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Introduction

‘Lose weight!’ ‘Avoid fat!’ ‘Stop smoking!’ ‘Reduce alcohol intake!’ ‘Get
fit!” ‘Practise safe sex!’ ‘Play safe!’ In contemporary Western societies the
health status and vulnerability of the body are central themes of exist-
ence. Individuals are expected to take responsibility for the care of their
bodies and to limit their potential to harm others through taking up
various preventive actions. Increasingly they are also expected, as part
of their responsibilities of citizenship, to manage their own relationship
to the risks of the environment, which are seen to be everywhere and
in everything. With the emergence of concerns about ecological crisis,
we have all been forced to confront the global nature of threats to both
self and society and to consider what we, individually, can do to protect
our health and that of our fellow citizens. Everyone is being called upon
to play their part in creating a ‘healthier’, more ‘ecologically sustainable’
environment through attention to ‘lifestyle’ and involvement in various
collective and collaborative endeavours. All these concerns, expectations
and projects come together in, and are articulated through, an area of
expert knowledge and action that has come to be known as ‘the new
public health’.

The new public health takes as its foci the categories of ‘population’
and ‘the environment’, conceived of in their widest sense to include
psychological, social and physical elements. With the development of this
perspective, few areas of personal and social life remain immune to scrutiny
and regulation of some kind. Given the scope of the new public health,
and its impact on virtually all aspects of everyday life, there has been
surprisingly little critical analysis of its underlying philosophies and its
practices. The new public health has been warmly embraced by people of
diverse backgrounds and political persuasions. It has been represented as
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x THE NEW PUBLIC HEALTH

the antidote to all kinds of problems linked to modem life, particularly
problems of the urban milieu. The uncritical acceptance of the basic tenets
of the new public health is disturbing in light of the increased potential
for experts to intervene in private lives and for established rights to be
undermined. We suggest that this reticence is in itself indicative of the
power of the discourse of the new public health to shape public opinion.
In this book, we highlight what we believe are some important dimensions
of the new public health and critically appraise their implications for
concepts of self, embodiment and citizenship.

Although the sociology of medicine, health and iliness is a burgeoning
field, and has been so for some time, very few sociocultural analyses of
public health have been published (recent exceptions include Bunton et
al. 1995; Lupton 1995; Petersen 1996). Sociologists working in public
health areas have generally taken a consensual view of public health,
engaging in a type of ‘social epidemiology’ in gathering data on people’s
health-related practices, beliefs and behaviours; or they have adopted an
interpretive phenomenological approach, seeking to identify the ‘authentic’
lived experience of health and illness. These approaches therefore tend to
work within the goals and discourses of new public health, servicing it
rather than challenging it. While numerous Marxist and feminist critiques
of public health have appeared over the past two decades or so, they have
generally focused on specific aspects such as deficiencies in the provision
of preventive services for underprivileged social groups, or the ‘victim-
blaming’ approach in health education. Little attention has been paid to
analysing the fundamental principles, discourses and practices of public
health from an epistemological position, or to exploring public health as
a sociocultural practice and a set of contingent knowledges. While we
would not argue that other types of research should necessarily be cast
aside by sociologists, we maintain that there is room for a more theoreti-
cally informed perspective on contemporary public health.

Over the past decade or so, there has been an upheaval in the
humanitie and social sciences instigated by the adoption of poststructuralist
theory. In its emphasis on the ways in which language, knowledge and
power interact to construct and reproduce our way of experiencing our
selves, our bodies and the social and material worlds, poststructuralist
theory has challenged many of the assumptions about truth and knowledge
previously held dear by scholars and researchers in the humanities and
social sciences. No area of study, whether it be sociology, psychology,
education, philosophy, cultural studies, geography, literary studies, history
or anthropology, has remained impervious to this challenge. Indeed, these
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recent developments in sociocultural theory have blurred the boundaries
between the disciplines. All of the above fields now include scholarship
into the construction of knowledge and experience in the context of power
relations. Such concepts as discourse, embodiment, spatiality and subjec-
tivity are now ubiquitous in writings on humanity, culture and social life.

Despite the enormous influence of poststructuralist thought on the
humanities and social sciences, the fields of academic inquiry and practice
that have traditionally focused on the health of the human body—medi-
cine, nursing and public health—have remained relatively impervious. This
is due in no small part to the traditional exclusion from medicine, nursing
and public health of the perspectives offered on embodiment, health and
disease by the humanities and social sciences. These fields have tended to
present themselves as scientific disciplines, built upon an objective knowl-
edge base unsullied by questions of power. Medical and nursing students,
therefore, have traditionally spent most of their time studying such subjects
as anatomy, biochemistry and physiology, which represent the human body
as an atomised collection of chemical and physical relationships—Ilittle
time has been given over in the curriculum to exploring the body in its
sociocultural, political and historical contexts. Similarly, students of public
health, their gaze diverted from the human body as a single entity to
human bodies in groups, have traditionally been trained in the rationalised,
quantifiable techniques of epidemiology, biostatistics, health promotion,
health economics and demography; again, they are given little time to
explore the sociological or cultural dimension of public health. In the
health sciences, the perspectives offered by the humanities and social
sciences, poststructuralist or otherwise, have been frequently marginalised,
at best treated as ‘add-ons’ to an already crowded curriculum (Lupton 1993;
Petersen & Winkler 1992).

We decided to collaborate in the writing of this book after discovering
our common interests and perspectives in relation to the social and cultural
aspects of public health. Although this book is a joint effort, it comple-
ments and extends ideas we originally developed independently elsewhere,
especially in our books, The Imperative of Health: Public Health and the
Regulated Body (Lupton 1995) and In a Critical Condition: Health and Power
Relations in Australia (Petersen 1994). These previous books share similar
concerns, and to some extent, similar theoretical approaches, with the
present book. The Imperative of Health, while adopting a poststructuralist
analysis similar to the one presented here, was primarily focused on the
historical antecedents of public health and the strategy of health promo-
tion, whereas In a Critical Condition covered a far broader range of topics
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in less detail than the present analysis. We therefore see this joint work
as both complementing and extending our previous writings by focusing
on a particular range of discourses and strategies supporting the ideals of
‘the new public health’ that we had not examined in detail in the past.

In this book we demonstrate the ways in which contemporary
sociocultural theory throws light upon the new public health as a domain
of knowledge and an arena of practice. We explore how new public
health knowledges and practices are constructed and reproduced and
examine certain dominant assumptions that underpin them. In particu-
lar, we focus upon the new public health as a new morality system in
ever-more secularised Western societies, a means of establishing a set of
moral tenets based on such oppositions as healthy/diseased, selffother,
controlled/unruly, masculine/feminine, nature/culture, civilised/gro-
tesque, clean/dirty, inside/outside and rational/emotional. A number of
themes run throughout the book. These include the importance of risk
as a sociocultural concept in the new public health discourses and
practices; the reliance upon the ‘rationality’ and ‘objectivity’ of science
to contain disorder that pervades public health; the representation of
the human body, the subject and social groups within the new public
health; the notion of citizenship as it is constructed through new public
health objectives and discourses; and the effects on the new public health
of the globalising tendencies of modern societies.

Our analysis begins in Chapter 1 with the recognition of the fact that
the new public health is at its core a moral enterprise, in that it involves
prescriptions about how we should live our lives individually and collec-
tively. Although professional experts justify their interventions in the name
of objective, ‘disinterested’ science, they selectively order knowledge in
such a way that some categories and some utterances and actions are
privileged above others, and therefore seem more natural and logical. As
we explain in this chapter, belief in the powers of science, in progress
through science, and in rational administrative solutions to problems is
central to the post-Enlightenment modemist tradition and finds expression
in the philosophies and practices of the new public health. Much of our
critical analysis is, therefore, oriented to the new public health as a
modernist project. Following Michel Foucault, we contend that in modemn
societies power operates not so much through repression, violence, direct
coercion or blatant control as through the creation of expert knowledges
about human beings and societies, which serve to channel or constrain
thinking and action. Expertise plays a crucial role in modem systems of
power through the creation of knowledge about the ‘normal’ human
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subject. The notion of repression implies the use of naked force to coerce
subjects into adopting some officially defined line of action. It is clear,
however, that in modemn societies power operates largely through a diffuse
and diverse array of sites, utilising the agency of subjects so that they largely
govern themselves voluntarily as particular kinds of persons. In the public
health arena, experts have assisted in this process of self-governance
through the advice they offer and through seeking to promote social
institutions that facilitate ‘healthy’ choices. The area of citizen rights and
responsibilities is an important terrain in the playing-out of these relations
of power and knowledge, and can be seen to reflect changing relations of
power in modern societies.

In the following chapters, then, we examine different aspects of the new
public health in terms of citizen rights and implied reciprocal responsibilities
and obligations. We draw particular attention to the recent emergence of
the concept of the entrepreneurial self; that is, the self who is expected to
live life in a prudent, calculating way, and to be ever-vigilant of risks. This
concept of self, we explain, has appeared during a period of retreat from
welfare interventionism and of reaffirmation of the importance of ‘markets’
as regulators of economic activity. The entrepreneurial self is the product
and target of ‘neo-liberal’ forms of rule that employ technologies for
‘governing at a distance’ by seeking to create localities, entities and persons
able to operate a regulated freedom. With the rise of ‘neo-liberalism’, the
concept of rights, which largely took shape during the ascendancy of the
welfare state, begins to appear rather limited, and flimsy at that. With the
development of a ‘duties discourse’ in parallel with the ‘rights discourse’,
citizens are assigned a whole range of new reciprocal responsibilities and
obligations which require something of a superhuman effort to fulfil. As we
point out at various points in our discussion, being a ‘healthy’, ‘responsible’
citizen entails diligence, self-control and hard work.

Chapter 2 focuses on epidemiology as it has been applied to pursue the
objectives of the new public health. Epidemiological knowledge has played
a key role in the construction of ‘truth’ about disease, risk factors, and
categories of ‘at risk’ subjects. Further, epidemiologists have worked closely
with the public health establishment in the effort to persuade people to make
changes to their lifestyles so as to reduce risk at the population level. The
development of national ‘goals and targets’ that has underpinned public
health planning in a number of Western societies would not be possible
without the contributions of epidemiological researchers. Given its close
alignment with policy processes, it is surprising that epidemiology as a
discipline has remained generally impervious to the type of critical scrutiny
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to which other sciences have been treated by sociologists of science.
Epidemiology’s pride of place within the public health establishment can be
explained by the post-Enlightenment belief in the scientific theory of
causation and in the ability to ultimately control problems through rational
administrative control. Although epidemiology has a hallowed role in the
new public health, its ‘facts’ are frequently disputed, both by experts and
non-experts. Experts may disagree about the interpretations of findings and
may be cautious in offering recommendations. Non-experts have their own
lay understandings (‘lay epidemiology') of health risks that may conflict
with, and override, established scientific evaluations of risk. Chapter 2
explores these complexities, and highlights some implications for those who
are the subjects of as well as subject to epidemiological knowledge.

Chapter 3 goes on to explore and critique the use of the discourse of
citizenship in the new public health, pointing to the complexities and
difficulties of adopting the notion of the ‘healthy’ citizen. As we emphasise
in this chapter, ‘health’ has come to be used as a kind of shorthand for
signifying the capacity of the modem self to be transformed through the
deployment of various ‘rational’ practices of the self. Health is viewed as an
unstable property, something to be constantly worked on. It is in the process
of working on the self, and of demonstrating the capacity for self-control of
the body and its emotions, that one constitutes oneself as a dutiful citizen,
and hence as governable. Although the discourses of neo-liberalism might
lead us to believe that private life is inviolable in that we have complete
personal ‘freedom’ in choosing health-promoting behaviours, the range and
kinds of practices we take up and adapt are, in the final analysis, suggested
or imposed by the broader sociocultural and political context. Public health
knowledges hold a privileged status as providing the ‘truth’ of health-pro-
moting practices. The discourses of the new public health are deeply
gendered, although this tends to be obscured by neo-liberal discourse which
operates with reference to a disembodied, and therefore non-gendered,
subject. As we point out in this chapter, women and men are positioned
differently in relation to the discourse of ‘healthy’ citizenship and this has
implications for how women and men experience their bodies.

Chapter 4 examines the multiple meanings of the concepts of ‘the
environment’ and risk which have become central to the discourses of
the new public health. In new public health discussions, ‘the environ-
ment’ and ‘nature’ are referred to as though their meanings were not
contentious. However, as we show, both ‘the environment’ and ‘nature’
are shifting categories, inevitably reflecting assumptions about society
and about human subjects. We examine these assumptions and spell out
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some implications of the broadening of the concept of ‘the environment’
in the new public health for self and citizenship. The concept of risk
looms large in the contemporary period of heightened consciousness of
the threats posed by ‘the environment’. Risks are increasingly seen to
be of a global dimension, and public health experts and environmental-
ists have turned their attentions to ‘saving the “sick planet”’. In this
endeavour, the city has become an increasingly important site for inter-
vention. The modern city is seen as distorting the ‘true nature’ of
humanity, and its spaces and places have become sites for controlling
pathology. Contemporary concerns about the city and its spaces in
certain respects represent a return to nineteenth-century understandings
of the link between urban conditions and health status. As we show,
however, the broad concept of ‘the environment’ has taken concerns far
beyond the control of odour and dirt to the examination of the psycho-
somatic effects of urban life.

In Chapter 5 we turn our attention to the concept of the ‘healthy’
city which is gaining increasing currency within the discourses of the
new public health. This chapter picks up and develops in more detail a
number of the themes introduced in earlier chapters, in particular the
influence of modernist concepts on new public health thinking and
action; the focus on ‘the environment’, and particularly environmental
risk; an emphasis on active and individual citizenship; and the tendency
to pathologise certain city spaces and places through their identification
as sites of risk. The Healthy Cities project of the World Health Orga-
nization (WHO), described by its proponents as the ‘local expression of
the new public health’, reflects many of the concerns about the ‘healthy’
city, and provides a major focus for our discussion in this chapter.
However, as we point out, the development of the Healthy Cities project
gives only a partial indication of the popularity of the concept of the
‘healthy’ city. Many cities that are not formally part of the WHO project
have adopted core principles of the new public health and are linked to
one another via national and international ‘networks’ of Healthy Cities.
We describe the context of concerns about the ‘healthy’ city, namely
the problem of managing ‘eco-crisis’. As we show, the ‘healthy’ city
exhibits quintessentially post-Enlightenment modernist features, such as
the concern with rational planning, the control of space, and the use of
organic and scientific metaphors in descriptions of city functioning. Thus
far there has been little critical reflection in the new public health on
the concept of the city and on the political strategies deployed in
advancing the ideals of the ‘healthy’ city.
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In Chapter 6 we critically appraise the notion of ‘community partici-
pation’, seen by many as definitive of the new public health. Again, we
focus on the Healthy Cities project since, in new public health rhetoric,
Healthy Cities provides a key means for realising the ideals of active
citizenship and ‘community participation’. For citizens, ‘participation’ has
become not simply a right but a duty. In the discourse of neo-liberal
democracy, participation is taken as a prerequisite of the fully democratic
society. However, in the light of many criticisms by groups who have
been excluded from participation, and of attacks on established rights
during a period of state retreat from welfare, the meaning and utility of
this concept need to be questioned. In this chapter, we draw attention
to the personal and interpersonal demands and responsibilities required
of those who are called upon to conform to the participatory ideal, and
make some critical observations on the concept of community. There is
now an extensive body of feminist and other literature critiquing the
concept of ‘community’, yet the term continues to be used in public
health as though its meanings and implications were unproblematic.
‘Community’ tends to be used in an overly restrictive way, with the
emphasis on place (the ‘neighbourhood’) as the basis for identity. The
effect of this is to deny the importance of other non place-based
identities that cut across, and may even conflict with, place-based
affiliations. We show how this place-based definition operates to ‘fix’
identity and to exclude those who are deemed not to be members of the
‘community’. The chapter concludes by calling for a critical scrutiny of
the discourse of liberation for its unacknowledged implications and its
constraining and often coercive and discriminatory effects.

In the Conclusion we draw attention again to the central themes of
the book, particularly the way that the new public health, almost in spite
of its own rhetoric and objectives, continues to rely upon a traditionally
modernist, science-based approach to dealing with health issues. This
approach, we argue, perpetuates standard binary oppositions that serve to
cast moral judgments of blame upon certain social groups, just as did
nineteenth-century public health. These moral distinctions, we argue, have
important material effects, including discrimination and the limiting of
access to resources such as health care. We end the book by reflecting
upon the ways in which individuals working in or researching the domain
of the new public health may seek to find alternative approaches that may
avoid some of the limiting, stigmatising and judgmental tendencies we

have here identified.



1 The new public health:

a new morality?

All people in all countries should have at least such a level of health
that they are capable of working productively and of participating
actively in the social life in which they live. (World Health Organiza-
tion's Global Strategy of Health for All by the Year 2000)

Health is not a ‘state’ to be captured and dealt with; nor is it some
achievement to be attained with finality. It is rather the response of
people to their environments. It is a response that allows them to go
about their daily activities without personal restrictions that can be
prevented. (Milio 1986)

Good health and wellbeing require a clean and harmonious environment
in which physical, social and aesthetic factors are all given their due
importance. The environment should be regarded as a resource for
improving living conditions and increasing wellbeing. (‘Principles for
public policy’, in World Health Organization 1990a)

Health status and the means for achieving good health are among the
predominant concerns of our age. While health has always been a
preoccupation to some extent in nearly all societies, the extent and
intensity of health-related concerns evident in many contemporary
Western societies are remarkable. Since the mid 1970s there has
been a proliferation of new knowledges and activities focusing on
health status, particularly the health status of ‘populations’. While the
increasing attention to body shape, diet and exercise is perhaps the
most obvious manifestation of this concern (the ‘lifestyle’ focus), there
is also a new consciousness of risks that are believed to lie beyond the
individual’s control but which are viewed as, ultimately, a result of
human activity (for example pollution, hazardous chemicals, global
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2 THE NEW PUBLIC HEALTH

warming, the greenhouse effect, loss of biodiversity, and so on). There
are, it seems, few areas of personal and social life untouched by this new
health-consciousness.

The term frequently invoked to describe these developments, ‘the
new public health’, implies the ‘rediscovery’ of, and some continuity
with, the ‘old public health’ project. This ‘old public health’ provides a
major source of identity for the contemporary field of knowledge as a
whole. The ‘old’, or nineteenth-century, public health movement was
primarily directed at controlling filth, odour and contagion, based as it
was upon the miasma theory of disease and illness. It emerged at a time
in which the European cities had experienced massive expansion with
an influx of the working class from rural areas in search of employment.
There were fears that the health and consequently the productivity of
the burgeoning urban working population would deteriorate and that
insurrection might occur due to the poor living conditions. The emphasis
for quite some time was upon the infectious diseases that caused high
mortality. It was not until the 1940s that public health practitioners, in
Britain at least, began to devote their attentions to non-infectious
diseases such as cancer and cardiovascular disease (Terris 1993, p. 137).
These conditions are now the predominant focus of public health
activities at the end of the twentieth century, with particular emphasis
being placed on their prevention.

Within the new public health literature, there is a great deal of
nostalgia for the ‘golden age’ of reform that supposedly heralded great
improvements in health and in living conditions in general. The public
is asked to place great store in the argument that the new public health
continues this great tradition of reform and is of general social benefit.
Typically, the evolution of public health is seen to comprise a series of
scientific or technical ‘breakthroughs’: sanitary reforms are seen to have
followed from the discovery of the contaminants of the physical envi-
ronment; the rules of hygiene followed from the discovery of
microorganisms; and (more recently) ‘lifestyle’ prescriptions and envi-
ronmental and social changes are suggested by emerging knowledge of
the personal and social ‘factors of risk’. The narrative of public health
emerges as a series of causal events in which the advance of science
plays an independent and key role in improvements in life expectancy
and population well-being (see, for example, Ashton 1992, pp. 1-12;
Ashton & Seymour 1988; Martin & McQueen 1989).

This idealistic and progressionist view of public health, we argue,
serves to obscure its profound moral, political and social implications.
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The new public health can be seen as but the most recent of a series of
regimes of power and knowledge that are oriented to the regulation and
surveillance of individual bodies and the social body as a whole. This is
not to say that it is simply a controlling or oppressive influence, and
that there is no scope for individual autonomous action (in fact, we
argue the contrary); rather it is to caution against the dominant view
that the new public health is unproblematically a liberating project or
‘movement’. Before proceeding with details of this argument, it is
necessary to make some preliminary comments about that body of
knowledge and domain of practice that has come to be known as public

health.

PUBLIC HEALTH AS A BODY OF KNOWLEDGE AND
DOMAIN OF PRACTICE

The term ‘public health’ itself is used in a number of different, and
sometimes competing, ways. It is generally noted in contemporary defi-
nitions, however, that ‘public health’ implies a focus on the health states
of populations rather than individuals; ‘the public’ in this case standing
for ‘the masses’. Emphases on the use of scientific principles, and on
organisation and management also generally appear in definitions of
public health, as in the following taken from public health textbooks:

Public health is a combination of science, practical skills, and beliefs
that is directed to the maintenance and improvement of the health of
all the people. (Last 1987, p. 6)

Public health is the organization of local, state, national, and interna-
tional resources to address the major health problems affecting
communities. (Detels & Breslow 1984, p. 20)

The term ‘public health’ also glosses the array of professionals and
institutions who are responsible for measuring, monitoring, regulating
and improving the public’s health—primarily medical workers, health
promoters, epidemiologists, health economists and bureaucrats working
in state-sponsored organisations such as public health units; as well as
academics engaged in researching public health issues, acting as consult-
ants for the bureaucracies and training public health workers. Sometimes
public health is associated with governmental action; that is, the public
sector. Thus, the term ‘public’ health is often used simply to designate
those forms of health care delivery not provided by the ‘private’ sector.
On other occasions, it has taken on a broader connotation which
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includes not only these governmental actions but also the participation
of the organised community; that is, ‘the public’. Or it can refer to those
services that are targeted not at a specific individual but at ‘the envi-
ronment’ (for example sanitation) or the ‘community’ (for example
health education), or to those personal preventive services oriented to
especially vulnerable groups (for example matemal and child care pro-
grams). There are a number of sites at which public health is practised
that are not funded by the state; for instance, the mammographic
screening facilities offered by private health care services and community
health advocacy groups. To further complicate matters, the term ‘public
health problem’ is frequently used to designate diseases that are partic-
ularly frequent or dangerous; for example, AIDS or smoking-related
diseases (Frenk 1993, pp. 471-2).

It is evident, however, that a comprehensive conception of public
health has emerged that is directed not to specific services, forms of
property, or types of problem, but rather to a level of analysis: the
population (Frenk 1993, p. 472). Clearly, the category of ‘population’
has become the object and target for increasingly detailed knowledges
and strategies. Thus, according to Ashton and Seymour,

the new public health is an approach which brings together environ-
mental change and personal preventative measures with appropriate
therapeutic interventions, especially for the eldetly and disabled. How-
ever [it] goes beyond an understanding of human biology and recognises
the importance of those social aspects of health problems which are
caused by life-styles. In this way it seeks to avoid the trap of blaming
the victim. Many contemporary health problems are therefore seen as
being social rather than solely individual problems; underlying them are
concrete issues of local and national public policy, and what are needed
to address these problems are ‘Healthy Public Policies’—policies in many
fields which support the promotion of health. In the New Public Health
the environment is social and psychological as well as physical. (1988,

p. 21)

This definition emphasises a number of themes to be found in concep-
tions of the so-called new public health: a shifting away from the
biomedical emphasis on the individual towards a focus on ‘social’ factors,
particularly ‘lifestyle’, in the aetiology of problems; a recognition of the
multidimensional nature of problems and of required solutions; and
particularly the adoption of a broad concept of the determining ‘envi-
ronment’ that includes psychological, physical and social elements. It
should be noted, however, that some definitions of the new public health
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are restricted to environmental concerns and exclude publicly provided
personal health services such as maternal and child care, and even
preventive services such as immunisation or birth control (see, for
example, Nutbeam 1986, p. 122). Since the late 1980s, and especially
after the 1992 United Nations Conference on Environment and Devel-
opment (Earth Summit) held in Rio de Janeiro in Brazil, attention has
increasingly focused on the health impacts of human intrusions into the
‘natural’ environment. There has been a proliferation of expert knowl-
edges and activities (that is, publications, conferences, and governmental
inquiries and commissions) focusing on the new environmental threats,
or ‘risks’, posed in particular by industrial activities and rapid population
growth, especially in urban areas; for example, the health effects of
energy use and land degradation (WHO 1992a; National Commission
on the Environment 1993; Ewan et al. 1991; National Health and
Medical Research Council 1992). More will be said on this later in this
chapter, and in other chapters. The point to be stressed at this juncture
is that the dual emphases on ‘population’ and on a broad concept of
‘environment’ that goes beyond national boundaries have redefined many
areas of personal life as ‘health related’.

The new public health encompasses such concepts and strategies as
health promotion and health education, social marketing, epidemiology,
biostatistics, diagnostic screening, immunisation, community participa-
tion, healthy public policy, intersectoral collaboration, ecology, health
advocacy and health economics. All of these are relatively ‘new’
approaches, which are used in conjunction with, or have supplanted,
older methods of preventing the spread of disease such as quarantine,
isolation and sanitary inspection. The new public health mainly incor-
porates voluntary actions on the part of citizens but also uses legistation,
much of which is enshrined in public health acts, directed at the control
of such activities as the wearing of safety helmets while riding a bicycle
or motor bicycle, drink-driving, seatbelt use, the manufacture of food-
stuffs, occupational health and safety, the use of firearms, the advertising
and sale of cigarettes and alcohol, and the sale and use of drugs defined
as illicit. Legislation is also directed at the control of infectious diseases,
allowing the state to incarcerate individuals who knowingly spread
communicable disease agents such as HIV. Emphasis is placed on coop-
erative relationships between state institutions and agencies, agencies
and organisations in the private sector, and voluntary organisations; this
is typically described as ‘intersectoral’ cooperation. With this expansive
agenda, involving professional experts, bureaucrats and ordinary citizens,



6 THE NEW PUBLIC HEALTH

everyone is, to some extent, caught up within what has become an
expanding web of power and knowledge around the problematic of

‘public health’.

PUBLIC HEALTH AND MODERNITY

Public health and scientific medicine are traditionally archetypal mod-
ernist institutions. That is, both projects depend on ‘science’ as the
bulwark of their credibility and social standing, and share a similar belief
in the powers of rationality and organisation to achieve progress in the
fight against illness and disease. That both public health and scientific
medicine demonstrate a modernist approach is not surprising, given that
they emerged at a similar time in history, the post-Enlightenment period,
which was characterised by a turning away from the ‘superstition’ of
religion to the power of human thought as a means of control over the
vagaries of nature. A classical modemnist approach views public health
as a progressive activity, drawing on the available expert knowledges,
technologies and means of calculation to further the good of members
of the public by improving their health status. It relies upon the setting
of goals and objectives and the measurement of ‘outcomes’ and ‘efficacy’
(as the current jargon has it). Public health, as a modernist enterprise,
depends upon enumeration and surveillance as a means of countering
the fear engendered by illness, disease and death, seeking to establish
and maintain order in the face of the disorder of ill bodies.

Where the approaches of medicine and public health differ is in their
relative focus on the health of the individual versus that of the collective.
The knowledge base and philosophy of medicine privilege individual
health above that of groups; doctors and other health care workers are
charged with the responsibility to do their best by each patient. In
contrast, public health views health states as collectivities rather than
the property of individuals, tending towards a utilitarian approach
favouring the interests of the many over those of the few. Hence the
tensions created by the attempt of the health care bureaucracy to impose
economic constraints on health care workers. The need to weigh up how
best to spend limited resources at the population level—on the care of
premature infants versus people requiring heart transplants, for exam-
ple—conflicts with the notion prevailing in medicine that each patient,
as an individual, has the right to the appropriate treatment.

While both medicine and public health are constructed upon the
tenets of classical modernism, they have undergone a series of dramatic
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changes, as have many other social institutions, since the tum of this
century. No longer are the claims of science to aid humanity accepted
unproblematically. Medical practices and medical practitioners have
become subject to open challenge on the part of members of the lay
public over the past few decades. Critical scholars such as Ivan Illich
(1976) have argued that biomedicine, rather than treating illness and
disease successfully, is characterised by iatrogenesis-—or illness caused by
medical treatment—and fosters dependency. The green and environmen-
tal movements are examples of groups that have vociferously argued that
science and medicine may be harmful, rather than beneficial, to the
health and well-being of many individuals. In medicine, evidence of
disillusionment with the claims of science has been shown by the
emergence of self-help and patient advocacy groups, the antivivisection-
ist movement, the home birth and women’s health movements, the
growth of litigation for medical negligence and the increasing following
attracted by alternative therapies (Williams et al. 1994, p. 186).

The HIV/AIDS epidemic has undermined the claims of modemn
medicine and public health to be able to conquer fatal infectious diseases,
as there is yet to be discovered a vaccine or effective treatment for the
syndrome. A discourse of fear has emerged around ‘killer viruses' such
as HIV and the Ebola virus, and bacteria such as necrotising fasciitis, the
‘flesh-eating bug’ that caused the deaths of seven people in south-western
England in 1994. While the recent emergence of these ‘new’ diseases
has also begun to throw into question the success of the modemist
approaches of public health, the strategies used to deal with these diseases
are themselves essentially modernist. The best measures public health
can provide to deal with these epidemics are those of epidemiology and
preventive health, including the centuries-old strategy of isolation and
quarantine: tracking down the source of the epidemic, seeking to
demonstrate how the virus spreads, suggesting ways of limiting exposure.
Such activities provide a semblance of reassurance, in dealing ‘rationally’
with the epidemic, but ultimately demonstrate the ineffectiveness of
medicine and public health in dealing with these new illnesses.

‘The new public health’ has been positioned by some as an evolved
form of public health that goes beyond its original modernist strategies
and philosophies. Burrows et al. (1995) contend, for example, that public
health approaches are characterised by features of late modemity or
postmodernity: in their deliberate attempt to distance themselves from
hospital-centred curative medicine, in their focus on multisectoral efforts
and multidisciplinary approaches, and in their emphasis on the ‘active
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participation’ of individuals rather than their passivity. Burrows et al.
assert that ‘health promotion and the new public health represent new
forms of social mediation in relation to health and illness’ in their
emphasis on approaches ‘based upon assumptions of contingency, a
plurality of rationalities and, ultimately, to the abandonment of “truth”
claims’ (1995, p. 242). Some strategies of public health, however, they
see as still modemist in their approaches, for example health economics,
in its emphasis on rationality, costs, outcomes and systematic evaluation.

We would argue that despite these claims, the new public health still
largely retains central features that may be described as traditionally
modemist. It is not only the strategy of health economics that privileges
evaluation; for example there is currently an emphasis upon evaluation,
using rational strategies, in all activities of the new public health,
including those involving community participation, to see whether they
‘work’ successfully. Medical, scientific, epidemiological and social scien-
tific knowledges are routinely employed as ‘truths’ to construct public
health ‘problems’ and to find solutions for dealing with them. Profes-
sional expertise remains privileged over lay expertise, as is highly evident
in health educational advice to populations on how they should regulate
their lives to achieve good health. Thus, while the new public health
may draw on a ‘postmodernist’ type of rhetoric in its claims, it remains
at heart a conventionally modernist enterprise.

The regulatory implications of the broad agenda of the new public
health have remained largely unexplored in the academic literature on
public health. This is due in large part to unshakable faith in the
narratives of post-Enlightenment humanism—the ideas of scientific and
social progress and of human perfectibility. The existence of pre-social
human subjects who can, and should, be ‘liberated’ or assisted to reach
their full potential through their own and others’ efforts (particularly
those offered by experts) has been largely taken for granted. Within this
narrative, the early sanitary reformers appear as heroes who have helped
to ameliorate the sources of misery in the lives of those disadvantaged
by the twin processes of industrialisation and rapid urbanisation. Fur-
thermore, they are presented as exemplars for current efforts to improve
population health and well-being.

A clear example of the use of this narrative of progress is to be found
in commentaries on the so-called Healthy Cities project, which was
launched by the WHO in 1986 ostensibly for implementing new public
health principles at the local level (see Chapter 5). In writing on the
history of the Healthy Cities project, John Ashton locates the origins
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of ‘the Sanitary idea’ to the educative work in Britain of members of
the Health of Towns Association in the 1840s. This largely upper-
middle-class group of men are seen to have ‘left behind them an approach
and a menu of measures which had flowed from the sanitary idea’, which
included such supposed virtues as:

. The legitimacy of working locally.
. Resourcefulness and pragmatism.
. Humanitarianism and a strong moral tone.
. The recognition of the need for special skills and qualifications.
. Appropriate research and inquiry.
. The need to focus on positive health.
. The value of producing reports on the state of the health of the
population.
8. Populism.
9. Health advocacy.
10. The need for persistence and working with trends.
11. The need for organisation.
12. The recognition that public health needed to be the responsibility
of a democratically accountable body. (Ashton 1992, p. 3)

3 ON N B N e

Like much of the contemporary writing on the new public health, the
form of narrative adopted here would seem to have more to do with
confirming what has already become largely orthodoxy in thought and
practice rather than with developing a critical understanding of funda-
mental assumptions. For instance, there has been no questioning of the
fact that the Healthy Cities project was initiated by a group of experts
and bureaucrats who have remained ‘wedded to a conventional (and
modernist) view that science can both liberate the human condition and
provide legitimation for the political processes of so doing’ (Davies &
Kelly 1993, p. 7). We discuss in Chapter 5 how these modernist
assumptions inform thinking about the city. In their failure to appraise
critically the narratives of progress that underlie and support many of
the projects of the new public health, public health advocates can be
accused of leaving unexamined and intact the power relations that these
narratives both reproduce and help to sustain. Given the centrality of
the concept of ‘empowerment’ in the discourse of the new public health,
health promoters have offered surprisingly little analysis of power rela-
tions as they pertain between, for instance, experts and non-experts,
populations of the wealthy ‘developed’ countries and populations of the
poor ‘developing’ countries, men and women, and heterosexuals and gay
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men and lesbians (for a critique of ‘empowerment’, see particularly

Chapter 6).

NEO-LIBERALISM AND THE NEW PUBLIC HEALTH

Recent theoretical work in the social sciences and humanities has drawn
attention to the interconnections between specific techniques of gover-
nance and patticular forms of knowledge, and to the ways in which
discourses such as public health have helped to shape identity and to
define the limits of what might be humanly possible. Rather than
theoreticians looking to knowledge to ‘liberate’ the ‘authentic’ human
subject, the emphasis has shifted to an examination of the power of
knowledge to define and hence govern subjects, as well as to an
examination of the implications of this for the construction of self-iden-
tity, or subjectivity. Poststructuralist perspectives in particular have
drawn attention to the fact that the assumed or constructed human
subject of Western modernist discourse is an exclusive subject in that it
is predominantly male, European, heterosexual, middle aged, and middle
class.

From this perspective, the philosophies and forms of intervention of
the new public health can be understood by reference to the political
rationalities that characterise the societies in which the new health
knowledges and practices have emerged, namely ‘neo-liberalism’ or
‘advanced liberalism’ (Gordon 1991; Rose & Miller 1992; N. Rose 1993).
Since the mid 1970s, in Britain and elsewhere in Europe, the United
States and Australia, the ‘neo-liberalist’ critique of welfarism has found
increasing favour. The emphasis on individual and collective
entrepreneurialism in health and welfare, and the devolution of respon-
sibility for health care and other social services to ‘communities’, have
received widespread endorsement across the political spectrum during a
period when the limits of welfare as an economic, political and social
strategy have become apparent. The features and language of neo-liber-
alism are described in detail elsewhere (see particularly Burchell et al.
1991; Rose & Miller 1992). Briefly put, neo-liberalism reinstates liberal
principles, including the notion that individuals are atomistic, rational
agents whose existence and interests are prior to society; scepticism about
the capacities of political authorities to properly govern; vigilance over
attempts of such authorities to govern; an emphasis on markets over
planning as regulators of economic activity; and so on. Neo-liberalist
rule operates not through imposing constraints upon citizens but rather
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through the ‘making up’ of citizens capable of exercising regulated
freedom (Rose & Miller 1992, p. 174). Personal autonomy, therefore, is
not antithetical to political power, but rather is part of its exercise since
power operates most effectively when subjects actively participate in the
process of governance. Neo-liberal government, then, is dependent upon
technologies for ‘governing at a distance’, seeking to create localities,
entities and persons able to operate a regulated autonomy (Rose & Miller
1992, p. 173). One of the chief mechanisms of neo-liberalism is the
attempt to create and sustain a ‘market’. Although the state is still seen
to have a role in defending the interests of the population in the
international sphere and in creating a legal framework for social and
economic life, the emphasis is on “‘autonomization” of the state from
direct controls over, and responsibility for, the actions and calculations
of businesses, welfare organisations, and so forth’ (Rose & Miller 1992,
p- 199).

Part of the impetus for a redefinition of state involvement in everyday
life has undoubtedly originated with that loose political grouping known
as the New Right, intent as it is in ‘rolling back the state’, particularly
its welfare aspects. It is also apparent, however, that some of the social,
political and cultural redefinitions that have facilitated the changing
mode of rule have occurred as a consequence of the critiques and
interventions arising from the so-called new social movements, such as
the green movement, the peace movement, the gay and lesbian rights
movement and the women’s movement. The basic tenets of the new
public health are fully in accordance with the ‘progressive’, ‘democratic’,
and ‘humane’ impulse of these social movements, and indeed with the
neo-liberal democratic values of the societies within which many of these
movements emerged. It is significant that the new public health is
frequently described as being a ‘movement’ for change, and that it draws
heavily on the language of many other new social movements, using
terms such as ‘self-help’, ‘equity’, ‘access’, ‘collaboration’, ‘empowerment’,
‘participation’, ‘community control’, and so on. This language has broad
appeal, and its use has been an important means by which the new
public health has achieved broad-based support while remaining closely
wedded to official objectives (Stevenson & Burke 1991). It serves to
mask shifting relations of power involving, in particular, a redefinition
of citizenship rights and responsibilities.

The new public health is, if nothing else, a set of discourses focusing
on bodies, and on the regulation of the ways in which those bodies
interact within particular arrangements of time and space. Perhaps less
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obviously, the discourses of the new public health also seek to transform
the awareness of individuals in such a way that they become more
self-regulating and productive both in serving their own interests and
those of society at large. By providing norms by which individuals are
monitored and classified, and against which individuals may be measured,
the emphasis of the new public health is upon persuading people to
conform voluntarily to the goals of the state and other agencies. This is
a crucial feature of the concept of neo-liberalism: the recognition that
in modern societies the state is positioned as not domineering, repressive
or authoritarian, but rather as part of a set of institutions and agencies
that are directed at enhancing personal freedoms and individual devel-
opment. Therefore self-government—or the regulation and discipline of
the self as an autonomous individual—partly takes place through exter-
nal imperatives. Given the ‘penetration of these imperatives into
everyday life, individuals come to understand themselves as citizens in
relation to the sociopolitical technologies of government. As Burchell
points out:

It is in the name of our governed existence as individual living beings,
in the name of our health, of the development of our capabilities, of
our membership of particular communities, of our ethnicity, of our
gender, of our forms of insertion into social and economic life, of our
age, of our environment, of particular risks we may face and so on, that
we both revile and invoke the power of the state. (1991, p. 145)

Corresponding with the emergence of this new entrepreneurial ethos has
been a reconfiguring of the rights and responsibilities of the subject qua
citizen. Roche (1992) has pointed to the undermining of the legitimacy
of the concept of social rights as it has developed within the welfare
state, as a consequence of New Right attacks on welfare provision and
the very idea of social rights, as well as a consequence of new social
movement critiques of the limitation of the established formulations of
rights. Contemporary social movements of the oppressed, and the ecology
movement, have drawn attention to the fact that the duties that rights
imply are not all state duties, but also apply to interpersonal, interna-
tional and intergenerational relations (see, for example, Evans 1993;
Dietz 1994; Pateman 1994; Young 1994). Feminism, for instance,
challenges men to act against the patriarchal order in which women are
second-class citizens and to work towards a society of equal citizenship.
The ecology movement calls upon all members of the present generation
to undertake duties of ‘environmental stewardship’ on behalf of future
generations (Roche 1992, pp. 50-2). The development of a ‘duties
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discourse’ in parallel with the ‘rights discourse’ has brought a stronger
emphasis on social obligations and personal responsibilities that are
restricted neither to national borders nor to a single generation. Thus,
at the very same time as there has been an increasing emphasis on
regional, corporate and individual autonomy, there has also emerged a
stronger notion of globalism and global political responsibilities which
makes national identity appear anachronistic (Turner 1990, p. 212). As
we detail in Chapter 3, subjects qua citizens are increasingly being called
upon to consider not only their contribution to the national health bill
and their responsibilities to fellow nationals who have hitherto been
denied full rights of citizenship (because of their sex, ethnicity, employ-
ment status and so on), but also their duties in respect to global
environmental problems and to those people in less fortunate circum-
stances in other countries.

The emergence of a ‘duties discourse’ and a greater emphasis on the
duties implied by rights is reflected in a wide variety of new public health
literature, but especially in reports and charters of the WHO. Thus, the
WHO’s European Charter on Environment and Health acknowledges
that while ‘every individual is entitled to an environment conducive to
health’, she or he also has an obligation to ‘care for a health giving
environment' (WHO 1990a, pp. 29-31). As the Charter states,

the entitlements of individuals do not exist without corresponding
responsibilities, not only to protect the safety of others but to help
promote a safe, health-enhancing environment for the community.
Moreover, the individual is responsible to more people than those
encountered from day to day in the immediate environment; public
policies designed to promote the health and wellbeing of future gener-
ations and inhabitants of other countries need the assent and sometimes
the active participation of individual people. Individuals are also respon-
sible for the quality of the urban, rural and natural environments because
they significantly influence health and wellbeing. (1990a, pp. 31-2)

A broadening of the concept of social citizenship, and an emphasis on
‘rights implies duties’, have profound implications for contemporary
subjectivity in that individuals are called upon to take on responsibilities
and obligations that were unimaginable when the conception of citizen-
ship was restricted to the level of nation and welfare-state. To argue for
the social rights of future generations and for remote others is to argue
for new social duties and constraints on present generations and those
already enjoying full rights of citizenship, with little or no possibility of
reciprocity of rights claims against those generations or others (see Roche
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1992, p. 242). It has brought into play an increased expectation of
individual duties towards oneself and others and has given rise to new
relationships, including international ‘collaborative ventures’ such as the
Healthy Cities project. Among these relationships are those involving
experts, on whom the individual depends for advice, although increas-
ingly on a voluntary basis (N. Rose 1993, p. 296).

THE ROLE OF EXPERTISE

Expertise plays a crucial role in political rule in modern societies, by
rendering a multiplicity of social fields governable through detailed
documentation, classification, evaluation and calculation (Johnson
1993). Foucault has demonstrated how the human sciences emerged in
the nineteenth century as part and parcel of the development of an
extensive system of moral regulation of populations, which has involved
making human beings the objects of the exercise of power. New specialist
knowledges such as medicine, sociology and psychology, and new insti-
tutions such as prisons, schools and hospitals, were part of an expanding
apparatus of control, discipline and regulation that involved micropoliti-
cal processes whereby individuals were encouraged to conform to the
morals of society. These knowledges turned power from an external
economic and political force into a form of rule based on ‘the adminis-
tration of bodies and the calculated management of life’ (Foucault 1980,
p. 140). Commenting on the techniques of rule in neo-liberal societies,
Rose and Miller note that:

The vital links between socio-political objectives and the minutiae of
daily existence in home and factory were to be established by expertise.
Experts would enter into a kind of double alliance. On the one hand,
they would ally themselves with political authorities, focusing upon their
problems and problematizing new issues, translating political concerns
about economic productivity, innovation, industrial unrest, social stabil-
ity, law and order, normality and pathology and so forth into the
vocabulary of management, accounting, medicine, social science and
psychology. On the other hand, they would seek to form alliances with
individuals themselves, translating their daily worries and decisions over
investment, child rearing, factory organization or diet into a language
claiming the power of truth, and offering to teach them the techniques
by which they might manage better, earn more, bring up healthier or
happier children and much more besides. (1992, p. 188)
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Public health expertise can be seen, then, as a particular example of a
more general deployment of expert knowledge for shaping the thoughts
and actions of subjects in order to make them more useful and ‘govern-
able’. In order that subjects be governable, however, social life needs to
be rendered into a calculable form; for example, in the form of reports,
pictures, numbers, charts, graphs and statistics. Those material conditions
that enable thought to analyse an object, which Bruno Latour calls
inscription devices, translate reality into a form in which it can be
debated and diagnosed (Rose & Miller 1992, p. 185). Public health has
developed many techniques for defining and circumscribing a governable
terrain, and in this respect expert ‘theories’ play a decisive role.

