WHAT IS HEALTH?

 A BACKGROUND READER
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What Does Health Mean?
Introduction

This element of the course begins by exploring the notion implied in the title that health pervades all parts of our public and private lives. It will become clear that although health is everywhere, it takes different forms and has different meanings for different people and in different contexts. We all have our own versions of health and you will be able to check yours against a range of other views, including the views of the team who were responsible for producing this unit. We think this is important because, as you will increasingly become aware as you work through these materials, the way we view health affects the way we work for health, and in our case the way we write about it.

The subject of accounting for health has been widely researched in the last 25 years. This unit explores the literature which looks at differences between individuals and groups of individuals on the basis of gender, age, class and ethnic origin. The significance of ‘lay’ and ‘professional’ accounts of health has exercised academics and policy makers alike, and so the relationship between lay people and professionals, and the implications this may have for practice, will be addressed in the unit.

Having explored a rich and diverse range of accounts of health, we will move on to try to set some boundaries around the concept of health and explore its relationship to quality of life, before engaging with the interrelatedness of health, illness and disease. In doing this we will focus on the work of Aaron Antonovsky, who spent his working life trying to unravel the mystery of health. Indeed, it was he who coined the phrase ‘unravelling the mystery of health’ (1987).
Learning Outcomes
By the end of this element you should be able to:

· assess the degree to which health pervades all aspects of contemporary life;

· explore your own views on what health means to you;

· review a range of meanings that health has for individuals and groups of individuals;

· discuss the social and cultural significance of this range of meanings;

· critically analyse the distinction between ‘lay’ and professional perspectives on health;

· compare and contrast concepts of health, illness and disease;

· explore health as a positive concept.

1 Where is health?

1.1 Introduction

I have suggested that health is everywhere so let's put that to the test. It certainly seems that you cannot pick up a newspaper, listen to the radio or watch TV without sooner or later encountering a feature on health. We have been told by government that health is now ‘everybody’s business’ – it is no longer purely the preserve of health professionals. Health is also big business. It sells magazines and margarine – a whole range of products come with a health promise and one or two with a health warning.

Activity: Encounters with health

Check how many encounters with health you have on one particular day. Don't agonise at this stage about the meaning of health. Count anything that you think comes broadly under the umbrella of health.

Note down the content and the context of the encounter, and also whether you found them likely or unlikely places to encounter health.
1.2 Health and the media

There is certainly no shortage of coverage of health topics in the media. Every night television has at least one, and frequently two or three programmes about aspects of health. There are specific programmes about health such as Health Watch, and there are other programmes with a health aspect such as environmental pollution, as well as programmes on the politics of health services such as hospital waiting lists. There is also no shortage of warnings about health. Health can be seen as a set of risk factors with a lot of do's and don'ts about how to achieve health. Some of this is conflicting and certainly confusing. But health also comes as a commodity; people are selling health, or at least selling products with a health promise. Mail order catalogues, among other things, sell remedies for bunions, ingrowing toenails, snoring, soap for fungus and skin problems and incontinence aids. Also on offer are dietary supplements to cure all ills and to give you vitality, longevity and even tranquillity. The promise of this ‘health’ is total wellness and a resource for living.

[image: image2.png]



[image: image3.jpg]



[image: image4.png]



 Health as a commodity sold in supermarkets

Is health too much of a factor in our everyday lives? We are bombarded with health information but are we getting the information we need and can we process and use it, or are we in danger of information overload? Crawford, a medical sociologist, thinks that health is too pervasive:

A new popular health consciousness pervades our culture. The concern with personal health has become a national preoccupation. Ever increasing personal effort, political attention, and consumer dollars are being expended in the name of health. The past few years have witnessed an exercise and running explosion, the emergence of a vocal and often aggressive anti-smoking ethic, the proliferation of popular health magazines, and the appearance with amazing frequency of health themes in newspapers, magazines, and advertisements for even the most remotely related products. Vitamins and other health aids are being consumed more and other items consumed less – all for health reasons. On numerous social occasions, and in spite of much professed rejection of concern or derisive amusement, personal health has become a favourite topic of conversation.

(Crawford, 1980, p. 365)
Crawford refers to our obsession with health as ‘healthism’ and thinks that this obsession is in fact unhealthy. His ideas on healthism are quoted in Box 1.
Box 1: Healthism – the one-dimensionalization of well-being
In healthism, healthy behaviour has become the paradigm for good living. Healthy men and women become model men and women. A kind of reductionism or one-dimensionalization seems to occur among healthists: more and more experiences are collapsed into health experience, more and more values into health values. Health, or its supreme – ‘super health’ – subsumes a panoply of values: ‘a sense of happiness and purpose’, ‘a high level of self-esteem’, ‘work satisfaction’, ‘ability to engage in creative expression’, ‘capacity to function effectively under stress’, ‘having confidence in the future’, ‘a commitment to living in the world’, the ability ‘to celebrate one's life’, or even ‘cosmic affirmation’, ‘Health is more than the absence of disease …’ writes one of the new pulpiteers (Goldway, 1979, p, x), ‘it includes a fully productive, self-realized, expanded life of joy, happiness, and love in and for whatever one is doing.’ In the ‘high-level wellness’ ethic, ‘health is freedom in the truest sense – freedom from aimlessness, being able to express a range of emotions freely, a zest for living’ (Ardell, 1978). In short, health has become not only a preoccupation; it has also become a pan-value or standard by which an expanding number of behaviours and social phenomena are judged. Less a means toward the achievement of other fundamental values, health takes on the quality of an end in itself. Good living is reduced to a health problem, just as health is expanded to include all that is good in life ….

More values are incorporated under the rubric of health and thereby lose the clarity of distinctiveness.

(Crawford, 1980, p. 380–1)
Essentially Crawford is arguing that health is taking over all or certainly too many aspects of everyday life as happiness, self-esteem, creativity, confidence and so on are subsumed under the umbrella of health. But he argues that, as these experiences are collapsed into health experience, they lose their richness, clarity and distinctiveness. 

Crawford goes on in another part of his article to suggest that healthism is a middle-class phenomenon and that it also represents the medicalisation of everyday life. In later parts of this unit we will be exploring other views which are more optimistic about the current emphasis on health. These are views which see the potential to get away from a preoccupation with disease and illness and the medical dominance of health and to give control back to individuals and communities. However, Crawford’s work acts as a useful word of warning as we explore the many and diverse meanings of health.

