Concepts of Health and Illness: Section 1. The Sociological Perspective

a. What are the concerns of Sociology?

The simplest view of the academic discipline of sociology is that it is somehow concerned with the understanding of human societies. However, this does not take us very far as most people feel they know a good deal about the society in which they live because they experience it everyday; this can be described as 'common-sense' knowledge. Another approach would be to define sociology as a research-based study of society. However, there are other academic disciplines such as history, politics, economics, anthropology and social psychology that also have human society as the object of study. Probably the best way of defining the contribution of sociology is by looking at the key questions that originally stimulated the development of the academic discipline and which continue to underpin sociological research today:

· What gives social life a sense of stability & order?

· How does social change & development come about?

· What is the nature of the relationship between the individual and the society in which they live?

· To what extent does the society into which people are born shape their beliefs, behaviour, & life chances (including health outcomes)?

Understanding and explaining social phenomena
· Sociology, in pursuing an objective scientific approach to answering the questions posed above, attempts to explain why social life is not a random series of events, but is structured and shaped by particular sets of rules (both obvious & hidden). This is not to say that social structures determine human behaviour, rather that social structure is both the ever-present condition for, and reproduced outcome of, intentional human agency or actions.

· Sociology, like any other academic discipline, is theory-based. That is, in order to understand how societies work (or why particular bio-chemical processes occur), we must go beyond a simplistic description of the phenomenon under investigation.

· Sociology, also like any other academic discipline which has as its object of study the human and social world, consists of a range of competing explanatory paradigms. Empirical research necessarily involves making assumptions about the nature of social reality.

· Sociology challenges both naturalistic and individualistic explanations of social phenomena. These understandings arise as a consequence of growing up (`being socialised') within a particular culture and set of social structures, and can result in people seeing their everyday roles and behaviour as being somehow `natural'. Equally, when looking at other people's behaviour i.e. `unhealthy lifestyles' or lack of motivation; for example, the focus is all too often on particular individual characteristics ignoring the social factors that influence such behaviour and beliefs.

 

b. Theoretical approaches within Sociology

A single unified sociological perspective concerning the nature of social reality does not exist. In this respect sociology is no different to any other academic discipline, for all embrace competing perspectives or paradigms - this is how subject knowledge is advanced.

The major long-standing epistemological divide that exists within sociological theory is that between those sociologists who argue that society can be studied in an objective way through identifying and examining the structures of society, and those who argue for an interpretative or subjective approach to social phenomena more focused on social actors. Structuralist approaches often tend to focus on the macro level while subjectivist approaches tend to focus on the micro level of interaction. However, in more recent time's a third position has developed which attempts to breakdown this duality between the relative importance attached to social actors versus social structures. These three approaches are explored below.

  

. Social structural approaches: Societies as objective realities

Social structural approaches to exploring social reality include those empiricist sociologists who believe that an objective 'science of society' is possible in much the same way as a physical science such as biology or physics. This empirical sociology seeks to explain the norms of social life in terms of various identifiable linear causal influences. Social structural approaches would also include those sociologists who see human society as being shaped by an underlying material social and economic structure. These are structures that may not always be visible, but nevertheless are fundamental in explaining social and individual processes.

In relation to health, a predominantly social structural approach would draw upon quantitative data derived from social surveys, epidemiological studies and comparative studies in order to point to the relative influence of societal structures and processes in determining health outcomes for social groups.

Within the academic discipline of sociology, two major theoretical perspectives exist which seek to analyse human societies utilising a social structural or systems approach. These perspectives are structural functionalism and Marxism, and their very different organising principles are described in relation to the social determination of health outcomes below. As a brief illustration of the two approaches to structural analysis we will briefly examine the issue of poverty. The functionalist explanation would set poverty in the context of social stratification and the unequal distribution of rewards associated with complex economies where different tasks are performed by different groups within society. Some groups are relatively less well off than others because they have less skills and knowledge and so their contribution to the functioning of society is not as extensive as other groups. Whilst the Marxist explanation would set poverty in the context of the class structure, specifically the relationship of social groups within an capitalist system of economic production in which there are the exploited and the exploiters (with some intermediate groups of managers and supervisors).

The functionalist perspective of health and illness

This theoretical perspective stresses the essential stability and cooperation within modern societies. Social events are explained by reference to the functions they perform in enabling continuity within society. Society itself is likened to a biological organism in that the whole is seen to be made up of interconnected and integrated parts; this integration is the result of a general consensus on core values and norms. Through the process of socialisation we learn these rules of society which are translated into roles. Thus, consensus is apparently achieved through the structuring of human behaviour. Within medical sociology, this approach is essentially concerned with the theme of the 'sick role', and the associated issue of illness behaviour. Talcott Parsons, the leading figure within this sociological tradition, identified illness as a social phenomenon rather than as a purely physical condition. Health, as against illness, being defined as: 

'The state of optimum capacity of an individual for the effective performance of the roles and tasks for which s/he has been socialised.' Parsons, 1951

Health within the Functionalist perspective thus becomes a prerequisite for the smooth functioning of society. To be sick is to fail in terms of fulfilling one's role in society; illness is thus seen as 'unmotivated deviance'. The regulation of this sickness/deviance comes about through the mechanism of the 'sick role' concept and the associated 'social control' role of doctors in allowing an individual to take on a sick status.

The Marxist perspective of health and illness

A key assertion of the Marxist perspective is that material production is the most fundamental of all human activities - from the production of the most basic of human necessities such as food, shelter and clothing in a subsistence economy, to the mass production of commodities in modern capitalist societies. Whether this production takes place within a modern or a subsistence economy, it involves some sort of organisation and the use of appropriate tools; this is termed the 'forces of production'. Production of any type was recognised by Marx as also involving social relations. In modern capitalist societies these 'relations of production' lead to the development of a division of labour reflecting in the existence of different social classes. For Marx, it is these forces and relations of production together that constitute the economic base (infrastructure) of society. The superstructure of a society - the political, legal, educational, and health systems and so on, are shaped and determined by this economic base.

The orientation of this approach as applied within medical sociology is towards the social origins of disease. Health outcomes for the population are seen as being influenced by the operation of the capitalist economic system at two levels.

First, at the level of the production process itself, health is affected either directly in terms of industrial diseases and injuries, stress-related ill health, or indirectly through the wider effects of the process of commodity production within modern societies. The production processes produce environmental pollution, whilst the process of consuming the commodities themselves have long-term health consequences such as eating processed foods, chemical additives, car accidents and so on. Second, health is influenced at the level of distribution. Income and wealth are major determinants of people's standard of living - where they live, their access to educational opportunities, their access to health care, their diet, and their recreational opportunities. All of these factors are significant in the social patterning of health.

