convergent thinking, and attempt to standardize the ways people live their
lives 16.
In the 1980s, especially beginning with the
Ottawa Conference in 1986, empowerment was
mentioned as one of the central ideas in Health
Promotion 4,17,18, more precisely as the thrust of
“strengthening community action” highlighted in
the Ottawa Charter as one of Health Promotion’s
areas of action. The centrality of empowerment

to Health Promotion was further highlighted
in other conferences 5,19 and at the 51st World
Health Assembly of the World Health Organization (WHO) 20. This centrality is due to the fact
that empowerment incorporates the very raison d’être of Health Promotion 14, expressed in
the strong similarity between the two concepts.
Empowerment is generally defined as “a process
through which people gain greater control over
decisions and actions affecting their health” 21
(p. 6), and Health Promotion as “the process of
enabling people to increase control over, and to
improve, their health” 6 (p. 1). Several questions
arise from this concept that are central to an understanding of empowerment.
Empowerment and power
The issue here is not to trace the intricate theoretical trajectories of studies on the theme of power
and its derivations, which are beyond the scope
of the current article. Rather, the challenge is to
reflect on the fact that the verb “to empower” can
assume both transitive and intransitive forms 8.
As transitive, it requires the presence of one or
more complements for the action to gain meaning. In this case, the subject practices the action
(to empower) for someone. The underlying idea is
that power is granted, transferred from a person
or groups to others. But how does this take place?
Based on formulas “provided” by the health authorities, populations are called on to intervene
in their own health’s management. However, one
cannot assume that they detain power as persons possessing autonomy (understood as practical capacity in socioeconomic, cultural, political, emotional, and cognitive terms) to evaluate those formulas, accepting or refusing them
without causing themselves harm. One cannot
assume that they detain power if they do not participate actively in defining their health problems
and formulating proposals for overcoming the
situation. Thus, the notion of transferring power
serves to legitimize the incapacity for action that
persons in those adverse living conditions may
experience.
When intransitive, the verb does not accept
a complement to gain meaning. In this case, the
action (to empower) is practiced by and for the
subjects or communities themselves. Here, the
underlying idea is that power is conquered by
one’s self, by the person or groups. This perspective relates to actions that serve for populations to
take power for themselves, which is thus not possible unless they adopt a stance of greater protagonism in the action. However, this perspective appears not to prevail in Health Promotion
practices, which in our opinion is explained by its
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visceral connection to the state 22. Having been
born under the state’s auspices and heavily linked
to it, how could Health Promotion spawn actions
that would prepare people to challenge it?
However, such distinctions are not always
made or are not always clear in Health Promotion texts and practices, a fact that definitely
contributes to the lack of conceptual definition
in the term “empowerment”, as discussed above.
This may explain why some people highlight
the intransitive nature of the verb in its spelling, identifying self-empowerment as a central
element in health education programs developed from the Health Promotion perspective 23.
Meanwhile, Health Promotion proponents view
empowerment as a phenomenon that occurs
when power is transferred from one party to another 9. But is this possible? Can empowerment
be seen as something granted by someone to
somebody else?
The answer to this question requires a closer
look at the meanings ascribed to the notion of
power. In this case, it is particularly enlightening to consult Foucault’s reading of power, the
concept underlying the notion of empowerment:
power involves a relationship of forces and is thus
everywhere, not only in the state and its institutions 24. Thus, power is not an object, a thing,
but a relationship 25. In this sense, there is no
room for the idea that power can be granted by
someone to somebody else as “something” that
comes from outside. Power takes shape to the
extent that any and all social relationships are
established. Power is not an attribute of individuals and communities, but an expression of the
relationship between two entities 26. Thus, the
capacity for empowerment exists in all persons
in the context of the countless possibilities for
relationships they establish with each other 26.
