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The sociology of health promotion

Over the last decade the promotion of health has become a central feature of
health policy at local, national and international levels, forming part of global
health initiatives such as those endorsed by the World Health Organisation. At
the same time a concern with ‘healthy living’ has become a preoccupation for
many people. The Sociology of Health Promotion responds by offering the first
critical sociological account of these developments and locates them within a set
of wider socio-cultural changes associated with late modernism. Drawing upon
the work of Foucault, Beck, Giddens, Featherstone and others the book
presents a theoretical as well as empirical examination of health promotion.

The Sociology of Health Promotion offers analyses of contemporary public health
policy, lifestyle, consumption, risk and health. It also examines socio-political
critiques of health promotion and reflects upon their implications for policy
and practice. Substantive topics covered include: the institutional emergence of
health promotion at both global and national levels, accidents and the risk
society, smoking, HIV/AIDS, ageing, the body, and healthrelated
consumption. A key theme of the collection is that health promotion is
emblematic of wider sociocultural changes. Changes such as the demise of
institutional forms of welfare and social control, a blurring of ‘expert’ and lay
knowledge, a heightened collective perception of uncontainable risks, and a
shift to a consumer- rather than producer-driven economy.

This collection will be invaluable reading for students and social scientists
with an interest in health and health policy, health promotors, public health
doctors and practitioners engaging in critical reflection upon their professional
activities.

Robin Bunton is Senior Lecturer in Social Policy at the University of
Teesside, Sarah Nettleton is Lecturer in Social Policy at the University of
York, and Roger Burrows is Reader in Sociology at the University of
Teesside.
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Chapter 1
Sociology and health promotion
Health, risk and consumption under late modernism

Roger Burrows, Sarah Nettleton and Robin Bunton

INTRODUCTION

During the last few decades inordinate attention has been paid to the
promotion of ‘healthy’ living. This has come from governmental, academic,
commercial and popular sources. Few people today can be unaware of the
espoused merits of such a lifestyle. Anyone who has visited a supermarket
recently, turned on the television, listened to the radio or read a magazine
must have noticed that awareness of health issues is growing. Health is clearly
a topical issue at both political and cultural levels.

At the political level from the mid-1970s, starting with Prevention and Health:
Everybody’s Business (DHSS, 1976a), there has been a dramatic increase in the
number of policy documents and statements on prevention and, since the early
1980s, health promotion (see Parish, this volume, for a review). More recently
a high profile has been given to The Health of the Nation (Department of Health,
1992a) and its attendant targets and to subsequent documents such as Working
Together for Better Health (Department of Health, 1993a). It provides an
interesting example of the ‘globalisation’ of policy and politics in that many of
these documents and statements produced in Britain have drawn upon
frameworks developed internationally by the World Health Organisation’s
Health For All (HFA) initiative. However, this said, such global initiatives may
be interpreted very disparately by different nation states, and this process of
policy mediation can tell us much about the policy and ideological priorities of
different political regimes (Gustafsson and Nettleton, 1992).

At a cultural level ‘healthism’ has become a central plank of contemporary
consumer culture as images of youthfulness, vitality, energy and so on have
become key articulating principles of a range of contemporary popular
discourses (Featherstone, 1991a; Savage et al., 1992; Bunton and Burrows, this
volume; Glassner, this volume; Hepworth, this volume). In the 1960s a list of
‘health-related’ commodities would have included items such as aspirins, TCP,
Dettol and plasters. Today, however, it would include: food and drink; myriad
health promoting pills; private health; alternative medicine; exercise machines
and videos; health insurance; membership of sport and health clubs; walking
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boots; running shoes; cosmetic surgery; shampoo (for ‘healthy looking hair’);
sun oils; psychoanalysis; shell suits; and so on. The list is seemingly endless.
Commodities have been ‘transvalued’ (Featherstone, 1991a) in two directions.
First, some have been subject to a process whereby their original use value has
been transformed into one increasingly articulated in terms of ‘health’ (for
example, the ‘greening’ of household cleaning products, the shift from
decorative to health-enhancing cosmetics and various forms of leisure).
Second, and perhaps more significantly, some have been ‘transvalued’ in the
opposite direction, in that their original health use value has been transformed
to take on a much wider social and cultural meaning (for example, running
shoes, shell suits and body building).

Sociological analyses of health policy in general have, until recently, been a
relatively neglected area of the sociology of health and illness (Gabe et al., 1991;
Stacey, 1991). Not surprisingly, then, this has also been the case in relation to
health promotion (Thorogood, 1992b) and public health (Lewis, 1986) more
generally. This book attempts to fill a gap in the literature by attempting to
develop sociological perspectives and critiques of these key contemporary
areas of health policy and practice.

HEALTH PROMOTION AND SOCIOLOGY

What is distinctive about health promotion is the attention that it gives to the
Jacilitation of healthy lives: the idea that it is no good just telling people that they
should change their lifestyles without also altering their social, economic and
ecological environments. People must be able to live healthy lives. Health
promotion aims to work not only at the level of individuals but also at the
level of socio-economic structures and to encourage the creation and
implementation of ‘healthy public policies’ such as those concerned with
transport, environment, agriculture and so on.

We can see therefore that the promulgation of healthy lifestyles and the
discourse of health promotion and the ‘new public health’ more generally are
important and topical subjects which, although retaining some continuities with
past health policy, can increasingly be viewed as representing a new paradigm
of health care (Nettleton, 1995). Our concern in this volume is to try and make
some sociological sense of health promotion and to review the critiques that
are emerging in response to it.

So far sociologists have tended to contribute to the development and
refinement of health promotion activities rather than analysing it as an object
of inquiry. They have carried out surveys, interviews and observations of
people’s lifestyles to provide information for health promotion campaigns.
They have presented analyses of the aetiology and distribution of health and
illness which reveal that adequate health policies must take structural and
environmental factors into account. They have debated the political and
ideological bases of health education and health promotion activities. Hitherto,
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however, what sociologists have failed to do is to adequately develop analyses
of the phenomenon itself. Herein lies the rationale for this collection: how are
we to account for and make sense of the rise of, and preoccupation with, the
growing field of health pro motion and, relatedly, the new public health?

The volume is largely the outcome of a conference held in September 1993
at the University of Teesside, organised by the editors, which aimed to address
this question. Although the contributors were working on a disparate array of
substantive areas within the field of health promotion many drew upon a
common theoretical literature and a related set of conceptual concerns. This
degree of theoretical and conceptual accord, which is also apparent in the
chapters throughout this book, was not something that the conference
organisers/volume editors had anticipated. Although the familiar sociological
concerns with the social divisions of gender, sexuality, race, age and class are
evident, it appears that sociologists also view health promotion as emblematic
of wider contemporary social and cultural changes-changes which are
characteristic of the acceleration of the processes associated with late modernity
(Giddens, 1990; 1991), the rise of the risk society (Beck, 1992a; 1992b) and the
growing preoccupation with the body, lifestyle and consumer culture
(Featherstone, 1987; 1991a; 1991b; Featherstone et al., 1991). As things
currently stand the sociology of health promotion is a sociology of risk,
knowledge, consumption, lifestyle, culture and, of course, health.

The dominant strand of the sociology of health promotion is its concern to
analyse the phenomena as a characteristic of the much wider set of
socioeconomic and cultural processes associated with late modernism. As we
approach the end of the millennium many sociologists have turned their
attention to the dominant social formations that appear to be emerging. Many
have conceptualised the changes taking place as being part of a process of
postmodernisation in which the social structures of modernity are superseded
by radically new sets of arrangements (Lash and Urry, 1994). However, other
writers, most notably Giddens (1990; 1991), argue that it is more appropriate
to think about the contemporary period as being one in which, rather than
being superseded, the central aspects of modernity are becoming significantly
more dynamic and accentuated:

The modern world is a ‘runaway world’: not only is the pace of social
change much faster than in any prior system, so also is its scope and the
profoundness with which it affects pre-existing social practices and
behaviour.

(Giddens, 1991:16; emphasis in the original)

Giddens argues that it is therefore more appropriate to talk about the
contemporary period as being one of late modernism. This implies that existing
social relations and social structures are in an inherent state of flux. Social
organisations are becoming increasingly subject to constant reorganisation and
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change and social life is becoming increasingly more reflexive. For example, it
is claimed that we are witnessing the demise of traditional institutional forms of
welfare and social control, a blurring of ‘expert’ and lay knowledge, a
heightened collective perception of uncontainable risks, and a shift to a
consumer- rather than producerdriven economy. This volume examines the
manner in which some of these changes are manifesting themselves in health
promotion and the new public health—central features of contemporary health
policy.

The volume thus attempts to: develop contemporary sociological analyses of
health promotion; develop analyses on matters in relation to health promotion
which are of interest to contemporary sociology, including risk, the body,
consumption, and processes of surveillance and normalisation; and develop
critiques of health promotion which are of interest to health and medical
practitioners, including issues of gender and race in the implementation of
health programmes, cultural dimensions of lifestyles and health behaviours,
and the marketing and consumption of health-related activities.

THE ORGANISATION OF THE VOLUME

The book is organised into four sections. The first provides an introduction to
the institutional and policy context of health promotion activity in order to
provide a backdrop against which the sociological analysis of the phenomena
can be situated. The second assesses a range of sociopolitical critiques which
have been made of health promotion from sociological, feminist, political and
cultural perspectives. The third examines different aspects of health promotion
in relation to the intersection of the sociology of risk and the sociology of
knowledge. The fourth and final section examines health promotion in relation
to the sociology of consumption and lifestyle.

The institutional context of health promotion

The institutional context of health promotion is examined at an international,
national and local level. The chapter by Richard Parish traces the development
of the rhetoric of health promotion by examining various policy documents
and World Health Organisation (WHO) literature. The chapter provides
useful details of the political and policy background of health promotion and
suggests the likely future trajectory of its development. The chapter by
Laurann Yen is, again, written from the perspective of the institutional context
of health promotion, but this time at the more local level. She examines the
development of health promotion in the light of the implementation of the
internal market as part of the NHS reforms. She argues that initially there were
indications of health promotion becoming more consumer oriented and market
responsive under these new management arrangements. Latterly, however,
there have been indications of a marked medical dominance and the
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introduction of provider-led surveillance oriented approaches. The chapter
questions whether, despite the rhetoric, there has really been a significant
change in perspective. Having set the institutional and policy context of health
promotion the next section of the volume examines the various critiques that
have been made of it.

Socio-political critiques of health promotion

Over the years social science in general, and medical sociology in particular,
has provided many important critiques of various forms of health and medical
care. In many respects health promotion has drawn upon these critiques as it
has established itself as a practice distinct from systems of health care based
upon the bio-medical paradigm. However, health promotion itself has not been
immune from these critiques. In particular sociologists have pointed to the
individualising tendencies in health education and promotion. The
perpetuation of structural inequality by the use of value laden—sexist and racist
—health promotion programmes has also been identified. Although structuralist
critiques have formed the main critical platform in the sociology of health
promotion more recently attention has been drawn to surveillance and
consumption critiques—critiques developed throughout the present volume.

The chapter by Sarah Nettleton and Robin Bunton provides an overview of
these existing sociological critiques of health promotion—structural,
surveillance and consumption based. The chapter also identifies a number of
substantive areas that have been explored by these analyses: populations,
identities, risks and environments. In doing this it attempts to map out the
existing terrain of the sociology of health promotion.

The chapter by Norma Daykin and Jennie Naidoo presents an overview of
feminist critiques of health promotion. Different types of health promotion and
a range of feminist perspectives are reviewed and then discussed in relation to
each other. The chapter identifies how various feminist critiques offer insights
at different levels of service provision. It argues that feminist perspectives are
more developed in relation to the more authoritarian strategies which form the
central planks of Government health promotion strategy. Feminist critiques of
other, more collective forms of health promotion are also discussed. The
chapter concludes that health promotion tends to take gender inequalities for
granted and, in adapting strategies to the status guo, may be accused of actively
reproducing these inequalities.

Many health promotion and public health strategies have been found to be
not only sexist but also to be based on fundamentally racist assumptions.
However, this has been a relatively neglected area in the academic literature on
health promotion. Furthermore, at the level of practice the issue of race is also
either neglected or presumed to be a matter of cultural difference rather than a
matter of institutional and structural racism. Existing critiques in this field are
reviewed and developed more fully in the chapter by Jenny Douglas.
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The chapter by Michael Kelly and Bruce Charlton offers a polemic against
many of the main strands of contemporary health promotion theory and
practice. By drawing upon international, national and local level examples they
argue that a range of tensions in the application of health promotion
philosophy has become apparent. They argue that on the one hand, much
health promotion is driven by a subjective and holistic notion of health, an
emphasis on positive health, and a rejection of the biomedical model, but on
the other hand, the epistemology and the WHO Health for All project remains
vested in traditional expertise founded in technicist and scientific rationalities.
These and other tensions are then theorised with reference to sociological
debates concerning the modern, the postmodern and processes of
postmodernisation.

The final chapter in this section, by Charlie Davison and George Davey
Smith, examines the political critiques of health promotion implicit within
many of the previous chapters. They point out that many of the recent debates
about, and criticisms of, health promotion and the new public health appear to
transcend conventional political boundaries between left and right. In some
respects this leaves those working within the field with a sense of unease, in
that they have lost any political direction or commitment. This political
conundrum forms the focus of this chapter and suggestions about how we
might not have to ‘throw the baby out with the bath water’ are outlined.

Knowledge, risk and health promotion

The third section of the volume examines various aspects of the relationship
between knowledge (both ‘lay’ and medical), risk and health. The first chapter
in this section, by Peter Jackson, examines the scientific basis of health
promotion discourse by way of a case study of the social construction of the
health effects of passive smoking within scientific research. By drawing upon
the work of Ludwick Fleck, Jackson explores the emergence and development
of the construction of passive smoking as a threat to public health. He
challenges the assumptions of scientific realism and locates the production and
content of this new medical knowledge in discourse and process.

The next two chapters in the section examine contemporary sociological
perspectives on accidents. Accidents are the major cause of death for children
and a significant cause of death, disability and distress for all age groups. Since
the middle of the twentieth century there have been various initiatives aimed
at reducing the death rate from accidental injury, culminating in Britain in
1992 with The Health of the Nation targets. In her chapter Judith Green argues
that the accident prevention literature upon which such policies are based
appeals to a discourse of risk assessment, which creates a world in which the
risks of particular actions are known or knowable and in which all events are
therefore preventable; accidents result not from random misfortune but from
the miscalculation of risk. This risk assessment discourse creates the ‘lay
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person’ who emerges as the foil of the accident prevention professional and
who persists in anachronistic beliefs in fate and luck when explaining
accidents. The chapter examines some paradoxes at the heart of this discourse
using data from a study on how accidents are constructed. It suggests that a
focus on accidents as a category of misfortune, rather than an eclectic group of
injuries, may explain the failure of accident prevention strategies.

Lindsay Prior, in his chapter, complements this argument. He begins with
the observation in The Health of the Nation...And You (Department of Health,
1992b) that ‘in theory at least, all accidents are preventable’. He argues that
this notion of an accident as something calculable, controllable and therefore
preventable carries within it some of the most fundamental themes of
modernity. The chapter examines the modernist vision of chance, determinism
and accidents and draws out the implications of that vision for health
promotion programmes. In particular it focuses on the contradiction that exists
between the understanding of accidents as things which happen to individuals,
and the mathematical concept of an accident as a chance event in a population
of events. It concludes with an examination of the causal logic that lies behind
a number of official publications on accidents and accidental deaths.

The final chapter in the section, by Nicki Thorogood, is again concerned
with the dynamics of modernity. However, this chapter examines the place of
anti-rational discourses through an examination of the construction of safe
dental practice. It is argued that such practice is constructed through the ways
in which patients talk about ‘risk’ and ‘fate’ and by media reporting. The data
examined come from a survey of public opinion on HIV and dental practice.
Initial responses suggested a ‘liberal’ rational attitude which involves the
calculation of risk and corresponding decision making. But a further
examination of people’s comments suggests that ‘anti-rational’ discourses such
as ‘trust’ and ‘morality’ are central to the construction of safety in dental
practice. The chapter concludes that popular discourse around HIV and
dentistry highlights the fragility of rational discourse and the coexistence of
contemporary anti-rational alternatives.

Health promotion, consumption and lifestyle

The fourth and final section of the volume examines various aspects of the
relationship between health, consumption and lifestyle. The first chapter in this
section is an extract from a book, Bodies: The Tyranny of Perfection, by the
American sociologist Barry Glassner. The extract provides a number of
interesting insights into contemporary American consumer culture in relation
to the body and health. It provides an analysis of tendencies already becoming
increasingly apparent within the context of Britain such as the growing
popularity of cosmetic surgery and the growth of the ‘diet industry’.

The chapter by Mike Hepworth further examines this theme by analysing
the ageing body in the context of both the discourses of consumer culture and
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health promotion. Drawing on social problems theory, the chapter adopts a
critical approach to the concept of ‘positive ageing’, defined in the
gerontological literature as the promotion of a ‘positive’ attitude towards
ageing and old age. Hepworth argues that ‘normal’ and ‘abnormal’ ageing are
not objectively distinctive biological conditions waiting to be discovered once
the appropriate empirical methodology has been refined, but are socially
constructed moral categories which reflect the prevailing context of
consumerism, decentralisation and voluntarism.

The chapter by Martin O’Brien examines the role that the concept of
‘lifestyle’ has played in the discourse of health promotion and the new public
health. He argues that health promotion represents a critical moment of
sociopolitical change in the organisation and control of health resources. He
explores the politicisation of health through the fragmenting vehicle of lifestyle
research programmes, behaviour regimes and health promotion schemes.

The final chapter, by Robin Bunton and Roger Burrows, attempts to
explore the themes of health and consumption in the context of the interaction
between the discourses of consumer culture and health promotion. It examines
the relationship between health promotion and ‘health-related’” consumer
culture in the context of case studies of both contemporary drug culture and
middle class consumption patterns. It argues that in order to understand the
emergence of health promotion it is necessary to situate it within contemporary
consumption practices and that important aspects of its work only make sense
in relation to late modern consumer culture.

CONCLUSION

The volume does not pretend to offer a definitive statement on the sociology
of health promotion. It attempts, however, to illustrate that a sociology of
health promotion is becoming an important project for contemporary sociology
more generally. It seeks to clarify some of the main parameters of the field,
critically review the existing literature in the area, and provides some examples
of where a sociological analysis of health promotion might be developed.
Finally, it provides a corrective to some of the more Utopian claims made by
health promotion advocates and contributes to debates within health
promotion itself. The concepts of health, risk and consumption are central
themes of both contemporary sociology and health promotion. Our hope is
that the volume will generate constructive debate both within and between the
disciplines of health promotion and sociology around these and other concerns.
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Chapter 2
Health promotion Rhetoric and reality
Richard Parish

INTRODUCTION

Health and disease change with the times. At the turn of the century, illhealth
patterns were determined largely by infectious diseases. Today, in western
industrialised countries, they are distinguished mainly by the high incidence of
chronic degenerative diseases, such as cardiovascular diseases and cancers.
The social patterns of health related behaviours also change over time. In the
United Kingdom, the rise and fall in smoking prevalence over the last hundred
years, and a change in the nation’s diet, are classic examples. In the last two
decades, there has been an increasing recognition by policy makers that
lifestyle and health are inextricably linked, and that in order to bring about
improved prospects for health it is necessary to ameliorate the damaging effects
of unhealthy lifestyles.

It was in this context that the World Health Organisation (WHO) launched
its Health Promotion Programme in 1981. This established a set of concepts
and principles which, WHO argued, should underpin all health promotion
activities. The programme has received an overwhelming endorsement from
the international community. This chapter provides a brief description of the
emergence of health promotion at the level of both rhetoric and
implementation.

THE EMERGENCE OF HEALTH PROMOTION

The term ‘health promotion’ was virtually unknown until the late 1970s. It
reached remarkable prominence, however, in less than a decade, and now
figures as a key policy issue on the agenda of many nations, particularly those
in the Western, industrialised world. The United Kingdom has recently
embraced the need for a new approach to health in a major White Paper, The
Health of the Nation (Department of Health, 1992a). This builds upon the
principles and approaches espoused by the WHO in its internationally
endorsed Health For All programme (WHO Regional Office for Europe, 1985).
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The notion of ‘health promotion’ had its origins in 1980 (Kickbusch, 1986).
At that time, the WHO Regional Office for Europe was in the process of
planning its health education programme for the period 1980 to 1984. There was
a dawning recognition that health education in isolation from other measures
would not necessarily result in the radical changes required to herald a new era
of improved health. As a consequence, agreement was reached within the
Regional Office to introduce a new programme that would address a range of
non-educational approaches designed to improve the health prospects of the
European Member States. This programme, designated ‘health promotion’,
received the necessary political support to attract funding for its own
designated staff and operational budget. It did not replace the existing health
education programme, but acted in tandem with it.

In parallel with the WHO initiative, there was a growing recognition within
the United Kingdom that traditional approaches to health education would not
bring about the social changes necessary to secure a significant improvement in
the population’s health prospects. At a national level, the Health Education
Council (1983) commissioned a confidential report on the additional measures
necessary to complement its existing activities. At a more local level, a few
individual Area Health Authorities were beginning to recognise that the
translation of health knowledge into behavioural change required a more
comprehensive approach than health education alone (see for example
Stockport Area Health Authority (1980)).

In many ways the scene had already been set at a national level within the
United Kingdom some four years earlier. In 1976 the Health Departments for
England, Wales, Scotland and Northern Ireland published a major policy
discussion document, Prevention and Health: Everybody’s Business (DHSS, 1976a).
Although this policy statement sought to achieve an important reorientation in
the planning of health care in its broadest sense, it had not yet grasped the
concepts and principles later to be embraced by the WHO. Prevention and
Health: Everybody’s Business shifted the health care debate away from treatment
and towards prevention, but did not fully grasp the notion that health is
created largely outwith the health care sector. Consequently, the document
focused to a large extent on the provision of preventative services, such as
screening, and the individual’s responsibility to adopt healthy behaviour
patterns. Indeed, the discussion paper explicitly ignored the influence of social
and cultural factors with such statements as:

many of the current major problems in prevention are related less to
man’s (sic) outside environment than to his own behaviour; what might
be termed our lifestyle. For example, the determination of many to
smoke cigarettes in the face of the evidence that it is harmful to health
and may well kill them.

(DHSS, 1976a:17)
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The confusion of thinking in the mid- to late 1970s was exemplified extremely
well in this DHSS document. Hard on the heels of such a dogmatic statement
about personal responsibility, the paper continued with:

What is the role of Government in these matters? Is it largely the duty to
educate, and to ensure that undue commercial pressures are not placed
upon the individual and society? How far is the choice of the individual
in these matters a free one and how can the individual be shown clearly
the basis for the various options open to him so that he may make his
choice with the greatest possible knowledge.

(DHSS, 1976:17)

And so the seeds were sown for what became a classic debate in the later 1970s
and early 1980s: to what extent is the individual responsible for his or her own
health, the so-called ‘victim blaming’ approach, and how far is health a
collective responsibility to be addressed by communities and society as a
whole.

Although Prevention and Health: Everybody’s Business illustrated the flawed
conceptual thinking of the time, it did stimulate a quality of debate that
hitherto had been absent. Furthermore, it emphasised the inequalities in health
that existed between different social groups, an issue which was to achieve
great prominence within only a few years. First and foremost, it highlighted the
geographical variation in mortality and demonstrated clearly that the South of
England fared considerably better than the North East, Scotland and Wales.
Perhaps even more noticeable than the geographical differences, the document
commented on the marked variations between socio-economic groupings.
Moreover, it observed that these had been apparent since the first data on
social class were collected in the Census of 1911. It went on to highlight that the
soclo-economic variations in sickness were just as pronounced as those for
mortality.

A plethora of Government policy documents and consultative papers during
the late 1970s and early 1980s continued to set the climate for a more
comprehensive approach to health promotion, albeit that national policy
initiatives failed to demonstrate a genuine understanding of the underlying
concepts and principles. They failed to recognise that the services provided by
the health care system would have only a limited impact upon the health
prospects of the population at large unless accompanied by a range of
complementary socio-economic and environmental developments.

BEYOND THE UNITED KINGDOM

The United Kingdom was not alone in debating how best to improve health
prospects in the last quarter of the century. Much of the industrialised world was
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considering how to address the ever increasing demands upon health care
systems.

One of the most influential developments on the international scene during
the 1970s was the publication of the Lalonde Report (Lalonde, 1974). Marc
Lalonde was at that time the Minister for Health and Welfare in Canada. As
the preface to his paper made clear, the time had come for a reassessment of
Canada’s approach to the future health and wellbeing of its citizens:

Good health is the bedrock on which social progress is made. A nation
of healthy people can do those things that make life worthwhile, and as
the level of health increases so does the potential for happiness... The
health care system, however, is only one of the ways of maintaining and
improving health... For the environmental and behavioural threats to
health, the organised health care system can do little more than serve as
a catchment net for the victims... The goal [of the Government of
Canada] will continue to be not only to add years to life, but life to our

years.
(Lalonde, 1974:5)

The foundation stone of the Lalonde Report was an unequivocal questioning of
the popularly held belief that the level of health equates to the quality and
quantity of medical care. Although Lalonde highlighted the need for a more
public health oriented approach to the future health of Canadians, ostensibly
for altruistic reasons, a careful scrutiny of the proposals leads to the inevitable
conclusion that economics was also a major consideration.

Lalonde stated that one of the major barriers to a more comprehensive
analysis of the influences upon health was the absence of a conceptual
framework. He argued that, without such a framework, it would be difficult to
organise the various factors into manageable segments that would be amenable
to analysis and evaluation. Lalonde insisted that policy makers required a ‘map
of the health territory’.

There is little doubt that the Lalonde report represents one of the milestones
in the development of health promotion policy. Although born out of financial
concerns, and operating on a medical model of prevention that today many
would regard as outmoded, 4 New Perspective on the Health of Canadians was one
of the first major governmental statements to recognise that maintaining the
status quo in health care delivery was subject to the law of diminishing marginal
returns. It can be criticised for paying too little attention to the impact of
environment upon lifestyle without recognising, in effect, that lifestyle is the
social aspect of the environment. Nevertheless, it was a bold political initiative
which set new horizons for those involved in promoting the public’s health. It
had more impact outside Canada in terms of health policy development,
however, than within it, partly due to the fact that it was a Federal Report and
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health is primarily a Provincial responsibility (Hancock, 1986). The
mechanisms for implementation did not exist.

Canada, however, was not the only country reviewing its approach to public
health at the end of the 1970s and during the 1980s. The United States and
many other Western industrialised countries were following the same trail. In
the Republic of Ireland, for example, the Minister of Health established a
working group in 1985 with the specific remit to provide advice on the creation
of a health promotion policy. As was the case with similar initiatives elsewhere,
the Irish exercise was driven, at least in part, by economic considerations. The
working group’s recommendations, accepted by the Minister, were published
in 1986 and defined health promotion as:

The process which aims at improving the quality of life of the whole
population no matter what a person’s basic level of health. It is based on
the understanding that health is more than an absence of disease and
therefore is positive in concept.

(Health Education Bureau, 1986:2)

The Irish report went on to comment that health promotion had its origins in
the realisation that the major, modern day epidemics of cardiovascular
diseases, cancers and accidents are associated with unhealthy behaviours and
lifestyles. It did recognise that health promotion is broader than disease
prevention and health education in that it accepted that those individuals who
wished to adopt a healthier lifestyle may be constrained from so doing by
environmental and socio-economic factors beyond their control. The report
accepted that a coordinated strategy is required between Government, public
sector departments and the public at large.

The aim of public policy mitiatives to promote health, the report argued,
should be: to add life to years by enabling as many people as possible to
remain healthy and active throughout their lives; to add health to life by
reducing the occurrence of illness and accidents; and to add years to life by
increasing the average life expectancy of the individual.

The new conceptual thinking about health was also starting to have an
impact during the mid-1980s in the Gentral and East European countries of the
Soviet bloc. Hungary established a CGommittee in October 1986 chaired by the
Deputy Prime Minister in response to the poor health status of the population
by comparison with the European mean. Although recognising that the
economic situation was not necessarily conducive to Government intervention
in the cause of improved health, the Hungarian proposals clearly endorsed the
view that the only logical response to the grave morbidity and mortality
statistics would be a ‘collective social responsibility’ geared to action across the
broad spectrum of sectors in the economy (Kokeny, 1987).

The strategy was debated and accepted at the 4 June 1987 session of the
Council of Ministers, which endorsed the view that it was the Government’s
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responsibility to create an economic climate that made health enhancing
behaviour an easier choice for increasing numbers of people. The Hungarian
proposals accepted that every state department had a role to play as they all
helped to shape the societal context for health.

The strategy and plan of action agreed by the Hungarian Government were
among the most comprehensive in Europe at that time. The programme is still
to see the light of day, however, due to the preoccupation with an ailing
economy suffering from the pangs of transition, the removal of key ministers
and bureaucrats in the 1990 election, and the fact that the country’s
infrastructure is still in a state of flux.

RHETORIC RATHER THAN REALITY

Given the apparent political commitment to health promotion and a new vision
of public health in so many countries, what lay behind the inability to translate
policies into action? Like health promotion itself, the answer is almost certainly
multidimensional.

First, change takes time. Establishing an agenda for mnovation and
development does not of itself ensure that implementation will automatically
follow. The ideas will have to be acknowledged by the vast array of potential
actors involved in health promotion and the consequences deduced. Indeed,
those involved in planning programmes of health promotion recognise that it is
essential to create a climate of opinion conducive to change well in advance of
any attempt to implement the changes themselves (Health Promotion International,
1986; Parish, 1986). Moreover, governments are largely reactive to social
movements rather than the stimulus for them. They need to feel secure in the
knowledge that any significant shift in policy will be acceptable to the majority
of the electorate. New ideas, therefore, frequently have a long gestation period
to allow full consideration of the public’s response. Providing that a full and
comprehensive process for public consultation is actually in place, it could
legitimately be argued that this is entirely consistent with the principle that
advocates community involvement in the process of health promotion.

Progress is also hindered by changes in government administration,
ministers and senior officials. By definition, the time-scale for health promotion,
and the targets set for achievement, exceeds that of most governments. New
administrations may not accept the commitments made by their predecessors,
and even if they do, it takes time to come to terms with ministerial briefs and
establish the political will to maintain progress.

It must also be acknowledged that the pressures on the health care system
described earlier, in terms of both demand and finance, ensure that the
curative services remain a priority. The Australian response to WHO’s Health
For All programme recognised that the orientation of the health system towards
treatment and care results in the consequential neglect of prevention.
Moreover, the Advisory Council to the Australian Health Ministers was
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honest enough to accept that bureaucracies and parliaments lack a sense of
urgency when dealing with the prevention of chronic disease compared to their
response to acute health problems (Australian Health Ministers’ Advisory
Council, 1988).

Finance is also clearly a barrier to change, although this may be more of a
perception than a reality. The health care system is so preoccupied coping with
the demand for its curative and rehabilitative services that it is difficult to bring
about the reorientation that is embodied in the principles of health promotion.
Within the United Kingdom for example it has been argued that short-term
economic considerations have led to the comparative neglect of the long-term
strategic objectives of the National Health Service (Ham, 1984). Furthermore,
the ‘pay off in terms of reduced demand, is perceived as being long term,
usually longer than the lifetime of the government of the day. This is despite
the fact that the evidence indicates that much health promotion activity is cost
effective (Godfrey et al., 1989).

The complexity of coordination is a further barrier to policy implementation.
Not only does health promotion require a commitment across most
government departments and many sectors of the economy, it also requires
action at every level: local, regional and national. Coupled with the potential
for conflicts of interest, such as the perceived reduction in tax income and
possible unemployment in the tobacco industry as a result of a lower cigarette
consumption, the issue is clearly one of great complexity.

The above may give some indication of the constraints imposed at the point
of translating policy into practice. Perhaps the greatest barrier of all, however,
is that the actual strategies devolving from the laudable policy statements of
countries around the world would indicate that a clear vision of health
promotion in practice has been somewhat lacking.

HEALTH PROMOTION AND THE WORLD
HEALTH ORGANISATION

It was against the background of escalating demands for health care caused by
lifestyle related ill health, and the political imperative to reassess the notion of
preventative medicine and health education, that health promotion as it is
understood in the 1990s was born. Although the political context was provided
by its member states, there is little doubt that the WHO took on the leadership
role. It did so through two specific initiatives, namely the development of
Health for All by the Year 2000, and the complementary Health Promotion
Programme.

