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SUMMARY

This thesis presents a qualitative interview study of
lay health beliefs. It reports the analysis, by means
of grounded theory and analytic induction of interviews
with 70 Glaswegian men in mid-life. Although it is a
general study of 1lay health beliefs, particular
attention is paid to attitudes towards smoking and
drinking, as tobacco and alcohol related disease feature
prominently in the health statistics of the city.
Issues of class and religion are also considered at
length as these factors are strong elements in the
cultural background of Glaswegians.

The early chapters detail the reasons for the
choice of grounded theory and analytic induction as the
most appropriate means of analysis, and give a detailed
review of the relevant research 1literature. The
findings from the literature are shown to be fragmented
but various important issues are identified in 1lay
thinking, in particular the dichotomy of control and
release in people's ideas about health.

The main findings of the thesis are presented in
parts two and three. Part two outlines the central
features of lay health beliefs in the three areas of
general health, ideas about tobacco use, and ideas about
alcohol. The central ideas of control and release also
found expression in my respondents' accounts, and these

issues are analysed in terms of their thinking about
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stress and the nature of relaxation. A great deal of
ambivalence was discovered in their ideas about the use
of tobacco and alcohol for these purposes. The
similarities between lay and professional models of
health are highlighted and discussed.

Part three takes the analysis of the dichotomy
further by considering the overarching themes of work,
marital status, and moral and religious issues. It is
shown that although class and religion are important
influences on health beliefs they can only be fully
understood if analysed in their components, in the case
of class by an analysis of occupation and general
elements of lifestyle including marital status, and for
religion in the wider sense of general moral concerns
with regard to health.

As the conclusion points out, the method of
analysis allowed for a more important issue to emerge
from the interview data: this was the centrality of the
dichotomy of control and release in the overall
structure of the lay health beliefs of male Glaswegians.
Although such a dichotomy has been presented in other
work, the current thesis demonstrates the difficulty
Glasgwegian men had in balancing both sides of the
dichotomy and thus in maximising their chances of good
health. These problems are traced to the heart of

Scottish culture and society.
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CHAPTER 1

INTRODUCTION

People's ideas about health and illness are known to
vary across cultures and over time. The meaning of
health and illness for the Zande tribesmen studied by
Evans-Pritchard is different from that of Hellman's
(1978) inner-city London patients. Again, restricting
ourselves to our own culture, it is well-known that
ideas about health and illness underwent a radical
change with the rise and dominance of the bio-medical
viewpoint round the turn of the nineteenth century
(Currer and Stacey 1986). However, although much is
known about ideas of health and illness and their
variation there are still large gaps in our knowledge.
The literature shows a bias towards focussing on the
negative pole of illness rather than on positive aspects
of health, and a 1leaning towards the bio-medical
viewpoint rather than concentration on the lay
perspective. Where the lay or folk perspective has been
considered this has 1largely been via the work of
anthropologists 1looking at other cultures or focussing
on specific minority groups within the dominant culture.
This work has thus tended to be problem based, designed
to answer questions of interest to the medical
profession.

Again, empirical research in this field has often
restricted itself to focussing on one social class

(Blaxter 1983, Calnan and Johnson 1985, Pill and Stott



1982), or has been carried out specifically on women
(Blaxter 1983, Calnan and Johnson 1985, Pill and Stott,
1982). Apart from the work of Williams (1981; 1990)
differences between religious groups have been ignored.
The concerns of such research have also varied.
Blaxter's study (1983) considered causes of disease, not
generalised illness. Pill and Stott (1982) researched
the aetiology of illness and responsibility for health,
whilst Calnan and Johnson (1985) looked at concepts of
health and vulnerability to disease.

This thesis presents an analysis of the lay health
accounts of male Glaswegians in mid-life. It reports
the findings from an interview study carried out in 1987
and 1988 on the health beliefs of a group of seventy men
aged between thirty and fifty. As such it aims to make
a contribution towards rectifying some of the imbalances
in the literature on lay health beliefs; specifically by
its focus on male health beliefs and by looking at lay

beliefs across social class and religious groups.

THE RESEARCH CONTEXT

Glasgow is often portrayed as a working-class city with
a deep religious divide. Strong social class divisions
in attitude are presented in Glasgow novels, plays, and
poetry, both past (Grieve M, Aitken, W.R. 1985; Gifford
1985) and present (Kelman 1987, Gray 1981, Hind 1968);
and religious bigotry is a common theme (as could be

seen in McDougall's 1979 B.B.C. television play: 'Just



another Saturday'). The salience of alcohol to the
culture of the city is a frequent topic, which has often

dark associations. Commenting in The Dour Drinkers of

Glasgow, Macdiarmid states:

'The majority of Glasgow pubs are for
connoisseurs of the morose, for those who relish
the element of degradation in all boozing and do
not wish to have it eliminated by the
introduction of music, modernistic fitments, arty
effects, or other devices whatsoever. It is the
old story of those who prefer hard-centre
chocolates to soft, storm to sunshine, sour to

sweet.' (1968:96) .

And again Hind (1968) describes drinking in Glasgow as

follows:

'"There 1is always a cold deliberation in the
Glasgow man's drunkenness as if the drink which
makes the head spin.and the stomach heave still
leaves in them the sober certainty of the
bitterness of life and the inexorable passage of
time. So when they became gay at New Year it is
always in a gauche left-handed sort of way which
soon degenerates into viciousness and violence

and a kind of bitter sentimentality.' (1968:44).

But these themes of fiction have also a grounding

in fact. The class divide is clearly presented in



Glasser's (1987) autobiography: Growing up in the

Gorbals. The other major aspect of cultural diversity

in Glasgow relates to the religious divide between
Protestant and Catholic to be found in the city. This
divide has its roots in the 19th century migration
streams from Ireland (Handley, 1943) and the highlands
and in the earlier history of the West of Scotland.
That such a divide persists can be seen from the work of
Bruce (1985) and Walker and Gallacher (1991) on
Protestant/ Catholic rivalry.

Alcohol and tobacco related disease is also high.
Scottish mortality rates for coronary heart disease are
540 per 1,000 for men aged over forty, the highest rate
for countries with developed economies. In second place
is Finland followed by England and Wales (HMSO 1989).
However, not only is Scotland's place highest in the
world's ranking, but Glasgow's position within Scotland

is particularly poor:

'For Glasgow City mortalities are considerably
higher for each of these major causes of death
(all cancer, heart disease, stroke) and for lung
cancer mortality in men under the age of 65 years
is a disconcerting 54% above the average for

Scotland.' (Greater Glasgow Health Board 1989)

Knowledge of these aspects of the culture of Glasgow

helped focus my research.



BACKGROUND TO THE STUDY

My previous experience in research had been in the
fields of alcohol problems (Blaxter, Mullen and Dyer
1982) and social disadvantage (Illsley and Mullen 1991;
Mullen 1986). I had also carried out a secondary
analysis on religious differences in attitudes towards
alcohol use (Mullen, Blaxter, and Dyer 1986). Such work
led to my interest in explanations. of the health
differences found between social groups, and in
particular how lay health beliefs might influence such
differences. How were people's ideas about health
formed? and how did ideas relate to social context and
hence to health differences? This research background
had also made me sensitive to the underlying social
dimensions in the culture of Glasgow, dimensions which I
knew were related to health. Further, I had conducted a
study using the ethnographic interview method (Mullen
1985a; 1985b; Mullen 1987) and was aware of its
strengths in revealing the depth of meaning in people's
ideas. For these reasons I, therefore, decided to carry
out a qualitative interview study of lay health beliefs

in Glasgow.

THE RESEARCH QUESTIONS

These twin influences, of the research context and my
previous research background, led me to ask particular

research questions when I came to look at the lay health



beliefs of male Glaswegians. Some questions were
related to the specific health problems of the people of
the city. I believed it important to consider those
health beliefs related to diseases contributing to high
mortality rates in the U.K. in general and the West of
Scotland in particular. This concern led to questions
related to respondents' general ideas about health and
health related behaviours, to their ideas about tobacco
and alcohol use. First, what were the main features of
their conceptualizations of health. Second, how did
social context relate to alcohol and tobacco use. And
third, how did they view their health related behaviours
as influencing their health.

As a secondary theme I wished to consider questions
related to social class and religion. As the salience
of a social class and a religious divide in the culture
of Glasgow clearly persists to the present day it was
important to consider both these themes in the research.
First, I wished to see if differences were to be found
between social groups in their thinking about health
issues. Second, I wished to see how respondents
themselves thought how social <class and religion
influenced their health. Third, I wished to see how the
various components of social class and religion could be

seen in their ideas.

