Factors that Influence Health

Exploring the factors that influence health
Using the framework provided by Dahlgren and Whitehead (1991), this lecture explores the factors that influence health.
Thinking point: to what extent do you think that the factors identified by Dahlgren and Whitehead in Figure 1 influence your own health?
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Figure 1 The main determinants of health (Dahlgren and Whitehead, 1991)
This multifactoral approach differentiates between individual and social factors, offering a diagram with layers which can be peeled away. The core of the diagram consists of inherited attributes relating to age, sex and hereditary factors. The inner layer suggests that health is partly determined by individual lifestyle factors, such as patterns of smoking, physical activity and diet. Moving outwards, the diagram draws attention to relationships with family, friends and significant others within the local community. These are the downstream determinants of health – the actions of individuals and communities. The next layer focuses on working and living conditions – housing, employment, access to healthcare services and so on. The outer layer highlights broader socio-economic, cultural and environmental forces such as economic development, shifts in welfare systems, political change, social forces and structures. These final two layers relate to the upstream determinants of health. Although it is not really shown in the diagram, there is potential for layer-to-layer interaction. For example, cutbacks in welfare services might adversely affect people’s access to adequate housing and thus influence their health.
Comment

Transport could be identified as a health issue but one that is ‘hidden’. It is seen as a private matter so that when people can’t make hospital appointments, job interviews or college classes the responsibility and blame attaches to the individual concerned, not to the inadequacy of transport services. If people have to shop in expensive local shops or forgo social occasions and outings these, too, are privately experienced. Yet the social isolation, poverty and poorer diet that might result from lack of access to transport can adversely influence people’s mental and physical health.

Health inequalities are complex, with genetic, cultural and socio-economic factors interacting to influence health. One of the key indicators for health inequalities is poverty. 

Age, sex and hereditary factors

In an attempt to move away from an exclusively biomedical approach to health towards one that does not equate health with healthcare, the significance of age, sex and hereditary factors have been somewhat overlooked in the last decade or so. However, more recently, and with considerable changes in science and technology, the importance of these factors in understanding inequalities and experiences of health and illness have, once again, come to the fore.

Genetics, health and the human genome
The Health Field Concept recognised the significance of human biology and genetics for health. Indeed, probably one of the most important endeavours undertaken in recent years has been the Human Genome Project (HGP), an internationally co-ordinated and funded undertaking which aims to map every gene in human DNA. As part of this project, and in what is widely described as the ‘new genetics’, the ability to identify gene mutations is making possible each of the following:

screening for carriers of recessively inherited disorders (e.g. cystic fibrosis)

identification of those who have the gene for a particular disorder e.g. Huntingdon’s Disease) gene therapy for those affected with a disorder (e.g. cystic fibrosis).

Particular interest has been shown in the relationship between ‘race’, ethnicity and health. There has been much discussion and debate about whether genetic factors contribute to inequalities and differences in patterns of mortality and morbidity, particularly in relation to common chronic conditions such as diabetes, coronary heart disease and hypertension (DoH, 2000).
However, while some researchers argue that the higher prevalence of these conditions among some ethnic groups is evidence of genetic differentiation between groups, other researchers have argued that environmental factors are most important. In a review of the epidemiological evidence on ethnic inequalities in health, Davey-Smith et al. (2000) argue that there is more genetic variation within ethnic groups than between ethnic groups, thus concluding that social and environmental factors are more significant than genetic ones.
Many commentators, including scientists, religious leaders, politicians, policy makers, academics and activists, have welcomed the potential outcomes of the HGP and see it as having enormous potential for promoting public health. However, others warn against the potential for abuse and discrimination (for example, see Albert, 2007) although this warning is by no means widespread (Earle and Sharp, 2007). Some of these concerns have been identified below:

The human genome project: a dangerous future?