1.3 Views on health

Already we have encountered health in many places and many guises. Having introduced the vast territory which deals with health, let’s take a few steps back and, without trying to pin it down to a single definition, start to tease out the different meanings that health has for different people. Where better to start than with yourself.

Activity: Your own views on health

You should allow 0 hour(s), 20 minute(s). 

Note down your responses to the following questions:

· What does health mean to you?

· How important is health to you?

· What do you do (if anything) to stay healthy? 
Read the studies below

We found quite a range of ideas within the academic team and we thought it would be interesting for you to know our views on health at the start of the unit. We are certainly not a representative sample but how do our views compare to your own?

Tom 

I’m a health worker, but I also work at my own health. Usually this is not a conscious activity ‘for health's sake’, but I do manage to do quite a lot of things that are generally considered to be ‘healthy’. I have just come back from a fell run and plan to go swimming later in the day. I think this is more to do with my physicality, rather than health. Health is the ‘thing’ that lets me do physical things. There is almost always a competitive or comparative edge to this, even when training.

The other strand for me is to do with control. I am vegetarian and I take no tea, coffee or alcohol either. When I can control my food intake I feel much better immediately, more in control, more healthy. I don't like the idea of taking tablets and have been seeing an acupuncturist for chronic sinusitis. He has discovered certain imbalances that have caused this problem. Correcting the various energy flows, using his needles in strange places, has helped keep the symptoms well in check, which regular medicines and a nasty operation didn't manage.

For me emotional and mental health is also connected very directly with physical health. If I can't manage some physical activity for a couple of days I start to feel terrible and get grumpy. Is this a defence against expressing emotions in other ways? It does fit a pattern of repressing and failing to recognise emotions within myself. Although I have indulged in various therapy experiences pretty consistently over the last 20 years, this remains a problem. I have been very influenced by the writing of Anne Karpf (The War After, 1998), who describes some of the emotional problems that can affect the children of survivors of the Holocaust, of which I am one.

Moyra 

Two words conjure up for me the meaning of health: one is energy and the other is outlook. My interpretation of energy is being able to tackle things in a robust way, to feel capable of taking on challenges. Outlook is something my mother used to talk about in her old age. When she was feeling down she would say ‘Oh my outlook's awful’. She meant that she didn't feel positive about the future and had nothing to look forward to. Normally she was a very positive person, always looking for new challenges even in her eighties. Energy and outlook are clearly interrelated and I never know whether it's energy which determines a positive outlook or the other way round. Without one or both I find it hard to function and, what is worse, when I do feel lacking in energy I find it hard to imagine that I will be able to get through what I have to get through and I suppose that is what affects my outlook.

I'm ashamed to say that I don't do much to keep healthy. I have started to swim twice a week but that's because my joints have got a bit creaky. I know that people say if you exercise a lot you experience greater energy levels but I'm not convinced and am a bit inclined to conserve my energy rather like a precious commodity. I'm very attracted to ads for pills and potions that claim to increase your ‘get up and go’ and I'm pretty self-indulgent about what I eat as I like to cook and enjoy the whole ritual of eating and drinking.

Rosemary 

For most of my life – and certainly my adult life – health has been very important to me. For most of that time it has been synonymous with physical activity of one sort or another. I have always had high levels of energy, and physical activity has been my way of ‘burning it off’.

Looking back, I guess the importance of health stems from my childhood which was punctuated by my father's frequent episodes of acute illness, ending in his protracted death during my early teens. I used to contemplate the awfulness of his illhealth and physical suffering and – consciously or unconsciously – decided to do what I could to remain on the ‘healthy’ side of the health–illness continuum.

I spend a lot of my spare time running and I find that this gives me an enormous sense of physical and mental wellbeing – as well as the freedom and space to get things into perspective. If I’m not able to run every day ... well, let’s just say that those around me prefer it if I do! I also run competitively and have been pushing my body from health into near illhealth largely in the form of injury. As a result I've learned a lot about what my body is capable of, and about the importance of diet and rest.

Cathy 

Health to me is a positive state of wellbeing – both physical and mental. Although I have been in the health field all my working life, I have always been concerned with other people's health and wellbeing, rather than my own, giving my own health very little thought. During a recent bout of a flu virus, however, I began to think more about health and how the lack of physical wellbeing impacted on every aspect of my daily life. Health at that time was about having enough energy to be able to get up in the morning, get my son to school with the right books, completed homework, lunch, etc., and to do a whole host of other taken-for-granted activities which are incorporated into my daily life. So health became synonymous with physical energy during that time. Health really means to me a state of physical and mental wellbeing, a combination of these two rather than one or the other. Mental health is probably more difficult to define than physical health, but I would call it being stress-free, happy with myself as a person and how I am doing, both in my work and in my relationships with others. And also being able to enjoy life, rather than just get through it.

While I put a high premium on health, I must admit I do very little to stay healthy. This may be due to my ‘taking health for granted’ attitude. I do swim most weeks and I try to walk as much as possible have you ever noticed how much better you feel after a walk in the fresh air? Especially when you are writing course materials for the OU!

Sam 

Health is very important to me and is very much a part of my life (fortunately my husband also has a healthy lifestyle which encourages me). I keep myself fit by going to a jazzercise (aerobic/dance) class three times a week and I try to eat a healthy diet. I do believe it is important to start looking after yourself at an early age, and that being healthy is vital today if we are to deter the pollution and germs that constantly surround us.

I recently saw an allergist about some minor health problems and was advised to remove from my diet certain foods that I had become allergic to. Since doing this I have felt a lot better generally, and the experience has convinced me that food is a vital part of good health and that it is important to maintain a healthy diet.

I am also interested in complementary therapies and have qualifications in Swedish body massage, aromatherapy massage, and various other beauty treatments (for example, manicure, pedicure and make-up). I practise my therapy work in my spare time, mainly giving treatments to family and friends, and this complements my full-time secretarial work. Learning about complementary therapies has given me a better understanding of how the body functions, and from this I would deduce that balance is the most important part of our bodies' make-up. In order to maintain balance in our bodies, body massage is an extremely valuable treatment I believe if everyone had a massage once a week we would have fewer health problems, suffer less stress, and benefit from the pleasure a massage brings.