In recent years, there have been an increasing number of public
health ‘theories’ that posit one or more aspects of the ‘conditions of
modern life’ as a causative factor in ill health and as an object for reform.
An important development was the ‘discovery’ of ‘unhealthy lifestyles’,
or rather their ‘rediscovery’, since the discourse of lifestylism can be
traced back at least as far as the late nineteenth century (see Chapter
3). It is difficult to identify with any certainty the precise date of this
‘discovery’. The mid 1970s, however, can be taken as marking the
approximate beginnings of a period in which there has been a prolifer-
ation of academic and professional writings and associated practices
focusing on those aspects of ‘lifestyle’ conducive to ill health. The
recognition that it is ‘lifestyles’—lack of exercise, poor diet, over-
consumption of certain products, exposure to hazardous chemicals, and
so on—that make people ill, has led to the adoption of a range of new
education initiatives that have sought to inform individuals about how
to change their behaviours in such a way as to avoid illness. The body
of knowledge and practical activities that has come to be known as
‘health promotion’ has been largely concermned with identifying and
changing ‘unhealthy’ or ‘risky’ lifestyles. Lifestyle theory posits the indi-
vidual subject as a rational, calculating actor who adopts a prudent
attitude in respect to risk and danger. The health promoters who want
to change lifestyles are advocating similar values to those of the Protes-
tant ethic that Weber (1976 [1930]) linked with the rise of capitalism;
namely, that life should be lived rationally, in a profit-maximising way,
with no room for such excesses as drunkenness, overeating, gambling,
idleness, thriftlessness, and so on. Many health promoters would wish to
‘turn people into calorific and cholesterol counting machines’. In this
respect, they are closer to missionaries than to the disinterested scientists
that they believe themselves to be (Metcalfe 1993, p. 41).
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Within contemporary health promotion, it is assumed individuals
have a choice in preserving their physical capacity from the occurrence
of disease. In the event that one is unable to regulate one’s own lifestyle
and modify one’s risky behaviour, then this is, at least in part, ‘a failure
of the self to take care of itself’ (Greco 1993, p. 361). A persistent
sociological critique of the lifestyle philosophy has centred on its failure
to acknowledge the impact of such factors as class, gender and ethnicity
both on life chances and on those individual decisions predisposing to
‘unhealthy lifestyles’, and on the consequent tendency to ‘blame the
victim’ for what are seen as structurally induced problems (see, for
example, Crawford 1977). This critique loses much of its potency as the
domain of public health expands and everyone becomes, in effect, a
‘victim'. As mentioned earlier, the theoretical project of the new public
health has broadened since the late 1980s to encompass the ‘total
environment' as an object of study, calculation and intervention. Reflect-
ing these concemns, the preamble to the WHQO's Charter on Environment
and Health stated that

the starting point for policy on health and the environment is the
recognition that, in principle, almost every aspect of the environment
potentially affects health for good or ill. This applies not only to specific
agents (microorganisms, other biological entities, physical forces and
agents, and chemicals) but also to elements of the urban and rural
environment: homes, workplaces, leisure facilities and the main compo-
nents of the natural world (the atmosphere, soil, water, and many parts
of the biosphere). A properly managed environment is therefore essen-
tial, not only to improve health but indeed to ensure human survival.
(WHO 19903, p. 21 femphasis added})

As this suggests, there are few aspects of the environment that do not
in some way or other have an impact on health status and hence are
not relevant to human control or ‘management’. Since the adoption of
this Charter, there has been a rapid development of knowledge about
the effects on health of the incursions of human beings into the ‘natural’
environment. A proliferation of government and academic reports has
resulted as have professional meetings concerned with defining the
relationship between health and environment andfor with establishing
principles and guidelines for action.

Increasingly, there has been a focus on the risks associated with
industrial practices and rapidly growing urban populations in both ‘devel-
oped’ and ‘developing’ countries; for example, the depletion of
non-renewable resources, the increase in air and water pollution, and
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the generation of hazardous wastes. A growing number of expert reports
and commentaries have drawn attention to the creation of unsustainable
demands on the environment, and the intimate connection between
current patterns of ‘development’, population growth, consumption and
health (see, for example, WHO 1990a, 1990b, 1992a; Draper 1991;
McMichael 1993a, 1993b). (This is analysed in more detail in Chapters
4 and 5.) It is within this context that a new conception of public policy
has emerged. This conception is outlined by Milio:

Simply put, public policy—the guide to government action—sets the
range of possibilities for the choices made by public and private organi-
zations, commercial and voluntary enterprises, and individuals. In
virtually every facet of living, the creation and use of goods, services,
information and environments are effected by government policies—
fiscal, regulatory, service provision, research and education, and
procedural. Public policy then becomes a prime approach to creating
the conditions and relations that can nurture health. The new public
health thus asserts that all public policies should take into account the
health interests of the public. It advocates that policies should make
healthful choices easy (less costly in various ways) and damaging choices
difficult (high in monetary and other costs) to the chooser, whether a
corporate body or individual. (1991, pp. 8-9)

As this quote suggests, public policy is seen as both constraining and
‘enabling’. The idea of ‘mak[ing] healthful choices easy’ (or ‘damaging
choices difficult’) is central in this theory, and constructs the individual
subject and other entities as rational, autonomous actors whose behavi-
our can be guided or shaped through rational planning. Public policy is
posited as a kind of tool which can be deployed in order to facilitate
the autonomy of individual and corporate actors in fulfilment of their
health-related obligations and responsibilities. As Milio points out else-
where, the task of public. policy has become one of ‘creating
environments’ so that ‘individuals would be better able to develop and
pursue their personal views of “health™. Although governments cannot
assure that every individual attains personally defined ‘health’, they at
least have the responsibility ‘to establish environments that make pos-
sible an attainable level of health for the total population’ (Milio 1986,
pp- 4-5).

The shorthand term used to designate those policies designed to
support the entrepreneurial actions of individual and collective sub-
jects—‘healthy public policy’—is seen by its advocates as a key part of
the new public health (Draper 1991, p. 17) (see Chapter 5). According
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to the rhetoric, such policy is ‘multisectoral’ in scope; that is, it is not
confined to the conventional sphere of health policy. It is also collabo-
rative in strategy, involving many levels and areas of government,
voluntary, economic and community groups (Milio 1986, p. 9). At least
in principle, this has brought together and legitimated the involvement
in health of a vast array of experts from such diverse areas as transport
planning, engineering, architecture, agriculture, banking, social work,
media studies, town planning and other areas of local government. It
has also led to the emergence of a new conception of the domain of
expert practice, encompassing ‘political’ action (for example, lobbying
politicians, involvement in local action groups) as well as the production
and application of ‘impartial’ scientific knowledge. Community action
and ‘community participation’ have emerged as key concepts in the new
public health, reflecting a more general concern with developing a non
state-based sphere of ‘the political’ and with nurturing local autonomy
(see Chapter 6).

THE PERVASIVENESS OF RISK

One of the key tasks of this expanding system of expert knowledge is
to track down, calculate and eliminate the ‘risks’ that are seen to pervade
all aspects of human life. The concept of ‘risk’ is central to the new
public health and is therefore introduced at various points in our
discussion, particularly in Chapters 2 and 4. Our approach to risk adopts
the constructionist perspective espoused by writers such as Mary Douglas
(1992), in which it is asserted that risks are sociocultural constructs; are
always political in their construction, use and effects; and inevitably
include moral judgments of blame. This focus on the social construction
of risk is not to argue that there are no ‘real’ dangers and threats to
which humans may fall prey, causing ill health, pain or death, but rather
is to contend that our understanding of these dangers and hazards,
including their origin and their outcomes, are constituted through social,
cultural and political processes. It is through these processes that dangers
and hazards become ‘risks’. For instance, some dangers are singled out
and labelled as ‘risks’, while others are not; this selection process is
inevitably shaped by the sociocultural and political context.

Castel (1991) has shown the importance of risk discourse and the
new prevention credo for social regulation in contemporary societies. As
he observes, regulation has moved from a dependence on corrective or
therapeutic interventions to the probabilistic calculation of risk and the
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development of risk profiles. The calculation of risks allows interventions
to be legitimated not simply on the basis of the existence of actual
concrete dangers, but rather on the basis of the expert assessment that
an undesirable event may occur and that intervention can prevent this.
This would seem to have vastly extended the possibilities for interven-
tion since, to be suspected, one need not manifest symptoms of
dangerousness or abnormality, but rather need simply display the char-
acteristic that experts responsible for the prevention policy have
identified as a risk factor (Castel 1991, p. 288). (For a more detailed
discussion of risk as governance in relation to the discourse of health
promotion see Lupton 1995, Ch. 3; Petersen 1996.)

A recently published public health text, The Health of Populations
(second edition), illustrates the centrality of the concept of ‘risk’ within
contemporary discourses of public health (Harper et al. 1994). The book
is devoted almost entirely to the analysis of health ‘risks™: historical
background to the control of risks (for example those associated with
infectious diseases); the identification of contemporary ‘risk factors’ of
personal behaviour and lifestyle (smoking, alcohol, diet, exercise, repro-
ductive and sexual behaviour, driving behaviour, social relationships, the
occupational environment, pollution, and the built environment); inter-
ventions designed to reduce risk (the production of less harmful cigarettes,
cessation of smoking, changes in diet, driver education, legislation, and
mass media campaigns); the search for effective therapies and changes in
health care organisation for managing or alleviating the distress caused by
‘risks’; and epidemiological methods of measuring risk. An elaborate body
of theory, based upon the science of epidemiology, has been developed to
explain associations between health outcomes and predisposing (that is,
‘risk’) factors. The science of epidemiology has become so integral to the
public health endeavour of identifying, reducing exposure to, or eliminating
‘risks’ that it has become almost synonymous with the new public health
enterprise itself (see Chapter 2).

Risk assessment has facilitated ‘government at a distance’ in such a
way that health promoters are not clearly seen to be directly intervening,
or coercing or punishing. Indeed, health promoters see themselves work-
ing at a distance through the efforts of others by way of forging
collaborative ventures (for example ‘intersectoral collaboration’), lobby-
ing for policy change, promoting community action (‘community
development’) and making alliances with the ecology movement (for
example ‘sustainable development’) (Bunton 1992, p. 9). Contemporary
health promoters have been at the forefront in the call for efforts to
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reorganise social institutions, and to implement different kinds and levels
of intervention and collaboration involving public and private sectors,
in fulfilment of the goal of ‘health for all’. In their efforts to identify
and control the ‘factors of risk’, health promoters have taken on the
roles of expert administrators, program coordinators and ‘community
developers’. The ‘factors of risk’ they identify are distributed throughout
the social body to the extent that (responsible) individuals at every turn
face the task of having to monitor, regulate and change (that is,
refashion) themselves to avoid, modify, control and eliminate behaviours
and situations deemed ‘risky’.

The construction of ‘risk profiles’—analyses of the distribution of
risks in given milieux of action undertaken on the basis of the current
state of knowledge and conditions—has become an important task of
health promoters. Since what is ‘current’ is constantly in flux, however,
these profiles are constantly being revised and updated (Giddens 1991,
p. 119). As experts identify new sources of risk, the norms for risk-avoid-
ing behaviour change, and new forms of intervention and personal
behaviours are called for. In theory, there is no limit to the number of
risks that can be created and, hence, the number of interventions and
personal strategies that can be employed. For the individual, it would
seem, part of living in the ‘risk society’, to use Beck’s (1992) term, is to
be always aware of risk; to build risk appraisal into one’s ‘life-planning’
(Giddens 1991, pp. 125-6).

A particularly clear example of the attempt to generalise these risks
to the whole population is the development and implementation in
health promotion of specified ‘goals and targets’. Australia, the United
States, England and Wales, and to some extent New Zealand, have in
recent years developed such targets to ‘guide decision-making in relation
to health services provision and health promotion activities’ (Nutbeam
et al. 1993, p. 10). In Australia, the goals and targets were originally
endorsed by the Australian Health Ministers’ Conference in 1988. In
1993, however, there was a proposal to further refine these national goals
and targets with the explicit aims of broadening the ‘framework of
action’, setting in place mechanisms for accountability and the monitor-
ing of progress, and more fully engaging the health system in health
promotion (Nutbeam et al. 1993, pp. 8-9). The proposed ‘extended
framework’ in the subsequent Goals and Targets for Australia’s Health in
the Year 2000 and Beyond included an elaborate schema identifying health
goals and targets (including estimated date of achievable change) for a
large range of ‘preventable mortality and morbidity’ in relation to
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different ‘priority populations’ (defined by age, gender, ethnicity,
Aboriginality, socioeconomic status, and location of residence). It also
sought to identify lifestyle and risk factors, personal knowledge and skills,
and environmental determinarits of health that need action in respect
to each of a range of identified preventable conditions.

The ambitious nature of this agenda can be appreciated by examining
just one area for action noted in the above goals and targets proposal:
land transport, particularly motor vehicle transport. The dangers associ-
ated with motor transport identified in the 1993 Godls and Targets report
include air pollution, traffic congestion, excess noise, personal injury,
loss of bushland, and global warming (Nutbeam et al. 1993, p. 189). In
order to develop transport systems that protect and promote health (that
is, systems that minimise risks), it was contended, changes need to be
made in such areas as vehicle design and safety, road safety legislation,
local traffic planning, and land use planning. This calls for the involve-
ment of a large range of regulatory agencies (for example, state and
federal departments of transport, local councils, urban planning author-
ities), and the employment of specialised bodies and expertise to monitor
the environmental and health impacts of these developments (Nutbeam
et al. 1993, pp. 189-90). The goals and targets proposal acknowledged
the differential impact of risks on different categories of population, and
so specific strategies were proposed for specified ‘at risk’ groups. For
example, children, older people, and people with a disability were
collectively deemed to be at high risk of transport-related injury (pre-
sumably because they are more likely to be pedestrians), and a number
of recommendations to minimise exposure to risk were indicated (1993,
p. 191).

The complex system for monitoring and regulating populations that
is indicated in the goals and targets strategy is informed, and technically
facilitated, by advances in the statistical calculation of risk. Health
promotion surveys, often referred to as ‘lifestyle surveys', focus attention
on increasingly detailed aspects of everyday life used for the calculation
of risk: leisure activities; participation in exercise; the extent of social
and sexual contact; intake of fats, fibre, sugar, alcohol and tobacco; body
weight; blood pressure; cholesterol; and so on (Bunton 1992, p. 7). There
are few areas of personal and public life that are not relevant to the
calculation of risk based on such surveys. Armstrong (1983) depicts the
social survey as a means of distributing the disciplinary gaze throughout
society. It has expanded the concems of medicine beyond the confines
of the hospital walls, and constructed the concept of health from
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populations. Both the sick and the well are caught up in a web of
observation. The survey has provided the possibility of dissolving the
division between normal and abnormal populations. It has become an
increasingly important technique for regulating populations by construct-
ing the norm and allowing the measurement of individual differences;
that is, for creating particular kinds of selves (Armstrong 1983, pp. 50-1).

With the advent of the survey there is no longer any need for
individuals to be under the direct gaze of experts, because the construction
of risk profiles largely takes the place of treatment (Castel 1991, p. 291).
The need for intervention is deduced from the general definition of dangers
one wishes to prevent rather than from their observation in experience.
For instance, a social worker will be sent to visit a family to confirm or
disprove the ‘real’ presence of a danger, on the basis of the ‘probabilistic
and abstract’ existence of risks (Castel 1991, pp. 287-8). Castel believes
this shift ‘from dangerousness to risk’ has given unprecedented power to
the administrators, and that ‘practitioners are made completely subordinate
to objectives of management policy’. Practitioners no longer control the
use of the data they produce, for administration acquires almost complete
control over the new technology (Castel 1991, p. 293).

SELF-REGULATION AND BODY MANAGEMENT

The body has become the target of many of the new health risk-man-
agement strategies, as both Giddens (1991) and Shilling (1993) have
observed. In a context of risk and uncertainty concerns about the social
and ‘natural’ environments are projected onto a concemn about the body.
A central feature of the way that health risk is currently perceived and
understood is the perception that ‘the world is getting smaller’; that
events in one part of the world have the potential to have an impact
on distant other parts. It is not only regions and countries that are linked
together in this discourse, but also individual bodies: our health is now
connected to social processes occurring in areas remote from where we
live. This raises the issue of another feature of contemporary human
existence, which has been termed ‘globalisation’—the tendency towards
lack of differentiation between nations or cultures in conjunction with
greater diversity within nations and a concomitant fragmentation of
identities (see Chapter 6). As environmental and technological risks are
generalised to the point where everyone, regardless of social location, is
‘at risk’, there is a tendency for concern about the body to be globalised
(Shilling 1993, p. 73). The body offers at least one ‘island of security’
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in a global system of multiple and inescapable risks. Strict adherence to
self-care regimes is seen as the only real means of avoiding the cancers,
heart diseases and other afflictions that constantly threaten the integrity
of the self in a generalised climate of risk.

In the consumer culture of modern society, the consuming body has
become a key marker of identity. It provides the point of reference for
subjects in constructing themselves both in conformity with social norms
(the ‘social self’) and as separate and distinctive from other selves (the
‘individual self’) (Falk 1994, pp. 136-8). The discourses and practices
that have emerged around ‘healthy’ bodies constitute probably the most
clear instance of how the body has become a project to be ‘worked on’
as part of a person’s self-identity. It is so pervasive that even those who
smoke, drink, and consume other drugs cannot help but reflect on the
effects of such actions on the health and appearance of their bodies
(Shilling 1993, p. 6). Attention to the ‘healthy’ body, therefore, is not
simply about warding off disease. It is also concemed with how we
present our bodies to ourselves and to others. While ‘old’ public health
strategies focused almost entirely on issues of public hygiene—the clean-
liness of the streets, the regulation of industry, sanitation and water
supply—the new public health has directed its attentions towards the
conduct and appearance of the individual body. Treating the body as a
project implies that it is open to reconstruction in line with the designs
of its owner, so that one can, in effect, reconstitute the self in accordance
with one’s own desires. There is a certain ‘open-endedness’ or
‘unfinishedness’ about this project since the body is continually shaped
by social, cultural and economic processes (Shilling 1993, pp. 4-8,
199-200). The body therefore bespeaks fashions in bodily practices
emerging from both aesthetic and health-related imperatives: the plump
body, the angular body, the jogging body, the taut body, the tanned body,
the pale body are all testaments to changing notions of what is consid-
ered both attractive and healthy in different eras (see also Garner et al.
1980; Koval 1986).

The strategy of health promotion, in particular, adopts the con-
ceptualisation of the body as a writing surface, subject to visible changes
wrought by bodily practices:

This metaphorics of body writing posits the body, and particularly its
epidermic surface, muscular-skeletal frame, ligaments, joints, blood
vessels, and internal organs as corporeal surfaces, the blank page on
which engraving, graffiti, tattooing, or inscription can take place. (Grosz
1994, p. 117)
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In this conceptualisation, the body is plastic, malleable, a text that may
be written over and retraced, resulting in a body that is a palimpsest of
bodily practices (Grosz 1994, p. 117). Indeed, some of the key concerns
and dimensions of the new public health, in particular those related to
health promotion, are arranged around aesthetics: the avoidance of
illness and disease, the aftereffects of which are often physically unaes-
thetic (the blotches of Kaposi's sarcoma and the extreme thinness that
accompany HIV/AIDS, the mastectomy, the scars caused by surgery, the
hacking cough and spitting accompanying emphysema or lung cancer);
the focus on the slender, firm, controlled body as contrasted with the
‘grotesque’ body of flabby obesity; the sweet breath and clear skin of the
non-smoker versus the halitosis and wrinkled, nicotine-stained skin of
the smoker (‘Kissing a smoker is like licking an ashtray’, as one health
promotion sticker had it).

That the body has become a project that is seen as ‘unfinished’,
malleable and as subject to transformation is supported by the growing
knowledge and technical expertise concerned with intervening in and
substantially altering the shape, look and functioning of bodies. A ‘body
industry’ has emerged, comprising such diverse institutions as weight loss
centres, gymnasiums, fashion magazine publishers, the medical estab-
lishment, and pharmaceutical and advertising companies, institutions
that collectively extol the virtues of nurturing the ‘healthy’, risk-averting
body (Koval 1986; Finkelstein 1991). Alongside this there has developed
an increasingly sophisticated array of experts of both mind and body
such as plastic surgeons, psychologists, psychoanalysts, aerobics teachers,
dietitians and stress management consultants, available to instruct one
on how to better manage one’s relationship to risk. Together these
experts help to produce individuals who monitor their own compliance
with dietary, exercise and other body maintenance regimes and who live
their life as a project to be perfected (Metcalfe 1993, p. 41).

Feminist writers such as Bordo (1993), Sawicki (1991), McNay
(1992) and Diprose (1994) have drawn attention to the deeply gendered
nature of the processes of body self-regulation, particularly in respect to
those aspects of the body associated most centrally with female sexuality
and beauty: the face, breasts and reproductive organs. These writers have
spelt out the many implications for the subjectivity of women in such
areas as childbirth, eating disorders, cosmetic surgery and the treatment
of illness. An important development in feminist theory is the acknow-
ledgment that women are not passive ‘victims’ of regulatory mechanisms
of the body, but are active and willing participants in the very processes
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that objectify and dominate them (see, for example, Jacobus et al. 1990;
Bordo 1993). Women take up forms of body management that tend to
constitute them as mothers, carers and homemakers, while men engage
with forms of body management that allow them scope to demonstrate
their power, self-control and physical invulnerability (see Chapter 3).
Both women and men, however, are to some degree caught up in the
processes of body self-regulation, with attendant implications for self-
identity and social identity.

The ‘healthy’ body has become an increasingly important signifier of
moral worth, a mark of distinction that serves to delineate those who
deserve to succeed from those who will fail (Crawford 1994, p. 1354).
The pursuit of health through work on the body has become a crucial
means by which the individual can express publicly such virtues as
self-control, self-discipline, self-denial and will power—in short, those
qualifications considered important to being a ‘normal’, ‘healthy’ human
being. Maintaining normality is hard work in that it takes time, effort
and planning. It becomes so taken for granted by all, however, that
people generally need only minimal policing by experts to persuade them
to monitor their own bodies for signs of potential illness (de Swaan
1990, pp. 57-71). The adoption of various regimes of health and fitness
can be seen to provide opportunities to mobilise symbolic resources; to
demonstrate the competence of the self both in mastering oneself and
in demonstrating virtues of moderation (for example the well-toned, trim
body). More than this, such regimes also provide the occasion for
policing the boundaries between the normal (‘healthy’) self and abnor-
mal (‘unhealthy’) others—for example, the poor, ‘drug addicts’ or ‘sexual
deviants’—who are imagined as embodying all the properties falling
outside this health-signified self. Thus, the process of nurturing identity
necessarily entails the adoption of various strategies for protecting oneself
from symbolic connection to ‘infected’ others and the negative charac-
teristics ascribed to them (Crawford 1994, p. 1348). This can lead to
intolerance, exclusion or persecution of others who are deemed ‘infected’,
‘contagious’ or of imperfect body shape or size, or who appear unwilling
or unable to engage in those activities deemed health-enhancing.

Metcalfe has drawn attention to the dangers of the preoccupation
with personal health as a primary element in the definition of personal
well-being; that is, ‘healthism’. As he contends, healthism operates on
the questionable assumption that everyone should work and live to
maximise their health (1993, p. 35). Those who are unable or unwilling
to subscribe to the dominant health norms are likely to be labelled in
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a derogatory way (for example fat, weak or lazy) and to be castigated for
their lack of self-control. Metcalfe’s criticisms are mainly directed against
those health promoters who ‘decide that their goal is to make people
more health-conscious and healthier, or that their goal is to stop people’s
consumption of cigarettes, alcohol and unhealthy foods, to increase the
amount of exercise they have, or to make them “live longer” or “get
more from their life”’. Healthism, however, can also lead to a general
intolerance by those who subscribe to the dominant health norms against
those who do not or cannot (Metcalfe 1993, p. 35).

CONCLUDING COMMENTS

As should now be apparent, the new public health can be seen to involve
much more than simply concern about ‘health’, as it is narrowly under-
stood, or about achieving some ‘essential’ state of individual or collective
well-being and happiness. Above all, it is about the exercise of a
particular form of power: one that presupposes and employs the regulated
freedom of individuals to act in one way or another. As such, it has
implications for subjectivity that go way beyond what might generally
be implied by the ‘improvement of health’. In the following chapters we
focus more specifically on a number of integral discourses, strategies and
practices in the new public health: epidemiology, ‘risk’, the notions of
the ‘healthy’ citizen and ‘the environment’, the ‘healthy’ city, and
community participation.



2 Epidemiology: governing by
numbers

As we observed in the previous chapter, one of the distinguishing features
of public health as it has developed in the nineteenth century and into
the twentieth century is its reliance upon ‘scientific’ and ‘rational’
methods of monitoring, measuring and regulating the population in the
interests of improving health states. At the end of the twentieth century
this preoccupation is as strong as ever. The field of epidemiology is one
such ‘rational’ method employed as part of the apparatus of the new
public health. Epidemiology is frequently defined as the ‘science of
epidemics’; that is, the study of disease and illness and their risk factors
as they occur in groups rather than in individuals. It is a central strategy
adopted in modern public health practice to identify, define and manage
public health ‘problems’. The British Acheshon Report on the Public
Health published in 1988, for example, gave a strong emphasis to the
role of epidemiology in contemporary public health practice, particularly
in the monitoring of the health status of the population, in the analysis
of patterns of illness in relation to its causes, and in the evaluation of
health care services (Bruce 1991, p. 103). As such, the strategy of
epidemiology and the accompanying sphere of knowledge of biostatistics,
both of which came to prominence in Europe in the mid nineteenth
century, are central features in the training and the endeavours of public
health workers in most countries.

This chapter focuses in detail on the field of epidemiology as it is
conceptualised and employed in new public health activities. Epidemi-
ology, as a supposedly ‘neutral’ science based upon measurement and
quantification, is rarely subjected to sociological analysis, particularly
from within public health. To address this lacuna, particular attention
is paid to the construction of epidemiological ‘facts’, the use of statistics,
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the notion of risk as it is employed and constructed through epidemio-
logical research, and the portrayal of self and the ‘other’ in
epidemiological discourses and practices.

THE EMERGENCE OF EPIDEMIOLOGY

The emergence of epidemiology as a specific field of research in France
and England in the mid nineteenth century was associated with devel-
opments in statistical techniques, the calculus of probabilities, and
methods of gathering data on social groups. The growth of the hygienic
or public health movement provided a raison d'étre for epidemiological
research (Lilienfeld & Lilienfeld 1982). The adoption by epidemiological
researchers of ‘scientific’ and quantitative methods of data analysis lent
a certain aura of respectability to the nineteenth-century public health
movement, supporting its claims to be a ‘professional’ discipline (La
Berge 1992, p. 29). The notion of ‘population’ was central to epidemi-
ology and other governmental strategies of regulation:

The great eighteenth-century demographic upswing in Western Europe,
the necessity for coordinating and integrating it into the apparatus of
production, and the urgency of controlling it with finer and more
adequate power mechanisms cause ‘population’ with its numerical vari-
ables of space and chronology, longevity and health, to emerge not only
as a problem but as an object of surveillance, analysis, intervention,
modification, etc. (Foucault 1984a, p. 278)

Statistical measurement and analysis emerged in the late eighteenth and
early nineteenth centuries as a means of measuring, classifying and
monitoring characteristics of populations in early capitalist societies.
From this time onwards an ‘avalanche of printed numbers’ was produced
as the bureaucracies of European nation-states began to collect data on
various types of human behaviours (Hacking 1990). In Britain, the
institution of regular censuses of the population and systems of notifying
births and deaths to a centralised body in the first half of the nineteenth
century allowed the construction of vital statistics, for such data provided
the required numerators and denominators. These data were supple-
mented by technological developments in medical research during this
time—including the stethoscope and the compound microscope, which
moved the focus of late-nineteenth-century epidemiological research
towards exploring the role of pathogens in disease patterns—and by the
fieldwork carried out by epidemiological investigators into the sources
of outbreaks of contagious diseases (Trostle 1986, pp. 38-40).
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As Hacking (1990) points out, the systematic collection of data about
populations and the use of the laws of probability to calculate statistics
serve to shape individuals’ subjectivity in certain defined ways, by
constructing categories against which individuals and groups could be
measured. Statistics is therefore a technology for defining norms and
deviations from the norm (Hacking 1990, p. 2). Through these processes,
individuals are ‘normalised’ by comparison with the ‘average’, with the
intention of ensuring that the pathological ‘abnormal’ is eradicated and
that individuals will engage in self-regulation. The enumeration of
behaviours and the construction of statistical laws which gathered force
in the nineteenth century were primarily directed at acts or behaviours
considered to be ‘deviant’, such as suicide, madness, disease, crime,
prostitution. The science of statistics was based upon the tenets of
post-Enlightenment modernism, incorporating the belief that rational
counting and ordering of such disorderly behaviours would help bring
them under control; in other words the notion ‘that one can improve—
control—a deviant subpopulation by enumeration and classification’
(Hacking 1990, p. 3). Through these means the ‘unruly population’ is
rendered manageable, ‘in a form in which it could be used in political
arguments and administrative decisions’ {N. Rose 1990, p. 6).

A case in point is the development of the life table, a means of
predicting the lifespan of males and females in certain populations at
different ages. The life table led to a new way of conceptualising death.
Death was no longer viewed as random, striking anyone at any time,
but became calculable and patterned, subject to the laws of probability,
striking populations rather than individuals, resulting in ‘an actuarial
vision of human existence’ (Prior & Bloor 1993, p. 355). Related to this
new way of conceptualising death were studies exploring the influence
of such factors as social class and occupation on mortality rates, further
removing the concept of death from personal bodies to subgroups in the
larger population (Prior & Bloor 1993, p. 359). Statistical research on
populations in the nineteenth century led to findings that drew attention
to differences in mortality rates that were directly related to socioeco-
nomic conditions. Such research also identified the illnesses and diseases
causing the greatest mortality, nominated the groups that were found to
be particularly vulnerable to certain illnesses or early death, investigated
the source of epidemics and the relationship between occupation and
health states, and moved on to explore such social ‘problems’ as prosti-
tution (Rosen 1973, p. 628). One of the most well known
epidemiological studies published during the nineteenth century was the
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English reformer Edwin Chadwick’s Report on the Sanitary Condition of
the Labouring Population of Great Britain (1842), which highlighted the
ill-effects of crowded and dirty living conditions on the British poor and
working class and provided a basis for the emergent public health
movement to develop strategies for action.

By the mid twentieth century, epidemiology had become an academic
field of knowledge for which training was provided in departments of
public health within faculties of medicine. This institutionalisation was
accompanied by a change in perspective (in Western countries, at least)
from primarily focusing on the control of infectious diseases to monitor-
ing and preventing chronic conditions such as cancer and heart disease
(Oppenheimer 1995, p. 918). The discipline of epidemiology now con-
stitutes the major source of the ‘knowledge’ and ‘facts’ of the new public
health enterprise. Terris has defined the functions of contemporary
epidemiology as:.

1. To discover the agent, host and environmental factors which affect
health, in order to provide the scientific basis for the prevention of
disease and injury and the promotion of health.

2. To determine the relative importance of causes of illness, disability,
and death, in order to establish priorities for research and action.

3. To identify those sections of the population which have the greatest
risk from specific causes of ill health, in order that the indicated
action may be directed appropriately.

4. To evaluate the effectiveness of health programs and services in
improving the health of the population. (1993, p. 142)

Epidemiology thus performs a number of regulatory and surveillance
functions: not only is it active in the ‘discovery’ of disease-causing factors
using ‘scientific’ methods, but it also performs evaluative and policy roles
in establishing and ordering conditions and social groups in terms of
importance and greatest risk, prescribing solutions and interventions and
monitoring preventive health care delivery. Epidemiological research is
used as the basis for the development of health care programs, the
allocation of resources and the development of relevant legislation.

THE CONSTRUCTICN OF EPIDEMIOLOGICAL
FACTS

Epidemiology relies upon a complex set of data from numerous sites to
enumerate cases of disease and to construct and verify models of disease
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causation and spread: ‘Careful clinical observation, precise counts of
well-defined cases, and demonstration of relationships between cases and
the characteristics of the populations in which they occur, all combine
in the method upon which epidemiology depends’ (Last 1987, p. 28). It
adopts no one sphere of knowledge or method; rather, epidemiological
practice relies upon what Fujimura and Chou have described as a ‘mosaic
framework of data, materials, technologies and knowledges produced by
different expertises or methodologies’ (1994, p. 1023). These include the
knowledges and methods of virology, cell biology, pathology and bacte-
riology; sociological, psychological and anthropological research; medical
research and case studies; as well as surveys and statistical analysis.
Epidemiology depends upon comparisons usually expressed as ‘rates’,
taking into account changes over time and between geographical areas
or social categories. To establish rates, epidemiology uses numerators and
denominators: the former comprising those individuals with the condi-
tion or experiencing the event in question (‘cases’), the latter a defined
broader population from which the cases come.

As epidemiologists deal with rapidly changing conditions—including
the emergence of ‘new’ diseases such as HIV/AIDS, periodic outbreaks
of infectious diseases such as legionnaires’ disease, and shifts in the
incidence of non-infectious diseases such as lung cancer—they must
maintain the routine surveillance and analysis of populations through
rationalised procedures of notification and storage of data. Major centres
such as the Centers for Disease Control in Atlanta in the United States
and the epidemiological sections of government departments of health
have the major responsibility for data collection and analysis. Collection
of vital statistics for the compilation of health status registers begins at
birth, when features of infants’ health status—such as their birth weight,
length, colour, heart rate, respiratory function and muscle tone—and
information about their mothers—including ethnicity, age and place of
residence—-are notified to public health authorities (in many countries,
such notification is compulsory). The collection, analysis and publication
of such data are therefore major components of public health as a
governmental apparatus, for, as Nikolas Rose argues, ‘government is
dependent on knowledge . . . [it] depends upon the production, circu-
lation, organisation, and the authorisation of truths that incarnate what
is to be governed, which make it thinkable, calculable, and practicable’
(1990, p. 6).

As we observed above, the credibility and claim to legitimacy of
epidemiology are built upon the field’s continual gathering and statistical
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analysis of ‘scientific facts’. There is a strong focus on demonstrating the
interrelationship of specific variables and health or illness outcomes,
often with a preference towards identifying causal associations. The
‘determinants’, or ‘necessary causes and enabling factors’ of disease are
identified and frequently broken down between ‘host factors—or those
that determine individual susceptibility (such as age, gender, genetic
makeup, nutritional condition)—and ‘environmental factors’—or ‘those
that determine the host’s exposure to the specific agent’ (such as family
size and composition, housing conditions, occupation and ‘lifestyle’
factors) (Last 1987, p. 29). Thus epidemiological studies seek to ascertain
the extent to which such ‘determining’ or ‘independent’ variables as
gender, age, social class, race, ethnicity and place of residence are related
to such ‘outcomes’ as longevity, heart disease, cancer, respiratory disease,
alcohol consumption, smoking behaviour, and so on. It is assumed each
independent variable may be isolated from others and correlated with
disease incidence or health indicator to demonstrate statistically the
extent to which it affects outcomes. These variables are generally treated
in epidemiological research as ‘given’ biological or social entities; there
is little acknowledgment that categories such as social class, race and
ethnicity are themselves subject to manifold interpretation and debate
{Oppenheimer 1995, p. 919).

Epidemiology relies upon the principle of the ‘web of causation’, or
the idea that illness and diseases are produced through a complex
interaction of several risk and protective factors, both direct and indirect
(Kriegler 1994). The concept therefore challenges the simple model of
disease causation upon which much of clinical medicine is based, such
as the germ model, which argues for a single agent causing disease or
illness. According to Kriegler, the ‘web of causation’ metaphor first
emerged in the 1950s, evoking ‘the powerful image of a spider’s web, an
elegantly linked network of delicate strands, the multiple intersections
representing specific risk factors or outcomes, and the strands symbolising
diverse causal pathways’ (1994, p. 890). While it is typically described
as ‘non-hierarchical’, the ‘web’ construct tends to privilege some expla-
nations over others, focusing particular attention on the risk factors that
are relatively contained and closest to the outcome under investigation
(Kriegler 1994, p. 890). Thus, although ‘fuzzy’ factors such as socioeco-
nomic status will often be included as potential risk factors, few solutions
for how to ‘eradicate’ these risks will be offered, simply because they are
complex societal structural features compared with more discrete and
therefore more approachable risk factors such as a contaminated water
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supply. The ‘web’ model also tends to be temporally unidimensional,
losing sight of historical changes in disease causation. While the ‘web’
model acknowledges there is often no single cause of illness, it still
emphasises the ways in which multiple causes combine to have an impact
upon a socially atomised individual, often ignoring or playing down the
social context (Kriegler 1994, p. 892).

What is routinely glossed over in the official accounts of epidemiolog-
ical research—the articles published in scholarly journals and reports
produced by bureaucratic organisations, for example—is the socially con-
structed nature of the findings. While most epidemiologists recognise the
‘fuzziness’ of their practice, they continue to strive after scientific objec-
tivity. Bruce, for example, contends in relation to epidemiological practice,
that ‘[a]bsolute scientific objectivity and purity of method are never
achievable even in the most rigorous research situation, but these are
nevertheless important goals to be striven for’ (1991, p. 104). Biomedicine,
and as a corollary, epidemiology and biostatistics, are presented as emerging
from a ‘neutral’ knowledge base supported by scientific principles of
observation and testing, untainted by the entry of the social or the cultural.
Like other scientific facts, epidemiological facts gain their credence from
being published in scholarly journals, in which process the historical and
sociocultural dimensions of their construction, as well as the more personal
imperatives such as maximising one’s career opportunities, are effectively
hidden. We assert that—contrary to the vision of scientific neutrality
entertained by many epidemiologists—such research, like any other form
of ‘fact’ generation (including sociological research), is a practice of
constructing ‘problems’, defining them and proposing ways of dealing with
them in the context of ‘ways of seeing’ which shape the ‘facts’ that
consequently emerge. Thus the ‘patterns’ identified by epidemiological
research are not pre-existing, simply waiting to be ‘discovered’ using the
right tools and insights, but are constructed through the expectations and
processes by which they are detected: ‘Data gathered, then, is [sic] also
data produced’ (Jackson 1994, p. 427).

The philosopher of science Ludwig Fleck pointed out in his work
Genesis and Development of a Scientific Fact (1979/1936) that a scientific
fact is not the neutral, objective ‘truth’ it is presented to be in the
discourses of science. ‘Facts’ are not autonomous entities ‘out there’; on
the contrary, it is through scientists’ knowledge and belief systems—
themselves developed and expressed in the context of professional
interests, resource allocation, available technology and power relations—
that scientific (and other) facts, models and theories are brought into
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being. Fleck refers to ‘thought styles’ or collective ways of thinking and
acting which each individual scientist shares in, contributes to, draws
upon and thereby reproduces in scientific research. For Fleck, ‘facts’ are
collectively created, a function of thought styles, which will vary in time,
space and culture. There are styles of scientific practice and reasoning
in scientific disciplines that become the ‘standards of objectivity’ which
produce these outcomes of research (Fujimura & Chou 1994, pp. 1019-
21). Latour and Woolgar (1979) similarly point out in their account of
‘laboratory life’ that scientific knowledge is constructed from a disordered
series of observations with alternative potential interpretations. Scien-
tists respond to this disorder by imposing coherence through the use of
certain limited conceptual frameworks. As Latour and Woolgar note: ‘It
is part of our world view that things are ordered, that order is the rule,
and that disorder should be eliminated wherever possible. Disorder
always has to be eliminated from politics and ethics as well as from
science’ (1979, p. 251). Like other scientific endeavours, epidemiology
provides a means of rationalisation and ordering, of containing the
disorder and chaos threatened by such phenomena as disease and death,
and of rendering their uncertainties more controllable. As one epidemi-
ologist describes his field: ‘Epidemiological methods are above all an
assertion of what planning theory would describe as a rational and
comprehensive approach to problem solving’ (Bruce 1991, p. 104).
There are a set of ‘tenacious assumptions’ in biomedicine that
underlie its practices. These include the little-questioned assumptions
‘matter is opposed to spirit’, ‘nature is autonomous from human con-
sciousness’, ‘nature is separate from society, culture and morality’,
‘natureftruth is universal, autonomous from time or space’ and ‘the
individual is distinct from, and prior to, society/culture’ {(Gordon 1988,
pp. 19-56). These assumptions also, inevitably, underlie epidemiological
practice, as a field of applied medical and public health research. Cultural
understandings of the body, health and the causes of disease are all
integral to the epidemiological construction of facts. Diseases and illness
themselves are culturally constructed categories rather than objective
‘truths’, interpreted and experienced through lay, biomedical and epi-
demiological knowledges (see Lupton 1994a). This is not to argue there
is no such thing as health or illness states, or that links between these
and factors such as age, gender, ethnicity, social class, and so on do not
exist. Rather it is to assert that the ways in which such variables are
defined and measured (including such seemingly given categories as
‘social class’ or ‘ethnicity’) are subject to sociocultural processes which
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epidemiological researchers largely fail to acknowledge when undertaking
their research and presenting it to others. As Wright argues, ‘[t]o consider
a category as social-constructed is not to render it illusory, or a figment
of the imagination: it is, if anything, to ground it more firmly by rooting
it in the lived experience of members of a shared culture’ (1988, p. 299).

Paula Treichler makes this point in relation to viruses, which are
commonly understood in both biomedical and popular knowledges as
natural phenomena, describable through science if not available to
verification through the human eye. She contends that:

a virus—any virus—is a constructed entity, a representation, whose
legitimacy is established and legitimised through a whole series of
operations and representations, all highly stylised. Each of these must
be critically analysed on its own terms rather than accepted as though

a scientific assertion about a virus stood for a referent rather than a sign.
(1992, p. 75)

Treichler (1992, pp. 76-7) describes the particular ways in which the
human immunodeficiency virus (HIV, the virus associated with AIDS)
was constructed as ‘scientific fact’ through the practices of a small group
of virologists staking out their territory by co-citing each other’s work
and thereby gaining control over the nomenclature of the virus, over
publication in prestigious journals and over invitations to give addresses
at important conferences. All of these practices served to define the field
of study around HIV and AIDS and participated in the epistemology
and construction of the ‘history’ of the virus. As a result, Treichler
contends, certain researchers were able to effectively exclude others’
views, competing research efforts and participation in the defining of
the field of study: ‘the effect is not only to help or hurt individual
scientists but to set a gold standard for future discourse’ (1992, p. 77).
Fujimura and Chou (1994, p. 1031) further point to the participation
of other social groups in the definition of HIV and AIDS, including
American patient activist groups who have lobbied for revisions to the
official definition of AIDS. As they argue, epidemiological and clinical
definitions of medical conditions and public health ‘problems’ are con-
tinually subject to negotiation and revision; they are not static ‘facts’.
HIV and AIDS are not the only examples. Over the past few
centuries since the emergence of biomedicine, some medical conditions
have disappeared, no longer accepted as ‘real’, while others have emerged
because of changes in ‘ways of seeing’ which are inextricably linked to
the social world. Conditions such as hysteria and chlorosis, commonly
diagnosed in privileged women in the nineteenth century, are no longer
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deemed to be physical illnesses. They emerged as illnesses at that time
in history because of a constellation of sociopolitical factorss, including
women’s growing awareness of and frustrations about the constraints of
their lives (Bassuk 1986). Much more recently, acceptance that exposure
to passive smoking is harmful to human health has been influenced by
the notion of diseases as separate, discrete entities, the assumption that
‘doses’ of chemicals in cigarette smoke could be measured in the blood
or urine with the use of biochemical markers, the scientific dichotomy
that was made between mainstream and sidestream smoke, the accep-
tance of health as an individual responsibility, and the definition of all
bodies as potentially susceptible to disease (Jackson 1994). These
assumptions are clearly historically based; for example, there was very
little concern about the effects of passive smoking until the late 1970s,
but by the late 1980s it had become a major health concern (Jackson
1994 p. 432). Changes in perception are not simply an outcome of ‘new
discoveries of knowledge’, but are tied to broader social, cultural and
political changes that shape what kinds of knowledges are considered to
be important and which ‘facts’ should be pursued and publicised.