It has been predicted...that insurance companies will insist on having detailed genetic profiles on all applicants for life or health insurance; that parents will try for perfect, designer babies, and select them (or abort them) on grounds such as intelligence, sex, or beauty; that traits not currently seen as being diseases, but as being part of normal human variation, will come to be seen as pathological conditions meriting treatment or eradication; and that the selection of marriage partners will be based on the exchange of genetic information. Further predictions are that we will become less sympathetic to and less able to cope with, or pay for, physical or mental disability, since it will be assumed that births of severely handicapped individuals can be avoided; that prospective parents will be under pressure to abort foetuses affected by genetic disorders, whether or not they personally approve of abortion; that ethnic groups with a tradition of marrying their cousins will be discriminated against in health-care provision and pressurized to change what for them may be socially valued practices; that employers will screen prospective employees for genetic conditions and that those likely to develop genetic disorders may not only be unemployable but also uninsurable; and that the health services will become overwhelmed by expensive programmes for genetic screening, diagnosis and therapy.

(Macintyre, 1995, p. 226)
Others have also been critical of the increasing emphasis on genetics and the human genome. Lippman, for example, refers to geneticisation, which she describes as: ‘an ongoing process by which differences between individuals are reduced to their DNA codes, with most disorders, behaviors and physiological variations defined, at least in part, as genetic in origin’ (Lippman, 1991, p. 19).

In a European study of the new genetics and of reproductive technologies, interviews with medical, legal and nursing professionals also show how geneticisation has become a ‘public health story’ (Ettorre, 2002, p. 56) in which health surveillance can claim competence in additional areas of personal and social life. Given these concerns, Wang et al. (2005) identify some of the opportunities for public health genetics in relation to health interventions, advocacy and promoting the public understanding, see below:
Research and practice opportunities for public health genetics

Public understanding of genetics

Methods to increase genetic literacy

Genetic risk communication

Informed consent and decision making

Unintended outcomes of genetic information (e.g., fatalism, fear of discrimination)

Media reporting of genetics

Interventions for health behaviour change

Impact of genetic information on screening and lifestyle behaviours

Methods to incorporate genetic information into behavioural interventions

Role of family history as a tool for public health prevention

Public health assurance and advocacy

Advocacy against premature introduction of genetic services

Methods to counter direct-to-consumer and direct-to-provider advertising

Availability of comprehensive genetic services

Equal access to genetic services

Prevention of genetic discrimination (e.g. genetics and the workplace)

(Wang et al., 2005, p. 692, Table 1)
Whereas geneticisation places heredity at the fore of public health, the new genetics poses both problems and possibilities for improvement. It also creates a society in which individual characteristics are no longer fixed, but malleable and changeable by the manipulation of genes.
Sex, gender and health
It has long been assumed that sex (the biological differences between men and women), rather than gender (the socially-defined differences between men and women), determines health. For example, in most countries, male life expectancy is lower than that of females and this is projected to continue (see Figure 2). However, in recent years this male disadvantage has become far less significant than before. For example, in England and Wales, between 1970 and 2003, male life expectancy increased by four years, but life expectancy for women increased by only three years, with the gap being 6.2 years in 1971 and 4.3 years in 2003 (ONS, 2005c). So while women were assumed to possess a biological advantage, given changes in patterns of life expectancy, this assumption is being challenged.
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Figure 2 Life expectancy: 1901–2026 (Source: ONS, 2005c)

Thinking point: to what extent do you think that human biology is a major determinant of health?
Sex differences have also been drawn upon to explain patterns of mortality. For example, coronary heart disease (CHD), which is the leading cause of death in developed countries, was once thought to affect men more than women. Differences in CHD include a later age of onset for women, a greater prevalence of co-morbidity and differences in the initial manifestations of the disease (Bello and Mosca, 2004). However, psychosocial differences, and differences in lifestyle and in living and working conditions between men and women, are probably better indicators of susceptibility to CHD and associated co-morbidity than are biological factors (Fodor and Tzerovska, 2004) and, at least in relation to coronary heart disease, male anatomy is not destiny (Weidner and Cain, 2003, p. 769). So gender, rather than sex, is a better indicator of inequalities in health.
Age and the lifecourse: healthy ageing
Life course perspectives draw on age, sex and hereditary factors to show how health effects accumulate throughout a person’s life. Illness and ageing are seen to go hand-in-hand and old age is often portrayed as a period of decrepitude and decline. However, as Featherstone and Hepworth (1988) rightly note, there have been considerable attempts to deconstruct lifecourse explanations and to show how the ‘mask of ageing’ is socially constructed, rather than biologically determined. For example, a study of urinary incontinence (Mitteness and Barker, 1995) shows that whilst this condition is aggressively managed and treated in young people, in older people urinary incontinence is perceived as an inevitable and untreatable consequence of old age, in spite of the fact that it is often treatable and even reversible in some cases.
As a consequence of changes to the age structure of the population and a subsequent moral panic over welfare the concept of positive, or healthy, ageing has been promoted as the way forward for older people. Whereas illness in old age was once seen as a consequence of chronology and biology, it is now recognised that behavioural, social and environmental factors all have a part to play (Sidell, 2007). Attention has been given to the relationships between ageing, activity and health. For example, particular emphasis has been given to the role of physical activity throughout the lifecourse and into later life (de Groot et al., 2004).
It is also important to recognise that later life and experiences of ageing are socially differentiated. For example, while many people believe that older people are now financially better off, what we have is a polarisation of the pensioner population with most of the wealth going to those who are already more wealthy. According to Age Concern (2005), in Scotland, one-quarter of households of older people have a low income (that is, below 60 per cent of median disposable income), and many of these incomes are so low that the older people are entitled to claim other benefits.