There is no power whose essence can be defined by universal characteristics 24. There is not
a single, unitary, global thing called power, but
diverse, heterogeneous forms in constant transformation 25. In short, assuming the relational
nature of power as the basic premise for discussions on empowerment implies rejecting the
idea of its external, altruistic transfer, as if it were
an entity, a thing. Thus, to accept empowerment
merely as transfer of power would be a way of
supporting its most improbable version, most
amenable to non-confrontational uses. To allow
this concept of empowerment means to view
the “empowered” as passive elements, thereby
helping obfuscate the idea that wherever there
is power, there is also resistance 24. In fact, empowerment is frequently used to disguise the social control function of health professionals that
address populations with pre-formulated con-
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cepts as guidelines for elaborating and evaluating their actions 11. In short, no one “empowers”
anyone 15,26. Empowerment is not something
that can be given; it must be won 27.
Nevertheless, we do not deny the (theoretical) possibility of power being “turned over” in
real life, i.e., being transferred altruistically. Still,
we do not view it as a hypothesis to base the discussions on empowerment from a critical perspective. This would mean taking the exception
as the rule, a part as the whole. In our view, power
is not transferred without conflict. Many of the
decisions made by those who aim to maintain
power are apparently reached by consensus, but
in fact they are minor concessions made with the
objective of maintaining major privileges. However, any analysis of the possibility of transferring
power should be based on the multiple and often
contradictory relations between the parties involved. According to this reasoning, it is possible
to identify the dialectic nature of power and, by
extension, of empowerment, sometimes viewed
as an action involving transfer of power to others,
and other times as self-conquering of power.
When one side needs to lose power for the
other to gain it, it is called a “win/lose” or “zerosum” relationship 26. This type of power is finite,
since it is impossible for someone to improve
their social status (where the latter, by definition,
is a comparative measure) without others worsening their condition; it is likewise impossible
for social minorities to obtain gains against discriminatory practices (racial and gender-based,
for example) without other groups losing part of
their power over such practices; or that economic
exploitation be overcome without the exploiters
losing control over their capital 26.
Meanwhile, a relationship in which everyone
wins, or a “win/win” or “nonzero-sum relationship” as it is known in English, is a manifestation
of power which can (and should) expand without limits, since it refers to situations characterized by the ethics of mutual respect, reciprocity, humility, and interdependence between the
parties 26. However, we contend that this type of
power manifests itself most frequently in situations where the parties involved have common
interests. In a broader context, such interests will
differ in turn from those of other social groups.
Besides, the reality of political and economic
power distribution does not produce scenarios
in which everyone wins 15. Therefore, conceiving
of empowerment as a relationship means that
win/lose and win/win situations occur conflictingly, simultaneously, and dialectically.
The myriad of approaches to empowerment
further includes the notions of “power over”
and “power with” 8, which in our view express
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similar relations to “zero-sum” or “win/lose” and
“non-zero-sum” or “win/win”, respectively. Let us
examine how these notions can manifest themselves in a very common situation in countries
like Brazil.
When health agents approach a given poor
community (i.e., poor in terms of economic power, rights, and social justice) with the objective
of eradicating the Aedes aegypti mosquito and
consequently the dengue epidemic, whether one
likes it or not, power relations are established
between the parties involved. If the agents limit
themselves to advocating decontextualized preventive measures (generally based on individual
behavior changes), previously conceived and designed according to their own worldview, and assessing their effectiveness on the basis of faithful
completion of the measures by the community
residents, what prevails is a relationship of “power over”. Such actions generally translate as the
distribution of information leaflets and posters,
designed behind closed doors and without the
community’s participation.
On the other hand, if the health agents attempt to learn about the residents’ reality and
the problems defined by them and if they seek to
encourage a critical and more in-depth reflection
among the residents, not only on the biological
determinants, rather especially on the environmental, social, economic, cultural, and political
determinants of a given disease, what prevails is
a relationship of “power with”.
