Section 1

Principles of Health and lliness






Concepts of health

Learning objectives

e Identify models of health and illness, how these have devel-
oped over time and how they impact on care delivery.

* Understand the concepts of health and illness and how and
why personal definitions of these differ.

* Understand how personal definitions of health and illness
influence health-related behaviours.

* Understand the implications of individual definitions of health
and illness for assessment, planning, implementation and
evaluation of care.

Introduction

This chapter will introduce the concepts of health and illness and their
implications for the provision of nursing care. This will include a discus-
sion of how health and illness have been viewed historically in health
care, and how they are viewed today. Models of health and illness, which
help to explain differences in peoples’ explanations and behaviour about
health and illness, will also be explained and discussed.

Health and illness

Health and illness are central to nursing practice. As Virginia
Henderson stated in 1966:
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The function of the nurse is to assist an individual sick or well in
those activities contributing to health, or its recovery, or to a peaceful
death that the individual would perform unaided, if the person had the
necessary strength, will, or knowledge, and to do this in such a way as
to help the person to independence as rapidly as possible (Henderson,
1966, p. 15).

From this view, nurses are concerned with the maintenance, improve-
ment and/or support of health and the causes and management of
illness. It is, therefore, imperative that they have a good understanding
of the concepts of health and illness. Without such knowledge, their
ability to practise effectively and to meet the needs of individuals will
be compromised.

What is a concept?

There are many variations on the meaning of a ‘concept’. Concepts are
abstract notions and ideas. Chinn & Jacobs (1983, p. 200) define a
concept as: ‘A complex mental formulation of an object, property or
event that is derived from individual perception and experience’.
Meleis (1991, p. 12) defines a concept as: ‘A label used to describe a
phenomenon or a group of phenomena’. McKenna (1997) explains that
concepts are labels, which give meaning, they enable us to categorise,
interpret and structure a phenomenon, but they are not the phenome-
non itself.

The concepts of health and illness are more complex than they first
appear. This is apparent when comparing personal definitions of health
and illness with those of others. While many people view health as the
absence of disease, others’ views may be based on physiological param-
eters or may reflect their beliefs about quality of life and the model of
health they believe in. Adequate understanding about the concepts of
health and illness is imperative as both have implications for the assess-
ment, planning, implementation and evaluation of care.

Activity
Consider the following:

* What is your personal definition of health?
*  What is your personal definition of illness?

Ask a friend, colleague and family member to share their
definitions:

¢ Do they differ from your own?
*  What might be the implications of these definitions in your role
as a nurse?
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A definition of health

In 1958, The World Health Organisation (WHO) published the follow-
ing definition of health: * .. a state of complete physical, mental and
social well being and not merely the absence of disease or infirmity’.
This definition met with the criticism that health cannot be defined as
a state, but that it must be seen as a process of ongoing adjustment to
the changing demands of day-to-day life. In 1984, the WHO revised its
definition to reflect these views: ‘Health is, therefore, seen as a resource
of everyday life, not the object of living: it is a positive concept
emphasising social and personal resources as well as physical
capabilities”. This definition recognises the multidimensional nature of
health, which includes physiological, psychological and behavioural
components.

A definition of illness

Like health, illness includes physiological, psychological and behav-
ioural components. It is important to distinguish between disease and
illness. Disease refers to pathological processes that impair normal
bodily functioning. Illness is a socially defined concept about a state
of health that differs from what is considered as normal in that com-
munity (Harding & Taylor, 2002). Beliefs about what is normal may
differ between communities, which means that beliefs about illness
will also differ. For example, some communities believe that it is normal
(and desirable) to gain weight as this indicates affluence and success,
while others view this as a health risk that is not considered normal
(and that is undesirable). These beliefs can also differ between indi-
viduals. For example, some individuals with a particular disease will
not consider themselves to be ill, while others who regard themselves
as being ill may not necessarily be suffering from a disease.

Again, like health, illness is a complex concept. Lau (1995) highlights
this complexity by defining six dimensions of illness:

(1) Not feeling normal, e.g. ‘I don't feel right”.

(2) Specific symptoms: these may be physiological or psychological.

(3) Specific illnesses, e.g. cancer, cold, depression.

(4) Consequences of illness: e.g. ‘I can’t do what I usually do".

(5) Duration of symptoms, i.e. how long the symptoms last.

(6) Absence of health, i.e. not being healthy (as compared to normal’
health).

