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PREFACE

I began my doctoral study with an interest in health promotion from the
perspective of a health professional desiring a firmer foundation for intervention
with clients. My interest in this area evolved within a nursing career focused
primarily on illness. After working extensively with patients in intensive care units,
and noting the many conditions of illness which seemed to relate to how individuals
chose to live their lives, I began to look at the antecedents for those choices and in
how those choices could be influenced in a positive way by health professionals. I
sidestepped into a vast health promotion literature, much of it outside of the medical
domain. I noticed my own conceptions of health and health behavior changing,
drifting away from a predominantly biomedical influence. I began to take on a
more global conception of health and its influences. I also began to acquire a more
expansive view of what influences health and health behavior, and the role of health
promotion activities. I began doctoral study with the idea of gaining more
understanding of these dynamics.

During the same period, I also began a second area of professional practice,
working with a health promotion program in a factory. I began dealing regularly
with the viewpoints of a somewhat healthy and verbal lay constituency, who
generally had their own ideas of health, their own ideas of what was important for
health, and their own agendas for changing or maintaining their status quo. As part
of a team whose function was to identify health needs of this working population, I
began to see, in vivid detail, several aspects of a social construction of health: the
influence of the work culture, the physical interplay of work with the body, the
negotiation between medical professionals and workers for ideological dominance,
and the processes by which workers changed, or resisted change in their accepted

notions of health and health behavior.
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My professional views of what individuals should do for their health became
fuzzier the more I interacted with these individuals, who clearly had their own
pragmatic views of health. The complexity of individuals' behaviors in the arena of
health became abundantly apparent. I gained a profound respect for lay
conceptions of health. Attempts of health professionals to impose an external
definition and model of health, no matter how well-intentioned, became increasingly
problematic. Instead, I began to see the health process as one of continuous
interaction and negotiation, highly related to the contexts in which individuals were
situated. The more I became intrigued with the process, the more I noted the lack
of focus on the views of the worker in the health literature, from either the
sociological or health professional realms. My questions changed from "How can I
get people to change their behaviors to improve their health?" to "How do these
individuals see their health, and how much is it influenced by the context of their
lives, especially the workplace?" I set out to explore the individual worker's

conceptions and perceptions of health.
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DIMENSIONS OF HEALTH IN BLUE COLLAR WORKERS:
AN ANALYSIS OF THE SOCIAL CONSTRUCTION OF HEALTH
by

Sherry D. Fox

ABSTRACT

Twenty blue collar workers in one factory setting were interviewed to
determine their conceptions of health, perceptions of influences on health, and the
impact of the work setting on health. Data were analyzed using a 'grounded theory'
approach, against background quantitative health measures. Despite evidence of
some common health problems, this group of workers claimed a 'good' level of
health. Such affirmations of health were firmly rooted in the experience of the
individual. Individual health experience was assimilated into a self-appraisal which
exhibited characteristics of a 'health identity.' Health identity was determined to be
a unique construct for each individual, derived from biographical experience, social
comparisons, the lived experience of the body, and objective signs or measures.
The resultant health identity represents a vital linkage of the self, the body, and the
social world. Although a notable feature of health identity is a tendency toward
stability, several factors were elicited which contributed to identity alterations in
some workers.

In the face of many potentially detrimental influences on health, health
identity was often actively maintained by several strategies which helped to ensure
stability. These strategies were most clearly evident in the work setting where the

workers shared common, known exposures to health hazards, yet had diverse
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responses to those hazards. For the most part, by employing strategies to maintain
health identity (including cognitive, personal control and interactive strategies)
individuals were able to maintain perceptions of being in 'good' health. Strategies
seen in the workplace may well transfer to other realms of threats to health, such as
hazardous environments, heredity, behavioral risks, etc., opening inquiry into
broader environmental and social interactions with health in order to understand
individual responses to health risks and to health promotion efforts.

Individual health conceptions are incorporated into unique, highly
individualized frameworks derived from each person's 'lived experience.' The
individual applies commonsense notions to choose and to manage those options
which provide a sufficient health to fulfill obligations and enjoyment of life.

Implications of these commonsense notions for health promotion efforts are

explored.
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Chapter 1
DIMENSIONS OF HEALTH IN BLUE COLLAR WORKERS:
AN ANALYSIS OF THE SOCIAL CONSTRUCTION OF HEALTH

INTRODUCTION

Health is a central concern in American society, with countless references to it
in the popular media. Many popular magazines have one or more sections dealing
with health topics; entire journals such as Hippocrates, American Health, and
Shape deal with health and fitness concerns; videotapes such as Jane Fonda's extol
the virtues of exercise. Over the past decade, a trend has emerged in which health
is presumed to be a consequence of personal behavior, achieved through individual
responsibility, and a state which should be actively sought rather than taken for
granted. A major reflection of this trend was "Healthy People: The Surgeon
General's Report on Health Promotion and Disease Prevention” (U.S. Dept. of
Health, Education and Welfare, 1979). The views of many professionals coalesced
and received official sanction in this landmark publication. Former Secretary of
the Department of Health, Education and Welfare, Joseph Califano asserted that
improvement of just five habits——diet, smoking, lack of exercise, alcohol abuse,
and use of hypertension medication——would substantially reduce seven of the
leading ten causes of death in the United States (U.S. Dept. of Health, Education
and Welfare, 1979, p. 14). Such viewpoints have become widely accepted as the
needed focus for health promotion efforts.

There is recognition that health is much more than the absence of disease, and
its attainment requires much more than just following doctor's orders when

something goes wrong. Individual lifestyle and choice, as well as the social



environment are seen now as more influential to health than medical care (Crawford
1987). Lay writers in popular media, as well as health professionals, have singled-
out individual action as a prime target for reform of the nation's health (Castillo-
Salgado, 1984). Health professionals have organized information on healthy
behaviors and ways of living into a body of knowledge and activities known as
‘health promotion.' The emergence of health promotion programs has helped to
further organize and institutionalize these concepts. The worksite has become a
prominent showcase for such organized health promotion efforts (Castillo-Salgado,
1984).

Health promotion programs are designed to help individuals change unhealthy
behavior and lifestyles. O'Donnell (1986, p. 6) proposed the following definition
of health promotion:

Health promotion is the science and art of helping people change their
lifestyle to move toward a state of optimal health. The focus of this
definition is lifestyle and behavior, because only when people take
action, only when their behaviors change, do they improve their health.
Health enhancing behaviors include obvious immediate behaviors that
affect physical and emotional health, such as exercising regularly, eating
nutritious food, managing stress well, avoiding tobacco, excess alcohol,
and drugs. It also includes more encompassing behaviors that affect
social, intellectual and spiritual health. These include deciding to work
in an organization that encourages a healthy lifestyle and provides
challenging work; forming fulfilling relationships with friends and
families; living in a community that has clean air and food supply; and
having purpose in life.

This definition and most others in the health promotion literature emphasize the
role of personal choice and behavior as determinants of health, reflecting common
usage of the term. The individual is even seen as responsible for 'deciding to work
in an organization that encourages a healthy lifestyle and provides challenging
work.' Yet many individuals, particularly in blue collar jobs, may not perceive this
degree of choice. The question arises as to whether such a definition of health and

the way to achieve it actually reflects the everyday usage and meaning of the term,



or whether such a definition is a theoretical ideal, superimposed from outside the
everyday experience of the individual. Walsh (1988, p. 571) points out that,
because of the importance of social factors in the production of disease and risk,
"...placing responsibility for personal lifestyle just on individuals tends to burden
them with something that may be less a choice than a response to social
constraints.” Thus, such encompassing definitions of health promotion may not be
congruent with the reality of individual experience, but rather may be superimposed
from theoretical or professional viewpoints.

Little attention has been given to the perceptions of the individuals involved in
health promotion efforts, to the meanings of personal choice and behavior, or
whether other factors related to health are more significant in individuals'
conceptions of health. However, an emerging sociological literature emphasizes the
need to elaborate lay conceptions (Calnan, 1987; Comnwell, 1984; Herzlich, 1973;
Herzlich and Pierret, 1985). Such issues become especially problematic with the
trend toward health promotion in the workplace. Research in this area has been
scant. Studies which have been done often indicate that workers do not always
choose to participate in such programs; those who do may be those who are already
predisposed to healthy behavior (Nice and Woodruff, 1990; Conrad, 1987a;
Pechter, 1987; Kotarba, 1983). Of those who do participate, it is not clear that
individuals actually change health behaviors. Due to the difficult nature of
evaluation of health promotion programs, research has left unanswered such
questions as who changes health behaviors in health promotion efforts, and why
(Kronenfeld, Jackson, Davis and Blair, 1988). Such problems may indicate
ideological discrepancies between providers and lay recipients of health promotion
efforts regarding health and health-related goals.

In addition to potential discrepancies in health goals, the generic concept of

‘health’ itself is problematic, with many definitions which reflect diverse ideologies.



Although health professionals may be functioning with individual clarity regarding
their operational definitions, still, there is no universal professional or social
acceptance of any one definition. In fact, sociological evidence is compelling in
pointing out the fluidity of the concept of health, and its contextual and interactional
nature (Idler, 1979; Herzlich and Pierret, 1985; Stacey and Homans, 1978; Stacey,
1986; Comwell, 1984; Calnan, 1987).

Health is a socially constructed concept, and the views and reactions of the
individual actors, as well as the social matrix in which the concept is embedded, are
critical to the understanding of health in any group. From the paradigmatic
perspective of the social construction of health, it becomes imperative to elaborate

those views and their relations to the social context.

THE SOCIAL CONSTRUCTION OF HEALTH

Ideas of health have been largely influenced, even overshadowed, by the
biomedical definitions of health, which focus on the absence of objective signs or
symptoms (Smith, 1983; Crawford, 1987). However, an emerging literature
documents the problematic nature of the definition of health, and redirects the focus
from biomedical to social considerations (Stacey, 1986; Calnan, 1987, Idler, 1979).
Idler (1979) placed the definition of health firmly within a social matrix,
emphasizing the interactive and subjective aspects of health which have been
ignored in prior perspectives. From a social constructionist perspective, it is
proposed that individuals are capable of giving meaning to their own health, apart
from professional determinations. The subjective meaning of health is constructed
by individuals from their cultures, histories, traditions, and personal experiences
(Idler, 1979, p. 730). The definition of health is embedded in the relations between
the body, the self and the social group. Moreover, Stacey (1987, p. 148) noted that

concepts of health may vary according to the material circumstances of life:



The extent to which people are dependent on their own physical labour,
the extent to which they can command their own daily lives and the lives
of others...appear to bear a relationship to what they think health is, as
well as the ways in which they think about illness, disease and suffering
and what to do about it.

Although several studies have examined health definitions within a social
context (see Chapter 3) the work setting has not been examined extensively as part
of the context for health. It is the underlying premise of this research that such an
examination needs to be the starting point for any approaches to health promotion
directed at individual behavior change in a work setting. Such an elaboration is
particularly important in a setting in which individuals are faced daily with potential
health threats in the work environment itself. Conceptions of health in workers

must be considered within the context of work, as an important element in the

material circumstances of the workers' health.

THE WORK SETTING AS A MATRIX FOR HEALTH CONCEPTS

Despite the abundant activity in the realm of health promotion in the work
setting, relatively few sociological studies have dealt with health and health-related
concepts in the work setting (Walsh, 1988). However, linkages between work and
health (or disease) have long been recognized. Certain diseases, such as silicosis in
pyramid builders and mercury poisoning of hatters (leading to the expression 'mad
as a hatter') have been linked with work (Stellman and Snow, 1986; Kahn, 1981).
Physical hazards as well as social and psychological hazards have been attributed to
the work environment (ILO/WHO, 1984).

Terkel (1974) described an implicitly negative relationship between work and
health in the introduction to his book, Working:



This book, being about work is, by its very nature, about violence——to
the spirit as well as to the body. It is about ulcers as well as accidents,
about shouting matches as well as fistfights, about nervous breakdowns
as well as kicking the dog around. It is, above all (or beneath all), about
daily humiliations. To survive the day is triumph enough for the walking
wounded among the great many of us. (Terkel, 1974, p. xiii).

Despite the marvels of 20th century progress, the problem of work-related
health impairment is probably escalating rather than abating. Ubell (1989) reported
that 60,000 to 70,000 deaths per year result from on-the-job accidents or job-related
illnesses (1985 figures). In 1987, 1.8 million Americans suffered disabling injuries
on the job (Ubell, 1989). Certain occupational groups are known to have excess
risk of death, compared to matched cohorts (Ashford, 1976). These statistics may
seriously underestimate the enormity of the occupational origin of the American
workers' health problems. Many unknown factors, including work stress and the
working environment may contribute to a high incidence of cancer and heart disease
(Ashford, 1976, p. 12).

Along with evidence of the working environment as a cause of illness and
disease, Herzlich and Pierret (1985) noted the trend, which began with increasing
industrialization in the 19th century, to identify a person's health and illness in
terms of fitness for work. Modern industry has long been involved in the worker's
health from many perspectives, including safety regulations, health insurance, and
routine medical surveillance. More recently, a new element has been
added——actually trying to alter health beliefs and behaviors of individual workers
in order to achieve higher levels of fitness through health promotion.

Many of the points of interface between work and health have received intense
scrutiny from medical, industrial and social scientists. Notably missing from most
studies are the perceptions of the workers, and the elaboration of the nature of the

relationship between the workplace and the workers' health perceptions.



STATEMENT OF THE PROBLEM

Within a context of health promotion, much attention has been directed to the
health of individuals, promoted by popular media, sanctioned by many health
professionals, by government, and recently, actively sponsored by industry. A
modest sociological endeavor has focused on these trends. However, a veritable
iceberg of human knowledge surrounding the area of health remains untapped and
unexamined. The definition of health itself remains problematic. Lay views are
relatively unexplored. Medical sociologists have elaborated the concept of the
social construction of health, and have begun efforts to explore lay conceptions of
health, recognizing the interactive, contextual nature of health. However, the vast
literature on health and health promotion in the workplace remains predominantly
rooted in professional viewpoints. It is plausible that professionally predetermined
approaches to health promotion may not be targeting the perceived health needs of
workers at all. However, little is really understood about the perceptions of
workers regarding their own health, and how those perceptions may be influenced
by and interact with the work setting. Three research questions were posed to open
inquiry into this area:

1) Within the context of a specific work setting, how do workers perceive
their own health?

2) What do workers perceive as predominant determinants of, or influences
on health?

3) Are the workers' health perceptions influenced by the structure of work
and the cultural matrix of the work setting? If so, in what ways?

GROUNDED THEORY AND HEALTH

An approach which allows the perspectives of individuals to be elicited and
analyzed seems key in the elaboration of health——its definitions, its meanings, and
how it actually is experienced in the lives of individuals. Such understanding is



typically gained through a grounded theory approach (Glaser and Strauss, 1967).
Theories on health abound in the individuals who live with various states of health
daily. Data from individuals could provide important elements which theorists and
professionals, from their ideologic frameworks, may not see.

The response of individuals to current health trends may be rooted in how they
perceive their own health, yet an elaboration of these concepts has not often been
the starting place for health promotion efforts. This study was proposed to explore
health conceptions of blue collar workers.



Chapter 2
DEFINING HEALTH WITHIN A SOCIAL CONTEXT

HISTORICAL CONTRIBUTIONS TO THE DEFINITION OF HEALTH

The term 'health' has many connotations, situated in diverse cultures and eras.
As a construct which is inextricably bound to the human perception of the body, the
body's functioning, and the body's relationship to the environment, notions of
health are found in all societies. However, the definition of health varies widely
depending on the vantage point from which it is viewed. In this chapter, current
views on health will be contrasted with historical conceptions, and with each other,
to demonstrate the problematic nature of the 'definition of health.'