ORGANIZATION OF THE THESIS

The next chapter begins the serious consideration of



these issues with a review of the previous literature in
the field. The qualitative 1literature on lay health
beliefs 1is discussed under three headings: general
health beliefs, beliefs about tobacco use, and attitudes
towards alcohol use. Differences betweén social groups
are then considered; with attention being paid to
gender, social class and religious variations in
beliefs. The final part of this chapter shows how the
review of the relevant 1literature led to a refining of
the research topic by identifying the key areas to be
covered in the interviews. Various recurrent themes
were identified in the literature, for example ideas of
control of and responsibility for health, and taking
account of these sharpened the focus of the research
study.

Chapter 3 begins with a discussion of qualitative
methodology. The interpretive tradition in sociology is
contrasted with the positivist tradition. Distinctions
are also drawn between the qualitative sociologists'
notion of accounts and the positivist's
conceptualization of attitudes. This chapter also
includes a discussion of the sampling frame,
questionnaire and schedule construction, and the style
of ethnographic interviewing. The pilot study is
discussed in terms of its implications for the revision
of the interview schedule of the main study. The
importance of the analysis of the pilot in the

construction of initial coding frames for the main study



is also highlighted. The chapter concludes with a
discussion of the method of the main study, the
different screening sweeps and their response rates, and
the characteristics of the main study sample.

The next seven chapters deal with the presentation
of data and its analysis. This section is divided into
two parts reflecting the initial problem areas which I
wished to tackle. The first considers the research
questions by health topic. It analyses general aspects
of concepts of health, tobacco use, and alcohol use; and
addresses itself to problems which come up under each of
these separate headings. The second part, considers
aspects of class and religion in relation to lay health
accounts. As such it reconsiders issues which have been
uncovered in the earlier chapters and 1looks across
general ideas of health and health related behaviours,
looking for unifying themes in the data.

Chapter 4 discusses respondents' general beliefs
about health. Among the topics considered are negative
definitions of health (health as lack of illness, health
as characterised by infrequent visits to the doctor),
ideas about the relationship between health and activity
(it is shown how health was seen by respondents to be
associated with levels of physical and mental activity
or passivity) and ideas about diet. It also
investigates whether such beliefs vary between social
class and religious groups.

Chapter 5, the first on tobacco use, outlines the



reasons why people smoke and the perceived effects of
smoking. It considers the 1links between smoking,
relaxation, and stress, and the concept of addiction
with regard to tobacco use. The importance of ‘natural
breaks' (holidéys, periods of sickness) for giving up
smoking is highlighted. It also considers social class
and religious differences between respondents.

Chapter 6 considers respondents' views on the
changing social attitudes towards smoking and smokers.
The chapter discusses smoking and youth, and the effects
on smokers of advertising and taxation. It also shows
the importance of round sharing in the social culture of
smokers; how respondents were aware of such pressures to
smoke and how they developed techniques to minimise such
pressures and smoke at their own pace. Although use of
such techniques was possible particularly in the work
setting, they were seen to become in-operative in the
context of the public house.

Chapter 7 turns to a consideration of alcohol use.
The chapter discusses aspects of moderate and problem
drinking and analyses respondents' stated reasons for
drinking. It covers such topics as: alcohol and
relaxation, and alcohol and sociability. It also
includes a discussion of alcoholics, alcoholism and
addiction, those groups seen to be particularly at risk,
and changing perceptions of youth and women drinking.
The concept of ambivalence 1is pervasive in the

literature on attitudes towards alcohol use, and the
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chapter draws out the complexity of interviewees' ideas
of ambivalence. Ambivalence was found in interviewees'
beliefs about women drinking, drunkenness, and the
nature of personality change produced by the consumption
of alcohol. Lack of ambivalence was, however, also
discovered, particularly with regard to
conceptualizations of alcoholism.

The next three chapters of the thesis consider
aspects of social class and religion in the accounts of
respondents. Chapter 8 1looks at the occupational, and
Chapter 9, the 1lifestyle elements of social class.
Recent work on lay health beliefs has mainly viewed
social class as a proxy for wider aspects of lifestyle
and paid less attention to its occupational component.
Chapter 7 shows that not only were respondents very
aware of the influence their jobs had on their health
but that they also took action to redress the balance,
either by compensating for such effects or controlling
their work environment to minimise their influence.
Respondents' degree of commitment to their work also had
a direct bearing on their coping styles. Although
traditional occupational class measures were found to
obscure much of how occupation influences health,
unskilled and semi-skilled workers did suffer the
greatest limitations in coping with the health effects
of work.

Chapter 9 1looks at various dimensions of marital

status; being single was associated with freedom and
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individual choice while being married brought
constraints and responsibility. A moderate degree of
restraint was seen to be beneficial for health. In
general being married was found to be more protective
for health than being single. Health damaging
behaviours were minimised. The presence of children in
a marriage was also believed to be beneficial for the
psychological health of respondents. Marriage, then,
was viewed as having protective functions which enhanced
respondents' coping capacities.

Chapter 10 turns to a consideration of the
religious and moral elements in the lay accounts of
respondents. The chapter analyses the relationship
between control and responsibility for health. Activist
and fatalist dimensions were found in their thinking.
However, activist thinking was seen to have three
strands: personal activism, social activism, and
religious activism. Further, fatalistic thinking was
not about passive submission but rather the belief that
control lay outwith the person in the realm of the
social, natural or supernatural worlds. These findings
demonstrate the subtle ways in which people relate to
issues of control and responsibility in the health realm
- a subtlety which is not fully brought out either in
the theoretical or empirical work of social scientists
researching in the health field.

The final chapter concludes by drawing together the

common themes which have appeared in the course of the



analysis and brings out their health implications. It
shows how health beliefs and behaviours are influenced
by the social contexts of work, family, and leisure. It
has been shown that the influence of social class and
religion are complex issues that involve secondary
links, for example occupation in the terms of class, and
moral ideas in terms of religion. However, the method
of analysis allowed for a more important theme to emerge
from the interview data: this was the centrality of the
dichotomy of control and release in the overall
structure of the lay health beliefs of male Glaswegians.
The current thesis demonstrates the difficulty
Glaswegian men had in balancing both sides of the
dichotomy and thus in maximising their chances of good

health.

12
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CHAPTER 2

LITERATURE REVIEW

INTRODUCTION

This thesis presents an in-depth analysis of the lay
health beliefs of male Glaswegians in mid-life. Its
focus is on how their ideas about health and illness are
formed by the social context of their everyday lives.
As stated in the introduction, because of the high
incidence of tobacco and alcohol related disease in the
West of Scotland (World Health Organisation 1989)
particular attention is paid to respondents' accounts of
smoking and drinking practices. The importance of both
class and religion to the culture of Glasgow is
reflected in the sample and will form secondary themes
in the analysis.

These concerns overlap those of health education.
The health education literature has also targeted areas
which need specific attention. In Scotland these are
coronary heart disease, cancer and the health related
behaviours of alcohol and tobacco use (Scottish Office
1991). Much has been written about the need to adopt a
healthy lifestyle approach if the nation's health is to
be improved (Scottish Office 1991; Scottish Health
Service Plannihg Council 1988); but before such an
approach can be implemented it is important to know what
the public's health beliefs are. Few studies have been

carried out at a national level which have 1looked at
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general health beliefs. A rare exception, but only for
England and Wales, was Cox, Blaxter, and Buckle's,

Health and Lifestyle Survey (1987). Rather more, of a

survey nature, has been done on attitudes towards
alcohol and tobacco use (Wilson 1980; Goddard and Ikin
1988; Dight 1976; Marsh and Matheson 1983) but again
most have been conducted in England and Wales.

The review of the 1literature which follows is
therefore designed to <cover both these and the
subsidiary themes. It begins with a review of studies
of lay health beliefs, and, since the thesis reports the
findings of a qualitative study, pays particular
attention to those which used a qualitative methodology.
Issues of gender, class and religion are then considered
as is the relevant literature on alcohol and tobacco
use. It concludes by drawing out the implications of

this diverse literature for my own study.

QUALITATIVE STUDIES OF LAY HEALTH BELIEFS

The first point to be made is that the qualitative study
of lay health beliefs (also included are those studies
which have used an open-ended questionnaire approach)
has not been given the same priority or attention as
certain selected work in the health field, for example
epidemiological work on disease, or studies of health
professionals. Indeed it is only in the past 15 years
that such studies have been carried out. For this

reason studies are proportionately few in number and as
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a consequence often have very different concerns and

focus.