Personal definitions of health and illness

While there are numerous definitions of health and illness, such as
those above, in the literature, these may not reflect the personal defini-
tions. Personal definitions of health vary considerably. They are affected
by a number of factors including age, gender, culture, spirituality,
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social background and emotional state, as well as health beliefs and
health behaviours (Pender et al., 2001; Richards et al., 2003; Schoenberg
et al., 2003). Eliciting a person’s personal definitions and beliefs about
health and illness is fundamental to the provision of individualised
care. Without these, it is not possible to plan care that will meet his or
her needs. For example, aiming for a patient to run a half marathon
after an accident may be appropriate for someone whose definition of
health includes a high level of fitness, but may not be appropriate for
someone whose definition is based on being able to complete renova-
tions in his/her home.

Activity
Refer back to your definitions of health and illness:

e How do the definitions of health and illness (above) relate to
your personal definitions and those of your colleagues and
friends?

*  What are the main differences between them?

e Consider what might have caused these in light of the different
communities you live in or cultures you embrace.

Models of health and illness

Models of health and illness include those factors deemed important
in considering health, illness and health care. Despite their implica-
tions for health care, which include influences on healthcare profes-
sionals” and patients” decisions about health and health care (Wade &
Halligan, 2004), models of health and illness are seldom addressed in
the health care literature. The two most common models of health and
illness — the biomedical model and the biopsychosocial model — are
described below.

The biomedical model of health and illness
The biomedical model, which has dominated health care for the past
century, is based on three assumptions (Wade & Halligan, 2004):

¢ illness has a single underlying cause
e disease (pathology) is always the single cause
e removal of the disease will result in a return to health.

The biomedical model has its origins in Darwin’s theory of evolution
and the biological identity of humans. It is based on the assumption
that the mind and body function independently, and that physiological
malfunctioning causes ill health, with medicines and/or medical treat-
ments used to correct the malfunction(s) (Harding & Taylor, 2002). It
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is a view that is relevant for many disease-based illnesses and is sup-
ported by extensive research (see Porter, 1997). The model recognises
psychology and other factors, but as consequences of illness, not as
causes of illness. In the biomedical model the medical profession is
responsible for any treatment, and for an individual’s health or illness,
although his or her cooperation with these is expected (Wade &
Halligan, 2004).

In physical terms, there have been extraordinary gains in health
over the past 50 years. For example, life expectancy worldwide increased
from 46 years in the 1950s to 65 years in 1995, there has been a sub-
stantial decline in infant mortality, the level of childhood immunisa-
tion has increased dramatically and access to primary health care,
including water and sanitation, continues to improve (WHO, 1998).
Despite these improvements, inequalities in health persist and in some
cases are increasing (Acheson, 2002; Department of Health, 2002, 2004a,
b). These inequalities highlight the need to view health as more than
a purely physical or biomedical concept.

The biopsychosocial model of health and illness

The biopsychosocial model of health and illness addresses some of the
criticisms about the biomedical model. In contrast to the biomedical
model, the biopsychosocial model recognises that social and psycho-
logical factors, as well as biological factors, influence a person’s beliefs
and behaviours in relation to health and illness (Engel, 1977). Dr George
Engel created the biopsychosocial model in order to provide a basis for
understanding and treating disease, taking into account the patient,
his/her social context and the impact of illness on that individual from
a societal perspective. The biopsychosocial model builds upon the
biomedical model. It distinguishes between the pathophysiological
processes that cause disease and the patient’s perception of his/her
health and the factors affecting it. Biological measures are still seen as
important, but they represent only one of the defining factors for the
diagnosis and management of disease (Suls & Rothman, 2004; Wade
& Halligan, 2004). The biopsychosocial model describes psychological
and social effects of disease risk, prevention, treatment compliance,
morbidity, quality of life and survival (Lutgendorf & Costano, 2003).
Box 1.1 lists the areas in which the two models differ.

Health beliefs and behaviours

Personal beliefs about health and illness are important as they can
influence the way individuals respond to health and illness, i.e. their
health behaviour (Harding & Taylor, 2002). Health beliefs shape the
way individuals behave in response to their experiences of health and
illness. Ultimately, this can influence how a patient behaves in response
to advice or information about his/her health. An individual’s beliefs
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Box 1.1 Summary of the differences between the
biomedical and biopsychosocial models of health and
illness.