It would be fascinating to compare my views with all of yours. Then it would be possible to draw out some patterns based at least on gender, age or ethnicity. I am sure within our accounts there would be some similarities and differences. Much of it would depend upon our backgrounds and lifestyles.
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2 Accounting for health

Until relatively recently most of the information available to us about how people think about health and illness was concerned with non-Western societies. There was a time when a search in a good anthropological library in Britain would reveal more about the everyday health beliefs of the peoples of, say, African, Asian or South American countries than could be discovered about the everyday health beliefs of the people of the British Isles. Good (1994), in his book Medicine, Rationality and Experience, has pointed out that this anthropological tradition is based on the assumption that Western medical knowledge is true knowledge and that ‘lay beliefs’ connote error or falsehood. Or as Bury, a medical sociologist, puts it ‘lay people have beliefs and doctors have knowledge’ (1997, p. 20), the assumption being that ‘lay beliefs’ are irrational. Two significant changes have occurred in the literature on lay views. One is that attention has turned from non-Western to Western societies, and the other is that the focus has made a subtle shift from investigating health beliefs to health accounts. As well as having irrational connotations, health beliefs also suggest a more deep-rooted static quality, whereas health accounts tell us about what people say about health based on their knowledge and experience, which has a much more dynamic quality. Accounts also tell us much more about health needs and health status.

Systematic investigation of the health accounts and health practices of lay people in Western societies has only begun to gather momentum in the past 25 years or so. Four classic studies have influenced current thinking.

An early and influential study was carried out in France by Herzlich (1973). She conducted in-depth interviews with lay people, predominantly middle-class, in urban and rural settings (Paris and Normandy) and identified three different conceptions of health:

· health as something to be had – a reserve of strength, a potential to resist illness, determined by temperament or constitution; 

· health as a state of doing – the full realisation of a person's reserve of strength, characterised by equilibrium, wellbeing, happiness, feeling strong, getting on well with other people; 

· health as a state of being – the absence of illness. 

In Aberdeen in Scotland, Williams (1983), in a study of the ‘health histories’ of older people (men and women over 60, both middle and working-class), identified four contrasting categories, with no obvious differences by social class:

· health as the absence of illness and disease; 

· health as stamina, an ability to keep going; 

· health as inner strength, a reserve of fitness; 

· health as the capacity to cope with illness or endure chronic pain. 

Also in Scotland, studies have been made of the views on health of a sample of married women and of ‘grandmothers’ in 58 working-class families (Blaster and Paterson, 1982; Blaster, 1983). The views identified among these women included the following:

· health as a good constitution; 

· health as a reserve of fitness or strength; 

· health as the capacity to cope with pain and illness; 

· health as strength of character: a matter of willpower, self-discipline, self-control. 

Calnan (1987), from a study of the views on health of a sample of 60 women in south-east England, has pointed to the need to look systematically at differences between different social classes. He found four different concepts of health, as follows:

· health as never being ill; 

· health as being able to get through the day, to carry out routines; 

· health as being fit, being active, taking exercise; 

· health as being able to cope with stresses and crises in life. 

The first two of these concepts were more likely to be quoted by working-class women, while middle-class women made more frequent reference to the latter two. However this was only true when the women were asked to talk in general terms about health. When they were asked to talk about their own personal health, the class differences were much less apparent.

Let's pause to consider these four studies.

 Reviewing the four studies

List the main features of lay health accounts as revealed in these studies.
Now read the discussion
Among the features of lay health accounts recorded here you may have noted the following:

· they cover a range of diverse explanations and they include several different levels of meaning: physical, social and psychological;

· health can coexist with or be independent of disease so that, according to some accounts, it is possible to be healthy even when disease or infirmity is present;

· some separate the physical from the emotional, but many do not – they emphasise wholeness or integrity of the person (even when disease is present and may be serious);

· some cite a moral dimension, making reference to individual ‘character’ or willpower. 

Already some significant differences based on gender and social class have emerged. Inequalities in health status and patterns of morbidity and mortality are receiving much more attention than they used to. We will now begin to look at the different ways people in different social groups account for health.
3 Health as social representation

3.1 Health and low income

Health is a very personal matter, but people's health is very much situated in their life experiences and so their perceptions of health are likely to reflect their social situation.

Bostock (1998), a health researcher, interviewed mothers who were managing on low incomes to find out about their perceptions of their health. She was struck by the difference between her respondents' self-assessed health status compared to that found by the British Household Panel Survey (BHPS) which relates to all mothers with pre-school children. Although her study was a small scale in-depth survey of just 30 mothers compared to the BHPS which interviewed 741, the figures for those who assessed their health as excellent/good or fair/poor were reversed, as Table 1 shows.

Table 1: Self-assessed health of mothers

	Self-assessed health status
	Bostock study
	BHPS mothers with pre-school children

	 
	%
	(No.)
	%
	(No.)

	Excellent/good
	33
	(10)
	77
	(554)

	Fair/poor
	67
	(20)
	23
	(173)

	Total
	100
	(30)
	100
	(741)


The definition of health/ill-health that Bostock's mothers were using turned on an energy/exhaustion dichotomy. Good health was made up of an energy reserve as these mothers who said they thought they were currently in good health explained:

I feel that I am energetic and I enjoy myself and get on and cope with the kids. (29-year-old cohabiting white mother, on income support, caring for six children aged 10, eight and six years, two four-year-olds and a two-year-old.)

Oh gosh, I suppose to be bouncing about, be happy and smiley, have get up and go and full of vitality and, gosh, go round kissing Jake [her son]. (16-year-old black lone mother, on income support, caring for one child five months.)
As many of her sample of mothers assessed their present state of health as only fair, Bostock asked them what it had felt like when they were in good health. This mother's reply was echoed by many others:

I mean, before I was married I was less tired, because it was just yourself and I used to go out to work, come in, have a meal and go to bed. I had more time for me. I was less tired before I got married, but after you get married, everything changes, you know. I had my child straight after I got married, and so I didn't have time to think because I was just on the go. Then when I decided to have my second one, and sometimes I think that I had her too early, but I think that it is nice now because they have the same interests and they are growing up together. But that's the price you pay when you get married and have kids, of course you are going to lose your health because as you get older you are less fit and that's just the price of kids. (Gujarati Muslim mother, on family credit, caring for two children aged seven and four years.)
Many of the mothers she interviewed felt exhausted and described themselves as ‘running on empty’; they couldn't even remember feeling well, as these two mothers explained:

Once you start feeling knackered all the time you can't remember a time when you wasn't. It gets you down. (19-year-old white lone mother, on income support, caring for one child aged two years.)