The Thirteenth World Health Assembly meeting in May 1977
acknowledged that despite the resources devoted to the health care system and
technological developments since the end of the Second World War people’s
health status was lower than might have been expected. Moreover, massive
inequalities in health still existed, not only between nation states, but also
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across different groups within countries. Consequently, the World Health
Assembly adopted a major new programme, Health for All, in an effort to
remedy these concerns. In so doing, the Assembly endorsed the view that this
should be the main social target of both government and the World Health
Organisation.

Further support for WHO’s Health for All (HFA) programme was also
forthcoming in the following year. On 12 September 1977, a major
international conference held in Alma Ata in the Soviet Union issued a
declaration on primary health care. This resulted in global support for the
proposals, which adopted a broad definition of health and primary health care
(WHO, 1978). The Alma Ata declaration endorsed the view that health is
more than the absence of disease or infirmity; it is the attainment of the highest
possible level of health as an important social goal. Not only is it a
fundamental human right, but it requires a concerted effort by ‘other social and
economic sectors in addition to the health sector’.

In Europe, most countries had drawn up HFA proposals by the end of the
decade. Whilst not establishing a specific HFA strategy, the United Kingdom
agreed to monitor progress towards HFA targets. The Government argued that
its health care policy overall was distilled in its statement in 1981, Care in Action
(DHSS, 1981), and that there were specific iitiatives in various disease
prevention and health promotion areas, such as HIV and AIDS, non-smoking
and accident prevention. In its second monitoring report to WHO, the UK
Government stated that the major thrust of health policy remained unchanged
since 1981, although there had been some sharpening of focus in areas such as
health promotion, disease prevention and primary health care. With regard to
equity, the report confirmed that resources were being reallocated to those
parts of the country most disadvantaged in terms of standardised mortality
ratios.

Although there was no formal HFA strategy, it was argued that the
Government fully endorsed the principles and ensured that all the major
components were reflected in policy formulation. The United Kingdom
response pointed out that the maximum freedom is given to local Health
Authorities, but the planning guidelines issued by the Department of Health
incorporated HFA strategic thinking. However, according to Turner (1986) in
an article in the Times Health Supplement, only eight of the fourteen NHS
Regions had set targets or earmarked funds for prevention and health
promotion by 1986.

The fact that this resulted in criticism by the Public Accounts Committee
may well have been one of the key pressures for further action. However, not
until June 1991 did the UK publish a national health strategy for England
(Department of Health, 1991). This was in the form of a comprehensive
consultation document, and sought reaction and comment from a wide section
of the British public and commercial life.
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Wales, Scotland and Ireland have separate planning mechanisms for health,
and it was Wales that produced the first population health strategy within the
UK (Health Promotion Authority for Wales, 1990). Both the Welsh and
English strategies stressed the need for multisectoral collaboration in order to
tackle the fundamental influences upon lifestyle-related health and disease.

CONCEPTS AND PRINCIPLES

There seems little doubt that HFA provided the context for WHO’s health
promotion programme to become established and to flourish. In many ways,
this programme has added substance to the more esoteric HFA proposals.
Although it had its origins in 1980, from the point of view of funding, the
health promotion programme began life in January 1984 as part of the seventh
general programme of work of the WHO Regional Office for Europe.
However, the preparatory work had commenced some four years earlier when
a study was commissioned to determine the meaning of the term ‘health
promotion’ in Europe, from both theoretical and practical standpoints.

In preparation for the concepts and principles document (WHO, 1984)
WHO commissioned a technical paper which reviewed the current situation
(Anderson, 1983). The following definition for health promotion attracted
widespread support:

Any combination of health education and related organisational, political
and economic intervention designed to facilitate behavioural and

environmental adaptations which will improve or protect health.
(Anderson, 1983:11)

Five key principles were described in the final document (WHO, 1984).

1 Health promotion involves the population as a whole and the context of
their everyday life, rather than focusing on people at risk for specific
diseases.

2 Health promotion is directed towards action on the determinants or causes
of health.

3 Health promotion combines diverse, but complementary, methods or
approaches.

4 Health promotion aims particularly at effective and concrete public
participation.

5 Health professionals, particularly in primary health care, have an
important role in nurturing and enabling health promotion.

The range of methodologies described in the document includes not only
education and mass communication (the health education component) but also
legislation, fiscal measures in the form of either subsidies or taxation,
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organisational change, and community development. It requires the
involvement, therefore, of most sectors of economic and social activity, hence
the emphasis on health promotion being a government led exercise, both
locally and nationally.

The WHO (1984) team also deliberated on the focus for health promotion;
what should be the subject areas for attention? They concluded that there were
five fundamental issues deserving of action:

1 Improving access to health.

2 The development of an environment conducive to health.

3 The strengthening of social networks and social supports.

4 Promoting positive health behaviour and appropriate coping strategies.
5 Increasing knowledge and disseminating information.

The access to health issue is concerned essentially with improving the
opportunities to live a healthy lifestyle for everyone. It addresses the question
of inequalities in health. Health promotion, therefore, should focus attention on
the inequities which exist between different social groups to ensure that those
currently disadvantaged have the same opportunities as the most advantaged.

The document further identified a number of potential dilemmas with which
health promotion might have to contend. There is always the possibility of
health promotion being viewed as ‘healthism’, with the public feeling that those
responsible for health promotion are in the business of prescribing a particular
way of life. Furthermore, health promotion programmes may be
inappropriately directed at individuals, the so-called ‘victim blaming’ approach
so apparent in many policy documents, rather than tackling the fundamental
economic and social influences upon health. Moreover, resources, including
education and information, may not be equally accessible to all people and in
ways which are sensitive to their expectations and values, thereby exacerbating
social inequalities. Furthermore, raising awareness without also increasing
people’s control of the determinants of health could be counterproductive.
There is also the danger of professionalisation as the research base and
theoretical frameworks for health promotion develop. Health promotion must
not become an exclusive professional discipline, possibly operating to the
exclusion of the public, although those who act on the public’s behalf should
be professional in their approach. ‘Professionalism’ rather than
‘professionalisation’ should be the goal.

CONCLUDING COMMENT

Most important of all of the developments over the past two decades has been
the emergence of health promotion as a concept that has shifted the thinking of
political decision makers away from individual and towards collective
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responsibility. In the words of Hafton Mahler in his last major speech as
Director General of WHO:

Health is indivisible...the domain of personal health over which the

individual has direct control is very small when compared to the
influence of culture, economy and environment.
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Chapter 3
From Alma Ata to Asda—and beyond
A commentary on the transition in health promotion
services In primary care from commodity to control

Laurann Yen

INTRODUCTION

The title of this chapter reflects the emergence, through the introduction of the
General Practitioner (GP) contract in 1990, of an approach to health
promotion which encouraged United Kingdom health promotion services and
activities to be seen as health commodities by the users, providers and
purchasers of these services. Through these developments good health began
to be approached as an ‘elective’ state, which could be achieved and enhanced
by a range of consumer activities which directed the individual towards being
more healthy. Such an approach encouraged users and providers to adopt a
‘pick and mix’ approach and is consistent with a rhetoric of consumer
empowerment and involvement—principles of the ‘new public health’ that were
laid out in the Alma Ata Declaration (WHO, 1978). It is also consistent with
the philosophy of the NHS reforms which included the New GP Contract, in
appearing to encourage a greater range of choices for individuals in their health
care, and a greater level of individual responsibility for health status.

However, after less than two years of operation, changes were made to the
regulations surrounding health promotion in primary care. A second GP health
promotion contract was introduced in 1993 using a fundamentally different
approach. The key elements of the new contract moved away from health and
health promoting activity as commodities and began to reflect an increasingly
pervasive managerialist approach for both professionals and consumers. It
moved towards the identification and analysis of risk factors as the foundation
for health promotion activity. This approach raises questions about the use of
health promotion activity in primary care, the relationship between the

consumer and the professional and between primary care and the new
purchasers of health care—the District Health Authorities (DHAs).

THE 1990 HEALTH PROMOTION CONTRACT

The introduction of the New GP Contract in 1990 coincided with the
transformation of Family Practitioner Committees into Family Health Services
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Authorities (FHSAs). The new FHSAs, themselves fledgling organisations,
took on the task of introducing the principles of the NHS reforms into the
primary care sector. This resulted in a move towards a more directly managed
service. An indication of this type of change had been given in 1986 with the
publication of Primary Health Care: An Agenda for Discussion (DHSS, 1986) which
created the framework for bringing general practices in as a part of the
‘managed’ NHS as hospitals and community health services had been
following the introduction of general management in 1984.

The 1990 contract for primary care included the introduction of two specific
approaches to health promotion and illness prevention activity. First, as part of
the new contract GPs were to receive additional remuneration for collecting
and recording information on height, weight, blood pressure and urinalysis on
each newly registered patient, and for inviting people on their list between 16
and 74 who had not consulted a doctor within the previous three years for a
check-up. While this information was recorded by the practice, there was no
requirement either to achieve a target coverage, to aggregate the information
across the practice to develop a profile of its population, or to make any
information gained more widely available to add to the knowledge of the local
population. This last point created substantial tensions between primary care
and the newly operational commissioning DHAs who, charged with assessing
need across their resident populations, faced an information gap which they
believed could be reduced by freedom of access to such information held by
general practitioners. In retrospect, the introduction of such ‘noncontributory’
data collection enabled the principle of behavioural management to be
reinforced without the immediate threat to professional autonomy, or the
‘transformation of the caring function into an activity of expertise’ (Castel,
1991:290). Otherwise, this principle might have been seen as a direct challenge
to the assumed confidentiality, integrity and inviolability of the doctor-patient
relationship.

There were doubts expressed about the usefulness of patient data collection
and three-year checks, from GPs and others. Those in the primary health care
sector were left in no doubt over the Government’s intention to give them
more responsibility for preventing illness and promoting health. These
changes, along with the direct link between performance and financial reward,
laid the foundations for the further development of those principles in the 1993
health promotion contract.

The second element of health promotion activity in the 1990 contract was
the introduction of funded health promotion clinics, which were new to
primary care and which became a site for the development of health products.
The clinics encouraged users, providers and purchasers to treat health as a
highly manageable state which could be reached by the use of such products.
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Health promotion clinics

The health promotion clinics were something of a surprise, and became an
unusual area of innovation and expansion in the primary care sector. Under
these arrangements general practices were enabled to apply for health
promotion funds from the FHSA to support activities in primary care. The
principal condition which governed approval was holding a clinic, or activity
for ten people for a health promotion service agreed by the FHSA. This would
then generate a fixed fee of £45 for the GP who ran the clinic, or under whose
auspices the clinic would be run. The response which this produced was a
proliferation of health promotion services for which approval was sought, and
as a result new sets of health products were provided by a range of health care
professionals which were made available to practice populations. The way in
which these activities were introduced and used reinforced the idea of health as
a commodity and was consistent with, and based on, the market principles and
business ethos which had been brought into the health service through the NHS
reforms.

One-stop services

The new health promotion clinics were a key element in the development of
‘all under the one roof services in general practice. This development was
particularly welcomed by GPs themselves, many of whom were moving out of
Health Authority owned health centre accommodation which they had shared
with community health services into purpose-built practice premises. The
availability of mechanisms like the cost rent scheme enabled this to occur
without the GPs having to face high levels of financial risk. At the same time,
the new NHS trusts began to seek to minimise their capital assets in order to
reduce the capital charge of 6 per cent that was to be introduced. This changed
the focus for the delivery of primary care and community health services in
many areas from one dominated by the shared ‘Community Health Centre’ to
one dominated by the general practice and its premises. GPs were keen to
provide as many services as possible from the practice base and to extend
services into new areas.

As part of their new contract, GPs were required to develop information
leaflets and practice brochures which outlined the services they would provide
to their patients. For the first time, patients were presented with a collection of
information that would enable them to see what services were available to
them, without the intermediation of the practice staff to provide an
interpretation or a block to access. Many GPs were concerned about
competition between practices for patients who might be influenced by the
range of services provided on site and began to seek ways of increasing them,
and making their practice more attractive. The reforms had introduced
mechanisms to make it easier for patients to change their general practice, so GPs
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hoped both to attract new patients, and to keep existing patients, through the
level and quality of, but also the ease of access to, services which patients
might want or need to use. Health promotion clinics were a major part of these
developments and encouraged both the practice and the patient to view health
care options as items on a health care menu. To support this approach GPs
and particularly GP fundholders sought to develop on-site services provided
directly by practice staff, services which had been and often still were provided
by community health staff in health centres, and new or additional services.

Cash and competition

One of the reasons for the expansion in range and number of health promotion
activities in primary care was the fact that the funding to support the clinics
was not cash limited—a fact not consistent with the increasingly dominant
‘business culture’ in the NHS. Nor was it consistent with the increasing
emphasis on managerialism in primary care services. However, it played a
highly significant role as a ‘loss leader’ in setting the framework for the future.

At the time, the lack of a cash limit encouraged an expansion of activity,
providing additional income and hence greater buying power to the practices
themselves and then to the other services/professionals from whom they
themselves purchased health promotion services. The regulations enabled an
unusual and compelling combination to occur: the NHS imperative—free at the
point of delivery combined with the marketing of an unrationed range of new
health products.

Because the clinics were not cash limited, the opportunity existed for
services to develop without the usual need to compete for resources, or to argue
for the need to increase them. The NHS Hospital and Community Health
Services were beginning to see the impact of the NHS reforms with the
introduction of the internal market. Service specifications created the basis for
the development of the ‘health product’-one which would be determined by
the purchaser and which would be required to conform to a range of standards
related to content, quality and price. Purchasers were either the DHA, who
had most of the purchasing power, the newly introduced GP fundholders and,
to a more limited extent, the FHSAs. The new health promotion arrangements
provided one of the main areas for the FHSA to act as a purchaser and to
shape the nature of services offered in primary care. GPs, and particularly
fundholding GPs, were keen to increase the range of services provided.
Community Health Services and acute services providing services in primary
care were keen to find new markets for their services to safeguard income
levels threatened by the capacity of purchasers to contract with other
providers, including those operating in the independent sector.

The introduction of the health promotion clinics, by providing a flexible,
loosely controlled and open-ended resource, supported the interests of each of
the key participants: for general practice in developing a one-stop
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comprehensive service; the FHSA in demonstrating its role as a serious
manager and purchaser within the framework of the reforms; and for NHS
providers in securing markets and income for their services/products.

Competition between each of the participants was to a large extent avoided
because of the high degree of complementarity between their roles, and the
lack of need to make prioritising decisions for funding. This was a period in
which rising demand, accompanied by open-ended resources, led to an
expansion both in the range of services/products provided and in the range of
professionals involved in providing them.

Product development and marketing

Provided ten people could be gathered together in the name of health
promotion, it was possible to apply for approval for a clinic. As the FHSAs
were keen to promote both their own managing role in primary care and their
purchasing role to develop primary care services, this led to a generally
positive and imaginative approach being taken, where the FHSAs, as well as
GPs and NHS providers, were able to foster new ideas for services in primary
care.

GPs and other service providers had often felt frustrated by existing levels
and types of service and by the difficulty encountered in attracting the
resources to develop new services, particularly in primary care. The health
promotion clinics gave the opportunity to address some of these issues and to
extend the capacity of the primary care services. The choice of the clinics
developed was not generally based on a comprehensively researched
knowledge of the specific needs of the practice population, nor was their
content, in general, rigorously assessed, as GPs and others sought to put in
place the services which they had been unable previously to support. The
resulting product mix reflected, as had often been the case with health
education, the mterests and beliefs of the clinical professionals about the needs of
the population. The services which developed were not strongly linked to the
existing health promotion or health education services, but were often used to
broaden the clinical and educational services provided by the practice, and
concentrated predominantly on identified diseases and disease processes.
Health promotion clinics provided the umbrella for a range of ‘secondary’ care
services, such as counselling, physiotherapy, chiropody and psychology, to
enter the practice, which broadened the base from which these services were
provided and increased their visibility within the primary care market.

The management of chronic illnesses such as diabetes and asthma began to
be addressed more comprehensively with the introduction of the health
promotion clinics as primary care services began to provide a more focused
and comprehensive approach to continuing care. The development of
protocols for care, which outlined the roles and responsibilities across all
sectors, has been one result. Protocols, however, now act as product
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specifications for the management of these and other chronic illnesses, and
reinforce the business culture introduced with the NHS reforms. New products
also emerged which attempted to address the particular needs of local practice
populations and sub-populations. Screening for diabetic retinopathy, travel
clinics in areas where people frequently returned to their country of origin,
menopause clinics, clinics which pro moted exercise and the use of local sports
and leisure facilities are examples of health care staff tailoring health promotion
products to match the requirements of specific groups. The range of services of
many practices extended well beyond those which had previously been pro
vided, either separately or in partnership with community and other health
services.

These services were marketed to the practice population in a number of
ways. The increasing range of services offered by practice staff, and
particularly the practice nurses, provided opportunities for direct
recommendations or referrals to individual services. This applied principally to
the secondary care services, such as physiotherapy, and to those services
established to address specific diseases—heart disease, diabetes and asthma
most frequently. People responding to the invitation for a threeyearly check, or
newly registering with the practice might also be directed to health promotion
options. Outside these areas, patients were encouraged through mostly
practice-generated and practice-located information and services to ‘get fit’,
‘stop smoking’, ‘lose weight’, learn to relax’ or ‘eat right’, all offering the
opportunity to improve health and wellbeing through the consumption of these
readily available healthy options.

Health promotion clinics were not aggressively marketed and frequently
encountered the same problems as groups that were run by health promotion
and health education services in other sectors, such as falling numbers and
irregular attendance. Outside the main disease areas, little targeting of activity
occurred, which increased the sense that these services were ‘optional extras’,
or health accessories chosen by the patient either alone or on the advice of a
health professional in the practice. Because the information was available
mainly through the practice itself, or by word of mouth, there was little
attempt to address the needs of patients who were not regular users of the
practice.

Attempts were made to target or limit the use of the secondary services by
negotiating criteria for access with the professional providers of the services.
This did not, however, lead to more appropriate choices being made by the
consumer, but to a new set of rules for entry to the system. Some tensions
began to occur when the demands of the purchaser—usually the GP—for the
service provided differed from the service which the provider thought
appropriate. The pressure on these services was on the availability of
appropriately tailored staff; while GPs and FHSAs had resources to enable
them to purchase, the NHS services were not always able to provide the
additional services without creating shortages of skill and time in other areas.
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This led quite quickly to the use of independent sector services, generally on a
sessional basis, and reinforced the market-driven approach. Therapy services
were the most common, with chiropody, physiotherapy and counselling
services leading the way. These services similarly were not marketed
aggressively to the practice population, but began to be seen as part of the
‘menu’ or ‘repertoire’ of services which a good practice could make available to
its patients. The real or perceived benefits of access to these services was not
widely explored, and multidisciplinary clinical audit of these primary care
services had not yet been introduced.

There were, however, objections to the commodity approach to health
promotion, most often from clinical professionals who feared both that those
elements of their work that they considered to be most important would be
lost to the time demands of less important work and that their clinical and
professional autonomy would be threatened by the increasingly specific
demands of patients and purchasers. Good examples of this can be seen in
chiropody services. Some practices and FHSAs negotiated chiropody time as
part of health promotion clinics, which made chiropody services widely
available to all patients, not just those in ‘priority’ groups such as the elderly
and diabetics. The service was marketed to patients through practice
information, and then quickly through word of mouth. Because the service
was marketed as available, the chiropodist had little power to exercise clinical
judgement and to prioritise the workload—the service quite quickly became
saturated.

At the end of the first year of the health promotion clinics a number of
features of the new system could be discerned: health promotion clinics had
become an integral part of the practice services; FHSAs were approving and
resourcing a wide range of primary and secondary prevention and health
promotion activities which had not previously been practice based; professionals
were moving into primary care with an extended product range of services,
from both the NHS and the independent sector; competition on the basis of
price began to occur—examples of particular note were psychology and
counselling services as well as NHS and private sector chiropody and
physiotherapy; GPs, particularly in larger and fundholding practices, were
using extended ranges of practice-based services to improve practice image and
competitiveness; practice patients were encouraged to take advantage of
practice-based health promotion services in a ‘pick and mix’ way; secondary
services, such as physiotherapy, were marketed as locally available (and
quickly), generating patient approval and satisfaction; practice patients were
encouraged to view clinics/activities as commodities which would enable them
to feel more healthy; and costs kept on rising.

By 1992 it was clear that the open-ended approach which characterised the
introduction of health promotion clinics was not going to continue. Three main
concerns emerged. First, the cost of expanding and resourcing clinics continued
to rise. Far from general practices introducing and monitoring services which



30 FROM ALMA ATA TO ASDA-AND BEYOND

they would personally provide, a proportion of health promotion monies was
going to fund the services of a wide range of health care and health-related
professionals. These providers in turn were encouraged by the initial success
of their new ventures to continue to explore alternatives to traditional means
of service provision and this increased the demand for further resources via
approvals of new clinics. The lack of control over expenditure had introduced
the notion of potentially unlimited product choice, and raised the expectations
of both service providers and service users for freely available health
commodities. These products differed from free access to the hospital-based
disease orientated services which fall into the category of services for which,
currently, the NHS is seen to have a responsibility. The new products were
not primarily focused on treatment and cure, and were much more under the
control of the user. The NHS was not used to funding such services nor to
calculating the trade-off between the long-term health and social costs of an
unhealthy community in comparison with the shortterm costs of funding
health promotion.

Second, with health promotion clinics offering a free choice of options to the
service users, and operating as patient-generated choices, concern arose over
the content and scope of the activities provided through NHS funding. If the
service specification is largely determined by the individual user and provider,
will the activities demanded be consistent with those thought appropriate for
the NHS to provide? Will the NHS be funding activities or services which
ought, properly, to be purchased by individuals? When does a health
promoting activity move from the realm of individual choice to one in which
the state recognises a responsibility? If the NHS itself actively markets a view
about healthy lifestyles and behaviours and seeks to encourage individuals to
adopt this view, where does responsibility for enabling this fall? The diversity
of the activities and services provided through the health promotion clinics was
repeatedly challenged as addressing the particular demands of individuals (as
in the case of travel clinics), or niche markets (such as menopause clinics), or as
of unproven, often of dubious, value.

Third, the lack of emphasis on outcome, either in clinical or economic terms
began to be of concern. GPs were required to ensure that evaluations of clinics
were conducted, but the nature and content of these evaluations were generally
very loosely controlled. As a result, evaluations tended to reflect the mechanics
of the process rather than the outcome of the activity. There was no attempt or
requirement to assess the value, in economic terms, of the activities provided,
nor any comparative assessment between services offered.

This is not to suggest that evaluation of outcome or value for money in
clinical/health gain terms was widely used in the hospital sectors, nor that
hospital sector services were demonstrably more effective. Indeed, health
promotion clinics would be exceptional within the NHS if they were able to
demonstrate a high degree of both clinical and economic effectiveness. The
crucial differences that existed between the two sectors was the lack of a cash
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limit for the health promotion clinics, and the relatively higher degree of
consumer involvement and choice they allowed. The culture of the managed
market introduced into the NHS existed uneasily alongside the highly
deregulated, open choice commodities approach represented by the free
market in health promotion clinics.

MAKING THE TRANSITION

The new health promotion contract introduced in 1993 offered a profoundly
different approach to the 1990 contract by: changing the perception of health
promotion activity in primary care from healthy products to programmes;
increasing the emphasis on managerialism in the primary care sector; and
introducing a population risk and risk management approach into the primary
care health promotion contract.

From products to programmes

The new contract introduced a practice programme of health promotion for
which individual GPs would receive remuneration at a fixed rate. Rather than
using the £45 per clinic model of the first contract, GPs were paid individually
for an agreed programme of work. Programmes were to be based on three
levels of activity or ‘bands’, with the most lucrative requiring a combination of
data collection, risk identification and targeted intervention relating to
coronary heart disease and/or stroke. The whole range of health promotion
products which had been developed and made available was no longer to be
funded. Transitional arrangements would enable a small number of activities
to continue when they could be demonstrated to be ‘worthwhile’ but on the
whole, the web of practice-based health promotion activity operating in
primary care was likely to be dismantled. The change in the funding process was
fundamental to the change in approach. All of those services that had been
locally marketed as health-giving products—the counselling services, back care
clinics, healthy eating, relaxation and well person services as well as those
directly related to existing disease such as diabetes and asthma, like footcare
and screening for diabetic retinopathy—would no longer be independently and
individually funded.

Williams et al. (1993) suggest that the increase in the fee for the service
element in GP reimbursement, which was the mechanism for funding the 1990
arrangements, might lead to an increased range of preventive services being
made available, but a reduction in the quality of the primary care consultation.
The implementation of the 1990 contract may have avoided some of the loss
of quality issues by making extensive use of other professionals to provide the
services. The degree to which these services could be defined as primarily
preventive is open to debate, but perhaps to no greater extent than would have
been the case if GPs themselves had undertaken the activities.
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The introduction of the 1993 contract is far more likely both to reduce the
range of services offered, and, by paying the GPs personally and directly,
reduce the breadth of activity and specialist skills available to the practice
population from professionals whom the practice no longer feels able to afford.
In addition, the specific concern raised by Williams and his colleagues, that
general GP consultations would be of lower quality because of the time
devoted to income-generating health promotion is now perhaps of greater
significance. In fact, substantial elements of the health promotion programme
are carried out by practice nurses, who are also attempting to take up provision
of some of the services previously offered. Fundholding practices may have
more scope to continue to offer the range of services because of the flexibility
available in the fund. The result for both fundholding and non-fundholding
practices will be an approach to health promotion that will be more limited in
content and professional input and in which the users will have fewer options
from which to choose and fewer areas of health gain to explore.

More management

The 1993 contract introduced a highly structured accountability process for
health promotion programme ‘bandings’. The objectives of the new scheme
were stated as being: to give a framework of national and local priorities for
GP health promotion in England, informed by the Health of the Nation White
Paper; greater flexibility for practices to develop their new approaches; better
targeting of resources; wider access to health promotion for all patients; and
better year-on-year control over expenditure (General Medical Services
Committee, 1993).

A distinction was drawn between programmes for two chronic conditions,
diabetes and asthma, and health promotion activity directed towards coronary
heart disease (CHD) and stroke, which were the only two areas of health
promotion activity which would continue to attract funding, and then on the
basis of the programme submitted by the practice.

Practitioners would be required to demonstrate compliance with the
guidance in order to obtain approval by satisfying that their proposed
programme: met the content requirement for each banding and/or met the
specific content requirement for chronic disease programmes; met the criteria
that the programme was in accordance with modern medical opinion; and
met, in the case of health programmes, an acceptable population coverage
level.

Each requirement was accompanied by a strengthening of the managerial
influence on primary care, and the increasing accountability of the GP, by
setting out a complex and detailed approval and monitoring framework.
Intense discussions were held to interpret some of the requirements. How
would the financial allocation be derived if different partners in a practice
applied for approval for different programmes? How was a non-smoker to be
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defined? Why was the recording process out of step with the national Health of
the Nation data collection format? Each of these questions reflected some of the
anxieties that had been generated by the less rigorous monitoring demands of
the first contract, but also the impact of a much more structured accountability
framework on the workload of a general practice whose available resources
might well reduce. The stricter accounting and monitoring requirements has
created pressure on practice data collection systems, and particularly on the
practice nursing staff without necessarily addressing the benefits to be achieved.
The content of the programmes provided was also prescribed through
guidance contained in Better Living—Better Lives (NHS Management Excecutive,
1993) and specific guidelines relating to the management of asthma and
diabetes, which restricted rather than enhanced the practices’ capacity to
develop their own approach despite the guidance stating the need for a more
flexible approach.

Finally the 1993 contract introduced new performance measures for health
promotion, which required the practice not only to collect data on those
patients who came to the surgery, but to extend this coverage to reach practice
registrants who were not regular attenders. This represents a shift in the nature
of the relationship between the doctor and the patient from one of patient
initiated (and therefore to at least some extent patient controlled) to one in
which the GP actively seeks contact to fulfil a performance requirement.

The performance expectation rises to a maximum of 90 per cent coverage for
the measurement and recording of blood pressure, whilst 80 per cent coverage
of smoking status is expected and 75 per cent for body mass index, alcohol use
and family history. This creates a contract which uses highly defined
performance parameters on a narrow field of activity, with an increasing
management of the process. The increasing rigour has not deterred GPs from
applying for the maximum programme responsibility. For example, in a
number of regions 90 per cent and above of practices obtained approval for a
Band 3 programme (the highest paid) along with chronic disease management
clinics. This may relate to the trade-off between loss of earnings and greater
accountability where practices will accept a much higher level of external
managerial control in order to maintain this level of income, but then use
internal management measures, such as reliance on employed staff, to reduce
the impact on the GP.

Risk
Alongside the increased managerial intervention in the process of providing
health promotion services, the content of the 1993 contract was centred on the
identification and targeting of ‘risk’ within the practice population. The risk
factors especially targeted relate to CHD and strokes. The data collected
ranged from smoking incidence in the practice population to information on
blood pressure, weight, alcohol use and personal and family history of CHD
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and stroke. Interestingly, and inexplicably, the definitions used to report
incidence are flexible, with practices asked, for example in the case of raised
blood pressure, to indicate whether they use a different definition from that of
the World Health Organisation (WHO).

At the same time as practices were being set performance measures for
coverage, the individual user is being assessed on his or her performance as a
‘healthy’ individual-but only in relation to CHD and stroke. While there is no
dispute about the importance of these conditions as major causes of death and
debilitation, the concentration on risk factors associated with them creates a
framework for the regulation of and intervention in an individual’s health
principally in relation to those conditions. It also implies an understanding of
the individual based around the collection of particular risk factors they display
—reducing the integrated person to a highly limited set of behaviours and
characteristics. Making such judgements on a combination of controllable (for
example, smoking) and uncontrollable (for example, family history)
characteristics begins to raise questions about the use of these factors to
determine health choice. It is not entirely clear to what extent access to care
will be determined by ‘need’ or by performance against a rigid and very
narrowly defined set of ‘absolutes’.

The new contract requires the practice to extend health promotion activity
to the wider practice population (up to the coverage targets) and particularly to
people who are in a ‘priority’ group, again identified by the practice, for
intervention. This approach, with a stronger population focus and capacity to
identify and target need is consistent with the new public health approach.
However, other characteristics are not. The consumer involvement in choice,
the commodity approach of the first contract, is substantially reduced by the
prescribed and limited content and process of the new contract. Similarly, the
opportunity to promote multidisciplinary approaches is reduced by both the
contraction of the field and the altered funding mechanism.

It is not clear why the emphasis on risk and risk factors has become the
central plank of the new contract,! but the following proposals offer some
thoughts. First, the 1990 arrangements were widely viewed as a ‘cash cow’,
which enabled practices to cover the costs of a range of activities that were
certainly highly attractive to patients, but were seen as of dubious or limited
value by many areas of the health establishment. How such value might truly
be assessed is a matter of speculation, but the result seems to have been a wish
to demonstrate a ‘real’ outcome for the investment made, with an assumption
that this would lead to health promoting or illness preventing interventions
which were deemed to be appropriate and effective both for individuals and
for the aggregate population.

Second, the potential challenge to professional autonomy represented by the
consumer empowerment of the 1990 contract is undermined by an approach in
which the first concern is risk identification, under the control of the
professional within a highly defined field (CHD and stroke). This is no longer
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an issue of potential partnership between the patient and the doctor, but one
which clearly reinforces professional sovereignty. Because there is no
requirement for the GP to demonstrate that anything further than an ‘offer’ of
health promotion has been made, there is no way to determine what level of
activity and what outcome has occurred. Similarly, any challenge to medical
sovereignty that may have come through the expanded and multidisciplinary
activity of the 1990 contract is removed, first by contracting the range of
activity, and second by removing the other professionals. As previously stated,
GP fundholders’ practices will have more scope to retain staff, but have also
generally been far more prescriptive about the activity they wish to purchase.

DISCUSSION

While the reporting requirements aggregate risk factors across the practice
within target groups, information is collated from individual profiles. With
economic rationalism increasing in strength in the NHS, particularly since the
introduction of the reforms, some concern might be felt that this detailed
information, both individually and in aggregate, may come to be used as a
basis for clinical decision making and for rationing. This may occur across all
practices, fundholding or not, where either the practice itself, or the local
commissioning authority, will be making decisions about the pattern of care
they will purchase and in many cases about specific procedures and services.
The emphasis on risk surveillance within the constraints of CHD and stroke
places general practice at odds with both the multi-agency, multidisciplinary
and consumer-involved approach of the new public health, but also with the
main purchasers of health, the DHAs, who are working to the wider Health of
the Nation agenda. With both sectors working towards an integrated and
collaborative approach in health planning and purchasing, this mismatch may
well be obstructive. If the intention of the 1993 contract included responding to
the fears of GPs about increasing managerial intervention in their work, and
too much ‘getting into bed with the DHA’, this contract creates a separate but
overlapped agenda for them that permits a continued independence of
approach, albeit at a high cost.