Concepts of Health

One of the most influential studies in this field was
conducted in France by Herzlich (1973) on a group of 80
middle class subjects, 68 of whom 1lived in Paris the
rest in Normandy. Herzlich analysed the meanings given
by her subjects to health and illness in their accounts.
Three dimensions were identified with regard to health
and three to illness. The first of these she labelled
‘health in a vacuum': here health was defined by the
absence of illness. The second ‘reserve of health' was
about the person's capacity to maintain good health.
This included ideas of physical strength, constitution
and temperament, and natural resistance to illness. The
third was health as 'equilibrium'. This was a positive
rather than a negative definition of health and included
feelings of relaxation, well-being and having socially
satisfying relationships.

Her subjects also responded to illness in one of
three ways. First, illness could be seen as an
*occupation’ where respondents spent their time
attempting to fight and control their illness. Second,
illness could be seen as a ‘destroyer'; here illness was
viewed in a totally negative light and subjects could
often respond by denial, refusing to accept or

acknowledge the problem. Third illness could be seen as
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a ‘liberator'; illness in its capacity to free people
from their everyday responsibilities.

These conceptualisations were also related to both
the stage and type of illness. *Illness as destroyer'
occurred at the beginning, and ‘illness as occupation'
at the end of an illness. Herzlich saw ‘illness as a
liberator' as a response to benign, short and painless
conditions.

This early French study by Herzlich has exerted a
strong influence on British research on lay health
beliefs (Williams 1981; Blaxter 1990; Calnan 1987).
Williams (1981, 1983) in a qualitative study of 70
elderly Aberdonians uncovered two of the major
dimensions of health described by Herzlich: ‘illness as
a destroyer' and illness as ‘an occupation'. However
Williams went further, and analysed the complex logical
links which held between them. He saw each of these
conceptualisations as a system of logical premises and
consequences. He described how these were related to
each other,'and how they were reflected in respondents'
statements about health and how they coped with illness.
For example, he broke down Herzlich's category of
'illness as a destroyer' into three premises: one, if I
am active, then I am not ill, two, if I am myself, then
I am active, and three I have something to offer if, and
only if, I am active. Williams then went on to draw out
the 1logical consequences which followed if a person

believed themselves to be ill, for example: that they



17

were not themselves and that they did not have something
to offer. By such analysis he demonstrated the
complexity of the logical threads running through lay
health accounts.

Blaxter (1990) analysed open-ended responses from a
national study of health and lifestyle. Ten categories
of health were derived from people's own comments.
These were: (1) negative answers, (2) health as not ill
(3) health as a reserve (4) health as absence of
disease/ health despite disease (5) health as behaviour,
health as a 'healthy 1life' (6) health as physical
fitness (7) health as energy, vitality (8) health as
social relationships (9) health as function, and (10)
health as psycho-social well-being. It can be noted
that one of these conceptualizations of health, health
as a reserve, bore a close relationship to that of
Herzlich. We can also see that although (1) (2) and (3)
are negative concepts of health and were found to be
predominant, people also volunteered positive concepts
of health. Often work on 1lay concepts has been
criticised (RUHBC 1989) for uncovering largely negative
concepts of health.

Blaxter argues that these ten concepts of health
are a mixture of the bio-medical and the holistic. She
also points to the strong distinction made by people
between health as physical fitness and health as
psychological fitness. There was also overlap between

health concepts: for example both health as energy and
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health as social relationships overlapped with the idea

of health as function.

Causes of Illness

Studies of lay health beliefs have not only looked at
general concepts of health but have also considered
causation. Chrisman (1977) identified four theories of
causality which could be found in people from different
cultures. First invasion, by germs, cancer or something
the person had eaten; second degeneration, being run-
down; third mechanical causes, such as blockage of blood
vessels and fourth, imbalance, for example not
maintaining a proper diet or being out of harmony with
the social environment.

Another, this time Scottish study by Blaxter (1983)
looked at the health beliefs and attitudes of 46 middle-
aged women. The women were all chosen from the working-
class and from the same geographical area so that they
were representative of the same sub-culture. A content
analysis was carried out on the interview material to
uncover the structure of their ideas about the causation
of illness. Every mention of cause was recorded and
categories of cause, derived from the interviewees télk,
were ranked by frequency.

Infection was the most important category when the
frequent mention of childhood diseases was included.
Measles, mumps, whooping cough and chickenpox were seen

as inevitable in the past, and with the possible



exception of whooping cough, not too troublesome now.
Respondents wused the terms germs and viruses when
discussing infectious diseases. The term virus was seen
to be the cause primarily of colds, influenza and throat
complaints. Respondents felt they had some degree of
control over germs but not viruses. Germs were also
seen to penetrate <certain organs of the body,
particularly the stomach, the womb, the bladder and the
kidneys. The idea that animals or humans were
‘carriers' of disease but were not themselves affected
was also common. And infections were also associated
with the environment because particular environments
were seen to be conducive to the breeding of germs.

The second most ‘popular' category of cause, after
infection, was heredity or family susceptibility. This
category was given much more weight by respondents than
medical science might give it, and was applied to a very
wide category of disease. Blaxter states that the
liking for hereditary or familial ‘weakness' as an
explanation could easily be explained as a 1liking for
continuity, of a firm long-term family identity. In
some ways this might have made up for a lack of material
prosperity. The emphasis on ‘family failings' was also
seen by Blaxter as a way of expressing the inevitability
of disease and a protection against the idea that
illness might strike randomly. Again, the women in the
sample were reluctant to place the ‘blame' for illness

on their own behaviour or the failures of their bodies,

19
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and so although the idea of illnesses running in
families was a source of worry, it could also be
comforting as individual responsibility was removed.

Stress and strain were the next most popular
categories of cause. The women were very conscious of a
mind/body 1link and they favoured ideas of ‘mind over
matter' and psychological explanations of cause for
blood pressure, bronchitis, stomach pain and wulcers.
Stress was especially blamed for headaches and migraine
and stress and overwork were commonly mentioned as the
cause of heart disease. Causes of lesser importance
were the results of trauma or of surgery; both appeared
to be thought of as assaults upon the body.

So far we have 1looked at causes outwith the
individual's control. Blaxter found there were only a
small number of instances where women were willing to

admit that disease was entirely self-inflicted:

*Rushing around "might be the cause of blood
pressure", several women described the cause of
diabetes as overfondness for sugar, and a few
said that not eating properly ("rushed meals, no
vegetables") might result in stomach ulcers.
Cold and <chills were sometimes ascribed to
foolish Dbehaviour, not keeping babies warm
enough, 6r not dressing sufficiently well against
winter weather. Also, overweight was suggested
by a few women as the cause of high blood

pressure or heart attacks (but not many, for a
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high proportion were overweight themselves) and
smoking was occasionally mentioned as a cause of
bronchitis (but rarely, for almost all the women

smoked) !. (Blaxter 1983:65).

Finally, although Blaxter was not surprised to find
that cancer and tuberculosis were two of the diseases
most frequently mentioned in her transcripts, they were
spoken of without a discussion of cause. To name these
diseases directly was also a taboo and instead the women
used a wide variety of synonyms.

More recently Blaxter, in conjunction with Cox and
Buckle (1987), in a study on health and 1lifestyle
carried out on 9,000 people, found that one of the most
common causes given for a wide variety of diseases was
stress and worry. The influence of poor diet and eating
habits was also highly ranked.

Pill and Stott (1982; 1985) also looked at working
class mothers this time 1living in a suburban housing
estate. These women, 41 in number, 30-35 years of age
(slightly younger than those in Blaxter's research), had
children and were primarily working. The major focus of
the study was on the correlation between individual's
views on the aetiology of illness and their ideas about
individual responsibility for health.

The majority of women were seen to subscribe to the
belief that germs were the main cause of illness. This
was seen to be an ‘amoral' theory, in that no-one had to

feel responsible for the onset of illness. However,
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Pill and Stott also noted that some respondents were
prepared to consider that the individual might play some
part in becoming sick and that such respondents held a
different concept of resistance to illness. They saw
people falling ill because they had become vulnerable as
a result of their own actions and were more 1likely to
view health as a dynamic relationship between the
individual and their environment and therefore
susceptible to a variety of influences, some of which
were under individual control. These respondents tended
to have had more formal education, to be buying their
own homes, and to be working at the time of the

interview when compared with the rest of the group.