The importance of acknowledging the assumptions underlying the
construction of epidemiological ‘facts’ is demonstrated in critical analyses
of the ways in which the HIV/AIDS epidemic in Africa has been
conceptualised. Medical tests for HIV antibodies and clinical definitions
of HIV infection and AIDS were developed in Western countries, and
were applied to the African context assuming ‘a northern hemispheric
distribution of pathogens’; that is, that conditions such as the common
cold are endemic, ‘ordinary’ and relatively ‘clean’ while ‘tropical’ condi-
tions such as malaria and polio are ‘exotic’, emerging from conditions
of filth and moistness (Patton 1990, p. 26). As a result, Patton (1990,
p- 26) contends, HIV/AIDS may easily have been misdiagnosed in
African countries because the symptoms that have been identified as
being associated with AIDS, such as night sweats, weight loss and general
malaise, are characteristic of a number of conditions that are common
in equatorial regions. The standard Eurocentric definition of HIV/AIDS
is therefore difficult to apply in the African context. Similarly, the early
HIV antibody tests could not distinguish between HIV antibodies and
antibodies to the malarial plasmodium that is common in equatorial
African countries, resulting in a large number of false-positive results for
HIV antibodies among Africans. As a result, epidemiological data have
represented HIV/AIDS in Africa as devastating the population, fitting
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into a pre-established discourse of the ‘dark continent’ as redolent with
disease, poverty, filth and rampant sexuality (Patton 1990, pp. 26-7).

The ways in which epidemiological data on HIV/AIDS have been
collected since the emergence of the condition in the early 1980s provide
another example. The symptoms grouped together as a condition later
to be called AIDS were first noted in gay men in the United States.
Therefore the condition was initially called ‘gay-related immuno-defi-
ciency’ or GRID, and the recreational drug-taking and sexual practices
of the first group of gay men identified with GRID were noted as risk
activities. As a result, it was assumed all gay men engaged in similar
practices and therefore were at ‘high risk’ of AIDS (Levine 1992, p. 193).
HIV/AIDS then became strongly associated with injecting drug users
and prostitutes. The condition was therefore constructed as a disease of
gay men and other ‘deviant’ groups, involving activities that are highly
stigmatised in Western societies. Due to this construction, many people
who do not see themselves as belonging to these ‘deviant’ groups have
tended to dissociate themselves from HIV/AIDS, viewing it as a disease
of stigmatised ‘others’ who engage in ‘dirty’ or ‘deviant’ activities.
Furthermore, despite the link of HIV/AIDS with non-sexual activities
(such as injecting drug use and blood transfusions), its designation as a
sexually transmissible disease has had implications both for public per-
ceptions of the condition and for the public health strategies used to
deal with it. In the United States, for example, public health officials
are entitled to seek follow-up information about the sexual partners of
people living with HIV/AIDS in ways that may be regarded as violating
personal rights to confidentiality (Volinn 1989, p. 1160).

QUANTIFICATION AND EPIDEMIOLOGICAL
‘TRUTHS’

As noted earlier, forms of quantification are integral to epidemiological
knowledges. The term ‘ethnostatistics’ has been used to describe the ways
in which statistical data are socially constructed and interpreted as well
as the sociocultural and political uses to which they are put as apparently
‘objective’ and ‘scientific’ phenomena (Bloor et al. 1991, p. 131). Sta-
tistics and other forms of enumeration employ the discursive device of
‘quantification rhetoric’, or ‘the manner in which numerical and non-
numerical quantity formulations are deployed when proposing and
undermining argumentative cases’ (Potter et al. 1991, p. 333). They are
vital to the representation of statements and contentions as factual and
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are used to achieve specific persuasive and argumentative ends (Potter
et al. 1991, p. 337).

One example is the category of ‘curable cancer’. As Potter et al.
point out, this category is not an unproblematic entity, but rather is
subject to definition and enumeration based on the position from which
an argument is being generated. The notion of ‘cure’ itself in relation
to cancer is a highly variable concept, because cancer tends to return:
people may receive treatment and be apparently cured of their cancer,
yet find it returns some years later in an equally virulent form. To deal
with this uncertainty, medical discourse often arbitrarily categorises those
patients who survive five years from the date of first diagnosis as ‘cured’.
As a result, someone can die of the cancer they supposedly were cured
of if their death occurs more than five years after diagnosis (Potter et
al. 1991, p. 346). Individuals speaking from different positions then
employ this arbitrary concept of ‘curable cancer’ in different ways
depending on what discursive end they are attempting to accomplish.
People from cancer charities, for example, may be anxious to emphasise
the number of curable cancers to demonstrate the worth of their charity,
and therefore employ quantification rhetoric that supports their position,
while cancer researchers seeking funds for further research may choose
to emphasise the ‘small’ number of the ‘curable cancers’ to make their
own case. The latter may tend to use such phrases as ‘1 per cent of a
quarter of a million’ to enumerate the number of cases of cancer that
are curable out of those diagnosed each year in Britain, because they are
more persuasive than the same proportion described as ‘2500 out of
250000’ (Potter et al. 1991, p. 341).

Quantification rhetoric using epidemiological statistics is common in
news and documentary accounts of health and medical issues, being used
frequently to represent certain health risks and diseases as ‘serious
problems’. It is also a common device in the portrayal of risk and disease
in more esoteric texts—such as medical and public health journal articles
and books, and public health policy documents. Visual displays of
numbers and statistics, such as tables or graphs, are also central to the
persuasive function of quantification rhetoric. Particularly as it is
employed in epidemiological discourse, quantification rhetoric tends to
suggest the figures used are not subject to doubt or uncertainty, simply
by adopting a precise count and basing a network of assumptions on it.
When blood tests for cholesterol became fashionable in the 1980s, for
example, a certain figure denoting the level of blood cholesterol was
decided upon as the point after which people would be deemed as having
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a ‘high’ cholesterol reading and as therefore being at ‘increased risk’ of
heart disease. The 1993 Goals and Targets for Australia’s Health in the Year
2000 and Beyond document, for instance, asserts that blood cholesterol
greater than 5.5 mmol/L is the ‘danger’ point, and therefore formulates
an ideal ‘target’ of reducing the percentage of the Australian population
whose blood cholesterol is greater than 5.5 mmol/L (Nutbeam et al.
1993, pp. 118-19). All individuals who had the test were told their
‘number’ and where it fitted on the scale of ‘low’ to ‘high’ blood
cholesterol levels. Those whose ‘number’ was above the ‘danger point’
were advised to take especial care to regulate their dietary intake of
cholesterol and saturated fats and to increase their participation in
exercise activities. Some were even prescribed drugs designed to lower
their blood cholesterol level. This continual citing of the ‘danger level’
fails to acknowledge to those who present for testing the uncertainties
around the accuracy of the blood test itself, the validity of the ‘number’
designated as ‘dangerous’, the efficacy of the remedies urged upon those
who were told they were ‘at risk’, and the extent to which blood
cholesterol levels are related to subsequent heart disease (see the discus-
sion about the debate over cholesterol later in this chapter).

Potter et al. (1991, p. 337) argue there are two central processes that
are part of the construction of quantification accounts: what should be
counted and how should it be counted? In epidemiology, certain risk
factors, symptoms, diseases or conditions are identified first as being
‘problems’, and then as requiring precise measurement, while in compar-
ison others are ignored or neglected. The very choice of what phenomena
require measurement and surveillance is a product of sociocultural pro-
cesses, related to such factors as the research interests of the
epidemiologists involved, current knowledge systems about the links
between human behaviours or embodied characteristics and illness and
disease, access to resources to fund research and surveillance strategies,
the interests of the organisations in which epidemiologists are located,
feasibility of measurement, and ethical and political considerations.

One example is research into the effects of tobacco use. Given the
contemporary acceptance that cigarette smoking is closely associated
with illnesses such as lung cancer and heart disease, and has no health-
enhancing properties, research projects that set out to demonstrate or
identify the positive effects of tobacco use are far less likely to be funded
than those directed towards demonstrating the negative effects of smok-
ing. Government funding bodies and researchers see tobacco as a ‘dirty
drug’, while drug companies prefer to avoid funding research on a
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substance that is now regarded as an ‘abusable drug’ (Mundell 1993,
p. 15). In the same way, because alcohol is considered a dangerous
substance in public health knowledges, it is pathologised, represented as
little else than a personal, social, and public health ‘problem’. Particularly
in the North American context, any suggestion that alcohol consump-
tion may have beneficial effects tends to be down played or ignored, so
that educational curricula attack the concept of moderate drinking as
dangerous, the ‘thin edge of the wedge’. Health promotional advice
insists upon the negative effects of alcohol: according to one American
pamphlet, alcohol ‘has no net health benefit, is linked with many health
problems, is the cause of many accidents, and can lead to addiction’
{quoted in Peele 1993, p. 808). This is despite the findings of a number
of epidemiological studies suggesting that the risk of developing coronary
artery disease may be reduced by the regular intake of moderate amounts
of alcohol (Peele 1993).

The socially constructed nature of epidemiological data is further
evident in the ways in which the data are collected and analysed.
Epidemiological research sets out to create categories into which people
may be classified. This very act of categorisation inevitably shapes the
data collected in certain ways. As Bloor (1995, p. 55) points out, such
classificatory schemes ‘have a self-fulfilling character. The ways of seeing
that are endorsed by the adoption of particular classificatory schemes
become themselves the basis for the everyday interpretative acts of those
who compile and construct the statistical tables.’

One example is the construction of statistics on mortality via death
certificates. The format of the death certificate, which by law must be
filled in by a medical practitioner when someone dies, implies several
rules: death is a product of pathology and is a physical event; and the
cause of death is visible at postmortem, is always a singular event, is
proximate to the event of death and makes sense in the context of
assumptions about natural and normal death (that is, it should be a likely
event given the dead person’s age, medical history, and so on). Yet it is
often the case that the causes of death are imprecise, or multifactorial.
For instance, doctors are aware of the social need to cite liver disease
rather than alcoholism as a cause of death because the former diagnosis
is more precise and linked to a specific organ failure (Prior & Bloor
1993, p. 363). For similar reasons, social conditions such as poor housing,
poor diet or poverty are generally not considered appropriate to cite as
reasons for death on certificates. As a result, ‘the causes of death may
be said to reside in conceptual frameworks rather than in human
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cadavers—f{rameworks which only become visible in and through specific
representational forms’ (Prior & Bloor 1993, p. 371).

Therefore, Prior and Bloor (1993) argue, the accuracy of death
certificate data as they are used in the construction of such epidemio-
logical statistics as mortality rates is open to question. Such aspects as
doctors’ inaccurate diagnoses of cause of death, their reluctance to record
socially stigmatised conditions or conditions they know will be further
investigated by the authorities, and shifts in fashions of diagnosis mean
that these data must be treated with caution. Even the gender and age
of the person who died or their socioeconomic status appear to influence
the extent to which their deaths are rigorously investigated: the deaths
of men, young people and people of higher socioeconomic status, for
example, are generally subject to far more investigation than are those
of women, the aged and the less socioeconomically privileged. Changes
in the rules for coding deaths also have an unacknowledged effect on
mortality statistics. When sudden infant death syndrome was introduced
as a category of death, the percentage of infant deaths attributed to other
causes, such as pneumonia, subsequently fell. This did not mean fewer
infants were dying of pneumonia, but rather that their illness was
recategorised (Bloor et al. 1987). As these comments suggest, both the
collection and interpretation of epidemiological data are subject, as is
any data collection, to the interpretive frameworks and everyday prac-
tices of the actors involved and to the constraints and contingencies
surrounding these practices.

Another case in point is the statistics calculated from epidemiological
data that are gathered on the pattern of HIV infection and AIDS in
large populations. This data collection is plagued by a number of
problems, including under-reporting; changes in the definition of AIDS
over time; missing, inadequate or uncertain case information; and
double-counting of cases (Bloor et al. 1991, pp. 132-3). There is also
the problem that the ways of reporting and representing the ‘risk
category’ of HIV infection in many countries (including Britain, the
United States and Australia) do not allow for multiple risks of infection
(except for one category of ‘male homosexual/bisexual and injecting drug
use’). Instead, the strategy of data categorisation insists that individuals
with HIV be classified as having received the virus from one activity
only, such as homosexual contact (a misleading euphemism for engaging
in anal intercourse), injecting drug use or a blood transfusion. If more
than one risk practice is reported by the individual in question, the
monitoring agency uses a hierarchy of risk practices to speculate upon



42 THE NEW PUBLIC HEALTH

which of the risk practices is the ‘most likely’ to have been the cause
of infection. As a result, given the currently prevailing dominant con-
struction of HIV/AIDS as a sexually transmitted disease, a gay man who
might also have reported having had a blood transfusion while travelling
abroad will be categorised as having received HIV through homosexual
activities rather than through the blood transfusion (Bloor et al. 1991,
pp. 133-4).

Not only are the classificatory schemes of epidemiologists inevitably
shaped through their own ways of seeing, their attempts to ‘slot’ people
into pre-established categories for the purposes of data collection fail to
recognise that humans, sited as they are in cultural environments rather
than in laboratories, do not tend to behave in expected ways. For a
variety of reasons, people are not always willing to report their activities
to epidemiological researchers, and may ‘fudge’ their answers, lie outright,
simply not be able to provide an answer or refuse to answer. This is
particularly the case when the behaviour in question is socially
stigmatised. For example, many people are reluctant to report to others
their drug-taking activities because of their status as activities that are
‘disapproved’ of or even illegal. So too, the difficulties in accurately
measuring the kinds and quantities of foods people eat are notorious.
People who are overweight may under-report the quantity and type of
foods they eat, while others may overestimate the quantities of ‘healthy’
as opposed to ‘unhealthy’ foods consumed.

As is the case with any research involving human subjects, epide-
miological data are therefore continually subject to ‘contamination’ on
the part of the very people they are attempting to survey. In discussing
sociological research, Giddens has termed this phenomenon ‘the double
hermeneutic’, or the process by which

the subjects of study in the social sciences and the humanities are
concept-using beings, whose concepts of their actions enter in a consti-
tutive manner into what those actions are. Social life cannot even be
accurately described by a sociological observer, let alone causally eluci-
dated, if that observer does not master the array of concepts employed
(discursively or non-discursively) by those involved. (1992, p. 149)

The metalanguage and conclusions of social research thus enter the
public domain, changing ways of thinking about the world. There is
therefore a symbiotic or dialectical relationship between scholar/re-
searcher and the subject of research—each influences the other. The
resonances for epidemiological research are obvious. For example, men
who regard themselves as heterosexual and emphatically not homosexual,
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but who might engage in sexual activities with other men from time to
time, will often not divulge such activity in epidemiological surveys or
interviews or identify with public health advice directed at gay or
bisexual men. So too, the changeable nature of subjectivity means that
people conceptualise themselves in different ways in different contexts.
Other individuals may veer from considering themselves to be ‘bisexual’
to considering themselves exclusively ‘gay’. At a more subtle level, the
‘double hermeneutic’ of epidemiological research serves to shape the data
by way of the constant categorisation of and comparison between ‘nor-
mal’ and ‘pathological’ individuals or groups. As Hacking notes, under
the laws of probability used in statistical analysis ‘[p]eople are normal if
they conform to the central tendency of such laws, while those at the
extremes are pathological. Few of us fancy being pathological, so “most
of us” try to make ourselves normal, which in turn affects what is normal’
(1990, p. 2). Most epidemiologists have yet to confront these epistemo-
logical dimensions of the data collection and analysis upon which the
claims of their endeavours are predicated.

CONTESTED KNOWLEDGES

Many of the medical and epidemiological ‘facts’ presented as ‘truths’ to
the lay public are not quite as free from controversy as they tend to be
portrayed. Although epidemiological researchers who publish their very
specific findings in medical and public health journals are generally aware
of the tentative nature of the associations they have identified, and
therefore tend to be cautious about making strongly worded recommen-
dations based on their findings, the translation of their research into
forums to which the majority of the population have access often
dispenses with such caution. While the same ‘story’ continues to be given
to the public on the part of public health workers, the disputes over
‘truth’ that appear on the pages of epidemiological, medical and public
health journals are rarely acknowledged. This is evident in reports of
research findings in the mass media, and in the translation of findings
into public health policy and planning documents and health education
programs, where strong statements are routinely made about the impor-
tance of ‘health promoting’ activities such as engaging in regular exercise
and avoiding such substances as tobacco, alcohol and dietary fats.

The cholesterol control debate provides an example of the way in
which epidemiological knowledge is often subject to dispute. The notion
that high blood cholesterol levels are associated with poor cardiovascular
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health has been disseminated by medical and public health authorities
throughout Western populations. It has been argued that high levels of
blood cholesterol lead to atherosclerosis, or the clogging and subsequent
narrowing of the arteries, reducing blood supply to the heart. As we
argued eatlier in this chapter, public health documents have subsequently
tended to assert very strongly that individuals should have their blood
cholesterol level regularly monitored and should take steps to reduce the
level if it is deemed to be ‘too high’. The dominant message emerging
from public health authorities is that a high cholesterol reading auto-
matically places an individual at ‘high risk’ of developing heart disease,
and thus requires urgent intervention and self-regulation, often involving
giving up pleasurable activities.

Atrens (1994) has pointed to the vested commercial and professional
interests that surround and are reliant upon the continuation of the
belief that cholesterol causes heart disease, including not only medical
and public health researchers but also coronary health foundations, the
‘healthy’ food industry, and drug companies who market drugs to lower
cholesterol. In the face of these powerful interests and ‘thought styles’,
research that has challenged the orthodox line on the relationship
between cholesterol and heart disease has often been ignored or down
played. This was demonstrated in a study of the frequency of citation of
research studies investigating the results of clinical trials of the effects
of lowering cholesterol levels on coronary heart disease. The citation
study found that researchers cited the clinical trials that supported the
orthodox line almost six times more often than those that were not
supportive. There was, therefore, an evident reluctance on the part of
researchers working on this topic to admit the findings of dissenting
researchers into academic debate (Ravnskov 1992). As one commentator
has noted, ‘in much of the debate facts seem to be used as missiles to
defend entrenched positions’ (Marmot 1994, p. 351). Yet, by sheer force
of numbers, the growing body of dissent did eventually make itself known
in the medical literature, to the extent that by 1992 one commentator
in an editorial published in the prestigious British Medical Journal con-
tended that intervening in the attempt to reduce individuals’ cholesterol
levels may do more harm than good (Oliver 1992). Researchers in a
number of studies have suggested low blood cholesterol is associated not
with increased longevity, but rather with an increased rate of mortality
from non-cardiovascular conditions such as cancer, injury and violence,
suicide, and respiratory and digestive disorders (Hulley et al. 1992). It
has been hypothesised that very low cholesterol levels may be associated
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with depression and other ‘personality disorders’ associated with aggres-
sion, hence explaining the higher rate of death due to accidents, violence
and suicide among those people with low levels (Kleiner 1995).

Other research has suggested cardiovascular health itself is adversely
affected rather than improved by strategies directed at lowering blood
cholesterol. Perhaps the most widely publicised study to record such
results is the ‘Finnish businessmen's study’, which found after a
randomised trial of ten years that cardiac deaths and total mortality had
progressively increased in the men who had taken steps to reduce their
blood cholesterol level, as compared with a control group (Strandberg
et al. 1991). These findings, for which clinicians and epidemiologists are
still trying to formulate feasible explanations, raise ethical questions
around the continued screening for and treatment of high blood choles-
terol (Becker 1987; Atrens 1994). While the findings, as with any other
epidemiological ‘facts’, should not be taken simply as neutral scientific
‘truths’, they represent an oppositional viewpoint on the cholesterol
orthodoxy which has thus far largely failed to have an impact on public
health advice and practice in relation to members of the lay public. For
example, in an ‘information sheet’ circulated in the early 1990s as a
direct response to the cholesterol controversy, Australia’s National Heart
Foundation still continued to insist that ‘in developed countries like
Australia cholesterol levels are probably higher than they need to be’
and ‘cholesterol lowering reduces the risk of heart attack and death from
heart disease’.

Epidemiological research is beset by its reliance on probabilities and
post hoc observational studies that attempt to relate health outcomes
(for example, cases of breast cancer) to exposure to hypothesised ‘risk
factors’ that preceded the outcome. Thus, researchers conducting a study
of women who have already developed breast cancer will develop
hypotheses about the risk factors that may have caused the cancer (such
as intake of dietary fat, body weight or tobacco use) and seek to
determine from these women their history of exposure to such risk
factors. It is clear that pre-established assumptions about the cause of a
disease may shape the manner in which research is carried out to then
‘prove’ this causal link, in ways that neglect other factors. Indeed,
Skrabanek claims that once an epidemiological ‘fact’ has become
accepted, poor data are then manipulated by researchers using selective
statistical techniques to move ‘from mandated conclusion back to
selected data in order to reach the mandated conclusion’ (1993, p. 1502).
He contends that when strange or unexpected correlations are found in
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epidemiological studies—for example, between hip fracture and caffeine
consumption, or between premature skin wrinkling and cigarette smok-
ing—these associations are often not dismissed as artefacts of the research
process. Rather, some kind of ‘plausible biological mechanism’ is usually
found to explain the findings and to demonstrate that they are causal,
for the whole rationale of such studies is to identify causes of the disease
in question. Such apparently causal relationships may be spurious, but
because a plausible explanation can eventually be manufactured by the
researchers, these relationships are then treated as ‘fact’. Such ‘facts’ may
then have important effects on the types of people who are classified as
being ‘at risk’ of a condition and on the advice given such people on
the ways of reducing ‘exposure’ to these ‘risks’.

One example of this type of post hoc hypothesising is the link that
was suggested at the time of the emergence of the AIDS epidemic (the
early 1980s) between AIDS and the use of amyl nitrite (‘poppers’) by
gay men as an enhancement of sexual pleasure. Before HIV was identified
and accepted as the causal factor for AIDS, some epidemiological
research studies indicated that there was a strong association between
‘popper’ use as an independent risk factor for AIDS, because many gay
men with a large number of sexual partners and who had the symptoms
of AIDS had used the drug. It was hypothesised that ‘popper’ use may
affect the immune system, causing the immunodeficiency associated with
the syndrome, and that the use of these drugs should therefore be
avoided. Once HIV was identified and accepted as the sole cause of
AIDS, this theory was generally dropped in epidemiological and medical
circles, and ‘poppers’ were no longer linked to AIDS. They were,
therefore, no longer constituted as a public health ‘problem’ (Davey
Smith et al. 1992). In the early 1990s, the acceptance that HIV is the
sole cause of AIDS was challenged by heretical dissenters such as Peter
Duesberg. This dissenting opinion has been subjected to trenchant
criticism on the part of other researchers who refuse to accept the
challenge to the accepted ‘fact’ of the relationship between HIV and
AIDS (Fujimura & Chou 1994). In the meantime, the ‘fact’ that HIV
causes AIDS has resulted in a constellation of practices around the
identification, treatment and prevention of HIV infection and AIDS.
The sheer magnitude of what has been cynically termed the ‘AIDS
industry’—or the plethora of huge international and national conferen-
ces, drugs and treatment strategies, health education programs, medical
and popular literature, research projects, health care workers, support
groups and community organisations—is such that ‘HIV has become, in
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short, a reality that is too costly to give up’ (Treichler 1992, p. 89).
There is no doubt people die from the constellation of symptoms that
currently bears the name ‘HIV/AIDS’. What is in doubt is the knowledge
system operating around the causes of these symptoms, and the related
issues of how best the syndrome can be treated and prevented.

EPIDEMIOLOGY AND RISK DISCOURSE

As the above discussion suggests, the discourse of risk is central to
epidemiological knowledges, discourses and practices. Indeed, as observed
in Chapter 1, the term ‘risk’ has become prevalent in medical and public
health discourses in general over the past few decades. One study of
medical journals published in the United States, Britain and Scandinavia
found that between 1967 and 1991 there was a rapid increase in the
number of articles with the term ‘risk’ in the title or abstract, particularly
in the most recent five-year period of the study (Skolbekken 1995). The
most rapid increase was found in epidemiological journals. The study’s
author described this phenomenon metaphorically as an ‘epidemic’ in
its own right. He ascribed the growing frequency of risk as used in
medical and public health journal articles to changes in beliefs about
the causes of illness and disease and the development of such fields as
probability statistics, actuarial science, computer technology, risk man-
agement, quality assurance and health promotion.

Frankenberg argues that when risk is dealt with in epidemiology, two
initial choices are posed: ‘which outcomes to focus upon and which risk
factors ought to be given priority’. As he notes, these choices, like any
others, ‘are surrounded by culturally defined moral problems in which
power relations always have a central position’ (1993, p. 236). Thus, for
example, the ‘web’ of causation that is often constructed to show why
individuals may choose to smoke draws attention to such factors as stress,
lack of knowledge about the side-effects of smoking, addiction to nicot-
ine, low self-esteem and low self-efficacy. While the sociocultural context
is clearly important here, it is generally reduced to the individual level:
a person feels stress and smokes to alleviate it, lacking the self-esteem
and self-efficacy she or he requires to give up. The questions of how
‘stress’ is generated, why that particular individual should be suffering
from ‘stress’ in comparison with others, and the sources of that individ-
ual’s lack of self-esteem and self-efficacy are often glossed over for a focus
upon ‘improving’ self-esteem and self-efficacy and alleviating stress, so
that the individual may then give up smoking. Such individualistic
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understandings of smoking behaviour tend to ignore or at the very least
play down the whole panoply of broader sociocultural phenomena
around smoking, including the cultural and symbolic meanings of smok-
ing, the use of cigarettes as commodities to define the self, and the
economics and politics of the production and marketing practices to do
with cigarettes (see Lupton 1995, Ch. 5).

The term ‘risk’ as it is technically used refers to something that can
be given a numerical value. In popular and public health discourses,
however, the term takes on a far more malignant meaning, implying
danger. Because epidemiology deals with groups rather than individuals,
risk in this field tends to have an encompassing effect. All bodies are
constructed as ‘at risk’ from one or more conditions or illnesses, whether
it be HIV infection, cardiovascular disease, cancer or genetic disorders.
The notion of ‘health’, therefore, has become somewhat of an abstract
and liminal category in epidemiology, as all people, whether or not they
are experiencing symptoms, may harbour ‘risk factors’ potentially leading
to illness. To be labelled as being ‘at risk’ means entering a state in
which an apparently healthy body moves into a sphere of danger. Such
labelling not only has implications for an individual's subjectivity, but
also has potential effects on the type of medical treatment and care she
or he may encounter. Thus, for example, a woman who wishes to give
birth at home who is deemed to be ‘at risk’ of having complications
during the birth may be strongly dissuaded by medical authorities from
carrying out her wish, and so end up in hospital. If she resists, she may
be branded as being irresponsible and non-compliant, posing a risk
herself to the health of her infant (Kaufert & O’'Neil 1993).

Risk, therefore, is a sociocultural construct, its meanings developed
in and through medico-scientific and epidemiological research (Lupton
1995, Ch. 3). There is a strong element of moralism and emphasis on
personal responsibility in new public health discourses on risk. Public
health practitioners often tend to make pronouncements implying that
as long as the defined risk factors are dealt with, then the illness
associated with them will be avoided. Milton Terris, for example, a
well-known figure in American epidemiology and public health, has
claimed that in discovering the aetiologic agents of disease, ‘our epide-
miologists forged powerful weapons to combat most of the major causes
of death’ (1992, p. 186). He went on to argue that conditions that are
now the leading cause of death in Western countries, such as heart
disease, cancer, cerebrovascular disease and accidents, are ‘amenable to
public health programs’ and may be ‘effectively prevented’ or ‘eliminated’
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through epidemiological knowledge applied to lifestyle change (1992, p.
187). For Terris, now that the threat of infectious diseases is eradicated
in Western countries, it is the ‘irrationality’ of people who engage in
such activities as cigarette smoking and excessive alcohol consumption
that is the main target of epidemiological knowledge and practice: “We
are now engaged in the major battles of the second epidemiologic
revolution, including the struggle against unhealthy lifestyles’ (1992,
p. 188).

Such statements suggest the possibility of human mastery over disease
via the rationality of epidemiology, amounting to a virtual denial of
death. As one of us has noted previously, such strategies as epidemiology
‘are instrumental in categorizing death in ways that avoid direct con-
frontation with its reality’ (Lupton 1995, p. 65). Death defies reason, in
fact humiliates reason by demonstrating its ultimate failure. It mocks the
ideals of modernity as it reveals the triumph of ‘nature’ over humanity.
As a consequence, ‘death has become a guilty secret; literally, a skeleton
in the cupboard left in the neat, orderly, functional and pleasing home
modemnity promised to build’ (Bauman 1992b, p. 134). When death and
serious illness were common and apparently random, the notions of luck
and fatalism were central to making sense of these phenomena. In our
‘epidemiological age’ it is now far more difficult to accept the randomness
of death and serious illness: we need to be able to ascribe them a specific
cause, even when they occur in very old people. Death and disease,
therefore, seem more controllable because we can now identify their
specific causes, which we believe may then be avoided. A further
corollary of this understanding of death, illness and disease is that
individuals are ascribed personal responsibility for their deaths or
illnesses; by continuing to smoke, by not engaging in enough exercise,
by failing to wear condoms when having sex, and so on, they have caused
their own fates. This understanding draws upon the notion of the body
as an unfinished project (see Chapter 1); something to be worked upon
and improved throughout the lifespan, with death as the ultimate failure
of self-control and rationality.

In the medical and public health context, different actors give different
meanings to risk discourse, influenced by such factors as personal ex-
perience (including the individual's own embodied experience of health
and ill health), professional interests and ‘ways of seeing’. Gifford (1986,
p. 215) refers to two ways of conceptualising risk: the ‘objective’ and
‘scientific’ approach, emerging from epidemiology, and the ‘lived’ or socially
experienced dimension. She observes that epidemiological assessments of
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risk, based as they are on patterns within and between groups rather than
on individuals, are depersonalised: ‘Risk is about states of health which
are located outside of any one particular individual’ (1986, p. 217). In
contrast, the expetience of being diagnosed as ‘at risk’ is highly personal,
often confronting the individual with the possibility of serious iliness or
death and changing notions of the embodied self. Kaufert and O'Neil
(1993) have identified three stances of interpreting risk discourses: those
of the epidemiologist, the medical practitioner and the lay person. These
stances often conflict with or contradict, as well as sometimes overlap and
influence, each other. The medical practitioner will tend to interpret data
on risk through her or his own emotionally charged experience in working
with individuals, having responsibility for their care and treatment, and
being in the position of seeing patients die or avert death. Doctors will
therefore tend to emphasise the negative nature of risk: ‘Rather than being
derived from statistics as in the epidemiological language of risk, clinical
risk is compounded from a few cases of actual disaster and a somewhat
higher number of cases in which disaster was averted’ (Kaufert & O'Neil
1993, p. 46).

Epidemiologists, in contrast, often do not have the experience of
dealing with individuals as ‘risky bodies’. Instead they deal with abstract
statistics, and do not have to face ‘real’ people who are suffering or dying
when making their evaluations about the level of risk. Lay people, for
their part, may embrace official definitions of risk at some times, while
at other times they may ignore or resist such definitions in the pursuit
of their own interests and goals. Thus, a woman with strong beliefs
against abortion or who desperately wants a child may choose to go
ahead with a pregnancy even after she has been counselled following
genetic screening that the foetus has a genetic abnormality and will
probably be born with serious deformities or mental retardation (Rapp
1993). It is important to recognise that the ‘facts’ constructed in con-
temporary epidemiological and medical research are major contributors
to the ways in which people understand and live their bodies. The ‘fact’
that dietary fat leads to obesity and heart disease, for example, has meant
that many people have almost a horror of fat, to the extent that the
very sight or smell of it causes disgust. Should they decide to eat a food
or meal that they consider particularly ‘fatty’, because of a craving or
urge for such food, people find themselves feeling guilty and anxious
about the effect the fat will have upon their bodies in terms of both
health and physical appearance (Lupton 1996, pp. 82-3). Yet in other
cultures, and not so long ago in Western societies, animal fat was
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considered as ‘good for you’ and even as a luxury. So too, people who
are somewhat overweight are deemed archetypal candidates for heart
disease, and are subject to anxiety and to discriminatory remarks from
others. Another example is the emergence of the concept and discourse
of ‘social stress’. As Pollock (1988, p. 388) points out, the assumption
which has emerged over the past few decades that stress is a condition
of late industrial societies, with potential pathogenic effects on the vast
majority of individuals, has been accompanied by an ‘outbreak’ of ‘stress
diseases’ which are often said to be reaching ‘epidemic propottions’. As
a result of the high degree of attention given to the notion of stress as
a health risk, the concept has become dominant in most people’s
understandings of the aetiology of illness and in the ways in which they
think about their lives (see also Chapter 4).

It is clear from several studies undertaken in Western countries that
people understand health as a personal responsibility, often ascribing
moral qualities to states of health or illness. These studies have found
that many people regard negatively the actions of neglecting one’s health
by failing to engage in health-protective behaviours, such as taking
regular exercise or controlling one’s weight (see, for example, Herzlich
& Pierret 1987; Saltonstall 1993; Maclnnes & Milbum 1994; Lupton
1996). Yet people also often reject the discourse of personal responsibility
in relation to health status and risk avoidance—adopting such notions
as luck, random distribution, ‘God’s will’, heredity and chance to explain
why some people become ill and others do not—or challenge the validity
of medical knowledge and expert advice. Davison et al. have described
a phenomenon they entitle ‘lay epidemiology’, or the understanding of
health risk held by non medically qualified people based on ‘the routine
observation of cases of illness and death in personal networks and the
public arena. The assessment of such cases and the circumstances sur-
rounding them serve to support or challenge lay and scientific
explanations for the causes of disease’ (1992, p. 678). Thus, for example,
personal experience and observation of others’ health experiences con-
struct an understanding of the ways in which diseases are patterned that
recognises the difficulties of maintaining orthodox health-protective
behaviours as well as the role played by chance.

An American study of crack cocaine users and their exposure to
syphilis demonstrates the ways in which ‘official’ epidemiological knowl-
edge may conflict with lay epidemiological knowledge. The participants
discussed their choice of sexual partners as being based on whether they
were ‘clean’, drawing upon considerations of whether the individual was
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well presented and groomed, with a pleasant demeanour or good family
background, or how well known they were to the participant. They
argued that ‘fundamentally decent people are at lower risk for syphilis’
(Balshem et al. 1992, p. 153). This judgment may contravene the
orthodox epidemiological categorisation of people as being of ‘low’ and
‘high’ risk of syphilis, which is based largely on sexual practices such as
having sex without a condom with multiple partners. For the participants
in this study, it was people beyond the world of moral control, who were
not well known to them or who appeared not to take care of their
personal hygiene, who were regarded as being at highest risk for syphilis.
This judgment of risk may or may not have included consideration of
their sexual practices. Several other studies looking at the ways in which
people assess their sexual partners in relation to the risk that they might
have HIV/AIDS have similarly found that the apparent ‘cleanliness’ or
‘dirtiness’ of potential partners, or features such as their physical attrac-
tiveness, social class or manner (apparent ‘sleaziness’ for example),
contributed strongly to such judgments, often in the absence of knowl-
edge of the individual’s sexual or drug-using history (see, for example,
Lupton et al. 1995; Lear 1995). Such studies point to the socially
constructed and symbolic nature of health risk as it is perceived and
dealt with as part of individuals’ everyday milieux.

It should be emphasised that ‘lay epidemiology’ and ‘scientific’
knowledges of epidemiology are not mutually exclusive. As we noted
earlier in this chapter, ‘scientific’ epidemiological ‘facts’ are as socially
shaped as are lay knowledges. Lay people’s experiences of being ‘at risk’
are clearly shaped by clinical or epidemiological understandings of risk;
indeed, many people would not view themselves as being ‘at risk’ of a
medical condition unless they had been identified as such via clinical
or epidemiological discourses. Epidemiologists and clinicians themselves
come to their knowledges of medical risk as members of a professional
body who have been trained in the scientific ‘way of seeing’ but who
also develop their knowledges via personal experience and other sources
as members of the wider society. Nonetheless, as we observed above,
there are clear differences in the conceptualisation and experience of
risk between the individual who has been diagnosed as being ‘at risk’ of
a medical condition and the individual who is in the position of assessing
such risk as a medical or public health professional, either for an
individual patient or for social groups.

As Davison et al. (1991, p. 15) observe, the difficulty of the
arguments of epidemiology and preventive health as they are employed
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in the new public health lie in their focus on populations rather than
on individuals. The emphasis is on persuading large numbers of people
to make changes to their lifestyles so there is a general diminution of
risk at the population level. Hence the statements in such public health
policy documents as Goals and Targets for Australia’s Health in the Year
2000 and Beyond (Nutbeam et al. 1993), which describe ‘targets’ of
reducing mortality or incidence rates of conditions or risk behaviours
from a certain level, expressed as a percentage, to another level, in
specified ‘priority’ populations. Thus, for example, the section on nutri-
tion and diet sets a target of 30 per cent (from the current figure of 33.7
per cent) of average consumption of dietary fat as a proportion of total
energy intake, to be achieved by the year 2000 for the priority population
of ‘all adults’ (1993, p. 109). This means, however, that many individuals
in the target population are persuaded to make small changes that may
bring no obvious personal benefit. This is the ‘prevention paradox’, the
phenomenon by which ‘a preventive measure which brings much benefit
to the population offers little to each participating individual' (Rose,
cited in Davison et al. 1991, p. 15). Such blanket statements relating
to risk modification also neglect in their simplistic reductionism the
complexities of the interactions of behaviours and genetic susceptibility
to illness. The proportion of dietary fat alone is not necessarily a risk
factor for heart disease, but is mediated through other factors such as
gender, family history of heart disease, age, and level of physical activity.
In arguing that such diseases are controllable, the new public health
tends to ignore the genetic aspects of chronic diseases, including (in the
case of heart disease), being male, and other risk factors individuals are
powerless to modify, such as age (McKinlay 1993, p. 111).

Most people, in constructing notions of ‘lay epidemiology’, are well
aware of these complexities. They note, for example, that young adults
may well drink to excess, smoke or eat ‘junk food’ with little detriment
to their health because of their youth and their participation in exercise,
while those in middle age or old age may need to accept some type of
deterioration in health status as inevitable, given their position in the
lifecourse (Backett & Davison 1992). Many people agree that even the
most obvious ‘candidate’ for a heart attack (that is, someone who is
overweight, eats too much, smokes or drinks excessively, or is under a
lot of stress) may live to a ripe old age, while the most ascetic and
virtuous individual may suddenly die young of a heart attack (Davison
et al. 1991, 1992; Lupton 1996). It is also acknowledged by most people
that it is extremely difficult to conform to the expectations of public
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health authorities, given the strains of modemn life and the pleasures
offered by engaging in activities that public health advice frowns upon.
As one study of Scottish men found, the participants considered smoking
cigarettes or drinking alcohol as an important way of dealing with the
pressures of wotk, without which they would find it difficult to cope or
relax (Mullen 1992).

A wn towards adopting explanations of ill health based on genetic
factors has its own limitations, however. Recent work in genetic know-
ledge (for example, the Human Genome Project) has the potential to
reshape epidemiological understandings of disease causation by emphasis-
ing the association of genotype with the physical expression of illness
and disease. It has been predicted that genetic testing could be used to
determine individuals’ predisposition to such conditions as respiratory
diseases, diabetes, cardiovascular disease, alcoholism, some psychiatric
disorders, some cancers, and even to homosexuality or criminal activity.
Genetic testing is already widely available to pregnant women, being
commonly used to test for such conditions in the foetal genotype as
Down’s syndrome, and to members of families with a history of hereditary
illness such as muscular dystrophy and Huntington'’s chorea.

While on the one hand it is important to recognise the link between
genetic susceptibility and illness, an overemphasis can be placed on the
identification of this link. This field of knowledge threatens to reduce
understandings of disease causation to the individual level, as does in a
similar way the single agent model of biomedicine. It is one thing to
identify in an individual’s genotype a gene that is associated with the
development of a disease such as cancer; it is entirely another to make
assumptions based on this knowledge. The mere presence of a gene is
often not enough for a disease to develop, and many people who have
the gene will never develop that condition. Representations of the
gene-disease link, however, particularly those in popular culture such as
news reports, have tended to reify the gene as the disease. They also
imply that current uncertainties in medical and social life will be
eradicated by identifying the genes associated with particular medical
conditions (Davison et al. 1994, p. 342). These representations have
implications for the ways in which people who are identified as ‘carriers’
of a gene associated with a condition understand and experience this
risk. Some may find this labelling a stigmatising experience, influencing
their relationships with prospective marital partners and others (Parsons
& Atkinson 1992). The resonances of eugenics with some discourses on
genetic testing are obvious in the identification of some genotypes as
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‘inferior’ and requiring intervention, and in the singling out of charac-
teristics such as homosexuality as ‘genetic illnesses’.

SELF AND ‘OTHER’ IN EPIDEMIOLOGICAL
DISCOURSES

The routine categorisation of social groups as ‘normal’ or ‘abnormal’ in
epidemiological practice conforms to a broader cultural tendency to
construct oppositions between self and ‘other’, or between ‘inside’ and
‘outside’. As Mary Douglas argued in her book Purity and Danger (1980),
a community that perceives itself as threatened will tend to define ‘self’
within certain boundaries, with ‘other’ existing outside of these bound-
aries, and will proceed to regulate and monitor movement in and out.
The community is conceptualised as a human body susceptible to
invasion by disease-carrying agents. As part of the process of drawing a
dichotomy between ‘high risk’ or ‘unhealthy’ groups and ‘low risk’ or
‘healthy’ groups, fears about social order, death and disease may be
projected by the latter onto the former: ‘Differentiating itself from the
unhealthy group, the healthier group can experience itself as free of the
causes of disease, indeed freed of them by the availability of higher-risk
groups to act as depositories for projective phantasies’ (Figlio 1989,
p- 88).

One example of this projection of ‘otherness’ upon stigmatised social
groups is contemporary public health approaches to the control of
alcohol consumption and illicit drug use. The discourse of war and
aggression is dominant in public health texts on such drug use, with
individuals urged to ‘fight’ their urges to use the drugs and the nation
represented as waging a ‘war on drugs’. In the United States in the 1980s
the Reagan administration diverted many government resources towards
‘The War on Drugs’, which took on the flavour of a moral crusade. In
Australia, one of the current anti-drug health promotion programs is
called ‘The Drug Offensive’. In these discourses, people designated as
‘alcoholics’ or ‘addicts’ are often described as ‘the enemy’. Those who
use certain kinds of drugs are viewed with contempt because they fail
to conform to the hegemonic assumptions that one must ‘face the real
world’ without the use of drugs. They become the repository of a sense
of ‘badness’ felt by the majority group, partly through emphasising the
lack of control and dependency exhibited by such ‘folk devils' (Stein
1990). It is commonly suggested in public health documents on illicit
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drug use that drug users and drug dealers are like virulent pathogens in
the body politic, destroying the morally good order from within.

Even members of stigmatised social groups themselves adopt the
strategies of making moral judgments about individuals when con-
ceptualising health risk. This phenomenon was demonstrated in the
American study discussed earlier in this chapter, which interviewed users
of crack cocaine, several of whom engaged in paid sex work to fund
their habit. This study found that the participants presented themselves
as maintaining adherence to the dominant norms of cleanliness, morality
and sexual behaviour, even while they made judgments on the risk status
of their sexual partners in relation to syphilis based on their apparent
‘cleanliness’ and ‘decency’ (Balshem et al. 1992). Not only, then, do the
strategies of ceaseless measurement, standardisation and comparison
employed in epidemiological research as part of the new public health
serve as a means of mastering disorder through modemist systems of
rationalisation, ordering and control—they also seek to contain disorder
by clearly identifying and publicising social groups as being ‘at risk’. Such
groups then serve as reservoirs for shared anxieties and dreads on the
part of majority groups, who are presented as members of ‘the public’
who require protection from ‘contaminating others’.

On occasion the generally covert discrimination and stigmatisation
of particular social groups in epidemiological writing becomes overt.
European cultural assumptions about the sexuality of black African
peoples have strongly influenced the construction of epidemiological
knowledges of HIV/AIDS in Africa, in ways that parallel earlier research
into syphilis in Africa at the tumn of the twentieth century. In both
cases, it was assumed by Europeans that the disease was more easily
spread in African countries because of the imputed ‘promiscuity’ and
‘immorality’ of black Africans in their sexual behaviour, including their
supposed high number of sexual partners, men's greater tendency to
participate in sex with prostitutes, and the practice of anal sex among
heterosexuals. As a result, alternative explanations for the spread of HIV
in African countries, such as the high rate of injections given with
inadequately sterilised needles in many areas or the high levels of
malnutrition and poverty in many black African populations, have been
little explored (Packard & Epstein 1991).

