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Foreword 

This publication is a very welcome and much needed source of information 

on the belicfs and practices of Irish people in relation to health and illness. 

Those who are concerned with promoting the health of the population 

through education, preventive. services and intcrsectoral policies airned at 

creating a health supporting environment: operate in a vacuum without 

information on the community's ,"jews and behaviours in these areas. They 

will be much helped in their endeavours by fIndings in this research stud,· on 

issues such as what people belie\"C to be the principal causes of health and 

illness, what measures people take to protect their OWI1 health. their 

experience of illness a~l\.i ho\\' they deal with it. 
In Ihe development or health policy we h<lve, in rcccni years, become 

incrcasing~y aware of the need to complement our traditional heahh sen"ices 
and hcahh education programmes with an environment that supports 

health. T(J Ihis end we have put in place structur~s to stimulate and racilitatc 

collaboratiun between the many sectors or society whose policies and 

aeti,'ities afTeet health. This approach broadens the debate and action on 

health issues beyond the confines or the ClIfe and care perspective and relies 

considerably Cor its successful implementation on widespread community 

support. In this context this research report on the commul1ity~s perspecti\·c 

on health and illness is particularly timely. 

This book will be ofilllercst to the general public as a mirror 011 their own 

views and beha,·iollr in relation to health. More especially it will be useful to 

all those individuals and groups who \"ork to promote health in our 
community. 

ROR Y O'HANLON 
l\-linister for Health 
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1 
Introduction 

The present study resulted rrom a joint"initiative or the Health Education 
Bureau (whose runctions are transrerred to the Health Promotion Unit, 
Department or Health) and the Department or Sociology, University 
College, Dublin. Its aim is to identiry the conditions under which people in 
general think or themselves or others as being healthy or ill and what actions 
they take either to promote good health or to remedy illness. 

The basic assumption underlying tbe present study is that conceptions or 
health and illness and their related behaviour patterns are socially 
constructed and maintained. Health and illness are defined with rererence to 
social norms and health and illness behaviours are considerably influenced 
by social and cultural ractors. Though these are basic assumptions they will 

be treated as hypotheses to be substantiated and rurther explored. 

A. CONCEPTUAL FRAMEWORK 

(1) Conceptions of Health 
There is probably no such thing as "perrect health" in an ideal sense. Few 
people would claim that every organ in their bodies is runctioning at 
optimum level. However, though nobody attains pertect health, not 
everyone is defined as unhealthy. There exists, as Twaddle and Hessler point 
out, a range or less than perrect health that is defined as normal.' This is 
found to vary within and among societies, hence health becomes a social 
norm. 



(2) Conceptions of Disease, D1ness 
In contemporary medical sociology a distinction is made between disease 
and illness. Field observes that illness is taken to refer to a subjective feeling 
of distress experienced by an individual; disease refers to the signs, symptoms 
and behaviours regarded by doctors as pathologically abnormal.' 

The process of defining a person as ill usually begins with the discovery of 
a symptom. A person experiences a bodily change or a change in the way he 
or she feels, or a change in his or her capacity level. This change is 
interpreted as indicating that there is something wrong physically or 
mentally. There may be a number of parties involved in the definition 
process: oneself, other lay observers, such as relatives and friends, and the 
health professional. But, the recognition ofa symptom as a problem, and the 
definition of it as something to be taken to a health professional are 
considerably influenced by social and cultural factors. Different groups of 
people have different criteria for deciding that a problem exists. Illness, 
therefore, like health is defined with reference to social norms. 

(3) Health Related Behaviours 
Associated with the concepts of health and illness are three types of related 
behaviours identified by Kasl and Cobb: health behaviour, illness behaviour 
and sick role behaviour.' Health behaviour is any activity undertaken by a 
person believing himself or herself to be healthy, for the purpose of 
preventing disease or detecting it in an asymptomatic stage. Illness behaviour is 
any activity undertaken by a person who feels ill, to define the state of his or 
her health and to discover a.suitable remedy. The principal activities are 
complaining and seeking consultation ·from relatives, friends and from those 
trained in matters of health. Sick role behaviour is the activity undertaken by 
those who consider themselves ill, for the purpose of getting well. I t includes 
receiving treatment from appropriate therapists, generally involves a whole 
range of dependent behaviours and leads to some degree of neglect of one's 

duties. 
There is considerable evidence to support the view that all three types of 

behaviour are influenced by social and cultural factors. People's concern for 
health matters, their actions to promote good health or to avoid illness, their 
behaviour when they feel ill, what services professional or otherwise they 
consider appropriate and avail of, their willingness to assume the ·sick role 
and observe its prescriptions; all or these it is held vary with social and 
cultural circumstances. 
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B. RESEARCH DESIGN AND FIELDWORK 

(I) The Objectives of the Study 
As stated above the present study is concerned with people's conceptions of 
health and illness and their health and illness behaviour. The study sets out 
to answer the following major questions: 
(a) What do lay people mean when they say a person is healthy? 
(b) What do they mean when they say a person is ill? 
(c) What activities do they engage in to promote good health? 
(tf) What actions do they take when they feel ill? 

(2) Population and Coverage 
It was decided to study a sample population of 500 people, 250 in Dublin 
cit]' and 250 in a rural area in another Leinster county. Two areas were 
selected and a random sample was drawn in each. The sampling selection 
was carried out by the Survey Research U nit of the Economic and Social 
Research Institute, Dublin. 

The study focused on lay people i.e. persons who were not members of the 
medical, nursing, dental or paramedical professions. Paramedical 
professions were taken to include such occupations as pharmacists, 
physiotherapists, occupational therapists, and medical and psychiatric social 
workers. These groups were excluded because it was considered that their 
knowledge of health matters would be greater than that of the average lay 
person. Those whose parents were doctors, dentists or nurses were also 
excluded since it was felt that the children of such parents might have been 
educated in health matters in ways different from those experienced by the 
average lay person. 

(3) Method of Research and Unit of Information 
It was considered that the information required to answer the questions 
posed in the objectives of the study could best be obtained by personal 
interviewing of the persons selected in the sample. Accordingly, a 
questionnaire was designed and the interviews were carried out by trained 

interviewers Irom the Survey Unit of the Economic and Social Research 
Institute. 

(4) Fieldwork Results 
The final and major pre-test or pilot study was carried out in March 1981. 
Interviewing lor the present study started in September 1981 and was 
completed in early November of the same year. From a sample of 610 the 
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total number of completed interviews was 475 i.e. a responserate of78%. A 
profile of the rcspOIidenls, in terms of their socio-demographic 
characteristics, is presented in Appendix Three. 

(S) Socio-deDlographic variables 
The socio-demographic variables employed in the study were: the 
respondents' location at time of inter vic VI,' -where the respondents normally 
resided; their sex; their age; their socia-economic status; their level of 
educational attainment. 

It ·was decided to confine location to just two categories, city and rural. 
City was taken to mean Dublin City; rural was defined as living on a farm·or 
in a farming locality in the other Leinster county. A small proportion of the 
respondents (56 respondents or 12%) were living either (i) on a farm or in a 
farming locality close to Dublin City or (ii) in a small town in the rural 
area. * These respondents were not included when data were analysed by 
location. In all other analyses they were included. 

The socio-economic categories employed in the present study are based on 
the groupings used in the Census of Population 1971 (see Appendix Five). 
The socio-economiccategories correspond to the social groups of the Census 
of Population as follows: Farmcrs - group I; Professional and managerial, 
senior salaried - groups 3, 4, 5, 6; Intermediate non-manual - group 7; 
Other non-manual - group 8; Skilled manual - group 9; Semi and 
unskilled manual - groups 2, 10, II. In the chapters which follow Upper 
non-manual refers to the professional, managerial and senior salaried 
category. Lower manual refers to the semi-skilled and unskilled manual 
category. NIarried women and widows are classified in terms of the 
occupational status of their husbands; young people, not yet employed (e.g. 
students) are classified in terms of the occupational status of their fathers. 

(6) Statistical significance 
Where appropriate the x 2 test was used to assess statistical significance (5% 
Icvd) . 

The present report considers the main findings of the study.t It comprises 
eight chapters including this introduction which is Chapter One. Chapter 
Two furnishes a general summary of the findings. Chapters Three, Four, 
Five and Six provide a more detailed presentation of the results. Finally, 
Chapter Seven is concerned \\'ilh conclusions and recommendalions. 

* A small proportion of the sample was Laken from each of these 1\\'0 areas in an attempt to 
obtain some clue as \0 whether the opinions, auitudcs and beha\'iour oflhese respondents 
were closer La cit}' or rural paltcms. l'io clear association, howevcr, emerged. 

t A more comprehensive and detailed repon will be available rrom the Hcahh Promotion 
Unit in the Department afHcalth. 
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2 
GeneralSunnnnary 

of Findings 

The aIm of Ihe present sludy was 10 im·estigate how people in general 
conceive of health and illness and what actions they take either 10 promote 
good health or to remedy illness. It was essentially an exploralOry and 
pr~liminary study; little empirical work has been done anywhere in the 
world in relation 10 conceptions of health and illness. In Ireland there has 
been important empirical research relating to health and illness behaviour 
but as yet the number of published sociological studies is not large. A general 
summary of the main findings of the present study is provided below. 

A. CONCEPTIONS OF HEALTH 

A.number of orientations emerged in the respondents' conceptions of health. 
Of major importance was a S}'mptom-free orienlatioll- an absence of symptoms 
or illness. This,was the orientation most frequently reflected in their answers 

to the question, "\"hat do you mean when you say a person is healthy?'~ 

Indeed for the vast majority (three-quarters) of the respondents absence of 
seriouJ illness was an essential element in their conceptions of a healthy 

person; a person with a serious illness could not be described as healthy. On 

the other hand the presence of a mild illness or the presence of even a serious 
physical disability did not exclude an individual from being defined as 
healthy - almost three-quarters of the respondents maintained that a 
person with a mild illness could be considered healthy and over three-fifths 
held a similar view in respect ora person \,"jth a serious physical disability. In 
the case of non-serious illnesses i.e. illnesses that are not clearly 
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life-threatening, it appeared that a person is less likely to be perceived as 
healthy if the illness involves considerable pain e.g. rheumatism; if it is 
considered potentially serious c.g. bronchitis; if it involves a negative 
altitude to life; or if it tends to be chronic, ho\\'cvcr mild. 

Second only in importance to the symptom-free orientation was a 
peiformance orientation. There were two dimensions LO the performance 
orientation - an ability to work and an ability to engage in one's usual 

activities. In the first case respondents made explicit reference to "work", in 
the second though work may have been implied it was not explicitly 
mentioned. Not only was the performance orientation the second most 
frequently referred to in the respondents' descriptions ofa healthy person it 

also innuenced considerably their perceptions of the health status of persons 
with non-serious illness. Persons with non-serious illnesses who were initially 

defined as healthy were very frequently re-defined as being in ill-health 
when the qualification was added that because of their illnesses they could 
no longer work or engage in their usual activities. 

Other orientations to emerge in the respondents' conceptions of health 
were a feeling slate orientatioll - health refers to a general feeling of well
being; a fitness orientation - health is viewed in terms of how active or 
physically fit one is; and a reserve orientation - health is seen as an asset or 

reserve, a capacity to resist iliness. To these might be added a perspective 
not hitherto identified in empirical studies, a wholeness orientation i.e. 
health implies Ireedom from physical disability; almost one-third of the 
respondents defined a person with a serious physical disability as being in 
ill-health. 

Location was identified as the socio-demographic variable that appeared 
most to innuence health conceptions: rural respondents more frequently 
mentioned a symptom-free orientation and an ability to work than did those 
living in the city; on the other hand, compared with their rural counterparts, 
city respondents more frequently referred to a fitness orientation. It was 
found too, that an ability to work recei,'ed most emphasis from those in 

farming and unskilled manual occupations and least from those in the upper 
and intermediate non-manual categories; it also tended to receive less 
emphasis as level of educational attainment increased. 

The vast majority of the respondents (almost three-quarters) were of the 
opinion that health has to do equally with physical and mental well-being. 
Almost half of all rcspondclHs saw a connection bel ween Ihe 1\ .. '0 states, i.c. 
that ones mental health influences one~s physical health or vice versa, or 
that health of mind and health of body go together. 
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Principal causes oCgood health: The factor most frequently perceived 
as the principal cause of good health was food - good food, healthy food; 
over three-fifths of the respondents mentioned this factor. Physical exercise, 
including physica! hard work was the second most frequently mentioned 
cause (well over one-third of the respondents), followed by a healthy life 
style (over one quarter), and fresh air (over one-sixth). Other factors seen as 
contributing to good health were being happy and having a positive altitude 
to life and abstinence from or moderation in, smoking or drinking. 

Reference to being happy and having a positive altitude to life was 
associated more with city respondents, with those in non-manual 
occupational categories and with those who had allained higher levels of 
education. Fresh air was stressed morc by respondents in the farm.ers 
category and by those living in rural areas. Abstinence from, or moderation 

in, smoking or drinking was referred to more freq uemly by men and by 
those living in the city. The imporlance of a healthy life style was emphasised 

more by older respondents. 

B. CONCEPTIONS OF ILLNESS 

Illness might appear less difficult to define than heaith since probably all 
individuals have experienced in themselves or observed in others conditions 
which they have designated 'illness'. However, in the previous discussion of 
conceptions of health therc were indications that there is no simple definition 
of what constitutes being ill. 

When the respondents were asked directly, "What do you mean when you 
say a person is ill?" they most frequently answered in terms of a symptom or 
illness orientation - one is ill when one has an illness. Over a quarter or those 
mentioning an illness orientation specified the presence of serious illness; for 

these respondents a person would be considered ill only ifhis or her condition 
was classified as serious. The second most frequent description of an ill 
person reflected a performance orientation - an inability to work or engage in 
one's usual activities. It is interesting that the proportion of respondents 
defining an ill person as one who is unable to perform his or her customary 
roles is only slightly less than the proportion defining illness in terms of the 
presence of symptoms. T\vo other orientations emerged: a medical orientation 
- one is ill when one req uires medical care; and a confinement orientation -

onc is ill when one is confined to bed or to one's home because or illness. 
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Socia-demographic factors 9id not greatly influence conceptions of illness. 
However lhere was a greater tendency for responpents in rural areas to refer 
to a general performance orientation and to describe an ill person as one who 
requires medical allention, and respondents aged 55 years and o\'er were less 

likely than younger respondents to refer to a confinement orientation. 

The terms illness, sickness and ill-health are often used interchangeably. 

Over half of the respondents in the present study distinguished between 
illness and sickness) the \'ast majority regarding illness as a more serious or a 

more prolonged condition. A distinction was also made hetwecn ill-health 

and both illness and sickness; ill-health was viewed by halfofthe respondems 

as a more enduring state than either illness or sickness. 

Principal causes ofpbysical illness: Physical illness was attributed lO 
factors external to the human person rather than having its source in 

individual characteristics stich as heredity or innate constitution. Just as 
good food was the factor most frequentlyperceivcd as the principal cause of 

good health, so too the faclOr most frequently mentioned as a major cause of 
physical illness relared to food -physical illness is due to bad diet, lack of 

nourishment and unhealthy food (i.e., processed, canned, or frozen food). 

Other factors secn as major causes of physical illness were worry/stress 

(including a negati\·e aaitude to life); lack or physical work and exercise; 
smoking and abuse of alcohol; an immoderate life style (including Q\'erwork 

and insufficient rest). Two of these: worry/stress and an immoderate life 

style, were given greater emphasis by older respondents. Otherwise 
socio-demographic variables had little inllucnce on the respondcnts~ 

perceptions of the major causes of physical illness. 

Dlness and ways of life: It has been observed that difTerent ways of life 

have been associated in people's minds with dinerenr levels of health and 

illness. The present study focused on two of such perceived relationships. In 

the first place it was found that although a majority ofrespondents expressed 

the view that those who li\'e on a farm and those who live in a city arc 

equally susceptible to illness, a substamial proportion (almost two-fifths) 

believed that city dwellers are more vulnerable. These views were unrelated 

lO the respondents' own place of residence. The greater vulnerability of city 

dwellers was allriburcd to the more polluted atmosphere of the city. 

Respiratory illncsscs~ including bronchitis and asthma were associated with 
city life, while brucellosis and other illnesses due to contact with animals 
were associated with lilc 011 a farm. 

Secondly, it was found that opinion was "more divided when respondents 
wcre asked to consider thc relaLi\'e cllcc:t.s 011 health and illness of lire to-day 
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and lire liny years ago. Over two-finhs or the respondents believed that 
people finy years ago were less likely to get ill than people today. Food, it was 
held, \\'as more natural and uncontaminated in lhe past. On the other hand 
about a quarter orthe respondents were orthe opinion that people firt), years 
ago were more susceptible to illness. This was attributed to two factors: 
many illnesses are now curable due to improved medical care and people 
today experience a higher standard or living. One-third or the respondents 
expressed the view that people firt)' years ago and people today had the same 

chance or getting ill. 
The reatures or modern lire most rrequently identified as causes or illness 

were: worry and stress due to the increased pressure orIiving and pace orIire; 
unhealthy rood; smoking, excessive drinking and drug abuse; pollution orthe 
environment; and lack or physical exercise. Worry and stress were rererred to 

more rrequently by respondents living in the city, and by those in upper and 
intermediate non-manual occupations. A greater proportion or rural 
respondents than or those in the city emphasised the deleterious effects or 

unhealthy rood. 
The most serious illnesses: Cancer and heart disease ' ... ·crl,; perceived 

as the most serious or all illnesses. These illnesses were considered as either 
incurable or difficult 10 cure, ratal or usually ratal. The chances or recovery 
from cancer were regarded as poo.-; however, they were seen to improve 

should Ihe disease be detected al an early stage. Those who identified heart 
disease as amongst the most serious illnesses were morc optimistic about the 
chances or recovery and especially so ir the disease were detected early. 

c_ HEALTH BEHAVIOUR 

The terms health behaviour, preventive health behaviour and protective 
heallh behaviour can be regarded as synonymous. In the present study 
health behaviour is broadly interpreted as any behaviour perrormed by a 
person to promote his or her health or to avoid disease or injury whether or 
not such behaviour is effective in attaining its illlended goal. It would appear 
that the rorms or health behaviour most rrequently engaged in by the 
respondents, as the result of their conscious decisions, focused on food;,eatillg 

what Ihey perceived as healthy rood and avoiding what they regarded as 
unhealthy rood e.g. rats. This was not unexpected since good healthy rood 
was most rrequently mentioned as the principal cause or good health, and 
lack or nourishment and unhealthy rood were the ractors most rrequently 
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identified as contributing to illness. Engaging in physical exercise came next 
in order of frequency followed by taking care of oneself which included 
keeping warm and avoiding getting wet. Other h~alth-protecti\'e practices 
mentioned were not smoking and obtaining sufficient resc Over one-fifth of 

the respondents reported that they did not do anything to promote their 
health or to avoid illness. 

Engaging in physical exercise, the avoidance.ofsmoking and an emphasis 
on eating healthy food were more characteristic of city respondents than of 
those in rural areas. Engaging in physical exercise was also more 
characteristic of younger respondenls, of those with higher levels of 
educational anainment a!ld least characteristic of those in farming and 

lower manual occupational categories. Avoidance of smoking was associated 

more \\'ith those in upper and intermediate non-manual occupations. As 

might be expected taking care of oneself tended to receive greater emphasis 
with increasing age. 

The respondents were presented with two lists of health behaviours and 
asked how frequently they practised them. The first list involved contact 
with health-care professionals, the second list referred to beha\·iours where 
such contacts were not involved e.g. taking plenty of physical exercise, 
gelling enough rest. I! emerged that visits to a doctor or a dentist for a 

check-up were infrequent occurrences for the majority of the respondents. 
Somewhat more than a quarter sought a medical check-up at least once a 
year anrljust a quarter had a dental check-up at least once annualiy. On the 
other hand a majority of respondents regularly practised each of the health 
behaviours on the second list. It must be admilled that many of these may 
not have been the result of conscious decisions, but rather were part of the 
respondents' normal life style or work practices or simply habits acquired in 
childhood. At the same time, the behaviours involving contaCt with the 
health services were less frequently assessed as being important in protecting 
the respondents from illness than were the other listed health behaviours. 
Moreover, the greater the degree of importance attached to a specific health 

behaviour the more frequently it tended to be performed. 
Particular attention was given to the respondents' patterns of cigarette 

smoking. Less than two-fifths were regular smokers when interviewed. 
Almost half of these smoked 20 or more cigarettes each weekday and very 
few regular smokers appeared to have made a persistent cnon to give up the 
habil. Non-smokers \,\'erc much marc likely than smokers LO perceive 

cigarette smoking as a serious threat lO a smoker's health. They were also 
more likely to see cigarette smoke(i.e. passive smoking) as a thr~at to a 
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non-smokcr's health. Regular cigarette smoking was associated more with 
respondents in the younger age groups and with those in manual 
occupations. 

Life styles: Well over half of the respondents reported that their 
occupations or \"'ork involved a fair amount or a lot of physical effort. It was 
observed that as th~ amount of physical eOort in their work decreased 
respondents more frequently tended to engage in physical activities outside 
work. 

Almost all of the respondents mentioned at least one pastime they engaged 
in when not at work. These leisure-time activities fell into four broad 

categories: non-physical pastimes -most frequently watching television and 
reading; physical pastimes - most frequently sport, exercise, gardening and 
walking; social activities such as visiting, going to the pub or bingo; and 
household jobs or handcrafts including sewing and knitting. When asked 
how they had spent their leisure time in the two weeks prior to interview it 

was found that those who had engaged in physical pastimes tended to be 
men, lO be under 35 years of age, lO come from upper and intermediate 
non-manual occupations and to have attained higher levels of education. 

Health beliefs: The vast majority of the respondents felt that they were 
not over-anxious about their health; only one-tenth stated that they worried 
more about becoming ill than most other people they knew. Nor did most of 
them consider themselves to be vulnerable to illness: well over three-fifths 
believed that there was little or no chance of their having to spend a 
minimum of four days in bed, because of illness, in the succeeding twelve 
months. However, on the basis of their scores on a Health Locus of Control 
Scale (see Appendix Two) almost one-fifth were rated as highly fatalistic in 
their attitudes to health and illness i.e. they perceived their health as very 
much determined by factors outside themselves such as luck or chance. It 
emerged that these respondents were Icss likely than others to engage in any 
form of health behaviour. 

D. ILLNESS BERA VIOUR 

Since occurrences of disease i.c. pathological abnormality are universal .. 
everyonc from time 1O time experiences symptoms of varying degrees of 
severity. The aClivitics people engage in, in the presence of signs or 
symptoms, constitute illness behaviour. 
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lllness Experience: One third of all the respondents had experienced at 
least one major illness or accident in the past. Studies in other countries have 
shown that serious illness occurs more frequenLly among the manual 
working classes than among non·manual workers and their families. In the 

present study, though the proportions of respondents in manual working 
class·occupations having experienced major illness were greater than those in 
non-manual categories, the dinerenccs wcre not sumcientl), large to be 
significant. Nor was all)' diflerencc found between men :-.nd women. 
However, the experience of major illness was found to be associated more 
with those of lower educational levels and, as would be expected, with those 
35 years and older. Though educational allainmcnt and age were 
associated, educational attainment did appear to have an independent 
enect. 

In general most of the respondents would appear to have enjoyed good 
health in the recent past. Only one-third had spent at least one day in bed 
because of illness in the twelve months prior to intcrview and most of these 
had been confined to bed for less than a week. 

Just over half of the respondents had experienced at least one illness or 
symptom in the 1\\'0 weeks prior to interview, the vast majority of \ .... hich 

appeared to be of a non-serious nature. Though this might suggest that 
illness, defined as the presence of symptoms, may well be a fairly frequent 
occurrence for many of the respondents, it does not point to illness being as 
frequent an experience as research findings in Britain and thc United States 
would indicate. 

lllness Behaviour: Most illnesses and symptoms experienced by the 
respondents, in the two weeks prior LO intervicw, were not taken to a doclOr~s 

surgery. Respondents most frequently dealt with them by taking patent 
medicines or by simply doing nothing. The likelihood of having consulted a 
doctor was greater for city respondents than for those in rural areas, for those 
aged 35 years and over, and for those in manual occupations. 

Medical Consultations: Almost three fifths of the respondents had 
consulted a doctor at least once in the twelve months prior to interview. A 
substantial proportion of the complaints that the respondents had presented 
to a doctor were ofa non-serious nature. The likelihood of having consulted 
a doctor during the previous twelve months was greater for city respondents 
than lor those living in rural areas, for \ ... 'omen than for men and for those 
aged 65 years and over. 

The overwhelming majority of respondents reported that they had a 
regular doctor and most of these indicated that they had the same doctor for 
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a minimum of five years. Only 13% did nOL have a regular doctor. The 
likelihood of having a regular docLor was greaLer for women Lhan for men, 
and for Lhose aged 45 years and older. 

For many ofLhe respondents a visiL LO the docLOr could prove quiLe time 
consuming. Indeed those who Look longest La geL LO the surgery would 
usually h.3VC 10 wait longest for a consultation. However, few indicated that 
they were dissatisfied with their docLOr; the vaSL majority expressed 
satisfaction with both their regular doctor and docLOrs in general. 

Studies have suggested that social networks such as family and friendship 
groups are an important factor in illness behaviour. In the present study it 
was found that twO thirds of the sample population would seck tbe opinion of 
another person when considering whether or not they should visit a doctor 
because ofillncss. Almost all of these referred LO a member of their immediate 
family as the person with whom Lhey would discuss the matter, one's 
husband or wife being the family members most frequently mentioned. 
Moreover, the vast majority indicated that this significant other would be an 

imponanl influence in their decisions. 
Other sources of help: Almost one-fifth of the respondcnts reported 

that, on at least one occasion, they had sought advice or treaLment from a 
chemist (pharmacist) when they had an illness. The illnesses concerned were 
generally of a non-serious nature, c.g. colds and lOU, sore throat: earache 
and stomach trouble .. 1t also emerged that 13% of the respondents had 
sought help or treatment from a number of non-medical sources: bone
setters, faith healers, herbalists, acupuncturists and people with religious 
cures. Four-fifths of these respondents claimed that such treatment had been 
highly beneficial. Finally,just over two-fifths of all respondents reported that 
they were accustomed to treat themselves with patent medicines or pills for 

such complaints as headaches, colds and stomach upsets. 
The above, then, is a summary ofLhe principal findings. The results of the 

study will be discussed in more detail in the four succeeding chapters. 
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3 
Conceptions of Health 

INTRODUCTION 

That the concept of health may mean different things to different people is 
well documented in the sociology of medicine literature. I Robert Wilson 

points out that physicians have traditionally held a rough commonsensical 
view of health as "the absence of symptoms" and Ihat health therefore 
becomes a residual category, the uninteresting opposite of disease. Howcycr, 

he goes on to comment "by fixing"attention on familiar signs of malfunction, 
the definition of health as nondisease also tends to exclude analysis of the 
\ ..... ell-functioning individual."2 

In an apparent reaction to the traditional vicw of health as simply the 
ansence of symptoms or disease the World Health Organization defines 
health as "a state of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity".3 As well as incorporating a morc 

positive clement into the notion of health, this description also points to the 
importance arnot only biological but also psychological and social criteria in 
the definition of the concept. 

Twaddle and Hessler comment that such a definition can be conceptual
ized as an ideal toward which people are oriented, but not one they expect to 

achieve' They suggest that from a biological standpoint this might be a state 
in which every cell of the body is functioning at optimum capacity and in 
perfect harmony with every other cell or one in which each organ functions 
at o'ptimurn capacity, and in perfect harmony with every other organ. From 
a psychological standpoint, it rna)" be a state in· which the individual feels lie 
is in perfect harmony with his environment and capable of meeting any 
contingencies, while at the same time others regard him as happy and easy to 
get along with. From a social slandpoint it may be a state, in which {he 
individual's capacities for participation in the social system are optimal. The 
authors add: "it is axiomatic that by an)' accepted standards, individuals 
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ncvcr achieve perfect health.':5 But they go on: "Since no onc attains perfect 
health a'nd not-everyone is defined as sick, there must be a range of less than 
perfecl health lha l is defined as normal."6 

Though sociologisls and social scienlisls in general have provided man)' 
interesting analyses of the concept of health there have been few empirical 

sLUdies of lhc heallh conceplions of la y persons (i.e. of lhose of non-medical 
or non-paramedical occupalions)' In the Uniled Slales Barbara Baumann 

examined conceptions of health and physical fillless held by lWO groups of 
respondenls - one a group of palienls, the olher a group of medical 
sludenls. The laller group, of course, could nol be regarded as lay persons. 
A content analysis of the responses reOects three general orientations to 
health. The firsl lype of response refers to a general feeling of well-being, 
"alen, salisfied, in good humour, nOlhing bOlhers lhem," - a feeling slale 

oTienlalionY The second lype of response idelllifies heallh wilh the absence of 
general or specific symploms of illness - a J)'mplom-jree orienlalion. The lhird 
lype of response is phrased in lerms ofwhal a person who is in good physical 
condition should be able to do~ t'able to work, to carry out their normal life" 

~ a performance orientatioll. 10 

A sludy carried oul by Herzlich in France was much broader in scope 
though the number of persons studied was small.!! An examination of the 
fil.ldings again reveals a pluralislic conceplion of health; as Herllich 
observcs, it is morc accurate to speak of :<healths" than of heahh. 12 The 
comems of lhesc heallhs can be ordered along lhree dimensions, each of 
which can be lhoughl of as a particular lype, and which the aUlhor names 
respccli vely J •• health-in-a-vaculim, reserve oj health, and equilibrium" .!3 

Health-in-a-vacuum is simply the absence of illness; it corresponds to 
Baumann ~s symptom-free orientation. The particular characteristic of reserve 
oj health is in being a capilal assel ralher lhan a slale - one has good heallh 
because of one's reserve of" heallh. This capilal has two main aspecLS: 
physical robuslness or slrength on the one hand and a certain pOlenlial for 

resislance LO allacks, faligue, and illness on the olher. The lhird lype -
equilibrium - is lhal lO which reference is mOSl frequenliy made. It is 
somewhat similar to Baumann's feeling state orientation. As Hcrzlich says it 
represents an autonomous personal experience: 
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insignificant, the body functions like a well-oiled machine without 
having to he looked after . .. to feel at case when you meet rriends 

and nol be all on edge"." 



A survey carried out in Ireland in 1979 examined the behaviour and 
auitudes of over 2,000 persons in relation to leisure, fitness and health. 15 

Again a number of orientations emerged in the respondents' descriptions of 
health. Over half the total sample described health in positive terms, such as 
"feeling 100%", "feeling good" or possessing a sense of physical and mental 
well-being - a Jeeling siale oriellialion; a total of 27% defined health as the 
absence of disease or illness and freedom from pain - a symplom-free 
oriellialion; one quarter of the sample saw health in terms of being "fit and 
active", of being "in good physical shape" or of being'''full of energy" - a 
fitlless orienta/ion; and just over one in every eight people interviewed related 

the concept of health directly to work -a performance orienlalion." 
Bringing· together then the various research findings on the concept of 

health, five broad orientations emerge: 

(I) a Jeeling slale orienlalion -health refers to a general feeling of 

well-being; 

(2) a symplom-free or illness-free orielllal;on -health is seen as an absence of 

sym ptom~ or illness; 

(3) a performance or;enlalioll -one is considered healthy if one can carry out 
one's normal roles and tasks; 

(4) aJillless orienlalion -health is phrased in terms of how active or physically 

fit one is; 

(5) an asset or reserve orientation - health is perceived as an asset or reserve, a 

capacity to resist illness. 

The above classifications are not precisely defined categories, but refer to 
broad orientations or dimen~ions and the distinctions between some orthem 
are, to some extent, at times blurred. l\.'lorcover, it is not contended that 
people tend to see health along only one of these dimensions. Rather the 

concept is multi-dimensional; research findings indicate that people conceive 
or health in terms of two or morc dimensions or orientations. It is onc of the 
objectives of the present study to identify the orientations inherent in the 

health conceptions of a sample of lay (non-medical) persons in Ireland. 
The present chapter, then is concerned with the first major question to 

which the study addresses itself: what do lay people mean when they say a 
person is healthy> It is comprised of two sections: 

A. CONCEPTIONS OF HEALTH 

B. PRINCIPAL CAUSES OF GOOD HEALTH 
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A. CONCEPTIONS OF HEALTH 

(1) The description of a healthy person 
To help discover the respondents' conceptions of health they were first of all 
asked, "What do you mean when you say a person is healthy? Table 3.1 
shows the general orientations to health reflected in their answers (a more 
detailed description of their replies is presented in Table A I, Appendix 
One). Since well over half of the respondents gave more than one 
description, column one of the table relates to the orientations reflected in 
their first mentioned replies and column two to the orientations reflected in 

their total replies. No assumption, however, is made that order of reply 
indicates order of priority. 