This situation is most likely to affect older women, who are less likely to have paid into an occupational pension or state earnings related pension (SERPS).
Unusually high mortality in winter is also higher among the older population; however, this does not affect all older people equally. Although the exact numbers of people who die ‘from the cold’ are not known, older people are more likely to experience fuel poverty (generally defined as a household which needs to spend more than 10 per cent of its income on all fuel; slight variations in definition exist across the UK); this is largely caused by the cost of domestic fuel, the level of disposable income and the energy efficiency of the home. Older people are more likely to live on a low income, in poor quality housing and with expensive and inefficient heating systems.
Individual lifestyle factors

As you have seen above, emphasis on individual lifestyle as a determinant of health can be seen in most policies and strategies. In recent years the concept of a ‘healthy lifestyle’ has achieved considerable popular currency but, like many such concepts, the term can be widely used in many different contexts and can come to mean different things. Davison et al. provide a useful definition of ‘lifestyle’ which they describe as: ‘the aspects of health related behaviours and conditions which entail an element of personal action at the individual level ... strongly associated with the possibility of individual choice and the triumph of self control over self indulgence’ (Davison et al., 1992, p. 675).

The main issues addressed usually include diet and physical activity, tobacco and alcohol use, drug intake and sexual activity, although, at various times, other issues have also fallen within this rubric, for example, exposure to the sun and use of seat belt or child car seat.

Many attempts to promote public health have focused on the individual and their lifestyle, and this seems to be a fairly common-sense approach. After all, it could be argued that if individuals ate a little less and took more exercise, then they would be less likely to become obese. If they smoked less and drank less alcohol they would be at a reduced risk of long-term conditions such as heart disease or cirrhosis, and if individuals engaged in safe sex, then they would be less likely to become infected with HIV or other sexually transmitted infections. Individual behaviour can play an important part in health and illness, so maintaining a healthy lifestyle could well be simply a matter of self-control. However, as outlined below, lifestyle accounts have been challenged on several counts.

Thinking point: how far is maintaining a healthy lifestyle simply a matter of self-control?
At a practical level, research has shown that it is very difficult to change individual behaviour. Although there have been some instances of success (e.g. the national HEA campaign to prevent cot deaths in the 1990s), there is still considerable debate about how far health can be improved through targeting individual behaviour. For example, although smoking has declined over time, a recent Omnibus Survey (Lader and Goddard, 2004) of smoking behaviour found that nearly 80 per cent of current smokers had tried (unsuccessfully) to give up smoking; and of these, 46 per cent had received advice on smoking cessation.