NOTES

1 It might be that, as Castel has argued, what ‘the new preventive policies primarily
address is no longer individuals but factors, statistical correlations of
heterogeneous elements’ (Castel, 1991:288). This would suggest that emphasis on
the collection of risk factors, as a tangible product, would satisfy some of the
requirements for increased accountability.
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Part II

Socio-political critiques of health promotion
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Chapter 4

Sociological critiques of health promotlon
Sarah Nettleton and Robin Bunton

INTRODUCTION

The aim of this chapter is to outline some of the existing sociological analyses
and critiques of health promotion in order to identify the main parameters of
the literature and to provide some pointers towards a more developed
sociology of health promotion. To this end the chapter will, first, distinguish
between a sociology of and a sociology for health promotion and distinguish
between social and public policy approaches and sociological approaches to the
analysis of health promotion. Second, it will examine three categories of
sociological critique: structural, surveillance and consumption. Third, it will
attempt to construct a conceptual map which relates these critiques to some
key substantive areas of analysis within health promotion—populations,
identities, risk and the environment.

DISCIPLINARY DISTINCTIONS AND HEALTH
PROMOTION

In making sense of the literature we have found it useful to draw on two sets
of distinctions which are familiar to those working within the social sciences. In
Table 4.1 we have distinguished between social policy and sociological
analyses of health promotion on the one hand and between analyses of and for
health promotion on the other.

For those with a background in the sociology of education or medical
sociology the distinction between ¢f and for (or as applied to) is a familiar one.
As long ago as the late 1950s Strauss (1957) articulated the difference between
a sociology for (or in) medicine and a sociology of medicine: for implying that
research was carried out in order to service the needs of medicine (for example,
patient compliance studies), whilst a sociology of, by contrast, involved the
study of inherently sociological concerns (for example studies examining the
social basis of medical knowledge).

Thorogood (1992b) has illustrated how this distinction is particularly salient
to health promotion. A sociology for health promotion refers to the ways in
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Table 4.1 Social policy and sociological analyses ‘for’ and ‘of health promotion

Social policy Sociology
For Description, analysis and Develgpment, evaluation and
evaluation of policies and policy  refinement of promotion
processes, e.g. healthy public techniques
policies
Of Study of ideclogical basis of Critiqgues of health promotion,
policies €.g. structural, consumption

and surveillance

which sociology can refine and develop the techniques and practices of health
promotion. The literature on lay health beliefs, for example, has illustrated the
need for health promoters to take account of, and be sensitive to, the language
and concepts of those audiences whom they wish to reach. It has also
demonstrated that advice that is too simplistic and attempts to provide a gloss
over the true complexities of illness causation is likely to be rejected (Davison
et al., 1992). The sociology of health promotion by contrast, Thorogood points
out, involves a critical analysis of the underlying assumptions inherent in
health promotion itself. Issues such as: the failure to reconcile the individual
versus structure debate; its ideological underpinnings; the reinforcement of
structural divisions and forms of discrimination; the fallacy of empowerment;
and the articulation of new forms of social regulation.

The for and of distinction has also been made regarding the contribution of
social policy to health promotion (Bunton, 1992a). Social policy analyses for
refers to the ways in which the discipline can contribute to health promotion. It
can provide an insight into the policy processes, potentialities and constraints
which may be invaluable to those who are keen to pursue and develop healthy
public policies. Clearly to promote health effectively it is necessary to
understand, analyse and ultimately influence social and health policy. For
example, how is it possible to create the healthy alliances espoused in Working
Together for Better Health (Department of Health, 1993a) within the competitive
environment of the internal market (Ewles, 1993)? It may also offer insights
into the fate of the professionals involved in the field. For example, Lewis
(1986) described the impact of the replacement of ‘public health’ with
‘community medicine’ in the 1970s and early 1980s. More recently Salter
(1993) has drawn attention to the fact that the purchaser-provider split within
the NHS may serve to undermine the prospects of public health doctors.

Another area pertinent to public health is the development of policies at
international and global levels. For example, the extent to which Article 129 of
the Maastrict Treaty is understood and interpreted could have an effect on the
shape of public health and health promotion policies in the future (see Sheldon
(1993)).
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A social policy of health promotion might by contrast be more concerned to
offer a critical account of the health promotion policies themselves drawing
attention to their congruence with new right economic policies and the
decollectivisation of welfare, such as Calnan’s (1991) study of the prospects,
policies and politics of preventing coronary heart disease.

As well as this of and for distinction Table 4.1 also highlights the difference
between sociological and social policy approaches, especially in their analyses
of the emergence of health promotion and the new public health. A social
policy or sociopolitical explanation locates health promotion and the new
public health within broader policy changes and, as we have already implied,
draws attention to the fact that the rise of these disciplines fits neatly into a neo-
liberal policy environment (Baggot, 1991; Mills, 1993). Such accounts can also
serve to highlight the fact that they represent another arena in which there is a
move towards noncollective and low-cost solutions to welfare, a
deinstitutionalisation of health care, and the promotion of active citizenship.

A sociological account however is likely to have a different emphasis. It is
likely to consider deeper sociocultural shifts such as changes in the
administrative technologies that deal with health problems and ‘problem’
populations. In recent decades the ‘social’ has been incorporated into these
technologies. For example, epidemiology is being replaced by a more radical
social epidemiology which incorporates the lay person’s perspective and
assumes a subjective definition of health (Scott-Samuel, 1989). Thus the
changing nature of health programmes within the health promotion project
serves to contribute to the construction of a new type of patient who has a
different range of responsibilities. When people entered the sick role they were
encouraged to interact with medical specialists—preferably doctors—whereas
today, under the rubric of health promotion, people are often encouraged to
actively interact with community groups, media campaigns and take
responsibility for their own health regimes. Thus a sociological analysis of
health promotion serves to demonstrate that the changing nature of these
disciplines is not just the result of Government policies, but is also the effect of
more fundamental discursive shifts.

Sociological critiques have in many respects contributed to the changing
nature of health promotion technologies and practices. In an attempt to
summarise these we have identified three broad categories: socio-structural,
surveillance and consumption. We will briefly outline each of these
perspectives and then consider some of the more discrete areas or issues with
which each is concerned.
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SOCIOLOGICAL CRITIQUES

Structural

Essentially the structural critique argues that attempts to prevent illness and to
promote health have failed to take into account the material disadvantages of
people’s lives. This works at three levels: the political environment, the social
environment and the physical environment.

Any genuine attempt to promote health must tackle the political economy
that produces ill health in the first place; matters such as poverty, bad housing
conditions, homelessness, poor working environments and industrial pollution.
Furthermore any approach to health promotion that concentrates on telling
people not to smoke rather than placing constraints on the tobacco industry
must be serving the interests of capital rather than authentically pursuing good
health (Doyal with Pennell, 1979). It is also inherently individualistic and
behaviourist and as such results in victim blaming (Crawford, 1977; Graham,
1979;1984).

However, health promotion has, in theory at least, overcome the limitations
of this individualism. In fact by definition, it is concerned with the #win goals of
changing both lifestyle and socio-economic-political structures (Bunton and
MacDonald, 1992). Nevertheless, some critics remain unconvinced and have
argued that the emphasis remains at the individual level of lifestyles. This is
certainly the case at the national level as is evidenced by The Health of the
Nation’s (Department of Health, 1992a) targets. Indeed, as McQueen (1989) has
argued it is more than coincidental that the concept of health promotion
emerged at a time when the dominant ideology was one of individualism. He
points out that the rhetoric may be social but the actions are behaviourial and
asks:

How else can one explain a public health rhetoric which argues that
social conditions affect health outcomes and then, in turn, argues that the
appropriate solution is to eat better, exercise more, drink less and give up
smoking?

(McQueen, 1989:342)

At a local level the emergence of the community health movement during the
1970s also attempted to counter the trends of individualism and
authoritarianism (Beattie, 1991). The solution was empowerment: that is,
groups of people were encouraged to take control of their own destinies, to
decide amongst themselves what the most important health issues were for
them, and to be supported in their attempts to bring about change (Watt,
1986). Indeed the World Health Organisation (WHO) (1985:11) has been
keen to endorse the notion that ‘health developments in communities are made
not only for the people but by the people’. However, critics have come to
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recognise the limitations of empowerment: how much power do ‘community’
groups really have? What kinds of changes can they realistically bring about to
improve their health? To what extent do such groups become absorbed into the
political structures of health care? Farrant (1991) also observes that the
Government’s recent interest in community development fits rather too neatly
with their other aims of voluntarism, decentralisation and consumerism.

The structural critique is therefore about power. It draws attention to the fact
that ideas about healthy living are promulgated by those who are white,
middle class and often work within sexist, racist and homopho bic value
systems. This has the effect of contributing to the marginalisation of certain
social groups who may be earmarked as ‘targets’ or ‘deviant’ groups (Plummer,
1988; Watney, 1988; Patton, 1990; Holland ¢t al., 1992). An example of this
would be the construction of ‘racial’ stereotypes within the health promotion
literature. Such materials may fail to acknowledge, and thereby contribute to,
institutional racism, sexism and homophobia (Pearson, 1986; Thorogood, this
volume).

The targeting of certain social groups or health problems may have
unintended consequences for other members of society. Wang (1992) argues
that prevention campaigns can have unintended and potentially negative
effects. Taking the example of injury prevention campaigns in the USA she
shows how the public health ethic capitalises on people’s suffering. She
examined responses to the two posters shown in Figure 4.1.

[ if you think seat

A Last summer
belts are confining, ’

1,057 teenagers

think about a got so drunk

wheelchair. they couldn't
stand up.

g BUCKLE UP

Figure 4.1 Wheelchair posters
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The response of one young woman who had enrolled on a health education
course to these images was:

To me that sends a shiver, like ‘God, if I was in a wheelchair’
(Wang, 1992:1089)

However, by contrast the response of a woman with a mobility disability to the
same images was:

You know, frankly, I'll look at an advertisement like this and say what’s
so bad about using a wheel chair. And here we go getting the message
again that we’re not okay as wheel chair users, or people who are blind,
or use American Sign Language... [It might be effective] for people who
buy into the whole idea that disability is negative and significantly
diminishes one’s quality of life. Its devaluing to the rest of us who know
better.

(Wang, 1992:1089)

In this respect health promotion has the potential to act as a mechanism for
deviance amplification and can reinforce the stigma associated with illness or
disability. It can, for example, serve to project an image of disablement as
personal tragedy rather than as a socially produced state. Furthermore, it
creates the sense that if illness is so bad then it must be avoided at all costs.
What impact will this have on those people who are ill or especially those who
have chronic conditions? There is a possibility therefore that health promotion
activities can operate to create further socio-structural divisions between the
‘healthy’ and the ‘not healthy’.

Finally, one of the most recent strands of the structural critique is that which
points to the need for a green public health (Draper, 1991). This critique
stresses the importance of the environment as a cause of both health and ill
health. It also points to the fact that the economy and ecology are inextricably
linked and that all sectors of public policy are implicated in securing safer and
healthier environments. Critics speak of the political ecology of health.

Contemporary concern for a healthy environment is central to the new
regime of public health. Armstrong (1993b) has outlined four regimes which
have come to the fore over the last two centuries: quarantine, sanitary science,
social medicine and the ‘new’ public health. What distinguishes the new public
health is the focus on the way humans impact upon nature. Nature in itself is
not a threat to health, as was the case under earlier regimes, but rather it is
because of the way in which humans have spoiled nature (for example through
pollution) that it has become dangerous. This argument reflects the work of
Beck (1992a; 1992b) and Giddens (1990), who have both commented on the
reflexive consequences of late modernity.
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In short, structural critiques argue that health promotion largely fails to
address the consequences of industrial capitalism: social inequalities, poverty,
pollution and so on (Doyal with Pennell, 1979; Crawford, 1977; Townsend et
al., 1988; Draper, 1991). Further, the dominant techniques and values of health
promotion and public health are congruent with capitalism in that they are
elitist, individualistic and ideological (Rodmell and Watt, 1986; McQueen,
1989) as well as often being racist, sexist and homophobic (Graham, 1984;
Watney, 1988; Thorogood, 1992a; Ahmad, 1993a). Consequently the reality of
empowerment does not match up to the rhetoric (Beattie, 1991; Farrant, 1991).

Surveillance

What we have labelled as ‘surveillance critiques’ are those approaches that have
focused on the programmes and technologies of health promotion and how
these serve, on the one hand, to monitor and regulate populations, and, on the
other hand, to construct new identities (Armstrong, 1983; Arney and Bergen,
1984; Nettleton, 1992). Contemporary health promotion techniques that aim to
listen more attentively to the views of lay people, by using qualitative interviews,
participant observation or health diaries, penetrate into the lives and minds of
subjects. For example, dentists encourage parents and children to keep diet
sheets (Nettleton, 1992:51) and drinking diaries are often used i alcohol
counselling and education (Bunton, 1990:113). In this respect such techniques
can contribute to the creation of a health promoting ‘self. One of the concerns
of this critique is to alert us to the possible detrimental or constraining effects
of such humanistic and liberal practices within health promotion. It suggests
that whilst the sharing and exchanging of health information on more
egalitarian terms might appear preferable to the didactic approaches that were
characteristic of traditional health education there may still be unintended
consequences. A more authoritarian health regime may be easier to challenge,
ignore or reject than a supporting, caring one that sets an agenda for our lifestyles.
Another issue is the extent to which health promotion comprises
programmes that result in an increasingly all-encompassing network of
surveillance and observation. Armstrong (1993b) has suggested that vigilance
penetrates virtually all aspects of modern life from additives in the food we eat
to the state of our psyche. These observational practices are not of course
restricted to health authorities but are instilled in the wider population. Health
promotion techniques therefore involve more than the creation of healthy
lifestyles and healthy bodies but also healthy minds and healthy subjectivities.
In fact the French philosopher Castel (1991) has suggested that we are on
the verge of a medical revolution characterised by a shift from what he calls
‘dangerousness to risk’. This change will see: the demise of the one-to-one
practitioner-patient relationship; a new role for health professionals as health
strategists; and an increasing emphasis on the profiling of populations. The
target of medical care is likely to focus less on the symptoms of patients and
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more on their risk profile. The ‘clinic of the subject’, Castel argues, is being
replaced by the ‘epidemiological clinic’ (Bunton and Burrows, this volume).

The works cited within this category have been influenced by the ideas of
Foucault, especially his writings on disciplinary power. Foucault examines the
ways in which forms of governance involve the investigation and regulation of
the body of the individual and bodies of populations. Using a range of
examples, including medicine and criminality, Foucault describes a system of
surveillance which he calls panopticism, which has come to proliferate in modern
societies. The main sites of surveillance in the nineteenth century were limited
to institutions such as asylums, prisons, schools and hospitals but today the
web of surveillance extends throughout the community (Armstrong, 1983).
During the twentieth century the state has become increasingly important in
the regulation of bodies through legislation on matters such as reproductive
technologies, AIDS, childcare and so on (Turner, 1992).

In sum, within such analyses there is an emphasis on the technologies of
health promotion that are seen to function as differential forms of social
regulation (Arney and Bergen, 1984; Castel, 1991; Turner, 1992). It is argued
that types of surveillance appear to keep expanding and changing to
incorporate yet new populations and different aspects of people’s lives
(Bunton, 1990; Armstrong, 1993b). There is a recognition of the creation of
new identities especially the ‘health promoting self’ -persons with an awareness
of their responsibility to care for themselves (Rose, 1990; Armstrong, 1993b).

Consumption

The sociology of consumption refers to the analysis of two broad areas
(Warde, 1990).! First, deriving from the urban sociology of Castells (1977), the
study of ‘consumption sector cleavages’. Such analyses are concerned with
whether people work in the private or public sector and/or whether they consume
predominantly from the private market or via public provision (Saunders,
1984). An example of this approach in the area of health is Calnan et al.
(1993) study of the ‘consumption’ of private health insurance.

The second area, and one that is particularly pertinent to an analysis of
health promotion, is the literature on consumer culture. This draws upon the
tradition of cultural studies in order to examine consumption in relation to the
construction of distinct lifestyles. Here the emphasis is often upon the
consumption of goods and services which contribute to various aspects of
‘body maintenance’ and ‘image’ such as diet, sport, clothes, health clubs, etc.
and is illustrated by the work of Featherstone (1991a) and Turner (1992). This
links in with a developing interest in the sociology of the body (Scott and
Morgan, 1993; Shilling, 1993).

The relationship between health, lifestyles and consumption is clearly a
fertile ground for nvestigation. A key influence on this area of study is the
work of Bourdieu and especially his book Distinction (Bourdieu, 1984). He
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suggests that different lifestyles are constructed as patterned assemblages of
different goods (such as food, cars, furniture, clothes, body shape, sport and
leisure activities) which are important markers of social difference, or
distinction. This analysis draws attention to the extent to which health now
forms part of lifestyles which in turn are shaped by the consumer culture in
which we live. The boundaries between the health promotion literature and
the commercial literature on health, lifestyles and body maintenance are
increasingly blurred. Furthermore there has been what we might refer to as a
decentring of health. That is, health and illness are not now confined to the
clinical locations of the hospital or the GP surgery, or to relationships between
doctors and patients, but are dispersed throughout various social and
commercial arenas. Health promotion activities take place in a great many
spheres: in our homes by way of media campaigns; in sports centres; in
supermarkets; in shopping malls; at school fétes and a whole host of other
venues. Thus the distinction between the production of health and the
consumption of health is collapsed. Images of health are akin to body images
promulgated by the slimming, cosmetic and fitness industries (Glassner, this
volume). Moreover the notion of self responsibility for health also serves the
interests of both commercial entrepreneurs and health promoters.

Health education has long drawn on advertising and promotional
techniques and more recently within health promotion there has been a
growing emphasis on social marketing (Lefebvre, 1992). Such activities involve
the symbolic communication and exchange of cultural goods. Thus the content
and artefacts of health promotion lend themselves to cultural and semiotic
analyses (Wang, 1992). In this respect health promoters may be regarded as
members of what Bourdieu calls the ‘new cultural intermediaries’. The
practitioner involved in health promotion does not, as we have already
suggested, engage in one-to-one relationships, but is party to the creation and
marketisation of a certain way of living. Health promotion therefore is central
to the creation of what Wernick (1991) has recently termed ‘a promotional
culture’.

In summary, analyses of health promotion drawing upon the sociology of
consumption emphasise the extent to which health promotion involves cultural
processes (Farrant and Russell, 1986; Bunton et al., 1991; Wang, 1992; Lupton,
1994). They also focus on the structuring of ‘choice’ and the construction of
identities through health promotion practices and the commodification of
health products (Featherstone, 1991a; Grace, 1991). Such approaches are also
interested in the way in which the products of health promoters—such as
fitness programmes and diets—are ‘aesthetisized’ under consumer culture and
may become a means of communication of status and group identity
(Glassner, 1989).
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THE SOCIOLOGY OF HEALTH PROMOTION:
TOWARDS A CONCEPTUAL MAP

Having outlined three categories of sociological critique it is now possible to
identify and map them out in relation to some key substantive concerns or foci
of health promotion activity, as shown in Table 4.2. We have selected four
broad topics all of which are both central to the activities of health promotion
and are evident within all three critiques. Health promotion activity is, for the
most part, directed at promoting the health of populations. However, at the same
time, such activities serve to contribute to the creation of individual identities.
Both populations and individuals are envisaged in terms of differential risk
factors. Indeed the reduction of risk, in many respects, could be said to be the
very stuff of health promotion. Such risk reduction requires that adequate
attention be paid to the environmental context in which people live out their
lives. We do not claim to offer an exhaustive typology, however we suggest
that the following provides a useful initial conceptual map of the terrain to be
covered by an adequate sociology of health promotion. The rest of the chapter
will briefly elaborate upon the contents of each cell in Table 4.2 and, where
possible, locate some of the existing sociological literature.

Table 4.2 Critiques of health promotion and the foci of health promotion

Foci of heafth promotion

Critigues Populations identities Risk Envirpnment
Structural Control of Victim blaming Material Politics of
‘problem’ circumstances pollution
groups
Surveillance  Technologies Healtth Rational Human-made
e.9. surveys, promoting self calculation/ environmental
diaries probabilities  dangers
Consurnption  Social Consuming Buying Greening of
marketing healthy security 8.g.  commercial
lifestyles/ Volvos, extra  products
images virgin oiive oil

Taking first the structural critique, the structural/population cell refers to those
activities that reinforce social divisions and thereby contribute to class
divisions, sexism, racism and homophobia. This is because health promotion
programmes often attempt to control the behaviours of certain ‘problem’
groups through the promulgation and legitimation of dominant norms and
values. The lifestyles of social groups may be ‘targeted’ for alteration by health
promoters. This can, according to the structural critique, have the effect of
pathologising health problems within the selected social groups and, at the
same time, affirming the health beliefs and behaviours of structurally
advantaged social groups. Gertainly some AIDS health promotion activities,
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especially those based on the information-giving model, have contributed to
and reinforced homophobia and discriminatory practices (Watney, 1988;
Patton, 1990). For example, some critics have taken health promoters to task
for speaking about ‘risk groups’ rather than ‘risk behaviours’. This reinforces
‘the dubious idea that it is risk group susceptibilities rather than how one
engages in specific sexual and drug acts that creates the possibility of HIV
transmission’ (Patton, 1990:103). Similarly some health education programmes
directed at ‘ethnic minorities’, campaigns such as those concerned with rickets,
surma and antenatal care, have contributed to the construction of racist
stereotypes, and as such augment institutional racism (Pearson, 1986) rather
than addressing more appropriate health needs.

There is also an irony here. Whilst health promotion is often targeted at
those who are structurally disadvantaged it is those who are in structurally
advantaged positions who benefit most from the changes in lifestyle advocated
by health promoters. Evidence suggests that changes in individual health
behaviours do not have a uniform impact upon the population. For those in
structurally disadvantaged social positions individual behavioural change has
relatively little impact upon health status. However, for those in structurally
advantaged positions the causal efficacy of individual behavioural change can
be important. As Blaxter concludes from her study of Health and Lifestyles, ‘(o]
nly in the more favourable circumstances is there “room” for considerable
damage or improvement by the adoption of voluntary health-related habits’
(Blaxter, 1990:223). Thus, health promotion may contribute to the
exacerbation of existing health inequalities. Despite this observation the vast
majority of research into health-related behaviours has focused on the
structurally disadvantaged with only a few studies giving any explicit
sociological attention to the health-related habits of structurally advantaged
social groups (Calnan, 1987; Backett, 1992; Burrows and Nettleton, 1995).

An effect of the evaluations of populations might be the creation of negative
self-images and victim blaming which is located in the structural/identities cell.
Perhaps the classic example here is that of ‘guilty’ mothers who have long been
the traditional target of health education. Whilst the discourse of health
promotion emphasises the merits of providing people with knowledge and
information so that they can make healthy choices, the structural critique
suggests that the notion of individual choice is a mythical one and draws
attention to the fact that health promotion makes people feel responsible and
culpable for their health status. This has become evident in a number of areas,
for example Graham’s (1987) research on women and smoking, Nettleton’s
(1986) work on mothers and their children’s dental health and Davison ef al. s
(1992) studies of heart disease during the Heartbeat Wales Campaign.

Within the structural/risks cell, health risks are identified as being
predominantly associated with structural disadvantage and people’s material
circumstances such as poverty, bad housing, poor working conditions and
polluted environments. It is these factors that raise the likelihood of accidents,
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death and illness (Doyal with Pennell, 1979). Such structural explanations are
thus critical of approaches that focus on more behavioural factors especially the
holy trinity of risks: smoking, exercise and diet (Martin and McQueen, 1989;
Davey Smith et al., 1990).

The structural/environment cell contains those critiques that concern the
environment highlighting the relationship between capitalism and pollution
(Draper, 1991). Hunt’s (1989) work on private cars illustrates this well. As she
points out, the health effects of cars (pollution, accidents, etc.) are significant in
comparison to other health risks such as exercise. Yet the health effects of
private cars have largely escaped serious attention. This is because people with
cars tend to regard them as essential for their lifestyles, the road lobby is so
politically powerful and cars are a significant source of tax revenue. Health
promotion associated with private cars, Hunt argues, should not just be limited
to drink drive campaigns and educating people to be safe drivers but must also
address more fundamental environmental policies such as urban design and
the development of comprehensive transport policies. Public transport systems
can be designed to reduce pollution and engender regular exercise through the
provision of cycle tracks, walkways and easily accessible city transport. Such
systems would avoid many of the environmental and health ill-effects of those
which currently privilege the motor car (Hillman, 1991).

Populations are the most readily obvious focus of the surveillance critique.
The surveillance/population cell includes the identification and evaluation of the
technologies of monitoring, assessing, profiling and developing population-
based interventions. These measures can result in legally unprecedented
incursions into people’s lives and threats to previously defined civil liberties
(Gostin, 1986). Plummer (1988) illustrates this when he articulates concern
about the monitoring of the sexual activities of gay people:

with the symbolism of AIDS has emerged a range of institutional
practices that aim to increase surveillance and regulation over ‘deviances’
and ‘sexualities’, many new agencies have appeared along with many
new practices that aim to keep records, classify and order, take tests,
watch over, maybe brand and quarantine people on the AIDS
spectrum... Small trends can become big institutions; what has emerged
in the past few years may very well proliferate and extend... establishing
firm new structures for the control of ‘deviance’ and ‘sexuality’ by the
end of the century.

(Plummer, 1988:46)

Similar concerns have been noted in relation to the monitoring of illicit drug
taking in the workplace and other public settings (Bakalar and Grinspoon,
1984).

An effect of the technologies associated with the surveillance of populations
is the construction of individual selves and especially the social construction of
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the health promoting self—this is the focus of surveillance/identity cell. As people
become caught within the discourses of health promotion they become
increasingly aware of the contributions that they themselves can make to the
project of health maintenance and this may in turn impact upon how they
reflect upon, monitor and think about themselves. The vocabulary of health
promoters and ‘experts’ provides one of the multiplicity of discourses that lay
people may draw upon to interpret their own experiences and construct
themselves. For example, in a study of dental health education Nettleton (1991)
found how the language of dental health educators came to be shared by
mothers who are variously constructed as ‘natural’, ‘ignorant’, ‘responsible’
and ‘caring’. According to Rose (1990) even our own private thoughts are
created and shaped by social institutions, education, and activities derived from
the social sciences; in other words, the ‘technologies of the self, of which health
promotion programmes would be but one example. These are ‘the ways in
which we are enabled, by means of the languages, criteria, and techniques
offered to us, to act upon our bodies, souls, thoughts and conduct in order to
achieve happiness, wisdom, health and fulfilment’ (Rose, 1990:10). Thus from
this perspective, health promotion can be seen as one of many forms of
contemporary governance which, through the establishment of appropriate
social identities forms a crucial dimension of effective social regulation. This
idea resonates with some of the recent writings of Giddens (1991;1992) who
has begun to explore the forms of subjectivity that are emerging in response to
late modernism. His conceptualisation contends that the defining characteristic
of contemporary self-identity is its reflexivity: the idea that most aspects of social
life can be subject to strategic transformation and modification on the basis of
new knowledge and the capacity to discursively interpret conduct.

The surveillance/risk cell alludes to the way in which health ‘risks’ are derived
from aggregate level data and are based on probabilities which, in turn, can be
monitored. Personal risks, for example a child having an accident, become
systematic events which then require political regulation (Green, this volume;
Prior, this volume). Seemingly personal choices and activities such as eating
cream cakes become absorbed into systematic risks which are then amenable to
monitoring and regulation. Further, accidents and illnesses that appear to be, at
first sight, highly personal in their consequences are at the same time
‘systematically caused, statistically describable and in that sense “predictable”
types of events’. It means that everyone is subject to ‘political rules of
recognition, compensation and avoidance’ (Beck, 1992b:99). This is what, as we
have seen, Castel refers to as the ‘epidemiological clinic’: the creation of the
category of risk has come to serve as a technique of governance.

Within the surveillance/environment cell threats to health are those that fall
beyond the boundaries of calculable risk. Although not writing about health
promotion as such Beck (1992a; 1992b) and Giddens (1990) have drawn
attention to the unimaginable and potentially devastating consequences of the
‘person made environment’, for example the threat of nuclear fallout, modern
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warfare and genetic engineering. Whilst misfortunes in preindustrial societies
were attributable to fate, God(s) or natural disasters, modern risks are
increasingly created by the social and economic processes associated with
industrialisation. They argue that modernity both produces risks (through
working conditions, means of transport, pollution and the like) and, as we
have discussed above, compensates for them by means of calculation and
political regulation. However, the calculations of risk are becoming increasingly
difficult, if not impossible, because of the emergence of phenomena which have
unimaginable consequences—‘nuclear, chemical, genetic and ecological mega-
hazards abolish the...calculus of risks’” (Beck, 1992b:101-2). They are global in
scope, there is no satisfactory aftercare following their activation, and there are
no statistical bases for their calculation. This growing sensitivity to risk also
results in a heightened level of anxiety which, as we have already noted, is
further exacerbated by a decline in the faith of ‘experts’ (Giddens, 1990:130;
Beck, 1992b).

Writing more specifically on public health issues, Williams and Popay
(1994) illustrate how these trends are evidenced in the case of the Camelford
poisoning episode in Cornwall. In 1988 a lorry driver accidentally tipped 20
tonnes of aluminium sulphate solution into a treated water reservoir. Williams
and Popay describe the actions taken by the local residents who were not
prepared to passively accept the findings of the ‘expert’ committee of inquiry
into the affair. The balance between lay and professional knowledge may well
be shifting and this may be enhanced by the uncertain and incalculable nature
of environmental risks associated with late modernity. As Williams and Popay
(1994:120) point out, examples such as the Camelford case represent both an
epistemological challenge to expert knowledge and a political ‘challenge to the
institutional power of expert knowledge in general, and medical knowledge in
particular’.

Whilst the sociology of consumption in relation to health promotion is less
developed than the other two categories discussed above, we can nevertheless
begin to identify distinct areas of study. The consumption/populations cell might
focus on the congruence of health promotion and marketing techniques and
health promotion’s complicity with broader consumer (Bunton and Burrows,
this volume; Glassner, this volume) and promotional culture (Wernick, 1991).
This is illustrated by the growing use by health promoters of increasingly
sophisticated marketing techniques which were mititated and developed within
the commercial sector (O’Brien, 1992; this volume). As we have discussed
above, these techniques of ‘social marketing’ within health promotion are
‘programmes. .. developed to satisfy consumers needs, strategised to reach the
audience(s) in need of the programme, and managed to meet organisational
objectives’ (Lefebvre, 1992:153). Conversely, the commercial sector during the
last decade has increasingly drawn on the language and rhetoric of health
promoters. For example, a current advertisement for Kellogg’s Bran Flakes
suggests that their consumption provides an easy route into adopting a healthy
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lifestyle. A man clad in his dressing gown eats his bran flakes whilst watching
an exercise video. His arm movements work in time with the exercises. The
implication is that this is as much exercise as he is ever likely to get around to.
In this respect the advertisers draw on a tension which is inherent in health
promotion: that healthy living is both good for you and fun and yet at the
same time it is laborious and dull.

In this respect, unlike the marketing of commercial products the social
marketing of health promotion is faced by a dilemma. It is likely that
promotional activities are most effective if they tap into a corpus of existing
meanings, rather than attempting to create new ones. Most successful
marketing appropriates desired abstract values such as glamour, vitality,
sensuality, youthfulness and so on as ‘floating signifiers’ which are then used to
give meaning to otherwise meaningless products (Featherstone, 1991b:174).
Ironically, whilst such signifiers appear to be relatively easy to ‘fix’ to products
not considered to be ‘really healthy’ (Mars Bars, Coca-Cola, Pepsi, Lucozade,
lager, cosmetics and so on) they are not so easy to attach to products which are
(vegetables, seat-belts, condoms and so on).

The marketing of health by both commercial and non-commercial
organisations is about the creation of wants, needs and desires. Grace (1991) in
a study of health promoters working in community development in New
Zealand found that there were direct parallels between the discourse of
empowerment and the discourse of marketing. People are encouraged to find
ways of meeting their self-defined needs. However these needs, Grace points
out, are frequently set by a pre-given agenda. Indeed the very process of the
identification of needs itself serves to construct people as ‘consumers’ who
have a need and desire for health status. She says: ‘Health promotion, rather
than fulfilling its promise of empowerment, effectively constructs the
individual as a ‘health consumer’ in accordance with the model of consumer
capitalism’ (Grace, 1991:330).