I can't remember the last time I felt really good. It's been that long. I mean I am tired a lot and then I get irritable with the kids. It's just hard, you know. (28-year-old white lone mother, on income support, caring for two children aged five and three years.)

(Quoted in Bostock, 1998, pp. 189–91)
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Coping with children on a low income can be a drain on health

Living on a low income and trying to care for children clearly took its toll on these mothers who had to cope with the anxiety of mounting debts and the constant strain of ‘doing without’. They also experienced loneliness and depression as they couldn’t afford to go out or treat themselves or their children. Certainly their experience of poverty and social isolation affected their health status and coloured their views on health.

3.2 Health and the middle class

In contrast, a study which focused on white, middle-class men and women between the ages of 35 and 55 (Saltonstall, 1993) found that respondents' views of health were closely connected to wellbeing, and this condition of being was related to ‘capacity, performance and function’ (p. 8). Saltonstall reports that the respondents, both male and female, catalogued what he called a ‘health inventory’ which included things they felt they had and things they thought they were expected to do to be healthy. This having and doing was intertwined, as these two responses show:

Health to me is the food you eat, how you carry yourself, from the clothes you wear, to the size you are, body fat, skin tone, and whether you are sick. I feel if you take care of yourself by working out and eating right ... you will be stronger and healthier. (Male.)

I know I'm healthy. I'm in good shape. I exercise regularly, I eat a very good diet. I know how to avoid getting colds and flus. I get enough sleep. I don't party and abuse my body. I guess in a nutshell, I take care of myself. (Female.)

(Quoted in Saltonstall 1993, p. 8)
There were some differences in the responses of the men and women, although in general they were remarkably similar. The women frequently referred to friends or family in their accounts of health, whereas the men rarely did so. Men were more likely to refer to health as being in control and having power over their bodies. They had a sense of ownership of their bodies, whereas women were more likely to see their bodies as being in control and having a momentum of their own. As one woman put it:

A lot of times I keep on eating even though I know its not good for me ... It's like my body just wants those things right then ...

(Quoted in Saltonstall, 1993, p. 9)
We can only speculate on the reasons why this should be so, but it is possible that women's explicit experience of hormonal cycles, when their bodies change in ways that seem out of their control, could go some way to explaining this. But the ways in which women's bodies are socially defined would also seem to be a factor.

All the respondents in Saltonstall's study were white, and although some of the mothers in Bostock's study were Asian or Black-African or African-Caribbean, she did not focus on cultural differences. In fact, although there is a good deal of evidence about inequalities in health status and access to healthcare, there is not a lot of evidence specifically about health accounts of people from black and minority ethnic backgrounds.
3.3 Health and ethnicity

Clearly ethnicity, religion and culture have a great deal of influence on the way people view health. It was noted in the introduction to Section 2 that most of the early work was on health beliefs and that it was anthropological, focusing on ‘other’ cultures. Britain is a multicultural, multiracial society, yet attention to the perceptions of health held by minority ethnic groups within British society is only recently beginning to be paid. But if racist attitudes in health work are to be avoided we need to be aware of cultural differences in the ways that health is viewed. This is a complex issue as immigrant populations absorb many attitudes of the indigenous culture. As we move into second and third generations of immigrants the tensions and complexities of living in two cultures becomes difficult to disentangle.

Some studies are beginning to emerge which try to draw out the understandings of health held by specific minority ethnic groups in Britain. One such study was that of Greenhalgh, Helman and Chowdhury (1998). They interviewed 40 British Bangladeshi people who were recruited from three GP practices in East London which had high proportions of Bangladeshi people. Their study was primarily focusing on diabetes, but their findings were also informative about their respondents' general views on health.

They identified four specific perspectives on health.

1. That youth and health were viewed as virtually synonymous.

2. That large body size was generally viewed as an indicator of healthiness.

3. That balance was the key to good health where the notion of balance was very specific to the balance of food entering the body being balanced by emission of body fluids. In the context of diabetes sweat was thought to be particularly important because in the cold British climate people did not sweat enough.

4. That exercise has little cultural meaning in relation to health and in fact their language has no expression for physical activity in the Western sense of vitality and fitness. Their word for exercise has quite negative connotations. However ritual Muslim prayers were thought to be a health giving form of exercise.

However, Greenhalgh et al. also pointed out that ‘The similarities between Bangladeshi and non-Bangladeshi subjects were as striking as their differences’ (1998, p. 978).

Certainly the first point – an association of health with youth – is strong in Western culture. The association of largeness to health is somewhat different to the current Western obsession with thinness. But this has not always been the case. A big, bonny, bouncing baby was considered very healthy not very long ago in Britain. The association then was with material conditions where malnutrition was a far greater risk to health. In fact, Greenhalgh et al. point out that structural and material issues were as great an influence on how health was viewed as were ‘cultural’ ones.

A much larger survey of the health and lifestyles of black and minority ethnic groups in England (HEA, 1994) interviewed 3,549 people, including people from African-Caribbean, Black-African, Indian and East-African Asian, Pakistani and Bangladeshi communities. The main focus of the survey was on their state of health and their health behaviours, but they did draw some broad themes on how their respondents viewed health. They confirm that structural and material concerns were very influential:

Respondents tended to view health holistically; their definition appeared to encompass concepts of mental and spiritual well-being. Worries and anxieties were cited by many as being a cause of ill health, although factors contributing to this varied between first and second generation UK residents. For the first generation at the top of their list of ‘stressful’ factors were financial stability, housing, employment, children's future, loss of cultural values, isolation, and racism. For the second generation key factors were again employment and racism, but cultural conflict and education were also paramount.