Lay and Professional Models

Another main focus of this work, in addition to a
concern with concepts of health and causality, has been
on the relationship between lay and professional
explanation of health and illness. Researchers have
noted that although people often talk in the prevailing
biomedical idiom their ideas go beyond issues with which
medicine deals. Blaxter (1983) showed that even though
her respondents wused biomedical terms the 1logical
framework of their ideas departed from that used in
medicine. Cornwell (1984) also discussed the degree to
which her subjects had become 'medicalized'. She made a
distinction between 'public' and ‘'private' accounts of

health and illness; public accounts Dbeing lay
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interpretations of expert opinion while the private
accounts were constructed from personal experience and
were more complex and multi-causal in their structure.
Throughout his work Helman (1978; 1981; 1984; 1986)
has shown how both lay and biomedical models influence
each other. In a classic paper (Helman 1978) he
analyses the ideas about colds and fevers held by
patients in a London practice. He shows how their ideas
rested on a fourfold classification of ‘hot', ‘cold',
‘wet' and ‘dry’'. The terms hot and cold were not,
however, related to medical ideas of body temperature,
but to the experience of the patient. If the patient
felt hot the illness would be called a fever and then
classed as wet or dry depending on whether the symptoms
included discharge from the nose and diarrhoea, or dry
skin and non-productive cough. If the patient felt cold
then this would be seen to be a cold or chill and
classed as wet or dry again depending on the symptoms.
Patients explained colds and chills in terms of the
penetration of the individual by the environment via
damp, rain and cold winds. The individual was; however,
seen to be responsible for having a cold, for example if
he didn't protect himself adequately. Colds and chills
were also not seen to be the doctor's responsibility to
treat. Fevers, however, were viewed more seriously and
were a matter for the doctor. The causal agents were
seen to be ‘germs', ‘bugs' or ‘viruses', although again

they were not defined by patients in any strict
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biomedical sense. Germs and viruses were, however
transmitted by people; the cause was social rather than
environmental and the individual was thus not seen to be
responsible for their illness.

Blaxter (1983, 1987), Cox, Blaxter, Buckle et al
(1987), Cornwell (1984) and Helman (1986) have also
noted intergenerational differences in 1lay conceptions
of health and illness. Older people attached more
significance to ideas about moral fibre compared with
the young generation who gave germs, viruses and social
stress greater importance. Pill and Stott's (1982)
study reflects the same preoccupations of the younger
age groups. Various theories have been given to explain
these variations; Helman discusses the discovery of
antibiotics and the establishment of the NHS, while both
Blaxter and Cornwell talk of the effect of poverty in
forming the attitudes of the older generation. Changes
in professional practice over time may also leave their
impact. Both Blaxter (1983) and Helman (1986) see the
indiscriminate prescription of antibiotics for a wide
range of conditions as adding to the confusion of

patients in their ideas about health and illness.

Genesis of Lay Health Beliefs

Writers have also attempted to get beyond the debate
about the relationship between lay and medical ideas
about health and illness to investigate what aspects of

the larger social world form these concepts. Those
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writing about lay and professional ideas have themselves
discussed this problemn. Often lay ideas are seen as
'folk ideas' of 'folk theories' of health and illness.
Helman (1984) looks to a bed-rock of 'folk wisdom' which
he sees as continuing to be deeply grounded in our
everyday understanding of the world. However, he also
traces some of these ideas, for exémple aspects of
humoural theory remaining in lay health beliefs, to
their more respected historical forebears, the medical
system set forth by Galen. Currer and Stacey (1986)
have also postulated that some aspects of lay thinking
may come from earlier formulations of biomedicine
itself.

Writers have looked to the underlying mechanisms of
capitalism to explain recurrent themes in lay health
beliefs. Foucault focussed his attention on the turn of
the 19th century which marked not only a particular
stage in the development of capitalism, but also saw a
parallel development of the new medical 'gaze',
dissection of the body, and the final triumph of the
biomedical approach. Kelman (1975) has 1linked the
occurrence of functionalist ideas in lay health beliefs
to the demands of the capitalist mode of production: the
imperatives of the readiness to work and a stress on
activism.

Crawford (1984), believes lay accounts can be
explained by the contradictions of capitalism as they

are experienced in the bodies and minds of individual
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human beings. Health , 1like 1illness, 1is a concept
grounded in the experiences and concerns of everyday
life. His article discusses the opposition between two
key themes in the accounts of his respondents; health as
self-control and health as a release. Health as self-
control was typified by ideas including self-discipline,
self-denial, and will power. He shows how this rhetoric
works with respect to the changing standards about
smoking, diet and exercise which make the person feel
unhealthy by the mere violation of one or more of these
new taboos of the failure to do something active for
ones health. In order to track down these notions of
self-control Crawford discusses the role of the media in
health promotion, disillusionment with the medical
services, and the commercialisation of health and
fitness.

He shows how self-control, self-discipline, self-
denial and will-power are concepts that are fundamental

to the Western system of values:

'It should not be surprising that "health", a
concept that gives expression to our culture's
notibns of somatic, psychic, and social well-
being, would provide the perfect metaphor for
values that so fundamentally structure our social

and cultural life.' (Crawford 1984:77).

But today there is a revival of concern for health

promotion; how is this to be accounted for? The primary
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arena for the disciplinary ethic has been work, and
economic crisis has increased the priority given to

discipline and control. As Crawford states:

'The cultural reaction to hard times can take
many forms. I am suggesting here that one of
them 1is a hardening of Dbodies' (Crawford

1984:79).

However logically entailed by this discourse of
self-control is its opposite the discourse of release:
pleasure seeking rather than ascetic self-denial,
satisfaction of desire rather than repression of desire.
In the release mode, the most important ingredient for
health is the psychological capacity for 'not worrying'.
Crawford states that although some respondents held to
only one metaphor, many held both. A fetishism of self-
control was common with people experiencing difficulty

in finding release:

'Numerous psychological and physical therapies -
Reichian, gestalt and several now called holistic
- are largely aimed at helping the individual (of
course, almost always middle class) achieve
release from these embodied controls.' (Crawford

1984:89)

There has also been a public discourse of the importance
for release in attaining health.

Release can be seen as a means by which societal
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tensions can be managed. Crawford sees this ethos as
being tied into the sphere of consumption. Control
relates to production and discipline, while release
relates to consumption and pleasure.

Although these contradictions in structure lead to
conflict in experience, Crawford shows how the new
health and fitness consciousness tries to combine these
oppositions; how it tries to resolve the contradictions,
for example by providing bars in health <clubs.
Crawford, therefore, sees health beliefs as being a
reflection of the imperatives of capitalist society,
that contemporary capitalism and perhaps all
industrialized societies must now promote both mandates:
that of control and release.

In sum, the qualitative 1literature on 1lay health
beliefs has looked at the general structure of lay
ideas, the <causes of illness, their relation to
biomedical thinking, and their genesis. I will now turn
to what they tell us about issues of gender, class and

religion.

GENDER, SOCIAL CLASS AND RELIGION

Gender

Again qualitative work has primarily addressed women's
health beliefs (Blaxter 1983; Calnan and Johnson 1985;
Pill and Stott 1982; Locker 1981; Crawford 1984). The

typical reasoning for this bias can be seen in the work
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of Locker (1981). Interested in aspects of symptom
definition outwith a professional medical context he
decided to 1look at the definition of illness in the
context of the family. Ruling out @participant
observation and choosing in-depth interviewing as his

method he decided to interview just women:

'I decided to wuse women as informants and
interviewed the mother of the family since I
assumed that she would be closely acquainted with
the problems I wished to discuss and would be
more 1likely than any other individual to be
willing to spend time talking about them.'
(Locker 1981:18)

In a footnote he adds:

'There is research evidence which suggests that
women are the main source of care for the sick

within the family.' (Locker 1981:24)

I do not wish to suggest that this is not the case,
merely to show that such assumptions have tended to
limit the amount of research which has been carried out
on male health beliefs.

Calnan and Johnson (1985) also restricted their

focus to the attitudes of women:
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'First Dbecause they were wused in earlier
research, thus were available for purposes of
comparison and, secondly, because they tend to be
the lay carers in the family and bear the major
responsibility for the families health!' (Calnan
and Johnson 1985: 57)

Similarly Blaxter and Paterson's (1982) study on
generational effects on health attitudes and behaviours
focussed on the women (grandmothers, mothers, and
daughters) as the source of transmission of lay health
beliefs within families.

Another reason which has often been given for the
lack of focus on men has been the assumption that men
are less likely to discuss ideas about health. Stacey
(1988:148) pointed out that Crawford and Cornwell both
had trouble in getting men to talk about health. This
may also help to explain the bias (for example Williams
1981) of using predominantly women's accounts even in
research which has interviewed both men and women.