However, more egalitarian arrangements for
the interaction between health professionals and
groups of individuals, based on the “power with”
notion may represent a stride forward, but can
ignore structural differences (of social class and
educational and professional background, for
example) between the parties involved 9. Taking
a more rigorous stance, some authors 10 contend
that even when empowerment is based on the
notion of “power with”, it cannot be seen as a
means for strengthening collective action against
the power structures, but as a consensus-building method that requires negotiation and social
“concertation”. How could health agents (who
conduct the mediation between the aspirations
of the most disempowered population strata and
the interests of groups occupying power positions in society) play their role without serving
as a reference for reconstructing the social identities of the excluded groups? Could this not be
seen as a new form of tutorship over the majority
of the population? 10.
A similar question has arisen concerning the
role of nongovernmental organizations (NGOs) in
relation to local grassroots social movements 28.
How can the work by NGO representatives fo-

cus on the empowerment of the most socially
excluded groups without stimulating the power
hierarchies? Some political and pedagogical orientations are suggested that can be relevant to
social mediation work: recovering the dignity of
socially excluded subjects involves the deconstruction of discriminations introjected by them
(without which there can be no struggle for
rights), and positively reclaiming their cultural,
symbolic, and aesthetic roots (without renouncing transformational self-critical evaluations),
so as to bolster (new) forms of grassroots collective action with a view towards confronting and
solving social problems 28.
However, the actual implementation of such
actions goes far beyond simply supplying information to the excluded. In addition to specific
skills for dealing with problems of social exclusion, the struggle to overcome them should be
based on solidarity between individuals and different social groups. The question is, how can
such feelings of solidarity emerge in such adverse contexts, marked by unequal participation
by subjects and social groups in the process of
producing a nation’s goods and wealth? How can
this vicious circle be broken?
However, one cannot deny that information
on the etiology of certain diseases can help expand that community’s decision-making power
in relation to its own health – granted, of course,
that people can understand and assimilate the
information, whose difficulty is proportional
to the social chasm between the stakeholders
(health agents and community members). The
knowledge that hot weather and still clean water are ideal conditions for the dengue mosquito
to reproduce is no guarantee in itself, but it may
lead local residents to cover recipients and other
sites where clear water is accumulated or stored,
which would help mitigate the epidemic. However, this purported increase in power is limited
to the individual level. On the part of the state,
represented by the health agents, no power was
transferred to the local residents. For example,
they were not granted the right to decide on the
amount of public funds to be invested to fight
that disease and to solve other related health
problems.
Meanwhile, in addition to providing information, critical reflection on the social, economic,
and political determinants of health problems
can foster a greater grasp and understanding by
residents of the risks of the specific disease and
their health in general, expanding their possibilities for interpreting their living conditions and
perhaps leading them to fight for more radical
social changes, like income and land redistribution and universal access to education and health
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services, among others. Could such actions be
viewed as the expression of greater power for that
group of residents? Yes, in a sense. Yet it is a kind
of power for the struggle for power, that is, power
that only materializes through social interaction
and to the extent that the conflicting interests
play out, and not power that has been granted,
or transferred by someone else as “something”
coming from outside.
While contending that most programs with
a behavioral approach (based on the idea of epidemiological risk) tend to adopt the notion of
“power over” to deal with community health issues, the possibility of empowerment by means
of these programs is admitted 8. For example,
when a health officer in a cardiac rehabilitation
program reflects on what can be done to support
his patients in overcoming their forms of oppression (on grounds of class, gender, and culture),
understanding the latter as conditioning factors
in their heart disease and seeking results beyond
morpho-physiological adaptations, his practice
is based on empowerment 8.
However, we raise several caveats in this case.
By themselves, programs with this approach cannot “empower”, because they do not confer power
to anyone 15. Besides, empowerment by means of
programs with a behavioral focus and based on
the idea of epidemiological risk are generally restricted to the individual level. Thus, in our view,
it is highly unlikely that members of programs
with this focus will succeed in overcoming the
limits imposed by the quantitative approach to
phenomena. Even if programs are not limited to
the specific disease and its epidemiological risk
factors, and even if they include critical reflection
by users concerning the forms of oppression they
experience, at best they help persons expand
their capacity to struggle for power.