Notions of health have typically focused on notions of disease and
dysfunction——factors which made health or its absence problematic to the
individual and society. However, in the Hippocratic era of Greek culture, health
was seen as more than just the absence of disease. Health was the natural quality of
the body, the fulfillment of the natural tendencies of human nature. Health was a
virtue, a cultural value to be sought and preserved through principles of equality,
harmony and symmetry. These principles applied to the physical body as well as to
the relationship of the body to the universe (Smith, 1983). The Hippocratic
approach to health was holistic——recognizing the interrelatedness of the mind and
the body and the external milieu.

Similar views emerged in nineteenth century writings in Victorian England,
summarized by Haley (1978, p. 21) in the following definition of health:

Health is a state of constitutional growth and development in which the
bodily systems and mental faculties interoperate harmoniously under the
direct motive power of vital energy or the indirect motive power of the
moral will, or both. Its signs are, subjectively recognized, a sense of

wholeness and unencumbered capability, and externally recognized, the
production of useful, creative labor.



This definition implies a mind-body integration which results in socially
productive labor, linking health with the social environment, and emphasizing a
subjective as well as objective character.
Notwithstanding the pre-existence of such global, inclusive conceptions of
health, twentieth century approaches to health have been largely based on narrower
corraceptions of health rising from a biomedical model. This model of health is
in<c«>xporated into most theoretical and practical writings of health, either explicitly

oxr & mmplicitly.

THEN W< BIOMEDICAL DEFINITION OF HEALTH
1n the biomedical model, health is defined as the absence of disease or
di s bility, as determined by objective measurement of signs or symptoms (Smith,
1983, Engel, 1984)). Within this model, health may be determined variously as
CO T & ruence with a statistical norm, or as congruence with an ideal of normal
f‘-ll'lction, predicated on scientific knowledge of the optimal functions of the human
body and its systems (Smith, 1983).

Originally evolving from the scientific study of disease, the biomedical model
ell"llJloys a reductionist, mechanistic approach to the physical body (Engel, 1984).
The body is seen as a machine made up of discrete parts, each of which has
deﬁnable functions and dysfunctions. Health can be achieved by recognizing signs
o <Qysfunction and applying specific scientific treatments.

The successes of biomedicine in a narrow domain of feared contagious and
acute diseases tended to overshadow the significance of other determinants of health
?:1(1 illness such as social, economic and environmental factors (including
ll-.t‘Drovements in sanitation, nutrition, and personal hygiene (Gordon, 1980;
I\Iekeown, 1984; MckinLay, McKinlay, and Beaglehole, 1989). For example, the
e)"tlz‘lanatory power of the 'germ theory,' the notable successes of biomedical

10



science in combating specific diseases with medicines (such as penicillin for
pneumonia and insulin for diabetes), and successful surgical techniques led to
wwidespread regard (perhaps even reification) for biomedical approaches to health
(<G ordon, 1980, p. 5).
“The biomedical model dominated medical approaches to health, but in addition,
wraass extended to other domains of life which had not been previously seen as
P <<l ominantly disease-related, such as birth, death, mental disorders, and problems
of =sccial deviance (Gordon, 1980). The process of expansion of the medical
do xraain has been termed 'medicalization’ by sociologists (Zola, 1984; Fox, 1984).
TIae implications of such expansion include: an individualistic approach to health
desp>ite strong evidence of the social origins of many health concerns; disregard of
thhe ~wiews of the individual in the health care system, who is expected to defer to the
PO er and authority of established medical ideology; and increased use of
'biological' justification for exclusion of those who don't fit social norms (Zola,
19 8Vg).

Despite the dominance of the biomedical model, its limitations have become
incl‘easingly evident, even within the medical care arena where it predominates
(El'lgel, 1984, Gordon, 1980). Engel noted the limits of the reductionist approach
iry dealing with many health conditions such as diabetes and schizophrenia, which
clearly involve psychological and social factors beyond the basic biochemical
“Ai s turbances:

...the existing biomedical model does not suffice. To provide a basis for
understanding the determinants of disease and arriving at rational
treatments and patterns of health care, a medical model must also take
into account the patient, the social context in which he (sic) lives, and

the complementary system devised by society to deal with the disruptive
effects of illness.... (Engel, 1984, p. 68).

11




The presumed impact of the biomedical approach to health has been further
critiqued through reanalysis of epidemiological data which counters the commonly
held assumptions that twentieth century advances in human life expectancy are due
to mmodern medicine (McKeown, 1984; McKinlay, McKinlay and Beaglehole,
1989). Through reevaluation of nineteenth and twentieth century public health
sSta ti stics, Mckeown (1984) contributed to a growing recognition that modern
add ~ ances in health coincided with, rather than being caused by medical advances.
Hle =attributed improved health in western society to improved nutrition, a safer
e~ i wonment including regulations governing food and water, and through behavior
clzm w ges, especially those limiting population growth (McKeown, 1984). Applying
A =& mmilar analysis to health advancements in the United States, McKinlay, Mckinlay
ara<cl Beaglehole (1989) re-examined mortality and morbidity data. Based on their
T€3 wa terpretation, they posed the question whether American health really has
i ypyroved under biomedical dominance. Life expectancy has increased, but it is not
<lear that an associated improvement in quality of life has been achieved. People
TXhAy live longer, but with more disability. Biomedical approaches to major causes
or mnortality have not addressed the environmental and personal risk factors which
TIany presume are implicated. Cancer and heart disease are examples of health
PP Oblems which have been unsuccessfully addressed by the limited approaches
baSed on the biomedical model. Growing evidence indicates the multicausal nature
X these health problems, which may be related to ways of living, to the complex
ilFl‘:el'play between mind and body, and to the environmental context (economic,
S<>cial, cultural) (Gordon, 1980).
In addition, as consumers have become more active and vocal, their viewpoints
ha\’e become prominent counterpoints to biomedical assumptions (Gordon, 1980).
N T@ase in point is the growing feminist critique of biomedical assumptions which

}.a"e dominated approaches to women's health care in the twentieth century. These

12



assumptions——about pregnancy, menstruation, menopause, and other health

concemns of women——arose in a male dominated arena in which women's views
were systematically discounted, medicalized, or trivialized (Ehrenreich and English,
1986).

Tllich (1976; 1984) presented another powerful critique of biomedical
doxrxminance in health matters. He alleged that twentieth century approaches to health
actuwaally have a health-denying effect by expropriating the "...potential of people to
dez=a1 with their human condition in an autonomous way...." (Illich, 1984, p. 134).
II113 <h presented a definition of health expanding beyond the biomedical definition:

Health designates a process of adaptation. It is not the result of instinct,
‘but of autonomous and live reaction to an experienced reality. It

designates the ability to adapt to changing environments, to growing up
and to aging, to healing when damaged, to suffering and to the peaceful

expectation of death. Health embraces the future as well, and therefore
includes anguish and the inner resource to live with it. (Illich, 1984, p.

141).

Illich charged that these areas are not the concerns of the medical
€SS tablishment, but are true health concerns which should not be subsumed under the
Biomedical model.

Mishler et al. (1981, p. 50) charged that the biomedical assumptions about
illness (and presumably about health) have totally disregarded the social contexts of
IPAtients and their illnesses. Thus, cross-cultural variations in definitions of health
Sxad jllness have been ignored. In addition, the priorities for health, under this
r.1Odel, have been on curing individuals, rather than on promoting the health and

“’ell-being of communities (Mishler, et al., 1981, p. 24).

E‘DLIS'HC DEFINITIONS OF HEALTH
In the second half of the twentieth century, several health theorists elaborated

“>xe expansive definitions of health, leading to more 'holistic' concerns. Dunn
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(cited in Pender, 1987) coined the term 'high-level wellness,' defined as a state of

optimal health, which focused on the human potential for self-actualization. Health

WS seen as:

...an integrated method of functioning which is oriented toward
maximizing the potential of which the individual is capable. It requires
that the individual maintain a continuum of balance and purposeful
direction within the environment where he is functioning. (Dunn, cited in

Pender, 1987, p. 21).

In this definition, the individual capability is judged in relation to self-norms,
rat I er than some standard biomedical criteria for normal function. Additionally,
hez= 1 th includes a focus on balance and forward movement, within the context of the
€I 1 Tonment.

‘The works of Dunn and others who have found the biomedical definition of
healthiobe limiting or inadequate, have formed the basis for 'holistic' models of
healwn (Pender, 1987). These models typically focus on individual growth and self-

Actualization, promoting a strong value for the responsibility of the individual in
VWO rTking to achieve health. Unity of body, mind and spirit are recognized. Many
holistc practitioners attempt to understand and treat individuals within the context
OF their culture, community and family. Some holistic models include approaches to
c=l'1al'|ge social and economic conditions which impact on health (Gordon, 1980).
S wuach holistic concepts contributed to the World Health Organization's expansion of
Thae biomedical definition of health as "a state of complete physical, mental and
S©Ocial well-being and not merely the absence of disease and infirmity." (Pender,
4 98‘7, p- 17) This definition explicitly expands the realm of health beyond the
Dhy sical, into mental and social arenas. However, such an expansive definition is

l):“Oblematic, lacking a clear delineation of 'complete’ well-being.
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S OCIOLOGICAL DEFINITIONS OF HEALTH
The preceding definitions of health originate in health-related literature which is

forcused on health as an individual phenomenon of concern to health practitioners.

Irmx contrast with these definitions, sociologists have been more concerned with

so» cial definitions of health, and the relationship of health to the broader community.
S t=a ey and Homans (1978, p. 282) emphasized the centrality of health issues to
soO»<=i ological concerns, noting that the way a society handles its crucial health issues
texra s to reflect, as well as enforce, the major institutions and values of a society.
T Imwas, health connotes social as well as physical and mental dimensions.
S o<1 ological study of these dimensions can be quite fruitful in understanding social

OX £ aanization and social interaction and their consequences. Social definitions of

he a1 th are typically addressed from the broad perspectives of three major
SO ological paradigms.

S xruactural/Functional Definitions
The structural functional paradigm focuses concern on ways in which order is

TIAintained in society, through the study of social structures and their functions.
The ways in which society deals with issues related to health are seen as
TXaanifestations of the social order. The classic work of Talcott Parsons is an
e"(emplar of the structural functionalist perspective on health. Within this paradigm
e standard biomedical definition of health is implicitly accepted. However,
biomediml health is further defined in terms of social roles and social control.

‘\Qcording to Parsons, health is "...the state of optimal capacity of an individual for
the effective performance of the roles and tasks for which he has been socialized."

(ba-rsons, 1964, p. 262). Parsons dichotomized mental and physical health,
ltl'lcaugh he noted that in some conditions these types of health intertwined. Mental

lle%llth pertained to the ability to perform social roles whereas physical health
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prertained to the ability to perform necessary tasks in the social order.
T 11ness—the absence of health——is a disturbance of the capacity of the
imndlividual to perform expected roles or tasks. Such disturbances can be crucial for
a society which is dependent on the successful fulfillment of social roles. Thus,
w Ihen health is disturbed in the individual, repercussions extend to the social level.
Fo <alth transcends the individual level, becoming a crucial foundation in the social
St wacture.
Social control of the individual's health becomes critical to the normal
O I>»<=xations of society. The social structure must be able to exert control over the
Ihhe==a1 th of individuals. Social norms are regarded as important features in such
S<<1.al control. In addition, the physician was seen by Parsons as an agent of social
COmatrol. As such, society delegates power to the physician to determine what
C O stitutes health and illness.  Consequently, designations of health and illness are
Aetermined with reference to the standard biomedical definition which is focused on

the jindividual and on specific signs and symptoms of disease, rather than on the
IP»Ossible social origins of health problems.

Crritical Perspectives on Health

Critical analyses of social structures and functions veer away from the
Onservative structural functional examination of the existing social order. Key
“==Lements of critical sociology are the presumed historical bases for current social

3‘l‘t.lctures, the political and economic determinants of social conditions, and the
irt'lplications of power in determining social conditions. Issues of health are seen in
T =1ation to the dominant modes of production, to social class, to ideological
“A<minance by those in power, and to an illness-producing social environment.

(Navarro, 1986; Kelman, 1975; Salmon, 1984; Crawford, 1977).

Marx provided a foundation for many of the current critiques of the structural
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functionalist definition of health. Like Parsons, Marx recognized the interplay of
social structure with health, but he viewed the effects of social structure chiefly in
texrms of the impact on the worker. Marx graphically described the links between

wwork and health:

Factory work exhausts the nervous system to the uppermost; at the same
time, it does away with the many-sided play of the muscles,and
confiscates every atom of freedom, both in bodily and in intellectual

activity. (Marx, quoted by Freund, 1982, p. 130).

Within the Marxian framework, the connection between the social environment
axa<l health is painfully obvious. Unlike the conservative view which accepted the
Taaa twaral evolution of health concerns under capitalism and the necessity of social

C<Oxa trol over the worker for the system to work, Marx took a highly critical view,
XA ntaining that the entire system of production would have to be revolutionized
axncl the controls of capital abolished, to remedy the evils imposed on the worker

CaAamnd the worker's health).
Building on these concepts, Kelman (1975) explored the problem of defining

heaithina capitalist economy. Kelman differentiated between 'functional' and
N €Xperiential' definitions of health. Under capitalism, the definition of health

Focuses on the functional, i.e. the capacity to do productive work. Harmful
<Lements in the environment which would tend to decrease the competitive edge of

I>Xoduction if corrected, are not considered as part of the realm of functional
heajth, Experiential health is the individual's capacity for human fulfillment and

®xr-anscendence of alienating social circumstances. Given the individual's relation
ith production, which is an alienating process in capitalist society, experiential

l'l&cnlth will always suffer. The process of alienation leads to the polarization of the

Q"ﬁperiential and the functional aspects of health, conceptualizations which cannot be
111e:l'ged. Optimal health, under this social definition, cannot be reached until the
I njvidual's relation with the capitalist mode of production is radically altered.
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X materactionism and the Social Construction of Health

More recently, all of the previous approaches to defining health have been
qguestioned by sociologists in the symbolic interactionist and social constructionist
fr=ammneworks. Within the interactionist perspective, individuals are seen as creating
axncl recreating society through interaction, including the exchange of symbols which
a<«g uire shared meanings. Social constructionism builds on these precepts,
e>c pr»laining knowledge and reality as social products which become institutionalized
axrn«l habituated through interaction and shared meanings (Wallace, 1988).
An interactionist perspective on definitions of health and illness has been
<> p»Ricated by Idler (1979). As in the critical perspectives, the definition of health is
S« as problematic. Health is placed firmly within a social matrix, but Idler
€< phasized the interactive and subjective aspects of health, rather than the political,
i storical and economic aspects. Health is a taken-for-granted aspect of everyday
life, andis subject to multiple interpretations. Both the structural/functional and the
Cxiitical theory definitions of health are criticized as remaining firmly embedded in
the medical system, restricting the avenues of sociological inquiry. Thus the
S bjective social reality of health and illness, and lay health beliefs and practices
Taayve been overlooked in these paradigms.
From the social construction perspective, individuals are capable of giving
I aning to their own health, apart from professional determinations, and apart
ﬁ‘om material contexts. Subjective reality plays a dominant part in the individual's
ll€=€llth. That reality is socially influenced. In addition, the knowledge of the body,
=R well as individual health beliefs and practices, are social products. The
= Wabjective meaning is constructed by individuals, from their cultures, histories,
%ditions, and personal experiences (Idler, 1979, p. 730). The definition of health
is < mbedded in the relations between the body, the self and the social group.
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Crawford (1984) elaborated these concepts, in his "cultural account of health".
He emphasized the significance of the interplay of the physical body and the social
body, which makes it difficult to know where "nature ends and culture begins."
(Crawford, 1984, p. 61). Furthermore, he stated that "Health, like illness is a
<oncept grounded in the experiences and concerns of everyday life..." and as part of
«weryday life, "notions of health will reflect ongoing, long-term concerns and

<©nventional understandings.” (Crawford, 1984, p. 62).
Stacey (1986) likewise noted that concepts of health and illness are socially

< onstructed. Although derived with reference to a common biological base, they

Aawe shaped as well with reference to sets of social relationships and actions.