(HEA, 1994, p. 8)
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 A group of young people in multi-cultural Britain

It is interesting that cultural conflict becomes an issue for second generation residents. The tensions and difficulty of holding both ‘traditional’ concepts of health based on values and meanings embedded in their culture of origin and more recently-acquired ones which draw on the host culture was also identified by Airhihenbuwa (1995), who was concerned with developing culturally appropriate health programmes. This highlights the importance of listening to people's accounts of health which are based on their knowledge and experience and not making assumptions based on stereotypical notions about how someone from a particular culture will view health. But it also raises the issue of how immigrants from other cultures influence the health accounts of the indigenous population. Certainly there has been a surge of interest in non-Western forms of therapy, and the notion of holism and balance is one which pervaded many of the accounts of health that we have encountered so far in this unit. In the next activity you will hear from an English woman, living in Birmingham, who is married to an Indian man. She talks about experiencing two cultural views on health and the influence of her husband's family and cultural traditions on her.
3.4 Health and children

So far, all the studies we have discussed have been based on adults. Health viewed through children's eyes is receiving attention, mainly in order to be able to target health promotion messages. Bendelow and Pridmore (1998) interviewed 100 nine and 10-year-olds in three primary schools in urban and rural areas of south-west England. As well as having discussions with the children, they asked the children to draw pictures to convey their views. Their results are quoted in Box 2.
Box 2
All the children wrote or drew at least two items in response to the requests to indicate factors responsible for health and ill health; most described between two and four, and some covered the whole page. On the whole, boys tended to draw more pictures per page than girls, but girls wrote more. Exercise and healthy eating were acknowledged by the children to be the most important factors in keeping healthy, whereas smoking and bad diet were cited most often as representing unhealthy behaviours. However, especially in terms of unhealthy behaviours, other items were mentioned which included both environmental as well as ‘individualistic’ factors. For example, inner-city children were more likely to mention violence and pollution. 

What makes you healthy?: The major categories of response identified [were] diet/healthy food, fruit, vegetables, exercise, sport, hygiene, not smoking and sleep … The majority of responses centred on food and exercise. General indications of a healthy diet included fish, cheese, eggs, soup, cereals, ‘not eating meat’, milk, mineral water, milkshakes, vitamins and iron, and fruit is constantly mentioned so is listed separately, as is the case with vegetables. The category of hygiene includes cleaning teeth, washing and bathing.

What makes you unhealthy?: In similar fashion, on the next blank page the children were asked to do the following: ‘Please write or draw anything you think makes you unhealthy.’ Again, the answers were organised into categories – smoking, diet, environment/pollution, violence, hygiene, alcohol, illness. Factors mentioned ranged from personal behaviour and lifestyles to more environmental issues. The category of diet includes the following responses: ‘being fat’, fatty meat, sugar, salt, pop/fizzy drinks, burgers/fast food, chips, crisps, fatty food, cakes, meat, chocolate, sugary food, red meat, ‘too much food’, ‘unhealthy food’, school dinners, beans, ‘weetabix and lemon custard’, ‘fish salad’, rape seed oil, dieting, no food and anorexia. Environment and pollution includes ‘smelly odours’, smog, pollution, petrol, bad gases, car fumes, fumes, acid, factories, ozone layer, motorway, cars, running in road, microwaves, cutting down the rainforest, toxic waste, swimming in chlorine, bad waters, dustbins, sun, heat, fire, lack of fresh air, computers, litter and poison. Violence includes cuts, mugging, stabbing, knives, fighting,‘dangerous drunks’, guns, nuclear arms, bombs, wars and tanks. Hygiene includes ‘dirty clothes’, not washing, not brushing teeth, not cleaning teeth. Illness includes asthma, germs and infection. Environmental and pollution factors were more frequently mentioned by children in the inner-city schools, and boys were more likely than girls to mention both violence and hygiene.

(Bendelow and Pridmore, 1998, pp. 132–3)
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A healthy and unhealthy person
A Health Education Authority (HEA) survey (Brannen and Storey, 1996) of just over 500 11 to 12-year-olds in three west London state schools found similar responses to the ones expressed in Box 2. The children in the HEA study linked their health very much to eating habits, and there was a tendency for boys to define their health more in terms of physical fitness. But there was no mention of health as a mental or emotional state or of a link to wellbeing. In fact the survey concludes that the children seem to have absorbed the messages of health educators.
3.5 People's views on health

Health accounts, as well as being based in the experience of health, also relate to health behaviour. People's accounts of health are likely to be different at different stages in their lives. Two health promotion researchers, Backett and Davison (1992), have investigated the perceptions of health at different stages of life. Their work is based on two qualitative studies conducted in Edinburgh and South Wales. In these studies, health was also linked to health behaviours. The stage of life was, they found, an important factor for their respondents in considering what was reasonable health behaviour. So, while burning the candle at both ends was an acceptable and even life-enhancing behaviour for young people, it was thought to be inappropriate and damaging to older people. The issue for middle-aged and older respondents was whether it was too late to change to the health promoting behaviours currently being urged on people. Many were aware of the damage that had already been done both by the environment and their previous lifestyles. But also as people got older they were less impressed by health education messages, as Backett and Davison note:

Their ideas about effective or ineffective healthy behaviours were now strongly grounded in experience; and many were scathing about the faddishness of current healthy ideas. Rather, they extolled ideas which they felt were commonsense, such as paying attention to weather conditions, wearing sensible clothing and treating minor ailments sensibly.

(Backett and Davison, 1992, p. 58)
The ways in which people explain health, especially in later life, are very likely to be affected by their experience of health and, as we know, good health is not equally distributed throughout the population. The issue of inequalities in health is a very important one, both for the delivery of healthcare and for health policy. The next activity asks you to review what you have learned so far about the factors influencing people's views on health.

Factors influencing people's views on health

Make a list of the factors that you see as likely to influence people's accounts of health.

Now read the discussion
You might have mentioned the influence of people's job, class or educational background, their sex and gender, their race and ethnicity, their age and generation. Health education messages can also have an impact, and this is particularly the case for young people. But perhaps the most damaging influences on how people feel about their health come from poverty and social deprivations such as homelessness.

People's experience of health will be a mixture of their individual life history and the experiences they share with others in their social, economic and cultural group. Their explanation of health will be very much bound up with making sense of their individual biographies, with all the cross-cutting variables of cohort, class, gender and race. 
4. Quality of life

‘Quality of life’ is beginning to be seen as significant by health policy makers. But this raises all kinds of problems about evaluating initiatives to promote wellbeing and quality of life.

If health is difficult to define then quality of life is even harder. You will have difficulty finding a tight definition. As George and Bearon state:

On the whole, social scientists have failed to provide consistent and concise definitions of quality of life. The task is indeed problematic, for definitions of life quality are largely a matter of personal or group preferences; different people value different things.

(1980, p. 1)
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 Zest for life

Seed and Lloyd (1997) present data from a Social Science Research Council survey which asked people what quality of life meant to them; 23 per cent said a happy marriage, 19 per cent related it to contentment, 10 per cent referred to social relations. The rest talked in terms of income, standard of living and having consumer goods, but overall humanistic concerns were mentioned more frequently than materialistic ones.

We all have ideas and opinions about what constitutes quality of life, but can it be defined in anything but individual personal terms?