This situation becomes even worse when the
range of possibilities for collective construction
of alternatives is limited. The presentation of individual solutions to essentially collective problems often serves to eclipse the correlation of
forces between different social classes and to shift
attention away from essential issues for reversing
Brazil’s historical social inequality. The defense
of changes in lifestyles that only partially explain
the emergence of diseases 29 is one of the most
common forms of victim blaming. Likewise, in
our view, to equate empowerment with the provision of information or to limit it to the individual
level makes it useless for social change.
During the 1990s, the health field witnessed
the emergence of the concept of vulnerability, according to which the probability of persons being
exposed to illness results from a set of aspects,
not only individual, but also collective and con-
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textual 30,31, thereby representing an effort at surmounting the restrictive focus of epidemiological
risk. In fact, the vulnerability concept subsumes
those of “risk group” and “risk behavior”, bringing up new perspectives for health. For example,
rather than the “probability” of outcomes there is
the “potential” for illness/non-illness, since there
are relations that are not always demonstrable in
mathematical terms. Rather than acritical universality, there is the consideration of different social
contexts as determining susceptibilities. Rather
than independence between groups whose intersection the probabilistic analyses aim to estimate,
there is an emphasis on the relational dimension
of any and all social practice 30. In this sense, the
concept of vulnerability indicates the need for
reconstruction of social relations 30 (something
which can thus not be conceived without considering the complex power relations).
Psychological and community empowerment
Empowerment is a phenomenon that can occur
at different levels 9, and to deal with this complexity, it is appropriate to analyze the psychological,
organizational, and community levels 32,33. At the
psychological level, empowerment encompasses
perceptions of social control, a proactive stance
towards life, and a critical understanding of the
socio-political environment. At the organizational level, it includes processes and structures
that enhance personal skills and allow the members of a community to support each other and
produce changes in it. At the community level, it
refers to joint organized work aimed at improving
collective living conditions 33.
The distinction between psychological and
community empowerment was already implicit
in some articles on community psychology 16,27,34,
but the formal distinction was made between the
terms (although not defined as opposing) in the
early 1990s 35. Since then, various authors 14,32
have further refined this distinction, which has
been adopted by others 2 to reflect on empowerment and its role in the Health Promotion context. Although treated differently, the two levels
(psychological and community) are interdependent, and the analysis of this interaction is crucial
for understanding empowerment. However, on
this point there are questions of nomenclature
that need to be clarified before proceeding with
the discussion.
The term “individual empowerment” has
been adopted 14,32 as a synonym for psychological empowerment. In this sense, it would be
logical to admit that the use of this synonym can
limit the interpretation of psychological empowerment to a construct that only considers what
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occurs in the individual mind 33. The argument
is relevant, especially today, when most of the
literature on empowerment focuses on the individual 32, whence emerges a new type of conservative ideology of individual responsibility that
blames victims even more subtly 16.
This leads us to highlight that some authors
14,17,32 use the term “community empowerment”
rather than simply “empowerment” as a way of
differentiating it from an exclusively psychological (or individual) approach that ignores the social context. The notion of community empowerment includes: (a) an increased level of psychological empowerment among the community
members; (b) political action by these members;
and (c) redistribution of resources or decisionmaking in favor of this community. Meanwhile,
psychological empowerment (defined as a feeling of greater control over one’s own life that individuals experience when they belong to groups)
can occur without participation in collective political action 14.