XX erzlich (1973) also dealt with health concepts as modes of relationship, i.e.
€©quilibrium/disequilibrium between people and environment, human ecological, and

S.©Ocial structural factors.
In striking contrast to all the conceptions of health discussed previously, the

imnteractionist/social constructionist paradigm considers the viewpoints of the
Zndividual actors involved, using interpretive approaches to elicit the meanings
anderlying health beliefs and actions. Studies utilizing this approach to the study of
Iealth and illness have been limited, but highly revealing. A review of important

Findings from these studies is summarized in Chapter 3.
A review of a variety of domains of literature on the definition of health reveals

that any definition is highly problematic. Under the dominant biomedical
<Aefinitions, the social factors which are integrally related to health are ignored;
““Writhin the perspective of critical theory, the significance of the meanings of health
Tor individuals are glossed over. Despite much theoretical attention, an

* anderstanding’ of health is not yet fully attainable. A fruitful avenue for exploring
CToOncepts of health is the examination of the viewpoints and experiences of
ilIclividuals, and the grounding of theory in that data.
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Chapter 3
JEMPIRICAL APPROACHES TO LAY CONCEPTIONS OF HEALTH

In contrast with the proliferation of articles theorizing on abstract concepts of
I ealth, few empirical studies have been conducted. However, studies of lay aspects
«>» ¥ illness have been numerous. These studies often touch on a few, limited aspects
«>» K health which open the realm of inquiry into health, but often without expanding
A€ . However, in the past decade several studies have contributed significantly to an

wamnderstanding of lay views of health. In this chapter, studies which have a major

Fcus on health, as opposed to illness, will be reviewed.

XTNDIVIDUAL MEANINGS OF HEALTH
In an effort to delve into the meanings of health for individuals, Baumann

€ 1961) compared responses of 182 patients with chronic disease and 252 medical
Students to the question:

We are trying to find out more about what people regard as "health," or
as being "physically fit." What do you think most people mean when

they say they are in very good physical condition?

(Xt is interesting that she used the terms 'health,' 'physically fit," and 'good physical
Condition' interchangeably in her interview question. She concluded that the
Subjects also appeared to see the terms as interchangeable, as only one medical
Student discriminated among them). Responses were content analyzed with three
themes emerging. Both the patients and medical students described health in terms
OFf-

1) a feeling state (a general feeling of well-being)

2) a symptom orientation (absence of illness symptoms)

3) a performance orientation (being able to fulfill everyday activities).
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The symptom orientation was mentioned more frequently by the medical
students, whereas performance qualities were more frequently mentioned by the
Ppatients. There were also indications that the importance of each of these
dimensions might vary according to age, education, social class, religion, or
pP>hysical condition. Most subjects identified two or more dimensions, indicating
tIhat health was not seen as one-dimensional. This study provided an exploratory
sstarting point for examining differences in health conceptions between professionals
=amd lay persons. However, definitive differences were not clearly determined, nor
- ere the bases for such differences explored. The multi-dimensional nature of
I ealth was an important finding, built on subsequently by other researchers.
Herzlich (1973) explored meanings of health and illness held by lay people in
X=rxance. She interviewed 80 adults, ages 25 and over, with an equal mix of those
amnder 40 and those over 40, male and female, professional as well as middle class,
{Aand primarily urban residents. (She also included a subsample of 12 rural subjects
for comparison). Her purpose was to explore linkages between individual
€Xxperience and social representations. Herzlich maintained that in the realm of
Iealth and illness, the experience of the individual and the values and information
Acquired in social interaction fuse into a single image. By studying the images
formed around health and illness, she proposed to understand the development of
[|oOcial representations and their function in the constitution of reality (Herzlich,
1 973, p. xiv).
Three major areas were explored:

1) themes, concepts, and constructs which account for the genesis of health
and illness in the individual;

2) terms which defined, limited and classified health and illness concepts;
3) accounts of the behaviors of the healthy and the sick, and behaviors

which lead up to those conditions (Herzlich, 1973, p. 15).
IDaya from the interviews were content analyzed with reference to these three areas.
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In Herzlich's sample, health was seen as an 'endogenous' attribute of the
individual, including one's constitution, temperament and resistance capability.
Illness was seen always as 'exogenous' to the individual, an attack resulting from
the 'way of life,' which referred primarily to the detrimental effects of urban living.
"X he way of life included the general environment, the rhythm of life and everyday
Forms of behavior. Work was seen as a dominant determinant of the individual's
wway of life, by imposing its own unique setting, rhythm and conditions. Her
ssaample viewed the modern way of life as unhealthy and constraining; the individual
A As seen as passive and powerless in the face of the overwhelming dominance of
thhe external features of modern life. The individual's endogenous health is thus
=1 ways in conflict with the exogenous social origins of illness (Herzlich, 1973, p.
S0).
Health was described as complex, denoting more than one type of phenomenon.

Xderzlich labeled the three dimensions as:

1) "health in a vacuum"——the absence of illness;

2) "reserve of health"——an asset inherent in the individual but evaluated
by external comparisons with others;

3) "equilibrium"——an autonomous experience of the individual, and
'normed' to that individual (Herzlich, 1973, p. 55).

XEquilibrium is an expression of the ability to maintain a stable relationship with the
€nvironment. Themes encompassed by equilibrium included physical well-being,
Absence of fatigue, psychological well-being, freedom of movement, and good
Xelations with others. Measures or behaviors undertaken for the purpose of health
Te=flected the individualized nature of this realm of health. Individuals may accept
SO me measures and reject others, based on their own sense of need. Individuals in
this sample were most concerned with diet and sleep, followed by relaxation and

Personal hygiene as measures important for health. The choice of health measures
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was seen as a personal norm by Herzlich, acquiring personal meaning and
mediating between the individual and the illness-causing way of life. Herzlich
attributed major significance to the concepts of health and illness, as factors
influencing the individual's self perception, shaping behavior, and shaping relations
wwith the social group. In addition, health permits adjustment to the external
«<mvironment, and makes it possible to participate in society (Herzlich, 1973, p. 94).
The intensive approach of this study permitted a deeper examination of
< nceptions of health than prior approaches. The open-ended interview format
= 1owed issues of both health and illness to emerge, rather than being predetermined
Ty the researcher. The meanings that people attach to the concepts of health and
A X 1ness were reconstructed within a context of the language, categories and
A s sociations made by those interviewed, to arrive at common shared meanings

C collective representations).

S OCIAL CLASS AND HEALTH CONCEPTIONS

Along with the sociological perspective that health and illness develop as
Collective representations with shared meanings, other evidence emerges which
©mphasizes the variability of shared definitions, based on factors such as culture,
Type of work, age, sex, social division of labor, socioeconomic status, access to
health care, and other factors.

Blaxter and Paterson (1982) collected longitudinal data on 58 three-generation
Families in Scotland, exploring health status, health attitudes and utilization of health
Services. They were particularly interested in patterns of health deprivation in
1o wer socioeconomic classes, the degree of intergenerational continuity in those
IP&atterns, and the influence of the cultural environment. Interviews were conducted
Wi th individuals and their families within the home setting, over several time

i"ltervals, S0 an ongoing relationship was established with the respondents, and
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responses could be interpreted within the context of the family setting and family
relationships.
Health was perceived by their subjects as the absence of illness, or as the
ability to perform normal functions. In contrast with Baumann's (1961) and
MHerzlich's (1973) findings, there was little evidence of 'positive' conceptions of
I ealth such as feelings of well-being or physical fitness. The norms for health were
m<latively low, with much acceptance of 'normal’ (expected) health problems, such

#a s those perceived to be part of aging, or part of being a woman. Even many
< hronic conditions were considered 'normal' as opposed to illness if the respondents

Inad become accustomed to their presence.
Health had a strong 'moral' dimension. That is, much of illness was seen by
the respondents as hypochondria or weakness which could be overcome by strength
©Of character. Thus few wished to describe themselves as in poor health regardless

Of the circumstances. Respondents typically rated their health as good or average,

despite poor health records.
Blaxter and Paterson concluded from their data that there was partial evidence

to support the idea that health attitudes and beliefs are transmitted
intergenerationally through families. They also found partial support for the
Amfluence of the cultural and socioeconomic environment on health. However, they
Suggested a much more complex model, one which would encompass more than
SoOcial class and intergenerational transmission of ideas, is required to explain health
|and illness beliefs of lay populations. Although their approach allowed a great deal
Of understanding of the shared meanings of the family, it did not elaborate

SXxtensively on the broader context of these concepts, such as interactions beyond

the family structure.
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CROSS-CULTURAL COMPARISONS OF HEALTH CONCEPTIONS
Williams (1983) linked conceptions of health to social organization in order to
examine cross-cultural differences in industrialized societies. He postulated that
Iealth conceptions may influence adherence to preventive care. He utilized open-
ended interviews (n=70) as well as a randomized survey (n=619) of elderly people
Am Aberdeen, Scotland. The interviews included individuals from the middle class
aand the working class. Respondents discussed current health and health history,
a.ﬁd attitudes toward prevention or management of illness.

Three dimensions of health emerged from the interviews:

1) health as the absence of illness and disease;

2) health as strength——implying a reserve or resource to be drawn on, a
resource which has an achieved quality and which is construed in terms

of biographical continuity;
3) health as functional fitness (for normal duties).

Most of the respondents described their health as good, despite the presence of
A chronic condition. A single chronic condition which was not expected to worsen
aid not necessarily affect perceived health. However, if a chronic condition was
Present, health was rarely rated as excellent. Moreover, as the number of chronic
<Tonditions increased, health ratings decreased. Williams interpreted this
Phenomenon as an indicator that 'absence of disease' was a major element in his
[|ubjects' conceptions of health. However, in both the lower and the middle classes,
data indicated that perceptions of individual health may also vary independently of
<A sease.

Williams compared his findings with those of Herzlich's (1973) French sample

OF middle-age, middle-class subjects. Basic similarities were found in the three main
<A mensions of health, despite the differences in age, social class and nationality of

the two studies. However, there were apparent cultural differences in the emphasis



on strength as health, and the relationship of weakness (not associated with disease)
to role performance and equilibrium. The Scottish sample appeared to have a more
disease-centered conception of illness, with a stronger moral imperative to continue
mnormal duties unless legitimately ill, compared to the French subjects. Williams'
<omparisons provide evidence for some cross-cultural differences in health
Jo»erceptions, as well as cross-cultural similarities.

Stacey (1986) summarized many findings dealing with the differences in
<onceptions of health across societies as well as differences within cultures. For
«=3ample, she compared Herzlich's findings of a French sample, with Williams'
FIandings of an elderly Scottish sample (Stacey, 1986, p. 14). The French concept of
Thealth was more related to balance or equilibrium, whereas for a Scottish

<ommunity, health was seen as fitness for work. However, within the French
<ommunity, the working class French held views more similar to the Scots. (This
<omparison is interesting, given later findings of D'Houtaud and Field [1986] which
Showed similarities between the perceptions of the elderly and the manual worker,
in one setting. Perhaps the differences are not cultural so much as related to age
and status within the culture).

STRUCTURAL CONDITIONS AND LAY CONCEPTIONS OF HEALTH
The influence of social status on health conceptions has been suggested by the

Wwork of d'Houtaud and Field (1986). They examined lay conceptions of health
" what is health and where does it come from?") obtained from questionnaires
{Administered to 11,002 respondents undergoing a health examination. The
Q uestionnaire consisted of closed-ended questions on eighteen themes which were
developed from prior open-ended interviews on health conceptions (#=4000). Data
“Wwere analyzed quantitatively according to age, and to six hierarchical occupational

Categories which represented socioeconomic strata. Results indicated an interaction



between social structure, social position and health beliefs and practices. Four
themes were clearly dominant in top and middle management ("to feel well in one's
skin; equilibrium; personal unfolding; not to feel one's body"). Three other themes
wwvere more common for manual workers ("not to be sick; top of one's form; good
xmnorale”). Manual workers were noted to have fewer resources and to perceive less
sself-determination for health, compared to management level workers. These data,
A mnterpreted by the authors as supporting socioeconomic differences, might also
A mdicate differences in health conceptions related to work contexts which were not
«<xplored in this study.
Calnan (1987) used an ethnographic perspective to examine lay models of
Inealth and health control, and lay models of illness and illness management. He
< ompared health beliefs of women from professional backgrounds (n=30) to those
©Of women from semi-skilled or unskilled occupations (n=30) to determine if and
Thow social and economic circumstances structure people's ideas about health. The
interviews were analyzed qualitatively, with content analysis applied to tabulate
<ommon categories of responses.
Calnan began by examining the value of health, how different social groups
define health, and what health means to them. He also examined beliefs about
Susceptibility to health threats, beliefs about disease causation, and beliefs about

Aindividual responsibility for health, compared to beliefs about medical and
Eovernmental responsibility.

Calnan found that three major groups of elements shape lay beliefs about health
Tnaintenance:

1) beliefs may be generated from experience and from folk knowledge;

2) beliefs may reflect a broad socio-political ideology of health;

3) beliefs may derive from expert, professional viewpoints.
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These three groups of elements are interrelated, and may be mediated by social
structural elements.
Calnan, unlike D'Houtaud and Field (1986) did not find glaring differences
between the occupational categories. Both middle-class and working class women
d efined health in physical terms, although the middle class subjects included slightly
xmore reference to mental as well as physical health. When discussing personal
Ihealth, definitions in both groups were primarily negative definitions (such as
absence of disease) versus positive definitions (such as being strong, active, or
Ihhawving a good outlook). However, the middle-class women identified more positive
elements than the working-class women, who emphasized absence of illness and

Functional aspects of health.

A more marked social class differentiation was found when respondents were
aslked in the abstract about health and ill-health. In this instance, the working class
Subj ects were more likely to use a uni-dimensional definition of health as functional
h&a.lth, similar to the findings of d'Houtaud and Field (1986). Calnan postulated
this difference could be an artifact of the interview process, in which middle-class
Subj ects might appear more articulate than workers in responding to a middle-class
Interviewer.

Both groups identified things the individual could do to maintain health, with
Qiet and exercise mentioned most frequently. However, a lifestyle approach for
Achieving health was more popular with the middle-class subjects. Working class
Subjects felt there was little they could do to influence health status. A moral
Qimension of health was not as prevalent as in previous studies. Although these
"“Women felt the primary responsibility for health rested with the individual, there
‘Wags a strong  belief in government involvement. The middle-class subjects thought
the government's role was in the area of health education; working class subjects

‘Viewed government's responsibility as financial——reducing barriers to obtaining
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such things as healthy food, or access to fitness facilities. Subjects in both groups
saw a link between occupation and health status. However, Calnan was not specific
on the nature of this linkage, nor variations between the groups.
Calnan concluded that lay concepts are complex and sophisticated. The lay
greT1son was seen by Calnan as active and critical in the management of health, and
m ot an uncritical recipient of social or medical ideology. Medical ideology has

imafluenced lay conceptions in relation to health as the absence of illness, but only in

this one dimension. Calnan's subjects were skeptical of official ideology linking

s rmnoking with cancer, or promoting the value of modern medicine. This skepticism
YWas more pronounced in the working class subjects, reflecting social structural
imfluences on health beliefs. Working class subjects tended to assess personal
‘Vulnerability to health risks in terms of personal experience, rather than on health
inj wanctions based on statistical or theoretical models. The effects of variables such

ASs gender and age on concepts of health were not determined.