 

i. Interpretative approaches: Societies as subjective realities

Sociologists within this wide tradition would argue that the social world cannot be studied in the same way as the physical world because people: 

'Engage in conscious intentional activity and, through language, attach meanings to their actions... [therefore] sociologists should be less concerned to explain behaviour than to understand how people come to interpret the world in the way they do.' Taylor and Field, 1993:15

In attempting to achieve this goal of interpretative understanding, reliance is placed on essentially qualitative research methodologies in order to get as close as possible to the world of the subjects or social actors being studied. In terms of health and illness, this interpretative approach focuses upon the (symbolic) meanings of what it is to be ill in our society, and would not confine its interest in health to what would be perceived as the closed world of clinical biomedicine (this would not rule out the study of the interactions of clinicians themselves both with patients and with colleagues). The following issues in health and illness are examples of the research focus of interpretative sociology:
Within this interpretative sociological tradition two distinct perspectives stand out; symbolic interactionism and social constructionism. These approaches will be outlined below in relation to health and illness.

The Symbolic Interactionist perspective of health and illness

This perspective developed from a concern with language and the ways in which it enables us to become self-conscious beings. The basis of any language is the use of symbols that reflect the meanings that we endow physical and social objects with. In any social setting in which communication takes place, there is an exchange of these symbols: that is, we look for clues in interpreting the behaviour and intentions of others. Communication being a two-way process, this interpretative process involves a negotiation between the parties concerned. The negotiated order that develops therefore involves:

'People construct[ing] understandings of themselves and of others out of experiences they have and the situations they find themselves in. These understandings have consequences in turn for the way in which people act, and the manner in which others react to them.' Aggleton, 1990:91

Interactionist sociology asserts that the social identities we possess are influenced by the reactions of others. So if we demonstrate some abnormal or 'deviant' behaviour it is likely that the particular label that is attached within a society at a particular time to this behaviour will then become attached to us as individuals. This can bring about important changes in our self-identity. A disease diagnosis could be one such label: for example, clinical depression and the assumptions about the person so labelled that then follow; here Goffman's (1968) work on this form of social stigma is particularly influential and will be discussed in detail in Section 3 of this module.

Within this perspective medicine too would be viewed as a social practice, and its claims to be an objective science would be disputed. In the doctor-patient interaction, patient dissatisfaction can result if the doctor too rigidly superimposes a pre-existing framework (disease categories) upon the subjective illness experience of the patient. For example, by presuming that they can understand what that individual is suffering because of an interpretation of their signs and symptoms without reference their health beliefs .

The Social Constructionist perspective of health and illness - The relativity of social reality

This sociological perspective derives from the phenomenological approach of Berger and Luckmann (1967), who argue that everyday knowledge is creatively produced by individuals and is directed towards practical problems. 'Facts' are therefore created through social interactions and people's interpretations of these 'facts'. This essentially subjectivist approach embraces a number of very different sociological paradigms, but what such paradigms do have in common in relation to health and illness is a focus on the way we make sense of our bodies and bodily disturbances. Social constructionism refuses to draw a distinction between scientific (medical) and social knowledge. Nor would it ignore disease in favour of examining the illness experience; unlike the interactionist perspective. Rather, it maintains that all knowledge is socially constructed. We are seen to come to know the world through the ideas and beliefs we hold about it, so that it is our concepts and categories which are the realities of the world (For further reading see Bury:1986 - a sociological paper which focuses on social constructionism in relation to biomedicine).

Foucault (1973,1980,1985,1986) and the work of so-called post-structural social theorists are included within this perspective, though their concerns are frequently different from those researching within the tradition of phenomenology. Foucault is interested in power in itself, not as reduced to an expression of some other conceptual starting point such as class, the state, gender or ethnicity. He seeks to approach the relationship between agency and structure not through an essentialist analysis but by using an 'interpretative analytics' of practices and discourses, discerning the workings of power and knowledge in social relations.

In terms of health and illness, this Foucauldian approach to cultural constructionism draws attention to the ways in which we experience ourselves and our bodies not in some naturalistic way, but in what is termed a 'symbolically mediated fashion' - the body as a 'field of discourse'. As David Armstrong put it, in describing the development of medical knowledge in the latter half of the nineteenth century:

'The fact that the body became legible does not imply that some invariant biological reality was finally revealed to medical enquiry. The body was only legible in that there existed in the new clinical techniques a language by which it could be read.' Armstrong, 1983

 

ii. Societies as a synthesis of agency and structure

Anthony Giddens' work (1979,1984) is concerned with attempting to overcome the traditional sociological dualities between agency and structure, and between the ideal and the material, which are discussed above. According to May (1996), Giddens seeks to examine the structural reproduction of social practices, whilst also insisting upon the opportunities which exist for individual innovation in social conduct: 

'Structure enters into the constitution of the agent and social practices and 'exists' in the generating moments of this constitution.' Giddens, 1979:5

Here Giddens is referring to what he describes as the 'duality of structure'. This is the idea that while social structures are themselves produced by men and women, at the same time these structures act as mediators to constrain and influence this very productive process. In the context of health and illness, Giddens argues (following Durkheim) that for a society to function effectively requires that people have a sense of order and continuity - the social rules that people draw upon in their social practices. The existence of this structural continuity within society requires that people find intellectual and emotional meaning within their own personal lives - what he terms 'ontological security'. However, when we assess the meanings of illness or death and dying, for example, we recognise that these essentially individual experiences cannot simply be denied or disregarded by social structures. Our mortality is something we all have to face individually, and this calls into question many of the assumptions we might hold about the structures that appear to shape our lives. Equally, our self-identity is not simply provided for us by the social system we live within: it is something we have to search for ourselves. 'Praxis' is the name Giddens gives to this link between practical consciousness which informs our actions and behaviours, and the social conditions in which this action takes place.

 

i. The Sociology of health and illness: Defining the field

Sociology brings two distinct focuses of analysis to the study of health and illness:

· At one level it tries to 'make sense of illness', by applying sociological perspectives both to an analysis of the experience of illness, and to the social structuring of health and disease. At this level, sociology makes an important contribution to multi-disciplinary research into issues of interest to clinicians and other health professionals, the development of health policy, and epidemiological studies.

· At a second level, sociological enquiry can open doors to an understanding of the impact of wider social processes upon the health of individuals and social groups. Such processes include social inequalities, professional relationships, change and self-identity, knowledge and power, and consumption and risk.

Concepts of Health and Illness: Activity 1

  

	Activity 1 -  Exploring sociological explanations of social phenomenon
(Fill in the empty boxes below)

	Explanation of:
	Naturalistic / 'common-sense' explanation
	Sociological explanation

	Marriage
	It is only natural that a man and woman should live together for life because they fall in love and want to raise children.
	Monogamy is only one form of marriage. Although it is predominant in Western societies, other societies may adopt other forms.
Marital patterns also depend on economic and social factors. The suitability of a marriage partner may be seen as dependent upon their class and social status. In different historical periods, the importance of marriage varies.
 