Activity:  Quality of life

Reflect on what you consider to be the essential elements in your own quality of life. Would you have said the same 10 years ago? Try to rank the elements in order, first for 10 years ago and then for now.

Now read the discussion
A report on this activity from our developmental testers revealed that a wide range of socio-cultural and biological factors influenced their judgement about quality of life. One of our testers, a woman in her early 20s, gave the following rankings

	Ten years ago
	Now

	security in home life
	good home life

	loving mum and dad
	career

	happy school life
	a loving partner

	friends to play with
	financial independence

	popularity
	freedom

	pocket money
	friends

	my own bedroom
	a good social life

	pets – for example rabbit
	a place of my own

	holidays
	physically well

	toys – for example a bike
	time and space


Did you find that what was important to your quality of life 10 years ago is not necessarily important now? Some things remain constant, others change.

Quality of life remains an elusive concept, and what makes for good quality of life is likely to be different for different people and at different times in their lives. We could become fascinated or we could become paralysed by dwelling on the diversity of meanings that people attach to quality of life but, if we want to highlight its importance in the health field, we need to draw up some broad parameters. Hughes has suggested a framework for studying aspects of quality of life which she has devised from reviewing a range of quality of life indicators used in social gerontology below. Can it take us beyond an individual perspective?
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 A conceptual model of quality of life (Hughes, 1990, p. 55)
 The model above emphasises the distinction between conditions of life and the experience of life. Conditions of life such as housing or income are considered to be objective, whereas experiences of life such as life satisfaction are more subjective. As she is keen to point out, these two dimensions are not unrelated: ‘the “conditions” of life influence the “experience” of life and therefore expressed satisfaction’ (Hughes, 1990, p. 54).

Integrating objective and subjective elements within a single concept, ‘quality of life’, is a fundamental problem when trying to define it. In terms of public policy it raises the question of who is responsible for these different elements.

A National quality of life service?

Think about the relationship of health to quality of life. Imagine we were to have a National Quality of Life Service (NQLS) instead of an NHS. Where do you think responsibility for the different elements in Hughes's diagram might lie?
Now read the discussion
Starting at the top right-hand corner of the Figure 8 and working round in a clockwise fashion we predict that, on balance, you might decide that the first three constituent elements, many of which fall into the category of conditions of life, are a matter of public responsibility, at least in maintaining minimum standards. That has been the situation since the Second World War with NHS and social security benefits, even if they have been eroded.

What was your view on the next three constituent elements? Some might say that the opportunity for purposeful activity, especially the availability of work, is the state's responsibility. Others will take a more self-help, ‘on your bike’ view.

Is social integration up to the individual or is it the responsibility of the social group to take some collective responsibility for its members?

Quality of life is threatened by discrimination in terms of cultural factors such as age, gender, class, race or religion. Combatting it is a political and public matter as well as a matter of individual conscience.

On the face of it, personal autonomy and life satisfaction seem to lie within the domain of personal responsibility. But choice and personal control, and indeed life satisfaction and self-esteem, are often restricted by socio-economic status and cultural factors, as well as social integration.

Designating responsibility becomes a very difficult and contentious affair, especially when the constituent elements are to a large degree interdependent. But quality of life is clearly not just a private issue but a matter of major public concern.

One of the major obstacles to getting quality of life in its broadest sense on to the health policy agenda is the difficulty of getting public agreement on priorities. Hughes's model is one way of breaking down the concept into more manageable constituent elements or subsystems of constituent elements, such as ‘quality of the environment’ or ‘social integration’, and so opens up the possibility of achieving a degree of public consensus. The more difficult but necessary task is to assess for a given constituent element the standard below which the quality of life would be thought to be unacceptably low. Then the next step is to design instruments to measure how an individual or a group of individuals fares in relation to that standard. This clearly would be easier for the conditions of life but more difficult for the experiences of life.

Measuring psychological wellbeing is a much more daunting task. Why not simply ask individuals about their sense of wellbeing? They would probably tell you without too much difficulty. But could you then compare what they tell you with others' subjective accounts? If quality of life is to be incorporated on the health policy agenda, measurements have to be found which satisfy individuals, researchers and policy makers, as Bowling maintains:

Progress is sometimes slow due to the differences of opinion between researchers and policy makers ... Researchers are increasingly inclining towards self-ratings of present health; personal evaluation of physical condition; feelings of anxiety, nerves, depression; feelings of general positive affect [sic]; and future expectations about health. On the other hand, policy makers may prefer more explicit indicators in their formation of health policy: limitations in activities of daily confinement to bed due to ill health; ratings of intensity, duration and frequency of pain ...

(Bowling, 1991, p. 11)

There are no obvious or easy solutions to these problems, but at least people are grappling with them and it is becoming increasingly accepted that quality of life should be a measurement of health. The other end of the health spectrum, illness and disease, is much more established.
5 Illness and disease

5.1 Introduction

Although clearly related, the concepts of illness and disease are distinct. People have illness and physicians diagnose and treat disease. Disease is an objective term which implies a malfunctioning of the body or part of the body. Disease is pathological and is diagnosed on the basis of recognisable signs and symptoms. Illness is the subjective experience of pain, discomfort or disorder. Although it is mostly safe to say that illness is the subjective experience of disease, it is possible to experience illness without having a disease and it is possible to have a disease and not feel ill.

Activity: Experiencing illness

Think of a time when you were ill. Note down what it felt like.

Can you think of an illness experience which is not disease related and can you think of a disease which may not make you feel ill?

It is quite common to have headaches or feel sick without any evidence of a disease. And there are diseases such as congenital heart disease or Type 2 diabetes which may not give rise to symptoms.
5.2 Concepts of Illness

Sontag (1979) wrote about the metaphors we use to describe illness. Metaphors are ways of speaking about something as if it were something else which is imaginatively but not literally applicable, for instance calling a new moon a sickle. Sontag was mainly concerned with life-threatening illnesses such as cancer and AIDS, and how the metaphors we use can serve to stigmatise the sufferers, for instance referring to AIDS as a gay plague. But people use metaphors to explain illness to themselves, and these metaphors can tell us a lot about how people experience and cope with illness.

Herzlich (1973) explored with her interviewees their concepts of illness. She found that they categorised illness in four ways:

1. serious, possibly fatal illnesses

2. chronic illnesses

3. trivial illnesses such as colds and flu

4. childhood illnesses.