The consumption/identities cell alludes to the ways in which personal and group
identities are engendered through the consumption of commodities—from
health magazines to health farms. Glassner’s (1989) account of fitness and the
development of the postmodern self provides a good example of this process.
Health promotion is symptomatic of wider cultural change involving the
fabrication of more reflexive late modern self-identities. This in turn demands
of the self and the body a greater ‘plasticity’ which can only be achieved by the
subtle calculation of appropriate patterns of consumption akin to those
expounded by health promotion. Contemporary self-identities are largely
constituted through role-playing, image construction and the consumption of
goods and services with varying identity-values located in the spheres of
culture, leisure, play and consumption (Kellner, 1992). The ubiquity of images
of ‘health’ and ‘healthy living’ in these domains are thus important sources of
contemporary self-identity. However, these images of health are strongly
mediated by other cultural sources of self-identity which emphasise the glamour,
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danger, toughness, rebelliousness and sexuality associated with the
consumption of unhealthy products such as tobacco and alcohol (Amos, 1992).

The consumption/risk cell refers to the encouragement to think about the
consumption of things in terms of risk. There is a sense in which people may
‘buy into security’, for example, choosing extra virgin olive oil to reduce the
risk of heart disease or buying a Volvo car because of its association with
safety. Indeed, the discourse of health promotion encourages the subtle
calculation of a calculus of risk in almost everything we consume (three egg-
sized potatoes a day, three-quarters of a bar of chocolate a week, 21 units of
alcohol a week...). However, whilst health promotion encourages a culture of
risk minimisation, many commodities are consumed precisely because they are
associated with high levels of risk and, within certain cultural settings, are
attractive for this very reason (drugs, motorbikes, fast cars and so on). ‘Risk-
takers’ as an identity category (Plant and Plant, 1992) provides an interesting
conceptual link between this cell and the previous cell.

The consumption/environment cell refers to analyses of consumption practices at
the interface of health promotion and environmental politics. The marrying of
ecological concerns with the new public health forms the central plank of the
‘healthy cities’ agenda (Davies and Kelly, 1993). The articulation of green ‘eco’
sound products with the imagery of healthy lifestyles more generally has
become a feature of much recent product development and marketing. The
‘greening’ of consumer culture over the last decade has corresponded with, and
is clearly linked to, the emergence of the discourse of health promotion.

CONCLUSION

This chapter provided a review of sociological analyses ¢f health pro motion
and grouped these into three approaches or forms of critique: structural,
surveillance and consumption. These approaches were then developed in
relation to four key foci of health promotion, namely populations, identities,
risk and the environment. The intention has been to provide a conceptual map
of the existing literature in the hope that it may provide a basis for debate and
further research. In this respect a number of observations can be made.

First, the literature within the structural critique appears to be more prolific
and well developed in comparison to that within the surveillance and
consumption critiques. This is perhaps hardly surprising given it has the
longest history. Indeed, there is a chronology to these analyses with the
consumption critique being the most recent to be applied to health promotion
and the least researched. Given the congruity between health promotion
activities and the commercialisation of health-related goods, services and
activities, empirical accounts of consumption practices would seem to be of
particular relevance to both theoretical analyses and to the activities of health
promotion.
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Second, with few exceptions (Rawson and Grigg, 1988), there has been little
published research into the institutional and professional developments of
either health promotion or the new public health. In fact such studies are
noticeable by their absence. This is surprising given the significance of research
within the sociology of health and illness into processes of professionalisation
and the nature of professional knowledge. Certainly these have been
extensively explored in relation to other areas of medical and paramedical
practice. Sociological analyses of health promotion have tended to focus on those
areas which are of concern to the practitioners themselves, thereby focusing on
the recipients of, rather than the peddlers of, health promotion. What remains
relatively unexplored are the perceptions, activities and knowledge base of
those working within those institutions concerned with the delivery of health
promotion programmes and policies. In other words a sociology of professional
(health promotion) knowledge.

Third, much of the current concerns of contemporary sociological theory
appears to be particularly significant to the analysis of health promotion. They
are concerned with matters such as risk, identity and the environment.
Furthermore the health promotion project itself is in many respects
characteristic of late modernism. It is imperative therefore that sociological
analysts of health promotion, and health promoters who wish to draw upon
sociology to develop their practice, move beyond structural approaches and try
to integrate, by way of both empirical and theoretical research, more recent
developments within sociology.

NOTES

1 A third area of interest might be the distribution of goods consumed within
households (for example Charles and Kerr’s (1988) study of the distribution of
food within households). Although often not thought of as being part of the
sociology of consumption, feminist analyses of food, smoking, car use, etc. can be
conceptualised in this way. Clearly, this literature overlaps with the structural
critique with which we have already dealt.
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Chapter 5
Feminist critiques of health promotion
Norma Daykin and Fennie Naidoo

INTRODUCTION

Health promotion is a hybrid activity. The broad aims of health promotion are
not easily distinguished from other health care goals. However, in the UK
health promotion is identified in the main as a specialised form of provision
oriented towards the primary and secondary prevention of specific conditions
such as coronary heart disease and cancers. The recently published
Government strategy for health promotion, The Health of the Nation (Department
of Health, 1992a), has prioritised and legitimised this approach. These
characteristics influence the organisational framework for the delivery of health
promotion within the NHS. Whether this takes place in health promotion
departments or within primary health care, Government targets are
increasingly important.

Feminist activists have been involved in health promotion at many levels
and in different ways. Given the different varieties of health promotion and of
feminism, there can be no simple, universal feminist critique of health
promotion. In this chapter, we shall examine a range of perspectives, drawing
on feminist critiques of medicine to identify ways in which sexism has
influenced the design and delivery of health promotion. For example, the
neglect of women’s experience of morbidity and mortality has led to the
development of targets based on malecentred epidemiology. When women’s
health problems are identified in health promotion, these tend to be
medicalised leading at times to inappropriate and ineffective solutions. In
addition, health promotion strategies may place responsibility for health on
women without recognising their relative lack of power to effect change. The
victim blaming that results from conventional health promotion approaches
impacts upon women as carers, by ignoring the socio-economic context and
social marginalisation of that caring role.

Feminist critiques of health promotion have many sources of inspiration to
draw upon, most notably traditions of political activism and the women’s s
health movement. These movements have sought to contextualise women’s
health within a socio-economic environment, and to identify strategies that
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Figure 5.1 Models of health promotion
Source: Beattie (1991)

enable a collective response. There is a need to develop policies and services
which are accessible, appropriate, and enhance the ability of women to resist
the health-eroding pressures of their daily lives.

For the sake of clarity, we shall adopt Beattie’s framework for analysing
health promotion (Beattie, 1991). This framework identifies health promotion
activities around the dimensions of authoritative/negotiated and individual/
collective, and is summarised in Figure 5.1. However, it should be borne in
mind that these are models and that practice rarely fits a single one. The most
effective women-centred health promotion would utilise more than one ‘type’,
as well as forms of practice which do not easily lend themselves to such
categorisation.

INDIVIDUALLY FOCUSED HEALTH PROMOTION

Beattie (1991) characterises this kind of health promotion as being focused on
the individual, either controlled in an authoritarian manner by people who
claim expert status, or negotiated using techniques such as education and
counselling. Much traditional health education takes place in this way, based
on a philosophy reemphasised in the 1970s, that the responsibility for ensuring
good health rests with the individual (DHSS, 1976a).
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Individually focused health promotion has been criticised for failing to take
into account the structural constraints on people’s lives. For example, Oakley
(1989) has argued that conventional smoking cessation campaigns aimed at
women are based on a theoretical model in which smoking is seen as an
irrational form of behaviour. Health education within this model seeks to make
good the deficits in women’s beliefs and knowledge through information
campaigns. However, women demonstrate high levels of awareness about
current medical evidence relating smoking to health outcomes. This awareness
did not influence the behaviour of the women in Oakley’s study, which was
instead related to the deeper patterns of class and gender division which
shaped their lives. Women who experienced low levels of social support and
poor material conditions during pregnancy were particularly likely to smoke.

Similarly, Graham (1987) found that for women caring for children on a low
income, smoking offered a means of coping. Cigarettes helped by creating a
structure for the day, providing a break and allowing both physical and
emotional distance from children in situations where there was no alternative
outlet or escape. Women’s smoking behaviour was reinforced by patterns of
living in low-income households where women retain responsibility for
budgeting without the power to determine outcomes for their families. Whilst
budgeting, along with caring, represents an important dimension of health
promotion within households, spending on tobacco was demonstrated as the
exception to the rule by which fixed costs and collective costs are met first. In
both of these accounts, a complex relationship between smoking, caring and
material disadvantage was seen as leading to the paradoxical rule that ‘health
promoting work may be damaging for those who do it’ (Oakley, 1989:329).

Campaigns that aim to achieve individual behavioural change simply
through persuasion are therefore flawed and may even be counterproductive.
This is because such campaigns construct behaviour such as smoking as a
lifestyle choice, rather than understanding it within a material and cultural
framework incorporating an analysis of class, gender and other inequalities.
Critics of the individual approach have highlighted the limitations of the
‘lifestyle-choice’ model in which people are seen as consumers exercising
market choice between healthy and unhealthy products (Naidoo, 1986).
Women, particularly those on low incomes and in marginalised employment,
do not easily fit the stereotype of an independent consumer. They are likely to
be alienated from health promotion campaigns which rely on an appeal to such
a constituency, as is to some extent demonstrated in the research finding that
members of low income groups tend to make the least use of preventive
medicine and health education despite experiencing the poorest health
(Townsend et al., 1988).

The increased use of market analogies in health and welfare in recent years
has reinforced the lifestyle-choice’ model, which offers most to those with the
economic and political resources with which to exercise meaningful choices. At
the same time, inequalities in society have widened, as a result of increased
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unemployment and ‘flexible’ working patterns including casual, part—time and
low—paid employment (Brown and Scase, 1991). This has led to the increased
marginalisation of some groups, especially poor single mothers, for whom
deprivation is increasingly recognised as a critical influence on health-related
behaviour (Marsh and McKay, 1994; Phillimore et al., 1994).

Whilst some critics see individually focused health advice as a limited but
useful part of a wider strategy, others have argued that such strategies, by
adopting a ‘victim-blaming’ approach, can serve as a distraction from the real
issues. Kenner (1985) points out that since society is not organised around
health as a priority, women often find themselves unable to make healthy
choices, because the choices most readily available represent unhealthy options.
For example, low-cost council housing may be inadequately insulated, damp, or
have design features which compromise safety.

However, the role of advice, information giving and counselling, in both
one-to-one and group settings, has been central to the development of the
women’s health movement. In this example individually focused strategies are
integrated within an approach that also recognises the collective nature of
many women’s health issues. Personal space and time to identify and share
health experiences has had a cumulative and significant effect, in that many
women’s health problems are no longer shrouded in secrecy. Hence whilst
feminist health activism may make good use of individually focused strategies,
the model of the individual as consumer is inappropriate for many women.

Current policies, such as the GP banding payments for health promotion,
are individually focused, encouraging opportunistic, one-to-one health
education during routine consultations. This form of health promotion may
indeed form a useful part of a wider strategy. Research has shown that general
practitioners are seen as a credible source of information on smoking, for
example, and that many women take action following advice from a doctor or
other member of the practice staff (Blackburn and Graham, 1993). Counselling
and other techniques such as assertiveness training may also be useful
interventions, for example in the field of sexual health and HIV/AIDS
prevention. These techniques are likely to appeal to health professionals who
wish to work in supportive, non-authoritarian ways. Whether authoritative or
negotiated, individually focused health promotion needs to be backed up with
strategies that address broader issues. Telling women not to smoke without
examining the pressures that lead to the desire for a cigarette is problematic, in
the same way as is counselling women to adopt safer sexual practices without
recognising the unequal power relationships that construct sexuality, or
challenging the cultural privilege afforded to penetrative heterosexual sex
(Lees, 1986; Wilton, 1994).

Whilst women are often constrained from exercising consumer choice in
their own right, they are frequently targeted as carers in conventional health
promotion campaigns. These assume women’s responsibility for the health of
others. At worst, this assumption leads to the use of images such as the one
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used by the Health Education Council during the 1980s featuring a pregnant
woman and a warning about the effects of smoking on the unborn child.
Strongly criticised by feminists, this campaign gave a clear message about
women’s responsibilities for the health of others, with the implication that the
effects of smoking on women themselves are less worthy of consideration. This
message also ignores the effects of male smoking behaviour on the health of
children and women.

On a more general level, women are assumed to be responsible for health
promotion within the family, through the inculcation of healthy lifestyles and
the provision of informal health care for children, spouses and other relatives
(Graham, 1984;1988). This responsibility extends from maintaining and
protecting family health through everyday activities such as cleaning, washing
and cooking, through to the ‘emotional housework’ of dealing with the stresses
experienced by individual family members (Doyal, 1991). In addition, women
are often expected to act as mediators between households and health services,
by, for example, deciding when family members need to visit the doctor, and
accompanying or making arrangements for such visits. Even when women are
not directly providing such services, the responsibility for ensuring that such
needs are met on a daily basis falls on their shoulders.

Assumptions of women’s roles affect both informal and more formal health
promotion activities. For example, nutrition campaigns are often targeted at
women in their role of food provider for families. However, this may trigger
conflicts for women, who end up balancing health education messages with
other priorities, such as providing food which is familiar and liked by other
family members, and buying food within tightly constrained budgets (Charles
and Kerr, 1986). It has been demonstrated that providing a healthy diet is
beyond the means of many women on low incomes (Cole-Hamilton, 1987),
and that household priorities dictate that women and children eat lower status
foods than men (Charles and Kerr, 1987). All too often, the impact of health
education campaigns has been to make women feel guilty because they cannot
respond positively to the health education message. This is because such
campaigns confer responsibility on women without recognising the
powerlessness that underlies their health promoting work. The overall
outcome may then be increased stress and ill health for women (Doyal, 1995).

It can be seen then that the paradox of ‘responsibility without power’
underpins many health promotion activities that are directed at women.

On a broader level, feminist critiques have challenged social policy
discourses which construct women as carers, thus naturalising gender
inequalities. Informal health promotion activities are assumed to belong to
women because of their ‘caring’ nature, an assumption reflected in community
care policies which reinforce women’s role as informal carers (Baldwin and
Twigg, 1991; Finch, 1984). This role is further enshrined in labour market
structures that lead to the concentration of women in parttime employment,
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resulting in lower pay, reduced rights and reduced opportunities for training
and promotion (Charles, 1993).

This is not to deny that many women choose to care as a fulfilling and
meaningful experience. Conventional feminist accounts of caring have been
challenged in recent writings, such as work by bell hooks on the impact of
slavery and racism on the construction of the African-American homeplace. In
this context the decision to care is seen as a positive, political and humanising
response to oppressive forces that devalue black family life (bell hooks, 1991).
Disabled women have further broadened this debate, arguing that by focusing
attention on the needs of unpaid carers, feminists have contributed to the
assumption that disabled people represent a ‘problem’ for society, undermining
the rights of disabled women to self-determination and independence (Morris,
1993).

These interpretations should lead not to the abandonment of critiques of
care, but to a recognition of the need to value women’s caring as work. By
constructing such care as a natural attribute of womanhood, the possibilities
for providing support for this activity are reduced. This is the logic behind
many government policies which have constructed what has been called
women’s ‘compulsory altruism’ (Land and Rose, 1985). The result is to erode
the rights, and the health, of women and of those about whom they care.

COLLECTIVELY FOCUSED HEALTH PROMOTION

This kind of health promotion is directed towards communities, and includes
both authoritative and negotiated approaches (Beattie, 1991). The former
includes services such as immunisation and screening, currently linked in the
UK to Government targets, which represent a medicalised type of provision.
Collective authoritarian approaches may also reflect a social model of health,
encompassing broader social policy initiatives ranging from tobacco control to
housing provision. In both cases, authority remains with experts such as
doctors and policy makers who are seen as having specialist knowledge.

In the UK, the medical model has tended to dominate health service
provision, including health promotion. For example, the targets identified in
The Health of the Nation (Department of Health, 1992a) are derived from a top-
down assessment of public health priorities. These targets aim to reduce death
rates in key areas such as coronary heart disease, strokes and cancers, as well as
bringing about improvements in areas such as sexual health. Whilst these
health issues affect many women, feminist perspectives have highlighted ways
in which the targets are constructed around male health patterns. For example,
the targets focus on premature mortality, ignoring conditions such as arthritis
and osteoporosis, which contribute to women’s excess morbidity (Roberts,
1990; Miles, 1991). Diseases such as lung cancer and coronary heart disease
are important causes of death amongst women (Miles, 1991; Wells, 1987).
However, these are still often constructed as ‘male’ problems and preventive
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strategies may be based on findings from research that fails to take into
account the impact of sex differences in causes and treatment outcomes
(Doyal, 1995).

Hence sexism in medical research and epidemiology has led to the setting of
public health priorities, and the development of services, based on the experience
of men. In addition, women’s health problems tend to be medicalised. Thus
women’s cancers are prioritised within the context of national screening
programmes which are not of proven effectiveness (Thompson and Brown,
1990; Skrabanek, 1988; Schwartz et al., 1989). Similarly, the menopause is
constructed as a biological deficit treatable by hormone replacement therapy
(Miles, 1991).

When women are targeted by collectively focused health promotion
initiatives it is again often in their assumed role as carers, and their
responsibility for promoting the health of others is taken for granted. Mothers
are targeted more than fathers in child immunisation campaigns, for example,
which may add to the burden of guilt. Women are more likely therefore to
come into contact with medicalised forms of health promotion, not only
through the experience of pregnancy and childbirth (Oakley, 1984), but
throughout their careers as carers.

Feminists have been concerned to document the impact of the medicalisation
of health care on women, and the ways in which medicalisation interacts with
gender inequalities (Doyal, 1994). The Health of the Nation strategy relies on a
combination of screening and health persuasion, with resources targeted
towards primary health care. However, the primary health care setting is not
gender neutral. Although women now constitute 50 per cent of student
doctors, only 20 per cent of GPs are female (NHS Management Executive,
1992). The medical model still assumes a dominant professional and a passive
patient, and overlaid on this pattern is the stereotype of the male doctor and
the female patient.

Feminist accounts of medicine have sought to highlight male bias in the
medical profession both in terms of ideology and practice. The conflation of
notions of masculinity and expertise has been seen as increasing male control
over women, who are pathologised as inherently unhealthy, either sick or
sickening (Broverman et al, 1970; Ehrenreich and English, 1973). By endorsing
what is commonly accepted as normal, natural and healthy for women, health
promoters are seen as contributing towards the social construction of
femininity around the requirements of the heterosexual monogamous nuclear
family (Smart, 1992). In some accounts of 1970s radical feminism, screening
and health promotion were viewed with suspicion as an extension of medical
control, part of a regulatory machinery enforcing male notions of femininity
‘typified by the weak, “normal” woman whose normality is so elusive that it
must constantly be reinforced through regular check-ups, “preventative
medicine” and perpetual therapy’ (Daly, 1979:231).
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Medical control does not impact uniformly on all women. Whilst the
activities which Daly describes are more likely to involve women from higher
income groups, the more punitive aspects of medicalised forms of social
control impact disproportionately on disadvantaged groups. Feminists have
documented how black women are more likely to be offered sterilisation and
more dangerous forms of contraception than are white women (Amos and
Parmar, 1984; Bryan et al., 1985; Anthias and Yuval-Davis, 1983).

An account that views medicine purely as a form of social control underplays
the benefits to women of contemporary health care. In the current climate of
health care rationing, feminist activists are more concerned that screening does
not reach the women who are most at risk from diseases such as cancer of the
cervix, where early detection can make a significant difference to treatment
outcomes. National screening programmes, whilst not unquestionably
successful, have served to put diseases such as breast cancer on the agenda,
thereby reducing the secrecy and fear that may inhibit women from seeking
treatment. Black women have been active in lobbying for a national sickle cell
screening, counselling and information programme (Prashar, et al, 1985),
arguing that a lack of such facilities increases misdiagnosis, illness and
avoidable deaths.

Nevertheless the trend towards analysing and monitoring populations has
been seen as leading to increased social regulation, surveillance of the ‘well” in
addition to the sick through the notion of ‘risk’ (Bunton, 1992b). Sex education
has also been defined in this way, with its focus on the body, constructed
through notions of heterosexual desire, providing scope for increased
interventions (Thorogood, 1992a).

The social construction of gender and sexuality has influenced the design
and delivery of health promotion in the field of HIV/AIDS prevention.
Educational materials on safer sex for women are scarcer, and less explicit than
those available to men (Wilton, 1994). Yet women are targeted in some health
promotion campaigns when their HIV status is seen as providing general
information (as in the anonymous screening of women at antenatal clinics), or
when their sexual behaviour is assumed to represent a threat to men. Women
sex workers are often viewed as a vector of infection, endangering men and the
‘general population’, despite evidence which suggests that it is male clients who
demand unprotected sex, and that it is easier for men to infect women during
sexual intercourse than vice versa (Bury, 1994).

The impact of different preoccupations concerning gender and sexuality
may result in state organisations working at odds with each other. For
example, the Health of the Nation strategy includes a reduction in the rate of
teenage pregnancy which is targeted at young women (Department of Health,
1992a). However, simultaneous moves to devolve to a local level the
responsibility for sex education in schools, which effectively fragments and
restricts sex education, make this target more difficult to reach.
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This example demonstrates the importance of replacing such contradictory
policies with an integrated approach where collective strategies are reinforced
by broader social policies to promote health. To take the case of tobacco
control, the Government has favoured price control through increased taxation
as ameans of reducing smoking rates in the population. Whilst this measure may
be effective for the majority, research has shown that a significant group of
poor smokers are impervious to price increases, making tobacco taxation one of
the most regressive forms of taxation in the UK, and resulting in real hardship
for many low-income households (Marsh and McKay, 1994). At the same time,
the Government is reluctant to adopt what it sees as an authoritarian stance
towards the producers and promoters of tobacco, which it is argued would lead
to lower smoking rates especially amongst young people (Mindell, 1992).
Instead, the Government has favoured voluntary agreements and self
regulation in tobacco advertising. Feminists have been amongst the critics of
these voluntaristic policies, which are seen as piecemeal and ineffective
(Jacobson, 1986). Feminist campaigners are keen to develop collective policies
that address the connections between low income, caring, tobacco control, and
smoking without further penalising poor women (Action on Smoking and
Health (ASH) Women and Smoking Group, 1993).

Other forms of collective provision may be negotiated, drawing on a
community development approach which emphasises outreach work, and
addresses the concerns of users even though these may not correspond to
medically defined priorities. Community development, with its focus on the
collective and social nature of health, its explicit attempt to reduce inequalities
in health, and its emphasis on the process of empowerment, does not produce
easily quantifiable outcomes. As a result, it is difficult to secure funding for
such initiatives, which tend to be marginalised, surviving on a local basis as a
result of piecemeal resourcing from a variety of agencies.

Whilst the effectiveness of community development approaches may be
difficult to demonstrate in the short term, the effectiveness of current
approaches based on routine health checks and advice is increasingly called
into question (Stott, 1994). Community-based initiatives, backed up with
effective legislation to regulate harmful products, may represent a useful
alternative to primary health care workers who are increasingly cynical about
existing strategies. In the current climate it is difficult to see how community
development approaches fit in with health promotion in primary health care.
However, imaginative interpretation of GP contract and banding arrangements
could provide an impetus for working with a range of groups and
organisations. Hence with support and encouragement, primary health care
workers could draw on the expertise that exists within the women’s health
movement, at the same time as fulfilling the requirements of current policies.
Community consultation may for example result in increased take-up of
screening and may also reduce costs incurred by unnecessary prescribing.
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Much of the activity generated by community development activities focuses
on women and their health concerns. Hence community development has been
acclaimed as a strategy which enables feminist health promotion (Rodmell and
Watt, 1986). Accounts of community development health projects often stress
the real impact made on women’s lives, and emphasise the increase in
women’s knowledge, skills and self-esteem which result (Aird, 1986; Research
Unit in Health and Behaviour Change, 1989; Roberts, 1992). Community
development may also be viewed as a strategy which can professionalise
‘feminine’ skills such as networking, sharing and supporting.

This approach does however carry the risk of exploiting women’s unpaid
work in the same way as community care policies that advocate a’mixed
economy’ of welfare (Finch, 1984). In some accounts, the community
development focus on ‘meeting needs’ serves to icorporate and neutralise
resistance to state policies whilst at the same time protecting the interests of
welfare professionals (Armstrong, 1982). It is important not to see women’s
health activism simply as a resource for health policy. The strength of
women’s health groups is often in their autonomy and in the fact that they
provide an alternative, sometimes critical, perspective on women’s health
issues.

TOWARDS A FEMINIST HEALTH PROMOTION?

Health promotion, whether individually or collectively focused, may be an
appropriate strategy for enhancing women’s health. However, inappro priate
health promotion activities may have negative effects, by misconstruing or
ignoring women’s health needs, or by provision which is inaccessible or which
reproduces health damaging tendencies. The pro motion of women’s health is
a complex issue that demands a range of responses. However, it is important
that strategies address women’s needs rather than construct women as carers.
Gender stereotypes that view caring and nurture as ‘natural’ to women only
serve to legitimate policies that create unhealthy pressures at the same time as
failing to provide resources for caring.

Gender inequalities affect all women, although of course women’s
experience of sexism differs significantly. Women are also divided by other
dimensions of inequality structured by class, ethnicity, sexuality and disability.
Both the common characteristics that constrain women’s lives and the
divisions between them need to be recognised in health promotion. The current
vogue for addressing women as consumers able to exercise personal choice
over lifestyles and health care services is inappropriate, given the constraints on
most women’s lives.

Collective approaches to health promotion are often favoured by
commentators who are critical of individualistic strategies. However, sexist
assumptions may also influence collective policies which are not necessarily
underpinned by a social model of health. Sociai policies that aim to promote



FEMINIST CRITIQUES 67

health may have the effect of penalising the most vulnerable, as the example of
poor women smokers and increased tobacco taxation demonstrates. The health
risks that women face often arise from the wider environment which is
structured by gender as well as other inequalities. Stronger Government
controls on tobacco promoters, which would reduce smoking rates without
penalising smokers, are therefore increasingly advocated by a very broad
spectrum of interested parties.

Collective negotiated strategies are relatively untested, and have many
features that may appeal to feminist practice. Even in today’s economic
climate, there are opportunities for community development approaches which
have the potential to provide more appropriate and sensitive services for
women. However, it is important that such approaches do not exploit women
as unpaid and invisible carers for the community.

Feminist health promotion may embrace diverse strategies, and the women’s
health movement has demonstrated the importance of diversity and a
multiplicity of practice. However, integration is needed in order to avoid
generating contradictory pressures on women. There is a need to consistently
challenge the assumption of responsibility without power that characterises
women’s relationship to health promotion in order to transform this
relationship into one which offers positive health through support for real
choices.
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Chapter 6
Developing anti-racist health promotion

strategies
fenny Douglas

INTRODUCTION

The aim of this chapter is to outline, review and provide a critique of health
promotion approaches and perspectives that have been developed and adopted
to promote health with black and minority ethnic communities in the UK. A
review of changing historical perspectives in relation to social policy and black
and minority ethnic communities will be attempted and strategies proposed for
developing anti-racist practice.

Health promotion approaches cannot be divorced from dominant prevailing
ideologies and social policies in relation to ‘race’ and the presence of black and
minority ethnic communities in the UK. The last forty years have seen the
development of social policies relating to black and minority ethnic
communities that have adopted a range of perspectives or models:
assimilation, integration and multiculturalism. The chapter proposes an anti-
racist approach to health promotion. Although anti-racist approaches have
emerged and developed from within black and minority ethnic communities,
these have never been fully sanctioned by Government health policies and
strategies. The chapter also explores the possible reasons for this.

MODELS OF SOCIAL POLICY

Assimilation, integration, multiculturalism

Britain has always been a multiracial or multicultural society; however, it is
only relatively recently that the terms ‘multiracial’ and ‘multicultural’ have
been used. Although there have been black people living in Britain since at
least the sixteenth century, the usage of these terms coincides with the growth
in Britain’s black population during the postwar period. Early references in the
medical literature in relation to the health concerns of black communities in
Britain focused on ‘Port Medicine’, with a concentration on exotic diseases and
the importation of illness (Johnson, 1984). Within the model of assimilation
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prevalent during the early 1960s, black and minority ethnic people were
perceived as ‘dark strangers’ with exotic cultures and diseases. The emphasis in
relation to health education approaches during this period was to provide
information to black and minority ethnic communities on aspects of lifestyles
and cultures that were seen to be deviant to dominant white cultures. Hence
there was a proliferation of literature on family planning, the diets of Asian
communities and tuberculosis. The underlying assumption was that the
cultures of black and minority ethnic groups were deviant and hence lifestyles
and cultures should change so that black communities could be ‘assimilated
into’ dominant white cultures.

During the mid-to late 1960s a model of social integration emerged whereby
it was envisaged that black communities would not completely abandon their
cultural heritage and a philosophy of ‘tolerance’ and recognition of cultural
differences was seen to underlie prevailing social policies. Alongside this the
reports relating to the health of black and minority ethnic communities started
to increase with an emphasis on physical and cultural differences. An increased
number of articles appeared on sickle cell anaemia trait, thalassaemia and other
haemoglobinopathies. The response in relation to health education and health
promotion was an increasing literature on cultures and lifestyles of black and
minority ethnic communities. The use of ‘culture’ and cultural explanations in
relation to health experiences and health care arrangements increasingly became
the focus in a social policy movement away from integration and towards
multiculturalism.

‘Culturalist’ perspectives attempted to explain the health status, health
experiences and health behaviour of black and minority ethnic communities in
the UK purely in terms of culture, often comparing black and minority ethnic
cultures to white majority cultures in a detrimental way such that the beliefs
and values of minority cultures were undervalued. This is clearly
demonstrated when reviewing research examining the health status of black
and minority ethnic communities in the 1970s and 1980s when health
problems were often attributed to the behaviour of individuals or their culture,
rather than their socioeconomic position (Donovan, 1984). The focus of
attention was on illness and diseases affecting black and minority ethnic
communities and much of the research was underpinned by a bio-medical
model (Douglas, 1992). The main health concerns reported and researched
were tuberculosis, rickets, mental illness, perinatal mortality and low birth
weight syndrome. These topics reflected areas perceived as problems by
(predominantly white) health professionals and researchers and were not
necessarily areas of concern to black and minority ethnic communities
themselves. Having defined these areas as problematic, health professionals
and researchers then attempted to attribute these health concerns to aspects of
lifestyles, family patterns and organisation and the culture of black and
minority ethnic communities.
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The models of health education developed were based upon educative
approaches—the assumption that by providing black and minority ethnic
communities with information, lifestyle and behaviour would change. Deficit
models of health education and some early health education pro grammes and
strategies were not sensitive to cultural beliefs and practices and in some
instances were in opposition to the cultural beliefs and practices of some black
and minority ethnic communities. Such approaches ‘blamed the victim’ or their
culture for poor health, and did not address social and economic factors
contributing to the poor health status of many black and minority ethnic
communities.

A major health education campaign developed in the late 1970s and early
1980s was the Rickets Campaign, which was launched by the Department of
Health and Social Security in 1981. This was the first health education
campaign to be targeted at black and minority ethnic communities and was
identified as an issue for action by medical researchers and health professionals
and not by the communities themselves. The increased incidence of rickets in
some Asian communities during the 1970s was attributed to poor diets and
lack of knowledge about vitamin D, foods or restrictive cultural practices that
prevented women and children from exposing their skin to sunlight. The
health education campaign focused upon giving Asian communities advice on
how to change their traditional diets to British diets, which were thought to be
higher in vitamin D content. Critiques of the Rickets Gampaign (Sheiham and
Quick, 1982) outlined the significant difference in Government policy in
relation to rickets in Asians—where health education strategies were employed
to change behaviour of Asian communities—and in white populations in Britain
during the Second World War, where the problem was addressed by
fortification of particular foods like margarine with vitamin D. This clearly
demonstrated that while in Asian communities rickets was perceived to be a
problem associated with cultural preferences and practices, in relation to white
populations rickets was perceived to be a problem associated with poverty. An
examination of this particular issue is useful in that it highlights difficulties with
the use of cultural explanations. There is, for instance, an inherent assumption
that Asian communities are homogeneous, and that all Asian people have had
the same cultural, religious, historical, social, economic and political influences.
This approach ignores the existence of wide variations in religion, class and
gender.

The emphasis on culture, in relation to developing health and social policies,
meant that black communities were often perceived as being problematic
rather than the inflexible, ethnocentric health services. Pearson (1986)
contends that black people and minority ethnic communities have always had
a second-class image in the health services, first as migrant workers and second
as patients having different diets, languages, lifestyles and religions.