	Women's role
	It is important that the woman should be at home to raise her children because this fulfils the maternal instinct and the child's need for a mother.
 

 
	 

	Poverty
	People who are poor are so because they do not want to work, come from 'problem families' and cannot budget properly.
 

 
	 

	Suicide
	The most individual of all acts committed by a person of unsound mind.
 

 

 
	 


Adapted from Bilton et al (eds) (1996) Introductory Sociology Macmillan
Concepts of Health and Illness: Section 2: Sociological Conceptualisation of Medical Knowledge and Power

Science in general and biomedical science in particular, can be seen at one level as a proven, reliable, and valid method for developing our understanding of the natural world, including human health and illness. However, such constructions never exist at a purely conceptual level; they are always applied through sets of material practices. The biomedical understanding of human illness and suffering is reflected in the material practices of the medical profession, which for over a period of two centuries has been able to establish its dominance within the evolving organisational system of health care. It is through such practices that the power of the biomedical discourse of health and illness has become socially embedded. In this sense, medical knowledge and power has long been regarded as a defining feature of modern health care systems.

Reflecting the distinct sociological perspectives outlined in Section 1, there are several approaches to the subject of the social basis of medical knowledge and power found within the medical sociological literature; these are outlined below. Beginning with an outline of Jewson's (1976) now classic work on 'medical cosmologies', this section will also examine Foucault's social constructionist analysis of medical discourse as well as Illich's equally influential notion of 'medicalisation'.

The historical development of medical knowledge

Jewson`s (1976) classic work on the historical development and production of medical knowledge defines what he termed `medical cosmologies'. These frameworks describe the way in which historically, developments in medicine have been intimately linked with the particular social relations and dominant ideas that existed within the society at the time. That is, the production of medical knowledge is rooted within social, rather than the popular notion of a progressive march of science towards ever greater knowledge of the functioning of the human body.

The firs 'cosmology' identified by Jewson is what he terms `person-orientated'. This existed prior to industrialisation and `age of enlightenment', and required the physician to recognise the patient as a holistic entity. Medical judgements were made in terms of the personal attributes of the sick person, if they were not, then the physician would lose that person's business!

The early development of hospital-based medicine in the late eighteenth / early nineteenth centuries is seen as being associated with the broader social changes occurring within British society at that time. That is, the rise of capitalist forms of production, industrialisation, the growth of towns and cities, and the increasing dominance of scientific knowledge and explanation. The emergence at this time of a specialist scientific medical knowledge, described by Jewson as that of an `object-orientated' cosmology, reflects a period in which the doctor-patient balance of power begins to change. Here the medical elite were no longer dependant upon patronage and the control of medical knowledge passed from the patient to the clinician. The hospitals now became training centres for the new profession of medicine and sites for scientific research.

The late nineteenth century sees the emergence of Jewson`s third medical cosmology, `laboratory medicine'. This is when the patient as the object of medal practice moves out of the frame, and disease becomes a `physio-chemical process'. This medical practice is characterised by the emergence of what Foucault (1973) termed, the new `clinical gaze', reflecting the changing social relationship of power between doctors and their patients.

Power and Knowledge: Constructing the Biomedicine Discourse

Foucault's work conceptualises power as the property not of any particular social group, or as something exercised through a structural instrument such as the state, rather: ' It is a relationship which was localised, dispersed, diffused and typically disguised through the social system, operating at a micro, local and covert level through sets of specific [discursive] practices ' (Turner:1997:xii). Power is a 'strategy' or set of discursive practices that characterise the working of modern social systems, summed up by Foucault's much-quoted statement that 'power is a machine that no one owns'. Hence, for Foucauldians, traditional forms of governmentality (a conception of which focuses attention on the ways in which power is present at all levels of society, serving to regulate the activities of the population) depend on systems of knowledge and truths that constitute the object of its activity, and here the roles of experts and their expertise are central.

In the case of medicine, power is embodied in and comes with the day-to-day rational-scientific practices associated with the work of doctors in the hospital or clinic, which Foucault (1973) termed the 'clinical gaze'. Such everyday practices contribute to the (social) construction and reproduction of what has been termed the 'biomedical discourse'. For Foucault, the relationship between power and knowledge is an inevitable and inextricable one (he in fact uses the single term 'power/knowledge'): any extension of power involves an increase in knowledge. Specific forms of power require highly specific formations of knowledge. In this sense, institutions such as medicine (also the law and organised religions) exercise power not through overt coercion but through the moral authority over patients associated with being able to explain individual problems (such as an illness) and then provide solutions (i.e. treatment) for them. As Miller and Rose phrase it, medical 'experts' play a mediating role between 'authorities' and individuals, '…shaping conduct not through compulsion but through the power of truth, the potency of rationality and the alluring promises of effectivity' (Miller and Rose:1993:93). In this conceptualisation of medical practice, power is essentially relational rather than something that is possessed by individual doctors or the medical profession as a social group. This moral or disciplinary approach means that power is exercised most effectively as the subject of the discourse 'interiorizes' this gaze ' …to the point that he is his own overseer, each individual thus exercising this surveillance over, and against, himself' (Foucault:1980:155).

It is in this context that Foucault discusses the place of medicine in the monitoring and administration ('surveillance') of populations and their bodies. This disciplinary form of power is not seen as openly coercive; rather, it might be thought of ' …as a facilitating capacity or resource, a means of bringing into being the subjects 'doctor' and 'patient' and the phenomenon of the patient's 'illness' ' (Lupton:1997:99). Thus whilst there is a recognition of the role of the state in the reproduction of this medical dominance, it does not then follow that the medical profession simply serves the interests of the capitalist state. For example, Armstrong's (1993) work on the 'New Public Health', argues that public health strategies are purely a contemporary example of medical power exercised through the surveillance of a population's health behaviour. Such an approach would deny that health promotion strategies have emerged directly from a policy process instigated by the British State, which has its own particular sets of interests and goals.

A central criticism of Foucault's theorisation of medicine as discursive practice is that it is overly deterministic. It focuses attention almost exclusively on the ways in which the discourse of medicine (as represented in official texts, medical notes, etc.) both subjects and subjugates patients. This is the 'docile body' view of the patient, subject to the clinical gaze; there is very little discussion of the ways in which this discourse might be resisted by patients. As Lupton argues, this approach tends to '…present a consonant vision of a world in which individuals' lives are profoundly experienced and understood through the discourses and practices of medicine and its allied professions' (Lupton:1997:94). What follows for Lupton is a tendency to neglect examination of the ways in which medical discursive practice is 'negotiated' by the lay population in their avoidance of suffering and in 'maximizing their health status'.

The Medicalisation thesis

Illich's (1976) 'medicalisation of life' thesis is a radical critique of biomedicine & the medical profession which went on to become highly influential in the 1980s. Unlike the Foucauldian social constructionist approach it does not question the basis of medical knowledge but rather it seeks to challenge its application. The theory asserts that more and more aspects of daily life have been brought into the biomedical sphere of influence. Illich is referring to those experiences that were once seen as a normal part of the human condition, such as pregnancy, childhood, ageing and dying.