An article published on this topic in the prestigious international
journal Social Science & Medicine in 1989 by Rushton and Bogaert dem-
onstrated a high reliance upon racist stereotyping. In this article, entitled
‘Population differences in susceptibility to AIDS: an evolutionary analysis’,
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the authors compared the sexual behaviour of ‘Mongoloids’, ‘Caucasoids’
and ‘Negroids’. They argued that, compared with Caucasians, ‘populations
of African ancestry’ are ‘inclined to a greater frequency of uninhibited
disorders such as rape and unintended pregnancy and to more sexually
transmitted diseases including AIDS’, while ‘populations of Asian ancestry
are inclined to a greater frequency of inhibitory disorders such as low sexual
excitement and premature ejaculation and to a lower frequency of sexually
transmitted diseases including AIDS' (Rushton & Bogaert 1989, p. 1211).
In drawing their conclusions the authors used such concepts as ‘sexual
restraint’, glossed in their article as ‘a lowered allocation of bodily energy
to sexual functioning’ (1989, p. 1213), as well as such factors as ‘intercourse
frequencies’; size of penis, vagina, testes and ovaries; and hormonal levels.
Estimates of ‘intercourse frequency’ in marriage for couples in their twenties
were compated for Asians, Europeans and black Africans, and the authors
noted that the latter reported a higher frequency than did the other groups.
Rushton and Bogaert did not explain how they categorised the different
racial groups, but went on to employ sociobiological arguments, resting on
assumed discrete genetic differences between races, to develop their case.
They adopted an evolutionary argument to assert that because black
Africans apparently produce more ova they are less progressed along the
evolutionary chain. Rushton and Bogaert linked this phenomenon to a
plethora of factors in which they argue that Africans are less developed,
including health status, brain size and intelligence, physical and emotional
maturation rate, marital stability, mental health, law-abidingness and
temperament (1989, p. 1215).

Rushton and Bogaert's article thus reproduces the myths of black
Africans as sexually aggressive, uninhibited and primitive, of Asians as
overly sexually constrained and inhibited, and Europeans as ‘normal’—
the template against which other groups should be compared. They
employ cultural understandings of black Africans as ‘the very embodi-
ment of dirt and disorder, their moral affliction all of a piece with their
physical degradation and their “pestiferous” surroundings’ that were
evident in European nineteenth-century colonial discourses (Comaroff
1993, p. 306). Just as the nineteenth-century human sciences strove to
provide a hierarchy of ‘civilisation’, based largely on skin colour and
other biological or physical attributes, so too do Rushton and Bogaert
attempt to demonstrate that black Africans occupy the rung of the least
‘civilised’ people on the ladder of human civilisation. The explanations
they devise for these stereotypes are then supported with biological data,
with no recognition of the cultural contexts in which such data are
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generated. They argue, for example, that the reason for statistics dem-
onstrating that more African-Americans in the United States are
arrested for rape than are members of the other racial groups is that they
are less ‘sexually inhibited’ (1989, pp. 1216-17). The authors ignore the
possibility that the entrenched racism that permeates the legal system
in that country may be the underlying reason for these statistics, rather
than African-Americans’ genetic disposition towards rape.

The concept of ‘risk groups’ as it is employed in epidemiological
discourse also betrays a set of moral assumptions that are drawn from
the wider culture. The very construction of a series of ‘risk groups’
constitutes a way of defining the implicated from the immune, the
pathological from the healthy, relying on social properties. Thus, all gay
men are frequently defined as a major ‘risk group’ for HIV infection, as
it is assumed that they all engage in similar sexual practices such as anal
intercourse and having multiple sexual partners. To define a man as gay
is therefore to automatically place him in a ‘risk group’, regardless of the
types of sexual activities in which that individual may or may not
participate. As a result of this categorisation, all gay men are rendered
vulnerable to discrimination, based on their assumed infected status, on
the part of both the wider population and members of the medical and
health care professions, some of whom have refused the provision of
health care to gay men because it is assumed that they are HIV positive
and therefore pose a risk (Waldby et al. 1995).

Sometimes such ‘labelling’ may be material rather than symbolic. In
Australian in 1995 at least one Sydney hospital was routinely using
colour-coded wristbands for identifying or ‘tagging’ patients with hepa-
titis C and HIV infection. Such patients were identified as posing a risk
to other patients and their health care workers using a manner of
identification that was kept secret from them and had implications for
the ways in which they were treated as patients (reported in the Sydney
Moming Herald, 29 May 1995). Waldby et al. have also pointed out the
ambiguity of the term ‘risk group’ used in relation to the direction of
HIV infection: ‘It connotes a group considered both at risk of contracting
HIV, and at risk of transmitting it, either to another member of the “risk
group” or outside, to a member of the “general population”’ (1995, p. 9).
The latter meaning tends to receive more circulation in epidemiological
and popular discourses, with the implication that people deemed at ‘high
risk’ pose a threat to others deemed at ‘low risk’, and therefore require
careful surveillance and control. Members of stigmatised ‘risk groups’,
such as gay men and prostitutes, are routinely portrayed as ‘guilty’ of
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contracting and spreading HIV, while those individuals assigned to
‘innocent’ categories, such as children, are represented as having been
infected by a member of the ‘guilty’ risk group (Waldby et al. 1995,
p. 11).

CONCLUDING COMMENTS

In this chapter we have explored from a sociological perspective the
complexities surrounding the construction of epidemiological facts and
the use of epidemiological data. As ‘a scientific practice tied to practical
action’ (Fujimura & Chou 1994, p. 1024), epidemiology provides the
foundation for virtually all other strategies in the new public health
through identifying risk factors, risk groups and the apparent causes of
disease. We have argued that epidemiology, as a highly influential plank
of the new public health, performs sociocultural and political functions—
such as constructing and perpetuating both material and symbolic
distinctions between social groups—in ways that are rarely recognised
from within public health. Despite the inevitable uncertainties and
‘fuzziness’ of epidemiological knowledge, it tends to be taken up by
contemporary public health practitioners and presented to members of
the lay public via health education and health promotion as a set of
objective and given ‘truths’.

This assumption of certainty has ramifications not only in discourse,
but also in practice: epidemiological assessments, evaluations and pro-
jections have a privileged status as knowledge in public health, affecting
policy, planning, funding and resource allocation decisions. The imper-
atives issuing from epidemiological knowledge also have a direct
influence upon the ways in which members of the lay public come to
construct their understandings of their bodies and health or illness states,
upon the choices they may make in relation to protecting themselves
against health risks, upon the ways in which they think of and treat
others, and upon the nature of medical treatment and health care they
may receive. It is not uncommon, for instance, for individuals who have
been deemed ‘responsible’ for their illness, such as gay men with
HIV/AIDS or people with lung cancer, to be denied both compassion
from others and resources such as health care. While members of the
public do not uncritically accept and take up these imperatives, the status
of epidemiological knowledge as ‘rational’ and ‘scientific’ does much to
bestow it with the values of credence and authority that are often
difficult to contest.
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Epidemiology is thus one of the central strategies in the new public
health used to construct notions of ‘health’ and, through this construc-
tion, to invoke and reproduce moral judgments about the worth of
individuals and social groups. What implications does this understanding
of ‘health’ and ‘morality’ have for the conduct of oneself as a citizen?
The next chapter goes on to explore the ways in which the concept of
‘healthy’ citizenship is understood and articulated in relation to the new

public health.



3 The ‘healthy’ citizen

The concept of the ‘citizen’ is a central feature of the new public health.
Indeed, the very term ‘public health’ includes within it an assumption
that members of the ‘public’ are understood as citizens, for the term
‘public’ assumes a common purpose and goal, a sense of community: ‘It
refers to the life of a group as a commonwealth, rather than to a structure
held together defensively . . . The word public identifies a phantasy of
a group in which people can participate without cost to others: without
privilege or deprivation’ (Figlio 1989, p. 85). Citizenship as it is repre-
sented in the new public health emphasises both the rights and the
obligations of individuals to take up and conform to the imperatives of
‘expert’ public health knowledges. A useful citizen engages in work,
participates in social relationships and reproduces, he or she even goes
to war to defend the country if prevailed upon to do so. Good health
is deemed to be vital to achieving these activities. This chapter begins
by explaining the development of the broad concept of citizenship. The
discussion then focuses more specifically on the contemporary notion of
the ‘healthy’ citizen, exploring its historical antecedents and implications
for subjectivity. The chapter ends with a discussion of gender and
citizenship, comparing the notion of the ‘healthy’ citizen as it applies
differently to women and to men.

THE CONCEPT OF CITIZENSHIP

The concept of citizenship, originating in ancient thought, has under-
gone a number of metamorphoses over the centuries. Citizenship is thus
an amorphous, rather than an easily definable, term. It should be
considered as a diverse set of contingently and unevenly distributed
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attributes and statuses which do not add up to a coherent whole,
requiring a ‘disaggregated’ understanding of citizenship (Thomas 1993,
p. 386). Citizenship is more than simply a cognitive or subjective
phenomenon, but rather is lived at the site of embodiment at both the
conscious and the unconscious levels. Indeed, the very fact of an
individual’s citizenship is founded upon his or her physical presence as
‘body’ within the boundaries of a country. Understandings, knowledges
and practices around political identity are learnt very early in life and
are experienced and manifested through the individual’s body. As Scarry
contends, ‘the nation-state resides unnoticed in the intricate recesses of
personhood, penetrates the deepest layers of consciousness and manifests
itself in the body’ (1985, pp. 108-9). While the extent of these processes
may be hard to assess, it is clear that they occur via such phenomena
as the external objects one puts inside one’s body (such as food and
drink) and the body’s use of space through shape and form, learnt
postures, gestures and gait. Such embodied forms of loyalty are more
deeply ensconced, less easily shed, than disembodied forms of patriotism
such as thought about national identity.

In ancient times, citizenship focused narrowly on participation in
political life as part of the ideal of democracy. The move of the Western
world towards modemity after the Enlightenment, with the growing
focus on humanistic ideals, brought with it an increasing emphasis on
the individual rather than the collectivity and on self-regulation. This
change has had implications for the ways in which citizenship is under-
stood in contemporary societies. This more. individualistic concept of
citizenship developed in early modern England with the dissoluticn of
the feudal system of government. The notion of citizenship was dominant
in Enlightenment thinking and in the project of modemity, centring
around ‘universalistic norms of participation in civil society’ underpinned
and justified by a rational social order (Turner 1994, pp. 155-6). It
included the idea of individuals as ‘free’, with legal personalities and
civil rights, owned by no-one but the self. This was a concept of
personhood centred around property both of material possessions and
one’s own body (Fraser & Gordon 1994, pp. 95-6). This notion of
self-possession was limited, however, as it did not apply to women and
such social groups as the poor and foreigners.

The contemporary meanings of citizenship are closely aligned with
notions of the civic and the civil, and are intertwined with the relation-
ships between citizens, the common public life and the city. The civil
is associated with the private sphere, with security and rights, while the
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civic is associated with public solidarity and obligations (Kelly 1994,
pp. 30-2). The term ‘civil’ connotes refinement, knowledge of good
manners and ‘proper’ social behaviour, order as opposed to rusticity,
barbarism and disorder. Civility is important to citizenship because
participation as a citizen in participatory democracy involves self-control
of the body and the emotions, the regulation of one’s demeanour and
the cultivation of patience, enthusiasm and interest (Minson 1993, p.
203). Civility is generally understood as emerging from a highly reflexive
self, a self who monitors his or her behaviour with due regard for others
with whom he or she interacts socially. This concept of selfhood began
to emerge in Europe in the Renaissance. At that time the public
behaviour of individuals came to signify their social standing, a means
of presenting the self and of evaluating others, and thus manners and
the control of the outward self were vital (Elias 1978). The classical or
‘civilised’ body—the body that was able to control its tendency towards
animality and emotionality—became privileged over the ‘grotesque’
body, that which was given over to excess, and to fleshly and sensual
pleasure (Stallybrass & White 1986).

Even within the twentieth century there have been major changes
to the concept of citizenship. Over the past half century alone there has
developed a plethora of versions of citizenship, including cultural citi-
zenship, global citizenship, ecological citizenship (van Steenbergen 1994,
p. 3) and sexual citizenship (Evans 1993). Miller and Rose (1993, pp.
97-8) note that the citizen in the first half of the twentieth century was
constituted as ‘a social being whose powers and obligations were artic-
ulated in the language of social responsibilities and collective solidarities’.
Diverse programs such as those arranged around social security, child
welfare, physical and mental hygiene, and education were developed to
serve ‘needs’ and to construct ideal citizens. By the early 1980s there
had emerged a different concept of citizenship:

No longer is citizenship construed in terms of solidarity, contentment,
welfare and a sense of security established through the bonds of
organisational and social life. Citizenship is to be active and individu-
alistic rather than passive and dependent. The political subject is
henceforth to be an individual whose citizenship is manifested through
the free exercise of personal choice amongst a variety of options. (Miller

& Rose 1993, p. 98)

As a result, governmental programs and regulatory technologies have
diversified still more, to construct an autonomous subject whose choices
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and desires are aligned with the objectives of the state and other social
authorities and institutions.

As we discussed in Chapter 1, under the neo-liberal approach to
government it is expected that the subject qua citizen will conform to
the goals of the state voluntarily, in most cases needing no direct
coercion. Such self-discipline is vital to this mode of government.
Citizens are required to become active on their own behalf: the emphasis
on the role and duty of the nation-state in human progress is therefore
decentred (Usher & Edwards 1994, p. 216). The concepts of rationality
and self-control are central to an understanding of citizenship, because
both concepts underpin contemporary assumptions of what it means to
be ‘human’ and what the ideal modern ‘self’ should be. As we asserted
in earlier chapters, in contemporary Western societies individuals are
expected to constantly interrogate their lives and relationships in the
quest for self-improvement, the achievement of authenticity, the max-
imisation of life chances and the exercise of choice from among
alternatives. Subjectivity is created both through the techniques of
governmental self-formation produced by external authorities and agen-
cies and through the practices of ethical self-formation by which
individuals come to know themselves and give meaning to their expe-
riences. These processes are necessarily interrelated and reciprocal (Dean
1994, pp. 156-17).

Given its current linking with notions of self-control, citizenship
inevitably raises moral questions in relation to what is considered ‘good’
or ‘bad’ citizenship. Judgments of morality are also related to the expec-
tation that the practice of citizenship involves not only caring for the
self but also protecting others’ rights: ‘To be called a good or real citizen
is a particular positive judgement about the morality of one’s behaviour.
It implies that the person is concerned with the collective interest and
its well being’ (Janowitz 1994, p. 43). With the growing emphasis on
health as a personal strategy of self-care and a resource for self-develop-
ment, notions of citizenship have clear application to the new public
health activities.

THE ‘HEALTHY’ CITIZEN

In contemporary Western societies, the pursuit of good health, like
education, is considered both an obligation and a right of citizens.
Education is an obligation because it enables individuals to prepare for
citizenship, in allowing them to understand their civic duties and make
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use of their rights and in preparing them for productive employment; it
is integral to becoming a ‘good citizen' (Janowitz 1994, p. 49). So too,
good health is required for a person to become a ‘good citizen’, for ill
health removes individuals from the workforce and other responsibilities,
and places an economic burden on others. It is one’s duty to achieve
and preserve good health, so that one might fulfil the other obligations
of citizenship. As one German writer asserted in the late eighteenth
century, “‘Whoever neglects the precious treasure of health offends all of
society, of which he [sic] is a member. Society rightly demands of him
that he sacrifice a part of his energies and time to her needs and for her
benefit, who every day contributes so much to his need and benefit’
{quoted in Duden 1991, p. 18).

The ‘right to health’ was once understood to be related to enhancing
the access of all citizens to health care services for the better treatment
of ill health. In ¢ontemporary times, however, as the philosophies of the
new public health have gathered force, the ‘right to health’ is rephrased
as taking on personal responsibility for one’s health by accepting and
adopting the imperatives issuing forth from the state and other health-
related agencies concerning the maintenance and protection of good
health (Herzlich & Pierret 1987, p. 231). Greco has described this ethic
as ‘the duty to stay well’, incorporating the understanding of health as
‘a domain of individual appropriation through rational choice’ (1993,
p. 357). Managing their own relationship to risk has become an impor-
tant means by which individuals can express their ethical selves and
fulfil their responsibilities and obligations as ‘good citizens’ (Scott &
Williams 1991, p. 3).

The contemporary focus on self-regulation, transformation and per-
sonal body ‘maintenance’ as a primary strategy to achieve public health
goals is a relatively recent phenomenon. From medieval times until well
into the twentieth century, public health strategies relied upon an overtly
coercive element, attempting to force citizens to behave in ways deemed
most appropriate for the interests of the state via legislation. Even in
Britain in the nineteenth century, despite the prevailing political empha-
sis on laissez-faire economic production and individualism, public health
acts were passed that challenged civil liberties. For example, these acts
required parents to present their children for vaccination against small-
pox or risk fines or imprisonment, and provided for the enforced medical
inspection of prostitutes in specified towns and ports and their detain-
ment if they were found to be infected with venereal disease. Such
legislation was subject at the time to controversy and challenges based
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on criticisms of the state’s intervention into the bodies of its citizens
(Porter & Porter 1988, pp. 104-7).

A heightened concern about the health of populations emerged in
the modern European states in the seventeenth and eighteenth centuries
in concert with the emergence of industrialism and the breakdown of
the feudal system. Health became viewed as an element of national
policy and a site for the intervention of government in the interests of
maintaining a robust population to support the state's endeavours. As a
result, a new set of connections was generated between subject and
discourse and subject and polity. The public health movement developed
as a response to these new concerns privileging order and human
rationality:

The Enlightenment wrote health onto its banner as a physical-moral
category. The concept was politically so effective and so double-edged
because the interest of the authorities and the national economy in a
self-administered objectification of the self appeared in it as a subjective
need of the individual or an act of philanthropy. (Duden, 1991, p. 19)

It was during this period that governmental means of regulating the
population began to shift from overtly coercive methods to those of
self-regulation, assisted through the knowledges and technologies engen-
dered in medicine, education and science. In the nineteenth century the
theories of Malthus and Darwin contributed to both a concern about
recording statistically the movement and reproduction of populations
and a focus on constructing and monitoring norms of human behaviour.
The human body, through these discourses, knowledges and practices,
was constructed as a target of surveillance and regulation, subject to
regular measurement and comparison against statistical norms:

Within this set of problems, the ‘body’—the body of individuals and the
body of populations—appears as the bearer of new variables, not merely
between the scarce and the numerous, the submissive and the restive,
rich and poor, healthy and sick, strong and weak, but also between the
more or less utilizable, more or less amenable to profitable investment,
those with greater or lesser prospects of survival, death, and illness, and
with more or less capacity for being usefully trained. (Foucault 1984a,
p. 279)

By this process of normalisation, categories of ‘normal’ and ‘abnormal’
or ‘pathological’ bodies and social groups were constructed (see Chapter
2). Good health came to be regarded as the natural right of all citizens,



THE ‘*HEALTHY’ CITIZEN 67

which it was the duty of the state to promote and preserve (La Berge
1992, p. 16).

For some theorists, the contemporary era is characterised by the
replacement of the political doctrine of liberty by the notion of con-
sumption. The ‘free’ individual is conceptualised as the individual who
possesses the maximum capacity to acquite goods, and consumption is a
major source of meaning and moral values in everyday life. “This makes
for an aestheticised politics of civic identity’, argues Miller (1993, p. 48).
It is apparent that the notion of citizenship as it is phrased in the new
public health discourses is centred around the consumption of commod-
ities while also relying upon appeals to aesthetics (see Chapter 1). The
unhealthy commodity (alcohol, cigarette, fatty food) is commonly rep-
resented in health promotional literature and media campaigns as
producing ugliness, distorting the ideal body. Common images in these
texts include the drunken teenagers engaging in fights and vomiting in
front of their friends; the drink-driver in a mangled car, a bleeding
passenger beside him or her; and the artery clogged by fat deposits. The
commodity, in this representation, imposes itself upon the consumer, an
external force of evil invading the body and taking control. Health
promotion works to instil the consumer with the moral courage and
fortitude to withstand this invasion. Yet consumption is not simply
negated, for citizens are encouraged to engage in the consumption of
commodities deemed ‘healthy’, such as low-fat or low-salt foods, nicotine
patches, sports shoes and gym memberships.

In its overt goal of enhancing the health of citizens, the new public
health directly works upon individuals’ shared desires to maintain good
health and demonstrate self-control through the regulated body. The
health status of the individual is regarded as ‘collective capital owned
by the lineage, the race, or the nation’ (Herzlich & Pierret 1987, p. 161).
In the context of Western economies, in which expanding production
and the accumulation of wealth are important, ‘good health’ is that
condition which is least disruptive of production: the ‘healthy citizen’ is
the citizen who can work continuously over her or his lifetime. Good
health, therefore, is related to virtuous citizenship because of the benefits
that extend from the individual to the social body. A healthy person is
able to take part, to the best of his or her physical ability, in contributing
to the nation’s prosperity. A document published by the New South
Wales Department of Health, entitled A State of Better Health, argues:

Health promotion is an investment in better health for today and for
future communities and populations. Health promotion is more than just
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avoiding illness and disability, however. It aims to help everyone enjoy
the best possible level of health. It is about giving them energy and the
chance to live life to the full. It is adding life to years as well as years
to life. (1991, p. 6)

The Hedlth for All Australians report similarly contends that ‘[glood
health is a positive state of being. It is an individual and community
asset of great value’ (Health Targets and Implementation Committee
1988, p. 5). The individual’s state of health is thus viewed as subject to
agency, an active rather than passive state that is directed at instrumental
goals. Good health is represented not simply as an accomplishment of
an individual, but as a general social resource.

The new public health has provided a rationale and apparatus for
‘healthy’ citizens to demonstrate their capacities of self-regulation as part
of both their civic duty and their duty to themselves. As a result, the
activities under the rubric of ‘health’ have proliferated. Many definitions
of ‘health’ in the new public health literature expand to go beyond the
notion of lacking physical or mental disability or pain to conceptualising
health as the way in which individuals approach and deal with life in
general. The capacity for economic production is not the only important
outcome for the healthy self in the new public health discourses. Health
is also privileged as a resource for self-fulfilment and enjoyment and as a
capacity to respond in a dynamic manner to the world around oneself. For
example, Ilona Kickbusch, as Director of Health Promotion and Education
at the WHO, defined health as ‘the extent to which an individual or group
is able, on the one hand, to realise aspirations and satisfy needs, and, on
the other hand, to change or cope with the environment' (quoted in de
Leeuw 1989, p. 1282). Self-development and the éxpression of individual
potential are related to ‘good health'. Thus, in one 1995 magazine adver-
tisement, the South Australian Health Foundation claims that ‘to enjoy
life you have to be healthy first . . . To realise your dreams the first step
is to enjoy being healthy’. The advertisement lists the activities in which
citizens should engage to achieve health: ‘To be healthy means being
active, eating the foods that make you healthy, choosing to drink less
alcohol and choosing not to smoke’. The emphasis on personal enjoyment
and on a purposive response to life involving ‘activity’, and the repetition
of the notion that individuals are ‘choosing’ health-promoting strategies
rather than being forced to undertake them, are highly characteristic of
the new public health philosophy.

This concept of ‘good health’ recognises the experiential as well as
the functional dimension of health: ‘health’ is the ability to realise
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personal goals, to exert control over one’s life, to engage in self-devel-
opment. It is suggested that citizens are thus acting in their own best
interests in conforming to the imperatives issuing forth from the state
in relation to ‘healthy living: ‘In effect the most recent space of
surveillance has been a sort of “political awareness” which might be
rendered as subjectivity. It has been the thinking, acting subject which
has been both the object and effect of the new public health in its
various manifestations’ (Armstrong 1993, p. 407). Engaging in health-
preserving and body-controlling activities such as exercise and dieting is
viewed as protecting citizens from the degeneracies of contemporary
society, providing a means of dispelling uncertainties and demonstrating
allegiance to accepted moral norms in the interests of self-presentation.
As in the discourse of war, the process of hardening and toughening
individual bodies acts as a metonym for the toughening of the nation’s
moral fibre (Scheper-Hughes & Lock 1987, p. 25). The regulation and
control of the body, it is argued in the new public health, require high
levels of knowledge and self-efficacy to achieve. To this end, some public
health documents have begun to refer to the concepts of ‘health literacy’
and ‘health skills’, which are seen to comprise ‘personal health knowl-
edge’, ‘positive attitudes towards changing behaviour’, ‘resilience’,
‘self-esteem’ and ‘problem solving’, ‘self-help’ and ‘coping’ skills (see, for
example, Nutbeam et al. 1993, p. 15).

Ideal ‘healthy’ citizens have their children immunised according to
state directives, participate in screening procedures such as cervical
cancer smear tests and blood cholesterol tests (but only when they are
deemed to be in the appropriate target group), control their diet accord-
ing to dietary guidelines and take regular exercise to protect themselves
against such conditions as coronary heart disease and osteoporosis. Not
only do they take steps to protect their own health, but they are also
concerned about the health of others. This dimension of the obligations
of the ‘healthy’ citizen is highly apparent in discourses about cigarette
smoking, which currently emphasise the effects that cigarette smoke has
on other people, especially children. Recent health campaigns have urged
citizens to carry out surveillance in relation to cigarette smoking not
only upon themselves, but upon others, in the interests of protecting
the masses from ‘other people’s smoke’, for example by insisting that
others do not smoke inside one’s house (Lupton 1995, p. 118). Respon-
sibility for others’ health status is also a central argument for preventive
strategies relating to contagious diseases such as HIV infection and
hepatitis. As one pamphlet on AIDS published by the New South Wales



70 THE NEW PUBLIC HEALTH

Department of Health in 1989 noted: ‘It is . . . important that anyone
who has been exposed to HIV should adopt lifestyle and behavioural
practices which help to strengthen the immune system and do not spread
the virus to other people’. It is also assumed that it is the responsibility
of ‘healthy’ citizens to be aware of their HIV status. This awareness is
only the first step of a self-maintenance program. If individuals are
negative for HIV antibodies, it is asserted that they should take steps to
reduce their chance of contracting HIV by engaging in safer sex practices
and avoiding the sharing of needles to inject drugs; if they are positive,
they are exhorted to engage in activities to reduce the effects of positivity
on their bodies and to avoid passing on the virus to others.

Goals and targets for public health expressed in such terminology as
‘reducing mortality from lung cancer by 12 per cent by the year 2010’
(see, for example, Nutbeam et al. 1993) are couched in terms that express
the community’s health status over that of the individual’s health status.
As observed in Chapter 2, such a target may be reached by infinitesimal
improvements in the individual (for example, an extra month of life)
but result in statistics that appear beneficial at the population level. As
this suggests, in the new public health discourses devoting attention to
one’s health status is not only represented simply as an individual action
but is also commonly sited within the context of a community, city or
nation. As one writer has put it: ‘Promoting the health of a communirty
means developing and supporting the will and capacity of people to
understand and work towards their own specific health needs . . . The
central aim is to involve the entire community in an effort to promote
the health of all groups within a geographical area’ (Monaem 1989,
pp. 297-8) (see Chapter 6).

The contemporary virtuous ‘healthy’ citizen, therefore, aligns per-
sonal satisfaction with the public good. Thus, the avoidance of
drink-driving and of smoking and the adoption of the practice of seatbelt
wearing are about both the health of the citizen and the citizen’s needs
to protect others—either their health or the public purse. The self is
never lost in this discourse, however; its needs are never abandoned for
those of the polity. The ethic of restraint that is phrased in this discourse
is not based on the asceticism of self-denial or obedience to an author-
itative imperative, but rather is supported through a narcissistic approach
of ‘caring for and about oneself’, maximising the body's capacity for both
productive labour and self-fulfilment and development (Singer 1993).
Through the new public health discourses (among others), external
imperatives are internalised as private interests. Discourses on dental
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hygiene and care, for example, have continually emphasised the respon-
sibility of the individual (or in the case of children, of their mothers)
to conform to expert advice consonant with the imperatives of gov-
ernmentality (Nettleton 1991). These norms about dental care have
become naturalised in the family: children are taught how to brush their
teeth, and at which prescribed times, from infancy. As adults, individuals
continue to brush their teeth as an everyday habit, often with little
reflection on the reasons why they do so. The practice has become a
habit, a practice of the self perpetuated not by the dictates of external
imperatives but by the individual’s habits of everyday life.

While the overt thetoric of the new public health is directed towards
appeals to the notion of the ‘civil citizen' in its emphasis on self-regu-
lation and self-control, there remains a notion that the state should
sometimes step in to guide or even control its citizens that has resonances
with early public health philosophies. The state still takes a largely
paternalistic approach to the task of monitoring and regulating its
citizens’ health, albeit cloaked in the discourse of individual and com-
munity ‘voluntary participation’. Public health represents the state as the
agency responsible for guarding and ensuring the health of the populace.
As Sears notes, ‘modern Public Health has, from the outset, been
identified with the state. Indeed, the very conception of “Public Health”
centres around the state, whether explicitly or implicitly’ (1992, p. 64).
Most of the new public health activities are sponsored by the state on
behalf of its citizens, generally administered through bureaucratic health
departments and often enshrined in legislation that includes penalties
for non-compliance.

Many of the most obvious sites where a more directive state/citizen
relationship becomes apparent are in relation to public health concerns,
including legislation directed at preventing the use of illicit drugs (such
as heroin and cocaine), the age at which individuals can purchase licit
drugs (cigarettes and alcohol), and driving practices (seatbelt wearing
and drink-driving). A number of contemporary public health acts permit
the state to intervene in the conduct of bodies, enforcing medical
inspections, vaccinations or medical treatment upon the unwilling, and
in extreme cases allowing for the internment of individuals to prevent
them spreading disease. Some state-imposed regulations include extreme
violations of personal liberty and privacy. For instance, individuals
involved in methadone programs are often forced to engage in urine
tests (to check for opiate use) under the full observation of health
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workers. In this context of enforcement, the citizen’s liberty and rights
as an individual become subsumed under those of the collectivity.

In many cases such enforcement has been exercised upon stigmatised
or less powerful social groups: prostitutes rather than their clients, gay
men and lesbians rather than heterosexuals, immigrants rather than
native-born citizens, the poor or dispossessed rather than the wealthy.
All these interventions are justified in the name of the good health of
the public, and it is assumed that citizens will conform to state imper-
atives. The underlying ethic is predominantly utilitarian, in privileging
the well-being of the community over that of individuals, as well as
paternalistic, assuming that the state ‘knows best’ and should act to
protect those who cannot protect themselves. Bentham's doctrine, ‘that
it was the duty of the legislator to secure the greatest happiness of the
greatest number through the deployment of science, expertise, and legal
sanctions’, was particularly influential on the policies and practices of
the nineteenth-century public health reformers (Porter & Porter 1988,
p. 101) and remains a central plank of the new public health philosophy.

WOMEN AS HEALTHY CITIZENS

The concept of citizenship assumes that individuals have common goals
and status, a common culture (Turner 1994, p. 165). The rhetoric implies
that all individuals, regardless of age, ethnicity, gender, social class or
sexual identity, have an equal status as citizens and similar access to and
investment in the reciprocal rights and obligations of citizens. It is clear,
however, that many individuals are not equal under the concept of
citizenship, for example women, children, the dispossessed and minority
social groups. The woman as citizen is quite a different social and
historical phenomenon from the man as citizen. In fact, women have
historically been denied many of the rights, privileges and responsibilities
of citizens in the political sphere. As Waldby (1994, pp. 380-1) points
out, women in Western societies lacked many of the features of either
civil or political citizenship in the early part of the twentieth century,
including the ‘political’ right to vote, the ‘civil’ right to work at an
occupation of their own choice, and, if married, the ‘civil’ right to be
free of their husband’s physical coercion. Indeed, until relatively recently,
women's bodies were considered the property of their husbands
{Sevenhuijsen 1992, p. 168; Vogel 1994, pp. 78-9).

For centuries in Western societies the so-called private site of
the family has been very much related to women’s participation in



THE ‘HEALTHY' CITIZEN 73

citizenship, particularly as public participation was effectively denied
most women. It is in relation to this private sphere that the discourses
of medicine and public health have contributed to understandings of the
woman qua citizen. They have been regularly employed to naturalise the
assumption that women are not equipped to participate as citizens in
the public sphere. These discourses have constructed women as passive
and irrational, unequipped physically, emotionally or intellectually for a
role in public life. Indeed, in the nineteenth century it was frequently
postulated that women could only achieve good psychological and
physical health through confining themselves to the tasks associated with
marriage and reproduction (Turner 1987, pp. 89-90). Any exertion of
the feminine mind, it was argued, including both intellectual effort or
fierce emotion, could cause a fatal stoppage in the flow of menstrual
secretions. Women should therefore concentrate on dulling the mind,
avoiding any type of mental excitement so that their bodies could
proceed ‘naturally’ (Shuttleworth 1990, p. 57). Women in the
gynaecological literature were frequently compared to children, as
‘incomplete adults’ in their assumed physical delicacy, psychological
instability and irresponsibility (Moscucci 1990, p. 31). The figure of the
‘hysterical woman’, for example, which was dominant in the Victorian
era, represented women as controlled by their wombs, their minds being
unable to regulate their bodies. Even today, women are generally repre-
sented as more prone to illness, as both physically and psychologically
defective compared with men, and as dependent upon medical care
throughout their lives. Illness, and its associated meanings of lack of
control, dependency, passivity, physical inactivity and weakness, are thus
conflated with femininity (Turner 1987, Ch. 5; Broom 1989).

Women in Western societies have been principally represented as
citizens in terms of their contribution to the bearing and raising of
children and the care of husbands and other family members. The woman
as ‘healthy’ citizen, therefore, is understood as a resource for the repro-
duction and maintenance of other ‘healthy’ citizens. Such participation
in citizenship does not fall into the notions of civil or political citizen-
ship. Rather, it is an understanding of citizenship that revolves around
contributing to the welfare of society through private actions (child-
bearing and domestic labour).

The problematising of ‘the family’ as a site of intervention on the
part of public health authorities in the mid eighteenth century (Foucault
1984a) is central to the ways in which women, as mothers, have been
constructed as citizens, particularly in their role of ensuring the health
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of their children. The use of medico-hygienist justification was an
important element of regulating the population via the family, with
particular emphasis on the role played by mothers. From the eighteenth
century, the welfare of children was constituted as a ‘problem’ of govern-
ment, and included such aspects as their survival and growth rates,
education, and moral and physical well-being (Donzelot 1979). The
‘private’ world of the family was charged as the site within which the
problem of the child—including the maintenance and development of
the child’s body—was largely addressed (Donzelot 1979; Foucault 1984a,
p. 280).

The site of the family thus provided a link between the ‘private’
ethic of good health, as espoused and championed by individual families,
and general political objectives regarding the health of the social or
public body (Foucault 1984a, p. 281). As a leading nineteenth-century
proponent of social work argued, the family was the ‘nursery of citizen-
ship’, with familial affection and understandings of responsibility acting
as an exemplar for ideal wider social relations (Helen Bosanquet, cited
in Lewis 1992, p. 86). With the growing emphasis upon the health
implications of domestic space in the late nineteenth century and into
the early twentieth century, the responsibility for maintaining the
hygiene of the home was directed towards women, in their roles as
mothers and wives. As one American book outlining lessons for young
girls in schools on the care of younger siblings argued in 1917: ‘These
early lessons will prepare them for citizenship, make them lovers of law
and order, health and cleanliness, honesty and morality, and thus insure
a happy contented neighbourhood’ (quoted in Sears 1992, p. 72). In this
text, the cleanliness and orderliness of the home site and of the bodies
of those inhabiting the home are represented as the domain of respon-
sibility of girls and women in their duty as citizens. At the same time
as motherhood was being defined as a caring, altruistic and absorbing
activity, laws seeking to punish infanticide, abortion, birth control and
baby farming—activities that were viewed as highly immoral and dam-
aging to the social order—were being enacted in Britain (Smart 1990,
p- 15).

The British working-class mother in the late nineteenth century and
into the early twentieth century was a particular target of these dis-
courses, defined as little more than ‘the unpaid nursemaid of the State’,
and subject to imperatives from a cluster of state bodies and private
organisations that constituted the Infant Welfare movement. The price
of non-compliance included humiliation, and fines, jail sentences or loss
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of child custody (Ross 1993, p. 197). The ‘health visitor’ system was
instituted in Britain in the late nineteenth century, designed to observe
and advise and to report to local medical authorities the conditions of
working-class mothers and their infants; its main mission was to create
‘responsible’ mothers (Ross 1993, p. 209). For British middle-class
women during this period, voluntary social work and other philanthropic
work with the working class and the poor allowed them to fulfil their
obligations as citizens by serving and caring for others outside the
immediate vicinity of their own families (Lewis 1992; Bland 1992).
These women were thus extending their ‘civilising’ and domesticating
role from the home into the wider world by engaging in ‘municipal
housekeeping’ (Bland 1992, p. 44). The emergent science of psychology
was central to this endeavour, and health education at the time had
similar goals and methods.

The emphasis upon women as bearing responsibility for the health
and welfare of their partners, children and other family members (such
as their ageing parents) by ensuring the cleanliness of the home remains
strong in contemporary Western societies. For example, a concern about
the level of lead found in the blood of infants and children in inner-city
areas of Sydney in the 1990s has generated calls for mothers (rather than
fathers) to protect their children by mopping and vacuuming the house
frequently, disposing of flaking paint, ensuring that children wash their
hands before eating, and covering any exposed soil around the house.
The expectations concerning women's role as the primary carers for
children still tend to limit women's access to playing a full role in
political decision-making (Vogel 1994, p. 85). So too, the notion that
women are less well equipped to participate as citizens in the public
sphere continues to rely upon biological and medical discourses for
support, particularly those asserting the supposed unstable emotional
states of pregnant, premenstrual or menopausal women. One example is
an article published in 1994 on the front page of a Sydney newspaper,
which reported the findings on gender differences in sleep needs made
by a male psychologist at a Sydney university. The article was headlined
‘It’s a biological fact: women need more sleep’, and quoted the psychol-
ogist’s claims that until menopause women live on a ‘hormonal
rollercoaster’, that the biochemistry of their brains was more complex
and changeable than that of men’s brains and that women are therefore
more susceptible to the effects of ‘sleep deprivation’ and depression than
are men (Dayton 1994). This article is a good example of the phenom-
enon described by Broom, whereby ‘[alny disadvantages from which



76 THE NEW PUBLIC HEALTH

women may suffer are [explained as the] consequences of natural defects
in women themselves, in their genes, their hormones, the “structure” of
their brains, or perhaps in the distinctively female organs and functions
of reproduction’ (1989, p. 129).

Not only are women defined as abnormal and ill through notions of
femininity, they are also frequently positioned as producing ill health or
deviant behaviours in others, particularly their children and husbands
(Broom 1989, p. 130; Spensky 1992, pp. 106-7). Mothers of sexually
abused children tend to be the targets of accusations of ‘poor mothering’,
which includes such factors as absence from the home, sexual estrange-
ment from their partners and lack of appropriate protection of the child
{Hooper 1992, p. 68). Pregnancy is a particular site at which women’s
bodies and practices of the self are constructed through the discourses
of public health. Personal responsibility for self-control and self-moni-
toring is therefore extended into another body—that of the foetus. There
is a long history in Western societies of pregnant women being repre-
sented as the containers for their foetuses. In early modern Europe,
pregnant women were advised against all sorts of activities, including
travelling in carriages, horse riding, and consuming spicy foods. It was
suggested in both lay and medical texts that women’s intellectual activ-
ities, imagination and emotional states during pregnancy could cause
birth malformations and birth marks in their offspring. Pregnant women
were exhorted by medical ‘experts’ to avoid upsetting events in the
interests of their foetuses, for example by maintaining domestic harmony
in their households. As a result of such beliefs, the birth of a malformed
infant was held to be the fault of the mother, exposing her ‘secret
passions’ (Epstein 1995, Ch. 5). In the Victorian era, a woman's womb
‘was figured both as a sacred font originating life, and as a crucial stage
in the machinery of material social manufacture’ (Shuttleworth 1990,
p. 58). The outcome of such concemns has generally been the restriction
of women’s activities.

Contemporary public health discourses frequently position pregnant
women as needful of constant self-surveillance to protect the health of
their foetus. Pregnant women are advised to monitor their diet closely
and are routinely dissuaded from drinking alcohol or smoking throughout
their pregnancy. In some contexts, the health issues around pregnancy
have been rephrased as criminal issues. In the United States, women
who use illicit drugs during pregnancy are subject to punitive legal
charges: over the past decade, more than 160 women in 24 states have
been charged with child neglect and the distribution of drugs to a minor
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based on charges that they took certain drugs during pregnancy. By 1994,
in seven states in the United States, there was legislation in place that
ensured that if a woman delivered an infant who tested positive for
drugs, or if she herself tested positive at delivery, she would be subject
to arrest at release from hospital and her infant would be removed from
her care by the Department of Social Services. The woman would be
subsequently charged with administering the drug through the umbilical
cord (Susskind 1994).

While there is not yet similar legislation in Australia, there is a
continuous emphasis in popular and medical discourses on the woman’s
responsibility for the foetus in utero. One example is a newspaper article
headlined ‘Life in womb will be written on your tomb’, in which the
journalist quoted a medical researcher who argued that: ‘“We need to be
much more focused on what happens in pregnancy . . . You are marked
forever by what happens in the womb. The most important day of your
life is not conception, it's the next nine months.’ The researcher
contended that such adult conditions as heart disease, high blood
pressure and diabetes are influenced by the conditions of foetal devel-
opment in the uterus and the size of the infant at birth. He conceded
that it was not fully understood what factors influenced foetal develop-
ment, but contended that women should pay attention to their diet even
before conception to ensure the health of their child (Sweet 1994). The
emphasis on women regulating their emotional states in the interests of
the infant’s health also remains a feature of advice to pregnant women.
In self-care books, women are frequently reminded that their emotional
states have a direct impact on the foetus. Such books warn, for example,
that a mother who is ambivalent about her pregnancy is far more likely
to have a difficult birth and that her infant will experience physical and
behavioural problems, having supposedly sensed in utero that she or he
is not wholeheartedly wanted (Shuttleworth 1993/94, p. 38).

These discourses tend to position the health and well-being of the
foetus as more important than those of the pregnant woman, suggesting
that a woman’s refusal to engage in protective behaviours amounts to
child abuse. This responsibility for another’s health continues as the
infant is born and grows to adulthood, with mothers being charged
with the duty to ensure that the moral, social and physical development
of their children is maximised. As women are placed in this role of
caring for others’ health and well-being, it is assumed that they need to
protect their own health so as to better perform this duty. A study carried
out in the English city of Bradford found that doctors caring for a
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middle-aged heart patient tended to invite that person’s spouse for a
discussion on how to meet the patient’s new dietary requirements only
if the patient were male: a wife, but not a husband, was considered
responsible for such health care provision (H. Rose 1990, p. 214). As
this suggests, ‘women still carry out most of the unpaid work in the
domestic task of producing, maintaining and protecting health’ (H. Rose
1990, p. 215).

Women's sexuality has also contributed to their representation as
citizens in public health discourses. Public health literature has tradi-
tionally portrayed women’s bodies as ‘risky’ through their potential for
intimate contact with other bodies as both seducers and nurturers. For
centuries women, particularly prostitutes or other women deemed ‘pro-
miscuous’, have been represented as the source of contagion for sexually
transmissible diseases such as syphilis via the erotic touch: ‘Female beauty
only serves as a mask for corruption and death’ (Gilman 1989, pp. 95-6;
see also Gilman 1993). Female bodies have been marginalised as con-
taminating, inspiring feelings of disgust and revulsion. Their bodies are
seen to threaten to contaminate other bodies, principally those of men.
As a result, women’s sexual activities and conduct have been subject to
control and surveillance in the interests of public health to a far greater
extent than have those of men. As we noted earlier in this chapter, in
the last century such monitoring of women included forcible medical
inspection and their detainment if they were found to have the symptoms
of a sexually transmissible disease.

The portrayal of women’s bodies as particularly contagious, as pos-
sessing and passing on disease, has remained strong into the twentieth
century. In the middle of the twentieth century women were the primary
target of tuberculosis screening. Public health films produced to persuade
women to seek X-ray screening for tuberculosis positioned the female
body as a key vector of contagion, the bacilli insidiously lying hidden
within women’s bodies and threatening the health of their lovers, family
members and the public (Cartwright 1995, p. 147). In contemporary
public health discourses the bodies of women continue to be portrayed
as subject to lack of control over bodily boundaries. In discourses on
such conditions as HIV/AIDS, for example, women’s bodies remain
understood as ‘leaky’, as contaminating objects. As a result, women are
routinely charged with the responsibility for protecting both their own
health and that of their male sexual partners by insisting on the use of
condoms. In contrast, heterosexual men are rarely positioned as the
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targets of public health research or education programs in relation to
HIV/AIDS (Tulloch & Lupton 1997).