Following an integrationist perspective, the developing emphasis on
acknowledging cultural differences in terms of the health care needs of black
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and minority ethnic groups in Britain brought with it initial difficulties
associated with the development and perpetuation of stereotypical descriptions
and assumptions about black and minority ethnic communities and cultures
(Henley, 1979;1980; Henley and Clayton, 1982). The 1980s saw a burgeoning
literature attempting to define, describe and explain black and minority ethnic
cultures and practices. It was also during the late 1970s and early 1980s that
black communities started to campaign about the need for specific health
education information. Sickle cell anaemia and the campaign for appropriate
services is one such example.

It could be argued that the cry for action around inherited blood disorders
presented a further reinforcing of approaches to health and health education in
relation to black communities based upon the medical model, thus directing
attention from wider health concerns affecting large sections of black
communities by focusing attention on a specific disorder affecting only a small
section of such communities. It also provides an example of the lack of
response to a clearly defined need and the institutionalised racism of the NHS
(Prashar et al., 1985).

During the 1980s several authors posed critiques of cultural perspectives
arguing that they could not adequately explain the health experiences of black
communities in Britain. Although culture will affect health behaviour, health
experience and experiences of health services, an explanation based solely
upon culture excludes the importance of socioeconomic, political and material
factors upon health and health experience (Thorogood, 1990). Many studies
seeking to examine the experiences of black communities in relation to health
have excluded socioeconomic categorisation and have used broad
generalisations based upon stereotypes of cultural difference and biomedical
models of ‘race’ and ethnicity. Further, culturalist perspectives have often
represented black and minority cultures as being deviant or alien and have
ignored the dimension of gender.

Another drawback of the multicultural approach was the emphasis on
developing health promotion programmes and resources targeting particular
minority ethnic communities to the exclusion of others. Whilst there were
many resources and materials developed for some Asian communities, there
was relatively little information or resources available for Chinese, Vietnamese
(Mares et al., 1985) and African-Caribbean communities (Douglas, 1987;1992).
This demonstrates the difficulty of starting from the point of examining
cultural difference rather than building upon a common experience of racism
and discrimination.

Materialist perspectives

A more adequate framework for understanding the health experiences and
health status of black and minority ethnic communities is to incorporate the
dimensions of class and socio-economic position. Several studies have
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demonstrated that black people occupy a disadvantaged position in British
society (Brown, 1984). As is well known poverty has been demonstrated to
have detrimental effects upon health (Townsend ¢t al., 1988), and therefore the
health of black people in Britain will be determined to a large extent by their
soclo-economic position and experience of racism and racial discrimination in
all aspects of their lives (Donovan, 1984; Pearson, 1989).

In the next section I will briefly review current approaches to health
promotion for black and minority ethnic communities against the backcloth of
the WHO?’s Strategy of Health for All by the Year 2000 (WHO, 1981) and the
Department of Health’s White Paper The Health of the Nation (Department of
Health, 1992a). I will examine the present multicultural approach and outline
its shortcomings. I will conclude by proposing a strategy for developing anti-
racist practice in health promotion.

THE CURRENT CONTEXT

Most present health promotion programmes and strategies for black and
minority ethnic communities emanate from a multicultural perspective. The
campaigns are based upon the notion that black and minority ethnic
communities have different cultures and languages and that these should be
recognised and valued. Although the stress on cultural and linguistic difficulties
with regard to the health services obscures more fundamental issues in relation
to equality of opportunity to good health, some authors argue that these
approaches have paved the way for health workers to develop more effective
channels of communication with black and minority ethnic communities
(Tunon, 1986; Rocheron, 1988). A number of policy documents on the health
needs of black and minority ethnic communities produced in the late 1980s
highlighted the need for culturally sensitive approaches.

A failure of the multicultural approach is the lack of acknowledgement of the
material causes of ill health in black and minority ethnic communities in
relation to poverty, discrimination, poor housing, poor working conditions,
employment and racial harassment. All of these areas have been documented
(Brown, 1984) but have had little impact upon the development of health
promotion programmes that address issues relating to inequality. It is almost as
though by addressing the health promotion needs of black communities from a
cultural perspective issues of inequality were also being dealt with.

The WHO strategy Health for All strives to reduce and eliminate inequalities
in health. Although many health authorities purport to follow this strategy, it has
never been endorsed by the British Government in any real way (Ahmad,
1993b). It is significant to note that nowhere in the literature accompanying
and supporting the WHO'’s strategy is any reference made to black and
minority ethnic communities and migrant communities in Europe. Thus
although equity underlies the approach of Health for All, there is no recognition
of this in relation to racial discrimination and racism. The publication of The
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Health of the Nation (Department of Health, 1992a) did not acknowledge
inequalities in health in relation to poverty, class, culture or gender and
returned to a medical model approach with a focus on five key areas.

DEVELOPING ANTI-RACIST HEALTH
PROMOTION STRATEGIES

In this section I will examine and make recommendations about antiracist
health promotion strategies. Anti-racist perspectives acknowledge that
inequalities in health emanate from structural factors that affect the lives of
black communities which in turn impact upon health and health experience.
Developing anti-racist health promoting programmes must be done within a
context of a wider strategy for equal opportunities.

Many health authorities purport to involve local communities in decision
making and determining key priorities and to have policies based upon
community development principles. An examination of these approaches
demonstrates that local communities are rarely involved in decision making
processes and, where it has been developed, black communities are rarely
consulted and more rarely actively participate; ‘local voices’ are rarely ‘black
voices’. Health promotion is based upon the principle of community
participation and development and hence mechanisms to actively involve black
and minority ethnic communities should be developed. A review of health
promotion programmes for black and minority ethnic communities
demonstrates that where health authorities and other organisations reported
programmes based upon principles of community development, in reality they
were health promotion programmes based upon traditional methods that were
simply delivered in community settings. Thus, such programmes had not
involved black and minority ethnic communities, groups or individuals in their
conceptualisation, development or implementation. Black communities should
be involved in developing health promotion programmes and in setting the
agenda in relation to priorities for action. This means that assessment of health
needs should involve black communities in determining methodologies and
research programmes for health needs assessment.

Many health promotion programmes and projects targeting black and
minority ethnic communities are funded on a short-term basis and often seek
to employ black officers. Such health promotion officers are often employed at
a level where either they do not have access to decision making processes or
are excluded from them. This again marginalises health promotion activities
for black communities, and often issues addressed in mainstream health
promotion programmes such as poverty, women’s health, coronary heart
disease programmes and so on are not reflected in the specific health
promotion programmes developed for black and minority ethnic communities.
The knowledge and experience that black/minority ethnic health promotion
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officers have are not widely acknowledged and officers may find future
promotion difficult.

Nationally, there has been no clearly defined strategy for promoting health
for black and minority ethnic communities from the Health Education
Authority (HEA) or Health Education Council (HEC) before it. The response
of this organisation to health promotion and black communities is worthy of a
detailed research project and a chapter in itself. More recently the HEA has
attempted to undertake research studies on the lifestyles and health behaviour
of black and minority ethnic communities as many lifestyle research projects
have not included black and minority ethnic communities (Blaxter, 1990). A
recent Department of Health guide, Ethnicity and Health (Balarajan and Raleigh,
1993), documents epidemiological information on patterns of illness in black
and minority ethnic communities in relation to the key areas identified in The
Health of the Nation. However, no reference is made to the material conditions
of black and minority ethnic communities and the role that socio-economic
circumstances may play in the differential patterns of illness.

CONCLUSIONS

An anti—racist perspective, while recognising differences and diversity that
exist within black and minority ethnic communities within the UK, seeks to
place racism and material disadvantage as the central common experience of
black communities. Health promotion programmes and activities adopting this
approach must be developed by black and minority ethnic communities. This
means black communities must be involved actively in their development and
implementation. As the many factors that impinge upon health are not under
the direct control of health services, local networks across a range of
voluntary, statuary, community and business organisations must be
developed. The evaluation of health promotion programmes by local black
people must be encouraged; too often health promotion programmes are never
effectively evaluated and rarely by people who are supposed to benefit from
the programmes (White and Bhopal, 1993). Health promotion programmes
must be developed within a wider organisational framework that has equality
and equity as core values. This said, it must also be recognised that health
promotion in itself cannot overturn the injustices in society as a whole that
contribute to the racism and discrimination that affects the health of black and
minority ethnic communities. Health promotion can only be part of a much
wider movement towards a just and fair society.
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Chapter 7
The modern and the postmodern in health
promotion
Michael P.Kelly and Bruce Charlton

INTRODUCTION

This chapter is organised around distinctions between the modern and the
postmodern, modernisation and postmodernisation. It is argued that health
promotion contains within its theory and practice contradictory elements both
of modernism and postmodernism. Out of these contradictions arise a range of
inconsistencies and tensions. We suggest that these tensions can themselves be
analysed as the products of the time and context within which health
promotion, as a distinctive set of public health practices, emerged. Resolution of
this tension is suggested with reference to the sociological problematic of the
interaction between agency and structure. We begin with a sketch of the
modern-postmodern distinction.

MODERNISM AND POSTMODERNISM

The modern world and modernism were initially distinguished from the
traditional or ancient worlds by social theorists. The traditional world was stable
and controlled by religion and magic. The modern world in contrast was
progressive and was dominated by rationality and science. The progress and
advance of the modern was legitimated by a belief in the ultimate discovery of
scientific truth. Posfmodernism refers to a range of movements and ideas at the
core of which is a critique of modernism’s underlying assumption that
knowledge and science might in some sense be unified methodologically and
epistemologically and that an ultimate bedrock of truth, fact or morality might
be discovered (Seidman and Wagner, 1992). One of the central ideas of
postmodernism, therefore, is an abandonment of the notion of science
travelling towards an end in which it will eventually have a complete
correspondence with reality (Rorty, 1982).

Modernity is the habitat of normal science (Kuhn, 1970) and of rationality
applied to physical or social problems (Lyotard, 1984). Postmodernity is the
world of aesthetics, the deconstruction of conventional social arrangements and
of experimentation in culture, art and life (Lyotard, 1984; Bauman, 1992a;
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Featherstone, 1988). In postmodern thinking, present social and moral
arrangements mark a fundamental break with the past. Life is viewed as
chaotic and its understanding as contingent. Instead of progress there is just
change. Reality is defined as paradoxical, ambiguous, uncertain and open-
ended (Featherstone, 1988). The philosophy of difference is central to
postmodernism (Lemert, 1992:24-5). This contends that the distinctions
between truth and falsehood, essence and appearance, the rational and the
irrational must be dissolved because there is no ultimate guarantee or reason

HEALTH PROMOTION, POSTMODERNISM AND
VESTIGES OF MODERNISM

Postmodernism as described here has a tremendous resonance with health
promotion both in theory and in practice (Kelly ¢t al., 1993a). The rejection of
medical science as the basis of health promotion and reliance instead upon
notions of holism and complete social and physical wellbeing is premised upon
a social model of health. The philosophy of difference finds echoes in themes of
empowerment and the politicisation of health issues (WHO, 1986a). The
rejection of ultimate truth is represented in the highly relativistic notions of
health that pervade health promotion with its emphasis on aesthetics and
subjectivity. The deconstruction of scientific knowledge is to be found in
various so-called community-driven identifications of health issues and the
reconceptualisation of disease, not as the malfunction of organs and organisms
but as the ideological expression of medical power and dominance and an
account of the powerlessness of particular segments of the population.

A range of keynote statements about health promotion makes this
abundantly clear. The original definition of health in the World Health
Organisation constitution (WHO, 1946) described health as a complete state of
physical, mental and social wellbeing. This definition set the original
postmodern motif because it dissolved the Kantian distinction between science,
art and morality. Health was to be seen as a fusion of the true, the beautiful
and the good with subjective fulfilment. Taken to its logical conclusion this
definition marks the break with medical science. It may be argued that health
promotion is premised upon a social concept of health, and not a medical or
mechanistic microbiological view of health and illness. This is an explicit
rejection of the scientific paradigm and an attempt to introduce other types of
analysis. The Lalonde Report (1974), which is often taken as a seminal text in
the origins of the health promotion movement (Hancock, 1993; Tsouros and
Draper, 1993), suggested that the major determinants of health were
considerably greater than the sum of medical and hospital care and scientific
and bureaucratic knowledge. The Lalonde Report proposed the idea of health
fields as determinants of health. The health fields were environment, lifestyle
and biology (Hancock, 1990:2). Matters of medicine and of science thus became
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extended into matters of political and social science and of politics and values.
Although Lalonde is more an extension of the medical model than a
transformation, it none the less weakened it and has been used to justify
attacks on it.

The next key statement is the Alma Ata Declaration of 1977 (WHO, 1978).
This argued: first, that governments have a responsibility for the health of
their people; second, that it is the right and duty of people individually and
collectively to participate in the development of their health; third, that it is the
duty of governments and health professionals to provide the public with
relevant information on health matters so that they can assume a greater
responsibility for their own health; and fourth, that there should be individual,
community and national self-determination and self-reliance in health matters
(Catford, 1983). The implication was clearly that health is primarily about
politics, not in the traditional sense of class or ethnic power struggles, but as an
issue-based matter. Moreover, a clear separation of science and politics is
heralded as a necessary precondition for progress. This is in stark contrast to
the modernist way of doing things in which science and politics are conjoined.

The next major landmark in health promotion is usually taken to be the
Ottawa Charter for Health Promotion (WHO, 1986a). This defined health
promotion as ‘the process of enabling people to increase control over and
improve their health’. This, so the argument went, involved a recognition that
power and control are the central issues in health promotion. The critical task
was to become the empowerment of communities to define an agenda for
themselves in health terms and to seize the political initiative so to do
(McKnight 1985; Rappaport, 1977). The Charter went on to argue that the
process was premised upon certain prerequisites for health, namely peace,
shelter, education, food, income, a stable ecosystem, sustainable resources,
social justice and equity. The Charter also outlined five overlapping and
interactive means of making health promotion happen: building healthy public
policy, creating supportive environments, strengthening community action,
developing personal skills and reorienting health services. Political action
would lead to a strong foundation for health. This social and political
programme has formed the major plank in the overall objectives of health
promotion since that time.

In 1988 a major meeting in Adelaide produced a consensus statement that
described healthy public policy as characterised by an explicit concern for
health and equity in all areas of policy and by an accountability for health
impact. It was acknowledged that using public policy to achieve equity in
health would involve diverse government departments including agriculture,
education, social welfare, housing and economics. Creating support for this
wide involvement in health required, it was said, an innovative and effective
system of political accountability that would make visible the positive and
negative effects on health of sectors other than health services.
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We suggest, following Stevenson and Burke (1991), that health promotion
may therefore be viewed in part as a discourse of the new politics with its
implicit and explicit critique of the attempts to improve society by a marriage of
science and the bureaucratic state. Its discourse of enhanced power for civil
soclety vis-a-vis the state, for decentring and democratisation and its reordering
of social priorities are part of the same package. The attacks on medicine, the
appeals to empowerment and the emphasis on communities defining their own
health needs, all resonate to a postmodern tune.

However, within this postmodern discourse there also lurk vestiges of
modernism. Despite claims to the contrary, the approaches to health
promotion used by the WHO in particular, and by the many national and local
health promotion agencies in general, remain locked into technicist, scientific
and, above all, expert-driven practice. The key statements above proclaim the
principles of health promotion in the name of the community and indeed
espouse principles of community involvement in the process of health
promotion (for example WHO, 1988a). However, they retain a practice
pushing in the exactly opposite direction (Kelly, 1989). The documents Research
Policies for Health For All and Priority Research for Health For All (WHO, 1988a;
1988b) for example, emphasise the idea of community involvement in setting
the research agenda. However, one searches in vain to find evidence of
community involvement in the WHO’s deliberations on the matter and in the
production of these texts (Kelly, 1989;1990). Experts still appear to be in
control. The reliance on such expertise is modernism and normal science writ
large. In the face of a problem, the solution proposed here is finding the right
kind of expert with the appropriate kind of knowledge to solve the problem. It
is not decentred and it is not based on a philosophy of difference.
Communities remain marginalised and invisible—other than in the rhetoric.

CRITIQUE

Perhaps it is hard to imagine that the health promotion agenda could be
anything other than expert-driven. The leap to decentring and abandoning
normal science in favour of bringing in lay people to define problems and
suggest methodologies for their solution is just too great, too difficult and too
uncomfortable (Davies and Kelly, 1993). Indeed, it is paradoxical even for
experts to discuss how to abandon expertise! Our argument is with the
humbug that makes claims for a social model of health and then uses this as a
stick with which to beat medicine in order to claim the moral high ground.
Our contention is that science (including social science) remains at the heart of
public health and health promotion. For all the talk of empowerment, the
experts remain firmly in control of the discourse of health promotion.

Our second observation is that the much-vaunted break with the medical
model is more apparent than real. Antonovsky (1985;1987) has argued that
there is a dominant assumption which runs through most scientific endeavours
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whether practised by physicists or physicians. This is the assumption of system.
When a physicist analyses an atom or a molecule, or when a physician
examines a human body, they use systems and structures to make sense of
what they see. Systems are used very profitably as heuristic devices. They are
also particularly helpful in understanding when pathologies occur. Seeking out
the cause of system disintegration is central to the scientific endeavour. Of
course, advanced scientific thinking does not reify systems and an appreciation
of the failure of systems, and the problems of observing systems are central
features of scientific knowledge. Social science is also based on systems-type
thinking. By this we do not mean that all of social science is dominated by some
variant of structural-functionalism or Marxism. Rather, we mean that nearly
all major social science paradigms (be they concerned with markets,
institutions, group dynamics, the unconscious, or power) contain within them
notions of the systemic. Social scientists focus on system breakdown in the same
way that natural scientists do. Their concerns are with imperfect markets,
dysfunctions in organisations, social pathology in groups, development of
neurosis and exploitation in relationships, for example. What is essentially
similar between the natural and social sciences is, according to Antonovsky, a
doctrine of cause in which bad precursors have bad outcomes. The social
model of health is, in this regard, no different to the medical model. In the
medical model the pathogens are microbes, viruses or malfunctioning cellular
reproduction. In the social model they are poor housing, poverty,
unemployment and powerlessness. The discourse may be different but the
epistemology is the same. The social model is not, in our view, an alternative
to a discredited medical model. It is a partner in crime and a very close
modernist relative.

In an effort to emphasise the social model of health in health promotion,
some rather damaging things, sociologically speaking, have been done i its
name. We suggested above that the scientific version of systems thinking and
the important heuristic power of systemic ideas were tempered with a
realisation that systems are changeable, that their existence is at least in part a
function of their manner of observation and that system chaos is part of the
scientific lexicon. In other words, systems have a status not as real things in
themselves but as a means to a scientific end. The error in a good deal of
health promotion, as exemplified by the key statements reviewed above, is that
the social system 1is reified. It is described as acting on people in a highly
deterministic fashion. Unemployment causes ill health. Deprivation causes
disease. Society (the biggest system of all) is held to be at fault. The system is
found to be working in a way that disadvantages particular groups. The
individual is relegated to being nothing more than a system outcome, not a
thinking and acting human. The person is the victim of a system.

Not only is such thinking based upon a crude and vulgarised version of
sociology, it is also premised upon an ecological fallacy. There are, of course,
significant  statistical associations between poverty and ill-health and
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unemployment and disease. But to argue that everyone who is poor or
unemployed will inevitably become ill would be to apply to individuals
characteristics of the aggregate group (the ecological fallacy) and to attribute a
causal relationship between qualitatively dissimilar entitles—namely social
structure and biological function. Interestingly, much public health medicine is
based on the same kind of principle. The preventive medicine strategy of
making mass interventions to reduce the population rate of coronary heart
disease, while having negligible effects at the individual level, uses the same
causal argument as society causes disease, only in reverse! It is a pleasing irony
that the proponents of the argument that society causes disease should end up
in precisely the same epistemological position as those public health
epidemiologists whom they frequently affect to despise.

We suggest that mixing the modern and postmodern in health promotion
has produced a politics and ideology of health, that veers incoherently between
the scientific and the chiliastic. In this potent cocktail, muddle is compounded
by muddle. The confusion begins with the concept of positive health. The idea
of positive health as the goal of health promotion is seductive. It is held to be
more than the reciprocal of disease. It is supposed to represent a fulfilled and
fully functioning quality of life, lived to the full and to be enjoyed by all in a
state of complete social, physical and mental wellbeing. Health is transformed
from being a neutral idea relating to non-pathological physical functioning, and
the fulfilment of ordinary social roles, into a social and political value, loaded
with moral connotations. To be healthy is a good thing, not because it means
the absence of pain and suffering, but because it is a fundamental good. Health
is thus reformulated as a basic human right (Crawford, 1977:668). Health in this
sense has expanded out of control. Gut loose from disease-based definitions of
science and medicine, it has become a commodity and like all commodities is
available in the marketplace (Charlton, 1993a:34-5). If individuals and
communities do not have it, then this must be someone’s fault, and depending
on your favoured political position that ‘someone’ is either government or
society (health as a right) or an imperfect market (health as a commodity). As a
moral position, as a normative principle and as a political statement, health
thus becomes a very convenient way of attacking one’s political opponents.
Health i1s defined as a great liberating force. It is linked to power and
domination or to socio-economic arrangements.

Intriguingly, much of the rhetoric about health in this sense carries a freight
of modern and scientific assumptions, that somehow through technical, political
and economic means, it is inevitably possible to achieve health and if health is
not achieved this must be due to some sin of omission. This therefore links
together several great enlightenment concerns. The belief is that the application
of knowledge, linked to political will, will essentially result in progress. Health
thus brings together progress, improvement, science, economics and politics in
a mixture of righteousness (Crawford, 1977:668).
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But the transmutation of what was a biological idea based on the notion of
equilibrium to a political value must not go unchallenged. Health, and the
concern of governments for the health of their populations, is not a cultural
universal. There have been many historical epochs when rulers felt no
responsibility for the health and wellbeing of their people (Charlton, 1993b).
This was not just because they did not possess the means to do anything about
health even if they had wanted to, it was simply that there was no moral
imperative on them to do so. Certainly with the arrival of potentially effective
public health interventions a technology to do something became available.
But the existence of the technology, the means, or the partial means, does not
create the moral imperative. What health promotion assumes is that the desire
for health s a moral imperative. Yet it is no more so than any other human
right or commodity. Rights and commodities are actually context specific and
culture bounded.

Our next objection is to the idea of some kind of Utopian world in which
everyone can be healthy. Much of the critique of health differentials, for
instance, starts from an assumption that the state of health is natural, and any
departure from health requires explanation (Charlton, 1994). This flies in the
face of every piece of knowledge and information that biological, medical and
social science has accumulated in the last two hundred years. Being alive is
intrinsically risky. The human body is a delicate and vulnerable organism
which is subject to a multitude of noxious assaults from the moment of
conception. Humans have to survive this risky world (Charlton, 1994). These
risks are microbiological, genetic, environmental, social and physical. The
world is a thoroughly dangerous place. Over the last few hundred years the
world has been made a relatively safer place and human organisms can be
protected, up to a point, from many communicable diseases, from each other
and from environmental hazards. Social and political systems have developed
which, in certain parts of the globe, facilitate a safer civic society too. But all of
this is partial. New communicable diseases emerge, standard immunisation
programmes can never guarantee immunity and may themselves carry risks.
Even the most developed societies have social problems and physical violence
lurks not far beneath the surface of the most civilised of Western democracies.
At the same time as health has improved, humans have been devising the most
mind-boggling forms of mass destruction, and industrialisation has levied a
heavy toll in hazards, pollutions and environmental damage. War remains
commonplace and famine is endemic throughout much of the world.

There is not, and there can never be, a risk-free environment, an idea which
is widely understood by the lay public (Frankel et al, 1991). The role of
microbes is a case in point. Many are lethal to humans, yet a bacteria-free
world would be a dead world. And there is no freedom from the ultimate fate
of dying. To be human is to engage in behaviours to which dangers are
routinely attached and to be exposed to environments which carry risks or
have negative effects on the organism. What is of course entirely feasible are
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attempts to reduce risks, to limit potential damage and to produce a relatively
healthier population. It is quite possible to develop policies, to implement them
and to evaluate their health benefits scientifically (Young, 1993). But a kealthier
population is not a healthy population in any absolute sense. It is a pity that so
much health promotion seems to promise absolutes and is not tempered by
more careful relativism.

There is one final objection to the overarching philosophy of health
promotion. The emphasis on health is at the expense of an emphasis on
disease, and more particularly an emphasis on pain and suffering. To place the
emphasis on achieving a better world some time in the future is to downplay
the here and now, and is to underemphasise the real problems that real people
have (Kelly, 1990). In our view, this is the true moral high ground. Time,
energy and resources should be directed into an alleviation of actual pain and
suffering as a priority rather than into creating imaginary political systems in
the future. This is a political statement by us of course, but we suggest that
existing medical technology and social engineering can achieve a great deal,
and certainly a great deal more than idealised political visions. This is so if we
think of the value of clean water and working sanitation on the lives of infants
in developing countries where diarrhoeal illnesses have a high prevalence. It is
true when we appraise the effect of warm, dry housing on the health of
populations in the public sector housing schemes in Great Britain. It is true if
we think of the profoundly beneficial effects of drugs like the Hy blockers on
diseases of the upper gastro—intestinal tract, and of the effects of antibiotics on
a whole range of illnesses. These are things that can be done immediately.
They are much more effective than inventing Utopias and than attacking
governments, doctors and social planners for failing to provide them.

SOME THEORETICAL CONSIDERATIONS

Given these inherent problems, why and how has health promotion emerged as
such a compelling idea? Sociologically speaking we suggest that health
promotion with all its tensions and confusions is a product of a social epoch
which is best described as a period of postmodernisation.

In a recent book, Crook and his collaborators (Crook et al., 1992) provide a
useful analysis of the distinctions between modernisation and
postmodernisation. Sociology, they argue, has been characterised since its
inception as the study of, and theorising about, processes of modernisation.
Indeed sociology is itself a product of modernity. Comte, the inventor of the
word sociology, saw progress and the dominance of science as inextricably
linked. In the works of the classical sociological writers Durkheim, Weber and
Marx—the elements in modernisation are signalled and they remain, according
to Crook ¢t al, the means of understanding the process. These are:
differentiation, rationalisation and commodification.
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Differentiation is most closely associated with Durkheim. His interests in the
division of labour and the ways in which simple forms of social organisations
(mechanical solidarity) are transformed into complex forms of social
relationship (organic solidarity) are explored with reference to the social
bondings of groups and individuals, the form of legal organizations and the
nature of norms and values (Durkheim, 1933). These themes are further
explored in his study of suicide (Durkheim, 1952) in which the links between
the individual and particular forms of social organisations are demonstrated. In
The Elementary Forms of the Religious Life, (Durkheim, 1915), Durkheim examines
the relationships between knowledge, social structures and belief. The
underlying motif through each of these works is a focus upon the forms of
social organisation and its mode of differentiation.

In Weber’s historical and organisational sociology he focuses on
rationalisation (Weber, 1930;1947;1948;1961). This he finds in forms of
commercial and productive relationships, in religious practices and in
organisational forms of power and authority. For Weber, rationalisation was a
paramount historical process manifested in an array of real historical events,
and an idealistic process because rationalisation accompanies a disenchantment
with the world meaning the loss of spontaneity, charisma, joy and passion.

In Marx’s encyclopaedic writings, arguably the most enduring contribution
is not his emphasis on class conflict, nor the economic theory he used to
explain conflict and social development. It was rather his understanding of the
commodification of life and the closely related ideological structure that
sought, or functioned, to conceal that commodification (Marx, 1962; Marx and
Engels, 1970). Marx observed the reduction of everything to a cash nexus.
This encompassed not just formal economic or commercial transactions, but the
nature of social life itself. The relationships between classes, men and women,
and nation states are all ultimately reducible to a commodity value, itself
determined by the nature of the productive and reproductive process.
Meanwhile such commodification is clouded from view by ideologies
masquerading as science, art, culture and history which prevent these
commodified relationships being revealed for what they are.

For Crook and his colleagues (Crook et al, 1992) differentiation,
rationalisation and commodification are the backbone of modernity. Crook
and colleagues then take us a step further and demonstrate that the forms of
social organisation of contemporary Western society are an elaboration and an
exaggeration of differentiation, rationalisation and commodification. This
elaboration and exaggeration s postmodernisation. The contemporary world is
hyper-differentiated, hyper-rationalised and Aypercommodified. We have not
suffered a fundamental break with the past, as postmodernist theory claims.
On the contrary we are working out trends which have their roots deep in
early modernity.

The hyper processes are to be found in varying degrees in a range of spheres
of culture, state formations, gender and class inequalities, politics, work and
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production and science. In culture, form and content give way to pastiche and
admixture, the state’s power is delegitimated in various ways (such as
privatisation and deinvolvement), gender and class inequalities blur, politics
become issue-focused, work and production is detached from the industrial
process and science is distrusted and undermined (Crook et al., 1992:36-41).

With respect to health promotion, various elements of these characteristics of
postmodernisation are easy to discern. In the world of postmodernisation the
function of the state as a tool of social and economic regulation shrinks and
state power diminishes. In health promotion the emphasis is, in some versions,
on sub-state formations such as communities, cities, localities and/or an
emphasis on individual responsibility (rather than state responsibility) in
others. The appeal of supra-state formations such as the WHO to issue-based
politics in the explicit way the Ottawa Charter is framed, for instance, is
evidence of similar processes at work. Health promotion is an excellent
example of the new politics of postmodernisation. Health is #ie issue; health
has, as we suggested above, an appeal far beyond governments or national
politics. It thus becomes a convenient tool for attacking and delegitimating state
functions—national and local.

Hyper-differentiation is represented in terms of the plurality of competing
paradigms and practices in health promotion, which are drawn from public
health, sociology, education and psychology (Bunton and MacDonald, 1992)
and the proliferations of various occupational groups who view health as their
territory—doctors, nurses, health educators, environmental campaigners,
community development workers, occupational health specialists and so on.

Hyper-rationalisation is represented by the ever-increasing tendency to push
health into the private sphere. Whereas once upon a time someone visited a
doctor only if they felt ill, the health promoter colonises the private world of
even the well person, invades their private life and their sexual, dietary,
drinking and tobacco habits, the way they bring up their children, the type of
transport they should use to go to work; and provides a rationale for such
invasions on the grounds that everything is potentially a health issue! The
health promotion philosophy i extremis is much more intrusive in people’s lives
than ever medicine was. It will even attempt to empower communities when
the community had never thought of it for themselves.

Hyper-commodification is represented by the idea that health is a consumer
good. Health is fashionable; it is linked to beauty, to appearance, body image,
to fitness. In the modern period health became a right. In postmodernisation
health became a consumer good to be bought and sold like everything else. In
the British National Health Service this is now fully nstitutionalised as health
promotion became part of the internal market (Yen, this volume): a service to
be purchased! Health is about lifestyle and lifestyle is about consumption
(Bunton and Burrows, this volume; O’Brien, this volume).
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We suggest therefore that health promotion emerges when it does, in the
form that it does, as part of the process of postmodernisation. Its frenetic
activity, and its tensions and contradictions are postmodernisation in action.

CONCLUSIONS

The most powerful critiques of health promotion have come from
diametrically opposed political viewpoints. On the one hand, the radical right
has castigated health promotion on a variety of grounds which have included
its anti-libertarianism, its nanny-state mentality, its interference with the
operation of free market forces, its social engineering, its locatedness in middle-
class liberalism and so on. Writers such as Skrabanek (1991;1992), various
right-wing think-tanks (Social Affairs Unit, 1991), and a range of like-minded
critics have found fault with the principles of health for all, health promotion
and so on.

On the other hand an equally penetrating critique has originated in the work
of left-wing writers who have pointed out that all the wishful thinking about
behaviour transformation and Utopian systems misses the most fundamental
point of all about the distribution of illness in society (Davison et al., 1991).
This is the presence of a steep social class gradient and its origins in
inequalities in power, wealth and status. The problem is formulated by left-wing
writers as a structural one, in which worrying about personal dietary habits,
alcohol consumption, safer sex and the rest is regarded as displacement from
the main issue, which is that health and disease are products of social
differentials and the real effort should go into tackling the disease, not the
symptoms.

We have sympathy with both views and enjoy the apparent paradox that
leftward and rightward thinkers should be so united in their scepticism
(Davison and Davey Smith, this volume). This is in fact no paradox. If we
trace both free-market libertarianism and Marxist-oriented attacks on the social
structure back to their roots, they are of course the same. Both are derived
from the philosophy of utilitarianism and the classical economics of the late
eighteenth and early nineteenth centuries. Ultilitarian thinking with its
underlying philosophy of freedom (of markets, or individuals) stands in
marked contrast to the authoritarianism and ideological flights of fancy of
health promotion.