Medicalisation is associated with a social process that Illich termed 'iatrogenesis'. This concept refers to the detrimental consequences of medical interventions. However, this concept goes beyond doctors inflicting direct clinical harm, it also involves the social and cultural spheres of life. Cultural iatrogenesis refers to the way in which medicine is seen to have undermined people's ability to manage their own health, and cope with pain, suffering, and death. Illich recognised that within industrialised societies an institutionalised system for the 'containment' of death & dying, run by health professionals, had emerged. The major function of such institutions (the modern hospital) was the management of the `technical aspects' of symptom control.

These two strands of the medicalisation thesis reflect the influence of both interactionist and Marxist approaches to health and illness in that definitions of illness are perceived to derive from social interactions / negotiations that are built upon social inequalities.

Concepts of Health and Illness: Section 3. Labelling and Stigma

The concepts of labelling and stigma derive from the interactionist sociological perspective described above, and focus on the importance of the symbolic meanings of health and illness. That is the shared social connotations and imagery that are associated with particular events and objects and upon which our actions are largely based. Labelling as a sociological construct has been used to inform medical practice since the 1960s in order to draw attention to the view that the experience of 'being sick' has both social as well as physical consequences.

Labelling theory:
Becker's (1963) original work on the social basis of deviance argues that, 'social groups create deviance by making the rules whose infraction constitutes deviance'. Applying these 'rules of deviance' to individuals or groups means labelling them as 'outsiders'. He goes on to argue that, 'deviance is not a quality that lies in the behaviour itself, but in the interaction between the person who commits an act and those that respond to it'. The 'deviant' is therefore the one to whom the label has successfully been applied. Behaviour that is labelled as deviating in some way from the 'norm' necessarily involves the value judgements of those powerful individuals who are in a position to impose such labels. Labelling theory focuses less on the 'deviantact' itself, and more upon the societal reaction to that particular behaviour.

Lemert's (1967) work followed on from Becker's insights in recognising the importance of the reaction of others in the explanation of deviance, whilst drawing a distinction between 'primary' and 'secondary' deviance. Primary deviance is seen to consist of deviant acts (with any amount of causes) before they are publicly labelled, and has '…only marginal implications for the status and psychic structure of the person concerned'. Secondary deviance is much more significant because it alters a person's self-regard and social roles. This follows the public identification of a person as deviant, and the individual's response to this negative societal reaction (a judgement of social 'normality'). It is in direct response to this labelling that the person changes their behaviour in accordance with the label; the label constituting a 'self-fulfilling prophecy'.

In the case of sickness, primary deviance represents the illness experience. The process of secondary deviance is constituted through the act of diagnosis wherein doctors engage in a process of classification through which people are either labelled ill (deviant from the 'norm') or healthy. It is because these disease labels carry such widely shared public stereotypes that the behaviour-change characteristic of secondary deviance occurs:

Labelling as a means of creating diseases, must be distinguished from the cause of diseases. So whether the biological state of an individual is a 'disease' or not, is established by the doctor when the diagnosis or label is given to the patient (Armstrong: 1989:35)

Stigma

Goffman's (1968) work is less concerned with the social process of labelling a particular action or pathological state as deviant, than with the stigmatising consequences of that process for an individual - what he referred to as 'The management of everyday life'.

All of us, including health professionals, because the medical model does not exist in a cultural vacuum, perceive certain conditions and disabilities as particularly stigmatising; an obvious example of this being HIV/AIDS. Thus when a disease label is attached to a person, the very label itself has the power to 'spoil the sufferer's identity' (Goffman:1968); both personal and social. The social stigma that results from this labelling process, derives not only from societal reaction which may produce actual discriminatory experiences ('enacted stigma'), but also the 'imagined' social reaction which can drastically change a person's self-identity ('felt stigma'):

'The stigmatised individual may be able to hide the discrediting attribute from others but cannot do so from him or herself'(Goffman:1967)

The impact of labelling and its consequences for stigmatisation can be represented as a negative feedback circle, which results in greater and greater diminution of social participation - this process is diagrammatically represented in figure 1 below.
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So for example, meeting the care needs of a child with a disability not only has a significant impact upon family members pre-existing work and social life patterns, but in addition families may also experience what is termed `courtesy stigma' (or 'stigma by association') because of their direct relationship to the child. The family will then may have to cope with their own feelings of shame or guilt, and may attempt to distance themselves in various ways from the disability.

In the case of diagnosing mental illness, the power to label is a significant one and is entrusted to the psychiatrist. Once an individual has been diagnosed as mentally ill,  labelling theory would assert that the patient becomes stripped of their old identity and a new one is ascribed to them. A process which usually leads to the labelled person internalising this new identity and social status, so taking on the role (`master status') of the psychiatric patient with all its associated set of role expectations. Stigmatisation would then follow, which has the effect of excluding the labelled `psychiatric patient' from normal interactions. In this case, labelling theory focuses attention on the ethnocentric assumptions about `normal' behaviour held by psychiatrists resulted in the misattribution of labels such as schizophrenia. This approach does not challenge the `fact' that high rates of psychopathology exist among black and Irish people, it simply claims that the wrong label is being applied with important consequences for these patients self-identity

Concepts of Health and Illness: Section 4. Lay Health Beliefs and Illness Behaviour

The findings of sociological research into lay health beliefs which focus on discovering the rules and meanings that different social groups use to order their lives and make sense of their experience of health and illness have been of great value to clinicians. Such findings demonstrate the sophistication and complexity of lay beliefs about health, and point to the need for health professionals not to treat patient views as merely 'incorrect knowledge' and so improve the patient-professional relationship.

" Ordinary people develop explanatory theories to account for their material, social and bodily circumstances. These they apply to themselves as individuals, but in developing them they draw on all sorts of knowledge & wisdom, some of it derived from their own experience, some of it handed on by word of mouth, other parts of it derived from highly trained practitioners. Thus lay explanations go beyond common sense, in that explanations beyond the immediately obvious are included "  (Stacey:1988:142)

Most sociological studies of lay health beliefs agree that public conceptions of health and illness vary according to the immediate material & social circumstances in which people find themselves. These circumstances can act to constrain the possibilities for action to change an 'unhealthy lifestyle'. Nevertheless, health promotion strategies have in the past assumed that persuading people to adopt healthy 'lifestyles' was largely about changing individual attitudes. However, as the work of Davison et al (1991) has shown, to oppose so-called 'lifestylism' (the awareness of the causes and possible ways to avoid illness through behaviour change) to 'fatalism' (life is full of random chance events outside of my control), is to misunderstand the real situation for most people. In their fieldwork in South Wales, the researchers found that:

'…only very few informants whose belief in randomness led them to deny or ignore the possible benefits of lifestyle change. Rather, the recognition of a pervasive uncertainty in the field of illness and death existed side by side with a common-sense approach to taking appropriate care' (Davison et al:1991:106)

At least in part, one consequence of such lay beliefs research was to bring about a shift of focus in the health prevention strategy of the government. The New Labour government Public Health White Paper, Saving Lives: Our Healthier Nation (1999), for example explicitly recognised that:

' Past health strategies have tended to focus excessively on lifestyle issues…People were treated as passive recipients of information and services, rather than active partners. This contributed to a widening of the health gap: we now know that the better off are more likely to act on health information to change behaviour…Although people may know what affects their health, they can find it difficult to act on what they know, setting up a downward spiral of deprivation and poor health ' DoH: 1999:3.2 / 4.10).