TABLE 3.1 Respondents' Descriptions of a Healthy Person 

DeJcriplion 

Symptom-free orientation -
has no illness 

Performance orientation - is able to 
work, is able to engage in one's 
usual aClivi ties 

Feeling-state orientation - feels good, 
has a good altitude to life 

Fitness orientation - is fit, active, 

energetic 
Is in good physical and/or mental 

health 
Other descriptions 
Information incomplete 

N 

PercNllage <1 Respondentr 

First 
Mtnlion 

33.4 

• 
20.4 

11.6 

13.0 

8.2 
13.0 
0.4 

475 

Total 
l\1enlioll* 

48.8 

33.5 

24.0 

19.6 

15.2 
30.7 

0.4 
475 

• Percentages add up to more than 100 since about two thirds ofrespondents 
gave more than one answer. 
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FIGURE 3.1 

RESPONDENTS' DESCRIPTIONS OF A 
HEALTHY PERSON 

DESCRIPTIQN 

Symptom-free orientation -
has no illness. 

Perlormance orientation -
is able to work, is able 10 engage 
in one's usual activities. 

Feeling-slatB orientation -
feels good. has a good attitude to 
tife. 

Fitness-orienlation -
is lit. active. energetic. 

Is in good physical and/or mental 
heallh. 

Other description. 
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NOTE: Percentages sum to more than 100 since more than one 
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'33.5% 

24% 

19.6% 

I 
15.2% 

I 
30.7% 

20% 30% 40% 

18.8% 

50% 60% 



It W"-I remarked above that conceptions or health tend to be 
multi-dimensional, that many people conceive of health in two or more 
ways. The respondems' replies lO this first question on health lend support lO 
this view- almost two thirds of the respondents (65%) gave more than one 
description of what it is lO be a heahhy person. 

In their first mentioned replies one third described a healthy person as one 
who 'has no illness. One fifth emphasized an ability lO work or engage in 
one's usual activities. A fitness orientation accounted for the descriptions of 

130/0) their answers taking such forms as "is fit", "is active", "is energetic". 

Almost 12% referred lO a feeling state orientation e.g. "feels well", "is in 
good form", "enjoys life". (A lOtal 01'8% gave almost tautological answers; 
they described a healthy person as one who is in good physical and/or mental 
health.) 

Therefore, from the first mentioned replies of the respondents, four broad 
orientations emerge in their conceptions of heahh in the following order: 

(I) a symptom-free orientation -an absence of symplOms or illness; 

(2) a performance orientation -an ability to carry out one's normal roles 
and tasks; 

(3) a fitness orientation -health is phrased in terms of how active or 
physically fit one is; and 

(4) a feeling state orientation -health refers lo a general feeling of 
well-being. 

When one examines the total replies of the respondents the same 
orientations lO health emerge, with the frequencies of course noticeably 

increased. It will be observed too that in respect of total replies the feeling 
state orientation replaces the fitness orientation as third in order of 

frequency. The health orientations, therefore, reflected in all the replies of 
the respondents to the question, "What do you mean when you say a person 
is healthy?" are as follows: 

(I) a symptom-free orientation (49% of the respondents); 
(2) a performance orientation (34%); 
(3) a feeling state orientation (24%); and 
(4) a fitness orientation (20%) (See Figure 3.1). 

The influence of socio-cielDographic factors 

There were two distinct dimensions to the performance orientation. This 
category includes those who described a healthy person as one who i.s able lo 

work and those who described a healthy person as one who is able to engage 
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in onc!s usual aCllvlues, In one instance there was an explicit r,eference to 

"work", in the other, though it may ha"e been implied it was not explicitly 
mentioned, Since it was considered that such a distinction might be 
important it was decided lO retain it in the analysis which follows. 

When the respondents' descriptions of health were analysed in terms of 
their socio.dcmographic characteristics it was mainly in respect of location 
that significant differences were found (Tables A2 and A3, Appendix One). 
Compared with those living in the city, rural respondents referred more 
frequently to a symptom-free orientation and to an ability lO work; on the 
other hand, a higher proportion of city respondents mentioned a fitness 
orientation. I t emerged lOa, that an ability lO work received most emphasis 
Ifom those in farming, semi-skilled and unskilled manual occupations and 

least from those in upper and intermediate non-manual categories. It also 
tended lO receive less emphasis as level of educational attainment increased. 
Apan from these differences there was little socia-demographic variation in 

the health descriptions of the respondents. 

(2) The relationship hetween health status and illness and health 
status and physical disability 

It was anticipated, on the basis of the pilot surveys, that the symptom-free 
orientation, i.e., absence of illness, would occur most frequently in the 
respondents' descriptions ofa healthy person. That this indeed was found to 
be the case has already been shown above. To investigate further the 
emphasis placed on this orientation the respondents were asked could the 
following be described as healthy persons: (a) a person with a serious illness, 
(b) a person with a mild illness and (c) a person with a serious physical 
disability. 

Over three·q uarters of the respondents slaled that a person with a serious 
illness could not be described as healthy, while only 13% were of the opinion 

that such a person could be considered healthy (Table 3.2). On the other 
hand 72% of the respondents took the view that a person with a mild illness 
could be regarded as healthy, with just over one-fifth holding a contrary 
opllllon. 

In the case of a person with a serious physical disability a substantial 
proportion of the respondents (63%) considered it appropriate to describe 
him or her as a healthy person. Still, almost one-third (32%) felt that 
seriously disabled persons could not be regarded as healthy; for these 
respondents a wholeness oneT/lal;on formed part of their health definitions. 
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Table 3.2 Appropriateness of Describing as Healthy 

(a) A Person with a Serious Illness, 
(b) A Person with a Mild Illness, 
(c) A Person with a Serious Physical Disability 

Percentage,!! Respondents 
(a) (b) (c) 

Appropriateness Serious 
Serious Mild physical 
illness illncss disability 

Could be desclibed as healthy 13.3 72.0 62.9 
Depends on illness or disability 5.5 2.9 2.7 
Depends on possibility of cure 4.0 0.6 0.2 
Other answer 1.6 2.5 2.3 
Could not be described as healthy 75.6 21.5 31.6 
Information incomplete 0.4 0.2 

N 475 475 475 

From the above thcn it appears that for the vast majority of the 
respondents the absence of serious illness is an essential clement in their 
conceptions of a healthy person, whereas only minorities, 22% and 32% 
respectively, would conceive of persons having a mild illness and those 
possessing a serious physical disability, as being unhealthy. 

(3) The health status of persons with various illnesses or disabling 
conditions 

It has been shown above that a complete absence of illness or disability is not 
an essel1lial criterion of the health conceptions of most of the respondents. To 
explore still further the importance of a symptom-free orientation in their 
health definitions the respondents were presented with a number of 
descriptions of persons with various illnesses or disabling conditions or with 
conditions that might be perceived as symptomatic of ill-health e.g. being 
physically unfit. They were then asked to indicate whether they considered 
the subjects to be basically healthy persons. In the descriptions, sex was 
controlled for -the subjects in all cases being males. No serious illness, in the 
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sense of being a clearly life-threatening condition, was listed a",ong the 
descriptions. 

A wide variety of conditions was included in the range of descriptions 
presented (see Table 3.3). From a medical point of view, of course, some of 
these conditions arc more serious or potentially more serious than others. 
The characteristics focused on were as follows: the acuteness of the 
condition (heavy cold); the extent to which it involves pain (rheumatism); 
its disabling eflects (wheel-chair bound); its reflection of the general mental 
disposition of the subject (often irritable, rarely in good spirits); the degree of 
physical fitness of the subject (not as physically fit as most people of his age); 
the potential seriousness of the condition (bronchitis); the subject's anxiety 
proneness (tends 10 worry a lot); chronicity in respect of mild physical illness 
(very frequently gets colds, sore throats, and other mild upsets). 

Also important in this part of the study was 10 identify, in lay persons' 
conceptions of health, the emphasis placed on one's ability 10 work and 
engage in one's usual activities, in other words, the importance of the 
performance orientation. 

In Table 3.3 descriptions of the various conditions are shown in the order 
in which they were presented 10 the respondents together with the 
respondents' replies. Table 3.3A shows, in rank order, the frequency with 
,\o'hich the respondents considered persons with the various conditions as 

basically healthy, in other words the rank order of the conditions is based on 
the percentages in column one of Table 3.3. The three conditions referring to 
inability to work or engage in one's usual activities are not included in Table 
3.3A but will be discussed later. 

An overwhelming majority of the respondents (89%) described a man 
with an acute non-serious condition - a heavy cold - as basically a healthy 
person; a further 10% considered him as being in only slight ill-health. In 
respect of a person with a serious disability - blindness - again the 
overwhelming majority of the respondents (86%) were of the opinion that 
such a person is basically healthy; a further 7% would regard him as in slight 
ill-health. So 100 a large majority of the respondents (74%) regarded a man 
who is wheelchair-bound, because of serious leg injuries, as basically a 
healthy person and a further 12% considered him as in slight ill-health. 

Almost 59% of the respondents described a man with an over-anxious 
temperament - tends to worry a lot - as basically a healthy person and a 
further 30% considered him in slight ill-health. Half of the respondents 
regarded a man who is not as physically fit as most people of his age, as 

23 



TABLE 3.3 Health Status of Persons with Various Conditions 

"" ... 
( Percentage <if Respondents) 

Other 
Basical0' a answerl 

healt~y In slight III moderate In In serious informaiion 
Condition person iII-health iII-health ill,health ill-health incomplete N 

(i) Here is a man who has a very heavy 
cold. Otherwise he is alright and 
able LO do his work. 88.6 10.3 0.4 0.6 475 

(ii) Here is a man who has a heavy cold 
and because or his cold he is not able 
to do his work. 46.1 37.3 11.6 4.6 0.4 475 

(iii) Here is a man who has rheumatism. 
He often surfers severe p~in because 
or his rheumatism. 29.1 26.5 23.8 15.6 4.8 0.2 475 

(iv) Here is a man who is blind. There is 
nothing else wrong with him and he 
is able to do his work. 86.3 6.5 4.8 1.3 0.4 0.6 475 

(v) Here is a man who has no illness but 
hc is very ortell irritable and cranky 
and rarely seems in good spirits. 44.2 30.1 16.4 7.2 1.7 0.4 475 

(vi) Here is a man who has no illness but 
he is not as physically fit as most 
people or his age arc. 50.3 36.8 11.2 1.3 0.4 475 

(vii) Here is a man who has bronchitis 
but he is always able to do his work. 32.6 32.6 26.7 6.1 1.9 475 



n (viii) Here is a man who has bronchitis 
and he is olien not able [0 do his 
work because or bronchitis. 4.8 IB.I 3B.5 30.3 8.0 0.2 475 

(ix) Here is a man, he is a pleasant 
0 

person and can enjoy himselr but he 
tends to worry a lot about things. 5B.7 30.3 B:O 2.3 0.2 0.4 4·75 

(x) Here is a man who has no serious 
illness but he vcry rrequently gets 
colds, sore throats and other mild 
upsets - he gets these ·much more 
rrequently than other people or his 
age. 30.9 48.4 14.7 5.5 0.2 0.2 475 

(xi) Here is a man who has seriously 
injured his legs in atrallic accidenl. 
As a result he cannot walk and gets 
around in a wheelchair. There is 
nothing else wrong with him and he 
still docs his work and engages in 
many of the activities he used to 
berore his accident. 73.7 11.6 10.3 3.2 1.3 475 

(xii) Here is a man who had a trallie 
accident in which his legs were 
seriously injured and he now gets 
around in a wheelchair. Though 
there is nothing else wrong with him 
he is unable to work and do many 

"" other things he used to do before his 
CO> 

accident. 35.4 17.7 20.2 IB.3 7.8 0.6 475 



TABLE 3.3A Health Status (in Rank Order) of Persons with 
Various Conditions 

Percrotage '!! Respondellis 
Olher 

Basicaily In moderate answer! 
Rank a health}' In slight 10 suious Information 
Order Condition persoll iII-health ilMtealtlz iTlcomplele N 

I. Has a heavy cold 88.6 10.3 1.0 475 

2. Is blind 86.3 6.5 6.5 0.6 475 

3. Is wheel-chair bound 

due to serious leg injuries 73.7 11.6 14.8 475 

4. Is over·anxious 58.7 30.3 10.5 0.4 475 

5. Is not as physically fit as 
most people of his age 50.3 36.8 12.9 475 

6. Is often irritable and 
rarely in good spirits 44.2 30.1 25.3 0.4 475 

7. Has bronchitis 32.6 32.6 34.7 475 

8. Is subject to chronic 
mild illnesses 30.9 48.4 20.4 0.2 475 

9. Has rheumatism 29.1 26.5 44.2 0.2 475 

being basically healthy and a further 37% would rate him as in only slight 

ill-health. 
In the case of those persons described as being alien irritable and rarely in 

good spirits, as having bronchitis, as being subject to chronic mild illnesses 
and as having rheumatism, a minority of the respondents considered them as 

being basically healthy persons - the respective percentages being 44%, 
33%, 31 % and 29%. When those respondents who considered the above 
categories of persons as being in slight ill-health are taken account of by 
adding them to the preceding percentages then the percentages rise to 74%, 
65"1." 79% and 56% respectively. 

h emerges then from the above information that a person with a 
non-serious illness is less frequently classified as being basically a healthy 
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person if he lends constantly to be irritable and rarely in good spirits; if he 
has a potentially serious illness; ifhe is subject regularly to mild illnesses; or if 
he has a vcry painful condition. However, as pointed out above, even in 
these instances, the majority of respondents would consider the subjects of 
such conditions as, aL worst, in slight i)l~health. 

The conditions most frequently regarded by the respondents as ranging in 
gravity from moderate ill-health to serious ill-health were r~_eumatism 
(44%), bronchitis (35%); "often irritable and rarely in good spirits" (25%); 
and "subject to chronic mild illnesses" (20%). 

To sum up, in the case of illnesses that are not clearly life-threatening, the 
important criteria in lay persons' definitions of health appear to be the 
exten-t La wh~sh the condition involves considerable pain, the extent to which 
it is regarded as potentially serious, the extent to which it entails a general 
negative mental altitude to life, and whether or not it tends to be chronic. 

(4) Health Status, Dlness and the Performance Orientation 
The three conditions in Table 3.3 linking illness or disability with one's 
ability to work or perform one's usual roles have been excluded so far from 
the present analysis of !H .. :alth conceptions. Attention will now focus on the 

health status of persons with these conditions, namely, conditions, (ii), (viii) 
and (xii). As can be observed from Table 3.3, these three conditions are 
qualifications of conditions (i), (vii) and (xi). The information in Table 3.3 
relating to all six conditions is presented in Table 3.3B. The importance ofa 
performance orientation in the respondents' conceptions or health is clearly 
seen rrom this table. Whereas 89% of the respondents would define a man 
with a heavy cold as basically a healthy person, this percentage is almost 
halved to 46% when the qualification is added, that because orhis cold he is 
not able to do his work. 

In the case of the man described as having bronchitis, 33% would regard 
him as a healthy person, but when his condition is qualified by his not being 
able to work because of his illness, the percentage who perceive him as 

healthy drops to just below 5% - approximately one-seventh of those 
initially attributing to him a healthy status. And in respect of a man who is 
wheelchair-bound because or serious leg injuries but otherwise able to fulfil 
his usual social roles, 74% WQuid describe him as basically a healthy person; 
however, less than half that proportion (35%) would consider him as 
healthy when described as unable to work and do many other things he used 
to do before receiving his injuries. 
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TABLE 3.38 Health Status of Persons with Various Conditions 

'" ( Pereenlnge '!! Respondenls) co 
Otll" 

Ba.rically a answerl 

II,alll!y III .fligllt In modrrale III i//-II(ollll In ,senouJ illformation 

Conditio" PtrlO" ill·health ill·//Collh ill·llealtll ;ncomplelt. N 

(i) Here is a man who has a \'cry heav), 
cold. Otherwise he is alright and able 10 

do his work. 88.6 10.3 0,4 0.6 475 

(ii) Here is a man \'"ho has a hC<1\'Y cold and 
because or his cold he is not able to do 
his work. 46.1 37.3 11.6 4.6 004 475 

( \'ii) Here is a man who has bronchitis but he 
is always able lO do his work. 32.6 32.6 26.7 6.1 1.9 475 

( "iii) Here is a man ,who has bronchitis and 
he is onen not able to do his \\'ork 
becflUsc of bronchitis. 4.8 18.1 38.5 30.3 8.0 0.2 475 

(xi) Here is a mall who has seriously injured 
his legs in a lralfic accident. As a result 
he cannot walk and gelS around in a 
v..;hcclcll<lir. There is nothing else wrong 
\·:ith him and he sLill docs his w~Jrk and 
engages iil manY'of the aClivities he used 
to before his accident. 73.7 11.6 10.3 3.2 1.3 475 • 

(xii) Here is a man who had a traffic 
accident in which his legs were seriously 
injured and he now get.s around in a 
wheelchair. Though there is nothing else 
wrong with him he is unable °LO work 
and do many other things he used to do 
before his accident. 35.4 17.7 20.2 18.3 7.8 0.6 475 



Though the above findings clearly point out the significance of the 
performance orientation in health conceptions, its importance cannot be 
divorced from the nature of the illness or disability with which it is 
a%ociated. Only 5% of those with a heavy cold and unable to work were 
considered as being in the categories of either ill-health or serious ill
health, whereas 26% of those who were wheelchair-bound and unable to 
work and perform many of their usual social roles were similarly described. 
Finally, in the case of those with bronchitis and unable to work over 38% 
were regarded as being either in ill-health or in serious ill-health. 

(5) The relative ilDportance of physical and mental well-being in 
conceptions of health 

Though most of the conditions presented in Table 3.3 referred to physical 

Slates, two of them v,,'cre concerned with mental attitudes or dispositions, 
namely, conditions (v) and (ix). It will be recalled that one of these 
conditions, "often irritable and rarely in good spirits,!! was one of the four 

conditions where a majority of the respondents considered the subject to be 
less than basically healthy. 

To explore the relati"e importance attached by the respondents to 
physical and mental well-being in their conceptions of health, they were 

asked whether health has (a) more to do with physical well-being, (b) more 
to do with mental well-being or (c) equally with both. 

Almost three-quarters of the respondents (74%) were of the opinion that 
health has to do equally with physical and mental well-being. Only 14% felt 
that health has more to do with physical well-being and II % that it has 
more to do with mental well-being. 

To investigate further the respondents' perceptions of the relationship 
between physical and mental well-being, they were asked if they thought 
physical and mental well-being were in any way connected. 

Almost one-third (32%) perceived mental well-being as having an a(fect 
on physical well-being, while 10% were. of the opinion that being physically 
well leads or can lead to good mental health (Table 3.4). A further 6% 
stated that a healthy mind and a healthy body go together. I n short, almost 
half of the respondents (48%) saw a connection between physical and 
mental well-being. In contrast, almost 29% were of the opinion that there is 
no relationship between the two states. 

Just over one-fifth of the respondents' answers appear in the category 
'other answer'. Their answers tended to 5ho\· ... a relationship between 
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TABLE 3.4 Respondents' P"rc:eptions of the Relationship 
between Physic:al and Mental Well-being 

Relationship 
Worry or being mehtally unwell leads/can lead to physical 

ill-health 

Happiness or being mentally well leads/can lead to good 
physical health 

One's mental state affects one's physical health 

Being physically well leads/can lead to good mental health 
A healthy mind and a healthy body go together 
No relationship between physical and mental well-being 
Other answer 
Information incomplete 

N 

Percentage of 
Respondents 

14.8 

7.5 
9.7 

10.2 
6.1 

28.6 
20.9 

2.1 
475 

physical well-being and health and/or mental well-being and health, rather 
than to indicate a connection between the two states of well-being 
themselves, for example, "one has to be healthy in both mind and body". 

(6) The health status of persons in the absence of illness 
The discussion of health conceptions has tended up to this point to have 
focused to a vcry considerable extent on a symptom-free orientation - i.e. 
health seen in terms of absence of illness, though there has been evidence in 
the findings pointing to the importance of other orientations: a performance 
orientation; a feeling sLate orientation; a fitness.mien,Lation; and a wholeness 
orientation. 

To examine further the. importance of orientations, other than a 
symptom-free orientation, the respondents were asked, "'Vhen two people 
have no illness is it possible for one of them to be healthier than the other?" 
Those who accepted this possibility were further asked in what way one 
person could be healthier than another in the absence of illness. A 
substantial proportion of the respondents (59%) were of the opinion that 
one person could be healthier than another when neither had any illness; 
one-third denied this possibility (Table 3.5). 

Three orientations emerge as criteria ofhealth in the absence of illness. A 
total of 22% of the respondents emphasised that one person could have a 
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TABLE 3.5 Possibility Of One Person Being H"a1thier Than 
Another When Neither Have Any Dlness 

POSJibilil)' oj Being Healthier 
One could have a stronger physical constitution 
One could be less susceptible to illness or infection 
One could have greater resistance to illness 
One could be fitter 

One could be more active/work harder 
One could have better outlook on/attitude to life 
One could have a better mental constitution 
One could be under less stress 
One could be calmer, of less anxious disposition 
One could be healthier in other ways 
One could not be healthier 
Other answer/information incomplete 

N 

Percenlage oj 
Respondtllis 

12.4 
7.2 
2.5 
9.5 
8.6 
5.5 
2.9 
1.1 
0.8 

8.9 
33.1 

7.3 
475 

stronger physical constitution or be less susceptible to illness than another
an assel or resenle orienlaliOl' to health; 18% indicated that one could be fitter 
or more active - ajitness orielltatioll~ and 100/0 stated thai onc could have a 
better outlook on life, be under less stress or of a calmer disposition - a 

Jeeling slale orienlatioll. 

(7) The relative health .status of wOllllen and llIlen 
Well over halfofthe respondents (58%) were of the opinion that women and 
men arc equally healthy (Table 3.6 and Figure 3.2). However, the 
percentage of respondents who saw women as healthier than men (28%) was 

twice that orthose who saw men as healthier than women (14%). 
Of the 133 respondents who perceived women as being healthier than men 

the reasons most frequently stated for their assessments were: women have a 

stronger constitution than men, women are less susceptible· to illness (27%); 
women live longer (23%); women cope better with life, complain less (17%); 
women have a better allitude to sickness (14%); women take better care of 

their health (14%) .. 
Of the 66 respondents who perceived men as healthier than women the 

reasons most frequently given \,"'ere: men have a stronger constiLUtion 
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TABLE 3.6 Respondents' AsseSsDlents of the Relative Health 
Status of WODlen and Men 

Assessment 
Women are healthier than men 
Men are healthier than women 
Women and. men are equally healthy 
Other answer/information incomplete 

N 

Percentage of 
Respondents 

28.0 
13.9 
57.7 
0.4 

475 

(35%); men exercise more, work harder, are more active (21 %); women 
have more ailments, visit the doctor more frequently (20%). 

It might be suspected that there would be a sex bias in the respondents' 
assessments of the relative health status of men and women. This indeed was 
the case Crable A4, Appendix One). Female respondents more frequently 
than male respondents perceived women as healthier than men - 35% 
compared with 20%. On the other hand 19% of the males compared with 
10% of females were of the opinion that men are healthier than women. 

B. PRINCIPAL CAUSES OF GOOD HEALTH 

Herzlich in her study of conceptions of health and illnes'does not directly 
address the question of what are the principal causes of good health. Rather 
she concentrates her attention on the genesis of illness and so for the most 
part one is left to infer from her analysis of the latter what are the perceived 
sources of good health." For the respondents in Herdich's study illness 

comes from society and its way oflife, health resides in the individual, in his 
or her capacity to resist the onset of a wa·y of life that brings with it 
ill-health. 

Health, therefore, is largely attributed to endogenous factors in the 
individual; illness has its source in society and its way orIile. However, in her 
discussion of the. respondents' references to health in the past and references 
to life in the country it is indicated that they also see exogeneous factors as 
contributing to good health-such factors as a more relaxed rhythm of 
activities, a purer quality of air, physical exercise and healthy food. IS 
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FIGURE 3.2 

RESPONDENTS' ASSESSMENTS OF THE 
RELATIVE HEALTH STATUS OF WOMEN 

AND MEN 

70% 
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Women are healthier Men are healthier Women and me:n are 
than men. than women, equally healthy. 

NOTE: Other answer linlormation incomplete: 0.4%. 
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In the present study the respondents were asked, "What would you see as 
the principal causes of good health?" Their replies are shown in Table 3.7 (a 
more detailed description ofLheir replies is presented in Table A 5, Appendix 
One). Since well over three quarters of the respondents indicated more than 
one cause, column one of the table relates to the first mentioned causes and 
column two to total causes mentioned. No assumpLion is made that order of 
mention implies order of priority. 

In their first mentioned replies 38% of the respondents gave good food or 
healthy food as the principal cause of good health; 13% referred to physical 
exercise or physical hard work; II % gave such answers as "sufficient rest", 
"a healthy life-style", "moderation in eating", or "moderation in general". 

I n short Lheir answers could be categorized under the general heading of "a 
healthy life-style". 

From the total replies of the respondems the same factors emerged as the 
principal causes of good health. A very substantial proportion (62%) 
referred to good food or healthy food, 37% emphasised physical exercise or 

TABLE 3.7 Respondents' Perceptions of the Principal Causes of 
Good Health - SUDlmary Table 

Percentage oj Respondents 
First Total 

Causes Mention Melllioll* 
Good food, health y food 38.3 61.9 
Physical exercise, physical hard work, 

being physically active 13.3 37.1 
Healthy lifestyle, sufficient rest 10.5 26.3 
Fresh air 5.9 17.7 
Being happ)" having a positive attitude to 
life 5.7 10.7 
No smoking, no drinking, moderation in 

smoking, moderation in drinking 3.8 10.1 
Other cause 21.0 36.8 
Information incomplete 1.5 1.5 

N 475 475 

*Percentages add up to more than 100 since a number of the respondents 
mentioned morc than onc cause. 
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Good load, healthy load .. 

Phy~ical exercise, physical hard 
work, being physically active. 

Healthy lifestyle, sufficient rest. 

Fresh air. 

Being happy, having a positive 
attitude to lile. 

No smoking, rio drinking, mod· 
aralion in srnoking J drinking. 

Other cause. 

FIGURE 3.3 

RESPONDENTS' PERCEPTIONS OF THE 
PRINCIPAL CAUSES OF GOOD HEALTH 
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physical hard work and 26% mentioned a healthy life-style, including 
sufficient rest. Other factors referred to by the respondents were fresh air 
(18%), a happy or positive attitude to life (11%) and abstinence from, or 
moderation in, smoking or drinking (10%) (Sec Figure 3.3). 

The influence of socio-delDographic factors 

When the respondents' perceptions of the principal causes of good health 
were analysed in terms ofsocio-demographic factors, a number of significant 
dilTerences emerged (Tables A6 and A7, Appendix One). Reference to being 
happy and having a positive attitude to life was associated more with city 
respondents, with those in non-manual occupational categories and with 
those who had attained higher levels of education. Fresh air was stressed 
more by respondents in the farmers category and by those living in rural 
areas. Abstinence from, or moderation in, smoking or drinking was 
referred to more frequently by men and by those living in the·city. Finally, a 
healthy life style tended to receive greater emphasis with increasing age, 
though interestingly respondents aged 65 and over put less stress on this 
factor than those·aged 35 to 54 years. 
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4 
Conceptions of Illness 

INTRODUCTION 

It was observed in the last chapter that by any accepted standards no one 
attains perfect health and yet at the same time not everyone is defined as ill. 
This being so, there appears to be a range of less than perfect health that is 
defined as normal. It seems then appropriate to conceive of health and illness 
as a continuum; where exactly a given condition is placed on lhis continuum 
will be very much innuenced by social and cultural factors. 

An important distinction to be made here is that between illness and 
disease. According to Field, disease refers to "a medical conception of 
pathological abnormality which is indicated by a set of signs aDd 
symptoms"l On the other hand, he observes, that illness refers primarily to a 
person's subjective experience of ill-health and is indicated by the person's 
feelings of pain, discomfort, and the like.' He goes on to point out that it is 
possible both to feel ill without having a disease or to have a disease without 
feeling ill.' 

The present chapter is concerned with the second major question to which 
the study addresses itself: what do lay people mean when they say a person is 
ill? Lay people, generally, are not considered competent to diagnose disease 
but most, if not all, will have experienced illness; they can tell us what they 
mean by such concepts as illness, sickness, ill-health; and they will usually 
have opinions on the causes of illness. The last chapter on conceptions of 
health provided some insight into how the respondents conceived of illness. 
The present chapter addresses the question directly. I t is comprised of three 
sections: 

A. CONCEPTIONS OF ILLNESS 
B. PERCEIVED CAUSES OF PHYSICAL ILLNESS 
C. GENERAL BELIEFS ABOUT ILLNESS. 
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A. CONCEPTIONS OF ILLNESS 

(I) The description of an ill person 
To discover the respondents' conceptions of illness they were asked the 
question, "'''hat do you mean when you say a person is ill?'! Their replies 
are shown in Table 4.1. Since over 30% gave more than one description of 
what it is to be ill, column one of the table represents the orientations 
renected in their first mentioned descriptions and column two the 
orientations reflected in their total descriptions. Again, no assumption is 
made that order of description indicates order of priority. 

A symptom orientation - the presence· of illness or a feeling of being 
unwell- was the orientation most frequently referred to in the respondents' 

orst mentioned descriptions (40%). In Table AB, Appendix One, the 
answers included in this category are shown in more detail: II % of the 

respondents mentioned the presence ofsenous physical or mental illness; 14% 
mentioned the presence of physical or melllal illness without specifying the 
degree of seriousness, or simply stated that one is ill when one is in bad 
health; 10% considered a person to be ill when he or she is feeling unwell or 
out of sorts; and 5% referred to the presence of non-serious illness. 

TABLE 4.1 Respondents' Descriptions of an m Person 

Description 
Has an illness/feels unwell 
Is unable to work/Is unable to engage 

in one's usual activilies 
Is confined to bed/house 
Has to attend doctor/in need of 

hospitalization 

Other description 
Information incomplete 

N 

Percelllage oj Respondents 
First Tolal 

MenliDII JHenlioll* 

39.8 42.5 

27.B 
0 

c 37.3 
16.0 21.1 

8.0 15.4 
7.5 10.2 
0.8 0.8 

475 475 

'Percentages add up to more than 100 since a number of respondents 
gave more than one description. 

39 



Related to the symptom orientation was found what may be called a 
medical orientation: "having to attend the doctor" or "in need of 
hospitalization" accounted for 80/0 of the respondents' first answers. 

A performance orientation was renected. in 28% of the first mentioned 
descriptions-I 7% of the respondents mentioned an inability to work, and a 
further II % referred to an inability to engage in one's usual activities. What 
may be termed a confinement orientation emerged from 16% of the first 
mentioned descriptions: 14.5% of the respondents described an ill person as 
one who is confined to bed and 1.5% described an ill person as one who is 
confined to the house. This orientation of course is related to the 
performance orientation-persons who are confined to bed arc most unlikely 
to be able to do their work or engage in their usual activities, and those 
confined to the house, though less restricted, are also likely to be limited in 
the performance of their roles. 

The same orientations were renected in the total descriptions of the 

respondents (Table 4.1) with, of course, an increase in the frequencies: 

(i) A symptom orientation (43% of the respondents); 

(ii) A performance orientation (37%); 

(iii) A confinement orientation (21 %); and 

(iv) A medical orientation (15%) (See Figure 4.1). 

The influence of socio-dernographic factors 
Socio-demographic factors did not greatly affect the illness descriptions of 
the respondents (Tables A9 and AIO, Appendix One). However, some 
significant differences were found. Compared with city respondenL' there 
was a greater tendency for those living in rural areas to describe an ill person 
as one who needs medical atlention or as one \vho is unable to perform his or 
her usual social roles including his or her work role. Reference to inability to 
perform usual social roles was also associated with higher levels of 
educational attainment. Finally, respondents aged 55 years and over were 
less likely than younger respondents to refer to a confinement orientation. 