Importantly, the term “psychological” is
used to refer to the level of individual analysis
of empowerment with the aim of expressing a
broader interpretation of the construct, beyond
just intrapersonal characteristics 33. Thus, psychological empowerment, which combines the
intrapersonal, interactional, and behavior dimensions 33, is viewed as a level of community
empowerment 14,32, to which it is thus strongly
linked. It would thus not be appropriate to treat
them as opposing concepts, although they can
be distinguished from each other. In our view, the
distinction between psychological and community empowerment reflects much more of a didactic function than the intention to make them
mutually exclusive, not least because if power is
relational, it would make no sense to consider
psychological empowerment as merely an individual phenomenon. In short, one can assume
that the notion of (community) empowerment
encompasses changes at the individual and collective levels and implies a link between these
levels of analysis 14,17,32.
From this perspective, community empowerment has been defended as one of the strategies for health reform 2,17, which obviously
requires clarity as to the underlying concept
of “community”. The indiscriminate use of the
notion of community empowerment without
critical reflection and political analysis of the
power relations in society (and thus without reference to social theories) serves to disseminate
fuzzy 22,36, illusory, romantic 15, idealized 36, and
homogenized visions of “community”. In our
view, the combination of these views leads to
“blaming victimized communities” 15, a collec-

tive and even more perverse version of victim
blaming.

The dissemination of the (ambiguous)
concept of empowerment
Especially since the 1990s, the emphasis on empowerment has expanded to a broad variety of
organizations, areas of knowledge, and professional fields. For example, while empowerment
is viewed by the World Bank as one of the means
for overcoming poverty 37, it is also taken as the
basis for discussion on the relationship between
extension experts and farmers 38, as a means for
networking social movements 28, as the central
idea for programs on nutritional education 39, as
an innovative practice for work management and
personal development 40, and even as a strategy
for increasing life expectancy 41.
Could empowerment really mean the same
for all these organizations, areas of knowledge,
and professions that draw on it as a reference
for their actions? Not really. In the business sector, for example, empowerment has been used
as a means to increase company productivity 17,42,43,44. Growing competitiveness has been
identified as one of the forces that require new
approaches for the survival of companies in an
increasingly globalized environment. In this
sense, beginning in the 1990s, workers’ empowerment emerged as one of the most promising
innovations 44,45, an approach that has been
discussed in domestic 42,46 and foreign articles
43,44,45 and books published in Brazil 47,48.
Some aspects of the approach to empowerment in the business sector deserve examination. For example, the “bottom-up” sense
characterizing empowerment actions from a
transforming perspective 14 and which is thus
defended for social policies 16 is inverted when
empowerment is taken as a strategy in the business environment: “The process starts with the
open and enthusiastic expression of the need
and desire for empowerment to take place. This
thrust must come from the very top, the business leader, and needs to be echoed throughout
the management team of the organization” 44 (p.
78, our emphasis).
In addition, the business sector treats empowerment as a transfer of power from upper to
lower echelons 42,43,44,46,47,48. It is thus a limited,
temporary transfer of power, tied to the interests of those who detain greatest power in the
company. This empowerment was not won by
workers, but granted as a survival strategy in an
increasingly competitive market. It could thus
not exceed certain limits. In fact, there are few
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examples of more radical empowerment in the
business sector 48.
We do not wish to deny the possibility that
this notion of empowerment in companies can
contribute to workers obtaining improvements
in the workplace. Yet this does not mean accepting this empowerment approach as a way
of achieving any kind of more radical change. It
is thus a conservative version, to the extent that
it subliminally transfers responsibilities to the
worker.
On the other hand, from a critical perspective,
some authors view the possibility of empowerment serving as one of the means for transforming the living conditions of the socially excluded
2,3,9,18,28. In school, for example, empowerment
would be expressed as the ability of students,
teachers, parents, and staff to achieve greater understanding and control over the social, economic, and political factors that directly affect them
18. They would thus be more able to analyze and
interpret their living conditions. The argument is
that in this process of jointly reflecting on their
health problems, people learn from each other
and generate knowledge to which they would not
have access individually 39. Although to a lesser
degree, since it is far from hegemonic, the critical
approach to empowerment has social transformation as one of its horizons.