In 2001, in recognition of the cumulative sociological evidence of the potential for dissatisfaction and misunderstanding resulting from the different perspectives of treatment and care existing between doctors and patients, the Department of Health set out guidelines for a new approach to Doctor-patient relations that it termed 'The Expert Patients Initiative' (DoH:2001). This shift in clinical focus is all about formally recognising the intimate (and rational) knowledge and experience that patients have of their illness, and encouraging patients to take an 'active role in their own care'.

Sociological research into these lay health beliefs spans a thirty year period, Table 1 below is an attempt to summarise the main findings and give examples of how such beliefs play out in the real world ('indicators').

Table 1 : Summary of Sociological Studies of Lay Health Beliefs (Crinson:2007)
	 CONSTRUCTS
	INDICATORS

	Health as functional capacity (Blaxter:1982)

This broad notion would also include the notions of `health as the absence of disease' (as not ill) as well as `health despite disease' (Blaxter:1990). Largely a working class conception, but also held by the elderly, particularly those in poor health, were less likely to define health in terms of illness.
 
	. The ability to fulfil social & work roles as main criterion of healthiness - never having a day`s illness' was found to be used as a (positive) moral characteristic of individuals

a. Conceiving health as coping or overcoming disease / misfortune. Related to this is the idea of health as `reserve'

b. Cornwall (1984) in her study of a working class community in Bethnal Green, found that the way people thought about their health was a kind of `cheerful stoicism', even when physically ill.

	Health as emotional well-being
(MacInnes & Milburn:1994)

Closely linked to health as energy / vitality (Blaxter:1990). d'Houtaud & Field (1986) saw this as essentially a middle class concept.
	. a positive approach to life, do not `worry all the time'.

a. illness as resulting from negative attitudes - `moaners'.

a holistic and multidimensional view of health and illness.

	Health as reflecting lifestyle, including a moral dimension (MacInnes & Milburn:1994)

Closely linked to health as `healthy' behaviour, the `healthy life' (Blaxter:1990).
	. Healthy behaviour as not smoking, good diet, exercising, and not drinking alcohol to excess.

a. Moral evaluations of individuals, role of `bad habits' in causative explanations.

	The notion of `candidacy'

Utilised in lay explanations of relative risk of disease and efficacy of preventive health behaviours. Constructed from appearance or circumstances surrounding an event i.e the onset of illness. Can support or challenge biomedical aetiology (Davison, Davey Smith & Frankel:1991)
 
	. Identification of those who become ill / `disease candidates', retrospectively and/or predictively i.e `he was fit, skinny and young. The last person you would expect to have a heart attack '.

a. Teleological explanations of illness - `there was a meaning/ purpose in their becoming ill'.

	Conceptual duality of health

Endogenous health / exogenous illness (Herzlich:1973)
	. Illness as external, arising from a conflict between the individual and society - lifestyle in its widest sense.

a. Health as coming from within; requiring a struggle against `unhealthy lifestyles'.

	Theorising the body as physical capital or the `commodification of the body' (Bourdieu :1977).

Working class having an instrumental relation to body; Middle class seeing the body as a `personal project'.
 
	. Working class ideology: body as a `means to an end' / as machine, which may require servicing from medical experts to run efficiently.

a. Middle Class ideology: body as under personal control, choices can be made about `appropriate lifestyle'.


Models of 'help-seeking' or illness behaviour:

The sociological approach of Zola (1973) found that people`s responses to symptoms were contingent upon their cultural values / beliefs concerning health. That is, their perception of what is 'normal'. Accordingly, the decision to seek professional medical help was either promoted or delayed by social factors. Zola`s (1973) model (set out in Figure 2 below) identified five different types of incident which `triggered' the decision to seek medical care, incidents which threaten people`s notions of normality.

However, the interesting feature of the model is that the decision to seek help does not necessarily lead directly on a path to the medical professional. People draw upon what is termed a 'lay referral' system which includes family, friends and the local community - so for example a young mother faced with a baby that is continually crying may choose not to go direct to the G.P because they may be afraid that they will be categorised as an 'anxious mother' and so instead approach their own mother or other mothers with older children for advice. People also increasingly are engaging in 'self-medication' as generic drug treatments become more widely available over the counter. They may also be one of the hundreds of thousands of people each year who opt for what is loosely termed 'alternative' medical care; now a multi-billion pond industry in Britain.


Figure 2 : Zola's Help-Seeking Model 
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Despite the influence of such help-seeking models, health policy over the past two decades has generally been less concerned with illness behaviour than with developing strategies to promote health maintenance (health behaviour). Here both social psychological models and sociological approaches to understanding lay health beliefs have been applied in attempting to bring about health & lifestyle change.

Concepts of Health and Illness: Section 5. Social Support and Social Integration

Social science research has suggested that the relative quality of individual's and groups social relationships serve to act as psycho-social mediators in health outcomes. The quality of these relationships are seen to reflect the degree to which individuals possess or have access to a wide set of social networks & a shared set of social norms. Sociologists recognise these factors as being key characteristics of a cohesive society.

The findings from a large range of epidemiological studies have concluded that social and psychological stress is one of the major factors impacting upon an individual's ability to maintain their health (Wilkinson 1996; Marmot and Wilkinson:1999; Marmot and Wilkinson:2001). Sociological and social psychological research has concluded that whilst we all experience such stresses or 'life events', their effects are magnified for those individuals and social groups that have limited social support, a limited ability to control one's social situation / environment, poor social networks, and low levels of social integration.
Social Support
This construct focuses attention upon the importance of inter-personal relations. It encapsulates notions of emotional support, instrumental aid, information giving and personal appraisal. However, as a construct it can lack a certain amount of clarity.

Social psychologists see sources of social support as deriving from social networks. The importance of these networks lies in their function as a 'buffer' against the negative impact of stressful life events - helping people to adapt. The main source of social support in chronic illness, for example, comes from the family. Brown and Harris's (1978) classic research into clinical depression amongst working class women, recognised that differential availability of social support was a critical factor in a person's relative 'vulnerability' to stressful life events. They saw social support acting through what they termed intimacy, serving as a powerful mediator between the stressor (provoking agent) and the onset of illness (depression).