Many theories and models have been developed to help explain individual health behaviours. However, one of the key problems facing those promoting public health is the failure of many individuals to follow healthy lifestyle advice. Two key explanations have been put forward to explain this. The first rests on the notion that the public are ‘victims of their own ignorance’ (Davison et al., 1992) and that with increased health education and advice, they will begin to embrace healthier lifestyles. This was the notion underpinning the government’s HIV/AIDS prevention campaign in the late 1980s (see Figure 3).
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Figure 3 ‘Don’t die of ignorance’. Part of the government’s advertising campaign; this leaflet was distributed to all UK households.
The second explanation draws on the idea that individuals can believe that health is largely determined by external factors, therefore denying the relevance of individual behavioural change. Psychologists draw on the health ‘locus of control’ (Rotter, 1954) to describe the general expectancy that behaviour either is or is not directly related to health outcomes. An internal locus of control relates to the individual’s feeling of control over health, whereas an external locus of control relates to factors outside of the individual’s control. For example, a study of stress among mothers caring for children with intellectual impairments found an internal locus of control to be a protective factor (Hassall et al., 2005). A study of perceived risk for breast cancer also noted that women with an internal locus of control were more likely to engage in protective health behaviours such as attending screening (Rowe et al., 2005). The significance of this internal locus of control underpins the ‘Take Control Campaign’ launched by Epilepsy Action, which seeks to encourage all those with epilepsy to take control so as to achieve better management of their condition. ‘Take Control’ wrist bands formed part of the campaign (Figure 4).
[image: image4.jpg]



Figure 4 ‘Take Control’ wrist band
The notion of taking control underpins many contemporary attempts within the public, private and voluntary sectors to promote public health. However, taking control is subject to the ability to take responsibility for health and to make choices, both of which are governed by power relations. In other words, not everyone is free to make decisions and choices, since individual choice and control can be constrained both by other people and by the factors that influence health.

While targeting individual behaviour might seem to be common sense, it is important to recognise that distinct patterns of behaviour can be found among different social groups. For example, Table 1 shows that people in routine and manual occupations are more likely to smoke than people with non-manual occupations. Figure 5 shows changing patterns of excessive alcohol consumption, demonstrating that younger people are more likely to drink to excess and that women are now more likely to drink excessively in comparison to previous years.

Lifestyle accounts draw on notions of individual choice. However, if patterns of behaviour are considered – for example, those identified above – it is easy to see that ‘choice’ is not just an individual matter, but a social one. It is important to ask why young women are drinking to excess and why men in manual occupations are twice as likely to smoke as men in managerial or professional occupations. The rhetoric of choice and the ‘right to choose’ have become embedded in policy and practice. Writing specifically about reproductive choice, for example, Petchesky (1980) argues that, to be meaningful, the right to choose must carry with it the enabling conditions that will make that right concretely realisable and universally available:

The ‘right to choose’ means very little when women are powerless ... women make their own reproductive choices, but they do not make them just as they please; they do not make them under conditions which they themselves create but under social conditions and constraints which they, as mere individuals, are powerless to change.
Table 1 Prevalence of cigarette smoking, by sex and socio-economic classification, 2001–2004

	All respondants
	
	
	
	
	
	
	
	

	Socio-economic classification
	2001
	2002
	2003
	2004
	2001
	2002
	2003
	2004

	
	Percentage Smoking cigarettes
	
	
	
	
	Bases = 100 per cent
	
	

	Men
	
	
	
	
	
	
	
	

	Managerial and professional occupations
	17
	17
	16
	16
	586
	647
	625
	637

	Intermediate occupations
	26
	31
	26
	21
	244
	290
	256
	268

	Routine and manual occupations
	33
	34
	36
	30
	651
	675
	606
	630

	Never worked and long-term unemployed
	26
	22
	30
	29
	68
	135
	142
	114

	Total
	26
	26
	26
	23
	1549
	1747
	1628
	1649

	Women
	
	
	
	
	
	
	
	

	Managerial and professional occupations
	20
	16
	15
	18
	544
	574
	564
	527

	Intermediate occupations
	22
	22
	16
	20
	467
	499
	435
	441

	Routine and manual occupations
	27
	30
	34
	29
	802
	799
	686
	734

	Never worked and long-term unemployed
	14
	24
	20
	20
	131
	203
	207
	197

	Total
	23
	24
	23
	23
	1944
	2075
	1891
	1899

	All
	
	
	
	
	
	
	
	

	Managerial and professional occupations
	18
	16
	16
	17
	1132
	1221
	1189
	1165

	Intermediate occupations
	24
	25
	19
	21
	711
	790
	690
	711

	Routine and manual occupations
	30
	32
	34
	29
	1452
	1474
	1291
	1365

	Never worked and long-term unemployed
	19
	23
	24
	23
	199
	338
	349
	311

	Total
	24
	25
	24
	23
	3494
	3825
	3519
	3552


Source: ONS, 2005d, p. 9, Table 2.3
(Petchesky, 1980, pp. 674–750)