The central problem, as we see it, is that the health promotion movement
has become a political movement, without resolving the key philo sophical
problems at the heart of both rightward and leftward thinking, namely the
reconciliation of free will and determinism in explaining human behaviour. For
health promotion, free will is held up as a guiding principle, embedded in
notions of empowerment and facilitation, while at the same time defining the
social structure as acting on people in a deterministic way. This becomes
especially tortuous when describing the behaviour of oppressed groups. Here
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the emphasis is on social determinism among the oppressed while maintaining
a place for the idea of free will among non-oppressed groups (such as health
promoters). Empirically this may be the way the world seems to operate, and
politically it may make considerable sense to construct things in this way. But
theoretically and epistemologically it does not work. Either we are all free or
are all socially determined. You can’t have it both ways. Because the health
promotion movement wants it both ways, it finds itself attacked both by the
free will school of the right and the structuralists of the left.

However, help is at hand. In modern social theory some very important
attempts have been made to acknowledge the interaction between free will and
determinism, or, put into the contemporary sociological discourse, between
agency and structure. The work of Giddens (1982) is most illuminating in this
regard. In his idea of structuration the two faces of structure and agency are
brought together as a way of providing a thoroughgoing account of human
behaviour. The theory may be summarised as follows. Humans exist in a
physical and social world which is structured in various ways. These structures
set the limits as to what may be achievable at any given moment or in a
lifespace for any particular individual. The social structures are not, however,
physical in any sense. They only exist through the discourse in which they are
expressed, maintained and reproduced. Those structures of language and
discourse pro vide a stock of knowledge which allows humans to operate
within them. They provide for a grammar or a vocabulary of taken-for-granted
meanings and assumptions that constrain human actions and behaviours. But
those constraints are not externally imposed; they are internally imposed in so
far as the social actor guides his or her own action within the parameters
established in their understanding of the social world. By participating in social
discourse, humans contribute (albeit usually in a small way) to the
transformation of that discourse. Humans are therefore both the makers of
their own destinies and are constrained by the destinies so created. Both
human action and social structure are thus fixed into the analysis in terms of
the meanings which are produced and reproduced in those self-same structures.

Health promotion might reflect upon Giddens’ theoretical work, and seek to
develop means of reconciling and understanding human behaviour in the light
of his contribution to sociology. Human agency (choice, imagination and
ingenuity) is necessary for understanding and predicting human action, but it
is not sufficient. Sufficient understanding would include a consideration of
social structure, the individual’s comprehension of this structure, and how it
impinged upon their life. Such a dynamic and reciprocal analysis of the
individual set into confext ought to be at the heart of health promotion (Kelly ez
al., 1993b). Developing this, and making it work, is the task ahead.

Health promotion in its present form is riven with contradictions in theory
and in practice. This state of affairs is exacerbated by the moralising zeal
characteristic of the field which serves only to impair reflection. The result has
been a failure to confront critique. This strategy has not worked—the critics
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will not go away, and they are winning the debate. Without acknowledgement
of its own contradictions, and serious efforts to resolve them, health promotion
deserves no better than to remain the object of critiques by both left and right.
As things stand, out-argued, outflanked and outnumbered, it is doubtful how
long health promotion can last as a viable discourse and practice.
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Chapter 8
The baby and the bath water
Examining socio-cultural and free-market critiques of
health promotion

Charlie Davison and George Davey Smith

SOME SHARED THEMES IN CRITIQUES OF
HEALTH PROMOTION

The last fifteen to twenty years have witnessed major developments in
preventive medicine. These developments have been characterised by an
increasing acceptance in medical and political circles that the common chronic
diseases of middle and later life constitute the principal health issues of
industrial societies (Lalonde, 1974). Attendant on this realisation came the idea
that the maintenance of health and the avoidance of illness (rather than
attempts to cure it) should move to the centre stage of health policies, with the
concomitant shift in focus of medical activity from the sick to the well. While
the practice of preventive medicine is plainly not ‘new’ in any sense, a
particular style of ‘healthy living’ advice has tended to move to the forefront of
state health policy (see, for example, DHSS (1976a), HEG (1983), Department
of Health (1992a)). It is this relatively recent wave of health education and
health promotion activities, and the various critiques that have developed with
them, that are the focus of this chapter.

One of the striking aspects of this movement is that the conceptual landscape
of prevention has become characterised by the emergence of a clear policy
agenda based on the management of mass behaviour change. This policy
agenda has been built on foundations laid down by a variety of fitness,
nutrition and hygiene movements which characterised nineteenth and
twentieth century urban life. A major difference in the modern versions,
however, is a new scientific respectability derived from the postwar
development of population epidemiology and the ‘discovery’ of a range of
behavioural causes of hitherto quite mysterious forms of death such as heart
attack and cancer. This process involved the replacement of prewar concepts
regarding broad social determinants of health status and health potential,
acting from early life through the life course, with an individualised and largely
asocial notion that the behaviours of adults were all important (Kuh and
Davey Smith, 1993). While the very disease constructs on which this
transformation was predicated can be seen as historically specific, or even
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politically necessary (Bartley, 1985), the implications of aetiological theories
restricted to adult behaviour for apportioning responsibility for disease
causation and disease avoidance are more transparently functional.

These developments have brought to the fore the concept of ‘lifestyle’ —a
loose aggregation of behaviours and conditions encompassing body size, body
shape, diet, exercise and the use of drugs both legal and illegal. Improving the
‘lifestyle’ of the population, indeed, soon became the major goal of the
movement. The implementation of the mass behavioural change deemed
necessary by these developments was first entrusted to a somewhat amorphous
professional grouping initially known as ‘health education’ and, later, ‘health
promotion’.

Almost from the outset, the movement to change the lifestyle’ of the
population attracted severe criticism from some quarters. The suggestion that
the cardiovascular diseases and cancers which account for a high proportion of
deaths in industrial societies are due to the ‘lifestyle’ of sufferers automatically
brings forth the issue of culpability. If a disease is preventable by adopting (or
desisting from) certain behaviours, then it follows that victims of such
disorders are at least partially to blame for their predicament (Crawford, 1977;
Radical Statistics Health Group, 1987).

The moral discomfort attendant on blaming the sick becomes more acute if
the scientific basis of the identification of ‘lifestyle’ as pathogenic is questioned.
A recurring theme in critiques of behavioural preventive medicine has,
therefore, entailed the questioning of the processes that attribute a specific
proportion of disease to ‘lifestyle’ causes (see, for example, Sterling (1978) and
Davey Smith and Shipley (1991)).

The core idea of such critiques has been that health education and health
promotion have, by overemphasising the individual’s role, been guilty of
oversimplifying disease causation. While this type of criticism is normally
associated with a political standpoint to the ‘left of centre’, such
oversimplification is plainly infuriating to some who espouse a more right-wing
individualist position. Le Fanu, for example, writing on the promulgation by
health educators of the concept of a ‘healthy diet’, observes that:

In all their self-righteous admonitions to the public, they appear blind to
the serious consequences of their propaganda—that it misinforms the
public about the complexity of disease, trivialises tragedy and blames

patients for their illnesses.
(Le Fanu, 1986:124)

Other critiques have been more specific, holding that the elements of multi-
factorial aetiologies that involve personal ‘lifestyle’ have been given too great a
weight and the elements involving forces and conditions that are outside or
greater than the individual (heredity, environmental contamination, poverty,
etc.) have been officially ‘played down’. From a political perspective well to the



SOCIO-CULTURAL AND FREE-MARKET CNTIQUES 93

left of Le Fanu, the multicausal orthodoxy of modern social and preventive
medicine has been identified as being subtly ideological. Multicausal theories
allow for many factors—social, psychological, physiological, behavioural, etc.—
to interact in the production of disease. Such an approach appears to give space
and weight to psycho-social influences and thus escapes victim blaming in a
simple sense. This balance is, however, more apparent than real, since
interventions go on to target what is seen as most tractable, which is generally
individual behaviour. Furthermore, responsibility can be shifted by a
motivated reweighting of different factors. As Tesh points out, in a trenchant
critique of multifactorial theories:

This equal weighting of causes also means that those who have something
to lose from prevention programmes can insist that the factor for which
they have no responsibility is the real cause. For example, asbestos
companies can insist that smoking is the real cause of lung disease, and
cigarette companies can insist that occupational exposure is the culprit.
Smokers can take their pick. The multicausal web by itself offers no clear

challenge to these positions.
(Tesh, 1988:24)

For Tesh only the recognition that the apparently value-free multifactorial
aetiological theories are nothing of the kind can produce effective health
promotion. Preventive medicine, according to this type of critique, must be
predicated on the notion that social structure determines exposure, which
determines outcome.

Likewise, our own research into the relationship between epidemiological
findings, public perceptions of risk and health promotion messages in the field
of heart disease prevention led us to the conclusion that

health education has never come to terms with the complex relationship
between the individual and the collective in the field of health and illness.
Rather it has opted for a form of worthy dishonesty based on...half-truth,
simplification and distortion.

(Davison et al., 1991:16-17)

Oversimplification is one of a pair of common strands in critiques of
behaviour-based prevention. The other is the recognition that the priorities of
health education are often at odds with the ways in which the general public
thinks, feels and acts in relation to health. This ‘clash of cultures’ theme
involves more than one way in which health education and health promotion
are out of step with the wider society.

In the first place, the pursuit of good physical health may simply not be at the
top of personal agendas:
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Lifestyle interventions and social engineering are disruptive to people’s
lives and raise the political question—do people want to be healthy? This
is not a facetious question, as there is always a price to be paid for health.
For some people health is not a top priority. Some actively seek high risk
pastimes such as rock climbing, fast driving or excessive drinking.
Alternatively, health may be accorded a relatively low priority by
individuals suffering psychological difficulties or social deprivation. In
such circumstances we must ask whether people have a right not to
experience interference, and whether health promoters are in danger of
becoming a ‘safety police’?

(Kelly and Charlton, 1992:223)

The suggestion here is that good health does not have a unique value, rather
that it exists in a conceptual field that allows it to be, from time to time,
compared with and even exchanged for other desirable goals. This balancing
or ‘trading’ to maintain life quality is to be found in many recent research-
based accounts of how ‘lifestyles’ are constructed in everyday life (see, for
example, Graham (1987), Mullen (1992), Backett (1992) and Backett ¢t al.
(1994)). The clash between the idea of ‘trading off health chances for life
quality on the one hand, and a ‘medically recommended’ lifestyle on the other,
is colourfully described by Charlton:

Such is the crusading zeal of these ‘safety nazis’ that they do not require
firm, well-validated evidence before making their sweeping
recommendations (or laws) about how we should live or spend our
money. Just the suspicion of danger is enough to precipitate action, just
to be on the safe side’. There is an explicit denial of the citizen’s
responsibility for their own health. The Health Police’s model for human
goals and behaviour is as restricted as its own views: they refuse to
believe that rational and free citizens will choose to smoke tobacco, drink
alcohol, eat ‘too much’ of the ‘wrong’ foods and refuse to go jogging,
even though they know these things may be bad for their health. Normal
people, as a matter of course, will happily sacrifice the possibility of an
illness in the long term against present enjoyment.

(Charlton, 1993a:32)

Differences between the priorities and cultural values belonging to preventive
medicine on the one hand, and popular culture on the other, are illustrative of
a more pervasive discourse involving the perception and management of risk.
In the field of toxic waste hazards, for example, Brown (1992) reports that
local and professional perceptions were essentially dissimilar, and that ‘the
public’ attached quite different meanings and values to their assessments of
possible or probable health damage. A more clearly political analysis, in which
the clash between local and imposed priorities is seen as ‘a form of resistance’
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is provided by Balshem (1991), in her investigation of how an American
working-class community reacted to a lifestyle-based anti-cancer campaign. In
similar vein, our own research into heart attacks suggests that a public culture
of prediction and explanation is often more salient than ‘official guidelines’
when lifestyle behaviours are planned or assessed (Davison et al., 1991).

Gifford points out that the overall tension between professional and lay
assessments of probable harm are due to the fact that medical calculation
involves the mapping of information collected from aggregated populations on
to the unique trajectory of a single life (Gifford, 1986). The desire to guide the
behaviour of the individual by referring to the average experience of the group
has been crucial to the development of a predictive concept of ‘risk’ (Hacking,
1990). Risk, and its management, has, in turn, become a leitmotif of the mission
to control future events that has characterised social life in the ‘late modern’
period (Giddens, 1991). Nelkin and Tancredi suggest that these conceptual
developments have led to a situation in which the thinking of medical and
other élites has become dominated by an

actuarial mind set [which] is designed to limit liability and requires
calculating the cost of future contingencies, taking into account expected
losses, and selecting good risks while excluding bad ones. The individual
must therefore be understood actuarially, that is with reference to a
statistical aggregate.

(Nelkin and Tancredi, 1989:9)

DIFFERENT CRITICAL PERSPECTIVES

It is our aim in the second section of this chapter to examine the differences
between the philosophical bases and policy outlooks of a variety of critical
perspectives.  We illustrate this field by constructing a ‘spectrum’ of
perspectives, which ranges from collectivist analyses of social life on the one
hand to individualist positions on the other. In Tables 8.1 and 8.2,
comparisons are made of the ways in which different types of critique
articulate their positions in relation to two basic public health issues and two
specific ‘defining moments’ in public health policy that occurred in 1993.

We have illustrated the spectrum by choosing to describe four points on its
length. On the collectivist end, we have labelled a ‘Fabian or Marxist’
perspective. This type of approach is best represented by the positions taken
up by groups within the political left and organised labour, in conjunction with
sympathisers amongst academics and professionals (see, for example, Radical
Statistics Health Group (1987) and Tesh (1988)). The key notion for this
tendency is that the distribution of health and illness is a direct function of the
social, economic and political relations that define society. The key fact is that
the health of those in professional and managerial occupations is generally
good, while that of manual and service workers is generally poor. This
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position, therefore, concentrates on highlighting the health-damaging effects of
poverty, work, working conditions and the environmental degradation of
working-class living spaces. There is often little dialogue with professional
health education or promotion, so few basic premises being shared that
communication would be difficult, even if it were sought (which it generally is
not).

Our next illustrative position is one we have labelled ‘new public health’. A
representative statement of this perspective could be found, for example, in the
Ottawa Charter for Health Promotion (WHO, 1986a). Here, some of the
underpinning ideas of the social democratic tradition are recognised, in
particular the notion that health and health experience cannot be understood in
isolation from economic and social conditions. The new public health position,
however, identifies environment and lifestyle as key mediators in the
relationship between structural position and health experience and classifies
both as potential areas for interventions. The crucial area of operation for
promotional activities is the place where environment and culture create
lifestyle, hence there is much interest in such conceptual areas as ‘stress’ on the
one hand, and such concrete issues as damp housing on the other.

The position we have labelled ‘health of the nation’ takes its name from the
UK Government paper of the same name (Department of Health, 1992a). In
terms of preventive medicine policy and outlook, there are two main features of
this tendency. First, the importance of individual responsibility has been
underlined by the integration of individual behaviour change and the
surveillance of health-related behaviour into the formal workload (and payment
structure) of general practitioners (Department of Health and the Welsh
Office, 1989). Second, the social and economic contexts of lifestyle and
behaviour in disease causation have been implicitly downgraded by the setting
of blanket national targets for behavioural change (Department of Health,
1992a).

The fourth position, at the individualist extreme of the spectrum, is labelled
‘free market’. A good example of this is the analysis of smoking choices in the
light of Bayesian decision theory provided by Viscusi (1992). The key issue
here is that the individual freedom of citizens to make personal choices and so
design their own lifestyles is the type of inalienable right established by the
political and constitutional movements that grew out of the enlightenment. The
state, in whatever guise, therefore, has no right to intervene. A similar
philosophical perspective is to be found underpinning the various papers
concerning food and health promotion published by the Social Affairs Unit, a
right of centre ‘think tank’ of some importance in UK policy circles in the
1980s (Anderson, 1986). The political component of the free market position is
illustrated by the memorable words of one professional pro-smoking
campaigner (the Director of the pro-tobacco group FOREST quoted in Davey
Smith (1993)) who dismissed health promotion as an attempt by ‘the
socialworking class to dictate the lifestyle of the real working class’.
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Table 8.1 Approaches to two ‘basics’ of public health

Collectivist >» Individualist
‘Fabian’ or ‘New public  ‘Heatlth of the ‘Free-market’
Marxist’ heafth’ nation’ perspoctive
perspeciive porspective perspective
The Many Many of the K illness is
distribution of diseases are  major caused by
illness is a linked to diseases of personal
function of the personal industrial behaviour,
relationship behaviours sociaty are then
Production of between the  and shared rooted in individuals are
disozse economic and environments. personal free to choose
social spheres Thess exist in  behaviours health or
of collective a socialf which have a illness from a
action political social and range of
context geographical  lifestyle
distribution options
interventions  Sensitive Pathogenic The idea of
should aim at attention to lifestyles to be ‘an
social justice  pathogenic tackled at intervention'
and material  lifestyles — source — i.e,  involves the
improvement ‘empowerment’ the individuals notion of
The design of — equity in of individuals  who do them  collective
health hieatth will and should be conformity.
promotion follow communitiss  identified and Health can
interventions to choose persuaded to  only be
health change chosen by
individuals,
not by a
‘nanny’ state

on their behalf

Before referring to Table 8.2, some words of explanation are required.
Harry was an English man whose case dominated the mass media and was
hotly debated throughout the UK for a short period in 1993. Harry’s
predicament was that he was diagnosed as needing a heart bypass operation,
but was excluded from the waiting list on the grounds that his continued
smoking would make surgical intervention unlikely to succeed. The story
came to symbolise a wider question—that of whether participation in ‘risky
lifestyles’ constitutes grounds for differential access to health care. It brought
the issue of self-infliction to the centre stage of political and public discussions
of health and the prevention of illness.

Reg was a figure in a poster cigarette advertisement. He was ‘an unattractive,
ageing, bald man...making a stupid face, eyes half closed, lips pressed together
in an idiot’s leer’ (Leith, 1992). Reg, through his various poster appearances,
made pithy and humorous comments on topics of public interest, such as party
politics (‘if you drop ash on the carpet you won’t be invited again’) and the
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Table 8.2 Reactions to two ‘defining moments’ of 1993

Collectivist 3 Individualist
‘Fabian’ or ‘New public  ‘Health of the ‘Free-market’
Marxist’ health’ natiory’ perspecilive
perspective perspective perspeciive
Harry should  Harry's Give up The moral and
receive his smoking is not smoking or political issues
rightful his probletm fose your right should be
treatment. His alone. He to treatment.  shelved. Both
heart trouble  should get The exclusion smoking and
has as much treatment. But of the self- medical
Reactions to  to do with his  this is a useful inflicted sick  treatment
Harry social debate as it  could save should be
disadvantage helps to valuable NHS treated as a
as it does his  stigmatise resources for consumer’s
smoking smoking and more freely made
so facifitate deserving 'product
behaviouraf cases choices’
change
A cynical ploy Tobacco Opposed to Individual
to make profit advertising any citizens can
from misery.  must be encouragement and must
Ban it banned. of smoking. decide for
Smoking must But we must  themselves.
be stand by Companies
Reactions o stigmatised. commercial can advertise
Reg {Pius a freedoms. freely, so can
grudging Tobacco health
admiration of companies carnpaigners
some very should be if they want to.
clever socially It's a free
advertising) responsible country

greenhouse effect (‘my tomatoes do better under glass’). He clasped a cigarette
in his fingers and epitomised most successfully the image of a smoker as
someone who has enough common sense and joie de vivre to be able to hear health
warnings but make his own decision to enjoy life to the full. After inciting
strong opinions and reactions on all sides, Reg was eventually withdrawn on
the grounds that research had shown that he was particularly appealing to
young people and thus in contravention of the tobacco industry’s voluntary
guidelines on cigarette advertising (Hastings et al., 1994).

CONCLUSION

In this brief examination of the various political and philosophical bases that
underpin critiques of health education and health promotion, we have
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suggested that some key points are shared across a broad spectrum from
individualist to collectivist positions. These shared themes include criticism for
the misrepresentation or distortion of epidemiological findings, the tendency to
blame victims and sufferers for their illnesses and the unproductive and
conflictual relationship with non-medical or ‘lay’ culture.

Beyond these shared points, however, we have attempted to show how
serious differences exist between different critical perspectives, not only in terms
of the philosophies that underpin critiques of health education and health
promotion, but also on specific policy issues. While individualist tendencies
suggest that the entire project of health promotion is neither possible nor
desirable in a free society, collectivist approaches are based on the opposite
point of view. In the individualist perspective the entire enterprise of health
promotion is flawed and the only acceptable policy would be one based on the
free availability of epidemiological risk information and total liberty of product
choices. From the collectivist point of view, the individualisation of
responsibility and the attempts at cultural engineering have been wrong-
headed, but these flaws do not destroy the overall prevention project.

At heart, the differences lie in the fact that collectivist positions display an
overriding concern with equity in life chance and exposure to the risk of illness.
Health promotion, from this point of view, represents a potential weapon in
the battle against socio-economic inequalities in health. Individualist
perspectives, on the other hand, eschew any such societal approach to health
and discount health promotion as unwarranted state intervention in the life of
the citizenry.

Our suggestlon is that, in spite of a coincidence of interest and a
concordance of views in some areas, it is important that those who seek to
modify and improve health promotion do not agree too strongly with those
who seek to destroy it. We conclude with the recommendation that the
valuable babies of social justice and an even distribution of health chances are
not thrown out with the dirty bath water of authoritarianism, victim blaming
and the cruel illusion of individual control over illness and death.
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Part III

Knowledge, risk and health promotion
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Chapter 9
The development of a scientific fact
The case of passive smoking

Peter Fackson

INTRODUCTION

The concept of passive smoking, the involuntary inhalation of other people’s
tobacco smoke, has transformed the boundaries within which tobacco smoking
can be discussed (Chapman et al., 1990). No longer the sole concern of the
smoking self, the public consumption of tobacco is now projected as an activity
with serious implications for the health of others. For example, the Health
Education Authority (HEA) estimates the risk of lung cancer from passive
smoking to be ‘50 to 100 times greater than the risk of lung cancer from
exposure to asbestos’ (HEA, 1991a: 3). More directly, the Government’s
Independent Scientific Committee on Smoking and Health (ISGSH) quantifies
a 10-30 per cent increased risk of lung cancer in non-smokers exposed to
environmental tobacco smoke (ISCSH, 1988), an assessment further
conceptualised in terms of 600 lung cancer cases per year in the UK (King’s
Fund, 1988).

That these specialised, scientifically based calculations influence everyday
knowledge and experience needs little elaboration. Increasingly cast in terms of
intrusion and constraint rather than as a legitimate means of expression,
smoking is now restricted in many of the public spaces of social life: on public
transport, in shops and banks, theatres, cinemas and restaurants. Airline
passengers, for example, can now travel on ‘fresh air’ services and diners can
consult a list of establishments guaranteeing not only a non-smoking
environment but also a fine for those guests who fail to observe it (Zoday, 29 May
1991). The workplace too has been ‘sanitised’. Reflecting and reinforcing a
wider trend, the UK division of the Ford Motor Company adopted a no-
smoking policy in its offices from January 1990 (Gabb, 1990). Indeed, most
office staff who smoke can no longer do so at their desks and a local
government worker was recently compensated for the apparent long-term effects
of exposure to the cigarettes of those who once did (7%e Independent, 28 January
1993). The conceptual boundaries of tobacco smoking, then, are being
redrawn, our ways of thinking and acting transformed in relation to a
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fundamental shift in the scientific understanding of smoking and its effect upon
the health of non-smokers.

However, whilst we are prompted by these developments to think
differently about the effects and consequences of tobacco (ASH, 1993), we are
not encouraged to think differently about the ways in which the new scientific
facts underpinning them are produced:

There’s mounting scientific evidence that passive smokers face not just a
social nuisance but an actual threat to health.
(BSS, 1991:3)

Until the late 1970s, scientists thought that passive smoking was no more
than a social nuisance to most non-smokers. But research now shows
that it’s more than just a nuisance. It can also be a health hazard.

(HEA, 1987)

Thus, research ‘now shows’ and evidence ‘mounts’ as science progressively
reveals and accumulates knowledge about a preexisting reality. Moreover, in
relation to a logic and method of enquiry traditionally seen to be based upon
the ‘norms’ of universality, communality, disinterestedness and scepticism
(Merton, 1973), that knowledge is distanced both from the interests and
actions of those who identify and promote it and the wider social context in
which those practices are pursued and accomplished. The conclusions of
science ‘are true and necessary’, as Galileo put it, ‘and the judgement of man
has nothing to do with them’ (Galileo Galilei, quoted in Mulkay (1979:20)).

This chapter explores the emergence and development of those conclusions
fundamental to the construction of passive smoking as a threat to public
health. Challenging the assumptions of scientific realism, it locates the
production and content of this new medical knowledge in discourse and
process. In so doing, however, a number of commitments have been made
which require clarification.

First, the Mertonian idea that the content of science is an inappropriate
subject for sociological investigation is obviously challenged. The judgement
of man’ (sic) has everything to do with the conclusions of science—a judgement
in itself which helped underpin the shift in sociology from the ‘weak
programme’ to the ‘strong programme’, from the sociology of science to the
sociology of scientific knowledge (Mulkay, 1979; Stehr and Meja, 1984). In
general terms, this approach perceives the procedures and conclusions of
science as cultural products and argues that empirically based scientific facts
are not simply determined by the physical world but also depend upon socially
derived assumptions (Mulkay, 1984:79).

Second, it is recognised that this perspective frames a considerable range of
ontological, epistemological and methodological commitments. Bartley (1990),
for example, distinguishes the ‘laboratory studies’ (Latour and Woolgar, 1979;
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Gilbert and Mulkay, 1984), which examine the micro processes and discursive
tensions underpinning the emergence, negotiation and establishment of
scientific facts, from the wider ‘social interest’ model of explanation (Barnes
and Shapin, 1979). Here, ‘forms of knowledge or knowledge claims are to be
expected to evolve with changing wnterests, as the material position of the social
groups changes’ (Bartley, 1990:376; emphasis in the original). Finally, offering
a wider, processual account of the development of scientific knowledge, there
is the work of Thomas Kuhn (1970) and Ludwig Fleck (Fleck, 1979; Cohen
and Schnelle, 1986), to which one might add the very different conclusions of
Norbert Elias (1971;1978).

This chapter is particularly influenced by the theoretical ideas of one of the
latter group of writers: Ludwig Fleck’s constructionist account of the genesis
and development of scientific facts. According to Fleck, scientific knowledge is
produced not by accessing and accumulating facts about an external reality but
in relation to a set of theoretical interpretations of that reality. He calls these
theoretical frameworks ‘thought styles’. Thought styles contain the rules for
thinking, rules of possibility that facilitate the formation of certain ideas and
render others unintelligible. Moreover, thought styles are seen as ‘collective
phenomena’ (Cohen and Schnelle 1986:xi), made manifest by ‘thought
collectives’, groups of people sharing a particular way of thinking. Thus,
scientific knowledge is collective knowledge, inseparable from the wider
assumptions, traditions and relations of time and space. And, as a
consequence, it follows that if collective scientific thought is socially patterned,
by social institutions and historical processes, so changes to that knowledge
must also be patterned (Lowy, 1988). Thus, for Fleck, as White explains,
‘there is no linear progression of knowledge, only a changing in thought styles’
(White, 1991: 61); a gradual process in which new sets of questions are
provoked and new forms of scientific understanding developed.

Informed by these ideas, this discussion examines some of the mechanisms
involved in the development of one particular aspect of that understanding: the
construction and legitimation of passive smoking as a scientifically ‘proven’
threat to public health.!

ACTIVE SMOKING AND MEDICAL KNOWLEDGE

The phenomenon of passive smoking is a relatively new concept in medicine, a
new way of thinking about tobacco and its capacity to impact upon health.
Medical perceptions of the consequences of active smoking however, are more
firmly established. This section briefly discusses the genesis and development
of some of those ideas, ideas which confined the health effects of smoking to the
individual smoker (WHO, 1971:5) and rendered the concept of passive
smoking unthinkable. The chapter then moves on to address the question of
how a once unthinkable idea, that of passive smoking, is now not only possible
but prominent.
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In 1920 the annual number of lung cancer deaths in England and Wales was
estimated at 250. By 1960 that had risen to over 10,000 (Taylor, 1985). During
the latter part of that period tobacco smoking was identified by medical science
as the most significant contributory factor in the transformation of these
mortality patterns and trends (Doll and Hill, 1950; Royal College of
Physicians, 1962). Today this assessment appears natural and inevitable—‘the
rise in lung cancer accompanied the rise in cigarette smoking’ (Taylor, 1985:3)
—the incontestable outcome of a rational logic of enquiry. However, as Fleck
reminds us: ‘Cognition is neither passive contemplation nor the acquisition of
the only possible insight into something given. It is an active relationship...an
act of creation’ (Fleck, 1986a:49).

Moreover, as we noted earlier, it is a ‘collective act’, culturally conditioned
by a given ‘thought style’ (Fleck, 1979). Thus, when Doll and Hill and their
contemporaries (see Taylor (1985)) identified and sought to explain the
increasing prevalence of lung cancer, the way they thought as medical
scientists reflected and reinforced the way they saw the world around them.
And what they ‘saw’ were new patterns of disease mapped out on the discrete
bodies of the population. The locus of health over which medicine presided
was changing, the individual body it seemed was more susceptible to lung
cancer in the 1950s and 1960s than it was in 1920. The norm was shifting. As
Scheper-Hughes and Lock instruct us, however, the concept of #e body, let
alone that of a normal body, is ‘both naturally and culturally produced, and...
anchored in a particular historical moment’ (Scheper-Hughes and Lock, 1987:
7). Its classification as ‘matter’ and subsequent separation from mind or spirit,
for example, owes more to Cartesian philosophy than to nature and yet this
opposition is incorporated by Western culture as a fundamental natural fact’ of
human life. Indeed, it is one that informs and underpins a whole host of
oppositions embedded in our epistemology: nature and culture, reason and
passion, individual and society, even the real and the unreal (Scheper-Hughes
and Lock, 1987:8-11). As Fleck puts it: ‘we look with our own eyes but we see
with the eyes of the collective’ (Fleck, 1986b:137).

To return, then, to the scientific collectives of the 1950s, to the increasing
incidences of lung cancer in the bodies of the population and the questions
asked by medicine in an attempt to understand the phenomenon. Those
questions, as we have seen, were motivated by changing trends in the
statistical representation of the medical subject, the discrete, physical body.
More ‘subjects’ were breaking away from the medical norm, thereby
challenging the bedrock of the medical knowledge base. Traditionally,
medicine is seen to respond to such challenges by expanding that base, pushing
back the boundaries of its knowledge through discovery and revelation. If we
accept, however, in the spirit of Fleck’s constructivist sociology, that the
questions asked in a piece of research ‘largely determine the type of data
gathered’ (Boissevain, 1974:215), and that those questions are in themselves
stylistically shaped and informed, then data gathered must also be data
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produced. Intimately associated with the socio-cultural context framing its
development, all knowledge expresses the forces that make it intelligible. It is
‘stylised’. Socially contingent and historically conditioned, observation and
theory are bound together in a web of interdependencies. Consequently, the
way in which we think not only determines the way in which a problem is
perceived, but also the boundaries within which it can be resolved. And for the
investigators of the 1950s and 1960s those boundaries reflected and
reproduced a particular conception of the bio-medical scientific model.

For example, in their 1950 study Doll and Hill classify their participants as
‘cases of carcinoma of the lung, stomach, or large bowel’ (1950:741). This has
a number of implications. First, they represent the individual body, in a
diseased state, as the self-evident concern of medicine, the natural subject of
medical investigation (Hahn and Kleinman, 1983). As we have seen, this
reduces the patient to an aggregate of mechanisms and systems, an asocial
individual body. Second, the diseases to which this body is subjected are
themselves seen to possess a natural existence, an existence beyond that of the
categories and perceptions of medicine. This provokes and naturalises a
particular perception of the causation of the diseased state. Doll and Hill, for
example, seek explanation in terms of an external causative agent impacting
upon individual health: “The great increase in the number of deaths attributed
to cancer of the lung in the last 25 years justifies the search for a cause in the
environment’ (Doll and Hill, 1950:747).

Such ideas are more than ‘passive contemplation’. They are ‘stylistic’
productions, made intelligible in relation to a particular contextual logic and
rationality: a way of knowing that constructs a space between social actors and
their ‘environment’, thereby encouraging the detachment of patients from their
social contexts. A way of knowing that further reduces patients to their bodies
and ‘objectively’ defines health in terms of the absence of professionally
defined disease in those bodies. And, thus, a way of knowing that produces
knowledge not by accessing an independent reality but in relation to stylistic
interpretations of that reality.