The lack of social support as negatively related to health is now recognised as a public health issue by the Department of Health. In developing its 'social exclusion' interventions, data such as that diagrammatically represented in figure 3 below (illustrating the relationship of lack of social support to mental disorder), is drawn upon in order to demonstrate the ways in which stresses associated with poverty such as social isolation and material deprivation are seen as pushing already vulnerable individuals into addictive behaviours and psychosis.
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The concept of Social integration
Although the psychosocial concept of social support is clearly central to an understanding of the impact of social stresses upon health, it cannot account for the changes in social networks that have occurred in Western societies over the past century. For an explanation of these processes we have to look to sociological theory.

In his classical study of suicide written in 1899, Durkheim argued that an individual's integration into society is essential for their health and well-being. Modern societies are seen to be organised around individual differences (specialised division of labour) rather than upon their similarities. These societal developments were seen to encourage self-interest rather than `social solidarity'. Individuals learn to become less dependent on others and to recognise only their own private interests - the sociological concept of 'anomie'. In times of personal crisis, because we are less well integrated into social groups, we lack the social support required to cope with the stresses of modern life.

More recent sociological studies of mental health and illness have supported this original hypothesis. The family, religious practices, along with other `integrating institutions' such as work/employment, are recognised as binding individuals into wider social relationships and so offer a sense of belonging and meaning. This serves to protect individuals from the consequences of anomie by providing a sense of structure and social status. It follows that the events commonly associated with stresses within the family, unemployment (particularly among young men), etc, have a particularly important impact on health because they represent, "…psycho-social transitions, and tend to reduce the ties that the individual experiencing them has with others ' (Stroebe andStroebe:1995).

Whilst levels of social integration and social support are related, the former is a characteristic of populations or institutions, whilst the latter is a property of individuals. The relationship between these two concepts as psycho-social mediators of social stress and its impact upon health is diagrammatically represented in Figure 4 below. 
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Concepts of Health and Illness: Section 6.  The Social Experience of Living with Chronic Illness and Disability

Trends in the incidence of chronic illness and disability
The experience of ill-health as chronic illness is very much a feature of the late twentieth century in Britain, with the following two factors being frequently implicated in this trend :  The massive decline in mortality from infections, and the increasing percentage of the population who are elderly resulting from the increase in life expectancy. However as Bury (1997) has argued, a preoccupation with causes of mortality alone is seen as increasingly `problematic in public health circles', given that degenerative chronic disorders such as Parkinsons disease, M.S, Arthritis, HIV/Aids, and many others, have become increasingly prominent and which are all now major sources of disability. It is for this reason that the concern, certainly in public health terms, is as much with the consequences of such long-term illness as with establishing the causes.

Chronic illness and disability now affect more people than ever before, with the figures for self-reported limiting longstanding illness (see note below for DoH definition) showing a gradual increase over the last twenty years .

	Table 2 -  Trends in general health, longstanding illness and acute sickness - 1993- 2001  Adults age 16 and over - Source : Health Survey for England 2001 (DoH:2003)

	Self-reported health
	Survey year

	 
	1993
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001

	Men %

	Very good/good health
	77
	78
	77
	77
	76
	75
	75
	75
	74

	Very bad/bad health
	5
	5
	5
	6
	6
	7
	7
	7
	7

	At least one longstanding illness
	40
	39
	42
	43
	44
	44
	44
	44
	45

	Acute sickness
	12
	12
	13
	15
	15
	15
	15
	16
	14

	Women %

	Very good/good health
	76
	75
	76
	75
	73
	73
	75
	73
	74

	Very bad/bad health
	4
	5
	5
	5
	7
	7
	7
	6
	7

	At least one longstanding illness
	40
	40
	41
	43
	44
	44
	44
	45
	46

	Acute sickness
	14
	15
	17
	19
	19
	19
	18
	19
	19


 

	A note on the relation between LLI and disability:
As part of the general health questions asked every year since 1996 in the Health Survey for England conducted on behalf of the Department of Health, informants were asked if they had a longstanding illness or disability, and if so, whether any (or all) of these conditions limited their activities. Figure D compares by age, separately for men and women, the proportions with at least one reported disability and with a limiting longstanding illness (LLI). Because the LLI question covers limitations (at any level) on activities of any kind, whereas the disability questions set ability thresholds for a specified set of activities, the prevalence of LLI is higher than that of disability for all ages, except those aged 85 and over, when disability rates become higher. This 'cross-over' effect in disability and limiting illness rates at older ages has been attributed to older people under-reporting limiting longstanding illness because they consider activity limitation a normal consequence of ageing.


Chronic illness, and the disability that frequently accompanies has been found to be strongly related to social class position. A recent survey for the Department of Health (2003) showed that there is a social class gradient in the prevalence of disability from 8% in Social Class I, to 22% for men and 24% for women in Social Class IV, which then levelled out with the same rates for Social Classes IV and V. Among those with a disability, the proportion categorised as seriously disabled was also lower Social Classes I and II (about one in four) than in Social Classes IIIM, IV and V (one in three).

People from more disadvantaged social classes are more likely to experience financial, domestic and work-related difficulties as a result of their physical condition. This is because of the direct costs involved in altering the home, special dietary requirements, additional heating costs, the extra cost of using a taxi because of restricted mobility and access to public transport, employing a home help etc. Not only may people with disabilities suffer loss of income through restriction or loss of paid employment, but their partner may have to give-up their job to become a full-time `lay carer' (The 2001 census found over that over half a million people provided full-time unpaid care (20-50 hours per week).

Sociological approaches:
A sociological approach attempts to look beyond the factors associated with a biomedical understanding of chronic illness which typically focuses on the mechanics of functional limitations and activity restriction. Sociology recognises the need to assess the influence of what Anderson and Bury (1988) call 'the mundane features of daily life dictated by contemporary culture and material conditions' in the experience of chronic illness and disability'.

Until relatively recently sociology had little to say about the specific experience of chronic illness, those social aspects associated with living with an illness were largely subsumed under Parson`s (1951) conception of the `sick role'. There are many problems with the empirical application of the 'sick role' concept in that it assumed that there will be  recovery from an illness; that patients are essentially passive; and thirdly that doctors are always proactive and  decided upon a course of treatment on the basis of scientific criteria alone. The model was never able to satisfactorily explain how people with chronic conditions were able (or not) to manage both their social life and their illness.

Gerhardt (1989) identifies two distinct sociological approaches to the question of the relationship existing between personal identity and the onset of chronic illness. Firstly, what she calls a `crisis model', which is primarily though not exclusively associated with the consequences of labelling and stigma. Here, the onset of a chronic illness is seen to irreversibly change the social status of an individual. Secondly, what she call the `negotiation model', which focuses upon the emergent nature of the chronic illness experience. Living with a chronic illness is seen as representing a potential loss of self, in which the individual struggles to maintain `normality' over time, and in the face of the uncertainty associated with such degenerative and debilitating illnesses. Thus, the model emphasises 'adaptation' rather than the adoption of a 'deviant identity' as in the stigma and labelling model.