Women’s bodies are viewed as highly risky and contagious because
they emit fluids that are potentially ‘dirty’. Such fluids threaten integrity;
they are embarrassing, undignified, reminding humans of their animality.
As Grosz argues: ‘Body fluids attest to the permeability of the body, its
necessary dependence on an outside, its liability to collapse into this
outside (this is what death implies), to the perilous divisions between
the body’s inside and its outside’ (1994, p. 193). These symbolic mean-
ings surrounding women's bodies are particularly evident in discourses
on HIV/AIDS, where women function as both ‘the guardians of the
purity of sexual exchange’ and as the threats to purity by virtue of their
fluid, seeping, and therefore ‘dirty’, bodies (Grosz 1994, p. 197). The
imagery of women as ‘reservoirs’ for HIV infection is often noticeable
in epidemiological writing that discusses the role of female prostitutes
in the HIV/AIDS epidemic. Prostitutes, it is frequently argued, harbour
infection within their bodies in the shape of the semen deposited by
their clients, which then poses a threat to the next customer. The
prostitute’s body is represented as a ‘swamp’ where infection breeds, or
as a ‘passive holding tank’ that becomes infectious ‘only when another
penis is dipped into it’ (Treichler 1989, p. 49). Men are told they should
avoid sex with prostitutes or use condoms for their own protection, but
not for the protection of the prostitutes. It is always assumed that men
are at risk from prostitutes, not vice versa, because of the latter group's
cultural construction as ‘contaminating’, ‘immoral’ and ‘dirty’. The threat
posed to the prostitute herself by her clients (who are, after all, the
providers of the infected body fluid) is ignored in this discourse.

Women, therefore, are seen as more susceptible to ill health and as
more likely sites of contamination of others than are men, and as a result
are regarded as requiring greater surveillance and control, imposed both
by authorities and through self-regulation. Throughout women’s lifespans
they are encouraged to protect their own health not simply for their
own interests but because of their responsibility to others. As one
Australian pamphlet on cervical screening asserted to its audience: ‘So
take care of yourself, and make sure you have a Pap smear every two
years. Do it for the people who love you and need you. But most of all,
do it for yourself.’ In a newspaper advertisement published in 1995, the
Sydney Breast Cancer Institute used the heading ‘Some victims of breast
cancer are very young’ accompanied by a photograph of a little boy
looking vulnerable and forlorn. The text went on to assert: ‘Breast cancer
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is now the leading cause of death by cancer in Australian women. But
some of the hardest hit victims are those who have to cope with someone
they love going through this terrible disease.’” The directives of such texts
attempt to position women as always linked to others in a caring
relationship, and as needing to protect their own health to save others’
feelings. Women's participation in these health-protective activities is
constructed both as their right as citizens who are due health care
entitlements and as their responsibility as citizens who should not place
a burden on the state or upon loved ones by becoming ill through their
own negligence. The notion of citizenship, therefore, is phrased through
a willingness to engage in the surveillance and bodily regulation activities
offered by the state, rendering more complex the idea of active citizen-
ship (Howson 1994).

A clear link is therefore evident between the emphasis in past
regimes of public health on women’s duties as citizens to protect the
health and well-being of others—their husbands and children—and a
similar emphasis in the new public health. This conceptualisation is
clearly directed at the heterosexual woman: lesbians are notable by their
absence from public health discourses. However, while women continue
to be typically constructed as wives or mothers in new public health
discourses, with a focus on their reproductive potential and related
responsibilities, there is also a newer focus on women participating in
practices of the self to achieve their individual potential, including in
the roles of productive worker or alluring sex partner. In new public
health discourses women are encouraged to monitor the shape and size
of their bodies so as to maximise their sexual attractiveness and desit-
ability, and to avoid practices such as smoking because men will find
their breath unattractive or because it causes premature wrinkling. The
feminine ‘healthy’ citizen, it is suggested, should seek both soundness of
body and physical allure through the self-care techniques proffered by
the new public health. In these discourses there is an elision between
the ideals of commodity culture and public health, for both promote the
slim, attractive, healthy, physically fit, youthful body as that which
women should seek to attain.

MEN AS HEALTHY CITIZENS

In contrast with women, until very recently men have rarely been
singled out in the new public health discourses as vulnerable to illness
and needful of more health care. While women’s bodies are routinely
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presented as the focus of the male gaze, as passive objects rather than
as subjects, men’s bodies tend to be represented as active and productive,
participating in such arenas as politics and sport. Although men are also
exhorted to maintain an attractive body, there is far less emphasis in
popular and public health discourses on their physical appearance. Even
in discourses of the ageing body there is a far greater focus on older
women compared with older men in policy debates, the social science
literature and popular culture. This disparity can only partly be explained
by the fact that women tend to live longer than men (Hearn 1995).
The bare flesh of men’s bodies tends to be far less available to the gaze
than that of women's bodies; instead men generally appear clothed in
the armour of business suits or uniforms. While a woman must generally
watch herself and be highly aware of her embodied presence as it appears
to others, men tend to constitute the surveyors rather than the surveyed
(Berger 1972, p. 46). Women, therefore, are routinely constituted as far
more ‘embodied’ than are men.

Unlike women’s bodies, which tend to be represented as ‘leaky’, moist
and flowing, and therefore liminal and difficult to contain, men’s bodies
are conceptually rigidly separated from ‘outside’. The male body is
dominantly culturally represented and understood as ‘contained’, dry and
controlled compared with the soft, viscous body of a woman. The
hardness, resistance and tightness of the male body represents the ideal:
‘A hard body will ensure that there are no leakages across the edges
between inner and outer worlds . . . What holes remain must be firmly
shut’ (Easthope 1990, p. 52; see also Theweleit 1987). This ideal reaches
its apotheosis in the practice of bodybuilding, a technology of the self
and source of self-transformation directed at increasing muscular size and
emphasising hegemonic masculinity. The heavily muscular body has been
idealised since ancient Greek times, resembling the phallus in its hard,
erect form, and denoting power. The muscular body not only stands for
outward containment, but also bespeaks inner control and rigidity
(Dutton 1995, p. 43). The physical and dietary routines of bodybuilding
are directed at disciplining the body and denying weakness, and thus
constitute a potent display of power, self-confidence, authority and
self-control (Mrozek 1989; White & Gillett 1994; Dutton 1995).

In the context of medicine and illness the male body becomes even
more disembodied. The ideal male body suffers no pain or weakness, is
never ill and never breaks down. When men fall ill, therefore, they find
the experience confronting in terms of the vulnerability they suddenly
experience—the sense that they no longer have rigid control over their



82 THE NEW PUBLIC HEALTH

bodies. This experience may even challenge a man’s sense of his mas-
culinity. As one man wrote of his expetience being hospitalised for a
heart condition at the age of 46:

After so many years of bodily invisibility, this period felt like a time of
alien invasion, of having my body colonised and prodded by machines
that penetrated far inside my body. My fear of losing masculine control
and being de-armoured was acute. I had leamt to be the penetrator and
the fucker. Now they were fucking me, penetrating into my secret places.
My purchase on a safe, heterosexual masculine identity was being eroded.

(Jackson 1990, p. 64)

The meanings associated with ‘health’ and ‘protective behaviours’ are
inextricably linked with the feminised discourses of ‘looking after your-
self’, risk avoidance and caution, and are highly embodied. Such
practices are also often coded as ‘homosexual’ rather than ‘heterosexual’,
in their feminised interest in physical appearance. For the male subject
position, to ‘give into’ or betray to others feelings of weakness or illness
is thus ‘unmasculine’ (Theweleit 1987; Grosz 1994).

Very little detailed research has been undertaken on the ways men
conceptualise and use their bodies in the context of health activities, a
lack which in itself demonstrates the de-emphasis on men as the subjects
of the new public health discourses. One in-depth study of five British
male students aged in their early twenties found that they articulated
anxiety about the strength and size of their bodies, particularly remem-
bering the embarrassment they felt about their bodies around the time
of puberty (Jones 1993). The young men said that they tended to ignore
orthodox public health advice, preferring self-conscious risk-taking to
test and demonstrate the inherent resilience of their bodies. They also
engaged in some activities, however, that enhance masculinity at the
same time as they accord with health promotional discourses, for example
physical exercise—including bodybuilding as well as other, less overtly
narcissistic sports such as football and athletics. One of the men
described his participation in sporting activities as allowing him to build
up and maintain a better physique ‘for myself’ rather than for the gaze
of others, to ‘feel so much better about myself’, while another played
sport to enhance physical fitness and as a leisure activity. Others chose
to avoid exercise, involving themselves in more intellectual or artistic
pursuits. All of these young men enjoyed drinking as a means of
inebriation, relaxation, socialising, of liberating the self and demonstrat-
ing their masculine identity, of temporarily disrupting the boundaries
between body and ego.
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In another study involving group discussions with Australian school
students about solar protection and skin cancer (Lupton & Gaffney
1996), the male students articulated a disdain towards people who
‘deliberately’ attempted to become suntanned. They described men who
sought a suntan as vain and possibly homosexual because of their evident
desire to appear attractive. They suggested that while girls may choose
to lie on the beach attempting to tan, boys should develop their tans
through active pursuits such as outdoor sporting activities, rather than
‘passively’ tanning. Most of the male students were also at pains to
emphasise that they ‘did not care’ about the possible cosmetic side-effects
to tanning, such as wrinkles, and therefore did not bother with such
protective strategies as applying sun block or staying out of the sun
during the middle of the day.

Other research has suggested that women and men understand, talk
about and experience their bodies differently in the context of health.
Interviews carried out by Saltonstall (1993) with middle-class American
men and women aged between 35 and 55 found that while both men
and women conceptualised health as involving deliberate, intentional
action, as ‘taking care of yourself’, as a creation and accomplishment of
the thinking individual, there were clear gendered differences. The male
interviewees frequently referred to ‘good health’ as related to ‘keeping’
ot ‘being in control’, as exercising power over the body through will.
The men tended to describe their bodies as ‘belonging’ to them, while
the women were more likely to refer to their bodies as having a
momentum of their own. For the men, body maintenance in the interests
of good health tended to revolve around exercise and ‘fuelling’ the body
with nourishing food, suggesting a concept of the body as medium of
action, with its function and capacity most important. The female
interviewees tended to refer to the physical appearance of the body as
important for good health, for example slimness, thereby emphasising
the ‘outer’ rather than the ‘inner’ body.

In discourses on masculinity it is often suggested that to be a man is
to invite, rather than avoid, risk. As Paul Willis found in his study of
young working-class men in England, their participation in drinking in
pubs and getting drunk provided a means of escaping boredom, of relax-
ation and of participating in ‘another world’ in which there is a promise
of adventure. The amount consumed became an indicator of ‘how much
of a man you are’ (1990, pp. 100-1). Willis asserts that in this context:

Risk is esteemed . . . It’s almost as if some young men want to invent,
through drink, their own trials by performance in uncertain situations.
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The kinds of risks they take, the way they structure these risks, the way
they deal with them, indicate, of course, components of young mascu-
linity. (1990, p. 102)

There is, therefore, a tension between the imperative towards achieving
the ideal of the hard, muscular body that bespeaks hegemonic mascu-
linity and the desite to avoid an appearance of vanity. For many
heterosexual men, particularly those in their adolescence and early
adulthood who are in the process of constructing their sense of mascu-
linity, attempts to expend too much time on deliberately enhancing
bodily appearance, to engage in narcissistic rituals of self-preservation,
are regarded as effeminate, as the preserve of women and gay men
(Watson 1993). By contrast, engaging in activities that threaten one's
health, endanger one’s body, are often coded as masculine. These activ-
ities include smoking, drinking and other drug taking, adventure sporting
activities and reckless driving. Such activities are rituals that call into
question the boundaries of the body, allowing the space for experiencing
the limits of embodiment (Jones 1993).

These approaches to the body are, of course, shaped by such features
as age, social class, ethnicity and religious beliefs as well as by gender.
While excessive drinking bouts at the local pub may be a favoured
pastime for English working-class young men, the leisure practices of
older men or middle-class men living in the same area are likely to be
somewhat different. There are multiple discourses surrounding the notion
of masculinity (just as femininity is multiple), although some discourses
may be described as more dominant than others. Mullen (1994), for
example, found in his interviews with working-class, middle-aged men
in Glasgow, Scotland, that they demonstrated moralist judgments about
people who drank too much. Some men who held strong religious beliefs
articulated a notion of the body as a temple of God, and as requiring
care and protection for that reason.

While the male body is rarely singled out as a strategic target for
health promotional strategies in the same way as is the female body,
there is a general covert assumption that the ‘public’ body, the body to
which public health activities are directed, is masculine. The archetypal
human body in medical discourses is that of the male body. Both in
visual imagery and verbal texts, medical discourses portray a masculine
rather than a feminine body, implying that it is the masculine body that
is the ‘healthy’ norm, while the feminine body is that which deviates
from the norm. For example, the illustrations in contemporary medical
textbooks continue to use the male body to stand for the human body,
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describing women's bodies as ‘weaker’ or ‘less developed’ in relation to
men’s bodies (Lawrence & Bendixen 1992). The new public health
discourses have similarly represented the heterosexual male body as the
‘normal’ body, requiring less in the way of education, surveillance and
monitoring activities such as screening technologies than do women’s
bodies. While gay men’s bodies have historically been subject to intense
medical surveillance, as ‘deviant’, feminised and pathological—particu-
larly in the wake of the AIDS epidemic——heterosexual masculine bodies
have rarely occasioned such scrutiny. As we observed above, the hetero-
sexual male body subject to HIV infection, or dying from AIDS, is
virtually absent from public discourses on AIDS, while the figures of the
feminised gay male body deteriorating from AIDS and the passive female
‘victim’ of infection are extremely common (Lupton 1994b, pp. 130-1;
Tulloch & Lupton 1997). As such, masculine bodies (particularly if
heterosexual) are represented as signifying the ‘body politic’ that public
health agencies and activities are designed to protect, for they represent
the ideal of the ordered, rational, self-contained body (Waldby 1993).
Other bodies, particularly those of women, threaten the ‘normality’ of
the male body.

Save for times of war, when the health and physical fitness of the
male recruit are subject to intense monitoring and measurement, het-
erosexual men as citizens have rarely been asked to engage in medical
surveillance. There is no substantial medical equivalent to gynaecology
for the study and treatment of men'’s bodies, for example. Rarely are men
expected to take responsibility for the health of others as husbands or
fathers, in the same way that women are routinely encouraged and
expected to do so as wives and mothers. The implication is that the
health status and physical fitness of men’s bodies are important only in
the public sphere in terms of sites of productive labour or as part of a
defence force. Men as citizens, therefore, are not those who are charged
with the responsibility of caring for others’ health; rather they are
represented as those who hold an entitlement of protection from others.

In the 1990s, however, a quite novel discourse, that of ‘men’s health’,
has begun to emerge, particularly among middle-class men in Western
countries. This discourse, which argues that men’s health has been largely
neglected and that there should be better and more health services
provided for men, is strongly linked to a wider ‘men’s movement’ that
has challenged the neglect its members perceive of men’s rights, emotions
and selfhood. In Australia the first national Men’s Health Conference
was held in 1995, with the objectives of drawing together interested
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groups and individuals to focus on men's health issues, to raise awareness
of issues affecting men'’s health, to identify areas of particular disadvan-
tage and to identify strategies to address these problems. The conference
was followed by a series of forums in most capital cities in late 1995. A
draft National Men's Health Strategy was subsequently produced and
circulated in January 1996, discussing the relationship between notions
of masculinity and men’s health status and seeking written submissions
to finalise a men’s health policy program by the end of 1996 (Common-
wealth Department of Human Services and Health 1996).

The main thrust of the ‘men's health’ discourse is that men die
younger than women, seek less health care throughout their lives than
do women and are more susceptible to conditions such as heart disease,
stress-related illnesses, violence and accidents. It is argued that, as a
by-product of the focus on women’s health over the past two decades
engendered by the feminist movement, men’s health has been unjustly
neglected. Thus, for example, some individual men and men's groups
have called for prostate screening to be made widely available for men,
just as breast and cervical cancer screening is provided for women
(Fletcher 1994; Dow 1995). The popular media have taken up this
emphasis, with more and more articles about ‘men’s health’ published
over the past few years. In December 1994, Time magazine published a
cover feature on the issue of men’s health, and one national Australian
newspaper features a regular column dedicated to men’s health, covering
such issues as impotence and other sexual problems, prostate and testic-
ular cancer, stress, work issues and relationships.

The newly established ‘men’s health’ field has begun to have impli-
cations for public health resource allocation. In one Australian case in
1990, a medical doctor and bureaucrat, Dr Alex Proudfoot, filed a
complaint of sexual discrimination with the Human Rights and Equal
Opportunities Commission. The basis of his complaint was that the
government’s provision of special women’s health care services in his
city of Canberra was discriminating against men. Proudfoot contended
that men could not gain access to such services, even though they
provided health care that could be of benefit to them (other than strictly
gynaecological and obstetric services); for example, services directed
towards drug and alcohol addiction, depression, and eating disorders.
Proudfoot drew attention to the statistics demonstrating that men have
higher rates of certain types of morbidity than do women and that men
die younger, and called for the immediate cessation of women’s health
services in Canberra and the publication of apologies in newspapers.
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Proudfoot’s complaint was followed by two others filed by men, arguing
on similar grounds. After being heard by the Commission in 1992, their
complaints were dismissed (Susskind 1992; Broom 1994).

Such calls for the expansion of health services to men are interesting
in their overturning of the notion of men as disembodied citizens. The
discourse of men’s health draws attention to the ways in which men are
weaker and more physically vulnerable than women in its quoting of
morbidity and mortality statistics. It positions the male body as the site
of medical intervention by such technologies as screening, suggesting
that men as ‘healthy’ citizens should adopt the range of bodily regulation,
monitoring and surveillance activities emerging from the state with
which women have routinely been asked to engage for decades. As such,
the men’s health movement is both gendering and pathologising men’s
bodies, representing them as emphatically ‘male’ in relation to disease
and death—rather than as a degendered, ideal-type ‘healthy’ body—and
as subject to the medical gaze. The calls for greater medical screening
of men's bodies rest upon the appeals to objectivity, rationality and
‘knowledge’ that are the foundation of the normalising strategies of the
new public health. The discourse therefore represents an even greater
extension of the new public health strategies of continual monitoring
and calculation of the population's health status. The men'’s health
discourse, like that of the women’s health movement that preceded it,
underlines the ‘voluntary’ nature of such surveillance, because the calls
for the increased ‘medicalisation’ of men's bodies through greater access
to health care services and medical screening technologies are not
emerging from the state, but from community groups and individuals.

CONCLUDING COMMENTS

In this chapter we have emphasised the centrality of citizenship to the
discourses of the new public health. Furthermore, we have sought to
underline the ways in which judgments of morality, as they are con-
structed through the discourses and practices of citizenship, are gendered
in both the ‘old’ and the ‘new’ public health.

The chapter also demonstrated the extent to which the ‘public’ and
the ‘private’ spheres are merged more and more seamlessly in the context
of notions of contemporary citizenship and the philosophies and strate-
gies of the new public health. For Waldby (1994, p. 389) the concept
of citizenship ‘depends upon the public; the term has no significant
meaning in the private’. Yet, as we have demonstrated in relation to the
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notion of the ‘healthy’ citizen, the state cannot fully be separated from
either the individual or the family, and neither can the public be
separated from the private. Why should the concept of citizenship be
linked to the public sphere and not, for example, the domestic setting?
Under the imperatives of public health, personalfindividual and public
welfare are one and the same. One engages as a healthy citizen by
participating in self-care practices that are often intensely private; for
example, teeth-brushing, condom use and restrained dietary habits. Since
the emergence of germ theory, the home has been constructed as a site
where intervention is required regarding health problems and where the
spread of disease can be prevented via the domestic labour of women.
While these practices may not often be articulated or overtly represented
by those who engage in them as ‘public’ activities that contribute to
‘public’ health goals they are, nonetheless, inextricably linked to gov-
ernmental goals and imperatives. Furthermore, health promotional
materials are often directly targeted at individuals in the home setting,
whether they are televised public service announcements, pamphlets
mailed to householders, or health promotion advertisements in newspa-
pers and magazines and on radio.

The concepts of ‘risk’ and ‘the environment’ have become increas-
ingly integral to notions of the ‘healthy’ citizen. The next chapter
discusses the ways in which these interrelated problems are constructed
and dealt with in the new public health and examines the consequent
rights and duties of citizens.



4‘ Risk discourse and ‘the

environment’

In its focus on moving away from biomedical care and towards a
preventive understanding of health states, the new public health has
directed much attention to the ‘environmental’ dimensions of health. A
concern with ‘the environment’ has become increasingly prominent over
the past two decades in most countries. Environmental discourse has
become a central part of policy, business, planning and politics, moving
from fringe groups to the centre:

We have entered an era in which not only marginal social groups but
also political parties, industrialists, religious leaders, scientists of all
descriptions, even the legal and accountancy professions, all seek to
reflect a sensitivity to ‘environmental’ priorities, whatever the other
commitments they may aver. (Grove-White 1993, p. 18)

It is not surprising, therefore, that issues relating to health and the
environment are integral to the new public health. In new public health
discourses the types of environmental problems discussed include the
emergence of new communicable diseases; the thinning of the ozone layer
of the earth’s atmosphere (predicted to cause climatic change and greater
exposure to solar ultraviolet radiation); humans’ exposure to ionising
radiation and to the heavy metals, toxins and organic chemicals produced
by industrial production; intensive farming; the dumping of hazardous
wastes; and domestic chemical use. The new public health also pays
attention to non-material aspects of the environment, particularly in
relation to urban living, in developing a ‘holistic’ approach; that is,
incorporating interpersonal, psychological and spiritual dimensions.

The representation of the environment as an entity that requires
careful management and control is a traditional modernist approach. The
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environment has become represented as a set of physical resources that
requires the rationalised strategies of governmentality, including contin-
ual surveillance, monitoring and regulation on the part of experts—just
as the human population is conceptualised as a resource that depends
on the environment. Environmental discourses also tend to rely upon
traditional modernist assumptions in suggesting that the future may be
rationally predicted, that the gathering of information is enough to
control future effects as long as the appropriate ‘rational’ strategies are
employed. Discussions about human health and environmental risks are
thus a means by which individuals and social groups attempt to control
and exert ‘rational’ dominance over a situation that appears to be moving
out of control. To deal with anxieties about the environment, a range
of governmental strategies employing specialised knowledges have been
set in place in the attempt to ‘manage’ it (Rutherford 1994, p. 40).
These strategies both construct and regulate the ‘problems’ of ‘the
environment'.

While there are strong overlaps between the environmental and
green movements and the tendency in the new public health to focus
on environmental health issues, there are also important differences. As
we go on to demonstrate in this chapter, contemporary public health
discourses, like those of the environmental and green movements, rely
upon particular notions of ‘the environment’ and ‘nature’ when discuss-
ing the relationship between human health and non-human phenomena.
Furthermore, the new public health as well as the environmental and
green movements, often draw attention to the ways in which humans
contribute to the ‘sickening’ of the planet and how in turn their health
is negatively affected at the global level. This represents the apotheosis
of the globalising tendencies of the new public health. However, as
demonstrated later in this chapter (and also in Chapter 5), discussions
of human health and the environment in the new public health tend
not to take up the oppositional and sometimes radical political emphasis
that forms an important arm of the environmental and green movements.
Rather, the new public health adopts a largely neo-liberal approach,
focusing on the citizen as rational consumer, one who engages as an
autonomous individual in activities to prevent or reduce environmental
damage and to protect herself or himself from health risks believed to
be generated by the environment.

In the new public health discourses on the environment, therefore,
there still remains a preoccupation with the individualistic and localised
aspects of the human—environment encounter, particularly in relation to
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the ways in which individuals are asked to respond to health risks. While
the ‘environmentalist movement’ as defined by that term has existed
only since the 1950s, gaining force in the 1960s and 1970s, concerns
about the health effects of environmental conditions to the public have
been evident since antiquity, in relation to the problems of miasma, dirt
and odour and the effects of the climate upon the balance of humours
in the body. This chapter examines in depth the complexities of the
contemporary use of the term ‘the environment’ vis-3-vis a description
of the ways in which the nineteenth-century (the ‘old’) public health
conceptualised and dealt with the problem of the environment. The
chapter goes on to discuss the concept of the ‘environmental citizen’,
the symbolic use of the terms ‘risk’ and ‘nature’, and the notion of the
‘social environment’. It ends with an analysis of the ‘at risk’ and the
‘risky’ self in relation to the multiple understandings of the environment.

‘THE ENVIRONMENT’ IN NINETEENTH-CENTURY
PUBLIC HEALTH

As in every other sphere of public health (both ‘old’ and ‘new’), moral
meanings—often related to binary categories—are central to discussions
about human health and the environment. Some obvious binary oppo-
sitions routinely drawn upon include clean/dirty, pure/contaminated and
ruralfurban. Mary Douglas’s (1980) argument about the symbolic nature
of cleanliness is readily applicable to understanding the discourses of
environment and health. That which is ‘dirty’, ‘contaminating’ or ‘pol-
luting’ is morally reprobate, produced by an ‘other’ who is viewed as
threatening the health of the self through greed or ignorance. As Bauman
notes, strategies of hygiene that promise to keep disease at bay ‘boil down
in most cases to an activity of separating and maintaining distance. One
should steer clear of “filthy places” and “unsavoury substances”’ (1992b,
p. 155). These strategies were a central feature of the nineteenth-century
public health movement’s approach to containing illness and disease.
Environmental health problems associated with the growth of pop-
ulations in large urbanised areas became an issue of major importance
to public health reformers in the late eighteenth and nineteenth centu-
ries, when the effects of industrialisation and rapid urbanisation began
to make themselves felt in the living and working conditions of the
European and colonial cities. At that time the major concerns of public
health reformers were the state of the streets, housing and sewerage in
towns and cities, and the increasing burdens placed by the ever-growing
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populations of the poor upon welfare institutions. A ‘medico-administra-
tive’ knowledge developed in the eighteenth and nineteenth centuries
to isolate and treat problems of urban spaces and populations (Foucault
1984a, p. 283). ‘Hygiene’ was introduced as a regime of health at the
population level, involving the surveillance and control of urban spaces,
which were deemed ‘perhaps the most dangerous environment for the
population’ (Foucault 1984a, p. 282). Space and place were therefore
the dominant features of the discourses of nineteenth-century public
health, which tended to pathologise cettain regions, to render them sites
of filth and toxicity to be avoided by ‘decent citizens’ if at all possible.
Geography was used to construct ‘maps’ of disease and illness, providing
a visual comparison of the parts of a region such as a city or country.
In nineteenth-century public health, therefore, the town or city itself
was identified as a ‘medicalisable object’ (Foucault 1984a, p. 282). By
the mid nineteenth century, the city was represented as ‘the locus of
fear, disgust and fascination’ in health reformers’ texts (Stallybrass &
White 1986, p. 125). The sewer was a particular site of disgust, as the
conduit of filth lying beneath the veneer of civilisation of the city, as
the symbol of the body’s waste tract. The rat, as the transgressor of the
sewer and the city streets, was also an object of fear and loathing, the
demonised ‘other’ (Stallybrass & White 1986, p. 143). It was not just
the locations themselves that were understood to be contaminating, but
also their human inhabitants. The threat posed by space and place and
that posed by the human inhabitants of a ‘dirty’ physical environment
were conflated. This was particularly evident in British, Australian and
North American public health discourses of the time, which portrayed
the slum areas of large industrial cities such as London, Manchester,
Sydney, San Francisco and New York as dangerous, not only because of
the inadequate housing, sewerage and garbage-disposal facilities found
there but also because of the members of the working class, the poor
and (in North America and Australia) the non-white ethnic minorities,
such as the Chinese, who lived there. Public health writing on the
polluted city in the nineteenth century was pervaded with moralistic
judgments about members of these social groups, who were deemed to
be ‘contagious’, the ‘breeding grounds’ of filth and squalor. They were
constructed as bestial, incapable of self-regulation, while members of the
white bourgeoisie were positioned as the neutral observers of their
degradation (Stallybrass & White 1986, p. 132; Craddock 1995).
Public health strategies at this time, therefore, were directed at
regulating the spaces between the bodies of the poor, the working class
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and the ethnic minorities and at preventing these groups from mingling
with members of the bourgeoisie. Relying upon the theory of miasma,
or the notion that foul odour in itself bred disease, public health
reformers believed that as long as external dirt and detectable odour
could be reduced or eliminated, then the spread of disease could be
halted. The bourgeoisie lived in fear and disgust of the contaminating
touch of the ‘Great Unwashed’, of being forced to mingle with them in
the streets, of having to breathe-in their smell. It was not just urban
space that was constructed as a site of intervention in public health, but
also domestic space. Public health reformers believed that overcrowding
led not only to the increased spread of infectious diseases but also to
the risk of non-infectious diseases, crime, mental illness and other social
problems (Rosen 1973; Lindheim & Syme 1983, p. 337). Vice and incest
were constructed as both moral and health problems related to over-
crowding, with particular concern expressed by public health and other
authorities about working-class children sharing beds with their siblings
or parents, or sleeping in the same room as their parents, thus being
exposed to sexuality at an early age (Finch 1993, Ch. 3).

The move to ‘disinfect’ the poor, the working class and the ethnic
minorities, to rid their bodies and their domiciles of filth and odour, also
incorporated the notion that such hygienic strategies would promote
their capacity for discipline and hard work (Corbin 1986, pp. 145-6).
To deal with the problems of squalor, dirt, pollution and illness that
were spread through close contact with others, members of the nine-
teenth-century public health movement proposed ideas for utopian
communities in which all houses had natural ventilation, sunlight and
gardens (Lindheim & Syme 1983, p. 336). Parks and gardens were
portrayed as the ‘lungs’ of town and cities, bringing in fresh air and
‘natural’ spaces to refresh and reinvigorate jaded urban dwellers. Both
urban and domestic spaces, therefore, were understood as living organ-
isms; like human bodies, requiring fresh air and cleanliness to function
efficiently.

By the nineteenth century, and gaining impetus with the discovery
of the microbe at the end of that century, a particular focus began to
be placed upon ‘the home’ as a site of regulation, the cleanliness and
management of which were considered vital to the health of its inhab-
itants, particularly infants and children. Public health reformers believed
that not only should individual bodies be healthy, clean and fit, but the
domestic space also must be ‘purified, cleansed, aerated’ (Foucault 1984a,
p. 280). One example of public health literature of the time is a pamphlet
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written by James Russell during his term as Medical Officer of Health
for the City of Glasgow, entitled The House in Relation to Public Health
(1887). In his text Russell placed a great deal of emphasis on urban and
domestic space as contributing to health states. He described the prob-
lems of density for human morbidity and mortality thus:

In the process of living man [sic] defiles air, earth, and water. This
defilement only becomes dangerous when his environment cannot
cleanse itself, and this may happen either by shutting in the individual
with some impervious structure or by the packing of individuals too
closely together. (1887, p. 5)

It is not just proximity itself that is integral to health states, Russell
argued. It is also important to bear in mind other considerations, such
as the intensity of smoke and noxious emanations. He then discussed
the importance of the house, in relation to the closed-off space that the
‘householder acquires as his own’ and over which he therefore exercises
a degree of control:

In this way may a man’s house not only express in the properties of
space many things about himself, such as his social position, his moral
character, his intelligence, but it provides, so to speak, a material
leverage to those abstractions which enables them to act upon the health
of all the inmates. (1887, p. 9)

As Russell’s text suggests, the domestic environment was constructed in
late-nineteenth-century public health texts as an extension of the self.
If one’s house was dirty or smelly, this was a reflection upon one's
personal characteristics as well as detracting from the inhabitants’ health
status. Therefore, in nineteenth-century public health the actions
expected of citizens to protect their health in relation to ‘the environ-
ment’, for the bourgeoisie at least, centred around avoiding those places
and people that were singled out by the experts as ‘dirty’ and potentially
‘contaminating’. The importance of maintaining domestic cleanliness
was also emphasised as a duty of all citizens, particularly those con-
structed as ‘dirty’: immigrants, members of the poor and the working
class. However, as explained in Chapter 3, this duty was largely repre-
sented as the responsibility of women, as wives and mothers.

RISK AND ‘THE ENVIRONMENT’

The major difference in the contemporary conceptualisation of human
health and the environment in the new public health compared with
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nineteenth-century public health is the ways in which health threats
and hazards are now understood to have multiplied and extended beyond
the local environs of the home, town or city. Any contemporary discus-
sion of health and the environment incorporates the notion of ‘risk’. In
previous chapters we discussed the ways in which health risk is
individualised in epidemiological discourses, constructed as being the
personal responsibility of people to manage. Discourses on environmental
risk expand this understanding of health risk. Current environmental
risks are understood to be far larger in scale and more far-reaching in
their future effects than risks that have been identified previously. In the
new public health and other discourses the meaning of environmental
risk has broadened from a danger that threatens an individual or com-
munity to one of far greater magnitude, which threatens humans as a
species. Concerns about human health and the environment, therefore,
incorporate a sense of time that is evolutionary and long term (Lash &
Urry 1994, p. 249). The 1986 Chernobyl nuclear disaster in the Ukraine,
for example, exemplified the ramifications of particular countries’ envi-
ronmental disasters for other countries.

The new public health has played an integral part in this broadening
of risk, particularly through such global organisations as the WHO,
which, as pointed out in Chapter 1, frequently makes pronouncements
on how nations should recognise that ‘almost every aspect of the
environment potentially affects health for good or ill’ and how they
should therefore take steps to ‘properly manage’ the environment, not
simply to improve health but to ensure human survival (WHO 19903,
p. 21). As one public health textbook described it: ‘Environmental
health is the aspect of public health concerned with all the factors,
circumstances, and conditions in the environment or surroundings of
humans that can exert an influence on human health and well-being’
(Last 1987, p. 131). In this discourse, environmental risks are diffuse
and ever-present, understood to lurk in almost any activity or region,
making it difficult for individuals to identify, conceptualise and therefore
deal with them: ‘In its most compelling and characteristic incarnations,
the now unspecified enemy is infinite’ (Massumi 1992, p. 184).

Several sociologists and cultural theorists have recently written about
a growing trend in the late twentieth century for individuals to become
highly aware of, and anxious about, environmental risks. In his book
Risk Society (1992), Ulrich Beck described the constant state of concern,
anxiety and even dread people in Western countries feel in relation to
such environmental risks to human health as air and water pollution,
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ionising radiation, and food contamination, in the context of the break-
down in industrial production following the end of the Cold War and
the collapse of communism and socialism in Europe (see also Beck et
al. 1994; Beck 1996). For his purposes Beck defines risk as ‘a systematic
way of dealing with hazards and insecurities induced and introduced by
modemization itself’ (1992, p. 21). Beck argues that the progress prom-
ised by early modernity has at the end of the twentieth century turmed
into apparent self-destruction, not through class struggle or revolution,
but rather as an unintended consequence of the inexorable and incre-
mental processes of modernisation itself. For Beck, the naive certainties
of early modemity and its claims to human progress have disintegrated,
resulting in the need of individuals to seek and invent new certainties
for themselves (Beck et al. 1994, p. 14). He suggests that compared with
the ‘natural’ hazards of pre-industrial society, such as fires, famines and
floods, which were understood as random acts of fortune generated by
an ‘other’—gods, demons or Nature—environmental risks are largely
regarded as the outcome of human decisions, and are therefore calculable
and predictable. From this perspective we have only ourselves to blame
for the situation in which we now find ourselves. Beck (1992, p. 176)
asserts, therefore, that the ‘risk society’ is also potentially a self-critical,
or self-reflexive society, because anxieties about external risks serve to
pose questions about current practices. Judgments on environmental risk
represent implicit moral judgments—albeit masked in the discourse of
objective, quantitative ‘facts’—on the ways in which human societies
have developed. Risk is closely linked to accountability and responsibil-
ity. Risk is thus a central feature of a society that has come to reflect
upon itself, to critique itself.

People living in contemporary Western countries have become highly
aware of the hazards produced by industry largely through their coverage
in the mass media. Media reports frequently employ the rhetoric of
apocalypse, accompanied by images of oil spills, dying animals and
disfigured humans. An article published on the front page of one Sydney
newspaper in late 1995, for example, was headlined ‘Apocalypse soon,
say forecasters’. The writer went on to describe the contentions made
at a conference of international scientists that due to global warming,
within 100 years up to half of the world’s glaciers will melt, there will
be changes in the pattern and intensity of rainfall, and deserts will spread
irreversibly. The ramifications for human health described in the article
included an increase in the incidence of infectious diseases spread by
insect vectors, starvation from crop failure and death from exposure to
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temperature extremes (Dayton 1995a). Incidents involving nuclear
power stations, such as the Three Mile Island meltdown in the United
States in 1979 and the Chemnobyl! disaster, have received high levels of
media coverage. Media representations of nuclear risk have tended to
demonstrate the ‘silent’ nature of danger lying-in-wait in apparently
‘normal’ settings: a ticking Geiger counter in the seemingly benign
location of an agricultural field is a standard visual representation of the
hazards that lurk nearby. The rhetoric of excess is also frequently
employed to represent the intractable problem of nuclear waste and
radioactivity (Corner et al. 1990, pp. 110-12).

The texts produced by activist and consumer advocacy groups simi-
larly detail horrific visions of the future. One example is a document
published by Greenpeace Australia, entitled Solutions for Clean Healthy
Cities, which constructs the American city of Los Angeles as the ultimate
urban nightmare, ‘a mirror to an unsustainable future’ from which
Australia should learn: ‘Eight million vehicles pollute the Los Angeles
basin; 20,235 hectares of cropland give way to housing or shopping malls
each year; urbanisation and farmland have destroyed 90 per cent of the
state’s wetlands; and more than 300 beach closings are recorded a year’
(Greenpeace 1993, p. 3). Such texts clearly demonstrate cynicism
towards the myth of human progress via the processes of industrialisation
and urbanisation.

As a result of the increasing emphasis placed on health risk and the
environment by the popular media and by environmental activism and
the new public health literature, a concern for the ways in which humans
are changing the ecosystem has become a central theme of modern
subjectivity. The spectre of climate change evoked through the term
‘global warming’, for example, ‘has come to haunt the political soul of
popular consciousness’, replacing the threats of nuclear devastation and
global cooling that were prevalent from the 1950s to the early 1980s. It
is now used to account for almost any kind of environmental anomaly,
including fierce storms and floods and droughts and warmer-than-usual
winters (Ross 1991, p. 197). One study carried out in the Lancashire
region of northern England of people’s personal experience and under-
standings of global environmental change found that they were highly
anxious and concermned about environmental problems, particularly local
pollution. The participants were disaffected with and cynical about both
local and federal politics and official institutions in their ability to deal
with these problems. They felt a sense of ‘impending doom’, believed
that ‘the system’ and remote pressures were shaping their lives and
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expressed little sense of personal agency in ameliorating the situation
(MacNaghten 1995). Madden (1995) used interviews to explore the
perceptions of environmental risk among people living in the Australian
city of Brisbane. She also found that her participants expressed a high
degree of pessimism about environmental risks, combined with confusion
and anxiety over how best to deal with the risks, the role they should
personally take in alleviating the risks and who should be considered
responsible for the generation and control of the risks.

As this research suggests, the risks engendered by industrialisation
create ambivalence and anxiety because of their seemingly limitless
spread and the difficulty in defining their effect. These risks threaten to
cause irreversible harm throughout the ecosystem (Beck 1992, pp. 22-3).
Their effects may resonate well into the future. They tend to be invisible
and therefore all the more frightening: ‘Everywhere, pollutants and
toxins laugh and play their tricks like devils in the Middle Ages. People
are almost inescapably bound over to them. Breathing, eating, dwelling,
wearing clothes—everything has been penetrated by them’ (Beck 1992,
p. 73). Domestic space is now regarded as being equally as invaded by
‘unnatural’ chemicals detrimental to human health as is urban space. For
example, an article published on air pollution in 1995 in an Australian
consumers’ magazine described in detail the pollutants found in homes,
such as formaldehyde emitted from building materials and disinfectants;
radon gas released from the soil; cigarette smoke; dust mites in carpets
and furnishings; and ammonia and chlorine from household cleaning
products. According to the article, ‘staying inside won't necessarily lower
your chances of exposure to air pollutants. The air quality of our homes
can often be worse than outdoors’ (Australian Consumers’ Association
1995, p. 21).

Given the assumed pervasive and insidious nature of health risks,
the identification of such risks has come to be viewed as beyond the
capacity of most individuals. Risk identification is increasingly regarded
as the preserve of those who have access to technology and expert
knowledges, for example scientists and members of the medical profes-
sion. These experts are responsible for constructing a web of knowledges
around environmental hazards, and for interpreting risk for members of
the lay population. It is difficult for lay people to know how much trust
they should invest in these experts, however, given the constantly
shifting state of scientific and medical knowledge (Giddens 1992, p.
148). Global warming, for example, is subject to continuing expert
dispute over whether or not it is ‘really’ happening. There are also
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continuing debates among expert authorities over the relative threat
posed to human health by such phenomena as electromagnetic radiation
from electric power cables and mobile telephones; herbicides such as
Agent Orange; water fluoridation; the pollutants from car emissions; and
so on. As one new public health document has noted, most potentially
harmful chemicals and physical agents ‘are at such low concentrations
in air, water or food that it is often difficult to identify specific adverse
health effects in epidemiological studies’ (Nutbeam et al. 1993, p. 179).

THE ‘ENVIRONMENTAL' CITIZEN

Contemporary discourses on the environment and health construct a
new kind of citizen, the global citizen with a global world-view, who is
concerned about planetary survival and how actions in one region affect
all other regions (Ross 1991, pp. 212-13). This type of citizenship
expands the debate over the rights of humans to those of other living
things, incorporating as important the need for humans to consider how
their actions affect non-human creatures and flora. In the context of
risk society, citizens are required to be ever-vigilant, seeking both to
protect themselves from the risks generated by others and to reduce the
damage they inflict upon the environment. The ‘risk-avoiding’ individual
in relation to environmental health is as dominant a figure in the new
public health as is the physically active or dieting individual. Everyone
is expected to be involved in identifying and dealing with the potential
hazards that surround them. As we mentioned earlier, however, to do so
they cannot often rely upon their own assessment or identification of
risk, but must rely largely upon expert interpretations. As a result:

Private life becomes in essence the plaything of scientific results and
theories, or of public controversies and conflicts. The questions of a
distant world of chemical formulas burst forth with deadly seriousness
in the inmost recesses of personal life conduct as questions of self,
identity and existence and cannot be ignored. (Beck et al. 1994, p. 45)

The contemporary concern for the ‘health’ of the environment finds
expression in many practices of the self. One of these practices is
vegetarianism. For some vegetarians, a moral/ethical stance is taken
which contends that eating meat is both harmful for the environment
and an abuse of humans’ power over other animals. Some individuals
who have not gone so far as to adopt vegetarianism as a protest have
instead embraced organic meat, or meat that is produced through prac-
tices that avoid the use of ‘artificial’ fertilisers, in this way aiming for
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‘sustainability’ through mixed rather than intensive farming, eschewing
unnecessary cruelty to animals and encouraging consumers to develop
their cognisance of the interdependence of the human and animal world
(James 1993, p. 209). An even greater number of consumers have sought
out organically produced foods not because of ethical or political qualms
but because of their belief that such foods are more conducive to good
health, being free of pesticide residues, other ‘artificial’ substances and
disease-carrying agents such as salmonella, listeria and botulin (James
1993, pp. 213-14; Lupton 1996, Ch. 3).

In Western societies individuals qua citizens are encouraged by
governments at all levels and by environmental organisations to partic-
ipate actively in efforts to ‘save the environment'. This entails a range
of diverse activities, with a particular concentration on the domestic
context and the need to ‘pull together’; as a Greenpeace Australia text
asserts, ‘It’s time to work together—to build a better future and establish
lifestyles that don’t ruin our planet’ (Greenpeace 1993, p. 2). In a booklet
entitled Environmental Information Directory and subtitled ‘Everything You
Need to Know to Protect Your Environment’, distributed to a local govern-
ment area of Sydney by its council in mid-1995, a long and complicated
list of strategies was provided for readers to help them fight ‘environ-
mental damage’. The foreword by the Mayor argued that he was sure
that residents would agree that the control of such damage ‘is the greatest
challenge facing us all today’. He went on to argue that: ‘The next
century must be characterised by a degree of restraint in our abuse of
the environment and this will take a considerable adjustment of public
attitudes’. The reader, hailed as ‘the environmental resident’, was
exhorted in the booklet to adopt such strategies as fixing leaking taps,
using low-watt light bulbs, recycling household plastics and waste-paper,
avoiding the use of pesticides on gardens, refraining from littering, using
biodegradable detergents, using public transport rather than cars to travel
to work, and monitoring the activities of pets. The list of activities
extended to the conduct of the body and personal relationships; readers
were encouraged to ‘adopt a healthy lifestyle’, in ways such as eating
‘healthy food’, engaging in regular exercise, developing ‘positive
attitudes’ and forming ‘healthy relationships’.