But what do those qualitative studies which have
looked at both men and women's concepts of health tell
us about gender differences? Often the issue is not
discussed as a major topic and thus the similarities
between their thinking is implied. Some findings,
however, are given in the literature. Blaxter (Blaxter
1987; Cox, Blaxter and Buckle 1987:131) analysing open-
ended questionnaire data stated that men were more

likely than women to give exercise as a source of



health; and the notion of health as positive fitness was
found more often among men. Health as energy and
vitality was associated by men with work. Cornwell
(1984) has also related such differences to the sexual
divisions of 1labour which operate both inside and

outside the home:

'For the men, therefore, the important question
was whether or not they felt able to continue to
go to work, and as long as they were able to,
they did what they called "working it off". At
home, however, they had no qualms about expecting
their wives to be sympathetic whilst they " gave
in" to even fairly mild symptoms.' (Cornwell

1984:139)

And again Blaxter (1990) has shown that women were more
likely to define health by participation in social

relationships.

Social Class

Turning from gender differences in lay health accounts,
have we any evidence to support the hypothesis that lay
beliefs may differ between the social classes? One
problem we face is that most studies, for example the
work of Blaxter (1983), and Pill and Stott (1982, 1985),
have all 1looked at the beliefs of working class
respondents (although Pill and Stott did 1look at

differences by housing tenure and education). These

31
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studies (Blaxter 1983; Pill and Stott 1982; Calnan and
Johnson 1985) show similarity in working class ideas
(Stainton Rogers 1991); respondents demonstrate stoicism
and low expectations while at the same time deny
individual responsibility and culpability.

But are such ideas 1limited to the thinking of
people from working class backgrounds? The picture is
complex. Certain ideas have been found to be held in
common by different social and cultural groups as can be
witnessed by the parallel findings of Williams from
British and Herzlich from French respondents. However,
Currer and Stacey (1986:14) have, by contrast,
emphasised the differences between these studies. They
believe the concept of 'health as a balance' as 'a state
of equilibrium' is much stronger in France than in
Scotland. Pollock (1984) also uncovered the three
concepts of illness used by Herzlich in her Nottingham
study. However, as Currer and Stacey (1986:24) point
out, the concept of health as an occupation was most
dominant. They relate this to differences in the
strength of the Protestant work ethic: strong in
Scotland and England but weaker in France.

One piece of research which did consider the health
beliefs of different social classes in the same study
was that of Calnan and Johnson (1985). They interviewed
54 women from social classes I and II and 38 women from
social classes IV and V. Their study looked at two

areas: concepts of health and perceptions of
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vulnerability to disease. These two topics were chosen
because of the many hypotheses put forward by
researchers, linking them to health behaviours.

In terms of concepts of health, their findings were
that no social class differences in ideas were evident
although the upper classes gave a greater number of
responses to questions. But this finding may be linked
to the greater 1linguistic fluency of middle class
respondents. However, they did discover some sign of
social class differences when concepts of health were
defined in the abstract.

With regard to the questions covering respondents'
perceptions of vulnerability to illness they found that
the term itself was problematic, incorporating a wide
range of beliefs and feelings. On closer analysis,
however, they did find slight differences between
classes. Professional women tended to feel more
vulnerable to disease than their working-class
counterparts. Although hereditary explanations of
vulnerability were used by both classes, professional
women tended to emphasise previous or present experience
of signs and symptoms while working class women often
mentioned behavioural explanations. Both in terms of
concepts of health and perceptions of vulnerability to
disease, therefore, Calnan and Johnson found small
differences between the classes studied.

The results from Calnan and Johnson's study may

seem inconclusive though this may easily be accounted
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for by the fact that they lapsed into a sort of numeric
analysis rather than pursuing the necessary rigour
demanded by the qualitative method. Another piece of
research by d'Houtaud and Field (1984) also took a
numeric approach to the analysis of qualitative data but
this time with a much 1larger sample. Four thousand
subjects from Lorraine in the north-east of France, who
were undergoing a health examination, were asked to
respond to an open-ended question on what health meant
for them. Their replies were analysed and 10
definitions of health were discovered.

Managerial and professional groups mainly endorsed
the first four of these definitions, which were (1) a
hedonistic way of 1life (characterised by having no
restraints, getting benefit from 1life, not thinking
about illness, and seeing the doctor as 1little as
possible), (2) equilibrium (of body, mind, and family),
(3) reference to the body (that it should be good, or
one shouldn't feel it) and (4) vitality (that a person
could face problems, be optimistic, and not be afraid of
the future).

This last definition of health, vitality, was also
shared by other non-manual workers who also held three
other definitions: (5) psychological well-being (joy of
living, happiness), (6) hygiene (which included notions
of regularity, sobriety, avoidance of excess, and
exercise), and (7) health by its own value (that health

was the greatest of riches).



35

The categories of psychological well-being and
hygiene were also shared by manual workers, who in turn
also held three final definitions of health: (8)
prevention (having regular medical examinations, to live
as long as possible), (9) physical attributes (to be in
good form to be able to work), and (10) defining health
negatively (not being ill).

D'Houtaud and Field's general findings were that
manual workers tended to define health in terms of
services, and in ways that tended to stress the
collective and social aspects of health. Non-manual
workers by contrast focussed on enjoyment and emphasised
individual and personal aspects. As we ascend the
social scale concern shifts from absence of sickness,
psychological well-being, to a hedonistic way of life.

The study of Blaxter, Cox and Buckle (1987) on
health and 1lifestyle also considered social class
differences and was based on a large sample. They found
that the notion of health as positive fitness was found
more among the better educated and that the higher

classes felt they had more control over their health

than those in the 1lower. However, in recent work
Blaxter (1990) is more cautious when drawing
conclusions. Although in her earlier study with

Paterson (Blaxter and Paterson 1982) she had found the
concept of 'health as not ill' to be associated with the
poorer groups, in the larger study (Blaxter 1990) this

category was also found to be prevalent among the upper
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income bracket. So differences between the social
classes in terms of 1lay health beliefs do exist,
although they may be hard to uncover in small-scale

qualitative research.

Religion and Moral Issues

There has been a recent tendency for medical sociology
to ignore the possible influence that religion may have
on health. For example, religion as a social variable
is now no 1longer routinely collected in large scale
social surveys dealing with health or mortality. As

Vaux stated with reference to America:

'The U.S. Public Health Service, in its extensive
and comprehensive analysis of health in its
etiological and epidemiological dimensions, has
chosen to systematically ignore the variable

religion' (Vaux 1976:524).

Such an attitude has been 3justified by recourse to
arguments about the secularisation of society and in
particular to the decline in the membership of the
traditional churches.

As recent reviews of the field (Levin and
Vanderpool 1987; Levin and Schiller 1987; Jarvis and
Northcott 1987; Vaux 1984; Mullen 1990a) have shown,
however, the question as to whether and how religion
effects health 1is an important one. Quantitative

studies which have 1looked at mortality have tended to
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concentrate on deaths from a specific cause. One which
by contrast looked across disease categories was that of
Comstock and Partridge (1972). Comstock and Partridge's
work analysed deaths from selected causes on a
Washington County Census population in Maryland, U.S.A.
As most of the population were Protestant they did not
consider denominational differences but were primarily
concerned with variations by church attendance.

The authors found tuberculosis death rates to be
correlated with low church attendance. Maternal church
attendance was associated with 1lowered  neonatal
mortality. They also found a relationship between
church attendance and arteriosclerotic heart disease.

As they said:

'Even after allowing for the effects of smoking,
sociojeconomic status and water hardness, the
risk (of arteriosclerotic heart disease) for the
frequent church attenders was only 60 per cent of
that for men who attended infrequently.'

(Comstock and Partridge 1972:669)

Death rates from emphysema, cirrhosis and suicide were
also appreciably' higher among infrequent church
attenders.

Most studies, however, have not 1looked at either
mortality from various causes or all cause‘mortality,
but have instead looked at mortality related to specific

diseases. In particular those deaths produced by
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cardio-vascular problems (Friedlander, Kark, and Stein,
1986; Snyder, Goldbourt, Medalie et al. 1978;
Friedlander, Kark, Kaufmann et al. 1985; Comstock and
Partridge 1972; Wynder et al. 1959; Rouse, Armstrong and
Beilin 1981) and cancers (Gardner and Lyon 1982; Wynder
et al. 1959; Seidman 1966).