Source: ONS, 2005d, p. 9, Table 2.3
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Source: ONS, 2004b

Figure 5 Adults exceeding weekly benchmarks of alcohol: by sex and age, 1988–89 and 2002–03, GB
So, although lifestyle might be a factor that influences health, it is also important to focus on wider influences and the context within which individual ‘choice’ takes place.
Social and community influences

Here the role of social and community influences on health are considered. The concept of social capital has become very popular within public health in recent years, although, like many similar concepts, it been used in different ways by different people. Indeed, Wall et al. (1998) and Hawe and Shiell (2000) have argued that the concept is being used so widely and diversely that its explanatory power is being weakened.

The concept of social capital can be traced to one of several sources (Bourdieu, 1986; Coleman, 1988; Putnam, 1995); however, the work of Bourdieu is probably the most relevant here. He describes social capital as: ‘the aggregate of the actual or potential resources which are linked to possession of a durable network of more or less institutionalized relationships of mutual acquaintance or recognition – or in other words to membership of a group’ (Bourdieu, 1986, p. 248).

In a synthesis of the literature on social capital, Portes (1998, p. 1) describes it as ‘the ability to secure benefits through membership in networks and other social structures’ (see also Chapter 4 and Gibson, 2007). So social capital is both a resource enabling better access to goods and services as well as a network of relationships between individuals and between individuals and institutions.

A lifecourse approach would focus on how social capital is accrued throughout life and how it can be passed on from one generation to the next. Writing about education, Bourdieu (1999) discusses the way in which extra knowledge – or cultural capital – is passed on from parents to children and, drawing on this, Sullivan (2001) argues that this is one of the ways in which middle-class families ensure educational advantages for their children. Bagnall et al. (2003) carried out a study into involvement in parent /teacher associations (PTA) in the North West of England. Drawing on their analysis of 88 in-depth interviews they found that, while middle-class parents found PTA involvement a useful way of building social capital, working-class parents were more likely to generate social capital using their own family and other local social networks. For mobile middle-class people, the PTA enabled then to connect with ‘like-minded’ people as well as establishing institutional and relational links with the school as a means of ‘getting ahead’.

For middle-class parents, PTA involvement is represented as the norm, but for working-class parents a lack of involvement is the norm. The latter are also much more likely to be dismissive of PTA involvement and more likely to describe themselves as being ‘too busy’. Bagnall et al. suggest that working-class parents are more interested in ‘getting by’ rather than ‘getting on’
The relationship between social capital and health is disputed. Some writers have suggested that there is a direct relationship between inequalities in social capital and inequalities in health, whereas others (for example Kaplan et al., 1996) are less certain. Kawachi et al. (1997) argue that there is a clear relationship between increased morbidity and mortality and disinvestment in social capital. A study of physical activity and the social environment (i.e. culture, people and institutions with whom people interact) involving over 3,300 adults in six countries (Ståhl et al., 2001) also found that the social environment was the strongest predictor of physical activity. Those who perceived low levels of social support from their personal environment (i.e. family, friends, school and workplace) were twice as likely to be physically inactive compared to those who reported high levels of support. The study concluded that strategies to promote greater physical activity would need to focus more on social norms regarding active lifestyles, and on making activity more ‘socially acceptable’. Thus, a settings approach, which is discussed further in the next chapter, seeks to enable different social environments – such as schools, workplaces, and so on – to maximise their health-promoting potential.
Social capital is, thus, linked to both social inclusion and social exclusion because, as you have already seen, it is not equally distributed. The Social Exclusion Unit (SEU) defines social exclusion as happening:
when people or places suffer from a series of problems such as unemployment, discrimination, poor skills, low incomes, poor housing, high crime, ill health and family breakdown. When such problems combine they can create a vicious cycle.

Social exclusion can happen as a result of problems that face one person in their life. But it can also start from birth. Being born into poverty or to parents with low skills still has a major influence on future life chances.

Social Exclusion Unit, 2004
Key groups who may suffer social exclusion include people with mental health problems, young runaways, teenage mothers and ex-prisoners, all of whom may lack membership of the networks and social structures that promote positive health and wellbeing. One of the goals of the SEU is the reintegration of people who, for one reason or another, have ‘fallen through the net’.