As this suggests, a major part of the governing of the environment
is phrased through the concept of the ‘environmental’ citizen. The
document takes a cosy consensual view, suggesting that all readers will
share this vision of idealised citizenship and that there is little room for
debate about the strategies it proposes. As is common with most texts
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on the ‘environmental citizen’ there is little or no recognition of social
differences such as gender, ethnicity, age, or of physical or economic
capacity to engage in the suggested activities. Such an approach to
environmentalism positions the problem firmly in the context of indi-
vidual actions. Many of the popular discourses and practices of
environmentalism are directed at individuals’ consciences as ‘careful
consumers’ and exhort individuals to protect their own health status by
acting as environmental citizens; by buying ‘organic’ vegetables rather
than those grown using pesticides, for example. The ‘rights’ of citizens
both to consume commodities and to enjoy good health are inextricably
bound up with their consonant ‘duties’ in promoting a ‘healthy’ envi-
ronment and engaging in consumption in certain prescribed ways. This
approach suggests that ‘saving the environment’ is simply a process of
heightened awareness leading to eternal vigilance, incorporating good
household management and wise consumption choices.

In its focus on the individual choices and behaviours of citizens and
its representation of the ‘environmental citizen’ as consumer rather than
activist, the new public health draws attention away from the structural
features of industrialised societies that shape work and production pat-
terns and thereby contribute to large-scale pollution and the massive
consumption of resources. As this individualistic focus on
environmentalism routinely emerges from state agencies, it does little to
challenge the role played by the state in regulating industrial production.
Instead of seeking to dissuade consumption or change patterns of pro-
duction, such texts seek to encourage a thoughtful, ethical and
self-disciplined consumer who takes time to consider each purchase she
or he makes for its possible harm to the environment. Indeed, the
abovementioned Environmental Information Directory included many
advertisements for local businesses, positioning it as both a commercial
and pastorally caring text. Consumerism is portrayed as a prerequisite of
citizenship in relation to the environment. New public health discourses
on health and the environment, therefore, are predominantly privatised
and individualised, directed at the conduct of the individual in his or
her everyday life rather than at alleviating risks through political activism
and the challenging of vested interests. The ‘environmental citizen’ is
represented as the entrepreneurial subject, endowed with the freedom to
regulate the self via a series of prudent consumption activities under-
pinned by expert knowledges.

Lash and Urry (1994, p. 299) identify three levels of environmental
politics: the first directed at the preservation of certain features of the
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physical or built environment; the second interested in reforming par-
ticular kinds of what are considered to be environmentally damaging
social activities; and the third (and most radical) directed at the proposed
ecological transformation of industrial societies, including their work and
consumption patterns. The ‘environmental citizen’ position concentrates
on the first and second levels rather than the third, most radical, level,
which is generally regarded as the extreme or fringe end of
environmentalism. This third approach tends not to be encouraged by
governments, for it challenges social, political and economic structural
features and is far more destabilising. It is not surprising, therefore, that
this approach is found in ‘Deep Green' documents directed at challeng-
ing and changing the state's policies and activities, but is far less often
articulated in new public health texts that are generated by state
agencies. When it is articulated, as in some of the documents related to
the Healthy Cities project, the rhetoric is rarely translated into action
(see Chapter 5).

Risk discourse in relation to health and the environment, particularly
as it is employed in official risk reports, tends to speak about risks in
the absence of social differentiations. It is suggested that, at its most
extreme, environmental risk cannot be avoided, regardless of one’s level
of socioeconomic privilege, if, for example, the risk is in the air or the
water supply. Beck argues that ‘poverty is hierarchic, smog is democratic’,
and therefore environmental risks are regarded as having a ‘democratis-
ing’ effect (1992, p. 36). This focus on the ‘democratising’ of risk,
however, tends to obscure the ways in which there remain differentials
in potential exposure to hazards. As Williams et al. (1995, p. 116) point
out, while most of the members of environmental groups are middle
class, it is the working class whose health is most threatened by envi-
ronmental hazards. Factors such as age, gender, level of education,
occupation and place of residence continue to play a major role in
exposure to localised hazards. Wealth may buy safety from danger while
poverty attracts danger (Beck 1992, p. 35). In illustrating the importance
of geographic region in exposure to environmental hazards, Phillimore
(1993) contrasts the mortality rates in Middlesbrough and Sunderland,
two large towns in north-eastern England which have similar levels of
high socioeconomic disadvantage in their working-class areas. Middles-
brough had consistently high premature mortality in the early 1980s,
while similarly deprived areas of Sunderland had moderate premature
mortality. Phillimore argues that the major contributor to this differential
in mortality was the concentration of heavy industry in Middlesbrough,
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accompanied by occupational exposure to dusts and toxic fumes and high
exposure to air pollution in that town.

Williams et al. (1995) point out that social disadvantage, while
directly associated with level of exposure to environmental hazards, is
also associated with fewer opportunities to escape these hazards or
attempt to do something about them. In an interview study carried out
with residents of a disadvantaged inner-city area of Salford (in the
north-west of England), participants expressed their concern about the
physical and emotional problems caused by living in high-rise accom-
modation or damp housing; exposure to chemical pollution from local
industries; unemployment; poverty; and the threat of crime. These people
defined ‘environmental risks’ as those related to their immediate living
situation. These risks were considered so overwhelming that they felt
they had little personal agency over the situation (Williams et al. 1995).
In another study carried out in northern England (in the Tyneside
region), local residents expressed concerns about the possibility of ill
health caused by pollution from a nearby coking works. They ranked air
pollution and smell as more serious causes of stress or anxiety than any
other issue, including money problems, their own health problems, work
problems and family problems, and considered industrial pollution as the
most serious health risk to which they were exposed (Moffat et al. 1995).
As these studies suggest, acute awareness of environmental dangers and
ambivalence about science and technology are not necessarily translated
into political action or into change, particularly when individuals have
few resources to act, or feel as if the situation is so overwhelming that
little can be done (see also Wynne 1996).

THE DISCOURSE OF ‘NATURE’

The symbolic meanings of ‘nature’ are central to discourses about ‘the
environment’ and ‘health’, in which the term ‘nature’ tends to be used
in different ways according to the context. These different uses of ‘nature’
point to its complexity. As Raymond Williams has argued, there are
three major meanings of ‘nature’. First it is understood as ‘the essential
quality and character of something’, second as ‘the inherent force which
directs either the world or human beings or both’ and third as ‘the
material world itself, taken as including or not including human beings’
(1988, p. 219 [original emphasis}). Williams points out that the last two
meanings in particular are used variably and in contradictory ways. In
the discourses linking the environment and human health, the first



104 THE NEW PUBLIC HEALTH

meaning tends to emerge in discussions of the ways in which essential
or primitive ‘human nature' is subverted or distorted by the ‘urban
environment’ in which many people now live, causing ill health. The
second meaning is often used to denote the forces of an abstract ‘Nature’,
as in the term ‘Mother Nature’; that which drives inexorable forces,
sometimes destructive, which affect the health of humans. The third
major meaning of nature is typically employed to denote aspects of ‘the
environment’ that exclude the urban or built world, as in the ‘wilderness’
or the ‘countryside’.

Environmentalists draw extensively upon their preferred meaning of
‘nature’, representing it as an embattled entity which it is their duty to
protect for the sake of humanity. In this discourse the environment is
transposed with nature, both of which are portrayed as being at the
mercy of humans. The concerns of the environmentalist and green
movements are generally directed at the ways in which the ‘health’ of
the ‘natural’ environment (including other living species and non-living
phenomena not manufactured by humans) is affected by the actions of
humans and the uncontrolled growth of human populations. This
approach is a turn-about from the nineteenth-century modemist view
of nature, which saw it as something that should be subdued and
controlled, as external and inferior to humanity. Those who adopt this
approach often take a sentimentalised view, tending towards an anthro-
pomorphism of the environment in referring to the ‘*health’ of the ‘sick’
or ‘dying’ planet. The ‘innocence’ of nature is frequently depicted as
having been despoiled by the false premises of human progress, with
seemingly little to counter this destruction.

Such discourses employ the language and rationale of ‘New Age’
approaches, which tend to privilege emotion and feeling over reasoning,
the rural over the urban, the natural over the artificial. Nature, in this
conceptualisation, is thus a largely benign entity: the ‘Mother Nature’
or ‘Gaia’ approach. The status of nature is that of absolute normalcy
and good health; the wilderness is a place to be revered as ‘pure’ (Short
1991, p. 6; Evernden 1992, p. 22). In eco-feminist writings in particular,
there is often a direct comparison drawn between the fertile, nourishing
bodies of women and productive ‘Mother Nature’ or ‘Gaia’, and the way
in which each is violently exploited by capitalistic, patriarchal societies:
‘Ecofeminism calls for an end to all oppressions, arguing that no attempt
to liberate women (or any other oppressed group) will be successful
without an equal attempt to liberate nature’ (Gaard 1993, p. 1). In such
discourses nature is represented as sinned against by her children
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(humans), who seek to destroy her in their rush for domination of other
species and the non-living environment. Nature is portrayed as ‘outside’
humanity and humans are depicted as having walled themselves off from
nature. All things ‘natural’ are ‘real’ and ‘good’; all things ‘unnatural’
are ‘artificial’ and ‘bad’. Thus, when many popular environmentalist texts
refer to the ways in which humans ‘damage’ the environment, it is
‘nature’ as the non-human material world that is usually denoted as ‘the
environment’; the ‘rural’, rather than the ‘urban’, is the environment.

The new public health literature often gives a slightly different
emphasis by focusing on the effects of the environment upon humans.
This approach does not ignore the role played by humans in influencing
their environment, but it directs more attention to the effects of envi-
ronmental damage on people’s health. Thus the individual is represented
as being at risk from the environment as well as posing a risk to the
environment. The terms ‘the environment’ and ‘nature’ in this discourse
are not necessarily synonyms. In the new public health, for example, the
environment is now understood in far broader terms. ‘The environment’
in this context usually includes, as well as the ‘natural’, the ‘non-natural’
or the human-made, including human-generated pollution and chemicals
such as pesticides and insecticides. The health effects of the environ-
mental damage wrought by humans are thus understood as a ricochet
effect: humans are regarded as abusing the environment through their
thoughtless actions, causing its delicate balance to be upset; which leads
to the environment ‘sickening’; which in turn leads to ill-effects upon
humans in their position as part of the ecosystem. This approach to the
environment, often describing itself as the ‘ecological’ or ‘holistic’
approach, seeks to incorporate humans into nature rather than construct-
ing them as separate. Thus humans are taken from their ‘outside’ stance
as the penetrators and destroyers of nature and placed within the
ecosystem as biological entities sharing the results of environmental
change.

This approach to human health and the environment sometimes
seeks to identify and adopt the cosmology of non-Western cultures, such
as the cosmologies of traditional Australian Aboriginal or Native Amer-
ican cultures, as thought systems that are deemed more sensitive to and
aware of the subtle and spiritual relationship between the land, its
non-human inhabitants and humanity. The emphasis is placed on the
‘interconnectedness’ of all things, in which humans are just one part of
a vast network (Slack 1994, p. 10). Humans, it is argued, need to ‘live
in harmony with the environment’ (Greenpeace 1993, p. 2). The new
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public health has to some extent taken up this perspective on the
human/nature interface. One example is an article published in a British
health education journal, entitled ‘Health education, ecology and the
shamanic world view’ (Money 1992). The author argued that health
education should incorporate a shamanic perspective, defined as ‘an
ancient world view’ that is based on myth and, among other things,
relies upon an ‘intuitive perception of the universe and all its inhabitants
as being of one fabric’. He went on to assert that for humans, ‘authentic’
good health depended upon ‘[m]aintaining communication with the
animals and plants and minerals and stars’ and the development of rituals
which recognise the ‘sacredness of the land’ (Money 1992, p. 302). The
romantic, anodyne vision of nature in such accounts ignores the ‘nature
red in tooth and claw’ alternative conceptualisation; the nature that is
responsible for death, destruction, disease, the nature that enforces the
‘survival of the fittest’ and thus allows species to die out (Coward 1989).
The notion of ‘wilderness’ as a space of mortal terror, an area of waste
and desolation that is ‘out there' away from human civilisation (Short
1991, p. 6), is submerged in the sentimental representation of nature.

While the environmentalist and green movements demonstrate a
strong tendency towards the romanticisation of nature, not all repre-
sentations of nature in contemporary discourses on public health and
the environment portray it as passive and beneficent. Some portray
nature as vengeful, ‘striking back’ for the damage it/she has received at
the hands of humans. For example, Ross has observed that discourses
on global warming betray a moral approach based on Christian principles
of retribution, punishment and penitence. Humanity as a whole is
represented as sinning against nature in its greed for an industrialised
lifestyle. Indeed, Ross argues,

certain elements of the new world-view that is being constructed to
accommodate the global warming theory resemble pre-Enlightenment
conceptions of Nature as a providential interpreter of human affairs,
repaying the whole of humanity for its sins with the visiting of meteo-
rological scourges. (1991, p. 198)

Other examples are the news reports, Hollywood films such as The
Plague, Outbreak and Congo, and books that have emerged in the past
few years centring around the theme of devastation wrought by uncon-
trollable epidemics on Western societies. Many of these popular texts
implicate humanity’s ‘interference’ with nature as the ultimate cause of
the epidemic. Richard Preston’s book The Hot Zone (1994), which details
the threat posed by the Ebola virus to the United States, is one example.
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The Ebola virus, which is spread—like hepatitis and HIV-—through body
fluids, causes haemorrhaging, fevers and vomiting. It is a virulent virus:
approximately 90 per cent of those infected die from the illness, and as
with HIV/AIDS, no effective treatment or vaccine have yet been
developed. In his book, Preston argues that the Ebola virus emerged
because of humans’ destruction of the jungles and rainforests. Preston
details the effects of the disease with phrases taken from Gothic horror;
for example, he describes the virus as ‘a perfect parasite because it
transforms virtually every part of the body into a digested slime of virus
particles . . . Ebola attacks connective tissue with particular ferocity . . .
Spontaneous rips appear in the skin, and haemorrhagic blood pours from
the rips’ (excerpt published in the Sydney Moming Herald, 13 May 1995).
The concept of globalisation is strongly related to this discourse about
the ‘new killers’. It is argued that such viruses would have remained
confined to their niche in the ecosystem (generally sited as a dank
rainforest in Africa), were it not for urbanisation and industrialisation
occurring on a global scale, the movement of humans around regions
and countries, and mass air travel. All these social changes, it is
suggested, bring humans together in more crowded conditions, encourage
intimate contact between more people (including sexual contact) and
allow bacteria and viruses to travel from region to region via their human
hosts. As one Australian newspaper article argued, ‘the emergence of the
Ebola virus in Zaire is more than just a disease plaguing a remote
community’. An American scientist was quoted in this article as asserting
that ‘“with more and more human crowding and ecological infringe-
ment”, ever more microbes would break the species barrier’ (Dayton
1995b). At the same time, progress in medical science and the overuse
of drugs such as penicillin have been linked to the development of
‘mutant’ bacteria that are resistant to antibiotics. Another newspaper
article on these new microorganisms claimed that: ‘Infectious diseases
are returning with a potency never seen before. Scientists are already
calling the 1990s the Post-Antibiotic Age’ (da Silva 1995).
Contemporary public health writings similarly interpret the emer-
gence of new diseases or re-emergent outbreaks of long-contained diseases
as evidence of a ‘sick’ ecosystem fighting back. An article published in
the American Journal of Public Health (Epstein 1995) described ‘environ-
mental distress syndrome’, or the situation by which changes in the
ecosystem such as loss of ‘natural’ predators, deforestation and the use
of fertilisers have encouraged pests and pathogens to flourish, thus
breeding disease in unprecedented ways. Epstein argued that
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‘lelnvironmental change and pollutants stress individuals and popula-
tions, and this may be reflected in the global resurgence of infectious
disease as these stresses cascade through the community assemblages of
species’ (1995, p. 168). He attributed two ‘new’ diseases emerging in
1993—a virulent strain of hantavirus carried by rodents manifested in
the south-western region of the United States, and a novel cholera
variant appearing in India and Bangladesh—to this ‘environmental
distress syndrome’. Epstein called for epidemiological efforts that go
beyond national boundaries by monitoring changes in the environment
in order to deal with the emergence of such diseases, efforts including
the recording of global meteorological trends and the surveillance of the
non-human vectors of communicable disease, such as rodents and insects.
Here again, the anxieties associated with globalisation are evident,
related to the porous boundaries of nation-states; the loss of diversity;
the interconnected nature of all apparently local actions; ephemerality;
the disintegration of tradition; and the apparent escalation of social,
economic and ecological changes that appear to be out of local control.

THE DANGERS OF THE ‘SOCIAL ENVIRONMENT'

As noted above, the ‘ecological’ or ‘holistic’ approach to human health
and the environment goes beyond the notion of the environment as
‘nature’ in its focus on the effects upon human health of living in
complex urbanised societies. The holistic approach directs its attention
at an ‘environment’ that includes not only the material world, but also
social, economic and political aspects, incorporating human relationships
and their spatial, temporal, emotional, psychological and social dimen-
sions. The approach regards humans as placed at risk not simply from
their material surroundings but also from other humans. The ‘social’,
therefore, is viewed as an important subset of a more general con-
ceptualisation of ‘the environment’. Kickbusch has described this
perspective as emerging from ‘a new understanding of ourselves and our
bodies . . . bodies are not just biological but social entities’ (1986, p.
324). In one public health textbook, for example, the ‘social environ-
ment’ is described as including social class; the economy; culture;
political, legal and administrative frameworks and institutions; health
services; and lifestyles (Marmot & Morris 1984).

As noted earlier in .this chapter, a focus on the ‘spiritual’ nature of
health is becoming evident in the new public health literature, some-
times under the rubric of ‘holistic health promotion’. In such accounts
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it is argued that because the origins of health states are holistic and
developed within an ecological framework, new public health strategies
should be directed at such an approach. One example is an article
published in the American Journal of Health Promotion that addressed the
issue of the ‘spiritual dimension as a vital component of human wellness’
and its implications for health promotion (Hawks et al. 1995). The
authors argued that a greater focus on the ways of helping people to
‘connect’ with self, others and a ‘higher power’, and to seek meaning
and purpose in life, would enhance health promotional programs of
disease prevention. They suggest that individuals’ participation in such
activities as meditation, yoga and prayer may result in ‘healthy behaviou-
ral changes’ such as giving up smoking and adhering to a low-fat diet.

Literature in this area typically represents ‘holistic’ approaches to
health promotion as engaging such goals and values as ‘human develop-
ment’, ‘real needs and aspirations’, ‘mutual exchange relationships’,
self-help and local action, and as employing ‘intuitive, experiential and
empathetic’ strategies versus the supposedly capitalist, anthropocentric,
economically oriented, dependency-fostering and masculinist values and
goals of the current health care and public health systems (de Leeuw
1989, p. 1284). The concept of empowerment is presented as an integral
part of ‘holistic’ or ‘ecological’ health promotion. As Miner and Ward
(1992, p. 429) assert: “Those who share an ecological vision believe in
the capacity of individuals to act collectively, on their own behalf, to
promote health-enhancing social change’. Lindheim and Syme (1983, p.
354) similarly call for people to ‘connect to the future’ and engage in
‘active participation’ as a means of ‘strengthening resistance to disease’
(see Chapter 6 for a detailed discussion of community participation as
a major strategy of the new public health).

In discourses on ‘ecological’ or ‘holistic’ health, humans are repre-
sented as essentially biological beings, with the social or cultural
dimensions of human existence represented as part of their adaptation
or maladjustment to their physical environment. Individuals’ health
status is viewed as emerging from a dynamic and symbiotic, rather than
linear, relationship between people, their ‘internal’ environment (or
psyche/spirit) and their ‘external’ environment (or social and material
milieux). As a chapter on the ‘social environment’ in a public health
textbook described it, health is affected by the ‘on-going interactions of
host, the individual, with environment; the former with his or her
inherited and acquired dispositions; and plainly, the economic, cultural,
and political pressures of the latter’ (Marmot & Morris 1984, p. 99).
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Drawing upon this dynamic notion of the selffenvironment relation-
ship, public health researchers who have attempted to go beyond the
socio-psychological explanation for the causation of illness have some-
times relied upon a ‘noble savage' thesis. This thesis contends that
humans in modern developed societies are living in conditions that deny
their genetic inheritance, a situation that then causes illness. For exam-
ple, Thomas McKeown, in his book On the Origins of Human Disease
(1988), argued that humans are biologically adapted to the conditions
they experienced in palaeolithic times, when they engaged in the
‘hunter-gatherer’ mode of existence. Humans today, he asserted, partic-
ipate in activities and live in conditions that are estranged from
humankind’s biological inheritance: they are exposed to artificial light,
consume overly refined diets too high in energy value, lack exercise and
ate exposed to pollution. The author of one textbook on public health
and human ecology adopted this perspective to argue that:

Recent changes in the social environment, associated with the growth
of cities, the use of mechanized transportation, the explosion of mass
media as the source of information, ideas, entertainment, and political
and emotional stimulus, and dramatic changes in patterns of work from
primarily manual to primarily clerical and service oriented, have trans-
formed human existence from its primeval hunter-gatherer origins into
something that we may not be well equipped by our evolution to cope

with. (Last 1987, p. 24)

Contemporary discourses on environmental health risks thus return
to the mid-nineteenth-century concern with the link between urban and
domestic conditions and health status. The issues have, however,
broadened far beyond those relating to the control of odour, dirt,
infectious diseases and the ‘unwashed masses’, in drawing attention to
the psychosomatic, spiritual or emotional effects of urbanised modern
life on human health states. Illness and disease are represented as
emerging from the alienating dimension of living in the city. In this
discourse, the city is typically portrayed as a ‘non-natural’ or ‘artificial’
space generating ‘unnatural’ stresses which serve to repress or distort the
‘true nature’ of humanity. For many people living in developed societies
at the end of the twentieth century, the ‘wilderness’ has come to be
viewed as the blighted landscape of large cities, the ‘concrete jungles’,
the wastelands, the slums, the skyscrapers, the stretches of alienating
spaces filled with people they cannot trust: ‘The big city is now the
modern equivalent of the medieval forest populated by demons’ (Short,
1991, p. 26).
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As observed earlier in this chapter, this ambivalent response to the
great cities was emerging in the late nineteenth century, when the view
of the city as an evil, filthy growth was widespread in popular, literary
and official texts. A focus on the negative and potentially health-dam-
aging psychological effects of urban dwelling is more recent, however; it
emerged in a significant way only in the early twentieth century,
influenced by the emergence of psychological and psychoanalytic
thought. It is found most famously in the works of the German sociologist
Georg Simmel (1969), who referred to the impersonal, disorienting and
overwhelming nature of urban living. Simmel argued that humans living
in cities experience an excess of ‘psychic stimulation’, causing them to
respond defensively by repressing their emotions and fragmenting their
lives into small compartments so as to deal more easily with the complex
nature. of everyday life. As a result, he contended, humans in the urban
environment experience a non-coherent and non-authentic selfhood.
The urban environment, therefore, is regarded not simply as a physical
or material space that is polluted with industrial waste, but is a concep-
tual space, contributing to a particular state of mind and selfhood.

This perspective emphasising the psychological effects of the
urbanised environment has become more and more pervasive in the new
public health literature. In their article entitled ‘Environments, people,
and health’, for example, Lindheim and Syme (1983, p. 34) contend
that good health is achieved by ‘living in harmony with biological laws’.
They identify four types of ‘environment’: ‘the man-made [sic] environ-
ment’ (that is, the ‘built environment’), ‘the social environment’, ‘the
natural environment’ and ‘the symbolic environment’. They suggest that
all these types interact with one another to form ‘the environment’: ‘the
environment is a result of the constant interaction between natural and
man-made [sic] spatial forms, social processes, and relationships between
individuals and groups’ (1983, p. 337). The authors argue that one of
the central ‘environmental problems’ for people living in Western soci-
eties is not overcrowding, as is seen to be the problem in developing
societies, but rather alienation, isolation, loneliness and lack of social
support. All of the latter are described as features of urban or modemn
rather than rural or traditional life. These problems, Lindheim and Syme
contend, are combined with other social problems such as individuals’
feelings of lacking autonomy over the conditions of their lives, low
self-esteem and not belonging to a community, as well as the disruption
of ‘biological thythms’, exposure to artificial light and air conditioning,
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and a lack of ‘connection to nature’, ‘connections to the life cycle’ and
‘connections to place’.

These authors therefore construct the archetype of the atomised
urban dweller who is effectively cut off (‘disconnected’) from those
elements of life that are considered to be vital to good health, and who
is thus unable to express the authentic self. Urban living, except for the
economically privileged, is represented as pathological and ‘unnatural’.
Lindheim and Syme note, for example, that exposure to artificial light
and lack of contact with ‘fresh air’ and the seasons is potentially
undermining of good health by disrupting ‘natural’ habits and rhythms:

Children have been placed in windowless schools, workers in windowless
factories, and secretaries in windowless offices. By so doing, people have
been subjected to possibly harmful exposures and have been deprived of
awareness of the time of day, the weather, the seasons of the year, and
colours and motion of the natural landscape. (1983, p. 349)

Discussions of the imputed pathological effects of the contemporary
‘social environment’, therefore, often conflate the ‘social’ with the
‘urban’. Rural living, it is implied, is far closer to a state of ‘nature’, and
is therefore conducive to good health, while urban living is too far
removed from ‘nature’, ‘distorted’ by society and culture. Thus, a disease
such as cancer is phrased as a product of largely ‘social/environmental’
factors (that is, non-genetic or ‘non-inherent’ factors) related to ‘modern’
or ‘urban’ living, including a diet rich in fat, overindulgence in alcohol
and tobacco, and exposure to radiation and chemicals. It is suggested
that if only humans were to return to a more ‘natural’ state by casting
off the pathological burdens of urbanisation (‘society’), they would
achieve good health. This discourse constructs individuals’ relationship
with their social and physical settings as an ‘insidefoutside’ binary
opposition. The body is represented as under attack from ‘industrial
society’; from without by artificial light, pollution and radiation and from
within by the chemicals in food (Coward 1989, p. 79). Good health is
portrayed as the ‘natural’ and ‘normal’ state of human embodiment with
which ‘culture’ has interfered (Coward 1989, p. 24).

The concept of ‘social stress’, which is unique to the late twentieth
century, has become a popular way of describing a sense of malaise,
fatigue, depression, anxiety or tenseness in individuals in contemporary
Western societies. This concept similarly relies upon the representation
of humans as living in an ‘unnatural’ setting created by modern industrial
society. As a cover story published in Time magazine on the stresses of
the modern world asserted:
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Whether burdened by an overwhelming flurry of daily commitments or
stifled by a sense of social isolation (or, oddly, both); whether mired for
hours in a sense of life’s pointlessness or beset for days by unresolved
anxiety; whether deprived by long work-weeks from quality time with
offspring or drowning in quantity time with them—whatever the source
of stress, we at times get the feeling that modem life isn't what we were

designed for. (Wright 1995, p. 62)

Given the prevalence of ‘stress discourse’ in both medical or public
health and popular forums, it is not surprising that an interview study
of people living in the English city of Nottingham found that the great
majority ‘felt that the experience of stress was an inevitable and ubig-
uitous condition of modern living, and that stress could be a direct cause
of illness’, particularly ‘heart attacks' and ‘nervous breakdowns’. The
respondents considered physical or mental overexertion (as in the ste-
reotype of the harassed executive) or disrupted interpersonal
relationships to be the primary causes of stress (Pollock 1988, p. 382).

The discourse of stress assumes that humans today are affected by far
more fears and anxieties than in previous centuries, and are subject to
rapid sociocultural change which causes ‘dislocation’, ‘imbalances’ and
‘identity confusion’. Popular explanations of ‘stress’ often argue that
humans were ‘designed’ for the ‘flight or fight’ mechanism in response
to situations of fear, anger or anxiety: tensing muscles and secreting
hormones such as adrenalin in order to deal physically with the situation
(such as running away from a dangerous wild animal). It is contended
that in the ‘civilised” world, however, individuals are expected not to
respond physically to situations in which they feel threatened, but must
contain their emotions and physical responses, channelling them
inwards. Ill health is therefore caused through a ‘build-up’ of stress, by
weakening the immune system or raising blood pressure, or promoting
recourse to alcohol use or suicide in order to ‘cope’.

Similarly, a new concern for the health effects of lack of sleep
reported in the news media in the 1990s argues that most people are
‘chronically sleep-deprived’ or have a ‘sleep debt’ caused by the demands
of living in modern society, to which electric lights and the allures of
television sets are said to contribute. Ironically, such understandings of
the causes of ill health, with their use of the hydraulic terminology of
‘pressure’, ‘steam’ or being ‘run down’ or having a ‘breakdown’, rely as
much on the mechanical model of the human body—conceptualising it
as a system of gauges, pumps, energy flows, conduits and valves—as they
do on notions of the ‘natural/organic’ body.
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In its focus on the essentialist nature of human biology and its
emphasis on the negative aspects of ‘culture’, conceptualised as ‘intruding
upon’ or ‘distorting’ nature, this discourse ignores the ways in which
biology and culture are inseparable. An individual’s genotype is not
simply an internal, individual phenomenon, but is itself the result of
evolutionary changes that are the products of humans’ encounters with
non-human phenomena. While there are clearly some biological phe-
nomena that are constant across time, space and cultures—all humans
need to sleep, all humans bleed when cut, all human bodies are formed
of organic matter which eventually dies and rots—the meanings and
practices associated with ‘biological’ phenomena such as blood, death,
ageing, birth, eating, excreta, menstruation, and illness and disease vary
widely over time and between human cultures. So too, this perspective
on human health and the urban environment tends to use the concept
of ‘nature’ as it is equated with ‘healthy’, in a highly selective, culturally
and historically specific manner.

An alternative perspective is to understand the human body and the
spaces and places it occupies as constructed through discourse and
practice, often in ways of which we have little conscious awareness. As
Shields argues, ‘{t}here is a tremendous complicity between the body and
the environment and the two interpenetrate each other’ (1991, p. 14).
Social relations and bodily practices take place within spaces and in
places; they shape and are shaped by space and place. Expectations and
assumptions about the appropriateness of space and place to human
health are culturally and historically contingent. The ways in which we
view space and place are constructed through sociocultural under-
standings which then underlie the strategies of regulation and control
that contribute to public health knowledges. The space and place that
individuals inhabit, then, cannot simply be categorised as either condu-
cive or damaging to health status, but rather should be seen as
contributing to individuals’ sense of what is ‘well-being’, ‘health’ or
‘illness’ in the context of their everyday lives and embodied experiences.
What may be experienced as extreme privation for one individual
accustomed to a particular kind of space and place, for example, may be
experienced as luxurious for another, with clear implications for that
individual’s sense of physical comfort, well-being and health. There is
nothing essentially ‘healthy’ or ‘unhealthy’ about these responses. (These
issues of space and place in relation to new public health knowledges
are taken up in further detail in Chapters 5 and 6.)
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THE ‘AT RISK' AND ‘RISKY' SELF

We have argued that the notion of environmental risk as expressed in
the new public health goes well beyond identifying and dealing with
material hazards to human health. This broadening of risk has had the
effect of constructing a risk continuum, ranging from those risks that are
perceived as completely out of individuals’ control to those risks that
are regarded as purely the responsibility of the individual. Inherent
within this continuum is an equivalent and directly associated contin-
uum of moral judgment. When environmental hazards are viewed as not
amenable to the individual’s conscious choice (for example, as radiation
emitted from a nuclear power plant or toxic chemicals released by a
nearby factory), as caused by others rather than the self and therefore
as ‘external’ to the individual, the individual is représented as ‘at risk’
from these threats. The control of such risks is often phrased as a political
issue, something with which individuals cannot deal alone and which
therefore must be addressed via community action against vested inter-
ests. This is essentially the risk/subject dynamic that is presented in
Beck’s work on ‘risk society’.

If, however, the risks are viewed as amenable to change on the part
of the individual (for example, the ‘lifestyle’ choices relating to diet,
smoking, alcohol use and exercise), it is the individual who is charged
with the responsibility of acting to protect him- or herself; people become
‘at risk’ from their own ignorance or lack of self-control (see Chapter
2). Failing to protect oneself from this kind of ‘internally imposed’ risk
is understood as an individual moral issue, highlighting personal failures
or weaknesses (Lupton 1995, pp. 89-90). Susan Sontag drew attention
to this differential in the moral meanings ascribed to ‘risky’ behaviours
when she noted:

Getting cancer . . . is sometimes understood as the fault of someone
who has indulged in ‘unsafe’ behaviour—the alcoholic with cancer of
the oesophagus, the smoker with lung cancer; punishment for living
unhealthy lives. (In contrast to those obliged to perform unsafe occupa-
tions, like the worker in a petro-chemical factory who gets bladder
cancer.) (1990, p. 113)

The extent to which a risk is understood to be within the realm of
individual agency therefore influences the degree of moral culpability
assigned individuals. The new discourses on ‘stress’ and ‘holistic’ health
have had the effect of portraying more and more ‘environmental’ risks
as being related to personal management. Unless a risk is understood to
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be overwhelmingly beyond an individual’s control, people are understood
as not simply being passively ‘acted upon’ by their environment. Instead,
they are now often positioned as being in an interactive relationship
with the external environment and their own inner self. Different types
of people are understood as responding in different ways to the same
environmental conditions, depending on such factors as age, culture and
life-history (Lindheim & Syme 1983, p. 337).

The use of psychological models of behaviour has been important in
constructing this mediation between self and environment. These models
have begun to weaken the notion that environmental risks are out of
an individual’s control. Personality-based concepts such as self-efficacy,
self-esteem and the ‘addictive personality’, as well as the emergent focus
on ‘spirituality’ and ‘stress’ mentioned earlier in this chapter, emphasise
this focus on the ways in which people deal individually, or ‘cope’, with
the same types of environmental factors. They are used to explain, for
example, why some people take up smoking or overindulge in alcohol
in response to ‘stress’ while others desist, or why some people succumb
to heart attacks while others remain healthy.

In such understandings of the selffenvironment, there is a symbiotic
relationship posited in which the environment is regarded as both posing
certain risks and influencing the extent to which an individual responds
to these risks. As Greco notes:

Stress exists as a function of the individual experience of environment,
rather than as a totally ‘environmental’ or ‘individual’ phenomenon: the
pathogenic value of a given environment is only ever a function of an
individual’s interpretation of it. Similarly, the pathogenic value of an
individual’s interpretive tendencies is relative to the quality and quantity
of demands made by the environment. (1993, p. 360 [original emphasis])

This concept of the selffenvironment dynamic constructs a typology of
internal responses (ranging over the physiological, the psychological, the
cognitive and the behavioural) to a typology of situations and events.
Risk, therefore, is directly associated with biography, with the ways in
which individuals experience, respond to and interpret risks, and with
the extent of self-knowledge they possess (Greco 1993, pp. 360~1). The
notion of the environment as including social, psychological and spiritual
as well as material phenomena has been important in the development
of this understanding of the selffenvironment interaction. While
urbanised society may be the site and primary generator of stressors and
other threats to human health, it is ultimately the individual who is
charged with dealing with these threats.
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A further extension of the moral economy related to risk, health and
individual behaviour is the construction of the individual as the cause
of health risks to others. This understanding is evident in the ways in
which smokers are exhorted not to ‘share their smoke' with others to
protect them from the effects of passive smoking, or in which people
with HIV and other communicable diseases such as measles, hepatitis
or tuberculosis are encouraged to protect others from infection by
quarantining themselves, publicising their infected status or using such
devices as condoms to prevent transmission of the disease agent (see
Chapter 3). Again citizens are expected to engage in self-regulation, but
this time for the sake of others’ health rather than their own health.
The ‘risky’ persona is placed in the position of being the source of
contamination.

As we have pointed out in previous chapters, historically the repre-
sentation of this ‘risky’ persona in medicine and public health discourses
has been phrased through such aspects as gender, social class, ethnicity
and sexual identity: women, the feminised gay male, non-white peoples,
the poor and members of the working class have been portrayed as more
contaminating, and therefore more morally culpable, than privileged
groups. On a more individualistic level, the ‘risky’ self finds clear
articulation in discourses on the ‘environmental citizen’.

CONCLUDING COMMENTS

In this chapter we have identified the complex uses of the term ‘the
environment’. A common theme is the use of concepts of space and
place in public health discourses describing the interrelationship between
individuals and the environment. As we have shown, where nineteenth-
century-and early-twentieth-century public health was largely concerned
with the hygiene of urban and domestic spaces, the relationship between
environmental risks and human health is now constructed through the
new public health as a multi-sited phenomenon, including interpersonal,
spiritual and psychosomatic dimensions. “The environment’ is used in
different contexts to denote, among other things, the following:

the home

the family
s the city

the workplace or school
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¢ non-urban areas

¢ urbanised areas

o the globe

e the natural world

¢ the non-natural world

e the physical or material world
e the social world

¢ personal lifestyle

¢ human relationships

People themselves are differently positioned in relation to ‘the environ-
ment’, not only as members of social groups, but also through ascriptions
of individual risk. When individuals are constructed as being ‘at risk’
from environmental hazards such as air or water pollution or radiation
they are not considered responsible for any health problems that might
arise, for the risk is regarded as too overwhelming, as beyond their
personal control. When, however, individuals fail to take up their duties
and responsibilities as ‘environmental citizens’ in relation to consumer
activities—by not engaging in recycling, for example, or by wasting
water—they are portrayed as culpable, as failing not only themselves but
also their fellow citizens, other living creatures and generations of
humans to come. We have argued that more and more ‘environmental’
risks are now conceptualised as amenable to personal control.

~ There are many contradictions in the concepts of the environment
that have been taken up in the new public health. A continuing tension
in discourses on the environment and health is the critique of the
knowledge of science. While science related to industry is routinely
positioned as the ‘cause’ of environmental damage, the ‘objective’ knowl-
edges of the natural sciences are also constantly used to support most
critiques of the damages believed to be wrought upon the environment
by humanity. These knowledges are employed to construct the ‘problems’
of ‘the environment’ which are conceptualised as existing objectively in
nature, their authenticity guaranteed by expert scientific investigation
and confirmation (Grove-White 1993, p. 19). Arguments conceming
the ways in which pollution affects human health, for example, are based
almost exclusively upon the findings of scientific research. In environ-
mental discourses the inevitable contingencies, indeterminacies and
uncertainties, the socially constructed nature of scientific knowledge,
tend to be glossed over for a reliance upon ‘objective facts’ (Grove-White
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1993, p. 22). In turn, most solutions constituted to deal with environ-
mental problems draw upon science and rational action. It is not the
knowledge base of science per se that is challenged, therefore, but rather
the effects of a ‘misused’ science.

Most of the new public health agencies, as we have pointed out, are
funded and run by governments. It is perhaps not surprising, therefore,
that discourses on the environment in the new public health literature
tend to focus on ‘collaboration’, ‘consultation’ and ‘partnership’ with
other sectors and organisations (both government and non-government),
on attempting to ‘work with’ vested interests rather than directly
challenge them. The new public health is also very supportive of the
notion of ‘community participation’ to achieve goals and targets in
relation to environmental health. Chapters 5 and 6 explore these issues
in more detail in relation to the notion of ‘community participation’
and more specifically the ‘Healthy Cities’ project.



5 The ‘healthy’ city

People in a healthy city would be living in an unpolluted, safe environ-
ment; the built environment, particularly housing, would be of high
quality. The city would be supported by, and contribute to, the develop-
ment of a stable and sustainable ecosystem. Social life would be rich
and political participation highly developed. Thus, if you lived in a
healthy city you would feel that you were supported by a community
in which there was mutuality in human relations and the absence of
exploitation. Decisions which directly affected the well-being of in-
dividuals would not be taken only by some remote bureaucrat or
planner, but would be reached after widespread public debate; decen-
tralization of decision-making would devolve power and give people
greater control over the decisions which affected them. (Curtice 1993,

p. 38)

The concept of the ‘healthy’ city is gaining increasing currency within
the discourses of public health. Since the mid 1980s, there has been a
proliferation of expert commentary on the theme of the ‘healthy’ city,
and hundreds of cities around the world have come to designate them-
selves ‘Healthy Cities’ and developed attendant programs of action.
Health promoters have reported a ‘booming conference industry’ around
the theme of the ‘healthy’ city (see de Leeuw 1994, p. 1). The discourse
of the ‘healthy’ city illustrates a number of the integral features of the
new public health we have discussed to this point. These include the
adherence to modemist notions of the social and of change, the focus
on ‘the environment’ (as it is broadly understood) and particularly
environmental risk, the emphasis on active and individualistic citizen-
ship, and the tendency to pathologise certain spaces and places through
their identification as sites of risk.

120
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All these dimensions of the new public health are manifest in the
policies and strategies of the Healthy Cities project which has developed
since 1986, initially in Western Europe under the auspices of the
European Office of the WHO, and increasingly in other parts of the
world, including North America, Australia, Eastern Europe, Central and
South America, the Middle East, South-East Asia and the Pacific.
Healthy Cities has been described by its proponents as ‘the local expres-
sion of the new public health’. That is, the project is seen to translate
new public health principles into local practice: redressing inequalities
in health, increasing access to services, developing personal skills, ‘cre-
ating supportive environments’, and involving ‘the community’ in
defining and resolving problems (Milio 1986; WHO 1988). The project’s
method and philosophy are seen to mark a decisive shift in ways of
thinking about health in urban environments, and its programs are
viewed as political programs that involve a change in power relations
in respect to health and illness (Davies & Kelly 1993, pp. 3, 7). In this
chapter and the next, we critically appraise some of the claims that have
been made for the Healthy Cities concept and project, and examine
some of the unacknowledged implications of related knowledges and
practices.

We begin this chapter by tracing the historical antecedents of present
conceptualisations of the ‘healthy’ city to efforts in the late eighteenth
and early nineteenth centuries to control urban populations through
rational scientific means. As we argue, the present context of concerns
about the ‘healthy’ city is dominated by anxiety about ‘eco-crisis’ and
about managing the risks arising from the impact of populations, partic-
ularly urban populations, on the ‘natural’ environment. In the policies
and programs of Healthy Cities and the new public health one can see
the continuation of the nineteenth century focus on the city as an
organism and as a ‘medicalisable object’. Despite thetoric about the need
to develop a new ‘holistic’ framework of analysis and new modes of social
organisation, their philosophies, policies and practices reflect a conven-
tional, modemist understanding of society and of reform. An overriding
faith in the ability of science to resolve problems and to provide a basis
for their rational management and control is manifest in conceptions of
the ‘healthy’ city, in the planning strategies of the WHO, and in the
development of specific projects. This chapter provides the background
for the next chapter where we examine in more detail the notions of
active citizenship and ‘community participation’, which are seen as
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central to Healthy Cities both as a concept and project and to the new
public health more generally.

THE ‘HEALTHY’ CITY AS A MODERNIST CONCEPT

The foundations for contemporary conceptualisations of the ‘healthy’
city were laid between the late eighteenth century and early nineteenth
century when the project of controlling populations began to be linked
with the Enlightenment project (Rosen 1993, pp. 107-67). During this
period, society was beginning to be seen as a unique object, ‘with its
own laws, its own science, and eventually its own arts of government’
(Rabinow 1989, p. 11). Individuals’ actions came to be viewed as a
function not of their moral character but rather of their place within
the social whole. Consequently, it made little sense to reform the
individual separately from the social milieu within which actions were
formed. With the emergence of modern society, people were no longer
bom into their places, but ‘had to be trained, drilled or goaded into
finding the place that fitted them and which they fitted’ (Bauman 1992a,
p. xv). As Bauman notes, urban planning and architecture provided the
vehicles and master-metaphors for providing the perfect order and elim-
inating disorder. Detailed attention was given to segregating places and
establishing a hierarchy of spaces and buildings. There remained, how-
ever, a view that ‘man-made’ order was ‘an artificial imposition on the
unruly natural state of things’ and for this reason would ‘forever remain
vulnerable and in need of constant supervision and policing’ (Bauman
1992a, p. xv).

Leading up to the period of Enlightenment, the city began to provide
the model for the governmental rationality that was to apply to the
whole of a territory. Michel Foucault has commented that from the
seventeenth century one begins to see

an entire series of utopias or projects for governing territory that devel-
oped on the premise that a state is like a large city; the capital is like
its main square; the roads are like its streets. A state will be well
organized when a system of policing as tight and efficient as that of the
cities extends over the entire territory. At the outset, the notion of
police applied only to the set of regulations that were to assure the
tranquillity of the city, but at that moment the police become the very
type of rationality for the government of the whole territory. The model
of the city became the matrix for the regulations that apply to the whole
state. (1984b, p. 241)
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The concept of police used in this quote is not the present-day sense of
the term; that is, the authority charged with maintaining order and
preventing dangers. Rather, it is a term employed in the eighteenth
century to denote a body of knowledge and practices known as both
‘the science of happiness’ and ‘the science of government’. The science
of police was concerned to protect and promote the happiness and
well-being of the population for the ultimate benefit of the state as a
whole (Pasquino 1991, p. 108).