These studies on deaths caused by heart disease and
cancer have often reached the same conclusions, namely
that the lowered death rates from these diseases are the
result of the particular proscriptive behavioural
injunctions of the religious groups involved. Although
contraceptive, moral, and dietary practices have been
mentioned, most writers have highlighted the lowered
tobacco and alcohol consumption by these religious

groups. As Lyon et al. stated:

'The favourable cardio-vascular mortality in Utah
is primarily due to the more favourable
experience for IHD enjoyed by the Mormon portion
of the population and is partly explained by
lower consumption of cigarettes.' (Lyon et al.

1978:365)

If we leave aside mortality and health related
behaviours and turn our attention to morbidity wé find
that 1little has been written about physical morbidity
independently of work related to heart disease and
cancer. Numerous studies have however been carried out

on psychological morbidity (Roberts 1965; Spencer 1975;
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Murphy and Vega 1982; Hadaway 1978; Wilson 1969). Two
major hypotheses are prominent in this research
literature: first, that intense religiosity is a
symptom-complex indicative of psychiatric disorder and
second, that religion is a resource for the
psychological well-being of the individual.

All the above studies have used a quantitative
methodology; qualitative studies in the field are rare.
One exception has been the work of Williams (1990). 1In
his research he looked not only at official religion, as
indicated by Church affiliation, but also éonsidered
what has been called ‘'invisible!' or 'customary'
religion, which in the case of his elderly respondents
from Aberdeen took the form of generalised world
conceptions which nevertheless drew on the themes of
historical Protestantism. He found that religion both
in its affiliated and customary form increased the
coping repertoire of respondents when they were dealing
with irreducible illness and dying. And in fact these
forms of religious belief based on faith gave
respondents the greatest range in abilities to cope. By
contrast, those based on self-image, which approved of
being healthy, active, determined and hard-working, were
seen to be inflexible ideals when respondents were faced
with chronic illness and the possibility of approaching
death.

An important and related concept which has received

more attention from sociologists is that of moral
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concerns in health. As stated in Changing the Public

Health:

'Perhaps the most recurrent theme of all emerging
from the study of lay concepts is that of health
and illness as moral constructs. Responsibility,
blame, guilt, hypochondria and stoicism are just
a few of the morally evaluative terms used by
respondents when <considering these matters.'

(RUHBC 1989:43-44)

And as Blaxter (1990) states:

'It has also been noted that in the modern world,
health still has a moral dimension. Ill-health
and moral wrongdoing can be connected, as much
among industrialized and urban populations as
among primitive societies: one has a duty to be
healthy, and unhealthyness implies an element of
failure. Health can be seen in terms of will-
power, self-discipline and self-control.'

(Blaxter 1990:14).

Cornwell (Stainton Rogers 1991:79) also believes there
are differences between 'public' and 'private' accounts
in their moral components. In public accounts her
respondents were 1less likely to accept blame for
illness. However, Currer and Stacey (1986:15) have

stated that the moral tone of concepts is often greatest



41

where access to medical facilities is limited. But when
access to medical facilities is open moral injunctions
tend to refer to the medical professionals, and Britain

is viewed as open by comparison to the U.S.

HEALTH RELATED BEHAVIOURS

Qualitative Studies Of Alcohol Use

In all the qualitative literature on lay health beliefs
discussion of the health related behaviours of alcohol
and tobacco use tends to be minimal. Yet alcohol and
tobacco use are central features of the social life of
men and have a direct influence on their health. If we
wish to discover what has been written about this topic
of a qualitative nature we have to turn to the
literature on either alcohol or tobacco use. Each topic
has to be treated individually, as although both can be
considered potentially addictive behaviours, and
although there have been calls to research both together
(Sobell, Sobell, Kozlowski, Toneatto 1990), in general
research has been conducted in hermetically sealed
compartments.

The amount of research which has been carried out
on attitudes towards alcohol use and abuse is vast (see
Crawford 1987). A lot of the work is also inter-
disciplinary in nature covering the fields of sociology,
social psychology and anthropology. Robinson (1976)

acknowledging the difficulty of reviewing all the
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literature on the topic <classified the specifically
sociological literature, although some of these studies
could also be seen as coming within the tradition of
social anthropology. He grouped studies into three main
types: the societal-cultural, the aetiological-
pathological, and the ethnographic-processual.

Societal - cultural studies are concerned with very
broad questions about ‘the place of alcohol in society'
and with postulating hypotheses about a whole culture of
society. Aetiological-pathological studies focus
directly on the question ‘why do some people use alcohol
in a way which they, or other people, consider harmful'?
And what are the causes of pathological drinking?
Ethnographic-processual studies have been on both

A )

drinking and alcoholism but have focussed: on
particular drinking places, on particular groups of
drinkers or alcoholics and on particular helping
agencies'.

Stivers (1976) in his review on culture and
alcoholism grouped studies by whether they focussed on
alienation and anomie (or rather their alcohol research
equivalents lack of control and strain), were cross-
cultural studies of drinking, considered cultural
attitudes towards alcohol and drinking, or focussed on
modern culture and alcoholism.

The concerns of the present thesis come largely

within Stivers' category of investigations into cultural

attitudes towards alcohol and drinking; although the



43

work relates to Robinson's ethnographic-processual
category the primary concern is with normal rather than
problem groups of the population. It should be noted
that it is mainly 1literature from an anthropological
background which has been concerned with normal as
opposed to pathological drinking (Douglas - 1987).
Although this 1literature has tended to 1look at the
culture of a whole group rather than at the ideas of
specific sub-groups its conclusions are important.
Pittman (1967) produced a four category typology of
drinking cultures: abstinent, ambivalent, permissive and
over-permissive. The drinking of most Western societies
were typified by ambivalent attitudes. Pittman

describes America in the following terms:

'The American cultural attitudes towards drinking
are far from being uniform and "social
ambivalence" 1is re-inforced by the conflict
between drinking and abstinent sentiments co-

existing in many communities.' (Pittman 1967:8).

Little work has been done of a qualitative nature
specifically on Scottish drinking culture. Most has
been of the form of social epidemiology (Plant and Plant
1986; Pattison 1983). However, Plant and Plant (1986)
have stated that Scotland has been regarded as having a
highly ambivalent culture in relation to the use and
misuse of alcohol. And survey data from Dight (1976)

found that subjects tended to agree both with 'pro' and
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'anti' drinking statements, showing that positive and
negative attitudes towards drinking coexisted within the
same person. A greater degree of ambivalence was
discovered among men.

More anthropological work has been conducted on
Irish rather than Scottish drinking beliefs and
practices (O0'Connor 1978; O'Carroll 1979; Bales 1962),
and this literature informs the present study as a high
proportion of the Catholics in my sample were likely to
have been the descendants of Irish migrants. Bales
(1962), in one of the major works in the field on the
drinking practices of the native Irish, contrasted the
drinking of the Irish with that of the Jews. For Bales
the Irish are involved in ‘'convivial drinking' as
opposed to the 'ritual drinking' of the Jews. For the
Irish drinking was seen to express solidarity with
certain groups in the social system. These groups could
be friends, kinship groups, those of age, from town or
country. To abstain from drinking was thus seen as
undermining such solidarity. Bales also discussed
'utilitarian drinking' on the part of the Irish: the use
of intoxication to gain personal advantage over another
group or person.

However, though Bales did not relate Irish drinking
to ritual drinking, O'Carroll (1979) has hypothesised a
close 1link between Catholic <culture and drinking

behaviour. Irish Catholic drinking practices and

- problems were seen to relate to a relatively tolerant
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normative religious structure which initiates a
routinised cycle of rebellion (abusive drinking) and
reinstatement (confession, forgiveness and
reincorporation into group 1life) that is easily
transferable from religious to secular domains.

Pittman (1962:155) has also pointed out the
difficulty of extrapolating attitudes of the Irish in
Ireland to the situation of the migrant. O'Connor's
first impressions of the historical experience of the
Irish and the English was that their ideas about the use
of alcohol were similar, although she maintains
(O'Connor 1978:148) that the religiously orientated
temperance movement in 1Ireland was one of the key
factors in instilling ambivalent attitudes in the
present day Irish. She found higher degrees of
abstainers among Irish youth than among the English.
The Irish viewed drinking as a problematic area, while
considering it to be a social act. Of'Connor also found
the heaviest drinking to occur among the Anglo-Irish.
She suggested that the Anglo-Irish drank heavily because
they were placed in a dual and ambiguous situation.

We can thus see common themes in the literature on
Scottish and Irish drinking: the social nature of
drinking and its integration into all aspects of life,
and coupled with this the deeply ambivalent culture
surrounding drinking practices. In Glasgow a mix both
of Scots and the descendants of Irish migrants is found;

and the detrimental influences of migration on health
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may present the descendants of the Irish with extra
problems. The west coast of Scotland has also a strong
history of temperance (Mullen 1989) and again this may
be expected to increase the strength of an ambivalent

culture surrounding the meaning of alcohol use.