Psycho-social approaches emphasise the importance of relational networks in promoting good health. For example, religiosity, or spirituality, has been found to increase a sense of belonging and, through various related activities, such as volunteering, promote good health (Yeung, 2004). Social and community influences can be important determinants of health, not just because of the material resources to which individuals may or may not have access, but also because of the relational networks within which individuals find, or locate, themselves. As Link and Phelan suggest: ‘when a population develops the wherewithal to avoid disease and death, individuals’ ability to benefit from that wherewithal is shaped by resources of knowledge, money, power, prestige, and beneficial social connections’ (Link and Phelan, 2002, p. 730).

Living and working conditions
Social and community influences on health have been recognised for some time, but it is also important to consider the conditions in which people live and work. Graham’s (1993) research on women and smoking, for example, showed that those who were poorest – low-income lone parents – were the most likely to smoke and that smoking was used as a strategy to cope with poverty and social exclusion. As one respondent in Graham’s study stated: ‘I smoke more if I’ve got bills coming in, I tend to get worried. Like Christmas is coming and I’m not able to afford the things I want’ (Quoted in Graham, 1993).
Psycho-social explanations emphasise the way in which hard-to-manage stress, such as bringing up children alone and in poverty, can lead to health damaging behaviours.

Other living conditions can also cause stress for people who are excluded or at risk of social exclusion. For example, whereas moving house can be a positive social and economic experience for some people, for people in transition such as those leaving hospital or care, and for traditionally mobile groups such as Gypsies, Travellers and seasonal workers, moving accommodation can compound the barriers they face. A report published by the Social Exclusion Unit (2004) found that instability in accommodation could:

· act as a barrier to securing work or training

· make accessing key services, such as health or social care, more difficult

· disrupt education

· and negatively affect physical and mental health.

· Some of the findings of this report are outlined  below.

Accommodation instability, social exclusion and health
· One in three of the households who moved at least three times in the past year were not in work.

· Relationship breakdown is a major cause of homelessness: 13 per cent of statutory cases involve domestic violence.

· 30 per cent of young homeless people are estimated to have been in care.

· Shortage of site provision for Gypsies and Travellers is a major cause of frequent moving for these groups – between 1996 and 2003 there was a total net loss of 596 pitches for Gypsies and Travellers while the size of the Traveller population grew.

· There are significant gaps in achievement between mobile and non-mobile pupils.

· 9 per cent of households accepted as homeless are in priority need because of a mental health problem.

· An estimated 40 per cent of single homeless people have multiple needs, e.g. a mental health problem and one or more issues such as drug or alcohol misuse.

(SEU, 2004)
People living in poverty and social exclusion often have the greatest need for good healthcare, education, jobs, housing and transport. However, a report from the Joseph Rowntree Foundation (Wheeler et al., 2005) found evidence of the ‘inverse care law’ (Tudor Hart, 1971) – whereby those with the greatest need have least access to good quality services. Using data from the Millennial Census, the report compares the relationship between needs and supply across England, Wales, Northern Ireland and Scotland. Some of the key issues identified are detailed below:
· Areas with the highest levels of poor health have the lowest numbers of doctors, dentists and other health professionals living and working there.
· Areas with the greatest proportions of young people with no qualifications have the lowest availability of working teachers per head of population.
· The UK is divided between ‘work rich’ and ‘work poor’ areas. In areas with low unemployment, the people who have jobs are more likely to be working very long hours that may affect their health and wellbeing. In areas of higher unemployment those with jobs are less likely to work long hours, but unemployment itself is associated with physical and mental health problems.
As partly identified by the Joseph Rowntree Foundation report, harmful working conditions, such as poor ergonomic design and physical job demands, as well as work stresses related to effort / reward imbalance, can also lead to health-damaging behaviours and illness more generally. A survey analysis of working conditions conducted in Sweden (Hemström, 2005), for example, concluded that the work environment is an important means by which socio-economic class influences inequalities in health.
Interest in levels of sickness absence has been growing in recent years and absenteeism has been identified as an important public health issue, not just because such levels provide evidence of morbidity in the population but because absenteeism is costly for both the private and public sectors. According to a survey of over 1,000 employers by the Chartered Institute of Personnel and Development (CIPD, 2005), the most common cause of sickness absence for all workers was minor illness, followed by stress for non-manual employees, and back pain for manual staff. Box 6 outlines some of the key findings from a UK analysis of labour market trends and sickness absence (ONS, 2005b).
 Sickness absence

· In the three months from March to May 2004 some 1.7 million scheduled working days were lost to sickness absence among employees. Some 2.9 per cent of employees took at least one day off work because of sickness or injury.