"IN E SOCIAL CONTEXT AND HEALTH
Cormnwell (1984) conducted intensive interviews with twenty-four East

I-Ondoners, to study their experience of health, illness and health services. She
W tilized an ethnographic, case study approach, interviewing at several points in time
in ngnl settings, which allowed her to consider health experiences in the context
Of everyday lives. She elicited characteristics of the community, work, and family
life, examining the consequences of collective as well as personal circumstances.
¥ rom this contextual base, she explored 'commonsense knowledge' (lay
]Qlowledge) about health and illness. The majority of Cornwell's findings related to
1 pess rather than health, reflecting the major focus of her subjects. However, the

limited findings on health will be given the major focus in this review.
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Commonsense knowledge was defined by Cornwell (1984, p. 21) as "the
meaning in common social currency...rather than individuals' ideas...."
Commonsense knowledge was seen as deriving from life experiences, and was
heavily influenced by the context of those experiences, as well as being influenced
by medical viewpoints. Cormnwell emphasized the family, the neighborhood and the
<o mmunity as common denominators of those experiences. She also noted the
s i ghnificance of work, but beyond mentioning the working-class origins of her
samnple and their concern about health as it related to the ability to fulfill one's
< uties at home or in employment, she did not deal directly with the work setting
itself as a context for the construction of commonsense knowledge about health.
An important methodological consideration was Cornwell's finding that.her
Subyj ects expressed various viewpoints at different times and in different contexts.
She noted that in discussing issues in a novel situation, with an interviewer who was
W familiar and presumably an 'expert,’ the participants had a tendency to 'manage
information,' in an effort to present a publicly acceptable viewpoint. She labeled
this form of presentation 'public accounts.' Public accounts demonstrated an
A'wareness of and concern with viewpoints of professional or medical authority. As
Subjects became more familiar with the interviewer they discussed issues at a more
IPersonal level, relating anecdotes about incidents in their lives. The data or values
Presented in public accounts would be frequently contradicted by these 'private
AcCcounts,' which were more practical and pragmatic than public accounts, based on
Actual life experience. Private accounts evidenced little concern for the presentation
OF a 'proper’' professional viewpoint. Given such discrepancies in lay accounts of
health depending on the context, Cornwell advised caution about making
Eeneralizations regarding lay health conceptions derived from interviews in which

this phenomena of public versus private accounts may be operative.
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Comnwell also noted the importance of considering the context in which
meanings of health arise. From her sample, it was clear that work was an
important context for health, but there were differences between the way women
perceived their work (housework and childcare) and the way men perceived theirs
(employment), leading to gender-linked variations in the relationship between work
zand health. She stated:
It is not enough to know that health is interpreted as 'functional ability'
or 'capacity to work'...without knowing something about the nature of
the work people do and of their relation to it. (Cornwell, 1984, p. 145).
EXowever, the interviews were situated in the family setting, and did not actually
<X prlore the context of the work setting.

A minor finding, but one which is of interest, was the difficulty her subjects
(Aand those in studies which she reviewed) had in "defining what they mean by
"health' and 'being healthy.'" (Cornwell, 1984, p. 145). Cornwell speculated this
Was due to lack of clarity by the medical profession in defining health except as
Aabsence of disease. This lack of clarity presumably led to a conceptual gap in

" Commonsense knowledge' about health. Another interesting finding was that these
Subjects offered no private accounts of health. "People did not spend time recalling
Periods of their lives in which they knew what it was to feel healthy, or talk about
Teeling well at all." (Cornwell, 1984, p. 134). Comwell does not draw
Telationships between these two phenomena, but it may be that, lacking a clear
IMnedical conception of 'health,’ and thus lacking clear relevance of health in public
QAccounts, even the subjective experience of health lacked relevance for these
Subjects.

Cornwell concluded that "The relationship people have to health and illness is

8overned by commonsense ideas and values which are grounded in their way of

life." (1984, p. 203). The fabric of commonsense is woven from the individual's
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own experience of illness, medical care, and knowledge of others' experience.
Although this is an important and useful study, when dealing with the work context

in relationship to health, a more extensive examination of that context is needed.

“ITHE MORAL DIMENSION OF HEALTH

In Comwell's (1984) study as in Williams' (1973), an obvious moral dimension
wwas attached to health. The 'right' position was basically that of being healthy.
A my illness must be legitimated, to avoid the element of moral blame. Given this
xmoral position on the correctness of being healthy, Cornwell's subjects claimed
States of good health which seemingly ignored past histories of major illnesses.
Although some medical concepts were readily incorporated into commonsense
ko wledge, Cornwell's subjects steadfastly rejected medical conceptions which
related lifestyle to disease. Cornwell postulated that this phenomenon illustrates an
ixnportant feature in the process of medicalization. Medicine is seen as a
legi timating authority, and to the extent that its precepts legitimate the health status
OF the individual, those precepts are incorporated into the lay stock of knowledge.
X o wever, when the message from the medical domain is more likely to place
bltlme, rather than legitimate the individual, its precepts are more likely to be
Tejected from commonsense knowledge. These findings seem consistent with the
Moral meanings associated with health, and the desire of the individual to maintain
AN gbsence of blame regarding health problems.

Comnwell found that the moral philosophy related to health and illness reflected
thie moral accounts related to work. One's moral reputation depended on being
healthy as well as on being able to work. Good health was seen largely as a matter
Of fate——being born with a sound constitution. In addition, good health could be
©arned by living a 'good' life of moderation, virtue, cleanliness, decency and hard

work. Similarly, one's work was seen to be a matter of circumstance, but given
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those circumstances, individuals could make the most of themselves by working
hard and maintaining a proper attitude. Individuals may not have much control
over the hands they are dealt in life, in work and in health, but how those hands are
Played is up to the individual. However, in private accounts of work, individuals
actually reported having very little freedom or choice, but rather were compelled to
xmake the best of the circumstances by adapting positively (Cornwell, 1984, p. 80).
Crawford (1984) also found a strong moral dimension to health. He
A mterviewed 60 Americans to determine their viewpoints on health——how they
T Ated their own health, their explanations for their state of health, the impact of
Physical or social environments, perceived threats, and notions about protecting or
©mnhancing health. The majority of the sample was white, middle-class, female and
under the age of forty.

Crawford's analysis reflected the moral mandate to be healthy found by others
(Tomwell, 1984; Williams, 1973); his data also supported the experiential nature of
health. He found, like Cornwell (1984), that although medical views appear in
i scussions of health, lay definitions are not limited to simply repeating the medical
View. He summarized:

Most people...start off by saying that they are healthy, reflecting in part

a strong moral imperative attached to health and to the normality of

health.... Health clearly represents a status, socially recognized and

admired and therefore important for our identities. Most often,

however, people go on to describe their health as variable rather than

fixed. Health, in other words, is a state of being that is understood to

shift with experience. It is a matter of degree and it is dynamic. Nor is

health viewed as simply a physical matter. While many people discuss

health in the prevailing medical idiom, most use terms and notions that

extend beyond the confines of definition and explanation offered by the

bio-medical sciences. (Crawford, 1984, p. 64).

Crawford's sample described health in terms of self-control, indicating a strong

Mnoral component. Individuals felt the obligation to be healthy. Moreover, health

‘Was something to be achieved through health-promoting behaviors. Similar to
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Comwell's (1984) findings, an "ethic of health" was likened to the work ethic.
Attaining health required an active choice, commitment to being healthy, a sense of
discipline, setting priorities, and being in control of one's daily circumstances.
Crawford (1984, p. 70) suggested, "In an increasingly 'healthist' culture, healthy
behavior has become a moral duty and illness an individual moral failing." He
JXimked this mandate for control with the current cultural climate in which notions of
sself and social reality are increasingly associated with symbols of control.
In Crawford's sample, blue collar workers, like middle-class respondents,
ssproke of health in terms of discipline, and related health to the work ethic.
X owever, there was less emphasis by blue collar workers on the active pursuit of
health. Health was seen as functional, permitting the body to fulfill work roles.
A 1though the internalization of the social demand for control is a largely middle-
<lass phenomenon, Crawford noted the dissemination of this theme to the working-
<lass subjects. Moreover, the experience of work seemed to engender its own
Tnamndate for control, in terms of the regulated body movements for assembly line
WoOrk, or demands on the body for shiftwork. For the blue collar worker, physical
COntrol over the body may be linked with job requirements, thus fulfilling the social
IMnamndate for being in control. For the middle-class subjects who lacked that
©lement of physical control associated with work, the manifestation of control
©merged in other ways, such as the health and fitness arena (Crawford, 1984, p.
100,).
Responses in Crawford's study also included an opposing concept——health as
Telease rather than health as control. Crawford described these two dimensions as
Torming a dialectic, an interplay between the themes of freedom and constraint

‘Which are inherent in capitalist societies. Health as release is:

...enjoying life without worry and without a self- denying load of
constraints. Health is pursuing a free "lifestyle," individually chosen
and externally obstructed by no one.... (Crawford, 1984, p. 84).
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These two dimensions were not mutually exclusive; many subjects expressed both
the belief in the importance of control, and yet a desire for release from discipline.

Crawford analyzed the dimensions of control and release in terms of cultural
amnandates which are also shaped by the structural conditions associated with the
<apitalist system. This system extols production on the one hand, and yet demands
<onsumption on the other——one requiring discipline, the other pleasure-seeking.
«Crxawford noted that this contradiction in structure leads to a conflict in experience.
Crawford concluded that health is "a metaphor for generalized well-being," with
TWwW o opposing mandates central to that well-being——control and release

(Crawford, 1984, p. 94). However, these cultural mandates do not totally
determine notions of health; individuals inferact uniquely with the cultural context

Dominant cultural notions shape our concepts of health in complex
relations with meanings that emerge from concrete physical-emotional-

social experiences.... The body...is also a site for resistance to and
transformation of those systems of meaning. Cultural meanings are not
shared or given; they are fragmented and contested. (Crawford,

(1)31&, p. 99).

STUMMARY
The studies presented have covered many aspects related to lay perspectives on

heaith. Similarities and disparities have been noted, between subjects of different
<uluures, occupational categories, and different ages. A moral mandate to be
healthy emerged as an important dimension. Medical knowledge and medical
“Viewpoints were found to play a part in lay perspectives, but were not found to

<dominate those perspectives. General agreement exists as to the
Imultidimensionality of health, and the importance of considering the context in

‘Which health is experienced. Several studies (Crawford, 1984; Cornwell, 1984;
Herzlich and Pierret, 1986) mentioned work as an important contextual element, but
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none of the studies reviewed have explored the relationship of the work context to

lay perspectives on health.

JTMPLICATIONS FOR FURTHER STUDY
Clearly many questions need to be answered regarding lay conceptions of
Ihealth in American people, and how those conceptions relate to the social context,

A xxcluding the work setting. Much of the literature has focused more heavily on
<onceptions of illness, with much less attention to how people see health and what
they do to achieve health. Approaches applied to the study of illness can be adapted
xTeadily to the study of health. These issues can best be studied by considering the
- total context of the subjects' health. In the studies reviewed, age, socio-economic
Status, the external social structure, culture, and life experiences are just a few of
the variables seen as contributory to conceptions of health. Workers' views of
health have not been explored extensively. The worksite offers a prime site for
€ amining effects of the external social milieu on conceptions of health, and health

Status of workers.
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Chapter 4
METHODOLOGY

Research on health discussed in previous chapters has indicated the need to
explore the health perceptions and ideas of lay people; the potential significance of
the work setting has also been addressed. This study was designed to explore the

Following research questions:

1) Within the context of a specific work setting, how do workers perceive
their own health?

2) What do workers perceive as predominant determinants of, or influences
on health?

3) Are the workers' health perceptions influenced by the structure of work
and the cultural matrix of the work setting? If so, in what ways?

S NLECTION OF A SETTING
A specific work setting was selected, in order to present a view of workers'
IP<xceptions of health, as seen against a background of similar structural conditions
OFX ~work—including management, personnel policies, types of work, and a common
V< xk culture. A manufacturing plant in rural California was selected. (See Ch. 5
fox ,full description of the setting). Blue collar workers at this plant were selected
fox the focus, as prior studies have found these workers to be at potentially the
higllest risk for health problems resulting from the work/health interface, yet few
STudies have focused on this population (Fisher, 1985).
The setting selected was one of convenience, a factory which allowed access to
2 large number of blue collar workers. The researcher had an established
‘Professional relationship in the factory, as a registered nurse working with an
CSmployee health promotion program. The company was willing to allow access to

Workers in the setting, permitting the interview of twenty workers. In addition,
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several sets of quantitative health and absenteeism data were available on the

workers. It was initially anticipated that these data could be correlated with the
qualitative responses and integrated fully in analysis. ~However, as secondary

data collected over a two year period for reasons other than research, the necessary
controls over data collection methods and bias were not possible. Because of the
woluntary nature of many of the measures, data were incomplete on many of the
xespondents, and self-selection was presumed to have a major effect on the data
aawvailable. Therefore, these data were used where possible to help inform the
Qg ualitative analysis, and to give some measure of comparison to other blue collar

E T oups, but were not considered as an integral part of the study.

"ICIENE ROLE OF THE RESEARCHER
I was involved with the health promotion program at this plant from its

Arnception, with the title "Health Promotion Nurse.” Usually, contact at the plant
VW@ s one 8-hour day per week. In this capacity, I had contact with many of the
€@ ployees, ranging from casual encounters to structured classes, meetings, and
irnclividual counseling sessions. All contacts were by employee choice, except for
Ama  Jintroduction to the program, which was conducted at mandatory crew meetings
AT tended by most employees. The program was totally open to all employees,
'€« wiring no initiation or membership fee. The researcher was known to many of
e workers at the time of the study; however, many others had no prior contact

“SWVith the researcher or the other HPP staff.

CONDUCTING RESEARCH IN THE SETTING
Gaining entree to the plant for conducting this research was not difficult, given

the established relationship between the investigator and the plant personnel. The
Personnel director approved the study and granted permission to interview workers
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at the plant on work-time, provided that the interviews would not actually interfere

with crucial work. This determination was made in each case by the first-line

supervisor. For example, warehouse workers could be interviewed at times when

the loading docks were not full; assembly-line workers were interviewed during

their two hours 'off-line.’

Prior approval for the design and conduct of the study was obtained from the

JHuman Subjects Review Committee of the University of California, San Francisco.
X addition, permission was obtained from the HPP director for access to records

raintained by the health promotion staff.

QUALITATIVE METHODOLOGY
The grounded theory method of research (Glaser and Strauss, 1967; Strauss,

1 © 87) was selected to explore an area that has been little explored——the subjective
€< p>»erience of health——to begin the elaboration of theory grounded in those

€S> >»eriences. The grounded theory process involves simultaneous data collection
Axac data analysis, with the process of data collection constantly informed and
Iadified by preliminary analytic premises. Analysis proceeds through the process
O X constant comparisons of emerging data, coding the data, and writing memos
cl‘escribing potential relationships or 'hunches' about the data, as well as generating

Buaxtgher questions about the data. These processes, as described by Strauss (1987)

AT glve induction, deduction and verification, eventually yielding one or more core

SRAtegories which provide understanding of the phenomena of interest.