Qualitative Studies Of Tobacco Use

There has been no work on the cultural meaning and place
of tobacco use of the type discussed above on alcohol.
There have been no British anthropological studies and
Stimson (S.S.R.C. 1982) in a review of the addiction
field found: 'no distinctly sociological work on tobacco
use'. Studies have been of a non-qualitative nature
often involving a multi-disciplinary approach which has
been characterised as 'sociological epidemiology'
(S.s.R.C. 1982). This research on tobacco use has
mainly focussed on reasons for starting, why continued
and why abandoned. Indeed there has been a strong
concern with the 1link between attitudes and behaviour.
This has led to recent studies concentrating on the
efficacy of specific behavioural models, for example
that of Fishbein and Ajen, to predict discontinuation of
the smoking habit (Marsh and Matheson 1983). Although
to date cultural belief systems have been ignored, they
have increasingly been seen as an important areas for
future research (Merriman 1978). The importance of
monitoring changes in the ideas of sub-groups of the

population has also been recognised.
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An exception to the above style of research,
however, has been the work of Graham (1984; 1987) who
looked at the influence of social context in the smoking
patterns of women. She found that smoking was a way of
coping with caring for children when mothers were also
suffering from economic deprivation. She thus
highlighted the paradoxical nature of smoking for these
women, as it promoted their sense of well-being while

undermining their physical health.

CONCLUSION

We have seen that the literature on lay health beliefs
is limited in terms of the numbers of studies which have
been carried out. Studies have also tended to have
different concerns making <comparability difficult.
However, common themes have emerged. Studies have
focussed on the structure of health concepts, notions of
causality, the relationship between lay and biomedical
ideas, and to a 1lesser extent the genesis of such
beliefs. We have seen how lay health beliefs have their
own complex logic; a logic which derives from and has
influence upon a person's everyday social context. Lay
health beliefs have also been shown to have a strong
moral dimension.

Lay health beliefs have similarities to, but depart
from biomedical ideas. This has led researchers to
hypothesize the possible 1link between the two, or to

look beyond the strictly biomedical (to the underlying
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features of capitalism or to the persistence of aspects
of 'folk culture') to explain continuity in lay
accounts.

However, although work on lay health beliefs has
made great advances in the fifteen years since
qualitative studies have been consistently produced,
there is still dispute and uncertainty as to how much
variation exists between social groups. Findings on
social class differences have tended to be suggestive
rather than definitive; and work on male health beliefs
is rare. Again, although the moral tone of much lay
accounts of health has been noted this has scarcely been
developed at any great 1length and rarely related to
religious themes. ‘

In this literature, although the specific health
related behaviours of alcohol and tobacco use have been
touched upon, it is rare for writers, with the exception
of Graham (1984, 1987), to give them centre stage. This

need not be surprising if we consider the predominant

'bias towards women's health beliefs. Again although

there is a voluminous literature on both alcohol and
tobacco use, this is both compartmentalised, takes the
form of social survey research and cannot tell us much
about the influence of social context on such
behaviours. This fact has been recognised as calls
continue to be made (RUHBC 1989) for more work of a
qualitative nature to fully elucidate the complex links

between health beliefs and behaviours.
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CHAPTER 3

METHOD AND SAMPLE

INTRODUCTION

The data for this study was <collected wusing a
qualitative interview method. I decided to use such a
methodology because it could address the complexity of
how the social context of individuals' 1lives would
influence their health beliefs. I had previously
undertaken a qualitative interview study and was thus
aware of its advantages over the quantitative approach
for the individual researcher working on their own
(Mullen 1985a; 1985b; 1987a).

This chapter describes the method which was used to
carry out the research. It presents the aims and focus
of the study and discusses theoretical issues which have
been raised in connection with the use of the
qualitative interview method and their implications for
the present research. It then outlines the practical
difficulties which I encountered during my fieldwork and

how these were addressed and overcome.

AIM AND FOCUS OF THE STUDY

This thesis analyses the lay health accounts of male
Glaswegians in mid-life; and, as stated in the
introduction their ideas of smoking and drinking are
given a high salience. The interviews covered three

themes: general attitudes towards health, attitudes
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about smoking, and ideas about drinking. The major
topics for investigation within each of these areas were
developed from the review of the 1literature. The
health section investigated respondents’ general
attitudes towards health, the good and bad effects of
lifestyle, ideas about stress, and their perceived
relationship between psychological and physical health;
the section on smoking considered the degree of
dependence on tobacco, stopping and starting smoking,
public policy towards smoking, and the health effects of

smoking; and the section on drinking covered ideas about

drinking, drunkenness, alcoholism, and social policy

towards alcohol use.

Although the main topics for research were
developed from the previous literature, the aim was to
cover these issues in greater depth than could be done
by means of a standardised questionnaire. The aim was
also to investigate themes which 1linked all three
topics, to be able to discover unified styles of
attitudinal approaches across areas: for example, ideas
about control over, and responsibility for, health
related behaviours. The purpose was to uncover how an
individuals' way of life moulded their perceptions, and

the way in which they made sense of the world.

A Study of Men's Beliefs

The thesis only studies men's beliefs; women were not

included in the research design for various reasons. As



has been shown in the literature review, at the time of
field work research on lay health beliefs had mainly
been carried out on women. Researchers also thought
that any work on men would encounter difficulties in
getting them to speak openly about their ideas about
health. Part of the reason for carrying out the present
study was to both redress the research bias and test the
assumption about the inarticulacy of men on matters of
health..

Other reasons were of a practical nature and
related to the feasibility of carrying out research on
both men and women. A major focus was on social class
and religion, to have interviewed both men and women,
and to have made gender differences a topic for research
would have necessitated carrying out a greater number of
interviews. This would have posed problems both for the
feasibility of carrying out such a number of interviews
singlehandedly and in the qualitative analysis of such
an amount of data. It is also known that women's ideas
about tobacco and alcohol use are different from those
of men; this woﬁld have posed difficulties in the
preparation of the interview schedule and also for
comparing the beliefs of men and women at the end of the

period of study.

51
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THE INTERVIEW METHOD: THEORETICAL ISSUES

Interpretive Methodology

The thesis is a work of qualitative sociology and it is
theréfore important to be clear about certain
differences between the positivist and interpretive
traditions within sociology and social psychology in
their conceptualisation of attitudes (Schwartz and
Jacobs 1979, Benson and Hughes 1983).

Thurstone, quoted in Summers (1977), defined

attitudes as:

‘the sum total of a man's 1inclinations and
feelings, ©prejudices and bias, preconceived
notions, ideas, fears, threats and convictions

about any specific topic'. (Summers 1977: 2).

For the positivist, such attitudes are deep within the
individual's mind and can not be measured directly. We
can, however, get a hint of these underlying attitudes
from the opinions a person has about a topic. Attitudes
are therefore measured indirectly utilizing opinions.
In the course of an interview it is the respondent's
opinions which are elicited by structured questioning
and these opinions are measured and act as indicators of
the underlying attitudes which the person may hold. For
the positivist the underlying reality, the facts, are
hidden. These are measured indirectly and measuring

instruments (for example questionnaires) need to be
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clearly structured and formalised in order to obtain as
true a rendering of reality as possible.

For the qualitative sociologist however, utilizing
an interpretive framework, the aim is not to get the
respondent to proffer rigid opinions which <can be
measured and then taken to be indicators of deeper
hidden attitudes, the aim is to have the respondent
express their feelings about a topic as fully as
possible. The person 1is encouraged to give as many
ideas on the topic as possible until s/he has exhausted
what s/he has to say on the issue. Such statements are
taken as accounts, given by the respondent to the
interviewer about a specific topic (Schwartz and Jacobs
1979; Cicourel 1964; Scott and Lyman 1968). An account
is any manner in which a respondent: ‘describes,
analyses, questions, criticizes, believes, doubts,
idealizes, or schematizes' a subject (Bittner 1973:
115). And such accounts are tied to the social settings
which occasion them, in this <case the interview.
Similar accounts may be given by other members of
society, some accounts by everyone, others primarily by
certain social or cultural groups. Accounts may be true
or false, on the level of common-sense or scientific
knowledge, or may reflect stereo-types. What is
important is to obtain as full a range of accounts on a
particular 1issue as possible. Accounts are not
indicators of attitudes which are somehow hidden deep

within the person. Rather, each account maps out the
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common stock of knowledge held by individuals in society
on a particular topic (Schutz and Luckmann 1974:109).