From her respondents’ replies Herzlich was able to identify three metaphors for illness.

1. The illness as destroyer metaphor was held by those who saw illness as curtailing everyday life and social interaction. For them illness was to be avoided or denied. 

2. The illness as occupation metaphor was held by those who accepted the illness but who strove to fight against it, putting all their resources into the fight. 

3. The illness as liberator metaphor, on the other hand, provided the opportunity to opt out of one's responsibilities and avoid stressful situations to gain sympathy. 

Williams (1990) was concerned with how older people in Aberdeen cope with illness or the threat of it. Throughout his analysis, Williams reminds us that his respondents rarely operated with unified concepts, that inconsistency was the norm. What Williams does is to identify themes, patterns and dilemmas.

He found five broad premises or assumptions which were held by his respondents in considering how to cope with illness. These were as follows:

1. Illness as controlled by normal living: Carrying on with everyday activities, doing housework, gardening and other essential chores was thought to keep ailments at bay without the need to take on extra physical activity. The demands of normal living also helped to prevent any condition from deteriorating. 

2. Illness as a continuous struggle: ‘Determination’ was the key to overcoming illnesses which were restricting but not serious, such as varicose veins, breathlessness or back trouble. It was a determination not to give in to it. 

3. Illness as an alternative way of life: This was not a common response but there was a minority of respondents who, when faced with restrictions which could not be overcome such as failing eyesight, would listen to ‘talking books’, or if their mobility was restricted by a stroke would take up more sedentary activities. 

4. Illness as a loss to be endured: This was a much more negative response to illness than the first three, although it was characterised by a sense of stoicism. Being lost or finished refers to the person one once was, who has been wiped out by illness. It was often accompanied by resignation or accepting one's limitations and not hankering after activities one used to do but getting on with things it was still possible to do. This acceptance of changed and restricted circumstances helped to prevent resentment and bitterness. 

5. Illness as a release from effort: There was a degree of ambivalence in this last attitude between self-reproach and deservedness. 

As well as these categories, Williams noted certain coherent patterns made up from these premises. One which he called ‘illness as exile’ was a combination of 1 and 4. This was similar to Herzlich's ‘illness as destroyer’. In this type of response illness has to be avoided at all costs because it represents such a threat to the self. A combination of 1 and 2 represented what Williams called ‘illness as a test of achievement’ and was similar to Herzlich's ‘illness as occupation’. Illness either had to be struggled against or struggled with, but it was always a preoccupation. Herzlich's category of ‘illness as liberator’ was also recognisable in Williams’s sample and was represented by a combination of 4 and 5, which Williams called ‘illness as disengagement’.
Activity: Categorising illness

Return to your experience of illness. How does it relate to the categories identified by Herzlich and Williams? 

Now read the discussion:
Hopefully you will not have had much personal experience of serious illness and so some of the categories like ‘illness as destroyer’ or ‘illness as exile’ would not be significant. 

In terms of illness as achievement I can recall a time when I had a bad back through playing rugby. I can remember going through a period of trying to carry on – illness as achievement – but eventually being bedridden for a couple of weeks. Then there was an element of illness as liberator when I could do nothing but stay in bed and disengage from my pressing commitments.

Again those of you who can draw on your practice experience will probably have encountered many people who heroically struggle on with quite debilitating diseases. Certainly those who work with terminally ill people will have met those who ‘fight’ their disease and see every month of extra life as an achievement. They would also recognise the liberating effects that can come with giving up the struggle and concentrating on improving the quality of the life that is left.
So far we have not differentiated between acute and chronic illness nor between life threatening and non-life threatening illness. Acute illnesses such as flu or pneumonia can be life threatening or non-life threatening, but they are usually of short duration and if they are non-life threatening the person either recovers without medical intervention or with medical treatment. Chronic illness, as the term suggests, is of much longer duration and even if it is not ultimately life threatening like arthritis, it is not amenable to curative treatment. Although acute illnesses which are non-life threatening can be frightening and unpleasant, chronic illness can pose a much greater threat to the long-term wellbeing of sufferers.
5.3 Responsibility for health and illness

Inequalities in health are clearly related to the conditions of people's lives, such as their housing, income and education. On the other hand, health education messages have tended to focus on behaviour – what we eat or drink or whether we exercise. To muddy the waters still further, research in genetics is telling us more and more that genes predispose us to certain conditions. How do people, whether in a personal or professional capacity, make sense of such a confusing picture, and where does responsibility lie?

Research into the meaning of illness has explored how people perceive the cause of illness and who or what is responsible and therefore to blame for that illness. In her article ‘Why do the victims blame themselves?’ Blaster (1993) reanalysed data from her previous research, the Health and Lifestyles survey of 9,000 people and in-depth, tape-recorded conversations with a group of Scottish women of about 50 years old (1990).

The survey data indicated that, when questions were asked about the cause of specific diseases, overwhelmingly people gave behavioural answers such as lack of exercise or poor eating habits. Behavioural explanations were given for illhealth in the abstract – ‘my life is unhealthy because I can’t control my weight,’ or ‘because I smoke’. Structural factors such as poverty, poor housing or the environment were infrequently mentioned in relation to the respondent's own illhealth or as a cause of specific diseases. They were, however, given more frequently as a cause of illhealth in society at large. Blaxter concludes that:

On the evidence of this one large-scale survey at least, the lessons of public policy and health education – ‘you are responsible for your health’ – have been accepted.

(Blaster, 1993, p. 126)

There is a striking echo here of an observation made 10 years before Blaxter's work by two social researchers reviewing studies on deprivation and welfare in Britain. These authors comment:

... although many of the poor recognise that they are relatively deprived, these feelings are ... largely sealed off from more general or abstract perceptions of society. Some of the poor have come to conclude that poverty does not exist. Many of those who recognise that it exists have come to conclude that it is individually caused, attributed to a mixture of ill luck, indolence, and mismanagement ... In this they share the perceptions of the better-off. Divided, they blame individual behaviour and motivation, and unwittingly lend support to the existing institutional order.

(Townsend and Yeo, 1979, p. 429)
Blaxter's analysis of the qualitative data in many ways confirms this but reveals a great deal of complexity in the way people explain illness. She calls these explanations ‘chains of cause’.

So far in this booklet we have explored health from many perspectives encompassing wellbeing and quality of life, as well as illness and disease. Although people see health as a multifaceted concept which is more than the absence of disease, the official health agenda has been dominated by an emphasis on eradicating disease and treating illness. In the final section we explore an attempt to refocus attention on a more positive way of viewing health.