Sampling
The sampling technique for the grounded theory method is labeled theoretical

Sampling. In this process, after initial data collection and data analysis, further
Sfampling is guided by the emerging analysis, to test preliminary hypotheses, to
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elaborate emerging concepts, or to refine categories. The application of this
technique was limited, due to time constraints of the study, and the need to
complete employee interviews within a three-month period. Initial selection of the
sample employed strategies described by Schatzman and Strauss (1973) known as
selective sampling, based on pragmatic sampling decisions made prior to initiation
©f data collection. Given the desire to know as much as possible about the
Prerspectives of blue collar workers, within the context of work, a single site was
<hosen which allowed access to a large number of workers, functioning within a
<ommon work context. Therefore, one factory setting was chosen which provided

access to over 300 blue collar workers.
The workers themselves were ascertained to be the major source for the data

nNeeded; a sample of twenty workers was established, a priori, as a reasonable
T wa xmber to begin the process, and a number acceptable to management, who allowed
AcCcCess to the workers on work-time. Given prior knowledge of differences between
the (ifferent work areas of the plant, (described in Chapter 5) sampling was to be
Ao me from each of the areas of production, maintenance, and warehouse. Variation
i age ranges, and in gender were part of the initial sampling plan. (Prior studies
X general health perceptions have focused more often on female subjects; studies
X2 blue collar health have focused primarily on males). Given the racial
l"Ol'nogeneity of the plant, no efforts were made to examine ethnic differences in
heain conceptions. To allow for differences in conceptions of those who may have
Been active participants in the health promotion program, workers who had been

AcCtive were included, as well as workers who had not.
Two workers were chosen as informants to pilot test the interview guide.

"These workers were known to the researcher and were perceived to be willing to
Provide feedback on the structure of the interviews. Following positive responses

from these two subjects, the next two subjects were volunteers from an idle crew of
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warehouse workers. As six of the eight crewmen conspicuously did not volunteer
for the study, this technique for recruiting subjects was quickly abandoned. All
other subjects were selected first, based on theoretical and situational factors
described below, and then personally invited to participate. No workers approached

im this fashion declined to participate. However, two who were willing to
prarticipate were subsequently unable to because of schedule conflicts or

uananticipated events demanding their attention on the production line.
As data collection proceeded, sampling was guided by theoretical questions.

T he trajectory of aging and its relationship with health conceptions was noted early
TO be of central importance to health conceptions. Thus, age variation in the sample
became an even more crucial sampling dimension. Parental status also appeared to
Ihaa~we early linkages with how the workers perceived and dealt with health issues.
"I I wus, subsequent interviewees were selected to achieve a mix of single parents and
TV ©O-parent families, as well as those with no children. Three subjects were selected
B ecause of known health problems, to determine potential relationships of known
health problems to health conceptions. Others were selected because of their overt
AT tempts to work on their health concerns, compared with others who seemed to not

B < jnvolved with such concems.
Within the limitations of time and the number who could be interviewed,

S3wmpling decisions made on a daily basis were informed by theoretical decisions,
Bt other factors entered as well. For example, on a given day of interviewing, I
VW ould be sensitized to the need to find a female, an older worker, a worker with

<hildren, and/or a worker from a specific crew or work area. The workers who
“Were available for interview that day depended on the day's work schedules, and the

“Willingness and ability of the first-line manager to free a specific worker. The first-
ine managers became useful consultants in the process of sample selection. (This

helpfulness was partially established prior to the study, as part of the health
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promotion program, as managers were accustomed to arranging times when certain
workers could be relieved from work to go to classes or counseling appointments
with the HPP staff). Generally, the manager would consult with me, using his crew
1ist for the day, indicating who was 'off-line’ at certain times, or who could be
relieved for an hour. The manager would often volunteer brief vignettes about the
workers, such as "x is in his thirties, and has a couple of kids. I don't think he's
breen to any of the HPP classes..." From the manager's list of possible subjects,
several were selected, contacted and arrangements made between the worker and
the manager for a specific time for the interview to take place. Thus, decisions
rnade on a partially theoretical basis were always constrained, in part, by the
ex igencies of the work situation. This was most overt in the area of production.
INA aintenance workers were usually autonomous enough to arrange their own
S.chedules around an interview time. Warehouse workers also were able to arrange
thhaeir own interview times, when no trucks were on the dock to be loaded.
The process of theoretical sampling was facilitated by a mid-point 'stock-
&= kcing' (Finch and Mason, 1990) after approximately half of the interviews were
CO mmplete.  Such stock-taking revealed the need to seek more female informants of

V@& arious ages and parental status, and to get access to more 'hot end' workers.
It should be noted that theoretical sampling in this study was limited to selection

O broad types of cases. However, it could never be predicted what type of actual
S twations (or 'instances’) the worker would represent. This phenomenon has been
T Oted by Finch and Mason (1990). The process of data analysis made use of the
“Variability of situations presented by each worker, as a sub-element of sampling
Q@ fter interviews had already been completed. For example, as health identity
€merged as a central theme, it became important to find situations where workers
described their health as being less than 'good.' The interviews were re-analyzed to

find the occurrence of such instances, without seeking out more subjects. Similarly,
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in examining work context, it became important to examine the relationship of
worker's viewpoints (about hazards in the work setting) to their duration of
employment. This dimension was not an element of initial sampling, but in
xetrospective analysis, workers with thirteen years' experience could be compared
with those who had less than one year. Thus, the twenty cases fortuitously
Provided a much wider range of situational variation than could have been planned
for in the selective and theoretical sampling approaches. (Such serendipitous
situational variability is one advantage of the process of unstructured interviews,
wwhich allow a large amount of data to be uncovered, which may later turn out to be
highly relevant to an emerging theme).
Sampling thus was systematic, theoretically informed, and based on a
< ontinuous decision-making process (as described by Finch and Mason, 1990) but
P> xtially constrained by situational factors inherent in the work setting, and in time
13 ritations. The resulting sample provided a wide range of variation along several
<13 mmensions. Interestingly, the sample also proved to be fairly representative of the
B X wae collar population at the plant (see Chapter 5). The contextual characteristics of
T e study were further informed by the researcher's prior work experience in the

S« tting, and rounded out by interviews with management and medical/health staff.

Interview Process
Interviews were conducted in three different areas. All but two of the

LN terviews were conducted in a small conference room, familiar to all of the
Workers. The room was isolated from the main production areas, on the second
Bloor of the plant, in an area used for classes and meetings. Interviews were
Scheduled on days when there were no other classes or crew meetings in this area,
So few people ventured into the area. The room was fully air conditioned, and
equipped with a large table and padded arm chairs. The door had a small window,
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but interviews were conducted in a corner of the room where the respondent could
not be seen from outside the room during the interview. Two other rooms were
used for two subjects. One was a small office in the maintenance area, and the
other was a small office in the warehouse area. Both of these rooms were quiet and
comfortable; however they were not as isolated from the work areas. Each of these
©Offices had windows to the outside work area. However, the windows did not
appear to distract the respondents, who were accustomed to functioning in these

Offices. The workers' responses seemed candid in each setting.

An outstanding feature of the interview, from the workers' points of view, was
the fact that it was on work time. Workers whose job functions were scheduled by
©Others were often quite content to let the interview last as long as possible. Those
Wi th more autonomy in their jobs, or who felt they were critical for certain

Fuamctions, often watched the clock, to be sure they were not in the interview for

Ixare than the time they had allotted.
At the beginning of the interview session, the study was briefly explained, and

A consent form was signed (Appendix A). All interviews were tape recorded, with
IP>»<rmission. No workers refused to be recorded, and few seemed bothered by it. In
S« weral instances, when discussing highly personal issues or information which was
I>»e=rceived as possibly damaging if management became aware of it, subjects

T e=gquested the tape be turned off. In one instance, the end of an interview was

€ xased while the employee watched, as he became concerned about the possible

implications if anyone else did hear the tape. In general, there was little concern
©Xxpressed about the interview topics being highly personal or invasive, and little
Qpparent distrust. Most seemed to enjoy having an hour of sitting and an

Opportunity to talk about their viewpoints.
Interviews were conducted using an interview guide with open-ended questions

(Appendix B), with probes used when needed. The questions were derived from
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prior literature review of studies on health conceptions and of studies linking work
and health. Broad questions, designed to elicit the relationship of health to other
aspects of the respondents' lives were used to open the interview.

Midway through the interviews, preliminary analysis indicated some changes
mneeded in the interview format. The interviews often lasted longer than an hour,
which exceeded the generosity of the plant in allowing the interviews to occur on
worktime. The process needed to be streamlined, to avoid repetitive answers. In

addition, it was determined that several of the questions were confusing to the
workers, or had little relevance to them. Other questions were deemed to be
Prortentially more productive and were substituted. The following changes were
mmade in the interview format. Both forms of the interview guide are included in
A ppendix B, under Interview Guide A and Interview Guide B.)
The question (A4) "What determines whether or not a person is healthy?" was
T ther vague for the workers; some responded in terms of how one could tell if
S meone was healthy, others in terms of definitions of health. The question was
XT=phrased to elicit definitions of good health, and then to probe into determinants:
CIE=®2). "What is good health? (How would you define or describe it?)"; and (BS).
~ \What makes a person healthy?" (B7) "What do you base [your rating of health]
<m? What criteria do you use to measure health?" was added to elicit more specific
<Aescriptions of one's own health rating. This question became useful for analyzing
IParameters included in health identity.
Questions related to prior health were rephrased to let the respondent place the
“Values on comparisons with prior health, whether it was better or worse, and to
€liminate the repetitive responses generated with questions 6, 7, and 8. Therefore,
Question (A6). "Have you been more healthy than you are now? In what way?
'What do you think has changed?"” became (B8). "How does your health now

compare to your health in the past?”
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Questions about recent doctor's visits were not highly relevant for this sample.
Many could not remember, due to not having frequent doctor visits, or the response
alluded to the annual physical exam. The question as to whether they had any
health problems seemed sufficient to elicit the most relevant information. This
question covered problems of enough concern to require a visit a physician, as well
as other problems which did not. Thus, question (A13) "When was your last
doctor's visit? What kind of problem was the visit for?" was omitted. In its place a
question was asked about the perception of information gained from the yearly
physical and Health Risk Assessment: "Have you had the HRA (plant physical) in
the past 2 years? Did it indicate any areas you need to change?"

The question on views of others about health ([A26] "Do you think your views
about health are pretty much like the views of the people you work with?" was
difficult for the workers to answer. Clearly, it was not a topic that they thought
about often. It was answerable in terms of work conditions related to health, but
usually not to other health conditions. Workers were reluctant to project how
others might see things. This question was omitted. In its place, a question on
health as a topic of conversation with co-workers was inserted: (B27) "Do you and
your co-workers discuss health issues?"

Of course, the interview questions merely guided the process. The workers
often generated topics which were of greater relevance to them. The semi-
structured guide did help to assure that areas presumed at the outset to be of
relevance to the topic were mentioned to each worker for response.

Tapes were transcribed by the researcher. In initial interviews, poor sound
quality was a problem. This was corrected by using two recording instruments and
an external microphone. Typed transcripts were then coded for emergent themes,
using the constant comparative method described by Glaser and Strauss (1967) in a

grounded theory approach.



Coding and Analysis

Preliminary coding began concurrently with the interview process, as the
researcher interacted with the participant and the emerging data. Notes taken
during the interviews were used to remind the researcher of interesting points
worthy of follow-up during subsequent analysis. Tapes were transcribed by the
researcher, with coding continuing during this process. However, given the amount
of time involved in transcription, and the time constraints of the study, interviews
were completed before all of the interviews were transcribed. Thus, theoretical
sampling was limited to the initial hunches garnered by the researcher during
analysis of the full transcriptions of eleven of the interviews. Full analysis of the
450 pages of single-spaced data occurred well beyond the brief sampling time
frame.

Initial codes and emerging categories were later refined through ongoing input
from the dissertation adviser (Olesen) as well as a qualitative research discussion
group. Concurrently, prior research studies were reviewed and reanalyzed as data,
becoming an added component in the constant comparative process.

The coding process began with 'open’ coding, as described by Strauss (1987),
proceeding through 'axial' and 'selective' coding, as a core category ("health
identity") emerged. Throughout, the coding was guided by a coding paradigm,
analyzing each code for conditions (e.g., conditions for development of health
identity, for stability and for change), interactions among the actors (e.g. for
reinforcing one's health identity, or determining 'normality,') strategies used by the
actors (e.g. to process potential threats to health identity), and consequences (e.g.
conflict, stability, or restructuring health identity) (Strauss, 1987). As "health
identity” emerged as a major analytic category, further coding focused on
elaboration of this theme, until the coding resulted in a rather dense explication of

the theme, with further analysis revealing no new components, i.e., the point of
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presumed "saturation.” (Strauss, 1987, p. 35). "Health identity" as a core category
met Strauss' (1987) criteria for such a central category, including its centrality in
the data, its frequency, its relationship to other categories (such as health
conceptions in general, and to health hazards in the workplace) and its implications

for more general theory on identity.

Time Frame

The interviews were completed within a 3 month period. (Due to extremely
heavy production demands at the plant during the course of the study, no interviews
were conducted for a six week period in the middle of the study). Most interviews
for a specific crew were done within a 2-day period. This was to eliminate the
tendency for crew members to talk with one another, and to spread information
about the study questions to others. None of the subjects seemed to have advance
information about the study or the format of the interview. The existence of the
study did not seem to become a significant topic on the 'grapevine.' The interviews
were conducted in as short a time as possible, to prevent changes in the plant or the

health promotion program from affecting the subjects.

QUANTITATIVE DATA
The health promotion staff maintained a data file on employees who

participated in program offerings. The file included results of psychological and

social health assessments and partial results of computerized health risk appraisals

which assessed major risk factors for common health problems as well as health-

related behaviors. Portions of these data were used in this study to provide
background on the population, and to give some measure of comparison to other
blue collar groups. Due to the secondary nature of the data, and lack of controls in
data collection, these data were not considered as an integral part of the study.
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All data used in the study were coded and could not be linked with individuals.
For the twenty workers who participated in the interviews, specific permission was
obtained to access their individual data and link the quantitative findings with the
interview findings. (Consent form is in Appendix A). These data are described
below.

Measures of Physical Health

Health risk appraisal data were collected by professional medical staff as part of
the plant's optional yearly physical. (Approximately 80 percent of the total plant
population participated in the health screenings.) Screenings completed between
June 1986 and June 1988 were included in the sample. If a worker had completed
two screenings during this period, the earliest screening was used. Physical data
included blood pressure and cholesterol, available for 239 employees.

The health risk appraisal tool, "Healthier People,” was developed by the Carter
Center of Emory University (1988). The public domain computer software is based
on epidemiologic data from the Centers for Disease Control, the Public Health
Service and many longitudinal health studies. The purpose of the tool is to "identify
precursors associated with premature death or serious illness, and to quantify their
probable impact for each individual participant.” (Carter Center of Emory
University, 1988, p. 1.1-1).

Data available from this tool included an assessment of body weight compared
to the Metropolitan weight tables, lifestyle recommendations on several health-
related behaviors, and a total 'Wellness' score. Lifestyle recommendations included
suggestions such as the need to lose weight (if more than 20 percent overweight), to
stop smoking, to increase exercise (to achieve at least 20 minutes of aerobic
exercise three times a week), and warnings on risks of excessive alcohol

consumption (if more than 14 drinks per week) or frequent use of drugs for
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relaxation. The wellness score was based on risks indicated by the health history,
lifestyle data, blood pressure and cholesterol. The wellness scores ranged from 0 to
100, with a higher score indicating a higher degree of wellness. Records with these

data were available for 214 workers.

Illness Days

Attendance records on all blue collar workers for the year 1987 were included
as background data (n=331). All absences recorded as illness were counted as
illness days. (Extended medical leaves of absence were not included in the total
count of illness days, to keep the measure one of day-to-day functionality for work,
as opposed to a measure of long-term chronic conditions and to omit pregnancy
leaves and leaves for elective surgery). Absenteeism data are typically beset with
inaccuracies and bias. Qualitative responses indicated the degree of complexity in
acquiring reliable data on actual illness occurrence. Some employees noted they
would work, even though ill, or use vacation time when ill, to maintain perfect
attendance records, versus others who might use sick days even when not ill. Thus,
the illness days data were recognized at the outset to be only a rough measure of

illness episodes, which must be considered in the context of qualitative responses.