· The days lost to sickness were fairly evenly spread across the weekdays. This is counter to the common perception that sickness absence is higher on Monday and Fridays as a result of non-genuine absence.

· Female employees and younger employees aged 16 to 34 were more likely than other groups to take at least one day off sick.

· Lone mothers had the highest rate of sickness absence, followed by women with no dependent children (4.4 per cent and 3.4 per cent respectively). Men without dependent children had the lowest rate of absence.

(ONS, 2005b, p. 149)
Recognising some of these issues, in a press release on 26 September 2005 the Government announced its plans to appoint a national director for occupational health (jointly appointed by the Departments of Health and of Work and Pensions) to oversee the implementation of the ‘Health, Work and Wellbeing Strategy’ (DfWP, 2005).
It is important to recognise, of course, that work stress should not just be tackled at the level of the individual but as noted inChoosing Health:
The real task is to improve the quality of jobs by reducing monotony, increasing job control and applying appropriate HR practices and policies – organisations need to ensure that they adopt approaches that support the overall health and wellbeing of their employees.

(DoH, 2004, p. 161)
More recently researchers have also begun to develop an interest in presenteeism, a concept describing how individuals work through illness and injury in spite of the need to be away from work. This, they argue, can lead to further morbidity and mortality which has encouraged some commentators to argue that more attention should be paid to presenteeism. However, a study of presenteeism in New Zealand (Dew et al., 2005) found that workers encounter very different organisations and relationships to management and other workers, and that this will influence the type of presenteeism that exists. For example, one of the respondents in their study – a nurse working in a public sector hospital – stated:
‘I think nurses are a bit terrible like that. We actually go [to work when sick] and then can’t even make it to lunchtime ... we are all determined to be here to not let anybody down.’

(Quoted in Dew et al., 2005, p. 2279)
Dew et al. argue that presenteeism is expressed differently between social groups and operates in a distinct way according to social class and job market position.
Thinking point: reflect on your own work / life balance and consider the impact of this on your health.
Modern patterns of work tend to increasingly blur the boundaries between work and private space and time with employees often working longer and longer hours to the detriment of their health and lives. Whether your experience concurs with this or not, you may find that your work/life balance shifts over time and across your lifecourse. It will also relate to your own position with respect to factors such as age, gender, socioeconomic status and whether or not you have caring responsibilities.
Concern with this ‘work/life balance’ is also evident in policy and strategy. For example, in 2000 the Department for Trade and Industry launched the ‘Work–Life Balance Campaign’ to help employers recognise the benefits of flexible working patterns, enabling staff to better balance their work with other aspects of their lives and, thus, be more productive. The Long HoursWorking Partnership Project, administered by the Equal Opportunities Department, also has a remit for addressing work/life balance, focusing on issues such as high client demand (for example, 24-hour service provision), presenteeism and flexible working (DTI, 2005).

Living and working conditions are essential to the daily life experiences of individuals and groups. However, we will now move on to consider more general social conditions and their impact on health.
General social and environmental conditions

Neo-materialist explanations focus on the way in which adverse socioeconomic and psycho-social environments, and the health-damaging mechanisms associated with them, are socially constructed. Concurring with this, Link and Phelan argue that social conditions remain fundamentally important to health and moreover that: ‘we need to be mindful of the potential health impact of the entire array of social, political and economic policy we humans develop, such as social security, child welfare, education, or the location of potentially polluting industries’ (Link and Phelan, 2002, p. 732).

For example, in recent years the need to provide health and social care for an increasingly ageing population has worried many governments. The potential for individuals to outlive their financial resources, for intergenerational antagonism and for problems with quality of life in older age are also concerns. In the American Geriatrics Society conference on ‘Creating Very Old People’, Louria (2005) argued that improving the health of an ageing population will require a broad systems approach to health that includes the following features:

· changes in retirement age

· strengthening (and replacing) social security systems

· mandating the requirement to save during working age.