To summarise so far: it has been argued that the epidemiological detection of
disease patterns in the 1950s and 1960s, and the subsequent discovery of
tobacco smoking as a significant influence upon them, were themselves
patterned by the scientific stylisations of health, disease and the body. Data
were not simply gathered; they were produced in relation to a particular way of
seeing and knowing the world. Medicine’s thought style represents the world
and produces its facts in relation to those representations. However, the very
stylistic frameworks that enabled medicine to see and represent the health
hazards of tobacco smoking so clearly also rendered other possibilities invisible;
‘the increasing ability to perceive necessarily involves a mounting loss’ (Cohen
and Schnelle, 1986: xxi). Thus, whilst medical science could ‘see’ the
consequences of tobacco smoking for the individual body, it was less able to
theorise connections between those bodies. The following section explores the
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genesis and development of those new scientific ideas that encouraged
medicine to make those connections, to ask new types of questions and, thus,
to produce new forms of knowledge about the relationship between tobacco
and 1ll health.

PASSIVE SMOKING-EARLY THOUGHTS

Although tobacco has been a prominent subject of medical investigation since
the 1950s, references to passive smoking are relatively few in the medical
literature prior to the early 1970s. Some research was conducted around this
time; Speer studied the relationship between cigarette smoke and the
‘subjective symptoms’ of eye irritation and headaches (Speer, 1968) and Colley
et al. (1974) looked at its impact on the incidence of pneumonia and bronchitis
in children during the first five years of life. Others assessed possible
relationships between ambient smoke and allergies (US Department of Health,
Education and Welfare, 1979) and the tolerance of exercise in angina patients
(Aronow, 1978). However, the literature lacks coordination at this point and
apart from aesthetic considerations, which have been articulated since King
James’s famous Counterblaste To Tobacco (‘a custome lothsome to the eye, hateful
to the Nose’, quoted in Gabb (1990:14)), the medicalisation of passive smoking
was minimal.

By 1988, however, a review of the ‘health hazards of passive smoking’
(Eriksen et al., 1988) produced over 80 references, many of which made the
link with disease. How was this shift in perception made possible? Dosimetry
has been identified as the first step.

Without some idea of the relative amounts of smoke constituents to
which passive smokers and smokers are exposed, it is impossible to judge
accurately evidence of the alleged health effects of passive smoking.

(Lee, 1984:190)

However, without some idea that things can be reduced to their constituent
parts in the first place, there can be no notion of dosimetry. Passive smoking may
be a new conceptual development but it is based upon an established way of
thinking. As we have seen, medical discourse reduces and disaggregates; it
fragments before it rebuilds and produces its facts. And this logic is apparent
here as medical science strives to articulate the possibility of tobacco smoking as
a threat to public health. For Lee such strivings are in vain—“there is no
convincing epidemiological evidence that exposure to environmental tobacco
smoke (ETS) results in an increased risk of lung cancer, heart disease or any
other disease in nonsmokers’ (Lee, 1992:xix)—but the point that is principally of
interest here is the conceptual transformation of tobacco smoke taking place in
relation to the dosimetric argument. Smoke itself is being subjected to the
scientific gaze, but in becoming a focus of scientific attention it is ‘recreated’ by
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it, reproduced in style. Thus, no longer just smoke, it is now represented as an
aggregate of ‘smoke constituents’, a representation that is projected as
inevitable and given. For example, Shephard argues that: ‘it is usual to
distinguish the discontinuous or particulate phase of cigarette smoke from the
continuous or gaseous phase’ (Shephard, 1982:17). The particulate phase
includes such substances as tar, nicotine and benzene and the gaseous phase
consists, amongst others, of carbon monoxide, ammonia and hydrogen
cyanide (ASH, 1989). Such classifications, of course, are not inevitable. They
are only ‘usual’ within the frameworks of scientific medical thought but, as
with the notion of the discrete, mechanistic body and the independent
existence of disease, these productions are projected as natural and
incontestable. More importantly, they also redefine the possibilities of
understanding.

For example, having deconstructed tobacco smoke and projected this new
knowledge as ‘usual’, beyond reproach, the Surgeon General then reassembles
the parts to fabricate a new type of whole. She or he conceptualises the
constituents of cigarette smoke in terms of three different categories: most
likely health hazards (for example, tar), probable health hazards (for example,
nitric oxide) and possible health hazards (for example, benzene) (Shephard,
1982:18-19). A number of points are worth noting here. First, this new way of
perceiving tobacco smoke reinforces the notion of scientific enquiry as a linear
process of revelation and knowledge accumulation. Medical science may not
yet know the full extent of the ill-effects of inhaling nitric oxide but it does
‘know’ that it is probably more hazardous than inhaling benzene. Mapped on
to this hierarchy of hazards, then, are images of the progressional nature of
scientific understanding, its capacity to gradually reveal and accumulate facts
about external phenomena. Second, the reconceptualisation of substances such
as nitric oxide as ‘probable health hazards’ popularises esoteric knowledge.
Thus, scientific facts are packaged for popular consumption and so too, of
course, is the logic of enquiry that produced them.

However, despite these developments, dosimetry is largely considered to
have been ineffective as a mechanism for conceptualising and communicating
the idea that tobacco smoke was harmful to the health of nonsmokers. Lee
(1984), for example, challenges the methodology of several studies designed to
measure levels of exposure to environmental smoke (for example Repace and
Lowrey, 1980). And Horsfield, discussing the issues involved in general terms,
points to the complex relationship between such variables as exposure to the
numbers of people smoking and cigarettes smoked and concludes that ‘there is
no satisfactory way of measuring passive smoking’ (Horsfield, 1984:179).
However, this ‘stylistic’ concern, whilst promoting certain ideas also prevents
others from being articulated. Crudely, a way of thinking that constructed
knowledge in relation to discrete bodies in a state of disease was ill-equipped to
theorise connections between bodies, particularly those out of disease. Problems
of measurement, therefore, were accompanied by the more pressing
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sociological problem of the nvisibility of the passive smoker. The subject of
enquiry, necessarily one characterised by connections and relations, appeared
difficult to conceptualise in a discourse that reduced and disaggregated the
phenomena of its investigations. Dosimetry reflected and reinforced those
constraints.

Following Fleck, however, we have seen that scientific knowledge is socially
produced in relation to the possibilities of style rather than by accessing an
external reality. Scientific facts are creations, productions of a particular way of
seeing. Such productions, however, are more than static creations. They also
feed back into the processes of construction and impact upon those processes.
Thus, the stylistic processes that initially facilitated the connection between
cigarette smoke and disease and further led to the reconstruction of that smoke
in terms of its chemical components, were themselves influenced by the nature
of their productions. Further, one of the most significant productions
underpinning medicine’s shifting perception of the relationship between
tobacco smoking and ill health is the idea that a cigarette generates two types
of smoke.

MAINSTREAM AND SIDESTREAM SMOKE

Roughly 75% of the smoke from a lit cigarette goes straight into the air
as sidestream smoke. The smoker inhales 25% as mainstream smoke,
and breathes half of this out again. In total, 85-90% of cigarette smoke
gets into the air which others breathe.

(GASP, 1982:1)

The categories of mainstream and sidestream smoke are by no means the only
ones produced by medical discourse. Shephard, for example, identifies four
other types of smoke generated in the act of smoking a cigarette; smoulder-
stream, glow-stream, effusion-stream and diffusion-stream (Shephard, 1982:
24). These constitute subcategories of sidestream smoke, further classifying it
in terms of its point of departure from the cigarette (filter, burning tip, etc.) and
in relation to different stages of the smoking process. However, the sidestream/
mainstream dichotomy, conceptually differentiating all unfiltered smoke from
that drawn through a cigarette prior to inhalation, is considered to be the most
significant scientifically.

Sidestream smoke, it is argued, is chemically distinct from that of the
mainstream. It has a higher carbon monoxide content and is comprised of
smaller particles which ‘are more likely to deposit in the most distant alveolar
portions of the lung’ Byrd et al, 1989:209). Thus, sidestream smoke is
projected as a natural entity, something ‘out there’, like disease, beyond the
categories of medicine. Following Fleck, however, we can see that, far from
simply being ‘out there’, sidestream smoke is also very much a product from
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within, a concept related to the processes and perceptions of stylised scientific
investigation. Science reduces and reconstructs the phenomena of its
investigations and produces rather than reveals its facts. And with the
distinction between mainstream and sidestream smoke what is produced, in a
sense, is smoke for the smoker and smoke for the non-smoker—‘the smoker
inhales mainstream smoke... [the rest] gets into the air which others breathe’
(GASP, 1982:1). Two types of smoke; two types of social actor. Now we’re all
affected, both by tobacco smoke and the categories of medical science.

The implications of this new scientific ‘fact’ for the promotion of passive
smoking as a threat to public health are significant. The early attempts to
construct environmental tobacco smoke as a threat to public health foundered,
principally, because of the conceptual invisibility of the passive smoker. A
discourse stylistically motivated towards detachment was less able to ‘see’ the
consequences of involvement. The ‘discovery’ of sidestream smoke created the
capacity to see the previously unseeable and know the previously unknowable
within the stylised boundaries of scientific cognition. Moreover, this stylistic
ordering and reordering of reality reflects and reinforces a number of wider
processual patterns, one of which has been illuminated by Frankenberg
(Frankenberg, 1992).

Frankenberg describes the sick, in the history of epidemics, as a ‘powerless
other’ and the well as a ‘powerful same’. Having been identified, the former
must go on to lose their ‘otherness’ and, in the interest of the latter, become the
same as the ‘same’. And following the development of sidestream smoke as
scientific fact, this idea of a same and an other—a soaal sidestream and
mainstream—characterised subsequent medical investigations of passive
smoking and transformed its understanding of the phenomenon. These studies,
commonly referred to as the ‘spouse as index’ studies (for example, Garfinkel
(1981), Hirayama (1981) and Trichopolous et al. (1981)), examined morbidity
and mortality rates amongst the spouses of tobacco smokers. They produced a
range of results and provoked a variety of responses, but the important point
for the purposes of this discussion is that the stylistic reordering of our social
perceptions has been made. Whether one accepts that ‘continued exposure to
their husbands’ smoking increased mortality from lung cancer in non-smokers
up to twofold’ (Hirayama, 1981:184) or one believes that the effect of passive
smoking is ‘at most quite small, if it exists at all’ (Lee et al., 1986:104), our
social ‘sameness’ or ‘otherness’ is stylistically defined. Moreover, it is done so at
an individual level rather than a social one and, thus, the social forces that
shape and underpin our social lives such as class and spatial location are
marginalised. In claiming to see certain connections between previously
discrete bodies and projecting those connections as privileged, then, medical
science renders other possibilities unintelligible. Our ‘sameness’ or ‘otherness’
is represented as a matter of personal responsibility, a point central to the work
of those writers involved in the critique of individualistic and victim blaming
ideologies in health promotion discourse (Crawford, 1977; Graham, 1984).
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To recap, I have argued, following Fleck, that medicine’s understanding of
tobacco as a threat to health involved more than a broadening of the medical
knowledge base. Scientific knowledge is produced in relation to the possibilities
of style rather than by accessing an external reality. The separation of tobacco
smoke into chemical components and the reconstitution of those components
into mainstream and sidestream smoke enabled medical science to ask a new
set of questions about the relationship between tobacco and ill health and,
ultimately, to produce new forms of knowledge about that relationship.
Furthermore, I have argued that this stylistic ordering and reordering of reality
can be mapped on to wider processual patterns and Frankenberg’s images of
the ‘other’ and the ‘same’ enabled us to interpret some of the relationships
between this new scientific knowledge and those wider patterns of process.
This culminated in the observation that our social connections and identities
were being stylistically (mis)represented as individually controlled and directed.
In the final section, I shall explore another set of mechanisms involved in the
production of this privileged, new form of knowledge with a view, once again,
to locating their emergence and development in style and process.

THE STYLISATION OF VISIBILITY

As we have noted, the reconstruction of tobacco smoke into a mainstream and
a sidestream and the subsequent stylistic reordering of populations in terms of
a ‘same’ and an ‘other’ encouraged medical science to ask new types of
questions about the relationship between tobacco and ill health. No longer
confined to the individual body, the health effects of tobacco smoking could
now be traced through the stylised spaces and connections between bodies.
Such thoughts encourage all bodies to come into the view of medical science.
Indeed, no longer simply seen in terms of diseased/not diseased and, therefore,
of differing interest to medicine, now all bodies are made visible for medical
scrutiny. Moreover, it is a process that is grounded in the very procedures of
medical investigation as well as its linguistic categories. One such procedure
involves the utilisation of ‘biochemical markers’ as indicators of the extent to
which nonsmokers are exposed to environmental tobacco smoke. According to
Lee (1988) the use of biochemical markers is a function of ‘the possible
unreliability of smoking habit information collected by self-report’ (Lee, 1988:
13). For the purposes of this discussion, however, it also illuminates the way in
which developments in scientific thinking and practice stylistically construct a
world they purportedly reveal. Three groups of markers are commonly used,
those based upon carbon monoxide, thiocyanate and nicotine (and its
metabolite cotinine), and they are typically measured in samples of blood,
urine and saliva. Lee questions the effectiveness of them all but effective or
otherwise, all are used to demonstrate the passive absorption of tobacco smoke
by non-smokers. A number of points are of interest to us here. First, the use of
biochemical markers promotes and legitimises the idea that bodies now ‘reveal’
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the imprint of their connections with other bodies. No longer discrete and
independent, bodies are now connected and interdependent. As we have seen,
however, such knowledge is based upon the stylisation of our social identities
rather than their revelation.

Second, since all bodies are embraced by the medical gaze—even in ‘health’
they are now the legitimate concern of medicine—they are all subject to the
privileged readings of medical science. By its privileged readings of those
bodies, science legitimates its claims based upon those readings—claims that, as
Zola pointed out some time ago, extend the boundaries of medical
involvement in our lives (Zola, 1972). For example, alongside the ‘traditional’
reasons for giving up smoking—T'll have less chance of getting lung cancer’—a
recent No Smoking Day publication lists a number of others seemingly
unrelated to bio-medical thought: T1l have more self-respect, I'll be more in
control of my life’ (No Smoking Day, 1994). Thus, life chances and self-respect
become inseparable from health issues and both are promoted as individual
concerns. Once again, the social forces that frame our lives and shape our
identities are obscured, misrepresented in style.

Third, this notion of the stylisation of connections rather than their
revelation is heightened by the actual scientific practices involved in the
reading of biochemical markers. The presence of cotinine in urine, for example,
is scientifically accepted as an accurate indication of nicotine absorption (Wald
et al, 1984; Greenberg et al, 1991). However, nicotine is not in itself
considered to be carcinogenic (Greenberg et al., 1991). Its importance is based
upon its relationship with other smoke constituents that are classified as
carcinogenic. These remain hidden in the body and can only be rendered
visible by way of association. However, as we have seen, those practices of
association—enabling one set of properties to be identified in relation to another
—are themselves implicated in the processes of knowledge production. Thus,
visibility is produced rather than revealed; a new form of knowledge is made
possible by shifts in a way of thinking, shifts intimately related to the notion of
a social sidestream and, subsequently, to that of a reconstituted medical subject.

Finally, and in relation to the last point, the concept of biochemical markers
not only stylistically ‘marks out’ the relationships between bodies, it is also
involved in a process of ‘marking out’ a new set of possibilities concerning the
health of those bodies. For example, in an analysis of the body in consumer
culture, Featherstone argues that an increasing ‘emphasis upon body
maintenance and appearance...suggests two basic categories: the inner body
and the outer body’ (Featherstone, 1991a:171). The former articulates
concerns about the functioning and maintenance of the body; the latter
embraces ideas, amongst others, about its appearance and presentation. Within
consumer culture, he continues, the two ‘become conjoined’: ‘the prime
purpose of the maintenance of the inner body becomes the enhancement of the
outer body’ (Featherstone, 1991a:171).
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Without wishing to pursue the point too far, then, one might see the stylistic
marking of the inner body as part of a process that also maps out a series of
implications for the outer body. Indeed, in much the same way as No Smoking
Day promoted enhanced life chances and self-respect as benefits of abstaining
from tobacco smoking, so the Health Education Authority promotes aesthetic
gains: ‘You'll smell fresher. No more bad breath or stained fingers or teeth.
You'll be nicer to be with. Remember the slogan kiss a non-smoker and taste
the difference’ (Health Education Authority, 1991b:2-3). Thus, notions of
social attractiveness become ‘conjoined’ with bio-medical issues; the aesthetic
becomes ‘marked out’ in relation to the new facts of science.

It is the argument of this chapter, then, that whilst we are being encouraged
to think differently about the relationship between tobacco and ill health, we
are not encouraged to think differently about the scientific facts underpinning
and legitimating this conceptual shift. Informed by Fleck’s idea that scientific
knowledge is produced in relation to the possibilities of stylised thought, this
essay offers a constructionist account of this process, an account which
examines in detail some of the mechanisms involved in the emergence and
development of passive smoking as scientific fact.

It has been suggested that one of the most significant of those mechanisms
involves the idea that a cigarette generates two types of smoke. Thus, in
relation to a particular cultural style of thought that deconstructs and
reconstructs the phenomena of its investigations, the reduction of tobacco
smoke to its chemical components and the reconstitution of those parts into
mainstream and sidestream smoke provoked medical science to ask a new set
of questions about the relationship between tobacco and ill health. Those
questions then made it possible for medicine to conceptualise the effects of
tobacco beyond the individual body and rendered the previously invisible
passive smoker visible to medical scrutiny. Furthermore, it was suggested that
these stylistic developments could be mapped on to deeper processual patterns,
notably those identified by Frankenberg’s images of the ‘other’ and the ‘same’
and that the ideas and practices associated with biochemical markers, marking
out the body in the cultural terms of medical science, also marked out our
conceptions of our sameness/otherness in terms of our perceptions of the social
body and our place in it. This was then extended to incorporate a brief
discussion of the changing nature of health, in which the ‘legitimate’ aesthetic
appearance of the outer body was seen to be being marked out in conjunction
with the stylised representation of the inner body.

NOTE

1 This chapter draws upon some material discussed at greater length in Jackson
(1994).



Chapter 10
Accidents and the risk society
Some problems with prevention

Fudith Green

INTRODUCTION

Accident prevention has become a key area for health promotion, with recent
policy initiatives recommending educational interventions to reduce accident
rates. Such strategies have had little documented success. This chapter first
examines how ‘lay’ views of accidents are constructed in professional accounts
as the problem to be overcome in achieving successful accident prevention.
Second, it explores lay and professional accounts through data from an
exploratory study of how we construct the accidental in everyday life. These
accounts suggest some explanations of the failure of accident prevention.

RISK AND ACCIDENT PREVENTION

Risk has become somewhat of an obsession in sociology of late, and calculation
of risk has been seen as a key characteristic of modern life. In his analysis of
the implications of modern high risk technologies, for instance, Beck (1992a;
1992b) claims that we are no longer primarily divided by access to wealth, but
by our relative susceptibility to risk. For Giddens risk is the dominant
organising principle in contemporary culture: To live in the universe of high
modernity is to live in an environment of chance and risk... Fate and destiny
have no part to play in such a system’ (Giddens, 1991:109).

Castel further argues that discourses of risk have emerged as the technique
by which prevention has been made possible as a strategy (Castel, 1991). This
focus on the role of risk calculation and its implications for how we perceive
fate and destiny seems a useful point of departure for an analysis of current
policy in accident prevention. If we can take Giddens’ statement as a workable
summary of aspects of contemporary discourse, or at least the cluster of beliefs
that relate to causality and legitimate ways of imputing it, we find that the
accident, as it is conventionally constructed by accident prevention literature,
has no place.

What are accidents? In everyday usage, the label ‘accident’ is used for a
large and seemingly disparate range of events. A list of such events might
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include an industrial injury, an unintended pregnancy, incontinence in
children, a broken plate and a car crash. Little unites the outcomes of these
events, but they are grouped together by assumptions about their cause. An
accident, ideally, is characterised by lack of intention (no one meant it to
happen) and by unpredictability (no one knew it was going to happen just then).
An accident is apparently something that happens ‘out of the blue’ that no one
can be blamed for.

Health promotion is largely concerned with a particular subset of the
misfortunes we label as accidental: those that result in a recognisable injury.
These injuries cause a considerable amount of death, disability and distress and
the risk factors for them have been the subject of increasing study since the
middle of the twentieth century. In recent years national and international
policy initiatives have encouraged research into accident rates and
interventions to try to reduce those rates. In 1985 the World Health
Organisation set a target for reducing accident mortality in Europe by 25 per
cent by the year 2000, by concentrating specifically on home, road and
occupational accidents (WHO, 1985). Given that this target was likely to be
surpassed in Britain, the Department of Health’s (1992a) strategy document
The Health of the Nation set new targets:

A. To reduce the death rate for accidents among children aged under 15 by
at least 33% by 2005 (from 6.7 per 100,000 population in 1990 to no more
than 4.5 per 100,000).

B. To reduce the death rate for accidents among young people aged 15-24 by
at least 25% by 2005 (from 24.0 per 100,000 population to no more than
18.0 per 100,000).

C. To reduce the death rate for accidents among people aged 65 and over by
at least 33% by 2005 (from 56.7 per 100,000 population to no more than
38 per 100,000).

(Department of Health, 1992a:104)

Health promotion operates within a discourse of risk and its management in
which the accident, as a random misfortune over which one can have no
control, has no obvious place. The accident becomes something other than the
unforeseen outcome of coincidence or fate. As epidemiology maps an ever-
increasing range of risk factors for accidental injury and their social distribution
becomes more exactly known, the accident becomes patterned and predictable.
Having an accident results no longer from fate but from ignorance,
miscalculation or the deliberate negligence of known risks. Accidents, in short,
should no longer happen.
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MOUNTAIN ACCIDENTS—-AN EXAMPLE

The annual statistics produced by the Lake District Search and Mountain
Rescue Association (LDSAMRA, 1992) provide an initial example of this
contemporary view of accidents as constructed through an analysis of risks.
The annual report describes 255 cases of ‘Mountain accidents’ which occurred
in 1991. For each case, details of the type, site and outcomes of the accident,
prevailing weather conditions and the time of the call-out are listed. In addition
details relating to the victim are given: demographic information, the type of
clothing they were wearing, the equipment they carried, and an assessment of
their experience. Examples include falls while walking and climbing as well as
rescues of those suffering from hypothermia after becoming lost or benighted.

One implication of these data is that there are two levels of cause for each of
these misfortunes. First is the immediate cause, for instance, slipping on a wet
path or collapse. But before this were the conditions that made such an event
more likely, such as the environmental and other factors that can be used to
predict ‘an accident waiting to happen’. Thus the inadequacy of a walker’s
clothing is noted, or their lack of experience. Victims miscalculate risks by
underestimating the weather; they flout safety by wearing inappropriate shoes
and clothing and they display ignorance of risks in their lack of experience.
Interestingly, responsibility is not inferred from any causal link between the
miscalculation of specific risk and the particular injury sustained. Ignoring or
miscalculating risks such as weather or inadequate clothing implies somehow a
more general culpability. In one case, for instance, a man suffers spinal injuries
and a fractured scapula in circumstances that do not appear to require any
particular precautions. His accident happens thus: ‘On walk from car park to
pose for a photograph, fell backwards over a boulder’ (LDSAMRA, 1992:Case
208). It 1s still noted that his clothing consisted of ‘canvas shoes, town clothes’
and that his experience was ‘doubtful’.

Luck, it seems, has been evaporated in this environment of known (or at
least knowable) risks. Indeed it is mentioned only in the context of avoiding
the consequences of negligent action. In one case (LDSAMRA, 1992:Case 24),
for instance, a man who was solo climbing fell 500 feet and sustained a
sprained neck and lacerations to scalp and nose. The outcome was described
as ‘very lucky’ in parentheses, which it may well have been, but there is no
suggestion that any of those who suffered accidents may have been ‘unlucky’
in that it happened to them. Indeed the public information at the end of the
report (see Figure 10.1) explicitly holds the victim responsible. ‘British
mountains can be killers’, it notes, ‘if proper care is not taken’ (LDSAMRA,
1992:66). If proper care is taken (a daunting prospect involving predicting not
only the weather and the physical environment but also protecting against what
the recommendations call ‘plain damned carelessness’) accidents should not
happen.
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HEALTH PROMOTION: THE REPORTED
CONFLICT BETWEEN LAY AND PROFESSIONAL
VIEWS

These two strands of risk and preventability resonate with the key concerns of
contemporary health promotion. There is a professional voice in the literature
on accident prevention that constructs as a foil a contrasting lay’ voice. The
professional construction of accidents (as predictable from known risk factors)
engages in a constant dialogue with an off-stage ‘lay’ construction, which is
reported to stress fate and therefore unpredictability. The lay view is presented
as only looking at the individual event. This leads, it is implied, to a misguided
and anachronistic view of accidents as unpredictable and therefore
unpreventable. For health promotion, these lay beliefs form a barrier to be
overcome in the campaign to reduce accidents. This can only be achieved if
the individual misfortunes that we call ‘accidents’ are seen as part of a rate—as
part of a larger pattern which makes sense.

Here are just a few examples of how this debate is presented in the
literature:

Accidents are not totally random events striking innocent victims like
bolts from the blue, although they are often described in this way.
Accidents have a natural history in which predisposing factors converge

to produce an accidental event.
(Stone, 1991:61)

It is vital to counter the view of accidents as random events due to bad
luck.
(Henwood, 1992:26)

A handbook produced for health workers by the Child Accident Prevention
Trust notes the ‘common-sense’ usage of the term accident relating to ideas of
chance and premeditation, but says that accidents are on the whole predictable
events and ‘there is a base for intervention and preventive action’ (CAPT,
1989). At its least compromising, the professional view completely dissolves
the accident:

Nearly all ‘accidents’ contain an element of neglect by exposure to risk,
except those accidents which are true acts of God. Some would argue that

these too can be avoided by appropriate action.
(Polnay, 1992:105)

There is, then, a professional orthodoxy that all accidents are preventable, and
that it is necessary to educate the public to abandon fatalistic views which
hold them to be otherwise. Given that accidents are constructed as essentially
preventable events, it may be useful to look at the range of strategies proposed
to prevent them before examining the success of these strategies.
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Conventionally, the main accident prevention strategies are divided into the
‘3 Es’: education, engineering and enforcement (see, for instance, CLiff (1984)).
Education involves raising awareness of risks and how to avoid them.
Examples might include road safety training for children or leaflets about
hazards in the home. Engineering refers to changing the environment to either
reduce the risk of an accident happening or to reduce the damage of an
accident that does happen. The development of flameproof material for
nightdresses and child-resistant aspirin tops are engineering Interventions.
Enforcement involves introducing legal sanctions against behaviour likely to
either cause accidents or increase the risk of damage from accidents, such as
legislation making wearing helmets compulsory for riding a motorbike.

This obviously gives much scope for preventative action, and The Health of
the Nation (Department of Health, 1992a) has suggestions for achieving targets
that fall into all three categories. There is some evidence that both engineering
and enforcement strategies can reduce the mortality rates from specific
hazards. The introduction of legislation to enforce seat belt use for drivers and
front seat passengers in Britain in 1983 is one example of an ‘enforcement’
strategy that achieved the aim of reducing mortality and serious injury to
drivers (Department of Transport, 1985). Engineering approaches have also
had some documented successes. The introduction of flameproof material for
nightdresses and the child-resistant pill bottle tops reduced mortality rates in
childhood from burns and poisoning respectively (Croft and Sibert, 1992) and
changes to road layouts to separate pedestrians from motorised traffic have
been shown to reduce childhood road traffic accidents (Sutherland, 1992). The
‘Children can’t fly’ campaign in New York, which distributed free window
guards for families with pre-school children, significantly reduced the mortality
from falls from windows (Spiegel and Lindaman, 1977).

In contrast, there has been paltry evidence that educational interventions
affect accident rates (Croft and Sibert, 1992). Despite this, they are the most
commonly used and advocated strategies. One review of accident prevention
interventions found that the majority were those designed to raise awareness
or increase knowledge (Popay and Young, 1993). The Health of the Nation shared
the preference for educational interventions, noting: ‘the government will rely
primarily on information and education and will avoid the imposition of
unnecessary regulations’ (Department of Health, 1992a:106).

Research provides few grounds for optimism about the likely success of such
approaches. One study of accidents to children (Carter and Jones, 1993), for
instance, found no significant differences in either knowledge about safety or
even in ownership of safety equipment between parents of children who had
had accidents and those who had not. The authors still concluded that what
was needed was ‘more education’, opportunistically at the child health
surveillance clinic and during home visits. Melia et al. (1989) studied the homes
of children who had reported an accident to hospital and a group of matched
controls. Although they found that those who had had accidents were more
likely to have fathers who were unemployed and have had an upset at home
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over the last twelve months, there was no significant difference in the number
of safety hazards spotted by health visitors in the homes of the two groups of
children. Hazards were the unsafe practices that are the target of much health
promotion aimed at parents: absence of fire-guards, loose flexes, access to
matches, windows openable by children and loose stair carpets.

Despite such findings, education continues to be offered as a universal
panacea for reducing the number of accidents. One paper on accidents to the
elderly noted the complex chain of causation of accidents, concluding that:
‘We had difficulty attributing an event to any one factor. Most resulted from
an interaction of environmental hazards, physical disability, and carelessness or
excessive risk taking’ (Graham and Firth, 1992:32). However, the authors still
suggested that the key question for accident prevention was ‘whether an
education programme for the whole elderly population or specific targeting of
selected patients would be more effective in reducing home accidents?’
(Graham and Firth, 1992:32).

In this epidemiological research, the implication is that the failure of
educational initiatives and prevention policies (or at least their lack of
documented success) is attributable to the persistence of lay beliefs that hold
accidents to be unpredictable and therefore unpreventable. Sociology has been
more concerned with the structural barriers to prevention.

Roberts and her co-workers (Roberts et al., 1992;1993), for instance, in their
work on safety on a Glasgow housing estate, suggested a structural critique of
accident prevention strategies. They found that although professionals adopted
a model which held accidents to be caused by negligence and believed that
more education was needed, parents were actually well aware of risks, in fact
more aware of specific local dangers than professionals. They took a
considerable range of actions, both individually and as campaigners, to keep
their children safe, and of course managed to do so almost all of the time.
Education aimed at increasing awareness of dangers merely tends to increase
maternal anxiety as hazards were often environmental ones that little could be
done about by individual carers: sockets with no on/off switches, balcony
railings which toddlers could crawl under and unguarded holes left by
workers. In addition to the physical dangers of the environment, the sheer cost
of providing all the recommended safety equipment to prevent home accidents
was prohibitive for families on low incomes.

Such a structural critique implies one explanation for the persistence of
educational strategies despite their lack of success: that they focus attention
away from the structural inequalities which pattern accident rates and utilise
what Crawford (1986) has called a ‘victim blaming’ ideology. This explanation
has received some attention from Tombs (1991), in his analysis of ideologies of
‘accident prone workers’ in the chemical industry, and from Naidoo (1986:25-
6) in her comment on the individualistic ideologies of media campaigns to
promote home safety, which ignore the social distribution of accident risks and
mitigate against collective action.
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IS THERE A DIFFERENCE BETWEEN LAY AND
PROFESSIONAL PERSPECTIVES?

Such structural critiques offer a convincing account of the persistence of
education as the key strategy of health promotion, despite the lack of
demonstrated success. Here, I would like to argue that there is perhaps a more
fundamental tension at the heart of the idea of accident prevention that makes
failure predictable. This tension is not, as has been suggested by the literature,
between ‘lay’ and ‘professional’ beliefs, but rather lies within our ideas of the
accidental itself. First, although lay beliefs are presented as being about the
unpredictability and lack of blameworthiness of accidents, even the most
cursory look at what people say about accidents reflects more ambiguity than
this, as is apparent in colloquialisms such as ‘it was an accident waiting to
happen’, ‘accidents will happen’ and the ironic ‘we could arrange for you to
have an accident’. Such folk wisdom implicitly acknowledges that accidents are
both random, unpredictable events on an individual level, but patterned and
predictable at a statistical level. The remainder of this chapter explores this
tension using some data from a pilot study on how accidents are constructed as
a category of misfortune. The way in which accidental happenings are
described and debated suggests far more complexity in our ideas about accidents
than the mere persistence of beliefs in fate and luck.

The data used are from interviews with people chosen for their expertise on
some aspect of accidents. Many people in modern life have some formal or
legitimate role in the monitoring, analysis or prevention of accidents. Six of
these interviews were with people who identified themselves as having some
professional concern with accidents or their prevention. They were an actuary,
an astrologer (with a particular interest in the astrology of accidents), an RAF
doctor, two Home Accident clerks (who are the people responsible for
collecting statistics as part of the Department of Trade and Industry’s Home
Accident Surveillance System) and a health visitor. Five interviews were with
groups of children aged between 5 and 11, who are the major subjects of much
accident prevention, and thus key ‘lay’ people. All interviews were audio-taped
and transcribed. The following is based on an analysis of these transcripts.