Michael Bury`s work (1988,1991;1997) has been particularly concerned with how the 'meanings' of our everyday encounters can change drastically with the onset of a chronic illness as specific aspects of the condition make themselves felt over time. The experience of living with a chronic illness and disability is also seen as having the effect of cutting across, "… the prescriptive patterns of modern social systems ' (1988:90). In other words, societal beliefs and the specific meanings attached to chronic illness and disability strongly influence the societal expectations of what an individual is able to achieve.

Bury goes on to argue that the meaning of an illness for an individual can be seen as operating at two levels:

. in terms of the problems, social costs and consequences of the disability.

a. the (symbolic) significance or connotations that particular illnesses carries.

"These aspects of meaning in illness are important to an understanding of the strategies that people employ. In essence, the experience of chronic illness involves testing structures of support and risking meanings within the practical constraints of home and work. Relationships do not guarantee particular responses...meanings change as they are tested and altered as they are put at risk' (Bury:1988:92).

Bury goes on to describe how the experience of chronic illness leads to a loss of confidence in the body, and from this follows a loss of confidence in social interaction or self-identity, this process he terms 'biographical disruption'. This concept bringing into focus the meaning of illness for the individual, as well as the settings in which it occurs. The meanings of chronic illness are not simply personal. They are also the result of shared experiences and interactions with others, which may involve `re-negotiating' existing relationships at work and at home. The chronically ill and disabled person also needs to be able to make some sense of their condition before they can begin the process of `adjusting' to it. This can involve redefining ideas of what is `good' and `bad', such that the positive aspects of their lives are emphasized, and the negative impact of the illness lessened.

Rather than focusing on the  'problems' associated with living with a chronic illness, Bury (1991) emphasises the potential for an active coping response to chronic illness utilising Corbin and Strauss's (1991) notion of 'comeback' . This concept has two dimensions, the 'physical' which refers to the active work (as against a passive response) engaged in by the patient when undergoing medical treatment and rehabilitation, secondly the 'biographical' which is the attempt by the patient to reconnect their life prior to diagnosis with the present and future. Bury employs the term 'coping' in its relativistic sense, that is in terms of different kinds of adaptation rather than the normative use of 'successful' or 'unsuccessful' responses  to living with a chronic illness.

The work of Charmaz (2000) focuses on `uncertainty' as a defining feature of chronic illness, in its development, progression and treatment. Such `bewilderment' begins with the diagnosis of a chronic illness and the subsequent loss of what was previously a `taken-for-granted' continuity of life. The diagnosis of chronic illness produces a crises which , "throws people out of ordinary life, order becomes disorder, the controllable becomes uncontrollable, the understandable becomes unfathomable" (Charmaz:2000: 280). Such uncertainty can also be thought of in relation to three distinct questions or problems arise for many patients following their diagnosis. Firstly the problem of cause, when people ask themselves the question 'Why me and why now ?'. Secondly, with the difficulties associated with maintaining normal social functioning, associated with the question of 'What should I do now ?'. Thirdly, uncertainty about prognosis and  what the future will offer, this is associated with the question, ' What will happen to me ?'.   

Integrating the Biological and the Social in an understanding of Chronic illness
Over the past few years there has been a debate within medical sociology as to how best to acknowledge the centrality of the body for our sense of self-identity, into an understanding of the social experience of health and illness. Traditionally, sociological approaches played down the physical experience of chronic illness, which reflected the primary concern of the discipline with the interrelationship between social actors (agency) and social structures. Thus the physical manifestation of illness were seen as the concern of other disciplines i.e medicine and biology, and the body was primarily conceptualised (as in the case of phenomenology) as a 'social construction'.

Kelly and Field's (1996) work has sought to find ways to explore the nature and status of physical impairments without falling into a simplistic dichotomising of the biological and social. They have attempted to integrate the `biological and social facts' associated with the experience of chronic illness through the use of the concepts of self and identity. They adopt the position that social identity and self-conception are central to human social conduct, and that both are crucially related to the body. That 'self' they argue, whilst being clearly a different to the body, is nevertheless `experienced as one and the same thing'.

The most obvious way in which the physical body influences social life is in the way bodily appearance becomes central to social identity. They go on to argue that whilst the bodily basis of social behaviour and capacities is less obvious once an individuals social identity has been established, that nevertheless, the biological fact of bodies growing old and changing over time does inevitably impact on a persons social capacities. Kelly and Field conclude that as a chronic illness develops, the management of the associated physical problems `has to precede' coping with the disruptions to social relationships because they are the `prime focus' of the experience of chronic illness. Because of the body's centrality to an individuals self-conception and social identity, a chronic illness necessarily involves changes in self-conceptions `which are reciprocal to bodily experiences, feelings and actions' :  ' Biological facts become social facts because others respond to the person in terms of their physicality. They are also social facts for the individual because the individual sufferer is aware of, and has to take steps to cope with, that physical reality ' (Kelly and Field:1996:253).

Concepts of Health and Illness: Section 7. The Social Patterns of Health and Illness

Significant differences in mortality and morbidity rates continue to exist between income groups and social classes in most developed countries. This salient fact serves to remind us of the continuing importance of social and economic determinants of health. Certainly, there is little doubt that the low standard of living and persistence of absolute poverty in the developing world are the key determinants of health in these countries; as they were in the early stages of development of modern industrialised societies. 

The knowledge that our life processes are socially and economically structured as least as much as they maybe genetically determined, turns the exploration of the determinants of population health into a social science:

' Medical science can address the biological pathways involved in disease, the pathology and the opportunities for treatment, but in so far as health is a social product and some forms of social organisation are healthier than others, advances in our understanding of health will depend on social research '   (Wilkinson:1996:13).

The Epidemiological transition and the rise in life expectancy in developed societies:
In the 20th century, life expectancy in developed societies has increased at the rate of two to three years added to life with each decade that has passed. These increases in population life expectancy have primarily come not as a result of people living longer (although there have been significant increases), but from the reduction in infant mortality followed by reductions in childhood mortality  -  a much higher proportion of the population now lives to old age.

The notion of the `epidemiological transition' is used to denote the historical change in developed countries from predominantly infectious diseases as the primary cause of death to degenerative diseases. This change is reflected in the levelling-out in the curve of life expectancy compared to increases in per capita income in developed countries in the mid to late twentieth century. When levels of economic growth in a society are such that a general rising in the standard of living and income occurs, in tandem with a process of qualitative technical change and development, then we find that general levels of health and life expectancy begin to rise. This transition is also marked by a change in the social pattern/distribution of diseases. What were seen as `diseases of affluence' in the early twentieth century, such as coronary heart disease, stomach ulceration, stroke and obesity now became more common among the poorer sections of these affluent societies reversing their previous social distribution (Wilkinson:1996;43-47).
Social determinants of health in contemporary society
Examining health from a societal perspective rather than that of the individual produces a very different view of the determinants of health. This is not necessarily because the individual determinants of health identified in clinical studies do not add up to become the societal determinants; rather

' (w)hat really moves the health of whole societies, adding to or subtracting from the sum of total health, may be factors which account for only a very small part of the individual variation in health and so escape detection '  (Wilkinson:1996,16.