Many commentators have also expressed concerns with increasing environmental degradation and the impact of this on both physical and mental health. For example, a study of depression and neighbourhood in New York City (Galea et al., 2005) found a strong association between depression and poor quality built environment; researchers concluded that more attention should be paid to physical environment and urban planning within public health promotion. Other psycho-social research has also identified a relationship between environment and mental health or wellbeing. For example, it is well documented that certain spaces and places can promote a fear of violence and crime. Frumkin (2001), however, suggests that the focus should be on the salutogenic effects of a closer relationship to nature, rather than on traditional public health concerns. Drawing on the biophilia thesis (the notion that human beings have an innate affinity with nature), Frumkin focuses on the four domains of nature and the way in which each of these can enhance health:

 The four domains of nature
Animals

Pet ownership may improve physical and mental health.

Plants

It is suggested that plants make places more pleasant and convivial, reduce stress and, possibly, promote healing

Landscapes

Natural landscapes are thought to reduce stress. Some research on this has been carried out in dental care and prisons.

Wilderness
This refers to being in the landscape, rather than just viewing it. Wilderness therapy has been used with people with mental health problems.
(Adapted from Frumkin, 2001)

Thinking point: think of one example of where the domains of nature could be used to improve public health in a setting with which you are familiar.
If you think about some of the settings that are familiar to you, it is easy to see how some of these ideas are evident in everyday practice. For example, many schools have a class pet such as a hamster or goldfish.

Some schools have ‘wilderness areas’, ‘wildflower meadows’ or a community allotment, and may organise trips to city farms, or similar locations. Many pay special attention to achieving a convivial environment both within school buildings and on school grounds. However, although some researchers have argued in favour of the biophilia thesis, the evidence is mixed, and others have argued that nature has no positive effect on health and wellbeing.

Environmental degradation, coupled with shifting balances between production and consumption, can also have a considerable impact on physical health. For example, in relation to obesity, it is easy to see how the placing of commerce and leisure in out-of-town locations and the need to commute to schools and workplaces places an over-reliance on the car for both children and adults alike (Gard and Wright, 2005). Lack of children’s play facilities and open spaces, coupled with concerns with neighbourhood safety, also mean that children are less likely to engage in physical activity and more likely to participate in sedentary hobbies such as watching television or electronic gaming.

The issue of sustainability is also important here in that the unsustainable use of natural resources is a fundamental threat to human health. For example, for a healthy diet, most would agree that the local availability of affordable healthy foods must be improved. For sustainability, these foods should also be locally produced (so as to reduce food miles and energy consumption) and organic (so as to reduce the use of chemical pollutants). At the Third International Conference on Health Promotion theSundsvall Statement on Supportive Environments for Health (WHO, 1991) acknowledged the fundamental link between environment and global health and called for the creation of supportive environments and for public health action at a local level. The United Nations’ 1992 Earth Summit developed a programme of action on sustainable development: Agenda 21 is a comprehensive plan of action to be taken globally, nationally and locally. It sets out twenty-seven principles to guide and underpin the action programme. These initiatives, and others, have had a significant influence on the UK-wide agenda on health and the environment, and in March 2005 all of the countries in the UK signed up to a shared framework for sustainable development (DEFRA, 2005). Examples below considers actions at a number of different levels.

The potential for environmental health action

Consumer action: fitting double glazing or loft insulation; purchasing ‘fair trade’ food and clothing

Citizen action: starting a local campaign; joining a community allotment

Household action: reducing energy and water consumption; recycling paper and glass

Community action: setting up a recycling project; establishing a skills-exchange scheme

Professional action: working in a sustainable way; supporting local sustainable projects

Local authority action: enabling public participation in environmental priority settings; setting and enforcing sustainability targets

Organisational action: assessing the potential for energy saving; purchasing from sustainable sources

National and international action: setting policy frameworks; encouraging change at lower levels.

Thinking point: consider your own environmental health actions.
A wide range of social, political and economic policies, at local, national and international levels, has a role to play in the social and environmental conditions that influence the health of individuals and communities.
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