Data Analysis

Means, ranges and frequencies were calculated for all variables for the total
population of blue collar employees. A second calculation was performed for the
sample of 20 workers who were interviewed. Cross tabulations were performed on
several variables to determine associations among variables. Other than providing
background data on the representativeness of the sample for the larger population of
blue collar workers, data analysis was not particularly useful in contributing to

understanding of the research questions under study. Thus, extensive quantitative
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results are not included here. However, a few variables did provide interesting
confirmation or contrasts with qualitative responses. These variables are discussed
in the qualitative analysis sections. Variables which help to characterize the sample

and population are discussed in Chapter 5.
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Chapter 5
DESCRIPTION OF THE SETTING AND SAMPLE

In order to consider workers' conceptions and perceptions of health as they
relate to the work setting, the context of that setting must be considered. The
following section provides an overview of certain key areas of the chosen work
setting, presumed at the outset to be important in relation to dimensions of health of
blue collar workers.

The data included in the following overview derive from the researcher's
experience at the plant over a four year period, prior to and during the time
interviews were conducted. Field notes were maintained and interviews were

conducted with key staff as part of the current study.

LOCATION

The setting is a manufacturing plant in rural California, employing 400-500
workers, depending on seasonal demands for the product. The employed population
is generally stated as 450. The plant serves as the major employer in this rural
area. Workers commute to the area from many small towns in the valley or from a
larger city (population 60,000) which is one hour away. Given the economy in the
area, jobs at the plant are in demand and valued. The turnover rate at the plant is

less than 2 percent.

PHYSICAL LAYOUT

The plant is isolated in the middle of farm fields, covering 14 acres under one
roof. It lies in sight of a major interstate highway. The grounds are well
maintained, with green lawns in front. The plant itself is of plain, 'factory' decor,

tidy but not overly attractive. A 'breakroom’ is provided for all the employees for
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meal and coffee breaks. This area is a central gathering area for employees. Four
major work areas are evident: the office area for managers and clerical staff; the
'cold end,’ consisting of the major portion of the assembly line; the 'hot end,'
containing high tech machinery involved in chemical mixing and heating processes;

and the warehouse, where the product is stored until distributed.

THE WORK ORGANIZATION

The plant management prides itself on participative management, and on
maintaining a union-free workplace. Within recent years, a profit-sharing plan has
been established. Workers have consistently earned substantial yearly dividends
from this plan. There appears to be no current movement to unionize the plant,
though there have been efforts in the past. For the most part, the workers seem to
feel very well paid for their efforts. Many feel involved in areas of decision-
making through active task forces. However, some express disgruntlement with the
participative management system. The plant is considered by management to have

very high productivity, and a good safety record.

DIVISION OF LABOR

The workers are classified as salaried or hourly employees. Only hourly
employees were included in this study, from the areas of production, maintenance,
and the warehouse. This excluded first-line supervisors and other management

personnel, to keep the focus on the blue collar worker.

Production
The majority of workers at the plant are employed in production. There are
four crews of approximately 60 workers each. Production is continuous at the

plant——24 hours a day, and through all holidays. The four crews rotate on a
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predetermined schedule to cover all time slots. The 12-hour rotation consists of 2
or 3 day shifts, 2 or 3 days off, then 2 or 3 night shifts. Every month each crew
receives a long break of several days. Though some do not like the 12-hour
rotations, the majority favor it over the prior schedule which involved seven day
stints on each shift (days, evenings, nights) with one or two day breaks in between
each shift change.

Production encompasses the 'cold end,' noted for predominantly assembly line
tasks, and the 'hot end,’ which involves high temperature processes and work with
complex computerized machinery requiring a high degree of training and vigilance.
Cold end workers comprise the bulk of the production staff, in a job category
known as 'inspector/packer.' Their main responsibilities are to remove 'bats' of the
product from the assembly line, inspect it for quality, and 'bag' the bats for
shipping. This job is broken down into several discreet tasks, which are rotated
among the workers every two hours. In addition, these workers may have many
different tasks throughout the 12-hour shifts that do not involve assembly line work,
such as 'clean up.' Generally, they are 'on line' (the assembly line) for 2 hours,
take a 20 minute break, and then have an off-line job until the next 2 hour time
period is up, when they go back on-line for 2 more hours. The inspector-packer job
is not highly technical. It is usually the point of entry into the plant. Almost all
workers in other areas started out there and moved up. The job is characterized
predominantly by tedium, though it can be physically demanding. Workers are on
their feet for long periods of time, doing repetitive movements, and moving bags
which weigh 50 to 70 pounds.

Hot end workers work in the hottest area of the plant, around molten
compounds and hazardous, noisy machinery. The area is isolated, and entry is
restricted. Anyone walking into the area must wear double hearing protection and

hard hats. These can only be removed by the hot end worker when inside two small
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glassed-in offices. Here, the workers can monitor the machines and computer
equipment visually. The offices are air conditioned and quiet enough for
conversation. When out with the equipment, workers must primarily communicate
by hand signals. Unlike the cold end workers, hot end workers are highly trained
specialists. They have specific functions which they perform throughout the shift.
The job is considered to be challenging, and workers here feel there is a lot to learn
about the machines. However, when everything is functioning normally, the
monitoring functions may become tedious. Every two hours, hot end workers may
leave the area for short breaks. High prestige is accorded to the hot end jobs by
many at the plant, due to the extensive training required, and higher pay.
However, it also is considered by many to be more hazardous.

Production workers are paid for the full 12 hours of their time at the plant, with
lunch break occurring on paid company time. Consequently, these workers cannot
leave the plant on their breaks, even to walk outside on the grounds. They must be
in the break room for the major part of their breaks, or within hearing of paging
speakers and emergency alarms. When any problem occurs on the assembly line,
all workers are needed immediately to help correct the problem, so even on breaks,

they are 'on-call' to the assembly line.

Maintenance

The maintenance department is one crew, of about 60 workers. They maintain
the machines, implement engineering changes, and maintain the general operations
at the plant. Many of the workers in this area were previously inspector-packers,
but have moved up by virtue of mechanical skill or specialized training. Some jobs

in the maintenance department do not involve direct maintenance or a high degree
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of mechanical training; these 'utility' jobs keep the machine environment clean.
These are considered 'dirty' jobs, but many of the female workers gravitate to them
because of the desirable hours.

The maintenance department does not work on weekends and does not rotate
shifts. They work day shifts only, five days a week. Maintenance workers have a
great deal of mobility throughout the plant, are involved with many different aspects
of plant function, and have a job that is variable from day to day. Stressful times
occur when a major machine is malfunctioning, leading to a cessation of
production. At those times, pressure is on the maintenance team to restore
production as quickly as possible. At other times, the pace of maintenance workers
is more self-determined and does not appear to be stressful.

Maintenance workers have more freedom to determine their daily activities than
other workers. Breaks are taken at their own convenience. Unlike the production
workers, they are able to leave the plant during breaks. Thus, in contrast with
production workers, these workers have a standard day shift, regular sleeping hours

and fewer constraints in the work environment.

Warehouse

The warehouse is located away from the central manufacturing area of the
plant. The warehouse consists of a loading dock and a huge storage area for the
products to be shipped. There is a central office and breakroom for the warehouse
workers in their work area. This permits them to stay away from the central plant
operations. Thus, they have minimal interaction with the rest of the employees and
the actual manufacturing processes. The warehouse crews load and unload trucks,
24 hours a day, five days a week. The workers are permanently assigned to one of
three crews which rotate to cover all the work periods. For about two years, the
warehouse has been on rotating 12-hour shifts, from 8 A.M. to 8 P.M., and 8 P.M.
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to 8 A.M. The 12-hour shift and the pattern of rotation was decided on by an
employee task force and then voted in by the workers.

Warehouse workers attain their positions after several years of working at the
plant in other capacities. The job is considered the best in the plant by these
workers, who have experienced most of the other job categories. Job turnover here
is very low. The job is physically demanding and tedious at times. Slack periods
occur when no trucks are at the dock, counterposed with stressful periods when
there are many trucks with anxious drivers waiting to be loaded. With a recent
sustained increase in production, and an aggressive sales and marketing campaign,
the slack periods have occurred less often. The warehouse workers have
consistently broken their own monthly records for amount of product loaded, with
no additional staff.

The absenteeism in warehouse has decreased over the past year, while that of
the rest of the plant has increased. The decrease in absenteeism has been attributed
by management to the heavy workload over the past year. An absence of one
worker results in a heavier workload for the others; thus each individual considers

himself a vital part of the crew and is less likely to call in sick unless truly ill.

Employee Health

Employee health falls under the responsibility of the employee relations
department, with a small medical staff consisting of a registered nurse and a part-
time physician. The medical department provides onsite first aid and medical
consultation for minor acute illness. Yearly pulmonary function screening and
hearing testing are conducted for certain workers. Employee assistance referrals

for drug and alcohol problems are handled as well.
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The Health Promotion Program

Two years prior to this study, management established a contract with a health
agency outside the plant, to establish a health promotion program at the plant. It
appears this move was predominantly at the instigation of the personnel director,
who was concerned with the number of stress-related problems which weren't being
handled effectively through existing mechanisms. The program selected was
based on a multidimensional model, which included health risk appraisals, an
extensive physical, and on-site specialists in nutrition, exercise, relaxation
techniques, stress management, and counseling. The mode of delivery was through
group classes and individual counseling. Health promotion staff maintained their
offices and records in the sponsoring hospital, spending two days a week in the
plant.

During the first two years, classes were conducted on healthy eating, getting
started in exercise programs, relaxation techniques, stress management techniques,
adjusting to 12-hour shifts, dealing with depression, effective communication,
smoking cessation, and maintaining a healthy blood pressure. Many of the classes
were offered 4 times a day, 4 days a month, to cover all crew rotations, and all
break times in the plant. Almost all were offered on regular work time. Workers
signed up in advance, and if the work scheduled allowed, the supervisor released
the workers for a specific class time. Efforts to increase employee interest and
involvement outside of structured classes consisted of blood pressure screening in
the breakroom, distribution of a weekly bulletin on health related topics, a weight
loss contest, a blood pressure contest, cholesterol screenings, and a raffle for a no-
smoking promotion.

This program is not typical of many worksite programs, by virtue of its heavy
involvement of blue collar workers, who usually are poorly represented in worksite

programs (Pechter, 1987). A major element is the ability of the worker to
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participate on work time; another factor is the availability of HPP staff and classes
in areas frequented by the blue collar workers. This avoids the 'carpeted floor’
syndrome where blue collar workers feel uncomfortable venturing into the pristine
realms of management, leading to low levels of blue collar participation in some

programs (Pechter, 1987).

HEALTH AND SAFETY

Like most factories, the plant in which this study was conducted must deal to
some extent with the health and safety concerns of the workers and regulatory
agencies. Management efforts to safeguard the workers are quite apparent, and
perhaps more overt than in most companies, due to recent litigation against the
parent company for worker-related disease caused by another product which is not

manufactured in this plant.

Work Hazards

The manufacturing process in this plant involves: work with large, automated
machines, high temperature processes, the use of chemicals, by-products of fumes,
dust and air-borne fibers; work in extreme temperatures; the use of motorized
vehicles to move large bags of the product from the production line to the
warehouse and to loading docks; jobs characterized by repetitive motions of lifting
and twisting; noise from machinery; a machine-paced production line; and rotating
12-hour shifts for most workers. The product itself carries potential, though as of
yet uncertain, long-range hazards. It definitely causes skin irritation in some
workers. Speculation on pulmonary effects such as lung cancer or pulmonary
fibrosis has surrounded this product. In addition, one must assume the typical
stresses found in work settings, between workers and supervisors and amongst co-

workers.
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Management Approaches to Work Hazards
Management approaches to these definite or possible health concerns are

multiple, including education and training, and regulations.

Education

Information is managed through many routes. New workers are given a two-
week class-room training period, in which pamphlets are distributed containing
information about the potential hazards and safeguards necessary for the product.
Management periodically shows video tapes produced by the parent corporation
which discuss research findings on the health hazards of the product. The
presentations note concerns with potential hazards of the product, and summarize
findings from laboratory research. The general conclusion presented is that there is
no definitive evidence of substantial risk from the product, and that research
continues. The videotapes emphasize that the research has been conducted by
independent researchers, as opposed to company scientists. Safety precautions are

explicitly outlined.

Communication

Each crew attends mandatory monthly safety meetings to discuss current plant
concerns and problems. As part of participatory management, the workers are
included on the safety committee, which analyzes plant problems and procedures.
The plant manager holds monthly meetings with employee representatives, where
concerns may be expressed. The plant manager answers employee questions in
writing, displayed on a central bulletin board. The plant keeps tallies of the number
of injuries resulting in lost work time, crew by crew. These are recorded each

week in the plant newsletter. Safety problems and critical injuries occurring in
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sister plants are also posted, frequently along with proposed changes in policy or
procedure to prevent such injuries from occurring in this plant. The results of plant
testing for air quality, water quality and many other safety parameters are posted as
well, along with the company's steps to resolve problems which are apparent on
inspections. The central bulletin board also contains procedures by which an

employee can report safety violations and concerns about work hazards.

Regulations

Precautions, warnings, and restrictions are clearly posted in employee work
areas. For example, protective eyewear must be worn at all times in the working
areas of the plant; signs are posted prominently. The workers themselves are
vigilant in reminding visitors walking through the plant to put on safety glasses.
Receptacles with fresh ear plugs and masks are evident at many work stations.
When entering the 'hot end' where double hearing protection, hard hats and masks
are required, large signs warn of the danger and forbid entry without the
appropriate safety apparel. There are regulations concerning the type of shoes that
must be worn, to avoid foot injuries.

In recent years, the company began an intensive campaign to increase the
employees' awareness of safety concerns. A large sign is posted at the plant
entrance and in various places throughout the plant, expressing the management's
philosophy of safety:

We believe everyone is responsible for their own safety and the safety of
others. Accidents are preventable when people are alert to the hazards
of the workplace. These hazards can be effectively safeguarded. It
follows that preventing accidents must be everyone's primary
responsibility. Vigilant leadership coupled with high plantwide
involvement will result in a truly safe workplace.

The safety director described management's concern and approach to plant

safety over the past few years, describing a proactive response to employee
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concerns by encouraging them to speak up about safety problems. In some
instances, machinery was shut down in response to employee concerns, enhancing
management's safety image of being concerned about safety.

The plant recently received an award from the parent company for achieving
500,000 man hours without an injury leading to lost work time. Although the safety
record has deteriorated since then, management's feeling is that 95% of the
accidents now are due to "a person just not thinking about what they're doing. It's
not the machinery.” (This type of injury is referred to as 'dumb injuries' by both

management and workers).

Types of Injuries and Work Risks

According to the safety director, the incidence of injuries does not show any
pattern of occurrence that can be attributed to shiftwork, or to the recent conversion
to 12-hour shifts, which some felt might lead to more fatigue-related injuries.

The most common types of injury that are considered work-related are
musculoskeletal: neck, shoulder and back problems from lifting and twisting; and
tendonitis and carpal tunnel syndrome, related to repetitive folding motions. The
back injuries are seen by management as potentially preventable, if training were
increased enough to actually change workers' habits. A specialist has been engaged
through the health promotion program, to work with individuals in their work areas
and work groups, to identify poor body mechanics and to determine alternate
motions to perform specific functions with less risk of injury.

The risks of hearing damage in the hot end are of major concern to the safety
director. The plant has regulations more stringent than those required by the parent
company, requiring double hearing protection in the high risk areas. However, the
safety director feels that workers are not as aware of that risk, as the damage may

take a long time to develop. A few workers, however, did note concerns with the

62



risk of hearing loss. The medical department conducts yearly surveillance of
workers' hearing.