(2) The relationships between illness, sickness and ill-health 
The terms illness, sickness and ill-health are employed by people to describe 
conditions where health is in some way impaired. It \'I.'as hypothesised that 

some of the respondents would regard the terms as interchangeable but that 
others \-\'ould interpret the three terms as indicating different positions on the 
continuum between perfect health and serious ill-health. 
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FIGURE 4.1 

RESPONDENTS' DESCRIPTIONS OF AN 
ILL PERSON 
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The respondellls were lirst of all asked the question, "Is there anv 
dinerence between being ill and being sick?" Over 42% stated that there was 
no difference between being ill and being sick (Table 4.2). However, over 
half (57%) did make a distinction, the vast majority being of the opinion 
that to be ill is more serious: 26% simply said that being ill is mare serious 
and a further 4% would seem to imply a similar view, stating that being ill 
means that one needs medical attention or that one is confined to bed or that 
one is unable to do one's work; 15% perceived being ill as z. more permanent 

condition than being sick. Only 7% of the respondents indicated that being 
sick is the more serious condition. 

In short, then,45% of the respondents perceived being ill as a more serious 
or a more permanent state than being sick, 42% were of the opinion that 
being ill and being sick are synonymous, and only 7% expressed the view 
that being sick is a more serious or more permanent condition than being 

ill. 

TABLE 4.2 Difference between Respondents' Conceptions of 
Being ill and Being Sick 

Difprellce 
Being ill is more serious 
Being ill means one needs medical attention/is confined to 

bed/is unable to do ones' work 
Being ill is more permanent 
Being sick is more serious 
Being sick means one needs medical attention/is confined 

to bed/is unable to do one's work 
Being sick is more permanent 
Other difference 
There is no difference between being ill and being sick 
Information incomplete 

N 

Percenlage of 

Respond""t" 
26.1 

4.1 
14.5 
2.7 

2.1 

1.9 
5.2 

42.3 
1.1 
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The respondents were then asked if they perceived any difference between 
being ill or sick and being in ill·health. It emerged that for half of the 
respondents the characteristic which distinguishes ill·health from illness or 
sickness is its duration--30% perceived ill-health as a prolonged condition 

42 



and 20% regarded it as a permanent state (Table 4.3). On the other hand, 
28% of the respondents perceived no difference between being in ill-health 
and being ill or sick. 

TABLE 4_3 Respondents' Conceptions of lli-health Compared 
with Respondents' Conceptions of Being lli or Sick 

Conception Percentage <if 
Respondents 

!II-health is a prolonged condition 30.3 
!II-health is a permanent condition 19.8 
III-health is a more serious condition than being ill or sick 5.1 
III-health involves being unable to work or perform one's 

usual social roles 1.9 
III-health involves being under a doctor's care I. 7 
No difference between being in ill-health and being ill or 

sick 28.2 
Other answer 11.5 
Information incomple!c 1.5 

N 475 

B. PERCEIVED CAUSES OF PHYSICAL ILLNESS 

It was pointed out above that in Herzlich's study of conceptions of health 
and illness the respondents perceived illness as coming from society-from its 
way of life, whereas health was seen to reside in the individual, in his or her 
capacity to resist the onset of a way of life that brings with it ill-health. 
Among those factors in society referred to as important in the genesis of 
illness were density of population, an unrclaxed rhythm of life, unhealthy 
food, polluted air, noise, excessive aCllvtty, tobacco and alcohol 
consumption, lack of physical exercise. Individual characteristics such as 
heredity, nature, predisposition or temperament were seen to playa part but 
only to the extent that they indicate a \'ariable capacity for resistance to 
disease.4 
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(I) The respondents' perceptions of the Dlain causes of physical 
illness 

In an open-ended question the respondents were asked what they saw as the 
main causes of physical illness. Their replies are shown·in Table 4.4. (A more 
detailed categorization of their answers is shown in Table All, Appendix 
One). Almost two thirds of the respondents mentioned two or more causes; 
column one of the table represents the first mentioned causes and column 
£\\'0 lotal mentioned causes. 

Of the first mentioned Causes those relating to diet and food were most 

frequent: 22% of the respondents referred to bad diet, lack of nourishment or 
unhealthy food (i.e. processed, canned or frozen food) as major factors 

contributing to illness. A total of 12% mentioned worry, stress or a negative 
attitude to life. Smoking or excessive. consumption of alcohol accounted for 
8% of the first mentioned causes and a similar percentage of the respondents 
mentioned lack of physical exercise, laziness or not enough physical work. 

TABLE 4.4 Respondents' Perceptions of the Main Causes of 
Physical Dlness 

Percentage of Respondents 
First Total 

Cause Mention MeT/tion' 
Bad diet, lack of nourishment, unhealthy 22.0 38.9 
food 
\Vorry, stress, having a negative attitude to 11.9 19.8 

life 

Not enough exercise/work, laziness 8.2 17.1 
Excessive alcohol, smoking 8.2 16.8 
Immoderate lifestyle, overwork, not 4.5 15.4 
enough rest 
Not having regular medical check-ups 6.7 10.1 
Other cause 28.4 45.3 
Other answer 2.1 -4.6 
Information incomplete 8.0 8.0 

N 475 475 

'Percentages add lip to more than 100 since a number of respondents 
gave morc than one cause. 
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When the total replies of the respondents are considered the same factors 
emerge as the main causes of physical illness and in the following rank order: 
(i) bad diet, lack of nourishment, unhealthy food (39% of the respondents); 
(ii) worry, stress, a negative attitude to life (20%); (iii) lack of physical 
exercise (17%); (iv) excessive consumption of alcohol and smoking (17%); 
(v) animmoderate life style, including overwork and insufficient rest (15%); 
(vi) lack of regular medical check-ups (10%) (See Figure 4. 2). 

A large proportion of the respondents gave replies which are included in 

the category "other cause". This category encompasses a wide variety of 
answers including accidents, bad housing, poverty, heredity, bad weather, 
etc. (sec Table All, Appendix One). However, taken singly, each of these 
answers was given by only 7%, or less, of the respondents. 

The influence of socio-dernograpbic factors 
In general the socio-demographic characteristics of the respondents had 
little influence on their perceptions of the main causes of physical illness 
(Tables A 12 and A 13, Appendix One). But some significant differences were 
found. Younger respondents were less likely to perceive an immoderate 
life style and the psychological factor of worry, stress or a negative attitude 
to life as principal causes of physical illness. And respondents living in rural 
areas were more likely than city dwellers to attribute illness to a lack of 

regular medical check-ups. 

(2) Personal characteristics as causes of physical illness 
Personal characteristics were mentioned by very small percentages of the 
respondents as among the main causes of physical illness (Table A II, 
Appendix One). Only 3% referred to heredity and just 2% mentioned a 
weak constitution. It was only in respect of worry, stress and a general feeling 
of unhappiness that personal characteristics were stressed by a sizeabl~ 

proportion of the respondents. 
To explore further their perceptions of the contribution of personal 

characteristics to illness the respondents were presented with six factors and 
asked to indicate how important a part each played in the genesis of physical 
illness. Three of these referred to endogenous factors in the individual: one's 
nature or inborn constitution; one's heredity; and one's proneness to anxiety. 
The other three items referred to factors external to the individual person: 
the type of work one does; one's lifestyle; and the climate or weather to which 
one is exposed. It can be clearly seen from Table 4.5 that the factors least 

45 



FIGURE 4.2 

RESPONDENTS' PERCEPTIONS OF THE 
MAIN CAUSES OF PHYSICAL ILLNESS 
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frequently perceived as playing an important part in explaining physical 
illness related to individual characteristics of persons. Inborn constitutional 
fac(Qrs and heredity were mentioned as playing an important or very 
important part by only 22% and 25%, respectively, of the respondents. 

TABLE 4.5 Part Played by Specific Factors in Causing Physical 
D1ness 

Percentage of Respondents 
Very 

J\ro Some Important Important Information 
Faclor Pari Part Part Part Incomplete .N 

Inborn 
constitutional 
factors 43.4 34.7 16.8 5.1 475 

Heredity 41.0 32.6 17.3 7.8 1.3 475 
Anxiety 18.7 38.1 31.2 10.1 1.9 475 I Type of Work 30,7 32.9 26.3 10.1 475 
Life style 17.7 34.2 35.2 12.2 0.7 475 

L Climate 36.4 33.5 20.6 9.5 475 

[n fact, substantial proportions ---43% in respect of inborn constitutional 
faclOrs and 41 % in respect of heredity -saw these same factors as playing no 
part. Only in the case of anxiety proneness was an individual characteristic 
perceived by a substantial proportion of the respondents (41 %) as playing 
an important or very important part in contributing to physical illness. 

[n the case orfaclOrs exogenous to the individual it was found that 47% of 
the respondents were of the opinion that one's life style played an important 
or very important part in explaining physical illness; 36% held a similar 
opinion in respect of the type of work one does; and 30% held the same view 
in respect of the part played by climate or weather. 

Overall, then, it emerges that the respondents tended 10 see physical 
illness arising from factors external 10 the human person rather than having 
as its Source characteristics residing in the individual, The only individual 
characteristic frequently emphasised as contributing 10 physical illness was 
an inclination to anxiety. Even in respect of anxiety it can be argued that 
this faclOr resides not only in individual temperament and disposition; rather 
anxiety results from an interaction between personal qualities (both innate 
and acquired) and external pressures and influences. 
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c. GENERAL BELIEFS ABOUT ILLNESS 

(I) Different ways of life and their relationships to health and 
" illness 

Herzlich observes that the respondents in her study perceived the present· 
day way oflife as harmful to the individual and they frequently referred 10 

diflerent and healthier ways orlile.' First there were referellceJ to the past. She 
quotes the remarks of one respondent: "We always have to be running, life is 
more intensively active than before, formerly you lived more ~almly, more 
healthily".6 There were also references to life in the coulltry. Life in the country 
was-seen as natural, healthy and non-constraining, and was contrasted with 
urban life which was regarded as imposed upon the human person. The most 
important aspects concerned the more relaxed rhythm of acti,·ities and the 
calmness associated with country life. Attention was also paid to the quality 
of the air and to the possibilities of physical exercise. There was finally a 
belief in the possibility of healthy food, different from that obtainable in 
towns. 7 

In the present study, following Herzlich, the relationships between 
different ways of life and illness arc discussed under the headings: (a) life in 
the country compared with life in the city and (b) life in the past compared 
with present-day life. 

(a) Life in the country and life in the city 

Well over half of the respondents (58%) expressed the view that, as far as 
susceptibiJity to illness is concerned, it does not matter whether a person lives 
on a farm or in a city (Table 4.6). However, a substantial proportion (39% 

TABLE 4.6 Perceived Susceptibility to D1ness of those who live 
on a Farm compared with tbose who live in a City 

Comparative susceptibility 
Those who live on a farm are more likely to get ill 
Those who live in a city are more likely to get ill 
It does not maller whether a person lives on a rarm or in 

a city 
N 

48 

Percentage '!! 
Respondents 

3.2 
38.5 
58.3 

475 



or 183 respondents) were orthe opinion that those who live in a city are more 
likely to get ill than those who li,'e on a rarm. Only 3% (i.e. 15 respondents) 
said that those who live on a rarm are more likely to get ill. Their perceptions 
were unrelated to their own place or residence. A slightly greater proportion 
or those living in the city than or those in rural areas perceived city dwellers 
as more susceptible to illness but the difference was not significant. 

or the 183 respondents who perceived those who live in a city as more 
susceptible to illness the vast majority-over 70% or 130 respondents
attributed this to the more polluted atmosphere: 68 respondents rererred to 
the pollution or toxic environment round in cities and a rurther 62 
emphasised the purer quality or the air in the country. Other reasons given 
were that lire is healthier on a rarm, that more stress and worry is 

c,..-pcricnccd by those in cities and that one is more vulnerable to germs in 

cities. 

All the respondents were asked (i) ir there are particular illnesses that 
people who live on a rarm are more likely to get than those who live in a city, 
and (ii) irthere are particular illnesses that people who live in a city are more 
likely to get than those who live on a rarm. A total or258 respondents (54%) 
mentioned illnesses to which they perceived those living on a rarm to be more 
susceptible. The illnesses most rrequently rererred to were brucellosis (143 
respondents), other illnesses due to contact with animals (44 respondents) 
and pains and arthritis (35 respondents). 

A total or266 respondents (56%) relt that there are illnesses to which those 
living in a city are more vulnerable. Respiratory illness, including bronchitis 

and asthma, was the type or illness most rrequently mentioned (102 
respondents). A rurther 77 respondents rererred in a general way to illnesses 
due· to pollution without mentioning any specific condiiion, and 25 
respondents mentioned anxiety type illnesses. 

(b) Life in the past and present-day life 

Two firths or respondents (42%) expressed the view that people fifty years 
ago were less likely to get ill than people today, while only 24% were or the 

opinion that people fifty years ago were more likely to get ill (Table 4.7 and 
Figure 4.3). One third said that people firty years ago had the same chance or 
getting ill as people today. 

The reason most rrequently given why people were less likely to get ill in 
the past was that rood was more natural then, not contaminated (107 
respondents). Other reasons mentioned were that there was less stress, that 
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TABLE 4.7 Likelihood of People Getting m Fifty Years Ago 
Compared with Likelihood of People Getting m Today 

Likelihood 

People less likely to get ill lifty years ago 
People more likely to get illlifty years. ago 
People fifty years ago had same chance of gelling ill as 

people today 
1 nformation incomplete 

N 

Percentage oj 
Respondents 

42.1 
24.0 
33.5 

0.4 
475 

people were stronger and healthier and that people led healthier lives, 
exercised more and worked harder. 

On the other hand the reasons most frequently given for believing that 
people were more likely to get ill lifty years ago were (i) that today, due to 
improved medical care, many more illnesses are curable and (ii) that people 
today experience a higher standard of living. 

(2j"Features of the modern way of life that cause illness 
The respondents were then asked if there is anything in the modern way of 
life that causes illnesses. Their replies are shown in Table 4.8 (A mo,·e 
detailed categorization of their answers is presented in Table A 14, Appendix 
One). When the first mentioned replies are considered the type of answer 
most frequently given referred to such features of modern life as stress, worry, 
the pressure of living, the pace of life -{lver a quarter of the respondents 
(27%) emphasised this broad characteristic. One fifth referred to unhealthy 
food, duc to such things as freezing, canning or the presence of preservatives. 
Excessive drinking, smoking and drug taking, as one broad category, 
accounted for 14% of their answers and the damage done to health by 
pollution was emphasised by over 13% of the respondents. 

When the respondents' total replies arc examined, the features of modern 
living perceived as causing illness are the following: stress, worry, pace oflife 
(35% of the respondents); unhealthy food (30%); excessive drinking, 
smoking and drug taking (24%); pollution of the environment (20%); lack 
of physical exercise (9%) (See Figure 4.4). 
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FIGURE 4.3 

LIKELIHOOD OF GETTING ILL 50 YEARS 
AGO COMPARED WITH LIKELIHOOD TODAY 
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TABLE 4.8 Features of the Modern Way of Life that Cause 
Illness 

Fealure 
Stress, worry, increased pressure of.living, 

pace or lire 
Unhealthy rood, due to preservatives, 

rreezing, canning, rorced growing or 
crops, injecting or animals 

Excessive alcohol, smoking, drugs 
Pollution or the environment 
Lack or physical exercise, not enough 

walking 
Unhealthy life style 
Other reatures 
No reature in modern way or lire that 

causes illness 
Inrormation incomplete/don't know 

N 

Percer/tage of Respo"dents 
First TOlal 

Mention 
26.8 

20.8 

14.0 
13.3 
5.1 

2.2 
5.2 
7.6 

5.0 
475 

Mentio,,· 
34.5 

29.9 

24.4 
19.5 
9.1 

4.2 
11.8 
7.6 

5.0 
475 

• Percentages add up to more than 100 since a number or respondents 
mentioned more than one feature. 

The influence of socio-dernographic factors 

Few significant relationships emerged wl,cn the respondents' perceptions 
were related to their socio·demographic characteristics (Tables AIS and 
A16, Appendix One). Stress, worry and the pace orJire were more likely to 

be identified as causing illness by those in the upper and intermediate 
non·manual occupational categories and by those living in the city. Those 
living in rural areas were more likely than city respondents to mention 
unhealthy rood. 

Other interesting, but statistically non.significant, differences were that 
respondents with some or complete third·level education made rererence 
more rrequently to stress, pollution and lack or physical exercise than did 
those or lower educational levels, and that those under 25 years or age 
rererred less rrequently to stress than did respondents in all other age 
categories. 
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FIGURE 4.4 

FEATURES OF THE MODERN WAY OF 
LIFE THAT CAUSE ILLNESS 
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(3) The relative susceptibility to illness of men and WODlen 
It will be recalled that when asked about their views on the relative health 
status of women and men over half of the respondents (58%) were of the 

opinion that women and men are equally healthy. However, it emerged .that 
the percentage perceiving women as healthier than men (28%) was twice 
that or those who saw men as healthier than women (14%). 

When the ·respondents were asked about the relative susceptibility to 

illness of men and women a greater measure of agreement was found. 
Three-quarters were of the opinion that there was no difference between the 
illness rates of men and women. Alme"t II % expressed the view that men 
get ill more frequently than women and 14% believed that women get ill 
more frequently than men. 

However, 138 respondents (29%) mentioned illnesses that they felt men 
get more frequently than women. A substantial.majority (85 respondents) 
referred to heart disease. Other illnesses mentioned included respiratory 
illnesses, alcoholism and rheumatism. 

One hundred and thirty three respondents (28%) mentioned illnesses 
that, in their opinion, women get more frequently than men. Of these, 53 
respondents referred to cancer. Amongst the other illnesses mentioned were 
gynaecological illness, nervous complaints and headaches. 

(4) The respondents' perceptions of the most serious illnesses 
When the respondents were asked what they perceived as the most serious 
illnesses reference was made most frequently to two illnesses (Table 4.9 and 
Figure 4.5). When their first mentioned replies are considered it emerges 
that 72% referred to cancer (including a small percentage mentioning 
leukaemia) and 12% referred to heart disease. When the second mentioned 
illnesses are examined then it is found that 21 % of the respondents 

mentioned cancer (including leukaemia) and that 34% mentioned heart 
disease. Bringing together their first and second mentioned answers it 
emerges that 93% of the respondents counted cancer (including leukaemia) 

and 46% heart disease amongst the most serious illnesses. Only small 
proportions of the respondents referred to other individual illnesses, among 
these the most frequent being respiratory illnesses (II %) and mental illness 

(5%). 
The reasons most frequently given, for regarding an illness as serious, were 

that the condition is incurable or diflicult to cure, or that it is fatal or usually 
fatal. Other reasons mentioned were that the illness leaves one disabled or 
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TABLE 4.9 Respondents' Perceptions of the 'Most Serious 
Dlness 

Percentage of Respolldents 
First Second Total 

Illness Mention J\1enlion Mention 
Cancer 69.1 15.6 84.7 

Leukaemia 2.7 5.3 8.0 

Heart disease 12.0 33.5 45.5 

Respiratory illnesses 
including T.B. 3.1 7.8 10.9 

Mental illness 2.9 1.9 4.8 

Other illnesses 9.0 20.3 29.3 

Not applicable/no second 
mention 14.6 

Don't know/information 
incomplete 1.0 1.0 1.0 

N 475 475 475 

has serious side effects, that one cannot perform one's usual social roles and 
one becomes dependent on others, or that the illness is long term. 

Finally, the respondents were asked to indicate how they rated the 
chances of recovery from those illnesses which they considered most serious. 
Since by far the illnesses most frequently referred to were cancer and heart 
disease the analysis which follows will focus on the perceived chances of 
recovery from these two conditions. 

A total of 402 respondents, i.e., 85%, viewed cancer (excluding 
leukaemia) as amongst the most serious illnesses. In general, the chances of 
recovery from the disease were considered poor (Table 4.10). Only 17% 
expressed the view that there is at least a SO/SO chance of recovery. At the 

other extreme almost 20% believed that there was no chance of recovery. 
Indeed, in the eyesof83% of these respondents the chances of recovery from 
cancer were less than SO/SO. 

However, their assessments of the chances of recovery changed 
considerably should the illness be detected in its early stages. In such 
circumstances 22% considered the chances of recovery as good or very good 
and a total of58% considered the chances of recovery as at least SO/SO. On 
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FIGURE 4.5 

RESPONDENTS' PERCEPTIONS OF THE 
MOST SERIOUS ILLNESS 
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TABLE 4.10 The Respondents' AssessIDents of the Chances of 
Recovery froID Cancer (a) In General, (b) If Detected Early 

Percenlage tif Respondenls 

raj (b) 
Chances tif Recovery in general If delected early 
Very good chance 1.5 6.0 
Good chance 2.2 15.7 
More than SO/50 1.7 13.7 
50/50 chance 11.7 22.9 
Less than 50/50 25.6 18.4 
Little chance 37.1 18.2 
No chance 19.9 5.0 
Information incomplete 0.2 0:2 

N 402 402 

the other hand somewhat less than a quarter (23%) were of the opinion that 
there was little or no chance of recovery even' if the disease were discovered in 
its early stages. 

A total of216 respondents saw heart disease as amongst the most serious 
illnesses. Almost one-fifth of these were of the opinion that in general the 
chances o~ recovery from heart disease were more than SO/SO; and another 
26% assessed the chances as at least SO/SO (Table 4.11). At the same ti~e, 
however, a majority (55%) expressed the view that the chances of recovery 
were less than SO/50; indeed 30% believed that there was little or no chance 
of recovery. 

Again, however, the respondents' assessments of the chances of recovery 
changed markedly should the illness be discovered in its early stages. In such 
a situation almost one-third rated the chances of recovery as good or very 
good; 19% rated them as more than SO/50; and almost 30% rated them as at 
least SO/50. In short, 80% of the respondents who considered heart disease as 
amongst the most serious illnesses were of the opinion that a sufferer from the 
disease had at least a SO/SO chance of recovery if the disease were discovered 
in its early stages. Less than 7% were of the opinion that there was little or no 
chance of recovery ill these circumstances. It emerges then, that compared 
with cancer, heart disease is less frequently ranked as the most serious illness; 
and even among those who consider it a grave condition there is decidedly 
greater optimism regarding the chances of recovery. 
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TABLE 4.11 The Respondents' Assessments of the Chances of 
Recovery from Heart Disease (a) In General, (b) If Detected Early 

Percentage if Respondents 

raj ( bJ 
Chalices oj Recovery In general if detected early 
Very good chance 0.9 10.2 
Good chance 7.4 21.8 
More than 50/50 10.6 18.5 
50/50 chance 25.5 29.6 
Less than 50/50 25.0 13.+ 
Little chance 2+.5 6.0 
No chance 5.6 0.5 
Information incomplete 0.5 

N 216 216 
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5 
Health Behaviour 

INTRODUCTION 

Health behaviour was defined by Kasl and Cobb in 1966 as "any activity 
undertaken by a person believing himself to be healthy, for the purpose of 
preventing disease or detecting it in an asymptomatic stage",1 This 
definition has been modified over time by many researchers. Some tend to 
prefer the term health-protective behaviour, while others refer to preventive 
health behaviour. The distinction has been made between primary 
prevention where the objective is to avoid disease or injury altogether, 
secondary prevention which aims at catching the disease or injury in its early 
stages before al.y real damage has occurred, and tertiary prevention which is 
concerned with minimizing deterioration in an ill person and maximizing 

recovery. Health behaviour, as the term is generally used, tends to focus on 
primary and secondary prevention. However, it embraces a wide range of 
behaviours, all of which it is difficult to accommodate within a single 
definition. It includes such varied actions as taking physical exercise, 
avoiding certain foods, controlling one's weight, practising hygiene, 
refraining from smoking, learning to relax, having medical or dental 
check-ups, being immuniscd against disease, wearing a seat-belt in a car, 

observing safety regulations at work, and purchasing health insurance. 
Following Harris and Guten health behaviour is defined in the present 

study as: 

"any behaviour performed by a person, regardless of his or her 
perceived or actual health status, in order to protect, promote, or 
maintain his ot her health, whether or not such behaviour is 
objectively effective toward that end.'" 
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Health behaviour includes not only what people do in the interest of their 
health but also what they do //0/ do (ayoidance behaviour) to further the 
same objective, c.g., nOl smoking. 

The present chapter then, focuses on the third major question to which the 
study addresses itself: what activities do people engage in to promote good 
health? It is divided into three sections: 

A. HEALTH BEHAVIOUR 

B. LIFE STYLES 

c. HEALTH BELIEFS 

A. HEALTH BEHAVIOUR 

(1) Health practices of the respondents 
In open-ended questions, the respondents were asked: (a) "Is there anything 
you do to protect yourselffrom ill-health or to avoid gelling ill?" and (b) i'Is 

there anything you avoid to protect yourselfrrom illness?" The information 
derived from both questions and presented in Table 5.1 and Fig. 5.1 is taken 
to represent those behaviours engaged in by the respondents with the 
primary objective of promoting their health. 

The form of health behaviour reported by the largest proportion of the 
respondents (30%) focused on food-the eating of healthy food ·and/or the 
avoidance of fally or unhealthy food. Taking physicai exercise and keeping 
fit was referred to by over a quarter, while one-firth emphasised taking care 
of oneself including keeping-warm and avoiding gelling wel. Fifteen per cent 
(15%) of respondents mentioned not smoking and a similar proportion 
mentioned gelling sufficient rest and not overworking. A wide variety of 
health behaviours are represented by the category "other forms of health 
behaviour". Included here are such health measures as having regular 
medical check-ups, taking iron or vitamin tablets, and avoiding unnecessary 

worry. Over one firth (23%) of the respondents reported that they did not 
engage in any form of health behaviour. 

It is not surprisi-ng that a sizeable proportion of the respondents should 
have emphasised health practices relating to food and dietary habits when it 
is recalled that good healthy food was most frequently mentioned as the 
principal cause of good health and that bad diet (i.e. lack of nourishment 
and unhealthy food) was the factor mOst frequently perceived as 
contributing LO physical illness. 
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TABLE 5.1 Health Behaviour·of Respondents 

Forms if Heallh Behaviour 
Eating healthy food, avoiding fally or unhealthy food 
Exercising physically, keeping fit 
Taking care of oneself, keeping warm, avoiding getting 

wet 

Not smoking 
Gelling sufficient rest or sleep, avoiding late nights or 

overwork 

Eating moderately, keeping weight in check 
Not drinking 
Other larms of health behaviour 
Did not engage in any form of health behaviour 

N 

PerceTltage if 
Responder/Is' 

29.9 
25.5 

20.4 
15.2 

14.5 
8.4 
7.4 

33.1 
22.7 

475 

• Percentages add up to more than 100 because some respondents engaged 
in more than one form of health behaviour. 

It must be remembered that what is being discussed here is behaviour 
performed with the conscious intention of protecting or promoting one's 
health. Hence, though very large proportions of the respondents indicated 
that they did not smoke cigarettes or that they regularly took physical 
exercise (see pages 68 and 73) very many did not allude to these as health 
behaviours. 

The influence of sodo-demographic factors 
When the effects qf socio-demographic variables on health practices are 
examined, location, occupation and age are found to be the main influences 
(Tables AI7 and A18, Appendix One). City respondents were more likely 
than those living in the country to observe a healthy diet, to take physical 
exercise and to avoid smoking in the interest of their health. 

With regard to socio-economic status the avoidance of smoking was 
associated more with respondents in the upper and intermediate 
non-manual groupings. And compared with all others, respondents in the 
farmers and semi-skilled and unskilled categories were less likely to refer to 
physical exercise. This would not be unexpected since it is probable that the 
work of man)' of these respondents would involve a high degree of physical 
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FIGURE 5.1 

HEALTH BEHAVIOUR OF RESPONDENTS 
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effort thereby obviating the need and perhaps, the desire, for physical 
exercise outside of work. 

In "respect of age, as might be expected, older respondents were more likely 
to emphasize taking care of themselves and less likely io engage in physical 
exerCise. 

Finally, a direct association emerged between educational status and 
physical exercise: as the level of educational attainment fose there was a 
greater tendency to take physical exercise as a health protective measure. 

(2) The frequency with which respondents engaged in specific 
fonns of health behaviour 

The respondents were presented with two lists of health behaviours and 
asked to indicate how frequently they performed each behaviour. The first 

list involved contact with health care professionals, the second list referred to 
behaviours where such contacts were not involved. On the first list the 
respondents were asked, "Even when there is nothing wrong with you how 
frequently do you do the following: (i) visit a doctor for a medical check-up; 
(ii) visit a dentist for a dental check-up; and (iii) have an X-Ray?" 

Visits to a doctor or dentist for check-ups were infrequent occurrences for 
the majority of the respondents (Table 5.2 and Figure 5.2). Over half(53%) 
never visited a dOClor when there was nothing wrong with them and the 
same was true for 45% in respect of visits to the dentist. Only 28% indicated 
that they sought a medical check-up at least once a year and an even smaller 
proportion (25%) had a dental check-up at least once annually. With 
regard to having an X-Ray it emerged that very small proportions availed of 
this service as a preventive measure. Almost three quarters reported that 
they never had an X-Ray and only 7% indicated that they had an X-Ray at 

least once a year. 
In respect of the second list of health behaviours presented to the 

respondents a larger and more refined range of freq"uency categories were 
included. The respondents' replies are shown in Table 5.3. The forms of 
health behaviour in this table are listed in the same order as they were 
presented to the respondents. If the order is rearranged on the basis of the 
proportions of respondents who fell into the first two frequency categories, 
that is, in terms of those who, always or most of the time, observed the health 
behaviours spec'ified, then the following picture emerges: get enough fresh 
air-90% of the respondents; protect oneself from the cold in winter-86%; 
brush one's teeth at least once a day-81%; get enough rcst-77%; get 
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FIGURE 5.2 

FREQUENCY WITH WHICH 
RESPONDENTS HAVE HEALTH 
EXAMtNATtON OR SCREENING 
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TABLE 5.2 Frequency with which Respondents have Health 
Examination or Screening 

Percentage <if Respondents 
Form of examination At least Less biformation 
or strunin,(!. once a J'iar Jrequently J\rever incomplete N 
Visi t a doclOr for a med ical 28.0 18.9 52.8 0.2 475 

check·up 
Visit a dentist for a dental 25.3 28.6 45.3 0.8 475 

check.up 
Have. an X-ray 6.5 19.2 73.9 0.4 475 

enough physical exercise-76%; wear a seat belt while travelling in the front 
seat of a car--64%; take care not lo eatlOo much-59%; and take care not 
lo overwork-52%. 

In short, in. respect of all the health behaviours specified, a majority of the 
respondents were found lo have practised them most of the time. It must be 
conceded, however, that many of these practices may not ha\'e been the 
result of conscious decisions by people lo promote their health but rather 
part of their everyday living or simply habits acquired in childhood. 

(3) The importance attached to specific fOrDls of health behaviour 
The respondents were asked in respect ofa number of health behaviours lo 

indicate how important they assessed each behaviour to be in protecting 
them from illness. The selected behaviours, in the order in which they were 
presented lo the respondents, and the respondents' assessments of their 
importance are shown in Table 5.4. 

It is interesting to note that, of the nine health behaviours listed, the three 
involving contact with the health care services, were the three least 
commonly assessed as important or very important in protecting the 
respondents from illness. 