Material conditions in particular (which includes but is not solely defined by income) are key social determinants of health. When examining the relation of income to health, it is not only the income of individuals that has to be taken into account, but also the wealth of the community.  If a country is poor, a small increase in per capita income can make a big difference to health. For example, several sub-Saharan African countries have a GDP less than $1000 per capita, and a life expectancy of 45 years or less - mainly due to high levels of child mortality. Poor material conditions (sanitation & malnutrition) being the primary contributor. However, once a country is rich enough to be able to provide the basic material conditions for good health, a larger national income is unlikely to provide better health for the population as a whole. When comparing such countries there is no significant gradient in the relation between income and health. This relationship between income and health as measured by life expectancy is diagrammatically represented in Figure 5 below. Developed societies are represented in historical epochs, but it is possible to think about present day underdeveloped countries as similar in several ways to developed countries at the beginning of the last century, where small increases in income bring about significant life-expectancy gains.

Figure 5: Life expectancy and income per capita for selected (developed) countries & periods (Wilkinson:1996)
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Wilkinson (1996) has argued that a society which has poor health is a society that tolerates or encourages high income inequality. Wide income gaps between social groups in a developed society has consequences for health, not so much because of material deprivation but because of its psychosocial effects. That is, a society with wide gaps between rich and poor produces low levels of social cohesion. The psycho-social processes associated with this lack of social cohesion ultimately affect the health of all, rich and poor alike. This is because the poor become socially marginalised and are therefore less likely to adhere to the norms of that society, resulting in greater levels of crime and personal violence. A society which has poor health is a society that tolerates or encourages high income inequality. These are societies where high proportions of the population are in some way excluded from full social participation, and that does not value all its people equally highly (Marmot:2004).  By way of contrast, in more egalitarian societies, even with relatively low per capita incomes, have better health than 'rich' countries. These outcomes are reflected in the Figure 6 below.
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In the relationship between health and income, it is the relative income differences that appear to be more important than absolute living standards. Health is therefore related to differences in living standards within developed societies, but not to differences between them. In the developed world it is not the richest countries that have the best levels of health, but the most egalitarian ones.

Social Distribution of Disease
Factors that appear to be important explanations for individual health differences, in practice, cannot fully explain the differences in health between social groups within society, or between one society and another. So for example, it is well-established that a steep gradient in the incidence of coronary heart disease exists between social classes in Britain, and this has been shown to persist after controlling for individual risks of heart disease such as fat consumption and cholesterol levels (Marmot et al:1991). 

In terms of disease patterns, we know that there exists a social distribution of exposure to causative risk factors. Geoffrey Rose (1992) has used this understanding to develop an argument for assessing and tackling these behavioural determinants of the health of individuals at the societal level. He demonstrated that rather than identifying those individuals who are living with a particular disease (with an associated causative health behaviour/risk exposure) as being in a different category than the rest of the `normal' population, we should see them as just one end of a population continuum. One of the examples Rose cites to demonstrate this point is high blood pressure. People with hypertension are not a distinct group separate from a normal distribution of blood pressure in society. Rather than having a specific disease/defect not present in the bulk of a population, they actually come within the range of variability described by a bell curve of a normal statistical distribution. After examining the distribution of risk factors for hypertension in a number of different countries at various levels of economic development, Rose concluded that the proportion of people at high risk in any population is simply a function of the average blood pressure, cholesterol levels etc, in that particular society.

These conclusions concerning the social distribution and determinants of disease cut across the notion of disease as an `autonomous individual affliction'. It emphasises that modern diseases and the exposure to the range of causative risk factors are a product of the norms of any particular society.

The persistence of Social Inequalities in Health
Policy-makers in pre-war Britain, accepted by as the norm the existence of large differences in mortality and morbidity levels between the rich and the poor. These differences were seen just as an unfortunate consequence of a market economy. The post-war political enthusiasm for social justice and change that led to the establishment of the British Welfare State, brought about an expectation that social class differences in health would be narrowed following the provision of free comprehensive medical care for the whole population.

Although the general standard of health improved in the post-war years, social class mortality differences failed to narrow. The official view in the mid-1960s was that the cause of these continuing differences in health outcome was behavioural, and that more resources through social policy could not be the solution. But this position ignored research that was available at the time which challenged the notion that the development of welfare state services had succeeded in eliminating disadvantage in access to health and education services, and that low income continued to be a key factor in social disadvantage; the so-called `rediscovery of poverty' in Britain.

State health policy from the mid-1970s formally incorporated the strategy of health education, with the aim of convincing the population that it was their own health behaviour, or to use the modern term `lifestyle', that required changing. However, this strategy was almost immediately challenged by research being conducted both in the USA and in Britain. The first `Whitehall Study' (Marmot et al:1978) found that differences in health behaviours such as smoking, B/P, exercise, and fat intake, were found to account for only a minority of the difference in mortality from CHD between occupational grades. The then Labour government responded by setting-up a commission to summarise the evidence for social inequalities in health.

The Black Report (1980) was the first modern official report into health inequity in Britain. It examined the association between social class and health emergent within official statistics, and demonstrated that mortality & morbidity were not randomly distributed throughout the population. The report identified a number of types of possible explanation for this finding:

· Artefact

· Social / natural selection -  Those with poor health are downwardly mobile.

· Cultural / Behavioural  -  focus on class differences in health beliefs and behaviour.

· Material circumstances - social differences in income, diet, housing and working environment as key determinants of inequalities in health. This was the explanation accepted by the Black Report.

The contemporary picture of health inequalities
Since the publication of the Black Report, there have been a large number of epidemiological studies which have concluded that social class is inextricably linked with social differences in health outcomes. The factors which link social class to health were recognized as reflecting material differences between social groups. These factors included income differences, but are not confined to that. Diet, housing, education, and stressful working conditions, together with what has been termed Social capital (availability of supportive social networks) are all important factors.

The income gap between rich and poor has continued to widen in Britain since the 1980's. Some of the reasons for this trend include a reduction in the real value of state benefits, and a taxation system which favours the well-off (disproportionate number of indirect taxes such as VAT, Fuel etc compared to the more progressive income tax). Britain has some of the lowest wage levels in the E.U, and only relatively recently has the government begun to address the lack of a state childcare system which prevents many women taking-up paid employment.

The evidence for the persistence social class health inequalities are cited within the Acheson Report (1998).
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