Causes of illness

Types of treatment

Responsibility for illness and treatment
The relationship between health and illness
The relationship between mind and body
The role of psychology in health and illness

about health and illness can be understood from the following
perspectives:

(1) physiological/physical, e.g. level of fitness or energy;

(2) psychological, e.g. feeling happy or energetic;

(3) behavioural, e.g. eating and sleeping well;

(4) future consequences, e.g. I will live longer;

(5) the absence of something, e.g. illness, disease, symptoms.

Health behaviours have played an increasingly important role in
health and illness over the past century. For example, the decline of
infectious diseases since the 1800s started prior to the development and
use of medication, and a number of diseases in the Western world (e.g.
lung cancer, heart disease) are the result of health-related behaviours
(e.g. smoking, consumption of fast food) that are not found in other
parts of the world.

Models of health behaviour

In order that the basis of health behaviours can be explained, a number
of models of health behaviour have been developed. These fall, broadly,
into three categories: stage models, cognition models and social cogni-
tion models. These models of health-related behaviours are used
increasingly to explain the complex interplay of health beliefs that
influence an individual’s health behaviours. They are helpful in deter-
mining the basis for health behaviour and for answering questions
such as:

* How do people decide whether or not to exercise regularly?
*  What information is most likely to help people give up smoking?

The models provide a framework for healthcare professionals to
gain insight into an individual’s health beliefs and therefore his or her
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perspective of health, illness and the behaviour(s) that result. By doing
so they provide a means of meeting individual needs, and of targeting
health care to this end.

Stage models

The transtheoretical model

The transtheoretical model (DiClemente & Prochaska, 1982) describes
the process an individual goes through in making a change or changes
to his or her health behaviour. The model identifies five stages an indi-
vidual goes through in this process: pre-contemplation, contemplation,
preparation, action and maintenance. Sometimes a sixth stage, relapse,
is added. While the emphasis here seems to be on the process of
change, the model also emphasises the interaction between health
beliefs and behaviours. During the process of change, the individual
weighs up his or her beliefs, the time required to make the change, any
costs and benefits of the change. Box 1.2 illustrates the stages of behav-
iour change in the transtheoretical model and uses a smoker as an
example to illustrate how changes in beliefs influence behaviour.

Cognition models

Cognition models examine the predictors of health behaviours. They
developed from subjective expected utility theory (Savage, 1954), which
suggests that behaviours result from the individual weighing up the
possible costs and benefits of a certain behaviour. For example, a deci-
sion to wear sunscreen might be based on an individual weighing up
the likelihood of getting sunburnt if he/she doesn't wear sunscreen

Box 1.2 The stages of behaviour change in the
transtheoretical model.

(1) Pre-contemplation: in this stage the individual has no inten-
tion of making a change to his or her behaviour, e.g. ‘I am
happy being a smoker’.

(2) Contemplation: in this stage, the individual is considering a
change, e.g. ‘Perhaps I should give up smoking’.

(3) Preparation: the individual makes small behaviour changes,
e.g. ‘I will buy lower-tar cigarettes’.

(4) Action: the individual actively engages in the new behaviour,
e.g. ‘I have stopped smoking’.

(5) Maintenance: sustaining the change over time, e.g. ‘I have
stopped smoking for 4 months now’.

(6) Relapse: characterised by a return to the original behaviour,
e.g. ‘I gave up smoking for 3 weeks, but have started again’.
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against not getting burnt if he/she does. His or her behaviour will
depend on the importance he/she places on not getting burnt. The
importance of this to the individual will be determined by his/her
health beliefs about the risks of sunburn and skin ageing and cancer,
for example.

The health belief model

The health belief model (Rosenstock, 1974; Becker & Rosenstock, 1987)
is probably the most widely known model of health behaviour in
health care. In this model, health behaviour is seen as the result of a
set of five core beliefs held by the individual. Combined with an indi-
vidual’s demographic particulars, such as age, gender and socio-
economic group, these five beliefs can both shape and help to predict
an individual’s health behaviour. The five core beliefs are listed in Box
1.3. Like Box 1.2, a smoker is used as an example to illustrate possible
health beliefs in reaching a decision about his/her smoking
behaviour.