A very strong association emerged between the degree of importance 
attached lo specific forms of health behaviour and the frequency with which 
they were practised (Tables AI9 and A20, Appendix One). In the case of 
each behaviour, both those involving contact with the health care services 
and those involving no such contact, the greater the degree of importance 
attached to it the more frequently it tended to be practised. 
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TABLE 5.3 Frequency with which Respondents Engage in Specific Forms of Health Behaviour 

Percenlage rif Respondenls 
rorms oJ behaviour Less Ihan 

Mos! of Aboul half half of Ihe Informalion 
Alw,Jys Ihe lime q{ the lime lime Rare/;' }{ever incomplete N 

Wear a seat belt while travelling in 
I 

the rront scal of a car 46.1 17.5 9.1 3.2 9.9 14.1 0.2 475 

I 
Get enough physical exercise 36.4 

I 
39.8 12.4 4.2 5.5 1.7 475 

I 
Get enough rest 30.7 46.5 14.5 4.6 1.7 1.7 0.2 475 

I 
I 

Brush one's ·teeth at least once a day 66.;3 14.7 6.1 2.9 2.7 5.7 1.5 475 

I 
Get enough fresh air 52.6 37.7 6.3 1.9 1.1 0.2 0.2 475 

I 
I 

Protect oneself from the cold in winter 54.1 32.2 8.6 1.5 1.7 1.3 0.6 475 

I 
Take care not to overwork 21} 30.3 24.6 5.9 12.0 5.9 475 

Take care not to eal too much 23.~ 34.7 14.1 8.2 10.3 8.4 ·0.4 475 



TABLE 5.4 Respondents' Assessments of the Importance of 
Specified Forms of Health Behaviour 

Percentage,!! Respondents 
Forms of health Very Fairly Not Information 
behaviour impor/tlJlt Important important important incomplete N 
Visiting a doctor 

for a .medical 
check-up at least 
once a year 33.7 26.7 15.8 23.8 475 

Visiting a dentist 
for a dental 
check-up at 
least once a 
year 25.9 30.7 16.6 26.7 475 

Having an X-ray 
at least once a 
year 11.8 22.3 2l.l 44.8 475 

Plenty of physical 
exercise 39.8 44.4 10.7 4.2 0.8· 475 

Not eating too 
much 32.2 39.6 19.6 8.4 0.2 475 

Sufficient rest 45.9 43.8 8.6 1.3 0.4 475 
PI em y of fresh ai r 55.6 39,6 3.6 0.6 0.6 475 
Not overworking 21.9 41.1 25.7 11.2 0.2 475 
Not being 
overweight 39.6 30.7 17.5 12.0 0.2 475 

(4) Respondents' patterns of cigarette smoking 
Finally, in this section the respondents' patterns of cigarelle smoking are 
cxamincd. It emerged tliat a minority (39%) were regular cigarelle smokers 
Crable 5.5) at the time of thc interviews' This is markedly consistent with 
the research findings of a study carried out in the Republic of Ireland ii, 
1980,' a year sooner than the present study. A total of35% stated that they 
had never been regular smokers and a further 7% said that they were not 

• In 1987/88, 29% or Irish adults aged 15 and o\'cr were regular cigarette smokers. (Source: 
~:farkct Research Bureau of Ireland, Joint.National AJtdia R(uarch, 1988.) The respondents 
in (he prescnt study were aged 18 and o\·cr. 
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smokers .without any further information. It is not entirely clear whether this 
laller group had ever been regular smokers but from the evidence available, 
(viz. the structure of the questions asked), it seem.s unlikely to have been the 
case; consequently these respondents will be regarded as never having been 
regular smokers. Almost 19% of all respondents reported that they had been 
regular smokers but had given up the habit; most of these had done so on 
'doctor's advice or for health reasons, and a few because of the expense 
involved. 

TABLE 5.5 Prevalence of Cigarette Smoking 

Cigarelle Smoking Practices 
Never was a regular smoker 
Not a smoker at time of interview 
Gave up smoking on doctor's advice/for health reasons 
Gave up smoking because of expense 
Other reasons for gh,ing up smoking 
Was a smoker at time of interview 

N 

Percell/age if 
RespondeTlts 

35.2 
6.9 

12.6 
2.5 
3.8 

38.9 
475 

Of the 185 respondents who were smokers at the time of the interviews 

almost half (47%) smoked 20 or more cigarettes each week-day. The median 
lay in the range of 15-19 cigarettes smoked per day. 

A sizeable proportion (44%) of reglliar smokers said that they had never 

tried to give up the habit. Almost 31 % stated that they had tried to stop once 
or twice and a further 14% reported that they had tried occasionally. Only 
12% i.e. 22 respondents, said that they had tried often to give up cigarette 
smoking. 

Of the 104 smokers who indicated that they had tried to give up the 
practice, the majority (70 respondents) said that they had made the attempt 
for health reasons and a further 15 respondents because of the expense 
involved. The remainder gave a variety of reasons e.g. "gave it up for 
Lent" . 

All the respondents were asked if they regarded smoking cigarettes as a 
threat to the smoker's health. Two-thirds replied that they considered 
cigarette smoking as a very serious or serious threat and only 14% were of 
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TABLE 5.6 Respondents' Assessments of the Threat of 
Cigarette Smoking to a Smoker's Health 

Degree rif Threat 
A very serious threat 
t\. serious threat 
A fairly serious threat 
A slight threat 
No threat 
Information incomplete 

N 

Percentage rif 
Respondents 

43.6 
22.9 
19.8 
7.6 

5.9 
0.2 

475 

the opinion that it is only a slight threat or no threat at all (Table 5.6). 
The respondents' perceptions of the dangers of cigarelle smoking were 

strongly associated with their own smoking patterns. While only 25% of 
those who were regular sm~kers perceived cigarette smoking as a yery serious 
threat to a smoker's health, the same was true of54% of those who had never 
been regular smokers and of60% of former smokers (Table 5.7). 

The respondonts were also asked whether they considered cigarette smoke 

(passive smoking) as a threat to the health of people who are not smokers. A 
total of 47% expressed the view that cigarelle smoke is a very serious or 

TABLE 5.7 

Cigarelle Smoking 
Practice 

A regular smoker 
Never a regular 

smoker 
Non-smoker -

formerly a 
regular smoker 

N 

Respondents' Assessments of the, Threat of 
Cigarette Smoking to a Smoker's Health by 
Respondents' Practices of Cigarette Smoking 

Percentage of Respondents 
II ve~p II fairly N 
JfrlOUS A serious scnous II slight 
threat threat threat threat No threat 
25.4 22.2 33.0 10.8 8.6 185 

53.5 24.0 12.0 6.0 4.5 200 

59.6 22.5 10.1 4.5 3.4 89 
474 
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TABLE 5.8 Respondents' Assessments of the Threat of Passive 
Smoking to a Non-Smoker's Health 

Degree of Threat 
A very serious threat 
A serious threat 

A fairly serious threat 
A slight threat 
No threat 
Information incomplete 

N 

Percentage of 
Respondents 

22.9 
24.4 
19.2 
17.5 
15.6 
0.4 

475 

serious threatlO the health ofa non·smoker (Table 5.8). On the other hand 
18% were of the opinion that it is only a slight threat and a further 16% 
regarded it as no threal. 

The respondents' perceptions of the dangers of passive smoking were also 
associated with their own smoking patterns. A lOtal of 56% of those who 
were not regular smokers and the same percentage offormer smokers were of 
the opinion that passive smoking is a very serious or serious threat to a 
non-smoker's health; in contrast, 35% of regular smokers expressed a similar 
view (Table 5.9). 

TABLE 5.9 Respondents' Assessments of tbe Threat of Passive 
Smoking to a Non-Smoker's Health by Respondents' Practices of 

Cigarette Smoking 

Percentage of Respondents 
A uery Afairfy 

Cigarelle Smoking serIOUS A serious serIOus A slight 
Practice threat threat threat threat No threat N 
A regular smoker 15.1 19.5 20.0 25.4 20.0 185 
Never a regular 

smoker 27.6 28.1 20.6 12.1 11.6 199 
Non·smoker -

formerly a 
regular smoker 29.2 27.0 14.6 13.5 15.7 89 

N 473 

70 



The influence of socio-demographic factors 
\Vhether the respondents were or were not regular cigareue smokers was 
significantly related to age and socio-economic status. Almost half of those 
under 25 years of age were regular cigarette smokers (Table A21, Appendix 
One). The proportions in the other age groups were: 25 to 34 years--45%; 
35 to 44 years-36%; 45 to 54 years-37%; 55 to 64 years-39%; 65 years 
and over-26%. In short, regular cigarette smoking was highest for those 
under 35 years of age; it decreased somewhat in the case of those aged 35 to 

64 years; and dropped considerably for those aged 65 years and over. With 
the· exception of the relatively small proportion in the oldest age category, 
the proportions in each of the other categories arc strikingly similar to those 
found in the Irish study referred to above' 
Typ~ of occupation was also important in difierentiating regular cigarelle 

smokers from non-smokers. Significantly higher proportions of regular 
cigarelle smokers were found in the manual workers categories than in the 
upper non-manual, intermediate non-manual and farmers groupings (Table 

A22, Appendix One). 
Although no statistically significant relationships were found between the 

prevalence of regular cigarette smoking and the variables location, sex and 
educational status (Tables A21 and A22, Appendix One) the differences 
that emerged are worth noting. Rates of regular cigarette smoking were 
higher for city respondents (40%) than for those living in rural areas (36%); 
for men (43%) than for women (35%); and for those with lower levels of 
educational attainment. 'These patterns are not dissimilar to those found in 
the Irish study already referred to. 

B. LIFE STYLES 

To discover something of the life styles of the respondents, in particular to 
lind out if they tended to lead sedentary or active lives, information was 

sought relating both to the type of work involved in their usual occupations 
and how they spent their time when not engaged in their jobs or work. 

(1) The amount of physical work or exercise involved in the 
respondents'occupatioDs 

As far as their work situation was concerned over half of the respondents had 
an active life style-57% reported thal their occupations involved a fair 
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amount or a lot of physical work or exercise (Table 5.10). On the other hand 
over a quarter could be regarded as having sedentary occupations-26% 
stated Ihal their work entailed little or no physical effort. 

TABLE 5.10 Anlount of Physical Work 01' Exercise involved in 
Respondents' Occupations 

Amount oj phy~ical work or exercise 
A 101 of physical work 
A fair amount of physical work 
Some physical work 
Little physical work 
No physical work 
Other answer/Information incomplete 

N 

Percentage of 
respondfTlts 

27.2 
30.1 
13.5 
14.7 
10.9 
3.6 

475 

(2) Physical activities engaged in by' the respondents outside of 
their usual occupations 

As many as two-thirds reported that they engaged in some form of physical 
activity outside of work. The activities most frequently mentioned were 
walking and participation in games (Table 5.11). Among other ~c[ivities 
referred to were swimming, gardening, cycling and jogging. 

An interesting though not unexpected finding was [hat as the-amount of 
physical exercise involved in their occupations decreased the more 
frequently Ihe respondents tended to engage in physical activities outside of 
work (Table 5.12). For example, while 50% of those whose occupations 
involved a lot of physical work or exercise reported that they engaged in 
physical activities outside of work, the same was true of 85% of those -whose 
occupations entailed no physical work or exercise. 

(3) The pastimes of the respondents when not at work 
Outside of work, almost all respondents (94%) were involved in at least one 
pastime and almost half in two or more pastimes (Table A23, Appendix 
One). These fell into four broad categories: (i) non-physical pastimes; (ii) 
physical pastimes; (iii) social activities; and (iv) household jobs and 
handcrafts. Within each category the individual pastimes most frequently 
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TABLE 5.11 Physical Activities Engaged in by Respondents 
Outside of Work 

Aclivities Outside of Work 
Walking " 
Games, e.g. football, basketball, hockey 

Swimming 
Gardening 
Cycling 

Jogging 
Physical education, keeping Cit 
Other form of physical exercise 
No, do not engage in any physical activity 

ou I.';ide of work 

Other answer/Information incomplete 
N 

Percentage of Rupondents 
First Menlion Tolal Menlion* 

27.6 34.5 
19.2 26,2 

2.5 8.4 
6.1 8.2 

4.4 6.9 

2.1 5.5 

2.3 4.6 

2.7 4.2 

30.7 30.7 
2.3 3.7 

475 475 

• Percentages add up'to more than 100 since some respondents engaged in 
more than one activil~-. 

TABLE 5.12 Respondents' Involvement in Physical Activities 
Outside of Normal Work by Amount of Physical 
Work or Exercise Involved in Respondents' 
Occupations. 

Amount of Physical Work or Exercise Involved in 
Re.rpondents' Occupalions. 
A lot of physical work or exercise 
A fair amount of physical work or exercise 
Some physical work or exercise 
Little physical work or exercise 

No physical work or exercise 
N 

Percentage of Respondenls 
Physical Exercise 
Outside of Work N 

50.4 129 
69.9 143 
75.0 64 
82.9 
84.6 

70 
52 

458 

mentioned were respectively: (i) watching television, reading, relaxing at 
home; (ii) participating in sport, gardening, and walking; (iii) visiting, going 
to the pub; and (iv) odd jobs around the house, and handcrafts including 
sewing and knitting. 

73 

F 



As observed above, many of the respondents reported that they engaged 
in more than one pastime; these would often fall within the same broad 
category. Allowing for this it emerged that 49% of the respondents spent 
their leisure time in non-physical pastimes; 40% engaged in physical 
pastimes; 24% were invoh'ed in social activities; and 22% occupied 
themselves with household jobs and handcrafts.' 

(4) The ways in which the respondents spent their leisure tim.e in 
the week prior to i.nterview 

To explore further how the respondents occupied their leisure hours they 
were asked how they spent their time, apart from their job or work, in the 
week prior to interview. It was felt lhat by getting them to focus on a 
particular period of time one would.get a more accurate picture of how they 

usually behaved. 
From their answers (Table 5.13) the following picture emerges: in the 

week prior to inten'iew, when not engaged in their usual work, 47% of the 

respondents spent their time in non-physical activities; 40% spent their time 
in physical activities; 23% engaged injobs about the house or in handcrafts; 
and 21 % were involved in social activities." It was found, then, that the 
ways in which the respondents indicated they spent their leisure time, in the 
week prior to being interviewed, were not dissimilar rrom the answers they 

gave when asked how they generally spent their time when not engaged in 
their usual work. It is interesting to note that, in both cases, 40% of the 
respondents referred to physical activities. I t is also interesting to note that 
this percentage is considerably below the proportion of respondents (67%) 
who, when asked in a general way, if outside of work they got any physical 
exercise, reported that they engaged in some form of physical activity (see 
Table 5.11 above). This discrepancy may be explained by the assumption 
that many household jobs would involve physical exercise and that such 
activities as walking to and from work would not be regarded as pastimes. 
However, it is probably true that for some respondents their involvement in 

physical activities tended to be irregular. 

The influence of socio-demographic factors 
Involvement in physical pastimes, in the week prior to interview, was 
significantly related to the sex, age, socia-economic and educational status of 

.. These percentages cannot be deduced from Table A23; they were calculated separately . 
•• These percentages cannot be deduced from Table 5.13; they were calculated 

separately. 
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TABLE 5.13 PastiDles of Respondents, When Not at Work, in 
Week Prior to Interview 

Paslime 
Watching T.V .. 
Reading 
Relaxing at home 
Listening to radio 
Listening to music 

Other non-physical pastime 
Sport/ exercise/swi mm i ng/ fishi ng/golfing 
Walking 
Gardening 
Dancing 
Other physical pastime 
Odd jobs around the house 
Handcrafts-sewing, knitting 
Housekeeping 
Visiting/having visits 
Going to the pub 
Bingo/bridge 
Films/theatre 
Organisational social activities (e.g.lCA) 
Going out with girl/boy friend 
Other activities/other answer 
Information incomplete 

N 

PerceIllage of Respondenls 
Firsl Tolal Menlion" 

Alenlion 
12.8 27.9 
7.4 16.0 
5.1 7.6 
0.2 1.2 
0.4 1.0 
3.2 4.4 

15.6 21.5 
6.7 11.3 
5.9 9.6 
2.3 4.6 
1.1 1.3 
7.4 9.3 
4.8 8.8 
3.8 6.3 
4.0 9.7 
L\ 6.0 
2.9 3.7 
0.4 2.1 
1.3 1.3 

0.4 
11.2 11.2 
2.3 2.3 

475 475 

" Percentages add up to more than 100 since many respondents mentioned 
more than one pastime. 

the respondents (Tables A24 and A25, Appendix One). A greater 
proportion of men than of women engaged in some form of physical activity. 
As might be expected respondents under 35 years of age wele more likely 10 

be involved in physical recreation than those in older age groups. It is 
interesting 10 note that the proportion of respondents aged 65 and over who 
participated in some form of physical pastime (34%) was almost equal 10 
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that of those aged 35 to 44 years and more than twice that of those aged 55 to 
64 years. This is probably explained by the fact that many of those in this 
oldest age group would have retired from their former jobs and would 
therefore have had more time to engage in some form of physical exercise 
though not perhaps of a very exacting nature. 

With regard to socia-economic status the highest proportions involved in 
physical activities were in the upper and 'intermediate non-manual 
categories and the lowest proponions in the semi- and unskilled and farmers 
groupings. It has already been observed that as the amount of physical effort 
in respondents' jobs decreased, the more frequently they reported that they 
engaged in physical activities outside of work. This would largely explain the 
relationship between occupational status and involvement in physical 

pastimes. 
Finally, in respect of educational status there was a general tendency 

towards more involvement in physical recreation as level of educational 

attainment rose. 

C. HEALTH BELIEFS 

(I) The extent to which the respondents worry ahout hecoming ill 
The vast majority of the respondents did not consider themselves over
anxious about their personal health. Only a very small proportion (10,%) felt 
that they worried more or much more than others did about becoming ill 
(Table 5.14 and Figure 5.3). A total of 30,% were of the opinion that they 
wQrried to the same extent as others, while almost 60,% expressed the view 
that they worried less. 

TABLE 5.14 The bent to which the Respondents Worry Ahout 
Becoming Dl CODlpared with Most of Their Acquaintances 

Extellt qf Worry 
Worry much more than others 
Worry more than others 
Worry about the same as others 
Worry less than others 
Worry much less than others 

N 

76 

Percentage oj 
Respondenls 

2.1 
8.2 

30.2 
25.7 
33.7 
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FIGURE 5.3 
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BECOMING ILL COMPARED WITH THEIR 
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(2) The respondents' assessments of their susceptihility to illness. 
Few considered themselves to be highly \'ulnerable to illness (Table 5.15 and 
Figure 5.4). Only 7% assessed as strong or very strong their chances of 
having to spend at least four days in bed during the next year because of 
illness, while 26% felt that there was some chance of this happening. On the 
other hand 63% believed that there was lillie or no chance of such an 
occurrence. 

TABLE 5.15 Respond.ents' assessments of their chances of 
having to spend at least four days in bed during 
the next 12 months 

Assessment 
Very strong chance/strong chance 
Some chance 
Little chance 
No chance 
Other answer/information incomplete 

N 

Percentage oj 
Respondents 

6.8 
26.3 
37.5 
25.7 

3.8 
475 

[t has been suggested, and indeed supported by research findings, that one 
is more likely to take action to avoid a disease if 'one believes that one is 
personally susceptible to it.' The respondents in the present study were not 
asked if they perceived themselves susceptible to any specific condition but 
simply to rate their chances of having to spend a minimum of four days in 
bed because of illness in the succeeding twelve months. I n other words their 
assessments could be regarded as a rough measure of their perceived 
personal susceptibility to illness in general. It might be expected therefore, 
that the respondents' perceptions of their illness susceptibility would be 
related to whether they did or did not engage in some form of health 
behaviour. No such relationship was found. 

The extent to which the respondents worried about becoming ill could 
also be considered as a measure of their perceived susceptibility to illness and 
so be expected to be related to whether they did or did not engage in some 
form of health behaviour. Again, however, no such relationship emerged. 
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FIGURE 5.4 

RESPONDENTS' ASSESSMENT OF THEIR 
CHANCES OF HAVING TO SPEND AT 

LEAST 4 DAYS IN BED DURING THE NEXT 
12 MONTHS 
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(3) The respondents' beliefs tbat tbeir bealtb is or is not detennined 
by tbeir own bebaviour 

A Health Locus of Control (HLC) scale was originally developed by 
Wallston et al 6 as a unidimensional measure of people's beliefs that their 
health is or is not determined by their own behaviour. As Wallston and 
\\'allston point out: 

"[on" one end of the scale] are 'health externals'; they are 
presumed to have generalized expectancies that the factors which 

determine their health are such things as luck, fate, chance, or 
powerful others, factors over which they have little control. On 
the other end of the dimension are the 'health internals,' who 

believe that the locus of control for health is internal and that one 
stays or becomes healthy or sick as a result of his or her 
bchaviour."7 

In the presentstudy to measure their health locus of control six statements 

were presented to the respondents and on the basis of their responses to these 
statements a cumulative score was computed for each respondent. Instead of 
classifying them simply as internals or externals it was decided instead, in 
order to get a more refined picture of the respondents' beliefs, to allocate 
them to five categories based on the percentage distribution of their scores 

(for methodology see Appendix Two)" 
On this basis 19% were classified as high externals and a further 21 % as 

externals, while 27% were classified as internals and a further 16% as high 
internals Cfable 5" 16)" As already pointed out, health externals are those 
who believe that their health is determined by factors outside of themselves, 
such as luck or chance, over which they have little control and health 
internals are those who take the view that one can stay or become healthy or 

..,ick as a result of one's own behaviour. 

TABLE 5.16 Respondents' Scores on HLC Scale 

Respondents' Score 
Under 16 - High Externals 
16-19 - Externals 
20--21 - Moderates 
22-24 - Internals 
25 and o\'er - High Internals 

N 

80 

Percentage 'If 
Respondents 

18"9 
20"8 
16"4 
27.4 
16.4 
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It might be expected, therefore, that a relationship would exist between 
the respondents' Health Locus of Control scores and whether they did or did 
not engage in health behaviour. No consistent association was found (Table 
5.17). However, it did emerge that the high externals i.e. those with scores 
under 16, had the smallest proportion of respondents who engaged in health 
behaviour; in other words those respondents who appeared most fatalistic in 
their altitudes to health and illness were less likely than others to engage in 
health behaviour. 

TABLE 5.17 Respondents' Health Behaviour by Respondents' 
Scores on Health Locus of Control Scale 

Percentage of Respondents 

Score on HLC 
Under 16 - High Externals 
16-19 - Externals 
20-21 - Moderates 
22-24 - Internals 
25 and over - High Internals 

N 

Engaged in 
Health Behaviour 

65.6 
84.8 
75.6 
80.0 
78.2 

References to Chapter Five 

N 
90 
99 
78 

130 
78 
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6 
Illness Behaviour 

INTRODUCTION 

Illness behaviour has been defined as any activity undertaken by persons 
who feel ill to define the state of their health and to discover a suitable 
remedy.' Typically, these activities include complaining and seeking 
consultation from members of social networks (relatives, friends) and health 
professionals. Closely related to this concept is sick role behaviour which has 
been defined as any activity undertaken by those who consider themselves 
ill, for the purpose of getting well.' It includes receiving treatment from 
appropriate therapists, generally involves a whole range of dependent 
behaviours and may lead to some neglect of one's usual functions and roles. 
The distinction between these two types of behaviour is rather blurred at the 
edges but the concepts have proved useful for analytical purposes. 

Though the present chapter will focus largely on illness behaviour, some 
aspects of sick role behaviour will also be considered. The chapter is divided 
into two seclions: 

A. ILLNESS EXPERIENCE 

B. ILLNESS BEHAVIOUR 

A. ILLNESS EXPERIENCE 

(1) The respondents' general health status in the past (self-rated) 
When asked how, in general, their health had been in the past, the 
overwhelming majority of the respondents (91 %) indicated that they had 
enjoyed favourable health: over half (52%) reported that their health had 
always been good and a further 39% assessed their health as having been 

82 



good most of the time (Table 6.1 and Figure 6.1). As little as 7% said that 
their health had been good only sometimes and only six respondents 
indicated that their health had rarely or never been good. 

TABLE 6.1 Respondents' General Health Status in Past 

Health .statns 
Always good 

Good most of the lime 
Good sometimes 
Rarely good 

Never good 
Information incomplete 

N 

Percentage if 
Respondellts 

52.2 
39.2 
6.9 
0.8 
0.4 
0.4 

475 

Again, when asked how their health had been in the two weeks prior to 
interview the vast majority of the respondents (84%) rated it as having been 
excellent or good: 37% rated it as having been excellent and 47% rated it as 
having been good (Table 6.2 and Figure 6.2). A minority (15%) assessed 
their health as having been less than good during the same period. 

TABLE 6.2 Respondents' Self-rated Health Status in the Two 
Weeks Prior to Interview 

Health Slatns 
o 

Excellent 
Good 
Fair 
Poor 
I nformalion. incom plele 

N 

Percentage if 
Respondenls 

36.8 
047.2 

13.5 
1.9 
0.6 

475 
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FIGURE 6.1 

RESPONDENTS' SELF-RATED GENERAL 
HEALTH STATUS IN PAST 
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FIGURE 6.2 

RESPONDENTS' SELF-RATED HEALTH 
STATUS IN TWO WEEKS PRIOR TO 

INTERVIEW 
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(2) D1nesses and symptoms experienced in the two weeks prior to 
interview 

Tuckett has observed that many epidemiological enquiries, using many 
different methods and many different definitions, have shown that the 
medical services deal with a rather small proportion of the symptoms of 
disease experienced by members of the community.3 He draws ancntion to 

the results. of one study which suggest that in a community of a thousand 
members over the age of sixteen, the vast majority of them would have, in 
any given two weeks, at least one painful or distressing symptom but less 
than one-third would have sought medical help' In the United States 
Hinkle et at. noted that the average lower middle class male between the 
ages of twenty 'and forty-five experiences, over a twenty year period, 
approximately one symptomatic episode every six days.' 

To discover the respondents' most recent illness experiences they were first 

of all asked, in an open-ended question, what illness or sickness they had in 
the two weeks before interview. Only S2 (II %) reported illness experiences, 
most of which were not ofa serious nature (Table 6.3). 

The illnesses most frequently mentioned were colds or 'flu (17 respondents) 
and such common ailments as stomach upsets, headaches, and backaches. 

TABLE 6.3 D1ness of Respondents in Two Weeks Prior to 
Interview (Open-ended question) 

Illlless 
Flu or cold 
Cold and backach~ 

Stomach upset 
Stomach upset and headache 
Backache 

l'\'ligraine, headache 
Serious infection e.g. lung infection, kidney infection 
Bronchitis 
Other respiratory illness 
Other serious illness -heart trouble, appendicitis 
Other illness 
No illness 

N 

86 

Number of 
Respondents 

16 

4 

2 
3 
2 
5 
2 

2 
2 

13 
423 
475 



More serious conditions, e.g., lung infection,.kidney infection, bronchitis and 
heart trouble, were mentioned by II respondents. 

On the other hand 423 respondents (89%) stated that they had 
experienced no illness. This resuh is inconsistent with the research findings in 
other countries referred LO above, which indicate thaL illness, even if often 
minor, is a frequent occurrence for most people. 

TABLE 6.4 Symptoms Reported by Respondents in Two Weeks 
Prior to Interview (Pre-coded question) 

Percentage of 
Complaints Respondents' 
Headache 23.2 
Backache 13.7 

Sleeplessness 12.0 
Indigestion 11.6 
Stomach upset 11.6 
Cough 10.5 

Cold 8.4 

Breathlessness 6,3 

Sore throal 5.5 
T rou ble wi lh nerves 5.5 
Constipation 4.0 

Flu 2.9 

Toothache 2.5 
Vomiting 2.3 
Diarrhoea 2.1 

N 475 

• Percentages add up 10 more than 100 since some respondents reported 
more than one symptom. 

To help jog their memories the respondents were subjequently presented 
with a check-list of fifteen symplomsand asked 10 indicate which, if any, they 
had experienced in the previous two weeks .. The symptoms most frequently 
experienced were headache (23%) followed by backache (14%), sleepless
ness (12%), indigestion (12%), slOmach upset (12%) and a cough (11%), 
Crable 6.4). 

87 



The discrepancy between the answers to the open-ended question 
concerning what illness or sickness respondents had experienced in the 
previous two weeks and their replies to the check-list of symptoms is 
probably explained by many of them not regarding the specific symptoms 
mentioned as illnesses or sicknesses. And for some the check-list may have 
served to jog their memories. Bringing together the information derived 
from their answers to both questions, it emerges that over half (53%) had 
experienced at least one illness or symptom in the two weeks prior to 
interview (Table 6.5). 

TABLE 6.5 Number of Dlnesses and Syn>ptoms Reported by 
Respondents in Two Weeks Prior to Interview 

Number of il/nesses or S)'mptoms 
One illness or symptom 
Two illnesses or symptoms 
Three or more illnesses or symptoms 
No illness or symptoms 

N 

Percentage rif 
Respondents 

21.5 
14.1 
17.3 
47.2 

475 

Though the above finding might suggest that illness, defined as the 
presence of symptoms, may be a fairly frequent occurrence for very many of 
the respondents it must, at the same time, be pointed out that a large 
minority (47%) reported having experienced no illness or symptoms. To this 
extent the results of the present study do not point to illness being as frequent 
a phenomenon as indicated by the findings of the British and American 
studies referred to above. 

(3) E"'perience of major illness 
One-third of all respondents reported having experienced at least one major 
illness or accident in the past. When experience of illness alone is considered 
(accidents being excluded) it emerges that over a quarter of the respondents 
(27% or 126 respondents) reported having had at least one major illness 
(Table 6.6). A small proportion (7%) indicated that they had experienced 
two major illnesses. The illnesses mentioned encompassed a wide variety of 
conditions with respiratory illnesses including pneumonia and pleurisy (6%) 
being those most frequently mentioned. 
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TABLE 6.6 Major Dlnesses of Respondents 

Percentage oj Respondenls 
Firsl Tolal 

II!nesses Menlion o A'lenlions* 
Pneumonia 2.1 2.5 
Pleurisy 1.3 1.7 
Chest trouble, other respiratory illness 1.3 1.3 
Gallstones 2.7 4,0 
Appe.ndicitis 1.3 2.1 
Arthritis, rheumatism, hip replacement 1.9 2.1 
Heart trouble, angina 1.5 1.7 
Kidney trouble 1.7 1.9 
Ivlental illness 1.3 1.3 
Hepatitis, jaundice 1.1 1.3 
Thyroid trouble, goitre 0.8 1.0 
Stomach ulcers 0.6 0.6 
HystereclOmy 0.4 0.8 
Other illnesses 8.4 10.7 
No major illness 73.5 73.5 

N 475 475 

• Percentages add up to more than 100 since a small number of respondents 
had experienced morc than onc major illness. 

Fifty respondents (II %) reported having experienced serious accidents. 
The forms of accident most frequently mentioned were car or other vehicle 
accidents, accidents at work, and accidents involving a fall (Table A26, 
Appendix One). 

The influence of socio-demographic factors 
When the respondents' experience of major illness (including accidents) was 
analysed in terms of their socio-demographic characteristics three significant 
relationships emerged (Tables A27 and A28, Appendix One). Firstly, major 
illness was associated more with city respondents (43%) than with those 

Ih·ing in the country (28%). Secondly, respondents who had left school 
without a full second-level education were more likely to have expenenced 
major illness than those with higher levels of educational allainmenl. And 
thirdly, as would be expected, respondents under 35 years of age were less 
likely than older respondents to ha"e had a major illness. 
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The findings of studies in other countries have shown tha't serious illness 
occurs more frequently among the manual working classes than among 
non-manual workers and their families. The results of the present study 
point in a similar direction in that greater proportions of respondents in 
manual than in non-manual occupational categories had experienced major 
illness (Table A28, Appendix One); however, dilferences were not 

sufficiently large .to be. statistically significant. 

R. ILLNESS REHA V10UR 

(I) Action taken in response to illness and symptoms 
It will be recalled that over half of the respondents had experienced at least 
one illness or symptom in the t\\'o weeks prior to interview. Since most of the 
illnesses or symptoms were ora mild or non-serious nature it is not surprising 
to find that only a small proportion (18%) had consulted a doctor (Table 6.7 
and Figure 6.3). For the same reason it is not surprising to discover that 39% 
had taken no action whatsoever, that a further 39% had taken patent 
medicines or tablets and that 18% had simply stayed in bed or treated 
themselves with some form of home remedy. In short, most illnesses and 
symptoms experienced by the sample population, in the immediate past, 
were not taken to a doctor's surgery. 

TABLE 6.7 Action Taken in Response to D1ness or Symptoms in 
Two Weeks Prior to Interview 

Aelion laken 
Took patent medicine or tablets 
Consulted doctor, followed doctor's ad"ice 
Stayed in bed or took home remedy 
Took no action 

N 

Percenlage <if 
Respondents' 

39.4 

18.3 
17.5 
38.6 

251 

• Percentages add up to more than 100 since some respondents took more 
than onc form of action. 
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FIGURE 6.3 

ACTION TAKEN IN RESPONSE TO 
ILLNESS OR SYMPTOMS IN TWO WEEKS 

PRIOR TO INTERVIEW 

39.4% 38.6% 

/ / / / 

I- -I-

0 

18.3% 17.5% ,... - -
/ / / / 

~ - - - --, 

- /- 1/- /- v--
I I I I 

Took patent Consulled Sla'yed in bed Took-no action. 
medicine or doctor. or took home 
tablets. followed remedy. 

doctor'S advice. 
ACTION TAKEN 

NOTE: Percentages sum'to more than 100 since more than one 
answer 'was pc)ssible. 

50% 

40% 

30% 

20% 

10% 

0% 

91 



The influence of socio demographic factors 
The likelihood of having consuited a doctor in the previous two weeks was 
greater for city respondents than for those in rural areas and for those aged 
35 years and over than for younger respondents (Table A29, Appendix 
One). It was found too that respondents in manual occupational groups 
were more likely to have sought a doctor's help than those in upper and 
intermediate non-manual categories (Table A30, Appendix One). This 
finding is consistent with findings in other countries which indicate that 
lower occupational groups use the health services more frequently than 

others. However, other evidence from the present study does not support this 
conclusion (see page 96). 