An uncertain health outcome of working with chemicals involved in the
manufacturing process is postulated to be respiratory disease, including the onset of
asthma, pulmonary fibrosis, and cancer. During the time of this study, media
reports focused on respiratory hazards, though noting the inconclusiveness of
research reports. Those reports were highlighted by the recent development of
restrictive airway disease in three workers in this plant. Two were labeled as work-
related. The third case was equivocal according to the plant physician, and difficult
to differentiate from similar occurrences of mature onset respiratory problems in the
population at large. However, these cases have received much concern and
discussion on the worker grapevine, and increased vigilance and examination of the
chemical fume problem by management. An element of uncertainty surrounds the
attribution of the problem as work-related. Alternate hypotheses were offered by
the plant nurse who noted that the recent cases of airway disease occurred in two
workers who were smokers. Two of the workers were not happy working at the
plant, and had an associated history of other problems with illness or depression.
She implied an interaction between job satisfaction and the incidence of work-
related illness. The safety director noted the possibility of reaction to many of the
different chemicals used in the process, but is not certain these elements could
actually cause respiratory disease. He pointed out that probably two thousand

people have worked around these substances at the plant with no problems.

Risks Related to Work Areas
The areas of greatest potential hazard are noted by the safety director to be the
'hot end' and the warehouse. The hot end is of concern due to the potential for

getting caught in moving machinery. Despite the proximity of large gas burners
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and molten compounds, burns are not really considered a major problem. Most
burns are minor, requiring first aid only, and no lost-time injuries have occurred
for burns. (Workers themselves mention burns as only minor concerns).

Despite the apparent higher risks in the hot end, workers do not generally turn
down a chance to work there, with its higher pay, and more challenging, non-
assembly line work. Workers may choose to "get out of the [product]” on the
assembly line to avoid the itching and skin irritation it causes. Once they have
achieved hot end positions (offered on the basis of seniority), few leave to go back
to the assembly line, even if health problems develop. The safety director notes
there are people who probably shouldn't be working in the hot end because of
problems such as asthma. They adapt by using inhalers to control the symptoms.
The plant is instituting stricter respirator protection for hot end workers, and
increased testing for workers prior to being assigned to that area. Workers with a
history of respiratory problems are no longer offered assignments there.

The general consensus on risks in the plant is that the hot end is subject to
fumes, the cold end to fiber dust, and the warehouse to physical hazards.
According to the safety director, the cold end is not perceived by management to be
at particular risk for breathing problems from the dust, and workers are generally
safe without masks, which are not required on the cold end. The warehouse poses
risk because of overhead lifting while loading trucks. The warehouse workers
experience the highest proportion of work injuries, compared to other areas of the
plant.

Mental Health Concerns
The greatest health concerns at the plant, in the view of the safety director, are
not in the production process itself, but in the "emotional, stress area," attributed to

a large increase in production demands without a concurrent increase in staff. In

64



addition, the company has major plans to renovate one section of the plant, which
will cause temporary lay-offs during the renovation, as well as a future decrease in
manpower needs as production will be more automated. Many workers have
concerns about their future for employment, and many workers with seniority will
have to assume less desirable jobs.

The director of the health promotion program sees the primary health problems
of the workers as related to stress issues. Workers feel 'stuck,' depressed, and
experience problems with identity and self esteem. Even physical problems such as

back problems are seen as linked to the job environment and associated with stress.

Personnel Policies Related to Health

The plant does not hire smokers, and does not hire applicants who test positive
on pre-employment drug screens. No other explicit restrictions on hiring were
reported. In the year prior to this study, all smoking was banned on the plant
premises, based on the confirmed increased risk for cigarette smokers to develop
work-related respiratory disease. Some workers have quit smoking on their own or
through company sponsored cessation programs. Some workers manage to smoke
only on their time away from the plant. Others continue to smoke at work in
secrecy, despite great risk to their job.
CHARACTERISTICS OF THE BLUE COLLAR POPULATION
AND THE SAMPLE

Given the availability of several quantitative measures of health collected by the
health promotion staff, it was possible to describe the characteristics of this
population on several objective measures, and to ascertain the representativeness of

the interview sample.

The twenty workers who were selected for interview reflected a mix of
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convenience sampling as well as limited selective sampling. At the outset no effort
was made to acquire a random sample from the worker population. Attention was
given to achieving a mix of male and female workers, a broad age range, and
representatives from each of the three main work areas of the plant. Twelve
workers were from production, four from the warehouse and four from
maintenance. Fifteen males (75%) and five females (25 %) were interviewed (See
Table 1). The mean age was 35.6, ranging from 21 to 56. One Hispanic and one
black worker were interviewed. (The overall population is fairly homogeneous,
with only 15% Spanish surnamed and .01% black, reflecting the composition of this
rural community). Although the sample was not selected to be a random sample,
the demographics of the sample were compared with the overall blue collar
population of the plant, to determine the degree to which the sample could be
presumed to be representative of the population. Comparisons are summarized in
Table 1. Essentially, the male and female composition and the age ranges of the
sample were comparable to the larger blue collar population at the plant. The
sample had a slightly higher percentage of young workers, and a slightly lower
representation of older workers.

Several objective health measures, such as blood pressure, cholesterol, weight,
and number of illness days were also compared for the sample and the population.
These data are summarized in Tables 2 and 3. The interview sample had a slightly
higher mean number of illness days. Qualitative data from the interview sample
indicate that the meaningfulness of illness data in general, as an objective measure
of health status, may be highly suspect. Workers indicated instances where they
came to work despite illness, in order to maintain perfect attendance records, as
well as instances when they claimed illness to attend to family problems etc., which

were not illness-related.



TABLE 1

DEMOGRAPHICS
POPULATION SAMPLE
n=331 n=20
n Percent n Percent
SEX
MALE 258 77.9 15 75
FEMALE 73 22.1 5 25
AGE CATEGORIES
(years)
19-29 91 27.6 7 35
30-39 133 40.3 8 40
40-63 107 32.1 5 25
AGE (YEARS)
MEAN 35.9 35.6
RANGE 19-63 21-56
S.D. 9.49 10.09
TABLE 2
ILLNESS DAYS FOR 1987
POPULATION SAMPLE
n=331 n=19%
MEAN 1.95 2.47
RANGE 0-22 0-8
S.D. 2.66 2.39

*One interview respondent was not employed for the full year.
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TABLE 3

PHYSICAL HEALTH MEASURES

POPULATION SAMPLE
SYSTOLIC BLOOD PRESSURE n=237 n=15%
(mm/Hg)
MEAN 126.7 122.6
RANGE 97-166 110-153
S.D. 12.99 12.25
DIASTOLIC BLOOD PRESSURE
(mm/Hg)
MEAN 79.4 75.4
RANGE 49-110 49-101
S.D. 11.25 12.6
INCIDENCE OF HYPERTENSION
SYSTOLIC > 140mm Hg n=44 (15.7%) n=1 (6.7%)
DIASTOLIC > 90mm Hg n=40 (13.9%) n=2 (13%)
CHOLESTEROL (mg/dL) n=239 n=15
MEAN 198 186
RANGE 109-319 111-263
S.D. 38.8 43.1
INCIDENCE OF ELEVATED CHOLESTEROL
240-299 mg/dL =23 (8.8%) n=3 (15%)
>300 mg/dL n=4 (1.7%) n=1 ( 5%)
INCIDENCE OF OVERWEIGHT
OVERWEIGHT n=165 (62.2%) n=8 (57.1%)

(20% above recommended)
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Physical Health Measures
Physical health measures were collected as part of the voluntary yearly physicals
offered at the plant. These data were available on a majority of employees.

Because of missing data on some parameters, total numbers on each measure vary.

Blood Pressure

In the interview sample, blood pressure data were available for 15 workers.
Their readings were similar to those of the population. The incidence of
hypertension in this population was similar to findings in several studies, where
ranges of 12.5 to 25.7 percent of workers were reported to have hypertension
(Harris, Collins and Majure, 1986).

Cholesterol
Cholesterol readings were similar between the sample and the population. The
incidence of cholesterol readings over 300 mg/dL were similar to those reported for

other working populations (Harris, Collins and Majure, 1986).

Weight

Sixty-two percent of the population and 57 percent of the interview sample
were reported to be twenty percent or greater above their desirable weight, based
on the Metropolitan Life Insurance weight tables (Table 3). The weight measures
in the population and the sample fit within ranges reported by Harris, Collins and
Majure, (1986), although on the high side. Thus, this group may be more
overweight than other working populations. As many of the workers, including
females, are doing work that involves muscular development, the high percentage of
overweight workers may be related to dense musculature as opposed to fat. Thus,

comparisons with other groups of workers may not be valid for this parameter.
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Health-Related Behaviors

Fifteen percent of the workers were smokers; 31 percent of the subsample were
smokers. Novick et al. (1985) reported 41 percent of blue collar workers were
smokers. Byrd (1989) reported that 21.3% of Californians smoke. The relatively
smaller percentage of reported smokers in this study could be attributed to the
smoking ban on the plant premises. Some workers quit smoking after the ban;
those who continued may not be willing to reveal continuation of the habit out of
fear for their jobs, even though they are only restricted from smoking at work.

Both factors are probably operational in the relatively smaller number of reported
smokers in this group of workers. Data from the interview sample indicate that
several workers did quit smoking after the smoking ban.

Over half of the workers (54.8%) in the plant population who participated in
the health risk appraisal do not exercise regularly at least three times a week,
compared to 69% of the sample. Novick et al. (1985) reported comparable findings
of 69% for their blue collar sample. Byrd (1989) reported that 53.2% of
Californians do not exercise at least three times weekly. The qualitative responses
provide some understanding of the lack of exercise in blue collar workers. Many of
the workers in this sample consider the physical exertion in their jobs to be adequate
for good health, and express little motivation for exercise outside of work. Others
are quite active in their leisure lives, but do not necessarily consider their activities
as exercise, and thus may under-report their exercise levels. Shift-workers indicated
they found it difficult to incorporate regular exercise in a schedule shifting from 12-
hour days to 12-hour nights.

DISCUSSION OF QUANTITATIVE FINDINGS
Findings from this study are not markedly different from findings of other

studies of employees, indicating that this working population is not notably different
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in terms of objective measures of health. Findings on the most objective
measures—high blood pressure and severely elevated cholesterol——fit within ranges
of several studies reported by Harris, Collins and Majure (1986). The blue collar
workers as a whole, as well as the interview sample reflect a rather typical picture

of the 'healthy' worker.

SUMMARY

The preceding extensive elaboration of the work context provided data which
were critical in guiding qualitative analysis. This plant provides a circumscribed
context for exploration of workers' conceptions of health. However, within that
setting are several subcultures and diverse work areas that provide comparisons of
certain factors, such as work constraints, shiftwork, and selected work hazards.
Workers share exposure to common potential hazards to health, but the degree of
exposure, the perceptions of exposure, and the potential array of responses to risks
vary by work areas, and sometimes by crew.

Sub-research questions formed portions of the analytic process in dealing with
the interaction of the work context with the workers' conceptions of health. These
questions are listed below:

1) Given the different types of work, the different degrees of exposure to
diverse hazards, differences in working conditions (such as shift
rotations and differential forms of stress), and different work cultures on
each crew, are there notable differences in health conceptions related to
work area?

2) How have workers who have been working at the plant for many years
approached the problem of work hazards, compared to newer
employees?

3) How do incidents of work-related illness and injury affect a worker's
perception of health and risk for potential health problems?

4) How do workers who choose to work in more hazardous areas of the
plant approach the problem of potential health hazards?
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5) How do the plant's policies and communications related to health, and
the health promotion program's offerings affect conceptions of health?

6) Objective data on health measures indicate some health problems in
workers, including hypertension, obesity, high cholesterol, smoking, and
lack of adequate exercise. How do such findings relate to conceptions of
health?

7) Given the many elements of social and physical constraints in the work
setting, do the workers express concerns about social control in relation
to their health?

A variety of health concerns emerge in the context of this specific plant,
from the perspectives of management, medical personnel, and health promotion
staff. The focus of the current study was the perceptions of blue collar workers in
this setting, on health in general, and health as it relates to the work context. These
issues were explored through in-depth interviews with twenty workers. Results are

discussed in the following chapters.
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Chapter 6
DIMENSIONS OF HEALTH

Interview responses of twenty workers were analyzed to provide insights into
the ways in which blue collar workers perceive health. The research questions
which guided data analysis were:

1) Within the context of a specific work setting, how do workers perceive
their own health?

2) What do workers perceive as predominant determinants of, or influences
on health?

3) Are the workers' health perceptions influenced by the structure of work
and the cultural matrix of the work setting? If so, in what ways?

Current health literature offers a multitude of definitions of health, with
definitions varying depending on the professional paradigm and the context
(reviewed in Chapter 2). The viewpoints in this blue collar population reflect a
similar diversity and multiplicity, with individuals often focusing on different
dimensions of health, varying by phases in life trajectories or context of the
discussion of health. Health, as perceived by the lay person is not a clear cut,
unitary or static entity, as some more formal or professional definitions might
indicate. Multiple factors are seen as influences on health; however, individuals
perceive a great deal of control over many of these factors, or their responses to
them. Moreover, health conceptions are highly interactive with the context of
work. In this chapter, definitions of health provided by the workers are discussed,
including variations between discussions of personal health versus general, abstract
health definitions. The emergence of a key category, "health identity," is explored.
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DEFINITIONS OF HEALTH
In the twenty interviews, definitions of health ranged from very broad, holistic
definitions to narrow, specific ones. For example, a young production worker's

definition embraced multiple themes in health:

I think if you just talk to a person tyou can tell if they're healthy. Just

their personality, their activities, if they have any. If they do have any,
what they are. The way they look——appearance definitely. And of course,
by if you get any physical results, any kind of testing, that'll tell you

right there. [He discusses many physical attributes related to his

conception of health——being in good shape, body building, regular
exercise, but balances that view]. I've been talking a lot of physical,

but I think it's a lot of——you have to be healthy mentally too. You have
to have a good lifestyle, and friends and family. Social life is very
important. That's healthy.

In this worker's elaboration of multiple components of health, it is clear that
physical, mental, and social aspects are all integrated into his conceptions, exempli-
fying a mind-body-society perspective on the broad category of health. Health in
others can be inferred from what they say, how they look, from their social
relations and from what they do.

In contrast, another worker addressed health primarily in terms of not catching
colds or flu very often, and being free of symptoms: |

I think a person is healthy if they're——Ilike I know people, they have colds
all the time, they get the flu constantly.... And I don't think a generally
healthy person, you know, maybe like once a year gets the flu, like
everyone else, and you know, maybe a cold every now and then or
something. {Interviewer: So being healthy is pretty much not catching
everything that comes along?} Yeah, [and] if you want to go for a walk,

or something, you don't come back wheezing and coughing and gagging,
because you smoke or whatever.

His views focus primarily on symptomatic (biomedical) criteria, with an allusion to
behavior (not smoking) as the main way to tell if a person is healthy. In this case,
health can be inferred from one's condition, i.e. absence of symptoms, and what
one does, e.g. behavior related to health. This worker expressed rather minimal

74



criteria in describing health which seem most consistent with a 'functional’
definition of health. The other eighteen respondents provided a range of responses
in between these two examples. Most included mental as well as physical attributes
as central to health.

No standard, all-inclusive criteria emerged for a definition of good health in
this lay population. Despite presumed exposure to current fitness trends in the
media, the dominance of biomedical views in the health care system, an active
worksite health promotion program, as well as a common work culture, no
uniformity was evident in conceptions of health. The workers appear to incorporate
concepts from these many exogenous sources in varying degrees, constructing their
own personal philosophies. These lay conceptions or philosophies of health may
encompass all the elements about which professionals painstakingly theorize.