It is with such accounts that this thesis is concerned.

The Status of Interview Data

However there are problems; sociologists using
qualitative methods have also argued about the status of
interview data. They have taken different positions on
the nature of interview data, how it relates to reality,
and its adequacy. Silverman (1985) has discussed the
central division between data obtained in natural and
artificiélly occurring settings. Silverman shows how
there has been a tendency in qualitative sociology to
believe that data collected in a naturally occurring
setting, for example via participant observation or
through the recording by video or tape recorder, of
naturally occurring interaction or talk is somehow more
pure than that collected by the process of interview,
even though the interview was of a semi-structured form.
Data from a natural setting is seen to be more reliable
and valid and closer to a factual representation of
social reality. The criticism of interview data has
been that it is a poor proxy for the real social

reality. As Benson and Hughes (1983: 82) state:
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*The descriptions it generates, though they may
be rational and scientific according to the
cannons of scientific investigation presents a
distorted or at least inadequate depiction of the
description social actors use in the course of

their daily lives' (Benson and Hughes 1983:82).

The historical trend in qualitative sociology has
also been a move away from the collection of data in an
artificial context to the collection of data in natural
settings. Part of this criticism of data collected in
formal interview settings resulted from an attack on the
methods of quantitative interviewing; strong objections
to the quantitative interview method resulted in new
approaches being taken by sociologists. Two directions
were taken by sociologists who accepted these
criticisms. First, some stressed the importance of
participant observation rather than the interview
method. Second, the focus on talk was still seen as
important but the recording of talk by the formal
interview method was rejected. As the present study is
concerned with the nature of talk the second development
will be considered.

The second direction can be witnessed in the
historical development of ethnomethodology where the
move was to consider naturally occurring talk rather
than conversation collected in the formal interview (see
Sacks 1966). As ethnomethodology developed into the

work of <conversational analysis (CA) there was an
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increased emphasis on the recording of naturally
occurring talk and a deepening distrust of data obtained
by the interview method. Indeed the development of such
work has also moved in the direction of a narrowing
focus on the form of conversational data, for example
turn taking, rather than on a concern with content.
However, as Silverman shows the obsession with
collecting naturally occurring data may hide a lapse
back into positivistic styles of thought with its
concerns for objectively detailing social facts. This
concern with the ‘facts and nothing but the facts' gives
a spurious sense of objectivity, as the work of
conversation analysis still involves decisions on the
part of the analyst as to when to classify data in a
particular way. Hammersley and Atkinson (1983) have
also pointed out this positivistic trap, the idea that
best kind of data are ‘"untouched by human hands"
neutral, unbiased and representative', here naturalists
are seen to be inheritors of the positivist programme.
Linked to this difference of opinion about natural
versus artificial settings is the question as to how far
the interview context and the interviewer's questions
influence and form the replies of respondents. Again
sociologists have taken different stances on this
question, it has often been framed as an
internal/external pfoblem. Does interview data tell us
anything about the wider social reality beyond the

limited context of the interviews? For some
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ethnomethodologists one cannot infer anything of the
wider social reality from such data but the data itself
is limited and mutually constructed by the interviewer
and his respondent - that ‘talk is constitutive of the
settings in which it takes place' (Benson and Hughes
1983).

But how closely 1is interview data linked to the
social interaction between interviewer and respondent?
When Garfinkel (1967) talks of biographical details
seemingly uncovered by the interview he maintains that
there is no such thing as a biography for all purposes
but that biographical details were ‘worked up' as a
practical accomplishment during the interview. Other
writers have discussed the problem of the interviewer
and respondent creating the recorded belief in situ:
that the respondents may never have thought about, or
have no opinions on, a particular topic but that in
reply to the prompts of the interviewer and the social
pressure to respond they give an opinion on the topic at
that particular point in time.

These ideas about the nature of the interview have
at their extreme a tendency to move away from a focus on
the content of interview data to a consideration of its
form. As Benson and Hughes state when discussing the

work of Sacks:
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‘instead of treating such talk as being other
than itself, it should be taken as an object for
description and analysis' (Benson and Hughes

1983:155).

Other sociologists, while still believing that
interview data does not inform us about social behaviour
outwith the interview context, have a greater concern
with the meaning of such data, with content rather than
form. From the perspective of phenomonology, language
is a repository of cultural stocks of knowledge of the
social world (Schutz and Luckmann 1974), and it is these
stocks of knowledge which the ethnographic interview
seeks to uncover. However, interactionism saw a problem
in the degree of intersubjective depth needed so that
mutual understanding could be achieved. Problems of
openness and concealment were discussed and there was
the notion of breaking through barriers to reach the
underlying reality or truth. Accounts were often seen
to be false accounts and the focus shifted to accounting
practices.

But how Jjustified is this concern with truth and
falsity? One can, rather, view the interview as
displaying different levels of reality. Manning (1967),
and Brenner (1978) for example, talk in terms of
multiple realities. And Askham (1981) talks of the
layers of meaning which are recognisable in interview
data, believing not that some answers are less true than

others but that all may be true within a particular
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context of meaning (Askham 1981:86). Cornwell (1984)
also discussed layers of meaning in her distinction
between public and private accounts.

So different layers of meaning may be displayed in
the interview, but how do these relate to the wider
social reality? These points touch on the thorny
question of the relationship between people's beliefs
and their behaviours. In the current research the
primary concern 1is to give an account of people's
beliefs. The study is not of behaviour but of people's

perceptions of behaviour. Following Bhasker (1979) and

Silverman (1985) I believe the correct position to take

is that of being consistently realist:

‘This means that interview data display cultural
realities which are neither biased nor accurate,
but simply "real". Interview data from this
point of view, are not "one side of the picture"
to be Dbalanced by observations of what
respondents actually do or to be compared to what
their role partners say. Instead, realism
implies that such data reproduce and rearticulate
cultural particulars grounded in given patterns

of social organisation®’. (Silverman 1985:157)

Other problems closely related to the status of
ethnographic interview data are the issues of validity
and reliability; and various solutions have been given

to these problems for interviews which are part of
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survey research. These mainly relate to processes of
standardization both of aspects of the interview setting
and also of the interview schedule. Once again such
techniques can be seen to lead back to concerns of
positivistic research: a concern to correctly measure
the social world. In qualitative interviews problems of
validity and reliability can be handled in a different
fashion. Validity does not rest with a narrowing and
standardization of responses but with the assurance that
the range of possible topics in the cultural stock of
knowledge is covered and that these are also covered in
great depth. The researcher should display ‘'the
cognitive universe' in respondents' thought (Silverman
1985:173) . From the point of view of interpretive
sociology the main way to ensure validity and
reliability is to maintain rigour both in the data
collection and analysis, but particularly in the

analysis of data.

The Ethnographic Interview and Triangulation

The data for the present study was collected using one
research method, that of the ethnographic interview.
The use of only one research method in qualitative
research has been criticised (Denzin 1970; Becker and
Geer 1970). Researchers often recommend the method of
triangulation where different qualitative methods, for
example 'participant observation and in-depth

interviewing, are seen to complement each other in
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uncovering the reality of the topic being researched.
The assumption behind triangulation is that any one
method is not seen to be adequate to fully grasp the
reality of the subject being researched. However, do
the results from different methods neatly build on one
another to produce a more complete picture? I would
argue that each method discovers its own reality about
the topic and that although each reality can inform the
others and may be complementary they are not additive.

Again triangulation is often presented as a defence
against criticisms 1levelled at qualitative methods.
Here the strengths of triangulation are given that one
method can be used to check and show the validity of
ideas being generated by the other method.
Triangulation is presented as a check on validity and
reliability. However, if each qualitative method
discovers its own social reality the use of
triangulation for establishing wvalidity and reliability
is weakened.

These concerns are to be found in the use of
quantitative methodologies and I would suggest that some
of their justification in the qualitative field is the
result of defensiveness on the part of qualitative
sociologists rather than that there is a fundamental
problem of only using one qualitative method for a piece
of research. The ethnographic interview methods then is
sufficient in itself for uncovering one type of social

reality. I will now turn from a discussion of



theoretical issues to a consideration of their practical

consequences for the study.

THE INTERVIEW SCHEDULE, SAMPLING FRAME AND SCREENING

QUESTIONNAIRE

The Interview Schedule

The main themes and topics which I wished to explore,
and how they resulted from my previous research have
been detailed in the introduction. The review of the
literature also made me aware of the more specific
issues in the field. From this dual background, of my
own previous research and my reading of the research
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