(2) Number of days spent in bed, dne to illness, in the past year. 
Since only one third of the respondents reported that they had had any 
serious illness or accident in the past it might be expected that few would 
have spent a prolonged period of time in bed during the twelve months prior 
to interview. This, indeed, was found to be the case; only 12% had spent a 
week or more in bed because of illness during the previous year and almost 
two-thirds had spent no days in bed (Table 6.8 and Figure 6.4). 

TABLE 6.8 

Number oj Days 
None 
1-2 days 
3-4 days 
5-6 days 
7 days or more 

Number of Days Respondents Spent in Bed, dne to 
Dlness, in the Past Year 

Percentage ~ 
Respondents 

Other answer 

Information incomplete 

65.5 
9.2 

7.3 
4.5 

12.1 
0.4 
0.8 

N 475 

(3) Dlnesses, in general, about which a doctor had been consulted 
The types of illness generally brought to a doctor in the past were of a 
non-serious nature-'Ous, colds, sore throats, headach"e5, stomach upsets and 
backache (Table 6.9). Other illnesses mentioned covered a wide range of 
condi lions and were of varying degrees or seriousness. 
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FIGURE 6.4 

NUMBER OF DAYS RESPONDENTS 
SPENT IN BED IN THE PAST YEAR DUE 
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It is interesting to note that one-fifth of those in the sample population 
stated that generally they did not consult a doctor. It seems likely that for 
these respondents their visits to a doctor \,,'ere vcry rarc, and some may have 
never sought medical help. 

TABLE 6.9 Type of Dlness about which a Doctor Was 
Consulted 

Complaint 
Flu/cold 
Sore throat, infection, tonsilitis 
Headache, migraine 
Stomach ache/upset 
Backache/disc trou ble 
Blood pressu re 
Chest trouble/cough 
Bronchitis 
Arthritis/hip trouble/rheumatism 
Muscular and other pains 
l'v[ental/nervous trouble, stress 
Accidents 
Broken bones/limbs 
Knee trouble (cartilage) 
Pregnancy/post-natal checks 
Kidney/bladder infection 
Skin trouble, rash 
Other chronic serious illness, e.g. ulcers, diabetes 
Other temporary serious illness, e;g. gallstones, 

pneumonia, appendicitis 
Other chronic non-serious illness 
Other temporary non-serious illness 
Gther illnesses, e.g. el'e/ear trouble, anaemia, leg trouble, 

sinus 
General check-up 
Not applicable - generally did not consult doctor 
Information incomplete 

N 

Percentage <if 
Respondents* 

17.7 
4.6 
4.5 
4.4 
8.8 
6.8 
4.4 
2.7 
3.8 
3.1 
4.5 
1.7 
1.4 
0.8 
3.6 
3.3 
2.5 
3.7 

15.1 
1.8 
2.1 
9.1 

9,1 
3.1 

19.8 
1.2 

475 

* Percentages add up to more than 100 since a numbel of respondents had 
consuhed_a doctor about more than onc complaint. 
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(4) The frequency with which a doctor had been consulted during 
the twelve months prior to interview 

A majority of the respondents (57%) had sought help from a doctor at least 
once during the twelve months prior to intervie\, Crable 6.10). Almost a 
quarter (24%) had consulted a doctor just once, and a further 12% had 
done so on two occasions and about one-fifth on more than two occasions. A 
total of 36% stated that they had not consulted a doctor during the twelve 
months prior to intenriew. 

TABLE 6.10 Frequency with which Respondents had Consulted 
a Doctor During Twelve Months Prior to Interview 

Frequency 
Once 
Twice 
3 or 4 times 
5 to 10 times 
More than 10 times 
Other answer/a few times/many times 
Did not consult doctor during twelve months prior to 

interview 
I nformation incomplete 

N 

The influence of socio-demographic factors 

Percelltage of 
Respondents 

23.6 
12.0 
8.4 

5.3 
5.9 
1.9 

36.2 

6.7 
475 

The likelihood of having consulted a doctor during the previous year was 
greater for city respondents than for those li,·ing in rural areas, for women 
than for men, and for those aged 65 years and over (Tables A31 andA32, 
Appendix One). As observed above, findings in other countries indicate that 
·manual workers and their families are higher utilizers of health services than 
those of non-manual occupational categories. In the present study it did 'lot 
emerge that respondents in the manual workers groups were more likely to 
have sought.a doctor's help, during the preceding twelve months, than those 
in other occupational categorics. At the same time, it was found that of those 
respondents who had consulted a doctor, respondents in the manual workers 
groups had tended to make more frequent visits than those in the upper and 
intermediate non-manual·categories Cfable A33, Appendix One); however 
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the differences were not sufficiently large to be statistically significant. This 
result, therefore, does not support the contention, referred to above, that 
manual workers are higher utilizers of health services than others. 

(5) Length of tUne respondents have had a regular doctor 
The overwhelming majority of respondents (87%) reported having a regular 
doctor (Table6+1}.--l\·lost-(60%) indicated that they had the same doctor 
for a minimum of five years: 16% stated that they had the same doctor for 
5-under 7 years; 20% for 7-under 12 years; and one quarter for 12 years 
or more. Only 13% indicated that they did not have a regular doctor. 

TABLE 6.11 Length of Time Respondents have had a Regular 
Doctor 

Lellgth oj Time 
Less than one year 
One year-less than 3 years 
Three years-less than 5 years 
Five years-less thali 7 years 

Seven years-less than 12 years 
12 years or more 
Other answer-many years, some yeaTS, a Ic\\' years 
Does not have a regular doctor 

N 

(6) Time spent in visiting doctor 

Percentage if 
Respondents 

0.2 
8.0 

12.7 
15.6 
19.8 
24.7 

5.9 
13.1 

475 

Over half of the respondents (54%) reported that they could reach their 
doctor in less than 15 minutes (Table 6.12). A further quarter stated that it 
took them from 15 to 29 minutes. In short, it emerged that 79% could reach 
their doctor in less than 30 minutes. A total of 53% of all respondents made 
the journey by car, 32% walked, and 7% cycled or went by bus. 

When asked how long they usually had to wait to see their doctor 30% 
reported that they had to wait a minimum of thirty minutes (Table 6.13). 
For a large proportion of the respondents there was incomplete information 
in respect of this question (32%). This is largely explained by the fact that 
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TABLE 6.12 Length of Time Taken by Respondents to get to 
their Regular (or Nearest)* Doctor 

Lel/glh oj Time 
Less than 10 minutes 
10 to 14 minutes 
IS to 19 minutes 
20 to 29 minutes 
30 to 49 minutes 
50 to 59 minutes 
60 minutes or more 
Information incomplete 

N 

Percenlage if 
Rupondenls 

22.1 
32.2 
12.0 
12.6 
B.4 
O.B 
0.4 

11.4 

475 

• Those respondents who had not a regular doctor were asked how long it 
took them to reach their nearest doctor. 

TABLE 6.13 Length of Time Respondents Usually Have to Wait 
to See Their Doctor 

Lmgtl! if Time 
No delay 
Less than 10 minutes 
10 to 19 minutes 
20 to 29 minutes 
30 to 39 minutes 
40 to 59 minutes 
60 miliutes or 'more 

Varies 
Other answer 
Don't know 

Inrormation incomplete 

N 

Percentage if 
Respondents 

2.3 
2.9 

IB.S 
7.2 

17.5 

2.5 
10.1 
4.B 
1.9 
B.6 

23.6 
475 
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for a sizeable proportion visits to a doctor were infrequent or non~existent. If 
the proportion of respondents stating that they had to wait at least 30 
minut~s is based on the number for whom there was complete information, 
i.e., 322 respondents, then it emerges that 44% (143 respondents) had 
usually to wait at least half an hour to see their doctor; on the other hand 
32% (102 respondents) indicated that for them the usual waiting time was 
less than 20 minutes. 

That a visit to a doctor might prove quite time consuming for some of the 
respondents is clear from Table 6.14. Of those who took over 30 minutes to 
get to the surgery 35% reported that they would usually have to wait a 
further 40 minutes or more for a consultation. The same was true for 21 % of 
those who took from 15 to 29 minutes to reach the surgery; for 21 % of those 
who took from 10 to 14 minutes; and for only 9% of those who could be at 
their doctor's in less than ten minutes. On the other hand 44% of the latter 
group, i.e. those who could be at their doctor's in less than 10 minutes, 
would usually have to wait less than 20 minutes for a consultation. 

TABLE 6.14 Length of Time Respondents Usually Have to Wait 
to See Their Doctor by Length of Time Taken by 
Respondents to Get to Their Doctor 

Lenglh oj lime laken by 
respondellis 10 gel 10 Ihe doctor 

Less than 10 minutes 
10--14 minutes 
15-29 minutes 
Over 30 minutes 

PeTcenlnge rif Respondents 
Lenglh if lime respondenls usually have 10 wail 10 see 

Iheir doclor 
0-19 20-39 40 minutes 

minutes minutes or more Varies JV 
43.9 39.4 9.1 7.6 66 
35.6 35.6 21.2 7.7 104 
33.3 40.2 20.7 5.7 87 
27.0 37.8 35.1 37 

294 

In short, those respondents who took less time to get to the doctor would 
usually have to spend less time in the waiting room while those who took 
longest to get there would usually have to wait longest for a consultation. 
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(7) The degree to which the respondents were satisfied with 
doctors 

Though a visit to their doctor might prove very time-consuming for some, 
few expressed dissatisfaction with their regular doctor. A total of60% of the 
respondents stated that they were very satisfied with their regular doctor and 
a further 21 % said that they were satisfied (Table 6: 15 and Figure 6.5). As 
little as 3% indicated that they were fairly satisfied and only 1.5% (7 
respondents) reported that they were not satisfied. 

TABLE 6.15 Extent to Which Respondents Were Satisfied With 
(a) Their Regular Doctor, (h) Doctors in General 

Leuel qf Satisfaction 
Very sa tisfied 
Satisfied 
Fairly satisfied 
Not satisfied 
Docs not have a regular doctor/other 

answer 
Information incomplete 

N 

Percentage of Respondents 

(aJ (bJ 
Regular Doctors in 
Doctor General 
60.4 40.6 
21.1 36.0 

3.2 10.9 
1.5 2.7 

13.1 3.6 
0.8 6.1 

475 475 

A high level of satisfaction was also ·recorded when the respondents were 
asked how they would describe their experience of doctors in general (Table 
6.15 and Fig. 6.5). A total of 41 % described their experience as very 
satisfactory and a further 36% described it as satisfactory. However, 11% 
(52 respondents) assessed their general experience of doctors as fairly 
satisfactory and a further 3% (13 respondents) felt that it was not 
satisfactory. 

The general picture that emerges, then, is that the vast majority of 
respondents expressed satisfaction with both their regular doctor and doctors 
in general. 
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FIGURE 6.5 

EXTENT OF RESPONDENTS' 
SATISFACTION WITH A) THEIR USUAL 
DOCTOR, B) DOCTORS GENERALLY 
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(8) i!ersons with whom respondents would discuss the 
appropriateness of consulting a doctor 

McKinlay has suggested that social networks-the family, kin and 
friendship groups of which one is a part-are an important factor in illness 
behaviour.6 In the present study two-thirds of the respondents (66% or 313 
respondents) indicated that they would seek the opinion of another person 
when considering whether or not they should consult a doctor when ill 
Crable 6.16). Almost all of these referred to a member of their immediate 
family as the person with whom they would discuss the maller. One's spouse 
was the family member most frequently mentioned. One third of the 
respondents stated that they would not seek the advice of anyone. 

TABLE 6.16 Person with whom Respondent would discuss 
whether he or she should visit a Doctor if ill 

Person consulted 
Wife 
Husband 
Mother 
Both parents 
Children 
Brother or sister 
Family in general 
Other relative/friend 
Other person(s) 
Would not consult anyone 
Information incomplete 

N 

Percentage if 
Respondents 

20.6 
18.3 
9.1 

1.1 
3.4 
2.1 
1.9 
5.3 
4.0 

33.7 
0.4 

475 

Among the 313 respondents who said that they would consult with 
another person before deciding to visit a doctor there was a general 
consensus that the opinion of this significant other would be an important 
factor in their decisions (Table 6.17). Halfstated that they would be strongly 
influenced by the advice of the significant other and another one-third that 
they would be influenced by it. As lillie as 15% indicated that they would be 
only slightly influenced or not influenced at all by the views of the person 
consulted. 
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TABLE 6.17 Degree of Influence of Persons Consulted in 
Respect of Appropriateness of Visiting Doctor 

Dfgree of Influence 
Strong inlluence 
Influence 
Slight influellce 
No influence 
Information incomplete 

N 

Percen/age rif 
Respondents 

49.5 
33.2 
12.S 
2.2 
2.2 

313 

(9) Persons other than doctors from whom help was sought in 
relation to illness 

The respondents were asked if, when they had an illness, they had ever 
sought treatment or help (a) from a nurse or (b) from a chemist 
(pharmacist). Only IS respondents said that they had sought help from a 
nurse but one-fifth (94 respondents) reponed that, on·at least one occasion, 
they had consulted a chemist. The illnesses about which a chemist had been 
consulted were, on the whole, non-serious conditions: colds and 'flu; sore 
throat; earache; children's complaints; stomach trouble. 

The respondents were also asked if they had ever gone for help or 
treatment to any of the following: a bOlle-setter, a faith healer, a herbalist, an 
acupuncturist, a person with a religious cure. Though ,'ery few had sought 
help from anysillgle one of the above sources, taking these sources 
collectively it emerged that 13% had sought such help. Four-fifths of these 
claimed that such treatment had been highly beneficial; in many cases it was 
stated that a complete cure had been effected. 

(10) Self treatment practices of the respondents 
With regard to self-treatment the respondents were asked if there were any 
illnesses or complaints (i) that they treated themselves with pills or medicine; 
(ii) that they treated with home remedies; (iii) that they treated in any other 
way. 

It was only in respect of taking patent medicines or pills that a substantial 
proportion of the respondents indicated they engaged in self-treatment. A 
total of 204 respondents indicated that they treated themselves in this way; 
the illnesses most frequently treated were headache (45%) and colds (37%). 
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7 
Conclusions 

Social scientists usc the term world view when referring to the philosophy of 
life of a society or group. A society's world view comprises what Emile 
Durkheim, one of the earliest sociologists, calls its collective repres~ntations, 
that is, the general concepts and emotions shared by its members which 
determine how they view and relate to the world.' Collective representations 
reflect the history of a society and its collective experience, past and present. 
Karl Mannheim, a well-known sociologist of knowledge, has observed that 
knowledge is a collective response to common societal experiences; each 
society makes available different forms of experience and hence different 
forms afknowledge to its members.2 ~floreovert depending on one's posiLion 
in a given society, different forms of knowledge may be made a\'ailatile e.g. 
from sub-cultures based on class, gender, age, education or place of 
residence. 

The present study was concerned with how a sample population of Irish 
people think and feel about matters of health and illness and how their ways 
of thinking and feeling may be influenced by such variables as age, sex, place 
of residence, social class and educational attainment. Thus, one of the 
principal objectives of the study was to gain an insight into what may be 
considered an important aspect of a population's world view, namely, its 
collective representations of health and illness. But sociology is concerned 
not only with how people think and feel; of equal importance to the 
sociologist is how they act. Hence, the study also focused on the health and 

illness behaviour of the sample population-what actions people LOok in the 
interests of their health.and how they behaved when they experienced illness 
or symptoms. Since a detailed summary of the research findings has already 
been presented in Chapter Two the purpose of the present chapter is to 
recall and comment on some or the general conclusions reached in the course 
of the study including their relevance to health education, rather than LO 
provide a comprehensive summary of results. 
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Conceptions of health and illness 
To discover how people conceive of health a grounded rather than abstract 

approach was taken in the present slUdy. Rather than asking the 
respondents to define the abstract idea of health-the type of approach 
taken in other studies-they were asked instead, "What do you mean when 

you say a person is healthy?" Health, in this instance, was being linked in a 
more concrete way with human beings. This direct association of health with 

persons probably accounts for the greater emphasis on a symptom,free 

orientation, an absence of illness, in the respondents' conceptions of health. 

Studies, in which questions on health definitions were posed in more abstract 

terms, elicited answers which emphasized more positive orientations. Such 

positive orientations were also important elements in the health conceptions 

of many of the respondents in the present study. Reference was made to a 

performance orientation (an ability to carry out one's usual social roles), a 

feeling state orientation (a general sense of well-being), a fitness orientation 

(being a~tive or physically fit) and an asset or reserve orientation (a capacity 

to resist illness). But what the findings of the present study would seem 

clearly to indicate is that for most people absence of serious illness is a 

necessary, though not usually a sufficient, condition for defining a person as 

healthy. 

But what of less serious illness? It has been observed that there appears to 

be a range of less than perfect health within which people are still defined as 

healthy.3 The present findings suggest some of the criteria which lay people 

employ when they adjudge a person to have moved outside this range and to 
have entered the area of ill-health. In the first place there is the nature of the 

symptoms themselves. Though a person may not be suffering from an illness 

that is clearly life-threatening, he or she is more likely to be defined as in 

ill-health when the condition has one or more of the following 

characteristics: it involves considerable pain; it is considered to be 

potentially serious; it implies a negative attitude to life; it tends to be chronic, 

even though mild. In the second place, there is the importance attached to 

the performance orientation. 

The importance of the performance orientation 
Not only was the performance orientation, i.e., the ability to perform one's 
usual roles, the second most frequently referred to in the respondents' 

conceptions of health, it -was also a major influence on their perceptions of 
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the heahh slatus of persons wilh non-serious illness. Persons with non-serious 
illnesses who were initially defined as healthy were very frequently 
ro-defined as being in ill-health when it was perceived that because of their 
illnesses lhey could no longer work or engage in their usual activities. The 
imporLance of lhe performance orientation ·is further underlined when one 
examines the respondents' conceptions of illness: an inability to perform 
one's. usuaLsocial .rolesemerged as one of the principal indicators that a 
person is ill. 

The above findings have major implications not only for medical 
sociology, but for medical practice and health promotion. One approach in 
sociology, Symbolic Interactionism, has focused considerable altention on 
the idea of the self. A person's self-concept or self-image, is the set of 
attitudes, beliefs and opinions the person holds about himself or herself. It 
has two distinct but ·related elements, a sense of identity and a sense of 
self-esteem. A sense of identity answers the question, 'Who am!?' and a sense 
of self-esteem answers the question, 'What am I worth'. One acquires an 
image of oneself in terms of such social categories as gender, age, occupation, 
social class, level of ability and so on and one comes to evaluate this 
self-image. For symbolic interactionists the perceived altitudes and 
behaviour of others towards one are crucial to the formation of one's 
self-concept. 

One's self-concept is a reflection of how one imagines one appears 10 

others and how they judge that appearance. It is a product of one's social 
experience and can be changed by one's social experience. An important 
dimension of an individual's self-concept is his or her health identity. Like 
other dimensions of identity, one's piclure of one's health is innuenced, to a 
considerable extent, by the responses one perceives others 10 make 10 one's 
behaviour. Since, therefore, one is more likely 10 be perceived as healthy if 
one is able 10 perform one's usual social roles then it would seem, relative to 
the nature and severity of a condition, 10 be in the interest of one who has 
experienced illness 10 return as soon as possible 10 former roles including 
one's work role. Not only would one be relieved of the social stress and 
isolation that is associated with removal from one's accustomed 
interpersonal environment, but also one's sense of self-esteem would be very 
much enhanced. Though there are considerable methodological problems in 
cogently demonstrating that psychosocial faclOrs exert a major influence on 
people's health' there is still ample evidence to support the contention that 
self-evaluations affect one's physical as \\'ell as one's mental well-being.5 

However, the advisability oran early return to former social roles after illness 
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must be qualified. In the first place a return to customary'social roles before 
one is sufficiently recovered, both physically and mentally, to meet the role 
requirements, would be ca.l~ulated to exacerabate rather thali alleviate one's 
cOr:Jdition; secondly a return to activities which were a source of 
dissatisfaction in the past or indeed which may well have been. a 
contributory faclOr to the onset of an illness would also have detrimental· 
effecls. But perhaps the relationship between the performance orientation 
and self-evaluations has greatest significance for those who are physically or 

mentaliy disabled. 

Disabled persons 
Although a majority ofrespondenls expressed the view that a person with a 
serious physical disability could be regarded as healthy almost one-third 
disagreed. For this minority a wholeness orienlalion~freedom from physical 
disability-constituted an element in their health conceptions. At the same 
time, for the sample population as a whole, it emerged that a person was 
much less likely to be regarded as healthy if his or her disability was 
associated with an incapacity to engage in everyday social activities 
including the performa"ce of work roles. It would seem then highly desirable 
that disabled persons should be given every opportunity to participate as 
fully as possible in the life of the community including their having access to 

gainful employment. But disabled persons tend to find themselves 
confronted with social as well as physical barriers to the realization of such 
aspirations. This would appear abundantly clear from a N.E.S.C. report of 
1980 where the social handicaps imposed on disabled persons in Ireland are 
set out in some detai1.6 

In other contexts e.g. when discussing the social situation of the elderly, 
social scientists speak of societal disengagement. Societal disengagement is 

characterised by a thinning out of the number of members in the social 
structure surrounding the individual and a diminishing of interactions with 
these members. The end state of a large number of old people may well be 
the permanent state of very many disabled persons because of their 
experience of social barriers to a more satisfying human life. 

Not only docs society often disengage disabled persons, but at the same 
time it stigmatizes them, it sets them apart from the normal round of life 
because of their possession of an undesired differentness. And as Coffman 
observcs, "we exercise varieties of discrimination through which we 
cflcctively, if often unthinkingly, reduce his [the stigmatized person's] life 
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chances".7 Thus, il is often felt lhal lhere is something inappropriate in 
disabled persons being abroad after midnight, in their spending an evening 
in a bar with their friends. That a disabled person should participate in third 
level education or hold a job similar to that of able-bodied persons is 
regarded as the exception rather than the accepted norm. In other words the 
above activities are not seen as compatible with the social role usually 
imputed to a disabled person. Given this situation, it would appear almost 
ine\'itable that many disabled persons would develop a negative 
self-concept-a negative sense of identity and self-esteem. For some this may 
lead to disassociation-a CUlling down of involvement with other people in 
the community to avoid a possible confrontation with the fact of the 

disability. Thus, the problems of societal disengagement are compounded by 
those of individual disengagement. 

The present study locused on physical rather than mental disability. But 

most of what has been stated above applies equally to mentally handicapped 
persons. To elfect change itis necessary that every effort be made to remove 
or at least minimize the social and physical obstacles that impede disabled 
persons from engaging in a variety of social roles and to encourage disabled 
persons themselves to participate more actively in everyday social life. But 
just as it would be undesirable for those who have experienced illness to 

return Lo customary social roles before they have sufficiently recovered, so 
also it would be foolhardy for disabled persons to undertake social roles 
whose demands they are unable to meet. However, it would appear that the 
capabilities of disabled persOlis are more commonly underestimated, often 
grossly so, rather than exaggerated. 

Causes of health and illness 
A society's or group's worid view reflects not only its members' perceptions 
of the way things are, but also their beliefs as to why they are so. Therefore, 
how people view the world of health and illness includes not only their 
definitions of these states but also what they perceive to be their causes. The 

factor most frequently identified in the present study as a major source of 
health and illness was the food people eat. 

We are what we eat 
The causal relationship between food and health was a recurring theme 
throughout much of the study. Good food, heah.hy food, was perceived as the 
principal cause of good health; bad diet, lack of nourishment, processed 

108 



foods were seen as major sources of physical illness. Many considered people 
to have been less likely LO get ill finy years ago because food was more natural 
then, not contaminated. One of the features of modern life most commonly 
identified as contributing LO illness was unhealthy food, unhealthy due LO 
preservatives, freezing, canning, forced growing of crops and "the injection 
of animals". 

Whether this perception of food as the main source of health and illness 
has its basis in long established beliefs extending over generations or whether 
it is a consequence of health education programmes and other messages 
issuing from the mass communications media and such agencies as health 

food shops and health clubs is difficultLO say. It is probably a result of many 
innuences. People in the past were only LOa aware from immediate 
experience that dietary deficiency was a major cause of illness. Today, in 
Western societies, disease causation is more frequently attributed by medical 
science to dietary excess and food modification. That lay persons share this 
view is evidenced by the respondents' references to the deleterious effects of 
fats, preservatives and processed food. What would be of considerable value 
LO health educaLOrs would be LO discover ifla), persons employ more specific 
criteria in defining the health qualities of foods and LO what extent these 
coincide with the definitions of the health professional. 

Other causes of health and illness 
Next LO heahhy food the facLOrs most frequently perceived as contributing to 
good heaith were physical exercise and a heahhy life style (including 
sullicient rest). In the causation of illness considerable emphasis was placed 
on the part played by stress and anxiety. Stress was viewed as an outcome of 
the way of life LOday; people were heahhier in the past because life then was 
less stressful. Other facLOrs seen as conducive LO illness were lack of physical 
exercise, environmental pollution and smoking and drinking. 

Illness, therefore, was perceived as arising from facLOrs external to the 
individual, facLOrs having their origin in the physical environment or in 
LOday's life style. This view is consistent with the findings ofHerzlich's study 

where the individual was perceived as essentially healthy and ill-health was 
seen as arising from society and its way of life.' In Herzlich's study 
individuals were considered as having variable capacities for resistance to 

disease, but illness was identified with society, the product of technology or 
of human activity. 

Allhe same time one should pause before accepting Herzlich's conclusion 
that it is the commonly held view of lay people that illness is 
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non-attributable to ractors innate to the individual. A majority of 
respondents in the present study were of the opinion that individual 
characteristics such as heredity or constilUtion, played some part in the 
causation of illness and sizeable minorities accorded them an important role. 
In the author's view there would appear to be two dimensions to perceived 
susceptibility to illness, one negative and onc positive. The negative 
dimension reflects the perception identified in Herzlich's study, that 
individuals are more or less susceptible to disease not because of any inherent 

pathogenic characteristics but because of variable capacities for resistance to 
attacks from external agents. But in the case of the positive dimension some 

individuals are seen as having inherent propensities to disease. Because of 

hereditary or constitutional weaknesses it would appear almost inevitable 

that some persons will contract disease. [t is, as if they were programmed to 
experience a heart attack or cancer or some other form of impairment at 

some stage in life. The threat is from within rather than from without. It 
must be emphasised that what is at issue here is not the medical reality but 

la y persons' perceptions of reali t y. 

That people should be perceived as having innate propensities to disease 
seems plausible for at least two reasons. [n the first place, applicants for life 
insurance policies are frequently, ifnot invariably, asked 10 indicate the ages 
of their parents if living, or if dead at what ages they died and the causes of 

death. The implication here is that an applicant's life expectancy is related 
to the longevity or otherwise of his or her parents. This assumption is 
reflected in the observation sometimes heard that we could all be a lot 

healthier if we could choose our parents. Secondly, through the mass 
communications media the lay public is being increasingly informed that 

many disabling conditions and diseases such as haemophilia, cystic fibrosi~, 
juvenile diabetes, schizophrenia, Down's syndrome, cerebral palsy and heart 

disease are strongly related to hereditary or congenital factors. Added to this 

is the growing importance attached by many health professionals to genetic 
cour.selling and genetic. screening9 

Why then arc lay people inclined to deny or minimize the contribution of 
innate factors to the causation of illness? The answer proposed here is that 

their response is a form of ego-defence mechanism. It is an attempt by the 
individual person to sustain his or her self-esteem, to preserve an image of 
himself or herself as essentially a healthy person. Any suggestion of 
individual weakness or that "a disease runs in or.c's family" will be strongly 
resisted. This would be particularly true in the case of stigmatizing illnesses 
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such as mental illness. It is interesting that only a very small proportion of 
respondents in the present study indicated that they had at any time sought 
medical help for mental illness whether serious or mild. 

The above considerations have important implications for health 
education and health promotion. The acceptance of one's susceptibility to 

disease would appear to be one of the principal motivating factors for 
engaging in health behaviour.1O Persons who see themselves as highly 
vulnerable to a particular disease or to disease in general are more likely to 

take preventive action. But iffor many people there is a reluctance to define 
themselves as having a positive, i.e. an inherent susceptibility to .illness then 
(orms of health education which draw attention to hereditary or congenital 
vulnerability may well be resisted. It would appear most necessary to 
emphasize that many conditions to which people may have an innate 
disposition never develop and often because of preventive action, whether 
due to medical intervention or changes in living patterns. The general rules 
of health are the same across most illnesses. 

Health Behaviour 
For sociologists the concept of culture is broader in scope than that of world 
view. It refer< to the total way of life of a society, to the ways of thinking, 
feeling and acting which people living in a society share. It comprehends, 
therefore, not only a society's shared beliefs and values and its common stock 
of knowledge but includes also its behaviour patterns and the rules or norms, 
both formal and informal, which govern such behaviour patterns. Health 
behaviour, preventive health behaviour and protective-health behaviour are 
all terms used to denote the actions people take to promote good health or to 

avoid illness. 
The focus in the present study was on self-defined health beha,·iour, i.e. 

actions which people perceive as conduci"e to good health, whether such 
actions are medically approved of or not and whether they are objectively 
elfective or not. The author would like to suggest here an important 

refinement in conceptualisation. One can distinguish between those 
behaviours which people engage in with the specific intention of protecting 
or maintaining their health-manifest health behaviour, and those which they 

perform without such a conscious decision even though, at the safDe time, 
they may perceive them as health-protective-Iatent health behaviour. Latent 
health behaviour, as the term is used here, does not imply that people are 
unaware of the health consequences of their actions, only that the actions 
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have nOt as their primary or conscIOUS objective the promoting of one's 
health. Latent health behaviour may be the result of habit, e.g., the daily 
cleaning ofone!s leeth~ or the attendant circumstance of some other activity 
e.g. paid employment which involves physical exercise or fresh air working 
conditions. Of course, the same behaviour could have a twofold objective: 

one might clean one's teeth daily not just out of habit or for the sake of one's 
physical appearance but also with the specific intelltion of maintaining 
dental hygiene; similarly one might choose a job because of its implications 
for one's health. 

In the present study respondents were asked in open-ended questions 
what they did or avoided in the interests of their health. Their answers were 

taken to represent their manifest health behaviour-the actions they took 

with the specific intention of promoting or protecting their health. In 
general, the respondents' manifest health behaviour reflected their 

perceptions of the causes ofhealth and illness. Therefore it was not surprising 
that the most frequently mentioned health practice focused on food: eating 

what was considered healthy food and avoiding what was regarded as 
unhealthy food. So too, references to physical exercise, not smoking and 
getting sunicient rest reflected other perceived causes of health. There was 

also reference to taking care of oneself, including keeping warm and 
avoiding getting wet. It is interesting to note that though stress was viewed 

as one oflhe major factors in the causation of illness little mention was made 
of such counteracting measures as relaxing exercises, yoga or transcendental 
meditation. However, it may well be that taking physical exercise and 

ensuring thal one gets sunicient rest were seen as appropriate antidotes to the 
stress of modern living. In another Irish study it was found that the most 

commonly articulated goal ofleisure activities related to seeking relaxation, 
rest and peace of mind." 

I n respect of a number of specific health behaviours the respondents were 

asked how frequently they practised each of them and how important they 
assessed each in protecting them from illness. Though the list was limited 

and though it was not established whether the respondents regarded their 
practices as manifest or latent health behaviours the data suggest that the 

more importance attached to a particular health measure the more 
frequently it tended to be practised. 

The implications of the above findings for health education would seem 
obvious: that the public be supplied with clear and accurate information on 
the factors that contribute to health and illness 3S well' as advice on the 
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relative effectiveness of various courses ofprevenlive action. Indeed this may 
be considered as the central precept of health education. However, the task 
is much more ·complicated than might at first appear and therefore will be 
discussed again later in the chapter. 

Prevention-oriented medical care 
Prevention-oriented medical care differs from other forms of health 

beha,·iour in that it invariably il1\'olves contact with the medical services. It 
entails something being done to the individual rather than something being 
done by the individual." Nevertheless, it usually comes within the category 

of manifest health behaviour since the action to which one submits oneself is 
in most cases with the conscious and primary intention of protecting one's 
health. It includes two types of behaviour. The first is essentially primary 
prevention; it aims at avoiding disease altogether as in immunisation. The 
second is essentially secondary prevention; it is concerned with detecting a 
disease at an early stage before any real damage is done as in routine 
screening or examinations. It was this latter type that was considered in the 
present survey. 