The Enlightenment ‘medical police’ strategy for the body politic can
be seen as the forerunner of ‘health and towns’ drives in the nineteenth
century, when the city and disease became inextricably linked (Porter
1993, p. 588). During the eighteenth century, a range of new knowledges,
social categories and subcategories emerged, posing their different prob-
lems and requiring different forms of intervention. It was during this
period that the health of the population attained a new value, and
became a new object of analysis and intervention (Pasquino 1991,
p. 115). In Chapter 4, we described how the town or city became a
‘medicalisable object’ and how urban spaces and their inhabitants
became of increasing concern because of the threats they posed. Space
was seen as a ‘fact’ of nature, to be subject to conquest and rational
ordering as an integral part of the modernising project. The project of
dominating space was part and parcel of ‘the liberation of “Man” as a
free and active individual, endowed with consciousness and will' (Harvey
1990, p. 249). Notwithstanding acknowledgments of the limits of the
theory and practices of the sanitary idea in the new public health, the
reforms of the mid to late nineteenth century provide a strong point of
reference for the reform efforts of Healthy Cities. This is evident in
references to ‘the revival of public health in towns and cities’ and to
‘rediscovering the environment’ (see, for example, Draper 1991, p. 7;
Ashton 1992a, p. 5). Many of these early reforms, however, stemmed
from fear among the elite of the revolutionary movements brewing in
Europe in 1848 as much as from the dread of diseases (Rosen 1993,
pp. 227-51). Rosen has described the widespread pressure for social
reform building up throughout Europe in the years leading up to, and
during, 1848. In England, a number of important reports directly or
indirectly bearing on public health were undertaken, including Edwin
Chadwick’s 1842 report and the parliamentary reports of the Royal
Commission for Inquiry into the State of Large Towns and Populous
Districts (1844 and 1845). These reports helped to highlight the nature
and extent of problems, and provided an avenue for moulding public
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opinion, as well as increasing pressure on governments to effect remedial
legislation.

When action did take place it reflected a belief in the ability to
rectify the dysfunctions of urban, industrial society through limited state
involvement, rational planning, the application of science to problems,
and the education of the population. Although in practical terms these
reforms had undeniable and significant effects on the mortality levels in
the population as a whole, they never challenged the core principles of
economic and social policy. In the event, it is clear that there was a
strong ideological bias in concerns about diseases. Although tuberculosis
was a far greater killer, for example, it was seen as less of a threat than
cholera and typhoid since it was less likely to respect class boundaries
(Rosen 1974, pp. 71-7; 1993, p. 201). The persistence of the organic
conception of the city that developed during the nineteenth century is
immediately suggested by the neologism, the ‘healthy’ city. In line with
the mechanical and systemic view that dominates biological and physi-
ological understanding, the discourse of the ‘healthy’ city contains much
reference to city systems, functions and adaptations. In a review of its
Healthy Cities project, for example, the WHO begins its response to
the question ‘what is a healthy city?, with the comment that ‘a city is
a living, breathing, growing, changing complex organism’, and so on.
More than this, ‘cities are players in promoting and maintaining health
and have a unique capacity to implement ecological health plans’
(Tsouros 1990a, p. 20). The development of organic images for human
society also has a long history, dating back to the ancient Greeks, who
saw the city, the citizen and the cosmos as being built according to the
same organic principles (Haraway 1991, p. 7). But it would seem to have
reached its apotheosis in the ‘functionalist’ theories of the modemn
human sciences, where the body politic is reduced to physiological
explanations. For example, in Freud’s Civilization and Its Discontents
(1929), the body politic is seen to evolve as a result of the interplay
between instinctual tendencies, particularly the instincts of aggression,
which must be conquered to make possible the cultural group (Haraway
1991, p. 9). The use of such metaphors is clearly evident in the following
description of the list of ‘requirements for a healthy city":

First of these is that-the city’s responses to its developmental needs, its
organizations, and its people be appropriate and effective. Second is that
the city should have the ability to cope with breakdowns of the system
and its members. The third, then, is that the city should have the ability
to modify itself and change to meet the always emerging, changing
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requirements for life. This then leads, fourth, to the city's competence
to enable its inhabitants to use it to their advantage. Finally, it must be
understood that this cannot be accomplished unless the city is able to
educate its inhabitants. (Duhl 1986, p. 55)

This writer goes on to describe in some detail ‘the needs’ and ‘actions’
‘required in the development of a healthy city’, and what the city ‘needs’
in order to ‘develop into a healthy organism which, itself, will allow
others to grow and flourish’ (Duhl 1986, p. 55). He concludes that, ‘as
in the healthy organism, the health of the parts as well as the vigour of
the connections is essential to make the organism work at its highest
level of competence’ (1986, p. 59). The image portrayed of an organism
of interacting, interdependent parts which strives to maximise its func-
tioning, reveals the influence of both a mechanistic view of organic
functioning and a Darwinian evolutionary model of adaptation and
change.

It is interesting to note the individualistic and managerialist emphasis
evident in the reference to the city-organism as a self-reflexive entity,
capable of monitoring its own state of health and of learning to respond
and change in appropriate and effective ways. This mirrors the concep-
tion of the individual-as-enterprise, who is charged with managing his
or her own relationship to risk and taking whatever evasive or remedial
action is required. However, like the health of the individual, the health
of the city cannot be accomplished without education and appropriate
support. As this commentary implies, if health is to be achieved there
is .a need for the continuing involvement of expert advice so that
inhabitants can use resources of the city most effectively to their own
advantage.

As Donna Haraway (1991) has pointed out, the employment of the
organic metaphor in descriptions of human society has set limits on
permitted explanations of the body politic, the most important being
the functionalist requirement of an ultimate explanation in terms of
equilibrium, stability and balance. Explanations of social functioning are
couched in terms of physiological parts or subsystems working in a
coordinated way for the overall stability and harmony of the hierarchical
whole. Within this scheme, there is no recognition of conflict and social
inequality (Haraway 1991, p. 24). Such explanations have provided a
major source of justifications for social inequalities—such as those
that exist between men and women, between socioeconomic groups,
and between different ethnic groups—which are seen as natural,
given, inescapable and therefore moral. It has also reinforced a technical-
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rational and instrumentalist orientation towards ecological and social
systems. In the discursive construction of the city as an organism, one
can see a preoccupation with systems that can be dissected, analysed and
repaired (Kelly et al. 1993, p. 160). If the organism suffers a ‘breakdown’
through ‘maladaption’, then it can be modified and rebuilt to bring it
into harmony with its new environment. Following from the idea that
the organism comprises specialist functioning components, it is assumed
that specialist knowledges should be developed and applied for making
those components ‘more functional’ for the organism as a whole:

If a breakdown occurs, the city must have all the complex, scientific,
human and other necessary skills to assist the individual or organization
to return to paths of competence and health. Often another problem is
created because the means or institutions that were used which were
successful for coping in the past do not meet the needs of the present.
The city must know when that time, the breakdown, comes and be
flexible enough to meet new, emerging conditions. (Duhl 1986, p. 57)

The discourse of the city as a unified whole implies that problems can
be resolved through a politics of consensus, and thereby obscures the
conflicting interests and politics therein. In this description, questions
about what counts as ‘competence’ and ‘health’, or who defines these
outcomes, are not raised. Nor is the validity of the means for achieving
these outcomes raised. From the start, Healthy Cities has proceeded on
the assumption that the health of the city ‘organism’ could be achieved
through rational administration. If problems are clearly defined and
enough ‘facts’ are accumulated about how the city ‘works’ (or rather,
does not work), then expert knowledge could be applied for bringing it
to a ‘healthier’ state. The adoption by Healthy Cities of this rational
and technical approach, which is premised upon the power of experts
to define and solve problems, should not be surprising in light of the
WHO’s role in the project. As Kelly et al. point out, “‘WHO in its
practice and personnel has generally been an ultra-modernist organisa-
tion, favouring technical expertise as a means of solving clearly defined
problems’ (1993, p. 160). In virtually all discussions about Healthy
Cities, belief in the scientific method and scientific progress, and in the
ability of technical expertise to solve problems, is taken as given.

This belief is reflected in project descriptions that draw heavily on
the metaphors and language of science. For example, Healthy Cities are
described as *“field laboratories” for testing HFA (Health for All)
initiatives at local level {which] give important feedback to WHO and
Member States that can be used to update and refine the HFA strategy’
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{Tsouros 1994, p. 1). One of the leading and early proponents of Health
for All principles has referred to the Healthy Cities project as a whole
as a ‘policy laboratory’ where ‘new policy approaches can provide a vision
of the whole, a framework for leading and guiding projects and ongoing
programs, using incentives to encourage new options, and controls to
retain health-nurturing directions’ (Milio 1990, p. 295). When the
Healthy Cities project was launched, it was seen as a means whereby
participating cities could ‘collaborate in the development of urban health
promotion initiatives’, thereby providing ‘models of good practice’ which
would inspire other municipal administrations in their health promotion
efforts. As Ashton and Seymour put it,

by concentrating on concrete examples of health promotion based on a
commitment to equity, to community participation and intersectoral
action, the Healthy Cities project was seen as making the point at which
the Health for All strategy was taken ‘off the shelves and into the streets
of European cities’. (1988, pp. 153-5)

The reference to ‘laboratories’, and ‘models of good practice’ implies that
the components of the city can be manipulated and controlled like
variables in a scientific experiment, so that the experts can determine
with certainty which strategies ‘work’ and which strategies ‘do not work’
in a particular situation, and then generalise the findings to other
situations. This obscures the power relations, uncertainties and ambigu-
ities that underlie the development and implementation of policies, and
conveys the impression that national, cultural and local differences,
competing interests and inequitable access to resources are irrelevant to
policy outcomes.

RATIONALE AND APPROACH OF THE HEALTHY
CITIES PROJECT

The Healthy Cities project, which is a joint initiative of the health
promotion and environmental health programs of the WHO Regional
Office for Europe, was launched ostensibly in order to ‘put health on
the agenda of decision-makers in the cities of Europe and to build a
strong lobby for public health at the local level’ (Tsouros 1990a, p. 11).
Healthy Cities was seen to be a practical component of these programs
in that it was intended to demonstate the application at local (city)
level of the WHO strategy of Health for All by the Year 2000, the
principles of health promotion outlined in the Ottawa Charter for
Health Promotion and the principles of the European Charter on
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Environment and Health (Tsouros 1990a, p. 11). According to one
WHO publication, Healthy Cities was part of a deliberate strategy of
‘networking and coalition building’, and sought ‘to bring together polit-
ical and community leaders, local citizens, community organizations,
professional associations and national and international agencies in a
collaborative, intersectoral and community-based effort to achieve health
for all at the local level’ (WHO 1991, p. 1). Project documents explain
that the role of the WHO is to coordinate the project, provide inter-
national leadership in innovative action for health, link and diffuse the
ideas to national Healthy Cities ‘networks’ and build coalitions of
international bodies for Healthy Cities. The Regional Office of the
WHO describes its main tasks as providing political leadership, mobilis-
ing support and resources, and building strategic alliances (Draper et al.
1993, p. 132).

Although the project started in Europe, it has quickly grown into
an international ‘network’ of Healthy Cities throughout other parts of
the world, a development that has been nurtured and supported by the
WHO in line with its stated objectives. While the WHO and its
supporters frequently depict Healthy Cities as a spontaneous interna-
tional social movement, it is clear that the overall direction and goals
of the project have been defined by the WHO and collaborating bodies
of expertise. From the outset, Healthy Cities in Europe was seen to be
a prototype for other city-based projects worldwide, and to be part of a
20- to 30-year process of initiating a ‘new public health movement’
(Draper et al. 1993, p. 131). The stated intention behind the original
project was that it would last five years and involve a small number of
European cities that would demonstrate the principles of health promo-
tion, and particularly the WHO’s Health for All by the Year 2000
objectives, so that other cities might be inspired to develop projects in
an autonomous way along similar lines. According to official histories,
the WHO was to act as a catalyst in the process of setting the agenda
for health, raising public awareness of new public health issues and
‘establishing models of good practice’ (see, for example, Ashton et al.
1986; Ashton & Seymour 1988, Ch. 9; Ashton 1992a).

A few comments should be made about the WHO's general objec-
tives and modus operandi in order to clarify its particular approach and
role in relation to Healthy Cities. Since 1946, when it was set up at a
Conference of the United Nations as the single directing and coordi-
nating authority on international health work, the WHO has played a
key role in coordinating international public health efforts and in
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offering member states technical advice and managerial support. Its
involvement in the Healthy Cities project is seen as consistent with its
mandate of advancing the health of all peoples, with its commitment
to primary health care and, more specifically, with its policy of achieving
Health for All by the Year 2000 (or simply Health for All). Although
the policy of Health for All was originally agreed upon by member states
in 1977, in 1980 a commitment was made by the governing body, the
World Health Assembly, to concentrate the WHO's activities over the
coming decades—as far as possible in the light of all its constitutional
obligations—on support to national, regional and global strategies for
attaining Health for All (Commonwealth Dept of Community Services
and Health 1988, p. 7).

The WHO encompasses six regions: Africa, the Americas, the East-
ern Mediterranean, Europe, South-East Asia and the Western Pacific. In
order to fulfil its objectives, the WHO adopts a managerial process that
involves a continuous process of programming by objectives and budget-
ing by programs. The process includes such components as policy
formulation, formulation of the general program of work, medium-term
programs, program budgeting, implementation, evaluation and informa-
tion support (Commonwealth Dept of Community Services and Health
1988, p. 29). The Executive Board of the WHO is required by the
WHO'’s Constitution to submit to the World Health Assembly for
consideration and approval a general program of work covering a period
of approximately six years. The Global Strategy of Health for All by the
Year 2000 spans three general programs of work. All programs are the
end-product of an assessment of global and regional health policies and
the needs of member states, and of an evaluation of previous general
programs of work. They are based upon an assessment of information
derived from a variety of sources including member states, statistical year
books and reports of the Director-General and Regional Directors. The
program of work describes global themes as well as objectives, targets
and approaches in general terms. General programs of work comprise a
number of individual programs, each consisting of organised activities
directed towards the attainment of specific objectives (Dept of Commu-
nity Services and Health 1988, p. 30).

In line with this planned, rational approach, the WHO, through the
Healthy Cities project, has sought to translate the WHO Health for All
strategy and the so-called ‘38 European targets for health for all’ into
local programs (Ashton 1992a, p. 5). The vocabulary that is adopted in
its published documents reflects the WHOQ’s strategic planning strategy,
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involving reference to ‘mission statements’ (‘to build a new public health
movement in the cities of Europe and to make health everyone's business
at the city level’), ‘five-year plans’, and ‘multi-city action plans’ (Tsouros
1990a, pp. 23-9). At the time of its inception, it was announced that
a ‘minimal set of indicators for cities involved in the project’ was to be
developed in respect to such aspects as the extent of intersectoral
collaboration and emphasis on ‘healthy public policy’, the quality of the
physical environment and of infrastructure and housing, the quality of
the social environment ‘including levels of psychosocial stress and qual-
ities of social support services and integration’, ‘traditional health
indicators’ (mortality and morbidity), and ‘new health promotion indi-
cators’ such as dietary habits and participation in physical exercise
(Ashton et al. 1986, pp. 320-1). Project cities have been designated
according to their commitment to formulating and implementing ‘inter-
sectoral health promotion plans with a strong environmental health
component, based on WHO policies and strategies and with active
community involvement’, reporting back regularly on the progress
achieved and sharing information and experience with other participat-
ing cities, supporting the development of national ‘networks’ of healthy
cities, carrying out population health surveys, developing active working
links with other project cities fostering technical and cultural exchange,
and hosting Healthy Cities meetings and events (Tsouros 1990a, p. 22;
Draper et al. 1993, p. 9).

The first phase of the Healthy Cities project, involving 30 cities
from 16 countries, was implemented between 1987 and 1992. Although
the WHO Europe had initially planned to reduce its role after 1992 to
one of partnership with a ‘free-standing office/organisation’, it decided
to continue funding of the project for another five years. An increase
in the number of participating cities (to 42) and countries (to 23} in
the second phase of the project covering the period 1993 until 1998,
gives only a very partial indication of the growing momentum of the
Healthy Cities phenomenon. Many more cities than the Healthy Cities
project could manage showed interest in the concept of the healthy city,
and have demonstrated their support for it by undertaking activities
similar to those of the WHO project, and by their involvement in
national and international ‘networks’ of healthy cities. Although there
ate varying estimates of the total number of cities linked via these
‘networks’, available figures suggest that, by 1994, there were between
500 and 600 cities throughout Europe and between 200 and 300 cities
in other parts of the world, spanning North America, Latin America,
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South-East Asia, the Middle East, Africa and the Pacific region (Tsouros
1994, pp. 1, 4; Goldstein 1995, p. 3).

Because the Healthy Cities concept and project has been so popular,
and because there has been the rapid development of ‘networks’ between
cities, some commentators have begun to talk of a healthy cities move-
ment (for example, Goumans 1992, p. 274). The use of the language of
the ‘new’ social movements, the adoption of the ecological view of
health, and the appeal to subjective health and to ‘grass-roots’ action
all help support the view that Healthy Cities is a social movement for
change (see, for example, Burgmann 1993). As Baum warns, however,
the appeal to universalism and altruism in professional discourses should
be treated with some caution since it can serve to conceal the expansion
of bureaucratic and professional control (1993, p. 36). The development
of Healthy Cities ‘networks’, which is widely seen as tangible evidence
of a social movement, is a clear case in point. Ostensibly established for
the sharing of information, knowledge and skills between participating
cities, national and international! ‘networks’ can be seen to have
extended the panoptic gaze of experts to the global level, and to have
strengthened links between decision-makers at all levels (see Goumans
1992). The WHO has developed a program of action, and an accompa-
nying vocabulary, in respect to the development of these ‘networks’.

National networks are seen by the WHO as a way of expanding the
Healthy Cities ‘movement’ and of serving and supporting the needs of
cities participating at the national level. They are considered to be a means
of linking the participating cities to key national organisations and min-
istries and of adapting the project to the specific cultural and social
characteristics of each nation. This is justified on the basis that it enhances
the employment of national resources for the project as a whole. Inter-
national networks establish links both between individual cities and
between national networks. WHO publications refer to ‘twinning net-
works', whereby cities establish links with at least one and often several
cities, not only in their own WHO region (for example, the Russian city
of St Petersburg and the Spanish city of Barcelona) but also with other
regions (for example, Europe and North America). The ‘networks’ of the
Healthy Cities project bring together a vast number of agencies, both at
the national and international level. At the national level, ‘networks’ bring
together such groups as public health associations; municipal authorities;
universities; non-government organisations; and ministries with responsi-
bility for municipal affairs, planning, housing, environment, social services
and other key sectors. At the international level, ‘networks’ have been
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established between the WHO Europe and such bodies as the Council of
Europe, the Economic Commission for Europe, the Organization for Eco-
nomic Cooperation and Development (OECD), the United Nations
Development Program (UNDP) and the World Bank. The Healthy Cities
project is also linked, via ‘networks’, to international organisations that
deal specifically with cities or that are organisations of cities, such as the
World Association of the Major Metropolises (WHO 1991, pp. 15-25).

This whole edifice has facilitated the exchange of information and
resources among experts, and between experts and politicians and top
decision-makers in cities. The WHO openly acknowledges the potential
of the ‘networks’ to strengthen collaboration between project cities and
other agencies in the health and environment area (for example, the
OECD’s ‘ecological city’ project and the Sustainable Cities campaign that
was launched by the Directorate General 11 of the European Union)
(Tsouros 1995, p. 138). In the wake of the United Nations Conference
on Environment and Development (UNCED) in 1992 (the ‘Earth Summit
'92'), these organisations are increasingly involved in collaborative efforts
to improve the capacity of municipal government to manage the urban
environment (see Goldstein 1995, p. 7). The WHO has supported these
networking efforts by providing technical staff, ‘fact-finding’ and ‘consult-
ation missions’, training, and information and literature to countries that
are developing new national networks or strengthening existing ones
(Goldstein 1995, pp. 6-7; Tsouros 1995, p. 135). It has also set up
‘collaborating centres’ that provide information to ‘network’ members on
Healthy Cities research, projects, policies, conferences, and so on, via a
regular printed newsletter (Research for Healthy Cities) and the electronic
services of the Intemet.

The term ‘network’ has strong democratic overtones, which has
strong appeal for those seeking alternatives to expert and bureaucratic
control, since it implies equitable access to information, mutual support,
and a spirit of solidarity and collaborative effort. However, rather than
broadening access to information and other resources, these ‘networks’
reinforce the control of knowledge and resources in the hands of experts,
administrators and politicians, and serve to widen the gap between the
‘information rich’ and the ‘information poor’.

THE PROBLEM OF MANAGING ‘ECO-CRISIS’

The level of interest in Healthy Cities both as a concept and project
has been rather phenomenal, and stands in need of explanation. What
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then is the particular context that has given rise to concerns about the
‘healthy’ city and that has shaped the development of policy? Of crucial
importance has been the growing concern, evident since the mid 1980s,
about global ‘eco-crisis’ and its influence on health. During this period
an increasing number of government inquiries and expert commissions
were set up to inquire into and report upon the dimensions of this crisis.
A significant early event in the development of the Healthy Cities
concept, according to documented histories, was a conference in Lisbon,
Portugal, in 1986 at which representatives of 21 cities met to explore
ideas about the ‘healthy’ city and ways in which the project might
usefully proceed. As the authors of a 1986 article prophesied, the Lisbon
symposium was to be something of a watershed in the development of
the new public health, but perhaps not in quite the ways or to the extent
envisaged by the proponents of Healthy Cities. In this article, there was
reference to ‘crisis in cities throughout the world’ which ‘posfed] the
possibility of real change at the present time’, although details of
the nature of this ‘crisis’ were not spelt out in this particular article
(Ashton et al. 1986, p. 322). A few years later, in a more detailed
discussion, Ashton and Seymour refer to a number of conditions influ-
encing the policy environment: the global fuel crisis of the mid 1970s,
the growing awareness of the limits of technologically based medical
care, the publication of the Health for All strategy in a more accessible
form in 1983 and a growing awareness of the benefits to be had from
an environmental approach to health (1988, p. 153). These specific
concerns can be seen to be manifestations of a more general concern
that the global ecological system had just about reached the limit of its
sustainability.

Pressure for changes to established patterns of production and con-
sumption linked to rich urban lifestyles had been building up throughout
the 1970s and 1980s. The Ottawa Charter for Health Promotion (1986),
and the Earth Summit '92 are significant indications of international
concern about resource depletion, pollution and the creation of
unhealthy living conditions and environments, especially in urban areas.
As explained in Chapter 4, this generalised anxiety about risks resulting
from the influence of modern industrial processes and lifestyles on the
global ecosystem is reflected in a number of sociological writings pub-
lished in the English-speaking world in the early 1990s (for example,
Giddens 1991; Beck 1992; Beck et al. 1994). Concern about such issues
as global pollution, loss of biodiversity, ‘acid rain’, global warming and
the ‘greenhouse effect’ was becoming more evident throughout the 1980s
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and early 1990s both in expert discourse and in the popular media.
McMichael’s comment that these environmental problems ‘reflect the
systemic overloading of the “carrying capacity” of Earth'’s natural systems’
(1993b, p. 1) reflects a widely shared view on the origins of the
‘eco-crisis’.

In many discussions, including the sociological contributions of Beck
and Giddens, processes of modernisation, including technological inno-
vation and rapid population growth, have been implicated either
implicitly or explicitly in the creation of environment risk and of a
general climate of uncertainty. In the WHO report, Potential Health
Effects of Climatic Change, it is stated that

human activities have influenced the environment since the first settle-
ments were built and the land cultivated. At that time, the changes
were relatively small and were absorbed by the resilience of the envi-
ronment. Today, however, it is clear that the effects of the unlimited
growth of the human population, and of recent unrestricted technolog-
ical advances, have had a much greater impact on the environment and
may well exceed its capacity to absorb them. The human race is the
sole protector of the environment, with the capability to plan wisely, to
conserve providently, and to develop prudently. Conversely, it is also

capable of polluting or even destroying the environment through greed,
ignorance, or indifference. (WHO 1990b, p. 1)

In the 1980s and early 1990s, many government inquiries, WHO reports
and other expert commentaries began to draw attention to the links
between ‘systemic overloading’ and urban processes, particularly indus-
trial processes and patterns of consumption. The city was being seen as
both a major component, and a microcosm, of ‘natural’ systems ‘gone
wrong’, and consequently became a focus for generalised concerns about
managing the ‘eco-crisis’. More specifically, it was the ‘lifestyles’ of city
citizens that were of major concern. As Ashton observes, there has been
increasing recognition that ‘crises’ such as those described above ‘are, in
large part, the results of the lifestyle and expectations of city-dwellers
and of the way in which they affect patterns of agriculture and world
development’ (1992a, p. 7). While public health experts have derived
hope and inspiration from the nineteenth-century environmental reform-
ers, they have recognised the limits of the theory and practice implied
by their predecessors’ sanitary ideal; that is, using engineering solutions
to control the influence of the ‘natural’ environment on humans. In a
context of heightened concerns about rapid urban growth and the
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resulting incapacity of biological systems to cope, a new model of public
health reform was needed.

Inverting the nineteenth-century concemns about the incursion of
‘nature’ into bodies, attention shifted to concerns about the intrusion of
those bodies into nature (see Chapter 4). The Ottawa Charter for Health
Promotion, and the WHO Healthy Cities project, both launched in
1986, signalled the beginnings of systematic institutional responses to
these perceived risks of human intrusions into the ‘natural’ environment.
Since then, there has been a burgeoning of expert interest and activities
{publications, conferences, and government inquiries and commissions)
focusing on the environmental threats posed in particular by industrial
activities and rapid population growth, especially in urban areas; for
example, the health effects of energy use and of land degradation (Ewan
et al. 1991; National Health and Medical Research Council 1992; WHO
1992a; National Commission on the Environment 1993).

The First European Conference on Environment and Health articu-
lated some of these major concerns (WHQO 1990a). It adopted a broad
definition of ‘environmental health’ to include ‘both the direct patho-
logical effects of chemicals, radiation and some biological agents, and
the effects (often indirect) on health and wellbeing of the broad physical,
psychological, social and aesthetic environment, which includes housing,
urban development, land use and transport’ (WHO 19903, p. 18). As
we pointed out in Chapter 4, this definition leaves few areas of the
‘built’ and ‘natural’ environment not relevant to the environmental
health agenda. As an outcome of this conference, member states of the
European Region of the WHO adopted a European Charter on Envi-
ronment and Health which avowedly signalled their commitment to
action. The Charter’s list of ‘priority areas for action’ gives some insight
into the nature and scope of issues of concern:

e global disturbances to the environment such as the destruction of
the ozone layer and climatic change;

e urban development, planning and renewal to promote health and
wellbeing;

¢ safe and adequate drinking-water supplies . . . together with hygienic
waste disposal for all urban and rural communities;

e water quality in relation to surface, ground, coastal and recreational
waters;

¢ microbiological and chemical safety of food;
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e the environment and health impact of:
- various energy options
— transport, especially road transport
— agricultural practices, including the use of fertilizers and pesti-
cides, and waste disposal;

e air quality on the basis of the WHO Air Quality Guidelines for Europe,
especially in relation to oxides of sulfur and nitrogen, the photo-
chemical oxidants (‘summer smog’) and volatile organic compounds;

e indoor air quality (residential, recreational and occupational),
including the effects of radon, passive smoking and chemicals;

e persistent chemicals and those causing chronic effects;

o hazardous wastes including management, transport and disposal;

¢ biotechnology and in particular genetically modified organisms;

e contingency planning for and in response to accidents and disasters;

e cleaner technologies as preventive measures. (WHO 1990a, pp.12-
13)

All these problems are thought to be linked to some degree to distinctly
urban resource use and patterns of living. Problems are attributed in
particular to rapid urban growth which is seen to lead to ‘overconsump-
tion’, depletion of non-renewable resources, and degradation of soil and
water; in short, ‘systemic overloading’. Recognition of the contribution
of the urban environment has provided something of a dilemma for
authorities, however, since it carries the politically unpalatable implica-
tion that there is a need for radical changes in economic policies and
in the lifestyles of a large segment of the population in the wealthier
urban centres. The various expert commissions that have been appointed
to report on the ‘eco-crisis’ have tended to offer qualified appraisals of
the contribution of urbanisation to environmental and health problems.

A number of expert commissions have noted that it is not urbanisa-
tion per se that is the problem, but rather the processes of managing
the city environment. In some cases, urbanisation has been depicted as
beneficial for both health and the environment, although this temains
a minority position. The WHO Commission on Health and Environ-
ment, for example, comments that:

Rapidly growing urban centres pose a particular challenge for environ-
mental health. As well as being an essential part of economic
development, urbanization can bring major benefits to health and the
environment. The concentration of production and of population lowers
unit costs for the supply of piped water and health services, for many
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forms of sanitation system, and for the collection and treatment of
household and commercial wastes. But in the absence of government
action to provide the infrastructure, services, and control of pollution
on which health and environment depend, environmental health prob-
lems are greatly increased, because of the high concentration of
industrial, commercial, and residential wastes. (WHO 1992a, pp. 197-8)

As this suggests, control of risks to ‘the environment’, and hence to
humans, has been seen to be achievable through rational administration.
However, cities are seen to be ungovernable because responses are locked
into old conceptions of problems. In order to understand the systemic
and ecological complexity of the current urban society, the public health
experts argue, there is a need to view the city as an ecological whole
and develop appropriate techniques of governance (Duhl 1993, p. 113).
What is needed are new forms of social organisation, and policies that
take the ‘green’ message seriously and put health on the agenda of a
whole range of different activities.

It was against the background of these particular configurations of
concerns and events that the ‘healthy’ city emerged as an object of a
particular kind of understanding and action. The stated rationale for
focusing on the city in the Healthy Cities project is that, as the local
accountable administrative level, it has access to a wide range of
resources and networks and ‘can act as a facilitator, mediator and
advocate for improving its citizen’s health’ (see, for example, Ashton &
Seymour 1988, p. 154). More specifically, it is seen to be the most
effective site for engaging citizens in the active pursuit of their own and
others’ health and well-being. Because the city is a place with which its
citizens strongly identify, it is believed to offer good prospects for
participation harnessed to ‘the neighbourhood’ or ‘civic pride’ (Ashton
et al. 1986). In city planning processes, the value of making health a
reference point for all decision making can be demonstrated in the
development of ‘healthy public policy’ (Curtice 1993, p. 38). As the
Ottawa Charter states, healthy public policy

puts health on the agenda of policy makers in all sectors and at all
levels, directing them to be aware of the health consequences of their
decisions and to accept their responsibilities for health . . . The aim
must be to make the healthier choice the easier choice for policy makers

as well [as for individuals]. (WHO 1986)

Nancy Milio, who has been one of the most articulate advocates of
‘healthy public policy’, and has in fact been widely credited with coining
this term, sees the task of public policy as ‘creating environments’ so
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that ‘individuals would be better able to develop and pursue their
personal views of “health”™’. As she puts it, although governments cannot
assure that every individual attains personally defined ‘health’, they at
least have the responsibility to ‘establish environments that make pos-
sible an attainable level of health for the total population’ (Milio 1986,
pp. 4-5). In her view, ‘healthy’ cities provide visible, tangible evidence
of how resources may be mustered and utilised in ‘health-supporting
ways'. That is, ‘their efforts are the focus of research on not only what
they do but how they do it’ (Milio 1990, p. 295 [original emphases]).

According to the rhetoric, ‘healthy public policy’ involves ‘inter-
sectoral’” action; that is, it is not confined to the conventional sphere of
health policy. It is also collaborative in strategy, involving many levels
and areas of government, voluntary, economic and community groups
(Milio 1986, p. 9). In a review of Healthy Cities as it operated between
1987 and 1990, the WHO reaffirmed its

political support for the strengthening of intersectoral action on the
broader determinants of health and for exploring with our city councils
or other city authorities ways to make health and environmental impact
assessment part of all urban planning decisions, policies and programmes.
(Tsouros 19903, p. 14)

In the review report, it was noted that present systems of organisation
are based on nineteenth-century concepts of bureaucracy, disciplinary
specialisation, and sectoral analysis, which needed to be jettisoned in
favour of ‘mew, holistic, flexible approaches’ (1990a, p. 19). As is
explained in this report,

the old system of organization by professional department and by sector
has to be complemented by new approaches to such health issues as
equity, sustainability, safety and mobility. These issues cut across the
old departmental lines and indeed across the different sectors—pubilic,
private, voluntary and community. None can be addressed by one
department of government alone, nor indeed by city government alone.
The whole community has to be mobilized and the efforts of all sectors
and departments have to be combined and focused. (Tsouros 1990a,
p. 19)

This new holistic approach calls on everyone to play their part in the
collaborative effort of advancing the population’s health. The achieve-
ment of the Healthy City, as this quotation implies, calls for nothing
short of the total reordering of society.
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THE ‘GREENING’ OF PUBLIC HEALTH

The ‘greening of public health’, as some writers have dubbed this broad
environmental and policy project, has led to the targeting of such diverse
areas of activity and policy as food production, parenting practices,
economic policy, workplace practices, media policy, energy use, transport
policy, the global arms trade, Third World debt, town planning and
building design (see Badura & Kickbusch 1991; Draper 1991). It implies
a large-scale reorganisation of institutions, and cooperative endeavours
between members of ‘the community’ and experts drawn from such
diverse areas as transport planning, engineering, architecture, agriculture,
banking, social work, media and communication, community arts, town
planning and local government. Its emergence in Healthy Cities would
seem to imply a rethinking of ‘the political’, in particular about how the
non-party politics of the environmental and policy aspects of public
health can be defined (Draper 1991, p. 19). Thus far, this has proved
difficult in practice, according to at least one account, because of
entrenched interests of traditional sectors and because of difficulties in
gaining political acceptance for the idea and in shifting resources
(Tsouros 1990a, p. 62). Nevertheless, these ideals continue to hold sway
in the discourse of the ‘healthy’ city, and are seen as fundamental to the
fulfilment of the goal of Health for All.

The adoption of the language and rhetoric of ecological politics in
Healthy Cities has ensured broad political support for the concept and
project both among politicians and among members of the general
public. The holistic credo of Healthy Cities is seen to be congruent with
the ecological philosophies of the international ‘green movement’ and
of ‘responsible environmental management’. The fact that tends to be
overlooked, however, is that ‘green’ has many shades, and that there are
different political positions on the determinants of and solutions to the
current ‘eco-crisis’. When examined closely, many cutrent eco-political
positions carry implications that would seem to be greatly at odds with
the stated ideals of Healthy Cities and the new public health; particularly
the Health for All emphasis on reducing inequalities in health. A
number of ecological feminists have pointed out that many ‘mainstream’
ecological movements fail to establish connections between forms of
domination—patticularly the domination of women—and the domina-
tion of the non-human ‘natural’ environment. Warren argues that any
environmental philosophy that fails to include the recognition of all
ecosystems (‘whether understood as organisms, individuals, populations,
communities and their interactions, or as nutrient flows among entities
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“in the biospherical net of relationships”') is inadequate (1994, p. 2).
An adequate environmental philosophy, she argues, needs to attend to
the connections between all systems of domination, including racism,
classism, ageism, ethnocentrism, imperialism and colonialism as well as
sexism (1994, p. 2).

‘Deep Ecology’, one school of radical ecological thought popular
among many white, middle-class activists and academics in the United
States, Europe and Australia, has been criticised for its failure to ade-
quately theorise connections of this kind. According to one eco-feminist
commentator, its emphasis on the ‘population problem’ as the central
causative factor in the destruction of the biosphere and wilderness areas
can be seen to involve a ‘one-dimensional characterisation’ of the
problem (Plumwood 1994, p. 93). In this perspective, because of their
inability to appreciate the earth’s ‘natural carrying capacity’, ‘humans’
selfishly reproduce more of their species than can be supported by the
biosphere. There is no critical analysis of the complex factors contrib-
uting to the size of population or of the concepts of ‘carrying capacity’
and ‘standard of living’ which are always based on evaluations about
how ‘humans’ will have an influence on particular habitats (Plumwood
1994, p. 93).

As Plumwood points out, Deep Ecologists tend to register the ill-
effects of population growth as a consequence of a battle between
‘humans’ and ‘nature’. ‘Humans’, however, are not an undifferentiated
group. Arguments about population size have tended to be advanced by
certain dominant groups in the wealthy Western world who are con-
cerned abouit the ultimate impact of growth of the populations of poorer
developing countries on their own lifestyles, and who show ignorance
of the economic and other factors that underlie and sustain high
population growth; for example, the importance of large families for
economic survival in a context of high infant mortality. Such arguments
are often underpinned by racism, and do nothing to advance the position
of people, mainly women, who frequently live in poor socioeconomic
circumstances and suffer various forms of sexual abuse. Arguments about
the ‘population problem’ have often been used to support coercive
policies such as forced sterilisation of poorer peoples, and have led some
ecologists to propose that the global HIV/AIDS epidemic and the
outbreak of famine in developing countries are ‘necessary solutions’ to
the ‘population problem’ (Plumwood 1994, p. 92; Petersen 1994a,
pp. 43-5).
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So too, as we argued in Chapter 4, the concept of ‘nature’ is by no
means stable, varying through time and across society. In the modem,
industrially developed Western world, ‘nature’ is seen as something that
is outside ‘society’, that should be subdued and controlled but also
protected. Modernity has involved the belief that human progress should
be measured and evaluated in terms of human domination of ‘nature’
rather than in terms of the transformation of the relationship between
humans and ‘nature’ (Lash & Urry 1994, p. 293).

The complexity of eco-political positions not acknowledged in the
discourse of Healthy Cities has become apparent during discussions about
‘ecologically sustainable development’ (ESD) (or simply ‘sustainable
development’). An examination of some of the debates about ESD
underlines just how contentious is the notion of ‘responsible environ-
mental management’, especially when the dominant Western model of
development is put under scrutiny. The question of exactly what ESD
means in practice, particularly for the mass of the population who live
in urban areas, is the subject of continuing political dispute. Any
definition of sustainable development depends upon the definition of
development and of its desirability, and of what is to be sustained: high
levels of ‘development’, or the fulfilment of human needs. Definitions
of wealth, need, scarcity, well-being, and so on, vary according to culture
(Braidotti et al. 1994, p. 113).

In a report by the American National Commission on the Environ-
ment, it is noted that

economic and environmental well-being are mutually reinforcing goals
that must be pursued simultaneously if either is to be achieved. Economic
growth cannot be sustained if it continues to undermine the healthy
functioning of the Earth'’s natural systems or to exhaust natural resources.
By the same token, only healthy economies can generate the resources
necessary for investments in environmental protection. (National Com-
mission on the Environment 1993, ‘Summary statement’, p. 5)

In this view, it makes no sense to separate economic and environmental
goals, since ‘long-term growth depends on a sound environment, and
resources to protect the environment will be forthcoming only from a
strong economy’ (National Commission on the Environment 1993,
p. 14). Significantly, in this report ‘poverty’ is identified as ‘the enemy
of the environment’ and consequently, it is argued, ‘one of the principle
objectives of environmental policy must be to ensure a decent standard
of living for all’ (1993, p. 5). The underlying theory of development
here is ‘the trickle-down’ effect, which assumes that all economic and
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social problems can be solved within existing capitalist arrangements.
Given the long history of the Western model of development in the
United States, it is hardly surprising that there has been a guarded
response by authorities to suggestions that existing economic processes
themselves might be implicated in environmental problems and should
therefore be curtailed.

A competing, and less economically constrained, conception of ESD
has been proposed by the Brundlandt report; that is, development that
‘meets the needs of the present without constraining the ability of future
generations to meet their own needs’ (World Commission on Environ-
ment and Development (WCED) 1987). The Brundlandt report refers
to ‘Our Common Future’, underlining the global character of certain of
the threats posed to ‘nature’, in particular the ‘nuclear’ threat. This
definition carries the implication that the conventional model of ‘devel-
opment’ does need to be curtailed and that its underlying assumptions
need to be questioned. It implies that present citizens assume responsi-
bility for the health and well-being of future generations by collectively
adopting the role of ‘environmental stewards’, which implies some degree
of collective ‘self-sacrifice’.

This particular definition has strong appeal within sections of the
new public health, implying as it does a global or ‘holistic’ philosophy
and a concern with cross-generational solidarity (that is, the future of
‘our children and their children’) (Lash & Urry 1994, pp. 298-9). The
Brundlandt definition, however, is based on an abstract (that is, univer-
sal) notion of the citizen, without allowing any recognition of the fact
that there are many different current subject positions vis-a-vis ‘devel-
opment’ and ‘the environment’ both within and between countries. For
a start, there is no consensus among present governments about the
seriousness of problems concerning environmental degradation and loss
of biodiversity, and about what needs to be done to redress them. We
have already discussed some of the problems and implications of the
emphasis on the ‘population problem’ as the cause of environmental
problems, such as the failure to examine the factors underlying popula-
tion growth, and the underlying racism informing the discourse. In the
event, many developing countries do not see why their economic devel-
opment should be limited by constraints imposed by wealthier countries
who are seen to have largely contributed to problems of environmental
degradation in the first place. The governments of many developing
countries have linked changes to bring about ‘sustainable development’
to other needed changes, such as the net transfer of resources from
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developed to developing countries, and to the deteriorating terms of
trade. Understandably, they baulk at the financial commitment that is
required for energy-saving measures and forest protection (Ewan et al.
1993, p. 9).

Many of these competing conceptions of sustainable development
were evident at the Earth Summit '92 and the parallel conference, the
Global Forum. The Earth Summit was to provide the opportunity for
affirming the responsibility of all peoples to protect the planet for present
and future generations. As Porras explains, ‘the environment’ provided
a rallying point in calls for a ‘new globalism’ based upon ideals of sharing,
common interests and long-term perspectives (1993, p. 21). Political
positions on the relative importance of ‘the environment’ and ‘develop-
ment’, however, soon polarised around various axes. Negotiations of the
Rio Declaration took on an essentially bipolar North-South character.
Arguments assumed that a country was either ‘developed’ or ‘developing’
holding either a developed (pro-environmentfanti-development) posi-
tion or a developing (anti-environment/pro-development) position. This
had the effect of stifling debate about other possible alignments and
dichotomies that did not fit in with the primary North-South divide
(Porras 1993, p. 23).

A large contingent of non-government representatives, including the
business community, churches, youth groups, different United Nations
institutions and women’s groups, held differing and often contradictory
positions that often did not correspond to the North-South divide. For
example, the international business community sought ways of integrat-
ing environmental concerns into industry in order to establish a niche
market of ‘green’ production and consumption in the North; while
women across all divides pointed to the inextricable link between the
crisis in development and the ‘eco-crisis’, on the one hand—and mili-
tarism, the nuclear threat, violation of human rights and the domination
of women, on the other (Braidotti et al. 1994, p. 5). All these different
political positions carry very different implications for ‘the environment’,
for relations between nations and for relations between different social
categories. As it turned out, although the conference did result in
consensus about large measures that may result in ‘environmental pro-
tection’ and sustainable development, the text of the Rio Declaration
reflects ‘uneasy compromises, delicately balanced interests, and dimly
discernible contradictions’, that offered no fundamental threat to the
dominant Western model of development or to the dominant relations



144 THE NEW PUBLIC HEALTH

of power both within and between 'developed’ and ‘developing’ countries
(Porras 1993, p. 23).

These complexities and implications of different eco-political posi-
tions do not figure in the discourse of Healthy Cities. As argued in
Chapter 4, in the new public health as a whole there has been a tendency
to view human society and the ‘natural’ environment as conceptually
distinct, as is evident in calls for efforts to ‘save the environment’. Its
ecological politics is based upon a view that problems can be solved
through scientific understanding of issues, the management of ‘the
environment’, and the structuring of individual choices through public
policy (‘healthy public policy’). Despite claims that Healthy Cities
represents a departure from nineteenth-century (modernist) conceptions
of society and of approaches to problems, its ecological and rational
approach to problems draws heavily upon modernist assumptions. As
such, it offers no fundamental challenge to the hierarchies of power that
underpin many of the problems that have come to be identified as part
of the crisis of modern urban life, such as inequalities in health and
environmental degradation.