WHAT PEOPLE SAY ABOUT ACCIDENTS

First, all of those interviewed, whether ‘lay’ people, like the children, or
‘professionals’, like the actuary whose work perhaps epitomises the modern
mapping of risk, readily identified the kind of event that they would label ‘an
accident’. They provided definitions which appeared to coincide with the ‘lay
view’ that emerged from the accident prevention literature. They all, in
summary, could provide a general definition of an accident which stressed the
unpredictability or the blamelessness of the act:
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‘An accident is something that goes wrong...by accident that actually
hurts you’ (Amelia, age 8).

‘Things like electrocuted yourself by accident...you can’t predict that’
(Actuary).

‘An accident for me is a bodily mishap that happens to people without
any intention of hurt, either on the part of the sufferer or the agent’
(Astrologer).

‘It’s people falling down the stairs, breaking plates in the sink...half the
time when you ask a question how they done it, they’ve just tripped for
no apparent reason’ (Home Accident Clerk 1).

‘It’s a coincidence, like. Some people get accidents and some don’t’
(Leroy, age 10).

However, it soon becomes clear that these initial working definitions only
serve for ideal or hypothetical cases. When people begin to talk about actual
events, they described accidents as neither unambiguously unpredictable nor
unambiguously morally neutral.

Unpredictability

First, specific accidents may not be unpredictable: some may appear to be
inevitable, as Amelia and Jessica note:

Amelia (age 8): ‘Some of them are going to happen anyway/
Jessica (age 6): ‘Yeah, because there might be a bomb and it’s got to blow up.’

The actuary talked about accidents first as specific events, which could not be
predicted and which would, as he put it, ‘come out as a sort of blip’ in the
statistics. But in this respect they were like any of the other uncertainties that
he dealt with, and would be averaged out:

‘They [life assurance firms] might look at the stats on accidental death
and say ‘are they significant?’ If...they were getting a significant number
of accidental deaths they would have to [load the premiums] but typically
it’s the case that things even themselves out’ (Actuary).

For him, however carefully the rates of events (be they accidents or any other
misfortune) were mapped, you could still not predict any individual event:

‘This guy...might look as healthy as can be, a good risk, and then he just
pops his clogs’ (Actuary).



124 ACCIDENTS AND THE RISK SOCIETY

This contrast between the predictable and unpredictable is presented in
epidemiological terms by this professional: the argument that population
statistics are not very useful for predicting what is going to happen to a
particular individual. Other respondents also made a distinction between the
predictable and the unpredictable, though, even if not in these epidemiological
terms. They talked about different classes of event rather than different levels
of measurement.

One of the home accident clerks, for instance, thought that accidents could
be divided into two kinds, those that could be prevented because the causes
were known:

‘I mean most of it is carelessness, but if people could be made more
aware perhaps they would, you know, like they’ve got curly flexes for
kettles and so on’ (Home Accident Clerk 1),

and those about which nothing could be done because they were genuinely
random occurrences that were not predictable:

‘Some, as I say, I suppose what I call the sensible accidents can be
helped. But as I say the children falling from swings, youll never stop
will you?” (Home Accident Clerk 1).

Her colleague likewise initially attributed half of the accidents she saw to:

‘Stupidity really, carelessness, which half of the accidents come from’
(Home Accident Clerk 2),

and the other half as ‘proper’ accidents, which could not be prevented: “They
just happen’ (Home Accident Clerk 2). Even these remaining ‘ideal’ accidents
were not, though, purely random occurrences. First, the idea of the ‘accident
prone’ individual serves to reduce the unpredictability:

‘My eldest one is always falling down the stairs, always rushing about. I
bet she falls down the stairs once a week, honestly. ‘Cause she’s erratic
mainly. There’s nothing wrong with the stair carpet, it doesn’t matter
whether she’s got boots or slippers on’ (Home Accident Clerk 2).

Second, other agents, such as local councils who failed to maintain uneven
pavements, or the unsafe conditions of local bed and breakfast accommodation
for young families, were mentioned as contributing to the conditions that made
such accidents more likely. Such agents, as well as the victim, may also be held
culpable in the final analysis of the event. Blamelessness, like unpredictability,
only described accidents in general. Particular accidents were the subject of
considerable moral enquiry.
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Moral Neutrality

The label ‘accident’ is awarded only provisionally, and seems to designate an
event within the legitimate arena of moral negotiation. It is also a label which is
constructed through a process of such negotiation. This negotiation is reported
to first be with oneself, for negligence:

‘When [daughter] caught her finger in the train door, I thought “why did
we sit in that part of the carriage”—the door slammed and that was her
finger...you do feel quite guilty and that—I really thought it was my fault
I'd sat her there’ (Home Accident Clerk 2).

‘I was on a step ladder and thought I was on a stool...and went to step
off and I was four feet in the air instead of two feet... It was my fault—
stupid, careless!” (Home Accident Clerk 1).

Although one might refer to such events as ‘accidents’ they are clearly not
purely blameless events. Only accidents in general could be described as ‘no
one’s fault’ and most specific instances could be traced to particular causes,
with blame potentially attaching either to the victim or another for negligence.
The actuary, for instance, suggested Acts of God as classic accidents, but when
asked to think of instances, could only identify being struck by lightning:

‘being hit by lightning or something like that, or being drowned at sea
would count—or it might do...but it wouldn’t be an act of God, it would
be an act of negligence on the part of the ship’s captain’ (Actuary).

Similarly, he said, most traffic accidents would involve some human agency:

‘they’re a crap driver [or] if their brakes fail, it’s the fault of the mechanic
who serviced their car’ (Actuary).

It is apparent that there are no events that are unambiguously accidental in
terms of the definitions first suggested—the term emerges as a provisional
category only, and one which is open to negotiation. Indeed, in conversations
with children, it seems that stories about accidents serve specifically to organise
and debate ideas about moral responsibility:

Maria (age 8): “We was sliding down the stairs and I was on her lap and then
suddenly I fell down and she fell on top of me.’

Anja (age 6): ‘And I bumped my head and it really hurt!’

JG: ‘And was that an accident?’

Maria: ‘Well it was an accident ‘cause we were never told that it would
hurt us.’
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The following excerpt refers to an incident that was related to me by several of
the children. The incident involved a boy (whose identity changed in the
different performances of the story) who falls from a pole in the playground,
injuring himself seriously enough to need hospital attention. Amelia is telling
the story with Jessica’s help:

Amelia (age 8): ‘People go round that pole sometimes and lots of people climb
up and he climbed the pole and he slipped...but I wouldn’t
really say that was an accident.’

JG: ‘You wouldn’t? Why not?’

Amelia: ‘Well, I don’t think it was his actual fault because someone had
done it before I think, and told him to do it—said like “I dare
you”. I don’t think it was his fault, but...’

Jessica (age 6): ‘...he shouldn’t have done it.’

Amelia: ‘He shouldn’t have done it, anyway’

Children of course learn early on how to manipulate these ambiguities over
responsibility and blame. This can be simply to avoid blame, as Anja
confesses: ‘I hit Zara once, but I said “it was an accident” (Anja, age 6), but
also for humorous effect. Richard is one of a group of boys who were busy
squashing ants with their fists on the table as I talked to them:

‘Like that was an accident—I just tried to stop Leroy killing one, and then
my hand accidentally went “crash”! (Richard, age 8).

Adults who did not seem to recognise the ambiguities of culpability and
responsibility could be frustrating, as Jessica notes:

Jessica (age 6): ‘Once Hanifa [class teacher] was chatting with Yesim, because
she [Yesim] had hurt her hand, it was cut right there...and she
was saying “was it an accident or was it on purpose?” and Yesim
said “I don’t know” and Hanifa said “You must know if it was
an accident or on purpose” and Yesim said “I don’t know” and
Hanifa said “just tell me”.’

JG: ‘Do you think you always do know whether...’

Jessica: ‘No, but Hanifa a thought you must...’

Sometimes these ambiguities were followed through to their logical conclusion,
and respondents could not think of any actual events that would count as
ideal, blameless accidents. The RAF doctor, asked what kind of accidents might
happen in training, points to the difficulty of finding a specific event that
matches the ideal definition of an accident:

‘Let me think of a case. You fly into a hill in cloud, which is always down
to pilot error really because he didn’t recognise the weather was bad and
abort early enough and get up to a higher level’ (RAF doctor).
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All such events would be investigated by a board.

JG: ‘Does the board ever find it was an accident? Do accidents ever
happen?’

RAF Doctor: ‘I mean basically it can be a mechanical error or a pilot error.
There’s only two things that can go wrong really, I suppose. The
aeroplane or the pilot’

We might suppose that even if such an event had to be officially designated a
‘cause’ then it would still be unofficially described as a tragic accident.
However, the doctor went on to describe a mess room ritual that would
happen in the event of a pilot dying in such a crash. This involves, among
other things, a ritualistic rubbishing of the dead pilot’s professional reputation:

‘People start talking about memories of him, and the memories tend to
be, “oh well, he always did take risks”, you know, “you know what he was
like he always pushed it” (RAF doctor).

The notion that an accident could happen to any one in mid-air is perhaps too
much for anyone expected to get into a plane every day and fly to cope with.
Such misfortunes have to be explained as predictable—and therefore
preventable—events.

PREVENTION

If this group of people, both in their professional and lay roles, agreed that
accidents could, at least in theory, be prevented, how did they think this could
be done? When I asked children about if and how we can stop accidents
happening, they could repeat safety advice they had learnt at school, often as a
kind of mantra:

JG: ‘Some of you had some ideas about how
you could stop accidents happening...’
All in chorus (six boys aged 6 to 11): ‘Look, listen, learn...’

Matthew (age 6): ‘Stay in your bedroom...” Several

[laughs, loud noises of protest|: ‘Stupid!’

JG: ‘So how do you stop accidents
happening?’

Amelia (age 8): ‘Be very, very, careful.’

The adults provided advice that was broadly consistent with the children’s
accounts of carefulness as the first line of defence:

‘With tiny children it [safety] has to be your first priority—you can’t be
too careful’ (Health Visitor).
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JG: ‘So can you prevent accidents happening?’
Accident Clerk: ‘Yes, by being more careful...’

Accidents could be prevented if enough care was taken to reduce risks.

However, again, this advice was given in a general sense, and often individual

accidents were seen as rather more complex in their causation —or at least the

risk calculation involved in preventing them in practice was seen as being
somewhat impractical. Simon, for instance, points to the limitations of Sam’s
advice on accident prevention in the kitchen:

Simon (age 10): “When I was drying up... [I was] trying to dry it too fast, and
the plate slipped out of my hand, and I got grounded for a
week. And I didn’t think that was fair...’

Matthew (age 9): ‘Yeah, and like Sam said... “well you should have been
holding it with two hands!”’

Simon: ‘Well, if I'd been holding it in two hands I wouldn’t have
been able to dry up, so Sam’s a bit wrong!’

The other practical limitation to the operation of safety advice was the
empirical evidence that it could sometimes be ignored with impunity:

JG: ‘So are there some people who have more accidents than
others?’

Leroy (age 10): ‘Like I've never had an accident before...’

Matthew (age 9): ‘But he was sitting on the chair right... with two legs up like
that—and he could have fallen back and broken his leg!’

When pushed to describe how individual accidents could be avoided, children
were quick to point to flaws in ‘safety first’ logic:

Jessica (age 6): ‘[You could prevent] falling off your bike, because someone
could be there to catch you.’

Amelia (age 8): ‘[laughs] I know, but someone might not be there! ...I was just
riding along and I knew I was going too fast and I just pulled
on my front brake and the back wheel went [makes noise] and
I went flying over’ [demonstrates].

JG: ‘So whose fault was that?’

Amelia: ‘I don’t think it was anyone’s fault, do you? The people who
put the tarmac there!’ [laughs].

Safety advice, it appears, is not particularly useful for preventing specific
accidental events. The children’s recitation of ‘look, listen, learn’ suggests
another role for safety advice, though. Precautions (be they wearing proper
clothing for mountain walking or fixing cooker guards in the home) seem to
have little causal relationship with specific accident events, either in research on
accidents or in people’s accounts of the causes of accidents. They do, however,
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demonstrate an adherence to the concept of prevention. The health visitor, for
instance, describes how she burnt her leg on holiday:

‘We’re on this tiny little motorbike up a mountain—we had a helmet,
would you believe—we were the only people in Kos to have a helmet!
[laughs], so we took that precaution—but we were wearing only shorts...
I’d didn’t think it would burn me’ (Health Visitor).

When they are taken up, precautions are employed as falismans against
misfortune, rather than as rational or instrumental attempts to reduce specific
risk. Wearing a cycle safety helmet or providing a stair gate makes us feel safer
not merely because it reduces in any causal way the likelihood of a head injury
or a fall downstairs—but because it demonstrates that we did all we could, that
we respected the calculability of risk.

DISCUSSION

Both professional and lay people describe particular events as ‘accidents’ and
utilise a working definition of ‘ideal type’ accidents which suggests that they
are unpredictable and unwilled. Such definitions are tenuous, though;
describing an event as an ‘accident’ is only a provisional explanation, pending
more detailed investigation of the specific features of a case. This is clear in
these everyday stories of accidents described above, in which events are
analysed for precipitating factors and possible culpability. The tension between
the accident as a random misfortune and the accident as a predictable outcome
of known risks is not one between lay and professional accounts. Both lay and
professional accounts are inherently paradoxical, in two senses. The first is
that the ideal accident is constructed as a blameless event, yet in practice
accidents are the subject of considerable debate about responsibility and
culpability. There are few specific events that fulfil the criteria of ideal
accidents.

Second, to define an event as an ‘accident’ relies on what are seen to be
premodern beliefs (in fate, chance or fortuna), yet accidents can only exist
within a modern, rationalist cosmology, in which there are known causes for
most events and what is ‘left over’ gets defined as accidental. Accidents are the
remnants of our classificatory system, defined not by their outcomes, but by
what they are not. An event is accidental not because of any innate
characteristics, but because it is 7ot something else (a suicide, vandalism, child
abuse). Inevitably, such definitions are provisional, since some other future
verdict cannot be precluded and the designation is always, potentially if not
overtly, in dispute. Even the coroner’s officially ‘final’ verdict on a fatal
accident, itself the result of a moral interrogation (Green, 1992a), can be the
subject of further public and private debate about whether ‘accident’ was
indeed the appropriate classification. It seems that such a category of left-over
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events is a necessary one as there will always be (in our classification of
misfortunes) some events that we cannot explain in terms of predictability or
moral intent.

If this perhaps suggests that accidents will not stop happening because there
is a need for such a category, it does not explain why specific interventions fail
to prevent specific accidents. Castel (1991) has suggested that one feature of
risk factors is that they are potentially limitless. In terms of accident prevention,
we can certainly produce ever more sophisticated accounts of the risks for
accidents: sociodemographic factors, psychological attributes, occupation,
leisure pursuits, equipment design faults, etc. There is clearly a tension, though,
between what we know to be risk factors at the population level and the logical
impossibility of translating that population risk into an individual preventative
action. This is not a problem of lay people failing to understand the patterned
nature of accidents. Both professionals and lay people recognised this tension,
and it seemed that engaging in accident prevention was an activity designed
somehow to manage this. In short, preventative actions were taken not in an
instrumental way to reduce personal accident risks, but as ritual actions to
demonstrate an awareness of population risks.

There is perhaps a search for meaning for all misfortune at the individual
level, where a statistical explanation of risk factors will not suffice. The
accidental provides a provisional explanation for that which is at the limits of
rational explanation. Public health departments have been charged with the
thankless task of reducing accident rates through educational strategies. They
may succeed in reducing injury and fatality rates for specific types of injuries,
although Roberts and others (Roberts et al., 1993) have pointed to some
structural limitations to the likely success of this project. There will also
presumably always be a category of events that lie outside current explanatory
categories—the remnants of our classification systems that we provisionally call
accidents. Events may be predictable on a statistical level; accidents are not.
Accidents may prove rather difficult to prevent.

CONCLUSION

In conclusion, I have argued that in part health promotion has engaged with a
straw person in its presentation of the ‘lay’ view of accidents. When we come
to look at this view, it is not so different from the professional view, in that it
too is paradoxical. First there is no such thing as an ideal accident, the ‘bolt
from the blue’ which is a purely blameless event. All actual accidents are
labelled as such merely provisionally and as part of a process of moral
negotiation. Second, there is a tension between accidents as constructed by an
epidemiological mapping of their risk factors and accidents as they are
experienced by individuals. Accident prevention is problematic as a strategy
for reducing accident rates, but does seem to have some force as a ritual
activity by which we construct ourselves as part of the risk society.
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Chapter 11
Chance and modernity
Accidents as a public health problem

Lindsay Prior

CHANCE AND MODERNITY

In his The Taming of Chance Ian Hacking (1990) locates the decade around 1660
as the birthtime of probability—the point at which chance was tamed. From
then onward, one might say, the capriciousness of events was overcome, and
almost all types of occurrence were reinterpreted so as to make them appear
calculable and predictable. Naturally, the first forms of chance to be precisely
tamed were the games of chance (Hacking, 1975). So whereas, for example, in
the early modern world the fall of the dice and the choice of a playing card
were things that appeared to be unpredictable and random in every sense of
the word, during the late seventeenth and early eighteenth centuries such
events came to be regarded as predictable and calculable ones. Thus, the
probability of throwing two consecutive sixes with one die came to be
calculated as 1/36. And the probability of, say, drawing a playing card with a
face value of less than five from a full pack as 4/13.

This linking of the mathematical concepts of probability with games of
chance eventually overflowed into more serious considerations—including of
course the calculation of the chances of life and death themselves. (And what
could be more serious than that?) Though as Hald (1990) points out, even in
considerations of the life table, the symbols of games of chance were still
applied. Thus Christian Huygens (1629-95), who seems to have been the first
mathematician to apply a probabilistic interpretation to the life table, still
tended to consider such tables in terms of the image of a lottery with a 100 tickets.
And following Huygens, numerous other mathematicians improved upon the
basic actuarial themes. Thus de Moivre (1667-1754), for example, calculated
the separate probabilities of life and death for males and females in different
age intervals. He also published the first textbook on insurance mathematics
and, rather like many of the other mathematicians during this period, generally
sought to rid the world of the ‘superstition’ that there is any such thing as
‘Luck’ (Hald, 1990:406).

These various mathematical deliberations were, of course, eventually
absorbed into numerous forms of professional practice. Most important of all,
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the new concepts of probability were called upon to support that most rational
of all the organisational expressions of modern capitalism —namely, industrial
systems of insurance assessment. Later, they also formed the basis of
numerous technical styles of social assessment such as those involved in what
we now refer to as epidemiology. And these social uses of mathematics are
perhaps the most significant from our point of view, for it was they that were
above all responsible for the construction of an actuarial vision of human
existence: a vision in which the very chances of living per s¢ were seen to be
calculable and precisely assessable events. In that respect, we might say that
William Farr’s English Life Table Number One (1843) expresses, better than almost
anything else, that aspect of modern consciousnessthat regards the
unfathomable secrets of human mortality as in some way controllable, and
rationally ‘accountable’. Moreover, and in terms of a wider perspective, we can
also see that such ways of looking at empirical reality were merely one among
many kindred visions in which the social world was, as Condorcet (1743-94)
was to argue, a ‘grandiose geometrical construction’ (Picavet, 1971:110) in
which everything occurred according to identifiable causes: a world in which
there was nothing accidental and nothing unexpected; a world in which
everything could be accounted for in terms of a social calculus. (A more recent
expression of this enlightenment vision is presented by Dawkins (1988), when
he reduces ‘miracles’ and the miraculous to improbable but nevertheless
calculable events.)

In short, then, it would seem that from the eighteenth century onward the
apparently random patterns of human life and death are increasingly viewed as
predictable and calculable events. And once we have read our Max Weber, of
course, all of this becomes understandable. For what we are witnessing here is
nothing other than one further expression of that grand process which he
referred to as ‘rationalization’. A process which on the one hand is linked to
the rational calculation of all possible outcomes of human action—or at least to
the ‘calculability of the most important technical factors’ (Weber, 1930:24)—
and on the other to a deep-seated ‘disenchantment of the world’ (Weber, 1948:
155), in which there are no miracles, but merely calculable coincidences.

What is most interesting from our point of view, of course, is that this very
same actuarial vision of life and death was also applied to other events—and
especially those daily misfortunes which we term accidents. So the old Latin
concept of accdens (which connoted chance, fortune, contingency, the
unforeseen), was thereby dressed in a new garb of predicability and
calculability. Contingency was stabilised.

ACCIDENTS

Those who remember Double Indemnity will recall the story line in which Mrs
Dietrichson (Barbara Stanwyck) seeks to take out an accident policy on her
husband. It is at that point that the insurance salesman, Walter Neff (played by
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Fred McMurray), almost intuitively realises that she is plotting something
unpleasant—for accidents are rare events, and he knows that accidents on
trains are even rarer (at least in Southern California crea 1943, if not on British
Rail cirea 1993). This notion that we can calculate with some precision the
probabilities of accidents occurring in particular places and to particular groups
of people is of course part of that rationalisation process of which I have just
spoken. Indeed it represents a supreme example of Hacking’s taming of chance,
for it implies that we can somehow model unpredictability, the unforeseen, in
some relatively accurate manner. For example, if we take the Poisson function,
(o (i

P =—7
X!

we should have a perfectly adequate model for predicting the rate at which
random events (such as accidents) occur in any given population. The only
unknown in the function is p—which we can estimate from any empirical
population distribution. To illustrate the point, I am going to discuss these, and
associated problems, in relation to General Household Survey (GHS) data for
1987-9.1

In the 1987-9 GHS surveys, respondents were asked whether they had
experienced any kind of accident in the three months prior to interview as a
result of which they had sought medical treatment. Details concerning the nature
of the sample and the questionnaire that was used are to be found in Breeze et
al. (1991). The files on which this analysis is based (an 80 per cent sample of
ESRC Data Archive files 2724 and 2679) contain the answers of some 51,080
individuals to this question and in those responses one can find recorded
reference to 2,136 accidents. Using that information to form a maximum
likelihood estimate for p, we get 0.04181.

Table 11.1 Numbers of accidents reported by 51,080 respondents for a three-month
period

Number of accidents per Reported Predicted by Poisson
person mode!

0 48944 43988.044

1 2081 2048.521
=2 35 43435

Source: ESRC Data Archive Files for GHS 1987 and 1988-9 combined
Note: Chi-squared=3.634 with 1 d.f. 0.1 <SP < 0.2

The Poisson function then predicts the number of accidents for this
population to be as indicated in Table 11.1. As we can see from the chisquare
result, the model fits the data reasonably well. In fact this example serves to
show how quite complex mathematical functions can be called upon to model
so-called ‘random’ and rare events, and it is in that sense that we can speak of
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chance being tamed. Indeed so thorough has been the transformation in our
understanding of chance that had this or some other probability distribution
failed to fit the data we would have been inclined to argue that something
other than ‘chance’ was involved in the distribution of accidents. That is to say,
it is nowadays only when we cannot predict—only when we fail to find order
and regularity—that we hold the hypothesis of a random distribution of events
to be null and void. (This somewhat fascinating turn around in our
comprehension of ‘randomness’ was in fact first remarked upon by Karl
Pearson (1897, I: 11).) One need only add that it is usually possible to
formulate far more complex models than the one above. And just to give the
reader a taste of such possibilities I shall do little more than refer to a transport
and road research report of 1991 wherein was included the following model —
directed toward the frequency of road accidents:
Accident = 0.00633¢%2 (1 + 1.6pd)
(ph + 0.65pr + 0.88pm) M°*™

b, b,
exp| — +
Ag X +26

Here, s and b, are variables related to gender; g and 41 are related to socio-
economic characteristics; pd is proportion of driving undertaken in the dark; pb,
pr, pmrefer to urban, rural, and motorway roads respectively; M is the distance
driven annually in miles; Ag refers to driver’s age; and X refers to years of
driving experience (see Maycock et al. (1991) for a full explanation of the
model).

Now, at the risk of scaring off those who are antithetical to a mathematical
analysis of human affairs, I would in fact like to stay with my first example a
little longer so as to highlight one or two further features of the mathematical
process. The first concerns the fact that what we are looking at here is a rate.
And a rate such as this is necessarily derived from the observation of collective
processes—it is derived from a population. Indeed I have deliberately chosen
the word ‘collective’ in accordance with a usage that was suggested by von
Mises as far back as 1928. von Mises (1939) pointed out that a probability
calculation involves the consideration of two sequences as follows:

A o0 1 1 o0 1 0 0 0 ©0o 1 0
(AY 0 12 23 12 35 12 347 38 13 25 411

At this stage we need to make note of a number of properties contained in
these sequences. First of all we can see that the sequence labelled (A) is
composed of nothing but zeros and ones. An empirical interpretation of such a
sequence would be that an event (accident, death, birth) either occurs or does
not occur, and in this particular sequence there is no apparent pattern—it looks
random. The lower sequence labelled (A’) is of course derived from the upper
one. It tells us what proportion of ones occurs in the sequence to date. As we
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can see, (A’) fluctuates—quite wildly. In the long run, however, we assume that
the lower sequence will stabilize in some way—say at the probability of 0.5, 0.3,
0.04181 or whatever. And it is this long-run assessment that we refer to when
we talk about the ‘probability’ of an event. In mathematical terms we might say
that the probability coefficient represents the limit of relative frequency in a
sequence. (Though this frequentist understanding is not the only way in which
we can interpret the concept of probability.)

In terms of my example, of course, the final probability of 4/11 could have
been derived from a number of different (A) sequences. For example, the
upper sequence might have started off with four ones in a row, followed by
seven zeros. Or four consecutive ones could have occurred in the middle of the
list, and so on. The reason why I am labouring this point is simply in order to
emphasise the fact that probability calculations refer to the collective and not to
the individual occurrences. The sequence labelled (A) is, in that sense,
undetermined, and even when the probability in a sequence has stabilised we
cannot predict whether the next digit in the upper sequence will be a zero or a
one. Indeed, in frequency theory ‘probabilities cannot be ascribed to singular
occurrences, but only to infinite sequences of occurrences or events’ (Popper,
1959:210).

When we apply these elementary mathematical lessons to an empirical
population we can also see why it makes no sense to pin the probabilities
derived from a collective sequence to a single person—whose future also
remains indeterminate. Hence it cannot be used to predict which individuals
will and will not have an accident. Indeed the probability of having an accident
for any individual must either be 0 (‘Dad. Look! No hands.’) or 1 (I told you
not to do that you silly little bugger’). In this sense the accident rate rather like
the death rate belongs to all of us, collectively. To apply probability calculations
concerning death or accidents to specific individuals detached from the socially
defined groups and sub-groups to which they belong—from what Popper
(1959) once called the reference classes—would be thoroughly misleading.
Misleading first in the sense that the probability calculations would suggest
that there is something about the individuals (rather than the ‘sequences’ in
terms of which they live) that would make them more or less prone to ‘having
an accident’, and second because it would suggest that there is only one
probability of the actual event taking place, (whereas, in fact, the same event
can have different probabilities according to which particular reference class we
are considering it in relation to). Naturally, the possibility exists that both the
upper and the lower sequence eventually stabilise into a recognisable pattern,
say 0,1,0,1,0,1,0,1...0, 1-but it is difficult to think of any so-called health
events that might look like this. (Though perhaps the patterns of birth of girls
and boys come close to it.)

The second point that I wish to make in relation to my example is that the
Poisson rate changes significantly for different sub-populations (reference
classes) within the sample. As we can see from the information contained in
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Tables 11.2, 11.3 and 11.4, gender, age and occupational class, at least, seem to
make a difference to the probabilities of ‘having an accident’. This implies that
there are significant deviations from the long-term average frequency in the
mathematical series. In other words there are certain finite segments of the long
chain of zeros and ones where the rate deviates from the average. Perhaps, for
example, the overall Poisson process is made up of a series of ‘mini’ Poisson
processes. And this in turn would suggest that the event space within which the
process is operating has altered in someway. In other words chance may be at
work, but it is only at work within the limits of certain parameters.

It seems likely, then, that what is happening here is that the environments in
which the various sub-groups act out their lives are radically different—one
from the other. (I use the term ‘environment’ in its widest possible sense to
include elements of what anthropologists have called ‘culture’—as well as
visible material surroundings.) Thus males and females, young and old,
manual and non-manual workers must be encountering different environments
and thereby experiencing different accident rates. And what I wish to
emphasise at this point is that the properties that enable us to predict things
about the occurrence of accidents are all collective properties and not
individual ones. That is, they involve features of collective, moral life—features
whose presence is perhaps merely signalled through the age, sex and class
variations.

Table 11.2 Proportions of male and female respondents reporting an accident
during the three months before interview

Males Females
0.0503 0.0339

(N = 24548) (N = 26532)
z=9.1792 p = 0.0000

Source: GHS files for 1987 and 1988-9 combined

Table 11.3 Proportions of manual (Social Class I, II, IIIM) and non-manual
(Social Class IIINM, IV, V) respondents reporting an accident during the
three months before interview

Manual Non-manual
0.0468 0.0349

(N = 29877) (N = 21203)
z = 6.6232 p = 0.0000

Source: GHS files for 1987 and 1988-9 combined
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Table 11.4 Proportions of respondents reporting an accident during the three
months before interview by age group

Age p N 95% confidence interval
0-24 0.0561 17514 {0.0527, 0.0595)
25-49 0.0403 17383 {0.0374, 0.0432)
50-74 0.0258 12823 {0.0231, 0.0285)
75+ 0.0371 3260 (0.0308, 0.0436)

Source: GHS files for 1987 and 1988-9 combined

All in all, then, we are thereby left with an apparent contradiction. On the
one hand, accidents are things that happen to individuals, and on the other,
they can only be predicted for populations—that is, as a rate. And they need to
be understood (and in fact are understood by many professional groups) as a
rate. To alter the rate, we would have somehow to alter the event space within
which accidents occur.

HEALTH PROMOTION AND ACCIDENTS

‘In theory at least, all accidents are preventable.’
(Department of Health, 1992a)

This statement epitomises the modernist project. For to prevent all accidents,
one would in practice have to control the environment absolutely and in every
detail. The fact that the Department of Health considers such an outcome to be
possible ‘in theory’ is of course interesting in itself. It is not, however, a
possibility on which I wish to dwell in this paper. Instead I prefer to take up two
other observations relating to the Health of the Nation document. The first relates
to what we might call (following Bauman (1992b)) the ‘deconstruction’ of
contingency. The second involves the imputation of causes.

In his Mortality, Immortality and Other Life Strategies, Bauman (1992b) talks about
the deconstruction of death. By that he means the process whereby the
massive, insurmountable problem of human mortality has been reduced to
myriad lesser (health) problems—all of which are ‘in theory’ conquerable. For
example, if we take the WHO categories of causes of death, injury and
diseases we have some 999.999 possible causes. Since nearly all of these causes
refer to disease entities—no one can die of old age, for example—and since we
‘know’ that science can (in theory) conquer all, modern cultures have
developed and even encouraged a tendency in their members to believe that
death itself is conquerable. Therein lies Bauman’s process of deconstruction.

We can extend Bauman’s ideas a little further and suggest that by
incorporating accidents under the heading of ‘health problem’, modern
socleties seek to deconstruct contingency. That is, we are encouraged to
believe that all forms of fate, chance and misfortune can ‘i theory’ be
controlled or modified through the alteration of personal health behaviours so



140 KNOWLEDGTE, RISK AND HEALTH PROMOTION

that nothing uncontrollable need ever occur in a single human life as long as
we ‘behave properly’. In that sense the statement that opens this sub-section
can be more properly seen as a component of a modernist cosmology rather
than as a serious comment on the nature of empirical reality.

The second implication of The Health of the Nation...And You (Department of
Health, 1992b) involves the question of causation. For the document includes
at least two ‘targets’. The first calls for a reduction in the rates of accidental
death among children and elderly people by at least one third. The second
demands a reduction of rates of accidental death among young people by at
least one quarter. (Note the emphasis on rafes here.) Since ‘very few accidents are
due solely to chance’ (Department of Health, 1992a:10), the implication is that
these targets can be achieved by means of planned human intervention in the
respective causal chains. It is, I think, in the analysis of the presumed causes
that further essential features of modernist and postmodernist cosmology
appear.

‘Cause and effect: such a duality probably never exists.” Thus spake
Nietzsche in The Gay Scence (1974:112)—though real live human beings, of
course, seem to be incapable of thinking in any other terms. What is of
interest, however, lies not so much in the fact that human beings think in terms
of causation, but in the structure and content of their specific explanations
(Green, this volume). In this respect we can see reflected in The Health of the
Nation...And You, a historically peculiar form of causal logic. For example, the
document urges its readers to ‘fit a smoke detector’, ‘beware of the chip pan’,
‘beware of damaged carpets’, ‘make sure that there is good lighting in hall
ways