The findings of an American study indicate that virtually everyone 

performs some health protective behaviours but that the most commonly 

performed activities do not"involve use of the health care system." A similar 

picture emerged from the present study. Visits to a doctor or a dentist for a 
check-up were infrequent occurrences for the vast majority of the 
respondents and a routine x-ray examination was an even rarer event. Not 
only that, but these preventive practices were commonly rated as less 
important to health than such measures as getting enough fresh air, having 

sufficient rest, taking physical exercise, not eating too much, not being 
overweight and not overworking. And as already pointed out the more 

importance attached to a particular health behaviour the more frequently it 

tended to be practised. 
At the same time three-fifths of the respondents regarded a yearly 

examination by a doctor as an important protective-health measure. \Vhy 

then did less than half of this proportion avail of the service? An English 

study has suggested that some persons rarely consult a doctor because they 
are too busy to do so and that people have to wait too long in doctors' 
surgeries." There was evidence from the present study that for many of the 

respondents a visit to the doctor could be quite time-consuming, indeed 
those who took longest to get to their doctor would usually have to wait 
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longest for a consultation. It seems unlikely, therefore, that in the absence of 
symptoms an individual will avail ofa medical check-up ifit is perceived as 
making considerable demands on his or her time. 

But however time-consuming a visit to a doctor might have been it 
certainly did not engender a negative attitude towards doctors. The 
overwhelming majority of the respondents expressed satisfaction with their 
regular doctor; the proportion indicating dissatisfaction was negligible. 
Therefore, infrequent visits for a routine medical examination cannOl be 

explained in terms of unsatisfactory experiences in the past. 
It has been observed that people who perceive themselves susceptible to 

disease are more likely than others to take preventive action. Two rough 
measures of perceived susceptibility were used in the present study but no 
relationship was found between perceived susceptibility and protective 
health behaviour. However it did emerge that those who were most fatalistic 
in their attitudes to health and illness were least likely to engage in health 
behaviour. Perhaps, then, a key factor in explaining the infrequent use of 
medical check-ups is to be found in the extent to which there are perceived 
benefits of such actions, especially in relation to serious illnesses such as 
cancer a nd heart disease. 

Cancer and Heart Disease 

Cancer was identified by the respondents in this study as the most serious of 
all illnesses. At best it was perceived as difficult to cure; many viewed it as 
fatal. In general, the chances of recovery were considered to be poor. These 
were seen to improve appreciably if the disease were detected at an early 
stage though they would still not be regarded as good. The majority of those 
who identified heart disease as one of the most serious illnesses did not rate 
highly the chances of recovery but these were perceived to improve 
considerably in the event of early detection. Attitudes to heart disease were 
much more optimistic than was found in the case of cancer. 

In respect of both cancer and heart disease, though early detection was 
perceived as beneficial, confidence in the future outcome was often limited. 
This was particularly true in the case of cancer. Such pessimism may well 
serve to deter many individuals from seeking a medical examination to 

determine the state of their health. Fear that little can be done about a 
condition that may show up in a routine examination or screening may 
induce in individuals an attitude of "leaving well enough alone". 

The implications of the above for health education would appear clear. If 
it is hoped to inculcate in people a more positive attitude to cancer and heart 
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disease then it must be impressed upon them that a diagnosis of cancer is not 
invariably tantamount to a death senlence, that the presence of he art disease 
docs not mean that one must be consigned to a "semi-invalid" status and 
that in both instances the earlier treatment-is initiated the more likely there 
is 10 be a successful outcome. 

Further, since cancer was identified by respondents as the most serious or 

all illnesses, it is important that people are educated about the type or lire 

style which reduces risk. In their 19BI report on the causes or cancer in the 

United States, the British epidemiologists, Doll and Peto, concluded that 

over three quarters or deaths caused by cancer are linked with external 

ractors such as lirestyle and the environment. 15 Such estimates may, or 

course, differ from one country to another, reflecting differences in ways of 
lire (e.g. alcohol consumption) or in policies implemented (e.g. anti-tobacco 

campaigns). EC cancer experts consider that taking action on the causes or 

the best identified types or cancer, would make it possible in Europe to avoid 

40% or the occurrence or cancer in men and 20% in women." A public 
opinion survey in EC countries in 19B7 round that almost half(4B%) ofIrish 

adults are ill-inrormed about, or underestimate, the potemial ror cancer 

prevention, suggesting considerable need ror health education in this 

area. 17 

When the present study was carried out the threat or AIDS was unknown 

in Western societies. II would seem highly likely thai in a similar 

investigation to-day, AIDS would be identified as among the most serious 
illnesses-it might well supplant cancer as the most serious or all illnesses in 

the eyes or people generally. However, the present study did provide 

important insights into people's views on the two major killer diseases in 

contemporary \Vestern societies, heart disease and cancer. 

Cigarette Smoking 
There has been a steady decline in the prevalence or cigarette smoking in 

Ireland over Ihe past 15 years-the most recent figure (19B7/BB) ror Ihe 

population aged 15 years and o\"er is 29%.18 The proportion or regular 

cigarette smokers in the present study was the same as thai round in a 

national survey about the same period I' A similar picture emerged rrom 

both studies: less than two-firths or the population were regular. smokers, 

more men than women smoked, more younger people smoked and cigarette 

smoking \'vas less rrequent among those of upper socio-economic status. 
From the perspective or health education three important results emerged 

rrom the present study in respect or smoking. In the firsl place regular 
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cigarette smokers were less likely (perhaps less willing) than non-smokers to 
accept that cigarette smoking is a serious threat to a smoker's health. 

Secondly, only a small minority of regular cigarette smokers-less than 
one-eighth-had made a persistent effort to give up the habit. Thirdly, 
though non-smokers were more likely than smokers to see passive smoking as 
a threat to a non-smoker's health, a substantial minority of these-44% 
-did not rate it as a serious or very serious threat. The task then of health 
education is not only to induce smokers to change an established pattern of 
their daily living and to dissuade others from developing the same habit but 

also to impress on the population as a whole that passive smoking is a threat 
to the health of everyone. 

Leisure activities and physical exercise 
Leisure activities i.e. how people commonly spent their time outside of work, 
fell into four broad categories: non-physical pastimes - most frequently 
watching tele,·ision and reading; physical pastimes - most frequently sport, 
exercise, gardening and walking; social activities such as visiting or going to 

the pub; and household jobs or handcrafts including sewing and knitting. 
Two-fifths of the respondents participated in physical pastimes though it is 
probable that for at least some of these, this was not with the specific 
intention of promoting their health. Engaging in physical pastimes was more 
characteristic of those in non-manual occupational categories and of those 
with higher levels of education; not unexpectedly it was also associated more 
with younger people. 

From the point of view of health education the data on leisure activities 
were both encouraging and discouraging. They were discouraging in that 
three-fifths of the population did not seem to have participated in any 
physical pastimes. However, they were encouraging in that an inverse 
relationship was found between the amount of physical work inherent in 
people's jobs and their participation in physical exercise outside of work; in 
other words, the less physical effort involved in a person'sjob the more likely 
he or she was to engage in physical exercise outside of work. 

Experience of Dlness 
Though American and British research findings indicate that the presence of 
symptoms is a very frequent experience for most people, this appeared to be 
a somewhat less common occurrence for respondents in the present study. 
It is not suggested, however, that this is because Irish people experience 
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symptoms less; it may be that the difference can be explained by their 
reluctance to admit to having experienced symptoms. This is consistent with 
Zola's finding in the United States almost 30 years ago which indicated that 
Irish Americans tended to under-report symptoms.2" For Zola this denial is a 
culturally prescribed and supported defence mechanism; it is the way in 
which those of an Irish ethnic background have learned to cope with stressful 
events. It must, at the same time, be observed that a morc recent study found 
low rates of denial among Irish-American patients. 21 It may well be that in 
this respect I rish-Americans have now become more acculturated to the 
American way of life. 

One-third of the sample population had experienced at least one major 
illness or accident in the past. Studies in other countries have shown that 
serious illness occurs·more frequently among the manual working classes. In 
the present study, though those in manual working class occupations had the 

highest proportions with major illness experience, the differences were not 
sufficiently large to be significant. However, to the extent that level of 
educational attainment is an indicator of social class, then a significant 
relationship was found between social class and serious illness. This 
association is partly explained by reference to age i.e. greater proportions of 
older respondents had experienced major illness and older respondents 
tended to have lo\'\'c.- levels of educational attainment. At the same lime, 

within all age groups but one, greater proportions of those with lower levels 
of education had experienced serious illness. 

Dlness Behaviour 
Illness behaviour denotes those actions· which people take when they feel ill 
e.g. consulting a doctor or self-medication. In the present slUdy the vast 
majority of the respondents reported that they had a regular doctor and 
most indicated that they had the same doctor for at least five years. Most of 
the illnesses and symptoms experienced over the two weeks prior to interview 
were not brought to a doctor's surgery. People either treated themselves by 

taking patent medicines or home remedies or by staying in bed, or else they 
look no action whatsoever. 

Dale Tussing, in a national survey in the RepUblic of Ireland, found that 
two-thirds of his sample population had consulted a doctor at least once in 
1980.22 In the present study it emerged that for the period Autumn 1980 to 
Autumn 1981 only 57% had consulted a doctor of any type; ifone excludes 
those respondents for whom there was incomplete information on this 
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,·ariable then the proportion rises to 61 %. But the present study was 
ditTerent from that of Tussing in terms of sampling method, population 
age-range and unit (i.e. source) of information. These ditTerences would help 
to explain the variation in practitioner consultation -referred to above. 

About three-fifths of the respondents indicated that they would seek the 
advice of another person when considering whether or not they should visit a 

doctor. This significant other, who in almost all cases \\'as a family member, 
usually a spouse, was commonly identified as playing an important role in 
their decision-making. 

One-fifth of the respondents had sought ad,·ice from a chemist 
(pharmacist) when ill. The illnesses were generally of a non-serious nature. 
It also emerged that one-eighth of the sample population had sought help 
from practitioners of complementary medicine: faith healers, herbalists, 
acupuncturists and persons with a religious cure. Most claimed that they 
had benefited considerably from contact with such sources. 

The above findings would seem to have three implications for health 
education. In the first place messages emanating from health educators are 
likely to be mediated through family networks which interpret such messages 
for family members. Secondly, the fact that a sizeable minority consulted a 
chemist on health matters suggests that this profession could playa very 
important role in health education. Thirdly, since there are those who seek 
help from non-medical sources then health educators must decide what their 
attitude is to such practitioners. 

Sub-cultural variations 
Within a given socieLy there is usually found a number of sub-cultures based 

on such variables as class, gender, education, etc. The knowledge available 
to the members of these sub-cultures may vary. Each sub-culture while 

sharing many of the collective representations, i.e. the general concepts and 

emotions, orthe total society, may have its own distinctive ways of viewing 
reality. Similarly, behavior patterns may vary to a greater or lesser extent 
from one sub-culture to another. 

The sub-cultures considered were those based on location (city or rural), 
gender, agc, socia-economic status and educational attainment. Across all of 

these sub-cultures there \vas almost universal consensus on the imporLance of 

the symptom-free orientation in conceptions of health. 
Likewise, the frequency with which a causal relationship was perceived 

between food and good health was unrelated to where people lived, their 
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gender, age, socio-economic status or level of education. Again, an emphasis 
on the performance orientation, defined broadly as an ability to perform 
one's usual social roles, was characteristic of the health conceptions of all 
sub-cultures. But here there was an important qualification. Two distinct 
dimensions to the performance orientation were identified-an ability to 
work and an ability to engage in one's usual aCLivities. In the first case there 
was an explicit reference to "work", in the second though work may have 
been implied it was not explicitly mentioned. It was found that an ability to 
work was emphasised more by rural respondents, by those in the farmers and 
manual workers occupational categories and by those with lower levels of 

education. 
Some other interesting sub-cultural variations were indicated: city 

respondents, those in non-manual occupations and those with higher levels 
of education were more likely to perceive good health as associated with 
happiness and a positive altitude to life; likewise, respondents with these 
same cultural characteristics tended more to attribute illness to worry and 
stress. It is interesting to nOle that men and women were very similar in their 
views on health and illness. 

In relation to behaviour it was found that city respondents, those in 
non-manual occupational categories and those with higher levels of 
educational attainment were more likely to take physical exercise as a health 
protective measure. Regular cigarette smoking was associated more wi~ 
younger people, and with those in manual occupational groups. Finally, 
younger people and those living in rural areas were less likely to have 
consulted a doctor either in the two weeks prior to interview or in the 
previous twelve months. 

Since sub-cultures may vary in their beliefs about health and illness and in 
their behaviour palterns it would seem important for those planning health 
education programmes to take account of such variations; different 
emphases may be required depending on the population being targeted. 

The aetiology of disease and the effectiveness of preventive 
measures' 
I t was suggested above that the task of providing clear and accurate 
information on the lactors that contribute to health and illness is not always 
a simple one. For example, diet, body weight and stress, among other 
factors, arc all shown to be related to heart disease, the major killer of today. 
Yet the messages conveyed to the public on the influence of these factors are 
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not always consistent. This reflects) to some extent the fact that research 
findings are sometimes in conflict. Susser, Hopper and Richman observe 
that evidence of the role of dietary fats in coronary disease is neither 
unequivocal nor compiete.23 The position is somewhat similar in respect of 
the influence of body weight and stress. At the same time the authors show 
that many of the apparent conflicts in findings can be resolved. But one still 
finds differences of opinion on the relative importance of various factors in 
the aetiology of heart disease. For example, in a study carried out among 
general practitioners in Ireland a high proportion did not consider that 
elevated cholestrol is an important risk factor in coronary heart disease." As 
the authors observe "clearly the diet-linked controversy is far from resolved 
among these doctors." The present writer can recall a recent television_ 
discussion on the subject where one medical expert argued that the drop in 
the rate of heart disease in the United States was to be explained not by a 

change in eating habits or life style but rather that the higher rates of the 
past could be attributed to the presence ofa biological agent which has now 
disappeared. 

What probably is most confusing of all for lay people is when a book or 
article is published by a doctor attacking the conventional medical wisdom 
of the day. In March 1988 there appeared in a widely read Irish newspaper 
a summary of a recently published book by Dr. Vernon Coleman entitled 
Health Scandal." Under the headline, "lvledicine, Is It Good For Your 
Health?" the newspaper article records the assertion, among others, of the 
author that the whooping cough vaccine does more damage than good. This 
has sparked off considerable reaction from other doctors. 

The general public is not usually confronted with such a challenge to 
established health beliefs and practices. But, every now and then it may be 
barned by conflicting messages on health matters. It is not being contended 
here that when the conventional medical wisdom is challenged it should not 

be reported in the mass communications media. What would seem to be 
required is that health messages should be monitored and if they arc 
considered confusing or inaccurate then clear and correct statements should 
be issued through the same media. 

Conclusion 
The objective 01" the present study was to discover how people generally 
conceive of health and illness and what actions they take either to promote 
their health or to remedy illness. The picture that unfolds is one in which 
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absence of serious illness is commonly seen as an indispensible condition for 
defining a person as healthy. But of considerable importance is a 
performance orientation -an ability to perform one~s usual social roles. In 
fact this latter orientation would appear often to act as a yardstick to 
measure the seriousness or othcrv..·jsc of an illness condition. The major 
source of good health is good food; the principal cause of illness is unhealthy 
food~ due to preservatives or processing of one sort or another. Physical 
exercise and sulTicient rest are also secn as conducivc to physical well-being 
but the stress and anxiet)' generated by Lhe pace of life today is viewed as a 
major contributor 10 illne". Lack of exercise and environmenlal pollution 

also playa negative role. Illness is commonly perceived as arising from 
faclOrs external to the individual - the individual person is seen (or is 

wished to be seen) as essentially healthy. Cancer and heart disease are 

viewed with considerable dismay; particularly the former; the chances of 
recovery are regarded as limited, in the case of cancer as very limited. 

Eating healthy food is the most commonly employed method of 
promoting good health but taking physical exercise is also deemed 

important and is frequently practised. At the same time less than half the 
population spend their lei.sure time in physical recreation. A regular medical 

examination is not considered an important health measure and is not 
frequently sou'(ht despite the fact that mos; people are highly satisfied with 

their doctors. Cigarette smoking has become increasingly unpopular but 
many still do not regard passive smoking as a serious threat to health. Family 

members are usually consulted a5 to whether medical help should be sought.. 
The most common remedy for minor illness is taking patent medicines. 

This then is a short resume of the sample population's world view of health 

and illness and its related behaviour patterns. From birth its members have 

been exposed to an informal process of health education from many sources 

-parcnts] friends, school, the general communications media. As well as 
these there are the h~alth clubs, the health food shops, and the "specialist" 

books and magazines. And for most there will have been at least some 

contact with the health services. All of these sources will have, to a greater or 

lesser extent, shaped the conceptions, the beliefs, the attitudes and behaviour 
patterns of those studied. The health educator, of course, is the expert, the 

agent who has been assigned the specific task by society of transmitting its 
approved health knowledge and health practices to its members. Health 
education is a vital component ofhealth promotion, i.e. the establishment of 
a physical and social environment conducive to good health. To realize this 
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goal it would seem not only desirable but essential to possess an integrated 
picture or the health beliers and practices or the receiving population. I t is 
hoped that the results or the present study have contributed to the 
achievement or this objective. 
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TABLE AI Respondents' Descriptions of a Healthy Person 

Peruntage ~ ReJPondents 
Tola' 

Description First Second Third Fourth Desrriptiolls* 

Has no illness, not attending 
docLOr 33.4 14.3 2.9 0.2 50.8 

Is able to ",,'ork 13.7 10.9 1.3 0.2 26.1 
Is,able to eng:;tge"in one's 

usual activities 6.7 4.0 1.5 0.2 12.4 
Feels good, feels well -l.4 3.6 1.3 9.3 
In good form 1.7 2.3 1.0 0.4 5.4 
Doesn't complain 2.1 1.9 1.1 5.1 
Enjoys life 1.5 1.7 0:8 0.4 4.4 
Has a good attitude to life 1.1 0.4 0.4 1.9 
Is able to cope with life 0.8 0.6 0.2 1.6 
Is fit 8.8 2.1 0.2 11.1 
Is active/energetic 4.2 3.8 1.1 9.1 
Is healthy 3.8 2.3 0.4 0.2 6.7 
IS in good physical health 3.6 1.1 4.7 
Is in good mental health 0.8 3.8 0.2 4.8 
Has a good appetite 3.6 3.6 0.6 7.8 
Looks well, looks healthy 3.4 3.4 0.8 0.2 7.8 
Sleeps well 0.4 0.8 1.0 2.2 
Is strong 1.7 1.1 2.8 
Has no disability 0.8 0.2 1.0 
Other 'description/answer 3.1 3.3 1.9 0.8 9.1 
Not applicable, no second 

mention 34.3 
Not applicable, no third 

mentiq" 82.7 
Not applicable, no fourth 

mention 97.1 
Information incomplete 0.4 0.4 0.4 0.4 0.4 

N 475 475 475 475 475 

* Percentages add up to more than 100 since a number of respondents gave more 
than one description. The total also exceeds. that of column two, Table 3.1, where 
several of the categories of Table A I have been condensed into more general 
categories with a resulting loss of percentage. points 
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TABLEA2 Respondents' Descriptions of a Healthy Person 
by Location, Sell and Age of Respondents 

(All Mentions) 

Descriptions of a Health;' Pmon 
( Peruntage of Respondents) 

Is Fit, 
Has JViJ F"Is Wtl/, Actiue, Able To Able to PerJom, One's 

Location mnw E,yoys Life Energetic Work Usual Social Roles N 

City 43.2 25.6 27.6 17.1 l7.1 199 
Rural 55.9 24.5 13.6 35.9 8.2 220 

N 419 

Sex 
Male 53.7 24.3 17.4 27.5 11.0 218 
Female 44.7 23.7 21.4 24.9 13.6 257 

N 475 

Age (yrs) 
18-24 50.0 20.5 28.2 25.6 6.4 78 
25-34 52.4 22.3 73.2 18.4 10.7 103 
35-44 37.2 29.5 20.5 26.9 7.7 78 
45-54 56.2 26:0 16.4 30.1 16.4 73 
55-64 48.6 27.1 12.9 31.4 21.4 70 
65 and 50.0 18.6 12.9 28.6 14.3 70 
over 

N 472 
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TABLE A3 Respondents' Descriptions of a Healthy Person by 
Socia-Economic Status and Educational Level of Respondents 

Descriptions of a Healthy Persoll 
( Percentage of Respondents) 

Able to 
IsFit, Perform 

Has J/o Feels Well, Active, Able To One's Usual 
Socia-Economic Status lIlnw Enjoys Life En"gelic Work Social Roles .N 

Farl"!1ers 52.9 26.5 14.7 41.2 10.3 68 
Professional, 

managerial, 
senior salaried 48.2 24.7 22.4 12.9 14.1 85 

Intermediate 
non-manual 47.8 22.4 25.4 19.4 13.4 67 

Other 
non-manual 50.7. 23.2 18.8 24.6 13.0 69 

Skilled manual 46.2 19.4 22.6 26.9 8.6 93 
Semi and unskilled 

manual 46.4 27.5 15.9 33.3 17.4 69 
N 451 

Educational level 
Primary 

edLlca~ion only 49.2 24.9 15.7 32.5 15.2 197 
Some post-primary 

education 52.5 23.6 17.1 23.6 5.7 123 
Complete 

post-primary 
education 42.0 26.1 27.7 21.8 13.4 119 

Some or complete 
third level 
education 57.1 14.3 22.9 14.3 17.1 35 

N 474 

TABLE A4 Respondents' Assessments of the Relative Health 

Sex 

Male 
Female 

N 

Status of Women and Men by Ses of Respondents 

ASJeSJmfn( ( Percentage oj Respondmts) 
U'omen are Men are healthier ~'Vomtn and men 

healthier than men than women are equally healthy N 

20.3 
34.8 

133 

18.9 
9.8 

66 

60.8 
55.5 

274 

217 
256 
473 
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TABLEA5 Respondents' Perceptions of the Principal Causes of 
Good Health 

Percentage of Respondents 
First Second Third Fourth Tolal 

Cause tHtntion A1en/ion l\Jenlion Jlenl;on lHention* 

Good food, healthy food 38.3 19.5 6.2 0.8 64.8 
Physical exercise 6.5 12.6 7.6 0.6 27.3 
Being physically active 3.2 0.6 1.1 4.9 
Physical hard work 2.1 2.1 0.2 4.4 
Work 1.5 2.1 0.4 4.0 
Sufficient rest 1.9 9.9 2.3 0.2 14.3 
Healthy lifestyle 6.3 2.1 U.8 9.2 
Moderation in eating 0.4 1.1 0.8 2.3 
"·foderation in general 0.6 0.8 0.8 2.2 
Early rising 1.3 0.2 0.2 1.7 
Fresh air 5.9 8.4 2.5 0.8 17.6 
No smoking 1.9 2.1 1.9 1.1 7.0 
No drinking 0.8 1.1 1.3 0.4 3.6 
Moderation in smoking 0.8 0.4 0.2 1.4 
~1oderation in drinking 1.1 1.1 0.8 0.4 3.4 
No drugs 0.2 0.2 
Being happy, no worries 3.4 1.1 1.6 0.6 6.7 
Positive attitude to life 1.3 1.1 0.6 0.2 3.2 
Having an interest in work/lire 1.0 1.0 0.4 0.4 2.8 
Regular eating, good appetite 4.4 1.9 1.0 7.3 
Environmental faclOrs 1.5 1.5 1.3 0.2 4.5 
Hygiene 0.4 1.1 0.4 1.9 
Good standard of living 0.4 0.2 0.6 
Taking care of yourself 4.0 1.3 0.2 5.5 
Upbringing 2.7 2.1 0.4 0.2 5.4 
Heredity 4.4 0.6 5.0 
Gift from God 1.5 0.2 0.4 2.1 
Other cause 1.7 1.0 1.2 0.6 4.5 
Not applicable, no second 

mention 21.0 
Not applicable, no third 

mention 63.1 
Not applicable, no fourth 

mention 91.3 
Infonnation incomplete 1.5 1.5 1.5 1.5 1.5 

N 475 475 475 475 475 

• Percentages add up to more than 100 since many respondents gave more than one 
description. The tolal also exceeds that of column LWO, Table 3.7, where severa] 
categories of Table AS have been condensed into more general categories with a 
resulting loss of percentage points. 
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TABLEA6 Respondents' Perceptions of the Principal Causes of 
Good Health (All Mentions) by Location, Sex and Age of 

Respondents 

Cause (Percentage if Respondents) 

Physical Abstinence Happiness, 
eXtrClSt, Heallh}' froml no wornes, 
physical life.rtyle, moderation positive 

Good food, hard work, sufficient Fresh in smoking attitude to 
Location heallhy food being acli"e Test aIT and drinking life N 

City 66.3 38.7 26.6 13.1 12.6 16.1 199 
Rural 62.7 35.5 25.0 23.2 5.9 7.7 220 

N 419 

Sex 
Male 57.3 39.9 26.6 17.0 15.6 9.2 218 
Female 65.8 34.6 26.1 18.3 5.4 12.1 257 

N 475 

Age (yrs) 
18-24 6L5 48.7 14.1 19.2 14.1 7.7 78 
25-34 72,8 34.0 23.3 18.4 12.6 14.6 103 
35--44 60.3 43.6 26.9 21.8 11.5 11.5 78 
45-54 63.0 2B.B 32.9 15.1 6.8 8.2 73 
55-64 51.4 37.1 35.7 17.1 11.4 12.9 70 
65 and 

over 58.6 31.4 25.7 14.3 2.9 8.6 70 
N 472 
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TABLEA7 Respondents' Perceptions of the Principal Causes of 
Good Health (All Mentions) by Socio-Economic Status and 

Educational Level of Respondents 

Cause (Percrotag' of Respondrols) 

Physical AhslintTlCt Happiness, 
extrnse} Healthy from! no wornes, 

Socio- pllJsical lifesryle, moderation positive 
economrc Goodfood hard work, sufficient Fresh in smoking attitude to 
Slatus healthy food being aCliv, rest aIT and drinking lift N 

Farmers 63.2 35.3 23.5 30.9 5.9 5.9 68 
Professional, 

managerial, 
senior 
salaried 57.6 44.7 24.7 10.6 9.4 14.1 85 

Intennediate 
non-manual 62.7 38.8 26.9 25.4 7.5 14.9 67 

Other non-
manual 53.6 30.4 26.1 5.8 15.9 15.9 69 

Skilled 
manual 66.7 36.6 30.1 18.3 11.8 7.5 93 

Semi and 
unskilled 
manual 69.6 39.1 23.2 15.9 10.1 8.7 69 

N 451 

Educational 
Level 

Primary 
education 
onl)" 62.4 36.5 28.4 16.8 9.6 7.6 197 

Some 
post-primary 
ooucation 64.2 35.8 24.4 18.7 13.0 9.8 123 

Complete 
post-primary 
education 60.5 34.5 27.7 19.3 8.4 13.4 119 

Some or 
complete 
third b·el 57.1 51.4 17.1 14.3 8.6 22.9 35 

N 474 
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TABLEA8 Respondents' Descriptions of an m Person 

Percentag' of Respondents 
First Second Total 

Description Attnlion /.\1tnlion Mention· 

Has a senous physical illness 3.2 0.2 3.4 
Has a serious mental illness 0.2 0.2 
Has a serious illness, physical, mental 

or unspecified 8.0 0.2 8.2 
Has a physical illness, seriousness not 

specified 2.1 0.8 2.9 
Has a mental illness, seriousness not 

specified 0.6 1.1 1.7 
Has a mental or physical illness, 

seriousness not specified 6.9 0.8 7.7 
In bad health 4.6 0.2 4.8 
Our orsons 6.1 1.5 7.6 
Feels unwell, physically or mentally 3.6 0.6 4.2 
Feels mentally unwell 0.2 0.2 
Has a non-serious physical illness 1.5 0.2 1.7 
Has a non-serious physical or mental 

illness 1.5 0.2 1.7 
Has a slight illness 1.5 0.2 1.7 
Has to attend a doctor 5.5 5.1 10.6 
In need of hospitalization 2.5 2.5 5.0 
Is unable to work 17.3 5.9 23.2 
Is unable to engage in one's usual 

activities 10.5 4.8 15.3 
Is confined to bed 14.5 4.0 18.5 
Is confined to the house 1.5 1.1 2.6 
Other description 7.5 2.7 10.2 
Not applicable--no second mention 66;8 
Information imcomplete 0.8 0.8 0.8 

N 475 475 475 

... Percentages add up to more than 100 since many respondents gave more than one 
description. The lOtal also exceeds that of column two, Table 4.1, where several of 
the categories of Table AS have been condensed imo more general categories 
with a resulting loss of percentage points. 
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TABLE A9 Respondents' Descriptions of an m Person (All 
Mentions) by.Location, Sex and Age of Respondents 

Drscriplion (Pemnlag' if Respondents) 

Has to allend Unable 10 

Has an doclor/in engage rn 
illness, need if Unable 10 one's usual Confined 10 

Location feels ill hospilaii;:,ation work actiuities bed/hous, N 

City 44.2 10.6 20.1 13.1 23.1 199 
Rural 41.B 19.1 2B.2 19.1 17.3 220 

N 419 

Sex 
Male 44.0 12.4 25.2 IB.B 16.1 21B 
Female 41.2 17.9 21.4 12.5 22.6 257 

N 475 

Age ()n) 
18-24 46.2 11.5 29.5 19.2 19.2 7B 
25-34 41.7 13.6 17:5 IB.4 24.3 103 
35-44 41.0 21.B 24.4 10.3 23.1 7B 
45-54 34.2 15.1 24.7 24.7 21.9 73 
55-64 50.0 15.7 24.3 B.6 14.3 70 
65 and over 44.3 15.7 20.0 10.0 12.9 70 

N 472 
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TABLE AID Respondents' Descriptions of an m Person (All 
Mentions) by Socio-Economic Status and Educational Level of 

Respondents 

De5Criplion (Percenlage of Respondenls) 

Has to allmd Unabl, 10 

Socio· Has an doctor/in engage In 

Economic illness, need oj Unahle 10 one's usual Confined 10 

Sla/ILS Juls ill hospitali;:,ation work activities bed/house N 

Farmers 36.8 16.2 25.0 27.9 14.7 68 
Professional, 

managerial, 
semor 
salaried 41.2 18.8 16.5 17.6 21.2 85 

Intermediate 
non-manual 37.3 9.0 25.4 25.4 17.9 67 

Other non-
manual 49.3 20.3 23.2 10.1 14.5 69 

Skiiled 
manual 47.3 11.8 23.7 10.8 20.4 93 

Semi and 
unskilled 
manual 39.1 15.9 27.5 4.3 27.5 69 

1'1 451 

Educational 
Level 

Primary 
education 
only 46.2 17.3 21.8 9.1 18.8 197 

Some 
post-primary 
education 41.5 13.8 26.0 13.8 19.5 123 

Complete 
post-primary 
education 39.5 15.1 25.2 21.8 22.7 119 

Some or 
complete 
third b·el 37.1 11.4 14.3 34.3 14.3 35 

N 474 
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TABLE All Respondents' Perceptions of the Main Causes of 
Physical IUn.ess 

Percentage of Respondents 
First Second Third Total 

Cause Mention Meniion A1enlion Mention" 

Bad diet 16.0 10.7 3.3 30.0 
Lack of nourishment 3.3 2.4 0.7 6.4 
Processed, canned, frozen food 2.7 2.1 4.8 
Excessive drinking 2.9 5.9 2.7 11.5 
Smoking 5.3 3.4 1.5 10.2 
Drug abuse 0.6 0.4 1.0 
\Varry, stress 7.6 4.0 1.7 13.3 
Negative attitude to life 3.2 0.6 0.6 4.4 
Not happy with life 1.1 1.1 0.8 3.0 
Not enough physical exercise 5.9 6.5 2.1 14.5 
Laziness 1.5 0.4 0.2 2.1 
Not enough work 0.8 0.4 0.2 1.4 
Not enough rest 1.1 3:8 2.5 7.4 
Overwork 1.9 2.3 1.1 5.3 
Immoderate lifestyle 1.5 1.3 0.8 3.6 
Not having regular medical 

check-ups 6.7 2.7 0.6 10.0 
Poor physical environment, bad 

housing 1.9 2.5 0.8 5.2 
Poverty 0.6 1.3 0.4 2.3 
Accidents 4.6 1.1 1.1 6.8 
Overeating 1.9 2.5 1.7 6.1 
Hereditary faclOfS 1.9 0.8 0.2 2.9 
\Veak constitution 1.9 0.4 2.3 
Not enough fresh air 1.3 0.8 0.6 2.7 
Pollution 1.3 0.4 0.2 1.9 
Not caring for oneself 2.3 1.9 4.2 
\Veather - dampness, wettings 2.3 1.5 0.2 4.0 
Viruses 2.3 0.4 2.7 
Other cause 6.1 3.9 2.9 12.9 
Not applicable, no second mention 24.0 
Not applicable, no third mention 64.7 
Other answer 2.1 2.3 0.2 4.6 
Information incomplete 8.0 8.0 8.0 8.0 