Final remarks
As we have seen, empowerment, one of the key
ideas of Health Promotion, is a complex concept
that is widely used by various areas of knowledge,
although with different meanings. In conservative
Health Promotion approaches, empowerment is
treated essentially as the external and altruistic
transfer of power in the name of the common
good. Such approaches thus emphasize strategies that seek a consensus among distinct groups
and social classes. In this sense, the transfer of
power, when it occurs, is calculated so as to not
exceed the limits that challenge the supremacy
of subjects of action, taken as unidirectional. This
is generally the meaning ascribed to empowerment, especially in the business sector. Conservative approaches tend to overlook the relations
between psychological and community empowerment, prioritizing the former over the latter.
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In critical Health Promotion approaches, empowerment is understood as an essentially relational phenomenon, i.e., that only manifests
itself in the dialectic interplay of conflictive interests between subjects, groups, and social classes.
In this sense, it is not appropriate to conceive of
psychological and community empowerment
as opposing, but basically as micro and macro
analytical levels of a broader concept (empowerment), to which one could also include the organizational level (considered intermediate). Social
transformations, the greater objective of critical
Health Promotion approaches, are viewed as the
result of simultaneous changes at the individual
and collective levels. Psychological empowerment is thus seen as a necessary but not sufficient condition.
Society is not the sum of its individuals, or
much less a homogenous whole. Therefore, empowerment should be viewed not as something
that is granted, but rather won in the power game
that plays out between the parties. The relational
nature of power means that the very struggles
against its exercise cannot be waged from outside, from somewhere else, since nothing is devoid of power 25. To assume the relational nature
of empowerment thus means to accept its interdependence with the notion of participation,
without which there is no social transformation.
When the complexity and multi-dimensional
nature of empowerment are not taken seriously, they lead to ambiguity that can be exploited
(intentionally or unintentionally) by those who
lack commitment to social change. There are
those who rightfully denounce conservative
approaches to empowerment as a form of social control and maintenance of the status quo.
However, we should recall that the discussion on
other approaches to empowerment would help
move Health Promotion in a more critical direction, more conducive to change. In our view, to
deny other approaches (like the concept of vulnerability) and other possibilities for empowerment would mean throwing the baby out with
the bathwater 49. It is thus important to explore
both the potentials and limits of these concepts
for building more democratic and emancipating
social practices. It is important to adopt a vigilant
stance towards the multiple forms that empowerment can take in the different professional and
scientific fields, including in the Health Promotion ideals.
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Resumo

Contributors

Os múltiplos sentidos conferidos ao empowerment podem aproximá-lo de abordagens tanto conservadoras
quanto críticas de Promoção da Saúde. Em roupagem
conservadora, empowerment é tomado como fenômeno essencialmente individual, baseado na provisão
de informação, e como transferência externa de poder
em nome do bem comum. Nessa perspectiva, não são
consideradas as relações entre “empowerment psicológico” e “comunitário”. Em abordagem crítica, empowerment é visto como fenômeno relacional, que só se
manifesta no jogo dialético de conflitos de interesses
entre sujeitos, grupos e classes sociais. Nessa perspectiva, “empowerment psicológico” e “comunitário” são
tomados como níveis micro e macro de análise, e as
transformações sociais como resultado de mudanças
simultâneas nestes níveis. O uso da noção de empowerment sem reflexões críticas e análises políticas das
relações de poder na sociedade dissemina visões vagas,
românticas e homogêneas de comunidade. Portanto,
assumir o caráter relacional do empowerment significa aceitar sua interdependência com a noção de participação, sem a qual não há transformação social. Sendo assim, deve-se adotar postura vigilante acerca das
múltiplas formas que o empowerment pode assumir
nos discursos da Promoção da Saúde.

M. S. Ferreira was responsible for the theoretical conception and writing and revising the article. L. D. Castiel
participated in the theoretical discussion and revision
of the article.

Promoção da Saúde; Participação Social; Prática de
Saúde Pública
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