None of the subjects were at a loss to define health, though some tried to
clarify what the interviewer meant by health. However, none indicated that
defining health and describing its determinants was out of their domain of expertise.
The 'lived experience' (Schutz and Luckmann, 1973) of health seems to provide its
own expertise. (Note: The term 'lived experience is applied from Schutz'
elaboration of the subjective experience of "the temporal, spatial and social stratifi-
cations of the life-world" [Schutz and Luckmann, 1973, p. 99]. Individual
experiences are bound to situations and incorporated into an ongoing biography,
based on an individual's 'stock of knowledge.' The flow of experience in turn, is
incorporated into the stock of knowledge, contributing to further construction of
the stock of knowledge. Experience and knowledge are reciprocally interactive).

It is possible that workers who have been active in the health promotion
program would incorporate some of the health promotion staff's terminology or
broad conceptions regarding health. Purposive sampling was used to obtain

responses of workers with no contact with health promotion activities, who had
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little awareness of the program or its philosophy, as well as workers who had
participated actively. Active participants would likely have been exposed to general
holistic health definitions by health promotion staff, or through classes and health
bulletins. However, there seem to be no differences between the definitions of
those who have participated in the health promotion program, and those who have
not. Because there are no differences based on health promotion participation, and
because the descriptions of each individual were rather unique, it appears that
concepts of health are internalized, lived experiences. To the extent that health
concepts derive from a common stock of knowledge, individuals assimilate that
knowledge by a process of selective integration. Individualized notions of health
become personalized and developed beyond a common stock of knowledge,

although they may incorporate common information.

ACCOUNTS OF 'GOOD' HEALTH

The questions——"Have you been more healthy than you are now? How did that
feel?"——elicited distinct accounts of health which had great relevance for a few
individuals. The descriptions flow with the positive descriptors of the experience of

health. For example,

...at one point, I was running almost 6 miles a day... and I could run 6
miles in almost 35 minutes. That's not too shabby for someone who's
really not trying to, uh, to set world records, and I felt great! ...I was
very lean and fit. I was very low stress....

And:

Ten years ago, I weighed 185, 190, had no back problems, no knee
problems. Had no problems with my health. Of course, I was single....
It tends to make a difference in your eating habits.... Oh, that felt great
compared to the way I feel now. [Interviewer: Like in terms of...what
differences are there between that state of health and this state of health?]
Confidence. OK. When you feel good and ?'ou look good, you tend to
have more confidence in yourself. And I've lost some of that. I doubt
myself more now than I used to.
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In these examples, accounts of 'good' health were readily recalled as part of a
'lived experience,’ of health. Experience of 'good' health reflects the individual's
actual performance, subjective feelings, and objective conditions of the body, such
as weight, and absence of signs or symptoms. The presence of such accounts
appears in striking contrast with the responses in Cornwell's (1984) sample, in
which she found no such accounts of 'health,' only of illness. She suggested that
perhaps the concept of 'health' was not clearly elaborated by the medical domain,
consequently lacking relevance in the personal lives of her subjects. Clearly that
conclusion cannot be applied in this sample. Health was a concept with a distinct
meaning, not necessarily linked with illness. However, there was no indication that
the respondents in this study had any clearer guidelines from the medical
community regarding broader delineations of health, nor were their conceptions
necessarily reflective of the health promotion staff's. Descriptors were indicative of
personal experiences, as perceived by the individual. The difference in findings
between this study and Cornwell's (1984) may reflect cultural differences (British
versus American), rapidly changing trends in the relevance and language of

‘health’, or other variables not yet identified.

THE LANGUAGE OF GOOD HEALTH

The language used to define good health incorporates many variables which are
dimensions of health. Health language includes descriptors which variously imply
that good health is a state of being or a set of processes (i.e. health-related
behaviors) leading to or causing good health. In addition, the language of health
addresses consequences of good health, as well as potentials inherent in good
health.
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Good Health as a State of Being

Good health is often characterized by subjective descriptors based in the
individual's experience. Terms such as 'feeling healthy,' or 'having a good feel in
your body' are reflective of these highly subjective terms. Having a good attitude,
a good outlook, being happy, being confident, and having no pain or medical
problems also reflect individual states of being associated with health. A few
mentioned a healthy appearance and 'not being fat' as attributes of good health, also
reflective of states of being. (An interesting gender-linked difference was evident,
with women more often concerned with 'being fat' as related to health; for men,

good health was more often equated with muscle strength and less with body fat).

Processes for Achieving Good Health

More than describing a static state of being, the language of good health also
includes those things a person does to achieve good health. For several, part of the
definition of good health included descriptors of behavioral attributes seen as
contributing to good health. Thus, eating a good diet, lowering stress, not
smoking, not drinking, and getting enough exercise were included in definitions of
good health. A person who engaged in those behaviors would be considered
'healthy' by the definition of several of the workers.

Consequences of Good Health

In addition to health as a state of being and as an active process of things one
does, the language of health includes consequences of having good health. Such
consequences of health included 'not getting sick,' 'not missing work,' and being
'able to do what you want.' This domain of language incorporates the concepts of
absence of disease and pain as well as the idea of being able to function in daily

life. Functionality implies being fit for role performance, such as not missing work
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or meeting family responsibilities. However, functionality additionally is seen by
this sample as providing freedom of choice. For example, a middle-aged worker
speaks of his health in terms of what it permits him to do: "I think my health is
good. I can do what I want to do, I guess.” Several workers speak of health in
terms of being able to do what they want in leisure time, such as participating in
their sports or hobbies without suffering from muscle pain or endurance problems.

Functionality in this sample has a much broader interpretation than in prior
studies in which functional health has emerged as a category, but was applied
specifically to role functions. For example, Blaxter and Paterson (1982) noted the
dominance of functional descriptions of health in their sample of Scottish working
class women, where "to be healthy is to be able to carry out one's normal roles” (p.
27). Similarly, Baumann's (1961) sample ascribed a performance orientation to
health which mainly alluded to the ability to fulfill usual role obligations.
'Functional fitness' in Williams' (1983) Scottish sample referred to the ability to
perform 'work'——paid work, or work in home or garden.

The findings in this sample are reminiscent of the findings of Herzlich (1973),
in which one dimension of health was described as "equilibrium," comprising
several themes, one of which was "freedom of movement and effectiveness in
action” (p. 60). A respondent in that study gave a response very similar to several
in this sample: "I'm in good health when I am in equilibrium, when I feel myself
capable of doing what I want." (Herzlich, 1973, p. 61). Her sample was
comprised of professional and middle class French respondents, in contrast to the
blue collar status of this sample; it is noteworthy that more similarities in the
functional description of health exist between this sample and Herzlich's (1973)
middle class French respondents than between this sample and working class
respondents in other studies (Cornwell, 1984; Blaxter and Paterson, 1982). Thus,

the differences in health conceptions between this sample and others do not appear
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to be related to social status, but may be influenced by culture or other factors.

Crawford's (1984) American sample of professional and blue collar workers
gave responses regarding health similar to this blue collar sample, which Crawford
summarized:

[Health is]...pursuing a free 'lifestyle,’ individually chosen and
externally obstructed by no one: "Ideal health is being able to do my own
thing."” Or again, "Health is being able to do what you want to do when
you want to do it." (Crawford, 1984, p. 84).

Such examples of highly expansive consequences of the functionality provided
by health, going well beyond typical role functions elaborated in other samples,
may reflect particularly democratic ideals of freedom of function emphasized within
certain political and social environments. Therefore, the broader social context can

be seen as interactive with health concepts.

POTENTIALS INHERENT IN GOOD HEALTH

Having good health also is associated with a reserve, or health potential, which
implies the ability to maintain a healthy state despite exposure to disease and stress.
(This concept is similar to that elaborated by Herzlich, 1973). The language of
'resistance’ to illness or to stress is incorporated as an attribute of health. For
example, being healthy was seen as 'not catching everything that's going around,’
or not getting sick very often. One's reserve can be actively constructed or
augmented, especially for dealing with common life stresses. For example, a
female worker described the process of building up her resistance by developing
stronger coping abilities for dealing with stress, as a way of improving her health.
An older worker implied a reserve of health when speaking of the improved
immunity he had acquired through his life experiences, enhancing his resistance to

disease and health problems.
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Another important potential inherent in good health was the expectation of, or
hope for longevity. One worker relied on this factor to the extent that she felt one
couldn't really judge good health until the end of life, when one's longevity could
be assessed. (It is interesting that this worker gives anecdotes of experiences in her
own life of three close friends or relatives dying prematurely of cancer or
accidents). She attl"ibutes one's longevity to inborn characteristics, or
predetermined factors (such as fate or God's will), leaving little room for individual
influences on health. Her own criteria for the best possible health emphasized
longevity: "...just that I live a long life. Don't die before I miss out on everything
(sic)."”

Another worker also equates longevity as a potential consequence of good
health:

i mean, everzbody has to look at themselves:' as "I'm here, I'm alive, and
want to be healthy and live a long time....

All of the responses for defining good health could be subsumed under these
four dimensions of health (state of being, processes, consequences and
functionality). All of the workers viewed health as composed of more than one of
these dimensions.

COMPARISONS OF CHANGING CONTEXTS OF HEALTH:
ABSTRACT, PERSONAL, AND IDEAL DOMAINS

In the interviews, responses were elicited regarding definitions of health in
general (abstract), descriptions and discussions of one's own health (personal), and
descriptions of what the individual perceived as the best possible personal health
(ideal) (See Appendix B). These questions shifted the context of health slightly,
with notable differences in the terms the workers used to describe these various

domains of health. The descriptors of health as states of being, processes, conse-
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quences and potential (described above) were utilized by the workers in each of the
three domains of health, but the emphasis and the language changed, depending on
the domain of health being examined. The same variables appeared in a listing of
terms used in all three domains, but the descriptive terms did not appear with equal
frequency or with the same emphasis across the domains (Table 4).

The language of abstract health revealed respondents’ attempts to categorize
(subdimensionalize) health, or attempts to elaborate a global, overriding descriptor
of health. Discussions of personal health employed highly specific descriptors of
states of being and of functionality, placing much less emphasis on processes
associated with health. The language of ideal health invoked much more 'process'
terminology, with an emphasis on behaviors which an individual 'could’ or 'should’
incorporate into their lifestyle. Terminology associated with a 'moral' imperative
for health (e.g., norms for what society expects the individual to be held account-
able for regarding health) becomes most evident in this domain.

The variations in dimensions of health across the three contexts was strikingly
obvious when tracking the dimensions discussed by a single individual (see Table
5). For example, one worker emphasized attitudinal and mental health attributes
when discussing health in the abstract. His terminology in discussing health in
general reflects awareness of and assimilation of a common stock of knowledge and
an ideology of health emphasizing mind as well as body. When discussing his
personal health, he mentioned the same attributes, but also introduced the notion of
not being sick or absent from work. When the context shifted to his picture of the
best possible health he could achieve, he introduced the notions of health-related-
behaviors (the need to increase exercise), and desirable outcomes such as feeling
less tired, and having increased vitality. Similar variations in health
conceptualizations as the focus changed from abstract to personal to personal ideal
health were noted in all the responses.
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TABLE 4

DESCRIPTORS OF HEALTH DOMAINS

Abstract

NUMBER OF REFERENCES

Personal

Ideal

STATE OF BEING

Mental attitude
Subjective feeling

Happiness
Weight
Stress

Physical condition
Age comparison

PROCESSES
Eating right
Not smoking
Not drinking
Exercise
Social life
Active
Sleep
Build muscle
Lose weight

CONSEQUENCES
Longevity

No medical problems
No aches/pains

Freedom
Endurance
Energy

FUNCTIONALITY
Not sick

Able to function
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In moving from abstract to personal health, general references to signs,
symptoms, and medical problems became very specific. For example, respondents
would invoke specific objective measures such as their own cholesterol or blood
pressure readings to characterize personal health. 'Endurance’' became a key factor
in discussing personal health, but was not mentioned at all in reference to abstract
health. Most noteworthy was the emergence of age as a topic when discussing
personal health; age was not mentioned at all in the abstract definitions of health.
Seven of the twenty respondents discussed their personal health in terms of age,
using age as an important norming criterion. (Further coding of age as a variable in
personal health is elaborated later in this chapter). The occurrence of these dis-
crepancies in terminology reflects the significance of the individual's experience in
establishing what is truly relevant in the individual's personal health conceptions.
Such experience becomes the basis for defining personal health, apart from the
common stock of knowledge applied to more abstract conceptions of health. A
difference is evident in how people think about health, versus how they actually
experience it. Thus, these dimensions are not always congruent.

Considerations of ideal health shifted the dimensions of health to another level
of abstraction——the personal domain of health, extrapolated to what the individual
has constructed as an ideal self-image of health. As most of the respondents already
considered themselves in good to excellent health, clearly the factors discussed
under ideal health were not considered essential for the declaration of good personal
health. This domain reflects the individual's attempt to relate social norms for good
health to personal assessments of the person's actual expectations and capabilities.

When discussing ideal health, behavioral factors predominated, expressed in
terms of what the individual should be doing. The language of 'should' and 'could'

dominates this category (‘I could lose about 30 pounds,’ or 'I should exercise
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more'). Although only one individual commented on fatigue when describing
personal health, several noted that in their ideal state of health they would be less
tired, or would have more vitality. Again, in this domain, one's thoughts on
health, such as aspirations or dreams or conjectures about health, are contrasted

with what one actually does or experiences in the here and now.

HEALTH IDENTITY

The striking inconsistency between descriptors used for health definitions in
general (the abstract domain), and personal health became an intriguing point of
departure for thematic analysis. Often, the abstract criteria used by the individual
for defining health were totally or partially disregarded when the individual
discussed his or her personal health. Despite the fact that most of the workers
considered themselves in good to excellent health, their criteria for this assessment
rarely matched up with the criteria they had already used in describing good health
in general. Several workers overtly identified the inconsistency, volunteering they
didn't do any of the things they regarded as definitive of good health, yet believed
they were healthy. Such assessments of personal health were often based on more
pragmatic criteria than those used to define health, including 'not being sick,'
'being able to do what one wants,' or 'feeling good.' The question arose as to why
such an inconsistency was so prominent. If a worker considered that good health
was a composite of certain criteria, why would these criteria be disregarded in
whole or in part when discussing personal health? Cross-comparative analysis was
applied to explore this phenomenon of inconsistent descriptors between abstract
health definitions and personal health criteria. However one might see health in the
abstract, the pragmatic, lived experience of personal health was based on a more
limited, perhaps more personally relevant set of criteria. These criteria seem to be
individually constructed by the individual to validate his/her perception of personal
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health status. A major theme emerged from this analysis, which was labeled 'health
identity.'

Individual reference points for personal health are related to an implicit
individual 'health identity' which is a core construct of the individual's self-
appraisal of health. This appraisal incorporates awareness of the physical body as
well as others' appraisals of the self. The resulting appraisal is totally unique to the
individual. Even though the individual has a broad knowledge or awareness of
health concepts or beliefs about what constitutes good health, these are often
abstractions which may go beyond or be superimposed on the core health identity.
That is, the knowledge of health in general, may not be incorporated into one's
experience of health. Those elements which one selects from the total stock of
knowledge and experiences as contemporally relevant to the self, comprise the
health identity. The existence of an implicit, highly personalized health identity was
apparent in every respondent. An exploration of general identity theory was
undertaken, to facilitate the elaboration of this theme.

IDENTITY CONCEPTS

The term 'identity' emerged as a psychological and sociological concept in the
1940's, built on the concepts of 'ego identity' developed by Erik Erikson (Weigert,
Teitge and Teitge, 1986). The concept quickly became a central concern to
sociologists in the symbolic interactionist tradition. Identity theory is based on the
premise that humans are socially defined, within the context of their place in time
and culture, and by the extant meanings and symbols of that context. As the
concept became further associated with the social construction of reality framework
described by Berger and Luckmann (1967), identity was described as a socially
constructed meaning, but with the unique quality of "being anchored in an
individual's body" (Weigert, Teitge and Teitge, 1986, p. 1<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>