N 475 475 475 475 

• Percentages add up to more than 100 sil1ce many respondents gave more than one 
cause. The tOlal also exceeds that of column two, Table 4.4, where several of the 
categories of Table A II have been condensed into more general categories with a 
resulting loss of percentage points. 
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TABLE A12 Respondents' Perceptions of the Major Causes of 
Physical Dlness (All Mentions) hy Location, Sex and Age of 

Respondents 

Cause (Percentage <if Respondents) 
WOTry~ 
slrers, Not 

having a enough Not having 
Bad diet, Excessive negative physical Overwork, regular 
lack 4 drinking, attitude to exercisel immoderate medical 

Locatioll nourishment smoking life work lifestyl, checkups N 

City 43.7 19.1 19.1 15.6 13.6 7.0 199 
Rural 35.9 13.6 22.3 17.7 14.1 14.1 220 

N 419 

S'X 
Male 37.2 18.3 18.8 16.5 14.7 11.5 218 
Female 40.5 15.6 20.6 17.5 16.0 8.9 257 

N 475 

A.~, (yTS) 
18-24 39.7 14.1 11.5 23.1 10.3 11.5 78 
25-34 39.8 14.6 11.7 13.6 14.6 16.5 103 
35--44 44.9 14.1 24.4 15.4 10.3 10.3 78 
45-54 31.5 19.2 28.8 16.4 21.9 4.1 73 
55-{i4 35.7 15.7 27.1 22.9 17.1 14.3 70 
65 and over 41.4 24.3 17.1 12.9 20.0 1.4 70 

N 472 
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TABLE Al3 Respondents' Perceptions of the Major Causes of 
Physical Dlness (All Mentions) by Socio-Economic Status and 
Educational Level of Respondents 

Cause (Percentage of Respondents) 
I Forry, 
stre.rs, }{ot 

having a enough .Not having 
Socia- Bad diet, Excessive negatit'f physical OVeruJork, regular 

eCOllOmzc lack of drinking, altitude to eXCTcise! immoderate medical 
Status nourishment smoking life work liJfSl)'le cluckups N 

Farmers 39.7 13.2 27.9 16.2 19.1 11.8 68 
Professional, 

managerial, 
semor 
salaried 38.8 16.5 18.8 14.1 15.3 10.6 85 

Intermediate 
non-manual +1.8 26.9 14.9 19.4 11.9 13.4 67 

Other non-
manual 40.6 13.0 17.4 20.3 14.5 11.6 69 

Skilled 
manual 40.9 19.4 17.2 20.4 10.8 8.6 93 

Semi and 
unskilled 
manual 33.3 15.9 20.3 11.6 20.3 5.8 69 

N 451 

Educational 
I-,vel 

Primary 
education 
only 34.5 17.3 22.3 16.8 18.8 8.6 197 

Some 
post-primary 
education 45.5 14.6 14.6 13.8 9.8 8.9 123 

Complete 
posl-prymary 
education 39.5 19.3 21.8 19:3 16.8 14.3 119 

Some or 
complete 
third level 40.0 14.3 17.1 22.9 11.4 8.6 35 

N 474 

138 



TABLE A14 Features of the Modern Way of Life that Cause 
Dlness 

Percentage-oj Respondents 

First Second Third Total 
Feature IHenlion Atmlion l\1ention A/mlion· 

Stress, strain, worry 12.4 5.1 1.1 18.6 
I ncrcased pressure of living 9.1 1.1 0.2 10.4 
Pace of life - [00 much rushing 

about 3.6 3.6 0.4 7.6 
Financial worries due 1.0 high cost of 

living 1.7 2.9 1.1 5.7 
EX<':G!-ivc alcohol 5.3 8.8 2.3 16.4 
Smoking 5.5 5.1 2.7 13.3 
Drug taking 3.2 2.1 1.3 6.6 
Unhealthy food, due to 

preservation) freezing, canning, 
forced growing of crops, injecting 
of animals 20.8 7.6 1.5 29.9 

Pollution of the em ironmem 13.3 5.1 1.1 19.5 
Lack of physical exercise 3.6 1.7 2.3 7.6 
Too much use of cars, .not enough 

w~lking 1.5 0.6 0.2 2.3 
Unhealthy lifestyle 2.2 1.6 0.4 4.2 
Olher features 5.2 5.4 1.2 11.8 
Not applicable - no second 

mention 36.6 
Not applicable - no third 

mention 71.6 
No feature in modern way of life 

that causes illness 7.6 7.6 7.6 7.6 
I nformation incomplete/don't know 5.0 5.0 5.0 5.0 

N 475 475 475 475 

'" Percentages add up (Q more than 100 since many respondents gave more than 
one cause. The [Olal also exceeds that of column two, Table 4.8) where several 
of the categories of Table A 14 have been condensed into more general 
C3lCgOrit."S with a resulting loss of percentage points. 
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TABLE A15 Features of the Modern Way of Life that Cause 
Dlness (All MentioDs) by Location, Sex and Age of RespoDdeDts 

Feature (Pmmtage of Respondents) 

fVorD-', 
stress J 

increased 
pressure of Exct.ssivl' Lock '!! 
tiuing .. pace drinking, Unhealthy physical 

Location '!! life smoking food Pollution extTcue N 

City 45.7 23.1 23.6 22.6 6.0 199 
Rural 26.8 23.6 36.4 18.6 9.1 220 

N 419 

Sex 
Male 34.9 22.9 27.1 22.5 9.6 218 
Female :14.2 25.7 32.3 16.7 8.6 257 

N 475 

Age (yrs) 
18-24 24.4 29.5 24.4 20.5 9.0 78 
25-34 36.9 22.3 33.0 18.4 10.7 103 
35-44 32.1 25.6 25.6 21.8 14.1 78 
45-54 38.4 16.4 35.6 20;5 4.1 73 
55-M 35.7 25.7 25.7 22.9 5.7 70 
65 and over 40.0 27.1 32.9 12.9 8.6 70 

N 472 
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TABLE AI6 Features of the Modern Way of Life that Cause 
D1ness (All Mentions) by Socio-Economic Status and Edncational 

Level of. Respondents 

Fealure (PtTCfntage oj Rtspondtnts) 

11Iorry, 
stress, 

increa.sed 
Socio- pressure of Excessive /.lJck oj 

economlC living) pace drinking, Unhtallh), ph)'Sica/ 
Sialus oj life smoking food Pollulion exercISe N 

Farmers 32.1 17.6 33.8 23.5 5.9 68 
Prqfessional, 

managerial, 
senior "alaried 51.8 21.2 28.2 18.8 10.6 85 

Intermediate 
non-manual 43.3 29.9 37.3 25.4 10.4 67 

Other. non-
manual 31.9 17.4 34.8 13.0 5.8 69 

Skilled manual 23.7 29.0 25.8 21.5 9.7 93 
Semi and 

unskilled 
manual 27.5 29.0 24.6 18.8 10.1 69 

N 451 

Educaliollai 
Level 

Primary 
education only 29.4 24.9 32.0 15.2 8.1 197 

Some 
post-primary 
education 34.1 26.0 24.4 22.8 7.3 123 

Complete 
post-primar), 
education 39.5 23.5 31.9 19.3 9.2 119 

Some or 
complete third 
level education 48.6 20.0 31.4 31.4 20.0 35 

N 474 
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TABLE Al7 Fortns of Health Behaviour Practised by 
Respondents by Location, Sell and Age of Respondents 

Heallh Behaviour (Pmentag' of R,spondrols) 

Eating 
/l,allhy 

food, Does not 
avoiding Taking Ceiling engage m 
unh,allhy Exercising care oj JVol sufficient h,allh 

Location food physically onmlf smoking rest behaviour N 

City 36.7 37.7 19.1 19.6 18.1 17.6 199 
Rural 25.0 12.3 24.6 10.9 13.6 25.9 220 

N 419 

Sex 
Male 26.6 28.0 22.0 18.3 11.5 20.6 218 
Female 32.7 23.3 19.1 12.5 17.1 24.5 257 

N 475 

Age (yrs) 
18-24 28.2 32.1 16.7 12.8 9.0 28.2 78 
25-34 32.1 33.0 11.6 19.4 17.5 25.2 103 
35--44 32.1 26.9 20.6 19.2 10.3 16.7 78 
45-54 28.7 17.8 20.6 16.4 16.4 23.3 73 
55-64 27.1 22.9 27.1 11.4 18.6 21.4 70 
65 and over 31.5 15.7 30.0 7.1 15.7 21.4 70 

N 472 
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TABLE Al8 Forms of Health Behaviour Practised by 
Respondents by Socio-Economic Status and Educational Level of 

Respondents 

Socio
economIC 
slalus of 
respondents 

Farmers 
Professional~ 

managerial, 
selllor 
salaried 

Intermediate 
non-manual 

Other non
manual 

Skilled 
manual 

Sem-j and 
unskilled 
manual 

N 

Educational 
Levf! 

Primary 
education 
only 

Some 
post-primary 
education 

Complete 
post-primary 
education 

Some or 
complete 
third level 

N 

Heallh Behaviour (Percenlage of R,spolldtnls) 

Eating 
Health), 

food, 
avoiding 
unhealthy 

food 

25.0 

30.6 

34.3 

23.1 

36.6 

29.0 

27.9 

35.8 

28.6 

25.7 

Exercising 
physically 

7.4 

42.4 

34.3 

21.7 

29.0 

18.8 

16.8 

26.0 

31.1 

54.3 

Taking 
care f!! 
ones'lf 

29.4 

17.6 

19.4 

24.6 

16.2 

17.3 

21.9 

22.0 

19.3 

11.4 

JVOI 

smoking 

11.8 

22.4 

20.9 

14.5 

12.9 

8.7 

12.7 

15.4 

19.3 

14.3 

Gelling 
sufficient 

Tl'si 

11.8 

15.3 

17.9 

17.3 

16.1 

10.1 

14.2 

13.0 

18.5 

8.6 

Does not 
en,~age In 

health 
bt'haviour 

14.7 

16.5 

N 

68 

85 

14.9 67 

31.9 69 

26.9 93 

24.6 69 

23.4 

26.0 

20.2 

14.3 

451 

197 

123 

119 

35 
474 
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TABLE AI9 Frequency with which Respondents have Health 
Examination or Screening by Degree of hnportance Attached to 

Such Procedures 

Frequency (Percentage if Respondents) 

At least once Less 
Degree of importance a year frrquently .Never A" 

:VIEDICAL Very important 64.2 14.5 21.4 159 
CHECK-UP Import3m 18.1 33.1 48.8 127 

Fairly important 8.0 26.7 65.3 75 
Not important 1.8 4.4 93.8 113 

N 474 

DENTAL Very important 61.5 15.6 23.0 122 
CHECK-UP Important 24.8 40.7 34.5 145 

Fairly 'important 8.9 49.4 41.8 79 
Not important 1.6 15.2 83.2 125 

N 471 

X-RAY Very important 40.0 21.8 38.2 55 
Important 5.7 28.3 66.0 106 
Fairly import3m 2.0 22.0 76.0 100 
Not important 0.5 12.7 86.8 212 

N 473 
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TABLE A20 Frequency with which RespoDdeDts Observe 
Specific Health Practices by the Degree of ImportaDce Attached to 

Such Practices 

Frequency (Perunlag' of Respondents) 

About or 
1m lhan 

Deg'" if Mosl if Ihe half if Ih, Rarelyl 
;mporlaRet Always time lime "'VeT N 

GET Very important 55.6 32.3 9.0 3.2 189 
ENOUGH Important 26.5 47.9 17.5 8.1 211 
PHYSICAL Fairly important 13.7 45.1 31.4 9.8 51 
EXERCISE Not important 20.0 15.0 35.0 30.0 20 

N 471 

NOT EAT Very important 42.1 34.9 13.2 9.9 152 
TOO Important 18.2 40.1 24.6 17.1 187 
MUCH Fairly important 12.9 34.4 31.2 21.5 93 

Not important 7.5 12.5 27.5 52.5 40 
N 472 

OBTAIN Very important 48.6 35:8 11.0 4.6 218 
ENOUGH Important 17.9 59.4 21.3 1.4 207 
REST Fairly important 2.4 43.9 48.8 4.9 41 

Not important 16.7 16.7 50.0 16.7 6 
N 472 

GET Very important 64.8 30.3 4.5 0.4 264 
ENOUGH Important 39.0 48.1 11.2 1.6 187 
FRESH AI R Fairl), important 23.5 41.2 35.3 0.0 17 

Not important 33.3 0.0 0.0 66.7 3 
N 471 

NOT Very important 45.2 27.9 14.4 12.5 104 
OVER- Important 22.6 36.9 27.7 12.8 195 
WORK Fairly important 6.6 27.9 47.5 18.0 122 

Not important 1.9 17.0 34.0 47.2 53 
N 474 
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TABLE A21 Prevalence or Cigarette Smoking by Location, Sex 
and Age or Respondents 

Perctntage of Respondents 

B'as a regular smoker at lVas not a regular smoker 
Location lime of interview al time of interview N 

Cily 40.2 59.8 199 
Rural 35.9 64.1 220 

N 419 

Sex 
Male 43.1 56.9 218 
Female 35.4 64.6 257 

N 475 

Age 
18-24 years ·48.7 51.3 78 
25-34 years 44.7 55.3 103 
35--44 years 35.9 64.1 78 
45-54 years 37.0 63.0 73 
55-64 years 38.6 61.4 70 
65 years and over 25.7 74.3 70 

N 472 
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TABLE A22 Prevalence of Cigarette Smoking by 
Sodo-Economic Status and Educational Level of Respondents 

Ptrctntage of Respondtnls 

'1'a5 a regular smoker at H'as not a regular smoker 
Socio-economic status liml of init'rvitw at lifflL of interview N 

Farmers 30.9 69.1 68 
Professional, managerial, 

senior salaried 29.4 70.6 85 
Intermediate 
non-manual 31.3 68.7 67 
Other ,rion-manual 44.9 55.1 69 
Skilled manual 48.4 51.6 93 
Semi and unskilled 

manual 46.4 53.6 69 
N 451 

Educational level 
Primary 
education only 40.1 59.9 197 
Some post-primary 

education 41.5 58.5 123 
Complele pOSl-primary 

education 35.3 64.7 119 
Some or complete third 

level education 34.3 65.7 35 
N 474 
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TABLE A23 PastU:nes of RespondeDts WheD Not at Work 

Pastime 
Ptrcentage of Respondents 

First Mention TOlal AJOltion* 

Watching TV 12.0 28.2 
Reading 15.8 22.3 
Relax!ng. at h~mc 6.7 8.8 
Listening LO the radio 1.6 
Listening to music 0.6 1.4 
Other non physical pastime 1.7 2.7 
Sport/exercise/swimming/golfing/fishing 16.0 22.8 
Gardenirig 7.2 11.7 
Walking 5.7 10.3 
Dancing 1.5 4.4 
Other physical pastime 0.6 0.8 
Visiting/having visitors 4.4 9.8 
Going to the pub 2.1 7.0 
Bingo/bridge 2.7 4.2 
Films/theatre 1.1 3.4 
Organised social activities, e.g. leA 1.3 1.7 
Taking out girl/boy friend 0.4 
Odd jobs around house 6.5 9.2 
Handcrafls-sewing, knitting 5.5 9.2 
Housekeeping 2.3 3.5 
Other answer/inrormation incomplete 6.2 6.2 

N 475 475 

* Percentages add up to more than 190 since many respondents engage in more 
than one pastime. 
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TABLEA24 Activities Engaged ill by Respondents When Not at 
Work During Week Prior to Interview by Location, Se ...... d Age of 

Respondents 

AClivi!!, (Pmenlage if Respondmls) 
Physical activities 
~ sports, Non-physical 
exercise, actiDi/ies ~ Social activities Odd jobs 

gardtning, reading, - visiting, Qround 
walking, w~tching going 10 lhe pub, Ihe housel 

Location dancing etc. T. V.;elc. bingo,jilms, etc. handcrafts N 

C;'Y 45.2 46.7 27.6 21.1 199 
Rural 37.7 45.0 16.4 26.8 220 

N 419 

Sex 
Male 45.9 44.5 19.7 17.0 218 
Female 35.8 49.4 21.8 28.8 257 

N 475 

Age (yrs) 
18-24 64.1 37.2 24.2 17.9 78 
25-34 46.6 49.5 21.4 19.4 103 
35-44 3·5.9 44.9 23.1 23.1 78 
45-54 38.4 49.3 17.8 31.5 73 
55-M 15.7 54.3 27.1 31.4 70 
65 and over 34.3 50.0 11.4 20.0 70 

N 472 
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TABLEA25 Activities Engaged ill by Respondents When Not at 
Work During Week Prior to. Interview by Socio-Economic Status 

and Educational Level of Respondents 

Acti"i~' (Percentage of Respondents) 
Physical activities 

- sports, Non-physical 
exernse, activities - Social activities Oddjobs 

gardming, rlading, - visiting, around 
Socio-Economic walking, watching going /0 the pub, the house/ 

status dancing elc. T. V., etc. bingo, films J etc. handaafts N 

Farmers 29.4 45.6 19.1 19.1 68 
Professional, 

Managerial, 
senior 
salaried 52.9 45.9 15.3 20.0 85 

Intermediate 
non-manual 50.7 49.3 25.4 19.4 67 

Other 
non-manual 39.1 47.8 31.9 23.2 69 

Skilled 
manual 38.7 40.9 23.7 30.1 93 

Semi and 
unskilled 
manual 30.4 49.3 14.5 26.1 69 

N 451 

Educational 
level 

Primary 
education 
only 25.9 52.8 22.8 28.9 197 

Some 
post-primary 
education 42.3 43.9 24.4 17.9 123 

Complete 
post-primary 
education 59.7 40.3 15.1 21.0 119 

Some/complete 
third level 
education 51.4 48.6 17.1 20.0 35 

N 474 
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TABLE A26 Serious Accidents ~erienced by Respondents 

Numher oj Respondtnts 
First Second Tolal 

Typ, if Accid",1 IHention Altn/ion A1enlion-

Car or other mech_anical 
vehicle accident 22 2 24 

Accident at work II I 12 
Accident because of fall 9 10 
Other form of accident 8 8 

Total 50 4 54 

··Number adds up lO more (han 50 since 4 respondents reponed more than one 
accident. 

TABLE A27 Respondents' Experience of Major Dlness by 
Location, Sell and Age of Respondents 

Location 

Cit)' 
Rural 

Sex 
Male 
Female 

N 

N 

Age (ys) 
18-24 years 
25-34 years 
35--44 years 
45-54 years 
55--{i4 years 
65 years and over 

N 

Percentage of RespondenLJ 
Expm"nzced Did not expen"trlu 
major illness major illness 

43.2 
27.7 

32.6 
33.1 

23.1 
20.4 
43.6 
31.5 
44.3 
41.4 

56:8 
72.3 

67.4 
66.9 

76.9 
79.6 
56.4 
68.5 
55.7 
58.6 

N 

199 
220 
419 

218 
257 
475 

78 
103 

78 
73 
70 
70 

472 
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TABLE A28 Respondents' Esperience of Major D1ness by 
Socia-Economic Status and Educational Level of Respondents 

Socio-economic status 

Farmers 
Professiona!, managerial, 

senior salaried 
Intermediate 
non-manual 
Other non-manual 
Skilled manual 
Semi and unskilled 

manual 
N 

Educalional level 
Primary 
education only 
Some post-primary 

educatio'n 
Complete post-primary 

education, some or 
complete third level 
education 

N 

152 

Percrnlage oj Respondents 
Expen"enced Did 1101 experience 
major illness mojor illness 

29.4 

34.1 

28.4 
29.0 
36.6 

40.6 

39.6 

34.1 

23.3 

70.6 

65.9 

71.6 
71.0 
63.4 

59.4 

60.4 

65.9 

76.7 

N 

68 

85 

67 
69 
93 

69 
451 

197 

123 

154 
474 



TABLE A29 Action Taken in Respect of All Dlnesses and 
Complaints. Reported by Respondents in Two Weeks Prior to 

Interview by Location, Sell and Age of R.espondents 

Action Taken (Percentage oj Respondents) 

Took patent Consu/led Stayed in 
.No action medicine, doctor, Jollowed bed/look 

Location token tablets doctors advice home remedy JV 

CilY 36.2 42.3 21.5 16.2 130 
Rural 40.9 37.6 9.7 23.7 93 

N 223 

Sex 
~Iale 45.7 37.0 12.0 16.3 92 
Female 34.4 40.6 21.9 18.1 160 

N 252 

Age (}'Ts) 
18-24 36.8 52.6 10.5 13.2 38 
25-34 45.1 43.1 9.8 13.7 51 
35-44 43.8 39.6 20.8 12.5 48 
45-54 40.0 42.9 17.1 22.9 35 
55-M 26.3 26.3 28.9 28.9 38 
65 yca rs and over 36.6 31.7 24.4 14.6 41 

N 251 
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TABLE A30 Action Taken in Respect of All Dlnesses and 
Complaints Reported by Respondents in Two Weeks Prior to 
Interview by Socio-Economic Status and Educational Level of 

Socio- Economic 
Status 

Farmers 
Proressional, 

managerial, 
senior salaried 

Intermediate 
non-manual 

Other 
non-manual 

Skilled manual 
Semi and 

unskilled manual 
N 

Educatioruzl level 
Primary education 

only 
Some post-primary 

education 
Complete 

post-primary 
educalion/some/or 
complete3rd 
level education 

N 

154 

RespOndents 

Action Tak .. (Percentag' of Respondents) 

·}{o action
laken 

41.7 

36.0 

42.5 

42.1 
38.1 

33.3 

37.0 

36.1 

43.0 

Took patent 
medicine, 

tablets 

20.8 

44.0 

35.0 

47.4 
38.1 

40.0 

40.3 

44.3 

33.3 

Consulted 
doctor. follow,d 
doctor's advice 

12.; 

16.0 

5.0 

21.1 
23.8 

24.4 

20.2 

23.0 

Il.l 

Stayed in 
bed/took 

home remedy JV 

16.7 24 

16.0 50 

22.5 40 

13.2 38 
16.7 42 

20.0 45 
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16.0 119 

16.4 61 

20.8 72 
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TABLE All Consultation with Doctor during Previous Twelve 
Months by Location, Se" IUld Age of Respondents 

Location 

City 
Rural 

N 

Sex 
Male 
Female 

N 

Age (yrs) 
18~24 

25-34 
35-44 
45-54 
55-64 
65 years and over 

N 

Perantage of Respondents 

Consulted 
Doclor 

68.1 
53.6 

55.6 
65.7 

52.8 
56.7 
58.3 
58.6 
58.6 
73.1 

Did not 
Consult Doclor 

31.9 
46.4 

44.4 
34.3 

47.2 
43.3 
41.7 
41.4 
41.4 
26.9 

N 

188 
209 
397 

198 
245 
443 

72 
97 
72 
70 
67 
62 

440 
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TABLE A32 Consultation with Doctor during Previous Twelve 
Months by Socio-Economic Status and Educational Level of 

Respondents 

Socio~economic status 

Farmers 
Professional, managerial, 

senior salaried 
Intermediate 

non-manual 
Other non·manual . 
Skilled manual 
Semi and unskilled 

manual 
N 

Educational_leelel 
Primary 

education only 
Some post.primary 

education 
Complete post-primary 

education 
Some/complete third 

level education 
N 
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Percentage oj Respondents 

Consulud Did not -consult 
Doctor Doctor 

59,1 40,9 

64,6 35,4 

60.7 39,3 
60,0 40,0 
57,6 42,4 

65,6 34,4 

65,8 34,2 

60,7 39,2 

55,0 45,0 

57, I 42,9 

N 

66 

82 

61 
65 
85 

61 
420 

184 

112 

III 

35 
442 



TABLE A33 Frequeucy with which a Doctor had beeD 
Consulted during Previous Twelve Months by Socio-Economic 

Status of Respondeuts 

Frequency of conJullation (Percentage of Respondents) 

Twice 
Socio-t((momic status Once or more N 

Farmers 52.8 47.2 36 
Professional, managerial, 

senior salaried 52.0 48.0 52 
Intermediate 45.8 54.2 35 

non-manu<ll 
Other non-manual 30.8 69.2 39 
Skilled manual 40.4 59.6 47 
Semi and unskilled 

manual 35.9 64.1 39 
N 248 
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Appendix II 

Health Locus of Control 
In the present study a Health Locus of Control scale was employed using six 
items from the MHLC scale of Wallston and Wallston*' The respondents 
were presented with six statements and asked to indicateJhe extent to which 
they agreed or disagreed with each statement. 

All items were scored as follows: strongly disagree, + I, moderately 
di;agree, + 2, uncertain, + 3, moderately agree, +4, strongly agree, + 5. 
The items employed in the Health Locus of Control scale were as follows: 

I. If I get ill, it is my own behaviour which determines how soon I get well 
agatn. 

2. If I take care of myself I can avoid illness. 

3. I am in control of my health. 

4. If I take the right actions, I can stay healthy . 
• 

5. When I get ill I am to blame. 

6. The main thing which affects my health is what I do myself. 

When the cumulative scores of the respondents on the six items were 
calculated they were allocated to five categories based on tbe percentage 
distribution of their scores. The median score was between 20 and 21. Those 
with these sc~res were classified as moderates (16.4%). Those with scores 
16--19 were cla;;sified as externals (20.8%) and those with scores under 16 as 
high externals (18.9%). Those with scores 22-24 were classified as internals 
and those with scores 25 and over as high internals. (On the questionnaire 
the six items aboye were interspersed with six items from another scale 
designed to measure inclination to assume the sick role.) 

• \\'allst~m, K.A. and Walls lon, B.S., "C?evelopmcllI !\'luhidimensional Health Locus of _ 
Control (MHLC) Scales"; Education Afonographs, Vol. 6, No.2, 1978, p. 160. 
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Appendix III 

Profile of 
the Respondents 

In Tables P.I LO P.5 below a profile orthe sample population is presented in 
terms of its socio.;.demographic characteristics, viz. location, sex, age, 
socia-economic status and level of educational attainment. 

I. Location 
TABLE P.I 

Locatioll 

Dublin City 

Location of Respondents 

Rural area in other Leinster County 

• Farming locality close LO Dublin City 
* Small LOwn in the rural area 

N 

Percentage <if 
Respondents 

41.9 
46.3 

5.3 
6.5 

475 

* A small proportion or the sample was taken rrom each or these two 
areas in an attempt to obtain some clue as to whether the opinions, 
attitudes and behaviour orthe selected respondents were closer to city 
or rural patterns. No clear indication, however, emerged. These 
respondents were not included when data were analysed by location. 
In all other analyses they were included. 
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2. Sell 

3. Age 

162 

TABLEP.2 Sell Distribution of Respondents 

Sex 

Male 
Female 

N 

Percentage of 
Respondents 

45.9 
54.1 

475 

TABLE P.3 Age of Respondents 

Age 
18-24 years 
25-34 years 
35-44 years 
45-54 years 
55-64 years 
65 years and o\'er 
Information incomplete 

N 

Percentage of 
Respondents 

16.4 
21. 7 
16.4 
15.4 
14.7 
14.7 
0.6 

475 



4. Socio-economic status 
TABLE P.4 Socio-Economic Status of Respondents 

Socio-economic status" 
Farmers 
Professional, managerial, senior salaried 
Intennediate non·manual 
Other non-manual 
Skilled manual 
Semi and unskilled manual 
Information incomplete 

N 

Percentage '!! 
Respondents 

14.2 
17.9 
14.1 
14.5 
19.6 
14.5 
5.1 

475 

• The categories are based on the list of socio-economic groups and of 
the occupations assigned to them in the Census of Population (1971), 
(see Appendix Five). Married women and widows were classified in 
terms of the occupational status of their husbands; young people, not 
yet employed, were classified in terms of the occupational status of 
their fathers. 

5. Level of educatiolllll attainment 
TABLE P.5 Educational Attainment of Respondents 

Level of altainment 
Primary school education only 
Some post-primary education 
Complete post-primary education 
Some or complete third level education 
Information incomplete 

N 

Percentage of 
Respondents 

41.5 
25.9 
25.1 

7.4 
0.2 

475 
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Appendix IV 

Questionnaire 
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SURVEY Of AlTITUDES TO HEALTH 

Area Respondent 
Code Code 

I I 

Sex of Respondent M I 
f2 

] come from the Department of Social Science, University College, Dublin. 
\\'e are doing a study on health, what people think about iI. r wonder if you 
would spend a short while giving me your ideas and views. Anything you say, of 
course, will be treated as confidential. 

1. \Ve would like to get a picture that represents the. views on health of people 
with different interests and from different backgrounds, so could we talk 
very briefly at first about yoursel[ 

Could you lell me please if you have always lived 
in Co. :\Ieath ... /Dublin> 

yes ..... 1 

If NO 
(i) Where else have you lived> 

(ii) How long did you live there? 

Length of time lived there 

_______________________________ yrs 

_____________________________ yrs 

____________________________ yrs 

(iii) \\'here reared (i.e. principal area of residence up to 16 yrs) 

2. (i) Where does you father come from> _________________________ __ 

(ii) \\'here does your mother come from? ________________________ __ 

3. (i) How many brothers and sisters have you/had you: 
No. of brothers ________________ _ No. of sisters ____________ _ 

(ii) Which place did you come in the family? ______________________ _ 

(iii) \"'hat age is the youngest surviving member? __________________ _ 
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4. Could you tell me if you are: 

Single ... I ~1arried .... 2 \Vidow/\Vidower ... 3 

IF MARRIED OR WIDOW/WIDOWER 
(i) How many children haw )"ou had? _________ _ 

(ii) ","'hat age is the youngesr? ________ ---'_ 

IF SINGLE 
--Could you tell me please if you imend to get married? 

Yes ... I 

IF YES 
Are you: 

No ... 2 Other answer· _________ _ 

Engaged to be married' I 
Doing a steady line' 2 
Presently unattached? 3 

5. (a) Could you tell me please what your occupation is' 

(b) What does your work usually involve?_-,--__________ _ 

If respondent is doctor, nurse or paramedical, Ask ~ 9 and 10 only and 
terminate interview. 

6. (a) Could you tell me please what the occupation of your husband/wife is? . 

(b) What does his/her work usually involve? ____________ _ 

If respondent's spouse is doctor or nurse, ask ~ 9 and 10 oilly and terminate 
imerview. 

7. (.) 

(b) 

Are you working at present? (Code at (a) below) 

Is your husband/wife working aL present' (Code at (b) below) 
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Permanent employment 
Temporary employment 
Unemployed 
III - unable to work 
Retired 
Housewife (full-time) 
Student 

IF UNEMPLOYED 

(a) Self. 
I 
2 
3. 
4 
5 
6 
7 

(b) Husband/Wife 
I 
2 
3. 
4 
5 
6 
7 

(i) How long have you been unemployed? ____________ _ 

(ii) How long has your husband/wife been unemployed' ______ _ 



8. Could you tell please the occupation of your (a) father and (b) mother? 
(a) Father ______________________ _ 

(b) :,·Iother ____________________ _ 

If parent is doctor or nurse, ask Q'i 9 and 10 only and terminate inter\'iew. 

9. Now if we could talk about health. \Vhat do you mean when you say a 
person is healthy? 

10. \Vhat would you see as (he principal causes of good health in people? 

I I. \Vauld you say thaI in general 

(i) \Vomen are hcahhier than men: I 
(ii) Men are healthier than \Vomen:' 2 

(iii) \\Iomen and men are equally healthy? :3 
IF (i) OR (ii) Why do you say that' _____________ _ 

12. Here are d~scriptions of people and I would like you to tell me how you 
regard the health of each person. 
First ask "\Vould you regard him as bas,ically a heahhy person?" 
If the respondent answers "YES" Code 5 (healthy) and go on to the next 
item. 
I r he ans\vers "NO" ask: 
"\\"auld you regard him as: 

in serious iIl-heahh 
in ill-health 
in moderate ill-health 
in slight ill-health?" and code 

Yes, 
basically 
healthy 

No 
_______ A'---. 
( , 

,---'---, Serious 
111-

Moderate Slight 
111- 111- 111-

(i) Here is a man who has a very heavy 
cold. Otherv.'ise he is all right and 
able to do his work. 

L 

Healthy health health health health 

5 2 3 4 
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No Yes. 
basically 
healthy 

....-___ A ...... _ ..... 