6 Moving to a positive paradigm (thought pattern)
Aaron Antonovsky (1984) has called the emphasis on illness and disease the pathogenic paradigm and has stated that this disease-focused paradigm has dominated our healthcare system. He claims that there are five important consequences of this domination:

1. ‘We have come to think dichotomously about people, classifying them as either healthy or diseased’ (p. 115). Those categorised as ‘healthy’ are normal, those categorised as non-healthy or ‘diseased’ are deviant. There is no place in this dichotomy for those who have a chronic illness yet are able to function perfectly well or for those who have a handicap yet are well satisfied with life.

2. We have come to think of specific diseases such as cancer or heart disease instead of being in a state of disease. We have become obsessed with morphology instead of theory and practice in relation to generalised disease and its prevention.

3. We look for specific causes for these specific diseases in order that the causes can be eradicated instead of accepting that ‘pathogens are endemic in human existence’ (p. 115). He believes that we need to explore the capacity of human beings for coping with pathogens. 

4. The pathogenic paradigm deludes us into thinking that if we can eliminate ‘disease’ we will have health. This ‘mirage of health’ (Dubos, 1960) has been the driving force behind the ‘technological fix’ and ‘magic bullet’ attitude to eradicating disease.

5. The pathogenic paradigm concentrates on ‘the case’ or identifies high-risk groups instead of studying the ‘symptoms of wellness’ (p. 116). Adopting this approach would entail studying the smokers who do not get lung cancer or the ‘fat eaters’ who do not have heart trouble. 

Antonovsky claims that instead of assuming that the normal state of the human organism is one of homeostasis, balance and equilibrium, it makes more sense to acknowledge that the ‘normal state of affairs for the human organism is one of entropy, of disorder, and of disruption of homeostasis’ (p. 116). He suggests that none of us can be categorised as either healthy or diseased but that we all can be located somewhere along a continuum which he sets out as ‘health-ease-dis-ease’. He explains:

... we are all somewhere between the imaginary poles of total wellness and total illness. Even the fully robust, energetic, symptom-free, richly functioning person has the mark of mortality: he or she wears glasses, has moments of depression, comes down with flu, and may well have as yet nondetectable malignant cells. Even the terminal patient's brain and emotions may be fully functional.

(Antonovsky, 1984, p. 116)
Antonovsky believes that instead of focusing on eradicating disease we should think ‘salutogenically’ which would involve putting an emphasis on helping people move towards the health end of the continuum despite disease. He is not suggesting that this reorientation towards health should minimise the achievements of medical science, nor impede the progress of technological change. Rather his purpose is to redress an imbalance inherent in the way we view health, not to abandon the struggle against disease but to widen the armoury and explore other ways of achieving health. We need the availability of hip replacement surgery but we also need to understand why one person copes well with the operation and fully regains mobility while another does not. We need to identify all the factors which might help us move along the continuum and not just focus on the disease. We should ask not so much how we can eradicate certain stressors but how we can learn to live with them, concentrating on the ability to adapt.

Another feature of the salutogenic paradigm is that it turns on its head the notion of a high-risk group. As Antonovsky says, all of us by virtue of being human are in a high-risk group (p. 117). If we locate people dynamically along a continuum of health then we are less likely to stereotype certain people such as ‘the elderly’ as diseased. By adopting a salutogenic paradigm we can reconceptualise questions about health to concentrate on why and how people cope well with chronic illness and disability. The questions change from what stops people becoming sick to what helps them to become healthy in spite of disease.

In an attempt to define the mechanisms which help people to cope with adverse health conditions and to move towards the ‘health’ end of the continuum, Antonovsky developed a construct which he calls a ‘sense of coherence’ which has three main components – comprehensibility, meaningfulness and manageability.

· Comprehensibility is the ability to see one's own world as understandable, to have confidence that sense and order can be made of situations (p. 118). One views the future as reasonably predictable rather than chaotic, disordered or unpredictable. 

· Meaningfulness is the emotional counterpart of comprehensibility; life makes sense emotionally (p. 119). Life is worth living for those who see their lives as comprehensible and meaningful. 

· Manageability reflects the extent to which people feel that they have adequate resources, mental, physical, emotional, social and material, to meet whatever demands are put upon them. 

Antonovsky's argument is that wherever a person is located on the health-ease-dis-ease continuum at any particular time, those with a stronger sense of coherence are more likely to move towards the health end of the continuum.

[image: image21.png]



[image: image22.jpg]



[image: image23.png]



Helen Rollason – looking well in spite of fighting cancer

When faced with a chronic illness it must be hard to see the world as understandable or to have confidence that order can be made of situations. The future is unpredictable and it is hard to make sense of one's life. The uncertain trajectory of chronic illness and its unpredictability require constant reconstructions of a person's narratives about themselves if they are to maintain comprehensibility and meaningfulness.

Chronic illness can also stretch the mental, physical, emotional, social and material resources needed to meet the demands that are made on people and so life can feel unmanageable. But a person's resources do not occur in a social vacuum and they are to a degree dependent on the economic and social resources available to them.

A person's sense of coherence is built up from a range of experiences and sources through the life-cycle and should be well developed by adulthood. Antonovsky sees the sense of coherence developing from the degree to which our life experiences provide ‘consistency’, an ‘underload/overload balance’ and provide for participation in decision making. We experience consistency when a given behaviour results in the same consequences whenever we exhibit it and when people respond to us in consistent ways. This allows us to predict the outcome of behaviour and therefore our lives seem reasonably predictable. Underload/overload balance is achieved when the demands made upon us are appropriate to our capacities. Underused capacity due to lack of challenges can be as harmful as not having sufficient capacity to meet the challenges with which we are faced. The extent to which we participate in decision making is important to the emergence of a strong sense of coherence and is the basis of the meaningfulness component. When everything is decided for us and we have no say in the matter, when the rules are set by others without consultation, then the experience is alien to us. The issue is not so much having control over the events of our lives but in having some part in the decision-making process.

Adverse housing or working conditions serve to erode the sense of coherence.

There are strong messages here for healthcare workers about the need for people to be active participants in their own healthcare if they are to feel in control of their own health. In order for this to happen they need to be listened to and they need to know that their concerns are valued. But above all Antonovsky's ideas enable us to keep positive health as a goal, exploring ways in which people might move along the continuum towards the health end in spite of chronic illness or disability.
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