Together with an individual’s demographic details, these five health
beliefs combine to influence health behaviour. In some more recent
versions of the health belief model, health motivation, perceived control
and self-efficacy are added (Rosenstock et al., 1994). By making health
beliefs explicit, the model can help nurses and other healthcare profes-
sionals understand the reasons for an individual’s health behaviours.
Gaining an understanding of the beliefs that inform behaviour pro-
vides a way of addressing why, for example, an individual is behaving
in a certain way, or appears to be ignoring advice about a health
problem. Health beliefs that are based on poor or inaccurate informa-
tion can have important and detrimental effects on health behaviour
and therefore on health. Identifying these provides a way of explaining
health behaviours, and is the first step to modifying health behaviours.
It is important to remember that not all beliefs have the same impact
on health behaviour.

Box 1.3 The five core health beliefs included in the
health belief model.

(1) Susceptibility to illness, e.g. ‘'Smoking increases my chances
of getting lung cancer”.

(2) Severity of illness, e.g. ‘Lung cancer is a serious illness’.

(8) Costs involved in carrying out the behaviour, e.g. ‘Stopping
will make me put on weight”.

(4) Benefits involved in carrying out the behaviour, e.g. ‘Stop-
ping will save me money’.

(5) Cues to action (may be internal), e.g. ‘My friend has just been
diagnosed with cancer”.
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Box 1.4 Health beliefs that combine to shape
behavioural intentions.

e Attitude towards a behaviour: comprised of both a positive or
negative evaluation of the particular behaviour and beliefs
about the outcome of the behaviour.

* Subjective norm: comprised of the perception of social norms
and pressure to perform a behaviour, and evaluation of whether
the individual is motivated to comply with this pressure.

® Perceived behavioural control: comprised of a belief that the
individual can carry out a particular behaviour based upon a
consideration of internal control factors and external control
factors, both of which relate to past behaviour.

Social cognition models

Social cognition models examine the factors that predict behaviour
and/or intended behaviour and, in addition, examine why individuals
fail to maintain a behaviour to which they are committed. They devel-
oped from social cognitive theory, which was developed by Bandura
(1977, 1986).

The theory of planned behaviour

The theory of planned behaviour (Ajzen, 1985), which developed from
the theory of reasoned action (Ajzen & Fishbein, 1980), emphasises
intended behaviour as the result of a number of health beliefs. These
health beliefs, listed in Box 1.4, combine to shape intended behaviour
— referred to as behavioural intentions in the theory.

Responses to illness or the threat of illness

When considering an individual’s health beliefs and behaviours it is
often useful to have information about the way he/she copes with
illness or the threat of illness, or at least to be prepared for their
responses.

Illness cognitions

Illness cognitions are an individual’s implicit beliefs about his/her
illness. They provide a framework from which to understand how
individuals identify, perceive, cope and behave (Leventhal et al., 1980,
1997). There are five cognitive dimensions of these beliefs; these are
listed in Box 1.5.
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Box 1.5 Five cognitive dimensions of illness.

Identity: the name of the disease/diagnosis and the
symptoms.

Perceived cause: may be biological, psychosocial.

Time line: how long will it last; acute or chronic.
Consequences: limiting consequences, e.g. physical, emotional,
financial and those of treatment.

Curability and controllability: e.g. cancer versus the flu,
control by the individual or by others.

The way an individual responds to an illness will be affected, to
some extent, by the way he or she interprets these dimensions. For
example, an individual who believes that an illness will last only a
short time might respond differently to an individual who believes that
the illness is long term. Part of a nurse’s role is to understand how an
individual has interpreted these dimensions. This allows any mis-
guided perceptions to be addressed. As stated previously, health beliefs
that are based on poor or inaccurate information can have important
and detrimental effects on health behaviour and therefore on health.
Chapter 2 will discuss how individuals’ beliefs about health can affect
their health behaviours.

Summary

While definitions of health and illness can be found in the lit-
erature, individual definitions vary substantially and are
affected by a number of social, cultural and other factors.

The two most common models of health and illness are the
biomedical model and the biopsychosocial model.

The view that health is a multidimensional concept and includes
physiological, psychological and behavioural components has
gained increasing support in recent years.

Health beliefs shape the way an individual behaves in response
to his/her experiences of health and illness.

It is important for nurses to understand the health beliefs of
individuals in their care.

There are a number of models of health behaviour, which
are based on health beliefs. These include: the health belief
model, the transtheoretical model and the theory of planned
behaviour.

The way an individual responds to an illness, or the threat of
an illness, is also affected by the way he or she interprets the
five cognitive dimensions of illness.
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