( "I 
~ Serious 

111-
Modeme Sligh I 

111- 111- 111-
Heahhy heahh heahh heahh heahh 

(ii) Here is a man who has a very hea\:)' 
cold, and because of his cold he is 
nOl able to do his \\-·ork. S 

(iii) Here is a man who has a rheumalism. 
He often suffers seycre pain because 
of his rheumatism. 5 

(i\') Here is a man who is blind. There 
is nothing else , .. 'rong \ .. ·jlh him and 
he is able to do his , ... ark. 5 

(v) Here IS a man who has no illness 
but he IS vcry oflell irritable and 
cranky and rarely seems III good 
spirits. 5 

(\'i) Here IS a man who has no illness 
but he is not as physically fil as most 
people of his age arc. 5 

(\"ii) Here is a man \'~ .. ho has bronchi lis 
but he is always able to do his work. 5 

(viii) Here is a man ", .. ho has bronchitis 
and he is often nOl able to do his 
work because of bronchitis. .) 

(ix) Here IS a man, he IS a pleasant 
person and can enjoy himself bur he 
tends to worry a lot about things. 5 

(x) Here is. a man who has no serious 
illness but he· vcry frequently gets 
colds~ sore throats and other mild 
upsets - he get these much more 
frequeJllly than other people of his 
age. 5 

(xi) Here IS a man who has seriously 
injured his legs in a traffic accident. 
As a result he cannot walk and gelS 
around in a wheelchair. There is 
nothing else wrong with him and he 
still docs his \'vurk and engages III 

many of the aClivitics he used to 

before his accident. 5 
(xii) Here is a man who had a traffic 

accident III which his legs were 
seriously injured and he now gets 
around in a v,:heclchair. Though 
there is nOlhing else wrong with him 
he is unable to work and do many 
other things he used to do before his 
accident. 5 
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2 3 4 

2 3 4 

2 3 4. 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 
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13. '\Vould you say [hat health has; 
(a) :-"'lore [o'do with physical well being? I 
(b) :\'Iqre to do wilh mClllal \ .. 'ell being? 2 

or (c) Is to do equally with both? 3 

14. Do you think physical well being and mental well..being are In any way 
connected? 

;\;0 ... 2 

If YES, in what way? 

15. \Vhen two_people ha\'e no illness is it possible for one of [hem 10 be healthier 
than the other? 

No .. , 2 

If YES, in \\'hat way? 

16. (a) Could a person who has a serious illness he described as a healthy 
person? 
Yes ... I No ... 2 Olher answcr' _________ _ 

(b) Could a person who has a mild illness! an illness \vhich is not serious, 
be described as a healthy person? 
Yes .. , J No ".2 Dther ans\\'er _________ _ 

(c) Could a person 
heahhy person? 
Yes ... I 

If YES or ;\;0 

who has a serious physical disability be described as a 

;\;0 ... 2 Other answer _________ _ 

Could you give me an example or Ihe type of physical disability you 
have in mind? 

17, (a) Could you tell me what you mean \\'hen )'~:nl say a person is fit? 
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(b) Are fimess and health in any \\.'3)' connected? 

No ... 2 

If YES, in what way? 

I B. (a) Now as we finish this section l. will read you a number of \'icws and I 
would like you to indicate how important each is in describing a person 
as healthy. (SHOW CARD) . 
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Very Fairly N"0l 
Important Important Important Important 

I. He gets on well with most people I 2 3 4 
2. He is happy with his lire 2 3 4 
3. He has a strong resistance to illness 2 3 4 
4. He has no serious physical disability 2 3 4 
5. He is able {Q work and engage in 

his. usual activities 2 3 4 
6. He is as physically fit as most people 

of his age 2 3 4 
7. He reels good physically 2 3 4 
8. He reels good mentally 2 3 4 
9. He has no serious physical illness 2 3 4 

10. He has no serious mental illness 2 3 4 

(b) (i) From the list w9u1d you please select the four things you consider 
most important in describing a person as healthy, (\"rite 4 numbers 
rrom above list) 

D D D D 
(ii) Would you rank these in order or importance rrom one 10 rour. 

(\Vrite these 4 numbers in order of importance). 

D D D D 
(c) From the list would you indicate which item you would place last of the 

ten in imponance. 

D 



19. To what exterit would you agree with each of lhe following statements? 

Inclined Inclined 
to to 

"gree Agree Disagree Disagree Uncertain 
I. ~'Iost people are healthy most of the 

lime 2 3 4 5 
2. N"o one has perfect health 2 3 4 5 
3. \·1051 people have some illness most 

of the time 2 3 4 5 
4. Onl), a smali proportion of people 

get a serious illness before they are 
old 2 3 4 5 

20. Could we talk now about illness 
(i) \Vhal do you mean when you say a person is ill? 

(ii) Is there any difference between being ill and being sick? 

(iii) And is there any difference between being iii or sick and being in iii 
health' 

21. \\'hat do you think are the main causes of physical illness? 

Anything else? 
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22. Here are a number or reasons which some people say may explain why 
persons get ill. 
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·In general, how importam a pan do you think each of these play in 
explaining physical illness? 

(il Some sa)' that people become ill because the)' are by nalUre weak -
they are made that way. \Vhat pan do you think this plays in a person 
becoming physically ill? 

No part ........................ . Ir 2, 3 or 4, in \'I:hat \\'ay? 
Some part..................... 2 
Important part ............. 3 

Very important part .... L-.:4~===============d 

(ii) Some say that people become ill because their own parents and 
grandparents had ill-health. 
\Vhat part do you think having had parents and grandparents in ill
health plays in a person becoming physically ill? 

,-----------------------, 
:'\0 part. ...................... .. Ir 2, 3 or 4, in what way? 
Some pan..................... 2 
I mportam pan ............. 3 

V<:::: important part .... L~4t...=================' 

(iii) Some say people gel a physical illness because they are anxious people 
or because they let things get them down. \Vhat part do you think 
being an anxious person plays in a persian becoming physically ill? 

No part......................... Ir 2, 3 or 4, in what way? 
Some part ................ 2 
Important pan ............. 3 

Very important pan .... L~4t...=================' 
(iv) Do you think {he Iype or work a person docs plays a part III their 

gelling physically ill> 

No part ........................ . Ir 2, 3 or 4, in what way? 
Some parl..................... 2 
I mponant part ............. 3 

Very important pan .... L~4t...===================l 

(vi) Do you think the climate or weather plays a pan in a person getting 

phy'ically ill' 

No part..... ................... I Ir 2, 3 or 4, in \'I:hat way? 

Some parL................... 2 
Important part ............. 3 
Very importam pan .... L~4t...=================' 



230 (a) Of all causes of physical illness what would you say is the principal one? 

(b) \Vhat would you say is the second main cause? ________ _ 

240 \Vould you say that in general 
(il people who live on a r."m are more likel), to ge, ill 

than people who live in a city; 
(ii) people \\lha live in' a CilY are more likely to get ill 

than people who live on a farm; 2 
or (iii) it doesn't ~maller whether a person.li,oes on a farm or 

in a city? 3 

If (i) or (ii) - Could you ,ell me please why· you say ,hal? _____ _ 

25. (a) Are there any panicular illnesses that people who live on a farm arc 
morr. likdy to get than those ,\:ho Ii\"(': in. a CilY? 

(b) Are there any panicular illnesses that people who live 111 a city are 
morc likely to gel thall those who live on a farOm? 

260 (a) \Vould you say (hat, in general, fifty years ago, people \,,'ere 
(i) more likely to ge, ill ,han people ,ada)'; I 

(ii) less likely to ge, ill ,han people !Oday; 2 
(iii) had the same chance or getting ill as people today? 3 
If (i) or (ii) - Could you please explain why ),ou say ,ha!? 

(b) Is there anything in the modern way of life that you think causes illness? 

]\nything else? 
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27. (a) \Vould you say that in general 
(i) men get ill more frequently than women; 
(ii) women get ill morc fn:quemly than men; 
(iii) there is no difference in how frequently men 

and women get ill? 
If (i) or (ii) 

(b) Why do ),ou say lhat? (DETAILS) 

I 
2 

3 

(c) Are there any illnesses that men get more frcquellll)' than women? 
(DETAILS) 

(d) Are there any illnesses that women get more frequently than men? 
(DETAILS) 

28. (a) \Vould YOll tell me please .... ·hat you consider to be the 'most SerlOllS 

illnesses? 
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(IF ONLY ONE ILLNESS ~1ENTIONED - PRO~IPT Anylhing 
else?) 

(b) \Vhy do you consider them serious? 
(a) illness (b) Why Serious' 
I. 
2. 
3. 
4. ________________ __ 

(ASK (c) AND (d) IN THE CASE OF FIRST AND SECOND 
MENTIONED ILLNESSES). 

(c) \Vhat are the chances of recovery from illness? 

Illness Illness 2 
V cry good chance I I 
Good chance 2 2 
:Vlorc lhan 50/50 3 3 
SO/50 4 4 
Less lhan SO/50 S 5 
Li llie chance 6 6 
No chance 7 7 
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(d) Ir the illness is discovered in its early stages what arc the chances or 
reco\'ery? 

Illness lUness' 2 
Very good chancl~ I I 
Good cham:e 2 2 
More than 50/50 3 3 
50/50 4 4 
Less than 50/50 5 5 
Lilll~ chance 6 6 
No chance 7 7 

29. Could we talk now aboUl what people do to ·protect themselves rrom illness. 

(i) Is there anything you do in order La protect yourself from ill-health or 
to avoid geuing ill? 
(DETAILS) _________________ _ 

- Anything else' 

(ii) How important a part docs this play in protccting, you Irom illness? 

I. 
2. 
3, 
4. 

NO( 
Very Fairly Very 

Important Importam Important Importam 
I 2 3 4 
I 2 3 4 

2 3 4 
2 3 4 

IF NOTHING NEGATIVE MENTIONED 

(iiiY ·Isthcreanytiling you a\'oid to protect yourself from illness"? 
(DETt\ILS)-'-________________ _ 
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(iv) How important a part docs this play in protecting ),ou from illnesses? 

I. 
2. 

Not 
Very Fairly Very 

Important Imporlant Important Imp0rlant 
I 2 3 4 

2 3 4 

30. Is there anything you started 10 do protect your health or avoid illness and 
then after a time stopped and no longer do? 

(DETAILSl __________________ _ 

(al How long did ),ou conlinue? ________________ _ 
(b) Whal SLOpped you conlinuing? _______________ _ 
(e) Did ),ou lry again? ___________________ _ 
(d) AboUl how or,en? ____________________ _ 

31. I n the past can you think of anything you did or anything you started to 

do to protect your health for the following reasons. 

l. Because of an illness you had or something else that happened 
to you 

2. Because of an illness to someone elsc 
3. Because of an advertisement on TV J Radio, newspapers or 

magazines 
4. Because a doctor' ad\'ised you 
5. Other reason 

Yes No 

2 
2 

2 
2 
2 

If YES, givc details (a) of illness, advert, advice, etc. and (b) of action taken to 

protect health. 

If YES to 3, are you still continuing? Ves ... 1 No ... 2 
Ir NO, Why not> ______________________ _ 
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32. (a) Even \,,'hr:n there is nothing wrong with YD.U how frequently do you do 
the follO\ving 

At least 
once a Less 

year frequently Never 
l. Visit a doctor for a medical check 

up? 2 3 
2. Visit a dentist ror a dental check 

up? 2 3 

3. Have an X-Ray? 2 3 

(b) An how orten would you do the rollowing? (SHOW CARD) 

Most About Less 
or tor than t 
the the or the 

Always lime time. lime Rarely Never 

l. "'ear a seaL belt while 
travelling in the frolll seal of 
a car? 2 3 4 5 6 

2. Gel enough physical exercise? 2 3 4 5 6 
3. Gel enough rest? 2 3 4 5 6 
4. Brush your teeth at least once 

a day? .2 3 4 5 6 
5. Get enough rresh air' 2 3 4 5 6 

6. Protect yourself from the cold 
in \VinLer? 2 3 4 5 6 

7. Take care not to overwork? 2 3 4 5 6 
8. Take care not 10 eat too much? 2 3 4 5 6 
9. Go '\-'ithoul breakfast In the 

morning? 2 3 4 5 6 
10. Take care to ke~p your weight 

down? 2 3 4 5 6 

33. Do you do anything to keep down your weight? 

Yes ... I No ... 2 
Other answer ________________________ _ 

(rYES 
(il What> _______________________ _ 

(ii) Why do you wish to keep your weight down? _________ _ 

(iii) How important do you think this is for your .health? 

Very important ... I Important .... 2 Fairly important .. ,3 Not important ... 4 
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34. How importam are each of the following in protecting you from illness? 

I. Visiting a doctor for a medical 
check up at least once a year. 

2. Visiting a dentist for a dental 
check up at least once a year. 

3. -Having an X-Ray at least once a 
year 

4. Plenty of physical exercise 
5. Not eating lOO much 
6. Sufficient rest 
7. Plellly of fresh air 
8. Not overv .. orking 
9. Not being over-weight 

Very 
Imponanl 

Fairly Not 
Imponam Importam Important 

2 

2 

2 
2 
2 
2 
2 
2 
2 

3 

3 

3 
3 
3 
3 
3 
3 
3 

4 

4 

4 
4 
4 
4 
4 
4 
4 

35. Does your job involve: 

A I~t of physical ' ... ·ork or exercise? 1 
A fair amount of physical ..... ork or exercise? 2 
Some physical work or exercise? 3 
Little physical work or exercise? 4 
No physical work or exercise? 5 

36. (a) Outside of work do you get any physical exercise? 
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(DETAILS: Types(s) of physical exercise - number of hours in week 
spent at same) 

(b) How do ·you generally spend your time when you are not engaged in 
your job or usual ~""ork? 

(c) Could .. you tell me please how you spent your lime, apart from your job 
or wor.k. during the past week? 



37. Do you smoke cigarette? Yes ... I No ... 2 

I f YES, Go on' to Q, 38. 

If NO (i) \Vere you ever a regular cigareue smoker? Yes ... I No ... 2 

If Yes (ii) \Vhy did you give up smoking cigarcttes? 

SKIP TO Q, 39. 

38. (a) How many cigareues do you usually smoke? 

(i) On week-days? ________ _ (ii) At week-ends? ___ _ 

(b) Ha\'e you tried to gi\'e up' smoking? 

I Often .. I 1 Occasionally .. 21just once or twice " 31 Never .. 4 
'---------, 

Ifl,20r3 
(c) For what reasons did you try to give up? 

(d) \Vhat caused YOli lO start again? 

39. (ALL RESPONDENTS) 
(a) Do you think that smoking cigarettes is a threat lO the smoker's heahh? 

,\ \'ery serious threat 
A serious threat 
A fairly serious threat 
A slight threat 
No threat 

2 
3 
4 
5 

(b) Do you think that cigarette smoke IS a threat to the health of people 
who are not smokers? 

A \'cry serious threat 
A serious threat 
A fairly serious threat 
A slight threat 
No threat 

I 
2 
3 
4 
5 

40. Could we talk now about your own health. During the last two weeks would 
you say your health has been: 

Excellent ... I Good ... 2 Fair ... 3 Poor ... 4 
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41. In general ho~ has your"health been in [he past? 

AI ..... ays good 
Good most of the time 
Good sometimes 
Rarely good 
Never good 

1 
2 
3 
4 
5 

42., Have- you had any illncs~ or sickness in the last two weeks? 

43. 
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Yes ... 1 No ... 2 
If NO - Go on to Q 43. 
I f YES (i) What was the illness or sickness? 

(ii) What action if any did you take? 
(PROBE: if visiting doctor, what doctor recommended, 
prescription etc" was doctor's advice followed) 

(a) Here are a number of common complaints. Could yo,u tell me please if 
you have had any of these during the past two weeks? 

Yes No 
L Headache 1 2 
2. Toothache 2 
3. Cough 2 
4. Stomach upset 2 
5. Indigestion 2 
6. Constipation 2 
7. Sore throat 2 
8. Diarrhoea 2 
9. Vomiting 2 

10. Sleeplessness 2 
II. Trouble with nerves 2 
12. Breathlessness 2 
13. Backache 2 
14. Cold 2 
15. Flu 2 

(b) \Vhat action if any did >'ou take? 



· 44. Ha\:e you had any major illnesses in the past? 

45. 

Yes ... l N'0 ... 2 

Ir NO - GO ON TO Q 45 
IrYES 

(a) \\'haL was Lhe illness(es)? 

(b) \VhaL treatment did you 
receive? 

(c) How long were you ill? 

(d) Have you recovered 
completely or are you 
slill in any wa y 
bothered by it? 

(c) OF BOTHERED 
STILL) 
In what way? 

Illness I 

Recovered ............. 1 
Bothered still ........ 2 

Have you had any serious accident(s) 
Yes ... 1 

in the past? 
No ... 2 

Ir NO - GO ON TO Q 46 
IrYES 

Accidem I 
(aJ What type or accident(s)? 

(b) \Vhat injuries did you 
receive? 

( c) \\'hat rorm of treatment 
did you have? 

(d) Has it left any effects? 

-

Illness 2 

Recovered ............. I 
Bothered still ........ 2 

Accident 2 

46. During [he past 12 months how many days have you spent in bed because 
of illness? 
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47. (a) In general in the past what sorts of complaints havc you consuhcd a 
doctor about? 

(b) During the last year, including thc last two 'weeks, about how often you 
have consulted a doctor? 

(c) (i) \Vhen was the last ,most recent time you consulted a doclOr? 

:\10nth Year 

(ii) What was the illness or complaint? 

48. Do you have a regular doctor? 

Ves ... I 

rrVES 
No ".2 

How long have you had this panicular dOcLOr? _______ _ 
How satisfied are you with your regular doctor? 

Very satisfied ... I Satisfied .. 2 
Fairl . satisfied .. 3 Not satisfied .. 4 

49. How long does it usually take you' to get to your doctor (nearest doctor)? 

"D"0"-1,,,'o,-,u,--,,w,,a,,1 k"'?'--_____ ,,,' e"s".",. 'c..!..1 __ ._~ I No ... 2 IL ______ ----, 

rr NO 
(i) \Vhat way do you travel LO your doctor (nearest dOclOr)? ____ _ 

(ii) \Vhen you get there how long do you usually have to wait to see the 
doclOr? 
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50. (a) How much are you usually charged when you go to see the docwr? _ 

(b) Ho ...... much are you usually charged when the doctor visits.you at home? 

(c) Do you consider these charges 
Surgery Home visit 

Very expensive I I 
Expensive 2 2 
Fairly expensi\'c 3 3 
Nor expensive 4 4 

51. In general hO\\' would you describe your experience of doctors? 

Vcry Satisfactory.:. I 
Fairl): Satisf<lcLOry ... 3 

Satisfactory ... 2 
NO( Satisfactory ... 4 

52. Have you e\"t~r been a padem in a hospilal? 

I Yes .. I I No ... 2 

JfYES 
(i) How mailY limes? 

(ii) \\'hat was (were) the illness(es) or complaint(s)? 

(iii) ]n general how v .. 'ould you describe your experience of hospitals? 
V cry Sa tisfactory ... J SalisfacLOry . .. 2 
Fairly Satisfactory ... 3 Not Salisfactory ... 4 

53. (a) Do you have a medical card? 

M. 

Yes ... I No .. ' 2 

(b) Are you in the V.H.I. - Volunrary Health Insurance? 
Yes ... I No ... 2 

If YES, do you remember if you art: in 

Plan A 

Pia" B 
Plan C 
Don'l know 

I 
2 
3 
4 
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(c) Arc you in any other form of Health Insurance 
Yes.,. I No.,.2 

If YES - (DETAILS) 

54, (a) Ha\'e any of your close rdali\'es ever had a serious illness? 

I Yes ... I I No ... 2 
If YES, (DETAILS) _______________ _ 

(b) Have any of your close friends ever had a serious illness? 

I Yes ... I I No , .. 2 
If YES, (DETAILS) ________________ --I 

55. Han~ you ever fcll you should have gone to see a doctor but didn't do so? 

JYes ... ll No ... 2 

If YES 
(i) \Vhy did you feci you should havc' gOlle to a doctor? 

(ii) Why did ),ou not go' 

56. Did anything ever happen to you that caused you to see a doctor immediately 
or very soon? 

I Yes ... I I No ... 2 
If YES, (DETAILS) ________________ --I 



57, Ir you were reeling ill and wondering ir you should go to a doctor is there 
any person or persons with whom you would usually di$cUSS it? 

~--,I Ves ... I IL-__ -"N"'oC.c .. -"C •• 2'--___________ -, 

(i) Who' (NOTE IF RELATIVE, FRIEND, OTHER) 

(ii) How influenced would you be by his/her/their advice? 

Strongly inAuenccd 
InAucnced 
Slightly influenced 
NO( inAuenced 

I 
2 
3 
4 

58, (i) \Vhen you had an illness or complaint have you ever sought treatment 
or help rrom a nurse without consultin~ a doctor? 

59. 

60. 

N 

Orten '" I Sometimes ." 2 Once or twice '" 3 Never '" 4 

(ii) \Vh~[ were the illnesses or complaints? 

(i) Have you eve!" sought treatment 
consulting a doclOr? 

or help rrom a chemist withom 

Often '" I Sometimes .. , 2 Once or twice , .. 3 Never .,. 4· '. . 
(ii) What were the illnesses or complaints' 

., ',. 

.. 

(a) Have you evcr gonc (b) \Vas the help or treatment or any bc~efil? 
ror help or treatment 
to any of the 
following' Ves No Complete t\ Lot or Some Linle N~ 

Cure Benefit Benefit Benefit Benefi; 

Bonesetter 2 I 7 6 5 4 . 3' 
Faith Healer 2 I 7 6 5 4 3 -
Herbalist 2 I 7 6 5 4 3:'.-' 
Acupuncturist 2 I 7 6 5 4 3·: . .. 
Person with a " . -
religious cure 2 I 7 6 5 4 3' 
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61. (a) Are there any illnesses ar complaims that you treat yourself with pills 
or medicine? 

Illness Pills or rvtcdicine 

(b) Are there any illnesses or complaints that you treat yourself with home 
remedies? 

Illness Remedy 

(c) Are there any other ways in which you treat illnesses or complaints? 

Illness Remedy 

(d) \Vauld you look for advice about treating illnesses or complaints from 
anyone other than doctors and other people we have been talking 
about? 

.--_---'1 Yes ... I 
[f YES 
From whom? 

No ___ 2 

62. Compared with most people you know would you say that you: 

,Vorry much more about becoming ill? I 
\Vorry more about becoming ill? 2 
\Vorry about the same? 3 
\Vorry less about becoming ill? 4 
\Vorry much less about becoming ill? 5 

63. During the next 12 months what are your chances of having to spend aL 
least 4 days in bed because of illness? 

Very SLrong Strong Some LiLLie No 
Chance ___ I Chance ... 2 Chance ... 3 Chance ... 4 Chance ... 5 
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64. And as we come towards the end of our discussion about your views and 
experiences, here are a number of things which people have said ~bout 
heahh and illness. I wonder if you \\!ould tell me please whether you agree 
or nm? 

(i) Ir I get ill, it IS my own 
behaviour which determines 
how soon I get well again 

(ii) The worst part about being 
ill is that my work doesn't 
get done 

(iii) Ir I take care or myself I 
can avoid illness 

(i,') In general people realize 
that it is nO( a person's fault 
(hat he is ill 

(v) I am in control of my health 
(vi) If you wait long enough you 

will get over most illnesses 
(vii) If I ,.ike the right a<;tions, I 

can stay healthy 
(viii) People who are ill have a 

right to expect that others 
will help them 

(ix) When I get ill I am to 
blame 

(x) The trouble with being ill is 
that it involves expense 

(xi) The mam thing which 
affects m}' health is what I 
do myselr 

(xii) The trouble with being ill is 
that you have to depend 011 

other people 

Strongl), Mod. Mod. 
Disagree Disagree Agree 

2 

2 

2 

2 
2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 
3 

3 

3 

3 

3 

3 

3 

3 

Strongl), 
;\gre~ Uncertain 

4 

4 

4 

4 
4 

4 

4 

4 

4 

4 

4 

4 

5 

5 

5 

5 
5 

5 

5 

5 

5 

5 

5 

5 

65. Could you tell me please during the last year how often you have bl-'en 
bothered by: 

(a) Nervousness? (b) Loneliness' 
Very Orten ........................ I Very Orten., ...................... I 
Fairly Often ...................... 2 Fairly Often ...................... 2 
Not Very Often ................ 3 Not Very Orten ................ 3 
Never ................................ 4 Never ................................ 4 
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66. Here is a ladder. (SHOW CARD) At the top is a person who is perfectly 
happy with his or her life! al the bauam is a person who is extremely 
unhappy with his or her life. \Vhere would you put yourself on the ladder? 

9 8 7 6 5 4 3 2 

67. And finally, now to help us ensure that we have a picture that represents 
the views of people with diAerent interests and from different backgrounds, 
could you tell me just a lillie more about yourself. 

Firstly please, could you tell me \\'hat your education consisted of: 

Primary School Education only I 
Some Post-Primary Education 2 
Complete Post-Primary Education 3 
Some University or other Third Level Education 4 
Complete University or other Third Level Education 5 

68. Wha t age were you when you left school' 

69. To the best of your knowledge what did (a) your father's and (b) your 
mother's education consist' of 

Primary School Education only 
Some Post-Primary Education 
Complete Post-Primary Education 
Some University or other Third Level Education 
Complete University or other Third Level Education 

Father 
I 
2 
3 
4 
5 

:l.lother 
I 
2 
3 
4 
5 

70. To go back to yourself again could you tell me please what year you were 
born in? 

Year of Birth __________________ _ 
So that makes you? ________________ _ 

71. Will )'ou please look at the card and tell me which of these groups comes 
closest to your total family income (take-home pay) during recent week.,,? 

Under £20 ............... 1 £60 - £69 .............. 6 £110 - £119 ........ 11 
£20 - £29 .............. 2 £70 - £79 .............. 7 £120-£129 ........ 12 
£30 - £39 .............. 3 £80 - £89 .............. 8 £130 - £139 ........ 13 
£40 - £49 .............. 4 £90 - £99 .............. 9 £140 - £149 ........ 14 
£50 - £59 .............. 5 £100 - £109 ........ 10 £150 or over .......... 15 

Don't know ............ 16 
Refused to answer _.17 
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72. Finally have you general comments you would like to make on the whole 
area of health and illness? 
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Appendix V 

List of Socio-Economic 
Groups and of the 

Occupations Assigned 
to Them 

Social Socio-Economic Group and 
Group Occupation 

I FARMERS, F ARI'vfERS' 
RELATIVES AND FARM 
MANAGERS 
Farmers 

Farmers' sons and daughters 

(assisting on farm) 
Farmers' other relatives 

(assisting on farm) 
Farm Managers 
Market gardeners and 

nurserymen (landholders) 

2 OTHER 
AGRICULTURAL 

OCCUPATIONS AND 
FISHERMEN 
Agricultural labourers 

Jobbing gardeners, 
groundsmen and 
gardeners; labourers 

Other agricultural workers 
Foresters and forestry 

labourers 
Fishermen 

Social Socio-Economic Group and 
Group Occupation 

3 HIGHER 
PROFESSIONAL 
Professed clergymen and 
nuns 
Other religious occupations 

University professors and 
lecturers 

Medical practitioners 
Dental practilioners 

Engineers 
Surveyors and architects 
Chemists. and other scientists 
Accountants 

Judges, barristers and 
solicitors 

Veterinary surgeons 
Professional workers (n.e.s.) 

4 LOWER PROFESSIONAL 
Teachers 
Nurses 

Pharmacists and dispensers 
Other medical workers 
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Social Socio-Economic Group and Social Socio-Economic Group and 
Group Occupation Group Occupation 

Authors, journalists and Auctioneers, valuers and 
editors other salesmen 

Actors, entertainers and Armed forces -
musicians commissioned officers 

Painters, sculptors and 
commercial artists 7 INTERMEDIATE 

Social workers NON-MANUAL 
Technical and related WORKERS 

workers (n.e.s.) Clerks 
Typists 

5 EMPLOYERS AND 
Proprietors (on own account 

MANAGERS 
only) in wholesale or retail 

Proprietors (em ployers onl y) 
trade 

Garage proprietors (on own 
and managers in 

account only) 
wholesale or retail trade 

Garage proprietors 
Shop assistants and barmen 
Proprietors (on own account 

(proprietors only) and 
only) - service workers 

managers 
Garda sergeants and lower 

Proprietors (employers only) 
ranks 

and managers - sen.rice 
Draughtsmen 

workers 
Senior officials - civil 

Armed forces'- other ranks 

service and local authority 
8 OTHER. .. NON-MANUAL Directors, managers and 

company secretaries WORKERS. 
Signalmen and level crossing 

keepers 
6 SALARIED El\IPLOYEES Porters and ticket 

Inspectors and, supervisors collectors 
(transport and Drivers of buses 
communication) Drivers of other road 

Aircraft pilots, navigators passenger vehicles 
and night engineers Dri vers of road goods 

Ships' officers vehicles 
Commercial travellers and Bus cond'Uctors 

manufacturers' agents Postmen a~d post office 
Insurance agents sorters 

Insurance brokers and Telephone, telegrapll and 
financial agents radio operators 
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Social Socio-Economic Group and 
Grollp Occupation 

Other transpon and 
communication workers: 

\Varchousemcn and 
storekeepers 

Roundsmcn 
Street \"cndors~ hawkers 

and newspaper sellers 
Housekeepers and matrons 

of schools, etc. 
Chefs and cooks 
\Vaitcrs and waitresses 
!'.hids and rela ted 

\'I!orkers 

Barbers and hairdressers 
Caretakers 
Watchmen and related 

workers 
Hospital and ward orderlies, 

hospital porters and 
attendants 

Other service workers 
Sportsmen and related 

workers 

9 SKILLED MANUAL 
WORKERS 
~.'Iinc and quarry workers 
Turf workers 
Telephone i nst allers and 

repaIrers 
Linesmen and cable joiners 
Radio and television 

mechanics 
Fillers and mechanics 
Vehicle builders and 

assemblers 
Plumbers and gas fitters 
Sheet metal workers 

Social Socio-Economic Group and 
Group Occupation 

Structural metal and metal 
plate workers 

Welders and cullers 
Machine tool sellers and 

operators 

Precision ins! rumen t and 
watch and clock makers 

Goldsmiths, silversmiths and 
jewellery makers 

Carpenters, joiners and 
cabinet makers 

Sawyers and woodworking 
machinists 

Other woodworkers 
Boot and sboe makers 

(factory) 
Boot and shoe makers and 

repairers (not factory) 
Other leather and leather 

Sli bsti lU le workers 
Weavers and related 

workers 
Bleachers, dyers and 

finishers 
Tailors and dressmakers 
Cullers 
Upholsterers and coach 

trimmers 
Millers 
Bakers, pastrycooks and 

biscuit makers 
Makers of beverages 
Compositors, mono type and 

linotype operators 
Printers (so described) 
Printing press operators 
Other paper and printing 

workers 
Glass and ceramic workers 
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Social Socio-Economic Croup and Social Socio-Economic Croup and 
Group Occupation Croup Occupation 

\Vorkers in metal ]I.'lakers or sugar and 
manufacture chocolate confectionery) 

Workers in rubber and jams and jellies 
rubber products Milk processors and makers 

Crartsmcn (n,c.s.) or dairy products 
Builders) contractors and ~'Icat curers, canners and 

clerks of works preservers 
Brickla yers Other makers or rood 
l\'lasons and stonecutters Makers or tobacco products 
Plasterers Makers or paper and paper 
Other tradesmen products 
Painters and decorators Gas and chemical workers 
Crane and hoist operators Workers in plastics 
Earth moving and other Other workers in other 

construction machinery products 
operators Stationery engine operators, 

Foremen and supervisors of boiler firemen and stokers 
manual operators Dock labourers 

Railway engine drivers Lorry drivers' helpers 
Sailors l\1cssengers 

Packers and bottlers 
10 SE1,,!I-SKILLED MANUAL Charwomen and office 

WORKERS cleaners 
Other electrical and Laundry workers, dry 

electronic workers cleaners and pressers 
Other engineering and 

related trades workers II UNSKILLED MANUAL 
Spinners, doublers, winders WORKERS 

and reelers Labourers and unskilled 
Knitters and knitting and workers (n.e.s.) 

hosiery machine 
operatives 12 UNKNOWN 

Sewers, embroiderers and Gainrully occupied but 
machinists occupation not stated 

Other textile and clothing 
workers 

Adapted rrom Census or Population, 1971, Vol. 5, pp. 165-66. 
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