CONCLUDING COMMENTS

In the above analysis of Healthy Cities as both a concept and project,
we have sought to underline and illustrate a number of points that we
have made in earlier chapters, particularly the new public health’s
deployment of modernist conceptions and strategies, and the context of
concerns about ‘the environment’ and environmental risk. The assump-
tion that problems can ultimately be controlled through expert
knowledges and the ordering of bodies and spaces within the ‘organism’
of the city was shown to have emerged with the Enlightenment, and to
have effectively set limits on explanations of the body politic. Although
the rhetoric of the new public health suggests a break with the traditions
of nineteenth-century thinking about the city and its processes, we have
emphasised a continuing modernist preoccupation with the functioning
of city systems, with scientific explanations, and with the search for
technical-rational ‘fixes’. Thus, despite the use in policy documents of
language generally associated with radical social movements, such as
‘collaboration’ and ‘networks’, the rationale and approach of the Healthy
Cities project show that this new public health initiative has been very
much in line with the conceptions and goals of the chief sponsoring
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organisation, the WHQO, which adopts a fundamentally modernist
approach to problems.

In examining the global context shaping contemporary concerns
about the ‘healthy’ city, we have emphasised the significance of perceived
threats posed by urban growth and unsustainable patterns of resource
use. A sense of ‘crisis’ about the incapacity of natural systems to cope
(‘systemic overloading’) has lent urgency to the effort to find rational
solutions to problems. In this context, the rhetoric of ‘green’ politics has
obvious broad appeal and helps give legitimacy to new public health
initiatives. As we have pointed out, however, the discourse of Healthy
Cities does not acknowledge the complexity of contemporary eco-polit-
ical positions that may conflict with stated new public health ideals.
Concerns about ‘eco-crisis’, particularly among peoples living in the
privileged developed world, have led, not to a radical reassessment of
the concepts of the social and social change, nor to the widespread
abandonment of modernist ideals, but rather to a concentration of efforts
on new, more effective forms of social regulation that continue to support
privileged groups over disadvantaged groups. In expert discussions, it is
assumed that problems can be solved through a politics of consensus and
the engineering of social conditions particularly so as to encourage
individuals to manage their own relationship to risk. Healthy Cities
advocates have made no effort to rethink the concept of the city itself
or to critically appraise the politics of the new public health as a whole.
Indeed, as we go on to explain in the next chapter, there has been a
noticeable absence of critical reflection upon the utility and implications
of one of the basic concepts of Healthy Cities and the new public health:
‘community participation’.



6 The duty to participate

Health for all will be achieved by people themselves. A well informed,
well motivated and actively participating community is a key element
for the attainment of the common goal. (Principle, WHO, Health for
All)

Community participation is one of the key planks of the new public
health, figuring prominently in both the Ottawa Charter for Health
Promotion and the WHO's Health for All strategy. The focus on
‘communities’ and on ‘participation’ is neither new nor restricted to the
new public health. In fact, within Western thought these concepts have
long informed discussions regarding the development of democratic
processes. Recently, however, there has been something of a revival of
interest in ‘community participation’, and this is nowhere more apparent
than in discussions surrounding Healthy Cities. The focus on ‘community
participation’ is seen as evidence of the democratic nature of Healthy
Cities and the new public health and of the close alignment of the new
public health with other social movements. By allowing ‘the community’
to have a greater say in the shaping of all policies influencing health,
so its advocates claim, it represents a break with earlier traditions of
public health which have had more to do with ‘top-down’ social engi-
neering and the management of the physical environment.

In this chapter we ask what ‘participation’ means in a context
dominated by expertise, competitive individualism, and neo-liberal dem-
ocratic structures and values. Participation has become not simply a right,
but a duty, and great efforts have been made, increasingly through
strategies such as the Healthy Cities project, to engage all citizens in
the task of creating a ‘healthier’, ‘more sustainable’ environment.
Although public health experts have reported problems with this
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strategy, they have not reflected upon the limitations and implications
of theit own discourse. As we argue, the discourse of active citizenship
has constrained thinking about alternative forms of political interven-
tion, and has served to obscure the personal and interpersonal demands
and responsibilities required of those who are called upon to conform to
the participatory ideal. We also make some critical observations on the
assumed ‘community’ that is called upon to ‘participate’. We suggest that
while reference to ‘community’ can be usefully employed by groups in
seeking to making visible their identity and in advancing their claims
to disadvantage and marginalisation, the particular concept of commu-
nity adopted in the new public health is narrowly defined and imposed,
giving priority to locality over other criteria as the basis for identity. In
conclusion, we argue that ‘community participation’ is part of a discourse
of liberation that needs more critical scrutiny by those in the new public
health for its unacknowledged implications, its potential for discrimina-
tion and its regulatory effects.

THE PARTICIPATORY IMPERATIVE

Within liberal democratic societies the concept of participation has a
long history, but its meanings and implications are by no means uncon-
tested. As it is typically used in the dominant discourse of democracy,
‘participation’ implies full and open debate of issues and decentred
processes of decision making, allowing for a broad base of citizen involve-
ment in a range of activities, including service delivery, management of
resources, and cultural activities. Both Young (1990) and Pateman
(1970) have discussed at some length the liberal democratic assumptions
underlying the contemporary concept of participation. As Young argues,
according to liberal democratic theory citizenship rights are demonstrated
through exercising the opportunity for citizens to ‘participate’ in pro-
cesses of collective decision-making. It is seen as important that
democracies foster the development of citizens’ capacities for appreciat-
ing their needs in relation to the needs of others and for appreciating
the relation of others to social institutions. Only through ‘participation’
can citizens gain a sense of their relationship to social institutions and
an appreciation that social relations are not natural and immutable but
are subject to construction and change.

According to Pateman, the major function of participation in the
theory of participatory democracy is an educative one: to instil in citizens
the very qualities necessary for a democratic polity, such as individual
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attitudes and psychological qualities, and to enable citizens to gain
practice in democratic skills and procedures. The existence of repre-
sentative institutions at national level is not sufficient for democracy
(Pateman 1970, pp. 42-3). Participatory democracy is seen as a prereq-
uisite for distributive justice. This is because the only ground for claiming
that a policy or a decision is ‘just’ is that it has been arrived at by virtue
of all those who are affected by the decisions being free to express their
needs and points of view (Young 1990, pp. 92-3). Many groups have,
however, expressed scepticism about the justice of participatory democ-
racy because they doubt that its processes in fact lead to just outcomes.
The assumption that local decision-making necessarily leads to distrib-
utive justice has, in particular, been questioned. Permitting autonomous
local control over resources when resources are unequally distributed
among locales is likely to produce exploitation rather than justice (Young
1990, p. 94).

Participation often amounts to little more than tokenism, where
affected people may be consulted to a limited extent but have no real
power to affect decisions, and may even be co-opted into the power
structure that they set out to oppose (Ife 1995, p. 113). This is evident,
for example, in those government-sponsored programs going by the name
of ‘community development’. Citizens have often been encouraged to
partake in decision-making processes only insofar as this is in line with
predefined and delimited governmental objectives (see our comments on
this below.) Feminists have drawn attention to the limitations of a
conception of participation that implicitly excludes women from a role
in the most important areas of public decision-making. As Pateman and
other feminist political theorists have stressed, the abstract actor of
liberal democratic theory is a male subject who, unlike the female
subject, is regarded as relatively unconstrained in public life and rela-
tively unburdened by the demands of private life (for example, Pateman
1989; Young 1990). Gay men and lesbians have also emphasised the
restricted and exclusive nature of the discourse of participation. Their
struggle for civil rights and entrée to electoral politics forcefully under-
lines just how limited is the conception of ‘participation’ for those who
do not subscribe to dominant heterosexual norms (see, for example,
Adam 1995). With the winding back of the welfare state from the mid
1970s onwards, and with the concerted attacks of conservative forces on
even fundamental citizen rights (that is, the right to a basic standard of
living), welfare activists have joined the chorus of those who have
challenged the orthodoxy of neo-liberal democratic discourse. In light
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of these criticisms, the notion of participatory rights begins to look flimsy.
Indeed, close examination of Healthy Cities and new public health
literature shows that the discourse of participatory rights has been
circumscribed by a discourse of citizen duties.

During the 1980s and early 1990s, ‘participation’ came to be seen as
imperative to the enterprise of public health, especially to Health for
All. The WHO Regional Office for Europe’s Target'’s for Health for All
notes that: ‘It is a basic tenet of the health for all philosophy that . . .
health developments in communities are made not only for but with
and by the people’ (WHO 1985, p. 11). This concem finds its clearest
expression in the discussions and activities relating to Healthy Cities.
Throughout much of Europe, North America, Australia, and increasingly
in developing countries, Healthy Cities is seen as the key means by
which ‘participation’ can be realised. The Health for All approach of
Healthy Cities is distinguished from earlier ‘top-down’, ‘paternalistic’
town planning—the ‘environmental determinism’ characteristic of the
period of sanitary reform—in terms of the emphasis on ‘citizen control’,
‘citizen participation’ or ‘active citizenship’ (Ashton & Seymour 1988,
p- 157; Bracht & Tsouros 1990; Pike et al. 1990, p. 17; Bracht 1991).
A ‘healthy’ city is defined not merely by the absence of disease, but also
by the involvement of all citizens in creating conditions for the promo-
tion of health and well-being. On the face of it, the emphasis on
‘participation’ in Healthy Cities and the new public health would indeed
seem to represent a departure from the nineteenth-century approach to
urban reform. It does not appear to utilise the organic conception of city
functioning (that is, the identification and segregation of pathological
spaces) described in the last chapter (but see our later comments under
‘Community, space and place’), and it rejects the physical engineering
approach to problems that distinguished the period of sanitary reform.
However, neither does the Health Cities project signal a rejection of the
rational administrative approach to problems that characterises moder-
nity. The Healthy Cities project has become one of the most important
administrative mechanisms by which authorities have sought to encour-
age citizen ‘participation’. Cities wishing to be designated as WHO
Healthy Cities are required by the WHO to demonstrate ‘commitment
to establish mechanisms for public participation’ (Draper et al. 1993,
p. 9).

The importance of ‘participation’ to the task of creating a ‘healthier’
and ‘more sustainable’ environment is underlined in the Report of the
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WHO Commission on Health and the Environment. As the Report
notes:

Participation can promote health and environmental quality because it
provides a means of organizing action and motivating individuals and
communities. It enables individuals and communities to shape policies
and projects to meet their priorities. Involvement in planning gives
people the possibility to influence choices about the use of limited
resources. Primary environmental care is one way of helping communi-
ties to apply their skills and knowledge to satisfy their own needs,
improve their own environment, and promote the sustainable use of
resources. Participatory political structures are a check on the abuse of
the environment, since citizens with clear rights and knowledge and
access to a legal system that allows speedy redress can exercise a powerful
restraint on those contravening health and environmental regulations.

(WHO 1992a, p. xxxi)

This quotation reveals a number of key assumptions underlying thinking
on ‘participation’, such as the idea that it is an ‘enabling’ process, which
will be the focus of discussion in the following section. The broad point
that it forcefully underlines is just how central ‘participation’ has become
to the environmental project of the new public health. If cities are to
be made ‘healthier’ and the environment ‘more sustainable’, so it is
argued, it is incumbent on individuals to work actively to shape policies
and projects through collaborative efforts with others. It is significant
that, in this quote, ‘participation’ is couched in terms of citizenship rights
and implied obligations (citizens with clear rights can exercise a restraint
over others, and so on). As argued eatlier, many contemporary societies
with developed welfare states are witnessing a redefinition of citizenship
rights, with a greater emphasis on duties implied by rights. Citizens, it
is argued, should consider the effect of their own ‘freedoms’ on others
and, where necessary, curb and change their own ‘unhealthy’, ‘risky’ and
‘ecologically damaging’ consumption (Roche 1992, p. 239). This rights
discourse, implying as it does a furthering of democratic processes and
the exercising of greater responsibility towards the ‘natural environment’,
clearly has broad appeal in many contemporary societies. As will become
apparent, however, it serves to obscure certain operations and effects of
power, particularly as they pertain between experts and non-experts.
One of the ways in which the WHO seeks to advance ‘participation’
is through the hosting of annual Healthy Cities symposia, where project
cities debate and exchange ideas about mechanisms for encouraging
‘participation’. From published proceedings of these symposia, it is clear
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that ‘participation’ increasingly is expected to take place at the outset,
in the development of a ‘city health plan’ which is conceived of as ‘the
city’s vision of health and the steps it intends to achieve it’ (WHO
1994, p. 11). The importance of ‘participation’ to this process was
emphasised, for example, at the 1994 Polish symposium, which was
convened in order to clarify the role and the skills required of all cities
in the Healthy Cities network to produce ‘city health profiles’ and ‘city
health plans’. In the resulting report it is stated that

A key aspect of city planning is the involvement of the community.
Participation is particularly important in all the development phases.
Community participation in health promotion has some basic require-
ments concerning the organisation of the work [of city planning],
including the following four:

o that the citizens know where to apply for participation;
o that authorities are co-operative;

® that the citizens know how to make themselves heard or how to get
involved,;

e that participation should be attractive to the citizen. (WHO 1994,
p. 15)

Given this rhetoric, it is curious that these symposia themselves have
remained largely inaccessible to all but the experts. Attendance at the
symposia is by invitation only and travel costs can be prohibitively
expensive. Moreover, the language tends to be restricted to English or
the language of the host country or both, and discussion tends to be
couched in the exclusivist jargon of the public health experts (personal
communication, Ruth Shean, Coordinator, Camden Healthy Cities Proj-
ect, London). The failure of the WHO to make its symposia open to
the involvement of a broader (non-expert) public reflects its unwilling-
ness to democratise its own processes in line with its espoused
philosophies. These symposia are not intended for critical reflection upon
and debate about the desirability of the WHO approach. They are
strategic planning sessions comprising largely senior politicians, directors
of health, city officials and project coordinators.

Project cities and other ‘network cities’ have sought to show how
they have ‘involved’ ‘the community’ in the development of city health
plans and in other health-promoting strategies. The Healthy Cities
literature reveals the adoption of a wide variety of mechanisms, reflect-
ing somewhat different conceptions of what ‘participation’ entails in
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practice. These include providing ‘information and documentation from
different sources’ through ‘direct communications (“phone, meetings,
lunches, etc.”) with potentially interested people on every possible
occasion’; posting ‘newsletters to every household to inform people and
encourage consultation of the public’; using local print media to
‘promotle] the philosophy of Healthy Cities as well as projects which
Healthy Cities was associated with’; placing ‘information posters [detail-
ing city health plans] in areas where there is frequent public access, such
as libraries, health centres, leisure centres, area offices, etc.’; facilitating
‘[community] participation in provincial conferences and conventions of
municipalities and community health organizations (presentations, work-
shops, exhibits, or just . . . chatting in hallways)’; setting up ‘Task
Groups’, ‘working groups' and ‘forums’ with ‘community input’; and
providing access to ‘community representatives’ on existing district and
regional ‘councils’ (see Baum, et al. 1990, p. 56; Fryer 1991, pp. 187-8;
Lacombe & Poirier 1992, p. 8; Chittagong City Corporation 1993, p. 34;
City of Liverpool undated, p. iii). In some instances (for example,
Glasgow in Scotland and Sheffield in England), ‘Community Support
Units’ have been established, and ‘facilitators’ have been recruited, to
hold ‘discussion groups’ and ‘focus groups’ with members of ‘the com-
munity’ and to design and distribute questionnaites. In other cities (for
example, Liverpool in England), emphasis has been placed on making
materials more ‘accessible’ by providing copies of the draft city health
plan in Braille, in languages other than English, on audio cassette and
in large print (see, for example, WHO 1994, p. 15; Laughlin & Black
1995, p. 118; City of Liverpool undated). Regardless of the specific
techniques adopted, it is considered important that cities wishing to be
designated ‘Healthy Cities’ demonstrate their commitment to the ideal
of participation by setting up formal mechanisms for ‘involving' ‘the
community’ in decisions about health planning.

EXPERTS’ ROLE IN THE ‘EMPOWERMENT' OF
CITIZENS

Against the background of the imperative to ‘participate’, the public
health experts have spent a great deal of effort exploring ways to
motivate and engage citizens. Adopting a vocabulary consistent with
what they see as their role in this democratising process, many experts
speak of ‘enabling’ or ‘empowering’ individuals and groups (for example,
Wallerstein 1993; Yeo 1993). More often than not, these terms are left
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undefined, or are at best loosely defined, both as concepts and as
processes. The Ottawa Charter for Health Promotion (WHO 1986),
"which is a widely cited source of reference in discussions of empower-
ment, has been criticised for its lack of specificity in defining basic terms.
As Stevenson and Burke point out, while the Charter equates commu-
nity empowerment with the community’s ‘ownership and control’ of its
‘own endeavours and destinies’, the means of effecting empowerment are
not specified by the Charter (1991, p. 284).

The experts have identified a number of ‘barriers’ to ‘participation’.
In the literature, a significant cluster of such barriers refers to a lack of
individual or community ‘awareness’, ‘know-how' and ‘problem-solving
capacities’. These ‘knowledge problems’ are seen to comprise such faults
as a lack of ‘awareness of the extent of the problem’, or a lack of
‘awareness of other agencies and groups’ activities’, or ignorance about
how to gain access to information, use the media, lobby decision-makers,
chair meetings, and so on (for example, Bracht & Tsouros 1990, pp.
204-5; Hawe 1994, pp. 205-7). Another commonly identified source of
difficulty, however, is the ‘misunderstandings’ and ‘conflicts’ that arise
between experts and lay people resulting from differences in the way
they approach decision making. Whereas health professionals base their
judgments on scientific ‘objective’ knowledge, so one argument goes, lay
people employ common sense, ‘subjective’ evaluations. This view is
evident, for example, in Piette’s discussion of ‘problems of community
participation in formal mechanisms of decision-making’ in relation to
Community Health Councils (CHC) in England and Wales. As she

observes:

Health professionals base decisions on scientific grounds which may or
may not be well understood by CHC members. Similarly, health author-
ities may misunderstand the reasons underlying CHC proposals.
Conflicts are likely to arise in situations where lay people face an expert
consensus in routine decisions. (1990, p. 190)

In an expert-dominated culture, it is inevitable that many ‘knowledge
problems’ will be attributed to the scientific ignorance or naivety of
‘participants’, or to problems with lay knowledge or lay rationality or
both. An unstated assumption in much writing is that scientific knowl-
edge is superior to lay knowledge. Thus, it should not be surprising that
among her conclusions for promoting ‘participation’, Piette calls for the
‘training’ of community representatives so that they may better ‘under-
stand [sic] how experts approach problems’ (1990, p. 195). Significantly,
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Piette makes no reference to the need to train experts to better under-
stand and accommodate the perspectives of lay people.

A number of these problems, and others, have come to light in the
WHQO’s evaluations of its Healthy Cities project. In one such review,
encompassing the period between 1987 and 1990, ‘community partici-
pation’ was described as ‘one of the most problematic areas in the
development of local Healthy Cities projects’ (Tsouros 1990a, p. 61).
The problems associated with ‘community participation’ were seen to be
related to:

e a lack of understanding of what community participation is and the
variety of means that can be used to achieve it;

e resistance by politicians and professional and managerial groups to
accept the views and knowledge of community representatives;

® mistrust of city administration and the projects themselves, fre-
quently based on the relationship between government and the
community in the past;

e a research orientation that under-emphasizes community knowledge
and does not consult the community in developing research projects;
and

o a lack of resources that adequately support and encourage community
initiatives. (Tsouros 1990a, p. 61)

Reviews of individual Healthy Cities projects in different countries have
revealed that considerable difficulties have been encountered in putting
the rhetoric of participation into practice. Some cities report ‘non-exis-
tent’ or low levels of ‘participation’, and others have identified such
problems as lack of citizen access to formal decision-making positions,
poor project visibility, loss of ongoing ‘community’ commitment to
projects, and continuing professional dominance (Tsouros 1990a, p. 53;
Fortin et al. 1992, pp. 21-2; Nufiez et al. 1994; Ouellet et al. 1994).
Questions have been raised about the tokenism of much ‘participation’,
about the extent to which government employees can work with com-
munity groups that may be critical of government actions, and about
whether or not community representatives can ever be truly repre-
sentative (see, for example, Baum et al. 1990, pp. 56-63). These
difficulties and doubts, however, have tended to be down played or set
aside in discussions about ‘how to improve participation’. According to
the reckoning of experts, all these problems and impediments are sub-
ject to an administrative solution, involving a combination of rational
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knowledge and personal enlightenment (that is, education), both of
which involve continuing expert advice and direction. As expressed in
one of the earlier cited quotations, individuals need to ‘know where to
apply for participation’ and ‘how to make themselves heard or how to
get involved’. Furthermore, they need to see participation as ‘attractive’.

On all these counts, and others, the experts see themselves as playing
a key role both in terms of highlighting the nature of the problems and
in terms of offering advice and support. In fact, in their ‘enabling’ role,
the experts see it as their duty to redress these problems. They do not
see themselves as simply inculcating knowledge or skills in passive
subjects, however. In their efforts to distance themselves from ‘blaming
the victim’ strategies, experts have been careful to describe their role in
non-directive terms: as ‘nurturing’ ‘freedom’ and ‘self-responsibility’ (see,
for example, Yeo 1993, p. 231). In the words of one commentator,
‘instead of seeing the professional as the expert whose influence and
reach must be maximised, the health professional [is] seen as a resource,
someone whose job is to enhance natural helping and problem-solving
capacities within the community’ (Hawe 1994, p. 201).

An important way in which experts seek to further the goal of citizen
involvement is through the development of theory. Public health com-
mentators frequently lament the ‘absence of theory’ and lack of
conceptual specification in discussions of ‘community participation’ or
‘community empowerment’. Better theory, so it is argued, will lead to
more effective practice since concepts and outcomes can be better
‘operationalised’ (usually meaning quantified) and measured (see, for
example, Rissel 1994, p. 40). On the face of it, it is difficult to argue
with the overall thrust of this objection. In policy documents and
academic commentary, basic terminology often remains undefined, or
loosely defined. It is evident from even a cursory review of public health
and health promotion literature, that explicit, well-articulated theory of
any kind is thin on the ground. When it is made explicit, theory tends
to be narrowly conceived of as ‘a model of behaviour’, based upon
particular scientific or behaviourist principles, rather than as a form of
sociological analysis and social critique (see Lupton 1995, pp. 54-8).

Given the rational administrative framework within which problems
are defined, this is hardly surprising. As we explained in the last chapter,
the health promotion effort as manifest in Healthy Cities has been
oriented to the development of ‘models of good practice’. In this scheme,
theory is merely an instrument for achieving predefined objectives, and
offers little scope for any substantial analysis and critique of basic
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principles and practices. In the public health literature there has been
little reflection upon the implicit social and political theory that informs
all public health thinking and practical action, or upon the kind of
theory that may be required for a more just, equitable, ‘healthier’ society.
Theory tends to be ‘positivist’, in that it establishes a strict distinction
between ‘facts’ and ‘values’, ‘object’ and ‘subject’, and ‘theory’ and
‘practice’. This is most evident in the calculation of risk profiles (see
Chapter 4), where there is a fetishism with enumerating, counting,
calculating, and establishing ‘the norm’. However, the argument applies
throughout all domains of public health, even where ‘qualitative’
approaches, such as ‘grounded theory’, have been adopted. As with
theories developed in other substantive areas of research and practice,
theories of ‘participation’ in the new public health are constructed
through ‘dualisms’—mind/body, individual/society, nature/culture, and so
on—that reinforce, rather than challenge, existing power relations.
There has been little recognition of how expert knowledge constitutes
and ‘fixes’ the objects of study, and in the process serves to exclude, and
render invisible, certain categories from analysis and understanding.

In an attempt to challenge the power relations of ‘positivistic’ (that
is, ‘top-down’, objectifying) research, some commentators have advo-
cated the use of ‘participatory action research’. This kind of research
supposedly involves ‘working with communities’ rather than ‘working on
communities’ and arriving at a definition of problems after consultation
with members. It is therefore seen to produce theory that better reflects
the interests and perspectives of ‘participants’, and is regarded as ‘more
democratic’. But what exactly is meant by ‘democratic’ research in a
culture that is dominated by rational, science-based expertise and bureau-
cratic structures! Few questions have been raised about what
‘participation’ means in a neo-liberal democratic context where the
values and practices of competitive individualism and representative
decision-making predominate.

Expert commentary in this area strongly evokes the ideal of the Greek
polis, involving the exercise of ‘popular power’ by sovereign subjects.
Suggested models, however, presume the engagement of citizen repre-
sentatives with formal hierarchical structures, ‘top-down’ decision-making
processes, and professional expert advisers. A clear example of this is to
be found in Laughlin and Black’s (1995) report, Poverty and Health: Tools
for Change. As a poverty strategy, the authors argue the need for ‘com-
munity development as a way of working’ as opposed to ‘workling] with
communities’; that is, the ‘real involvement and empowerment of the
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community, sharing of power and decision making, not just basing a
worker in a locality’ (1995, p. 44). In their subsequent discussion of
‘community participation’, however, they uncritically posit a model of
‘participation’ that assumes varying ‘degrees of control’ by ‘the community’
over decision making, spanning full consultation with ‘the community’ at
one end of the continuum through to no consultation at all at the other
(1995, p. 48). The legitimacy of the representative model of the decision-
making process is never questioned, and consequently the role of that
process in sustaining inequality and poverty is left unchallenged.

Commentators also frequently refer to ‘modes’ or ‘levels’ of citizen
participation, employing metaphors of ladders or continua. Bracht and
Tsouros, for example, draw upon Amstein’s (1969) work to posit ‘eight
rungs on a ladder of citizen control’, ranging from ‘manipulation’ (‘non-
participation’) at the bottom of the ladder through to ‘citizen control’
(the highest ‘degree of citizen power’), at the top (1990, p. 202). Here,
as elsewhere, an increasing level of ‘participation’ is assumed to be bound
up with a general process of democratisation. Experts see themselves as
centrally involved in promoting this process through developing or
advocating structures or practices that ‘accommodate’ or ‘facilitate’ ‘cit-
izen involvement’ (see, for example, Bracht 1991). There is little
recognition of how these hierarchical and idealised models of ‘participa-
tion’ constrain thinking about other possible forms of political
intervention, or of how expert discourses themselves define and delimit
the sphere of ‘participation’ and the subjects who are the ‘participants’.
(For a notably self-reflective exception to this observation see Fortin et
al. 1992, pp. 16, 21-2.)

Authorities have frequently sought to mobilise citizen involvement
through programs known as ‘community development’. ‘Community
development’ is a highly disputed term whose meanings vary across time
and space, but among those working in the new public health arena it
has increasingly come to be used as a synonym for ‘community partici-
pation’. The history of community development underlines how the
discourse of empowerment is employed for utilising the agency of citizens
in fulfilment of particular governmental objectives. Programs going by
the name of ‘community development’ were originally instigated by
British, French and Belgian colonial administrations in Africa and Asia
as a means of stimulating local leadership and drawing local factions into
cooperation, and for securing resources (Marris 1985, p. 137). In the
1960s, however, the term began to be used in countries with a strong
welfare tradition to designate those projects designed to foster ‘partici-
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pation’ in local area service delivery, and to encourage ‘self-help’, vol-
untarism and cost-saving decentralisation. Attempts at cost saving and
voluntarism are, for example, evident in the 1960s urban reform pro-
grams in the United States and Britain, and in the Community Health
Program in Australia (Dixon 1989).

Although a number of limited reforms were achieved through this
piecemeal social engineering, such as improved services and facilities and
some increased involvement of local groups in formal decision-making
processes, there has been a failure to move beyond local concerns to
nurture an intergroup movement for broader change. Programs have not
challenged established power relations and control has remained cen-
tralised within the institutions of state (Petersen 1994b, p. 215). As
Labonte (1990a, 1990b) indicates, in the absence of any specific ana-
lytical framework of power the discourse of empowerment is liable to
appropriation by dominant groups in order to defend their own interests.
It has been used to support New Right economic policies by justifying
the cutting back of state policies in the name of increasing community
control. While the focus on decentralised decision-making does allow
for the development of solutions tailored to the unique needs of local
groups, it diverts attention from the fact that most economic and social
policy is national and transnational in character. Direct decision-making
and control by local citizens over programs and resources is used by
health promoters and community developers as the acid test of empow-
erment. It is seen as more efficient and effective than, and as an antidote
to, state centralism. However, it has served to localise global problems
and to obscure macro-level systems of power and decision making
(Labonte 1990b, p. 79-80). (For an overview of a range of perspectives
on ‘empowerment’ as it is used in discussions on ‘community develop-
ment’, see Ife (1995, pp. 56-64).)

That ‘participation’ is an idealised construct whose meanings can
vary across contexts and between different parties is underlined by the
findings of a study involving interviews with Healthy Cities organisers
in two cities with vastly different democratic and cultural traditions:
Barcelona in Spain and Sheffield in England. This case study found that
organisers of the two project cities adopted very different conceptions
of participation which were seen to reflect differences both in democratic
tradition and in the degree of centralisation in the respective political
systems (Smith 1991). In Sheffield, while the conception of participation
is well established, reflecting centuries-old democratic traditions, action
is constrained by strong lines of accountability to a central government
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that views participation only in the consultative sense. In Barcelona, on
the other hand, while ‘participation’ is a less familiar concept and there
are few precedents for action after a 40-year dictatorship that only ended
in the 1970s, a more decentred political system allows great scope for
experimentation with participatory mechanisms. These very different
histories and political structures were found to influence both definitions
of what constitutes ‘participation’ and expressions of commitment to the
ideal. Even within cities, there were also found to be differences among
organisers in perception and expressed commitment, according to their
positions within the hierarchy (Smith 1991, pp. 114-16).

This case study strongly underlines the point that it makes little
sense to speak of ‘community participation’ in any abstract, transcultural
sense. The meanings and implications are always dependent on the
contexts of use, and on the structural location and continuing commit-
ments of parties who are involved. This point tends to be overlooked
both in academic discussions of ‘participation’ and in the health promo-
tion literature. It is often assumed that an abstract set of principles can
be developed and applied across a range of settings irrespective of cultural
practices, existing political structures and values, and the personal com-
mitments and positions of those involved.

‘PARTICIPATION’ AS PRACTICE OF
SELF-DISCIPLINE

The idealisation of the process of democratisation—involving a shift in
focus from parliamentary and electoral politics to the wider sphere of
civil society, and from passive to active citizenship—has served to
obscure the fact that ‘freedom’ is a set of practices inseparable from
ascetic constraint and self-discipline and a related set of skills in nego-
tiation (Minson 1993, p. 206). Techniques deployed for maximising the
involvement of members ‘presuppose myriad forms of small-scale disci-
plinary work on the self’; for example, the ability to work with and
negotiate with others, to attend regular meetings, to ‘manage’ one’s time
required for regular attendance at meetings and for reading up on and
mastering the issues, and so on (Minson 1993, p. 203). Individuals are
called upon to discipline themselves in conformity with the administra-
tive model of decision making, which assumes a disposition, willingness
and ability to engage with hierarchical structures, to adhere to strict time
management and to be able to discriminate among clearly defined
alternatives. It is assumed that if appropriate ‘participatory structures’ are
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developed, and if individuals are instilled with enough ‘know-how’ and
skills, then the democratic ideal of ‘participation’ can be realised.

A clear example of how these assumptions inform thinking on
‘participation’ is to be found in one item of ‘self-help’ literature prepared
by the WHO, Twenty Steps for Developing a Healthy Cities Project, which
is worth examining here in some detail. This booklet is intended to
provide guidance for cities wishing to introduce a Healthy Cities project
or to review and expand an existing one, and is ostensibly ‘based upon
the insights and experience gained from the first implementation phase
[that is, 1987 to 1992] of the World Health Organization (WHO)
Healthy Cities project’ (WHO 1992b, editorial preface). By the end of
1994, this booklet had been translated into nineteen languages and more
versions were in preparation (Tsouros 1994, p. 4).

In the booklet, readers are presented with detailed information on
how to get started and how to organise the project, and on areas for
action and strategic work. In the chapter entitled, ‘Getting Started’
(Chapter 4), advice is offered under the following headings: ‘Building a
support group’, ‘Understanding Healthy Cities ideas’, ‘Getting to know
your city’, ‘Finding project funds’, ‘Deciding organisational location’,
‘Preparing a project proposal’ and ‘Getting City Council approval’. For
each of these areas, detailed information is given on the resources,
inclinations, commitments and demands required of members. These
include: ‘strong interest in social issues, public health and innovation'
and ‘close links to the political system and [the ability to] represent as
many sectors of city life as possible’; the ability to contribute ‘significant
time and effort to the project in its early stages and enjoy working in
an informal and flexible manner’; the commitment, ability and time to
‘gather and analyse information, make contacts, convince potential
supporters and ultimately prepare a project proposal’; familiarising oneself
with established health promotion principles and exploring and utilising
available resources (for example, Healthy Cities ‘networks’); undertaking
research and analysis of one’s city (for example, its important health
problems, the effect of economic and social conditions, city politics, and
so on); preparing estimates of project costs and locating potential sources
of funding; and securing city council support.

After describing the qualities required of group members, and the
need for members to familiarise themselves with the ‘principles, strategies
and practices that are part of the Healthy Cities movement’, the chapter
informs the reader about the importance of ‘getting to know your city’.
It is suggested that research and analysis can be organised around ‘ten
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important questions about your city’, which include ‘what are important
health problems in the city?, ‘how do economic and social conditions
affect health?, ‘whose support is essential for project success?” and ‘how
do city politics work?”. Members of the support group are advised that
they should set up a subgroup to gather information, and that faculty
members and students from local academic institutions be asked to help
(WHO 1992b, pp. 15-17). While it is not assumed that each and every
individual will become expert in ‘knowing their city’, it is taken for
granted that ‘the city’ can be objectively known, and that some indi-
viduals (the ‘representatives’) can gain access to this knowledge, through
contact with experts, to the overall benefit of the group. The section’s
reference to the need for ‘extensive documentation’ that ‘should be well
organized from the beginning’ underlines the faith in the power to be
had from rationally collecting and organising information. It is assumed
that, armed with systematically accumulated and detailed data about the
economic, political and social context, ‘participants’ can accurately
identify problems and then resolve them. In subsequent sections, infor-
mation is presented on identifying sources of funds, deciding on the
location of the project within the organisational hierarchy of the city,
preparing a project proposal for presentation to the city council,
and obtaining city council approval. In conclusion, the chapter outlines
the importance of achieving bipartisan support among politicians and
senior executives (to ‘avoid the project being weakened if city govern-
ment changes’) and of developing skills for presenting the proposal in
council and defending it from sources of potential opposition (1992b,
pp. 17-20).

As should be apparent, involvement in these activities presupposes
a whole range of personal attributes, skills, attitudes and commitments
as well as detailed work upon the self. Few individuals—without a great
deal of ‘free’ time, personal inclination and commitment, and specialist
training—would be able to follow through with more than a small
proportion of this agenda, even if they had time to read and assimilate
the mass of published material. This example reveals much more about
the way bureaucrats and professional experts approach problems in their
bureaucratic settings than about how lay people make decisions and
initiate action. There is no recognition of how formal structures con-
strain action, or of the nature of the power relations with which
individuals are expected to engage when they are ‘patticipating’ in this
way. There is no acknowledgment of the fact that different individuals
and groups have varying degrees of ‘freedom’ to fulfil their participatory
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responsibilities and obligations. Many of those who have been the target
of participatory strategies live in disadvantaged circumstances that make
it difficult to attend regular meetings or to become involved in activities
that entail financial outlays and so on; they may not enjoy even basic
rights, such as the rights to work and to shelter, which are denied many
young people and members of indigenous populations. Despite its egal-
itarian overtones, ‘participation’ is always contingent upon some
‘trade-off’, whereby, clearly, some have a lot more to trade with than
others.

This is not to argue against individual involvement in any of these
activities, or to deny the benefits, ‘personal’ and ‘social’, that may be
derived from them. Rather, it is simply to highlight certain structures
and operations of power, and effects of power/knowledge relations, that
tend to be overlooked in rather abstract and generalised discussions
among experts about ‘how to improve participation’ or ‘overcoming
barriers to participation’. With the legitimacy of neo-liberal democratic
processes and of expert definitions taken for granted, the equation of
‘participation’ with the process of democratisation is never questioned.
As Minson points out, it is a mistake to automatically assume that limits
on people’s interest and preparedness to take responsibility are an
obstacle to a totally politicised or actively involved ‘community’ (1993,
p. 206). On the contrary, evidence of ‘failures’ may be seen to indicate
‘participants”’ successful resistance to imposed relations aimed at their
‘liberation’, as well as individuals' recognition of the personal and
interpersonal demands of ‘participation’ and of the limits of negotiation.

Faced with the imperatives associated with being a responsible, active
citizen, individuals can perhaps most effectively assert their agency and
autonomy by simply not engaging with those processes that attempt to
regulate them. Public health experts have proceeded on the assumption
that there is an objectively existing ‘community’ ‘out there’ that can be
readily defined, located, and acted upon or engaged in ways that will
necessarily be ‘empowering’ for ‘participants’. The ‘community’ of the
new public health, however, is a constructed concept, the meanings of
which are shaped by a context of shifting relations of power. In the
remainder of this chapter we examine this constructed community in
some detail, drawing particular attention to the context of its emergence
and to the specific ways in which the concept is articulated in Healthy
Cities and new public health discourses.

")
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COMMUNITY, SPACE AND PLACE

Although the term ‘community’, like ‘participation’, has a long history
in Western social and political thought, it began to gain increasing
currency from the mid 1970s in the context of the state’s efforts to reduce
the costs of health and welfare services by shifting the burden of
responsibility for services from the state onto ‘the community’. As the
more critical commentators have pointed out, the use of the term
‘community’, as in ‘community-based services’, has served to obscure the
return to reliance on the market, on families (particularly women), and
on individuals themselves to meet basic needs (Ife 1995, pp. 12-14).
The ‘community’-based health promotion approach of the new public
health is seen to offer the antidote to costly, centralised and
bureaucratised medical care. In new public health discourse one can
identify a number of dichotomies in which ‘community’ provides the
focal point for debates about how to make health delivery less costly,
more democratic and more effective: community care versus hospital
care, community control versus professional control, community empow-
erment versus bureaucratic regulation, and community responsibility
versus state mismanagement. For many groups, ‘community’ has come to
signify the very antithesis of all that is wrong with state-sponsored
medicine. This is the broad context that has shaped concerns about, and
evaluations of, ‘community’ in the 1980s and 1990s.

How exactly has ‘community’ been deployed in public health dis-
course! The term ‘community’ in the new public health is generally used
to designate some supposedly fixed space or place, and more specifically
a geopolitical entity defined, or circumscribed, by local government
administration. In the European, North American and Australian con-
texts at least, this place-based conception of community is reflected in
both the philosophy and the practical strategies of the Healthy Cities
project. As explained in the last chapter, Healthy Cities is seen to
translate new public health principles into practice ‘at the local level’
and to demonstrate ‘models of good practice’ that would be copied and
developed by other municipal administrations. By focusing on concrete
examples of health promotion based on a commitment to equity, com-
munity participation and intersectoral action, the Healthy Cities strategy
has been seen as the means whereby the Health for All strategy is ‘taken
off the shelves and into the streets of European cities' (Ashton &
Seymour 1988, p. 154). As we pointed out in the last chapter, the city
is seen as the place with which citizens identify and is therefore consid-
ered to offer good prospects for participation linked to the
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‘neighbourhood’ or ‘civic pride’. Within the literature on Healthy Cities
and the new public health there has been little questioning of the politics
of this place-based conception of community.

In a context of increasing concern about centralised control of health
by the state, calls for local government involvement over matters affect-
ing health clearly have broad political appeal. Local government is seen
to be ‘the level of government closest to the people’, and hence more
sensitive to ‘local concerns’. The notion that locality provides the basis
for shared sentiments and collective identity among citizens would seem
to reflect, at least in part, nostalgia for the idealised Gemeinschaft
‘community’ of the Greek polis, involving the immediate co-presence of
subjects and based upon consensus, and shared and agreed values,
attitudes and goals (see Plant 1974). This ideal has proved alluring to
advocates of the new public health, as well as supporters of other social
movements, who seek alternatives to the impersonality, alienation and
bureaucratisation of modemn systems of government. Critics of welfare
capitalist society repeatedly invoke the model of local face-to-face direct
democracy as the ideal. This ideal has, however, been subject to a great
deal of criticism by feminist philosophers such as Iris Marion Young
(1990). These critics argue that the ideal is a metaphysical illusion in
that it incorrectly presumes that social relations are unmediated, and
that mediation equates with alienation. Face-to-face relations are privi-
leged because they are conceived as immediate and mutually transparent.
It is assumed that each party understands the other and recognises the
other as they understand themselves (Young 1990, p. 231). The ideal of
community denies differences, and basic asymmetry, between subjects.
Relations between individual subjects are always mediated by voice and
gesture, spacing and temporality, and the presence of third parties. The
mediation of relations among persons by the speech and actions of other
people is an inescapable aspect of sociality. The greater the time and
the distance between subjects the greater the number of persons who
stand between other persons (Young 1990 p. 233).

Despite the widely reported difficulties associated with ‘community
participation’, noted earlier, the WHO and many city governments
continue to exptess faith in the locality-based strategy of the Healthy
Cities program and related Healthy Cities ‘networks’. For instance, in
the summary report of the first-five-year (1987-1992) review of the
Healthy Cities project it is noted optimistically that:

Healthy Cities projects, with their focus on local action, have made
progress in increasing participation. This meant that local people had a
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stronger voice in the decisions of city government that affect health,
within an environment that could support change. Projects have enabled
groups of city residents working to take direct action to promote their
health. (Draper et al. 1993, p. 71)

Nearly all the evidence that is mustered in support of this contention
refers to ‘resident’ ‘involvement’ in Healthy Cities projects located in
‘neighbourhoods’ (see Draper et al. 1993, pp. 72-9). These
‘neighbourhoods’, or their cultural equivalent (for example, ‘villages’, in
Canada), are the primary object of expert knowledge and intervention
in nearly all cities that seek to promote the participatory ideal. In large
cities, a common method of ‘encouraging local action’ has been to divide
the city into smaller districts and ‘neighbourhoods’—or both—for project
development, and then to have ‘residents’ in these areas undertake the
gathering of data through community surveys as well as participate in
the planning and implementation of projects; for example, through
representation on steering committees, management committees, and
working groups (Chamberlin 1992, p. 367; Draper et al. 1993, pp. 72-9).
Although the methods that have been adopted for identifying
‘neighbourhoods’ vary somewhat between cities, ‘neighbourhoods’ tend
to be defined according to measures of socioeconomic deprivation such
as housing standard or housing type. They may, however, simply describe
all ‘residents’ within an electoral ward of the city government.

The Glasgow Healthy Cities Project is a clear example of the use of
this locality-based approach. Applying a technique developed by the
Greater Glasgow Health Board, Glasgow has been divided into various
‘neighbourhood types’ that are area-based distinctions made according
to housing type and quality (Black & Womersley 1993, pp. 36-9). In
one of these more ‘deprived neighbourhoods’, Drumchapel, which is
classified according to its ‘post-war local authority housing with young
families, high unemployment and mainly unskilled workers’, the assumed
identity of interest linked to this locality has been employed in a number
of local strategies. These include most notably the training of a pool of
‘community health volunteers’ who help in the work of the project by
undertaking such tasks as giving presentations and seminars to local
residents, helping in the community health library, and conducting
surveys of children’s playgrounds (Draper et al. 1993, p. 79; Niven &
Kelley 1994, p. 12). It can be argued that projects such as these merely
focus on the symptoms of inequality (that is, ‘poverty’) rather than on
processes sustaining inequality that operate well beyond the local
‘neighbourhood’ at the regional, national and international levels. They
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give the impression that ‘something is being done’, while failing to
address broader issues such as regional disparities in wealth, trade imbal-
ances, militarism, racism, unemployment, exploitative work practices,
and indeed problems inherent in the Western model of development.
In light of failure to address these issues, the locality-based strategy of
Healthy Cities can be criticised for simply shifting the blame for prob-
lems from individuals onto ‘communities’.

In projects such as these, it is assumed at the outset that there is a
shared identity of interest among people, and that this can and should
be deployed in project development. There is often little recognition of
other broader shared experiences and identities of interest linked to class,
‘race’, ethnicity, age, sexual preference, and so on, that cut across,
intersect, or even conflict with, place-based identities. Although Healthy
Cities literature acknowledges the importance of other, non place-based
affiliations, strategies continue to give priority to place, thereby denying
the likely practical and political significance of these other affiliations
that transcend particular locales. This is not to deny the shared affilia-
tions, and identities of interest, that exist among those who inhabit
defined areas in the city, or to denigrate the efforts of the Healthy Cities
workers who strive to improve the situation of those people who have
been identified as ‘disadvantaged’. Rather, it is to simply draw attention
to the importance of other possible bases for identity and action that
tend to be excluded, or rendered marginal, in assumptions about the
primacy of the place-based sentiments and affiliations.

In their focus on the locality-based ‘community’ and the consequent
denial of other non place-based identities, Healthy Cities and the new
public health can be seen to involve the imposition of identity on
subjects. The assumption that place has some essential, fixed character
whose meaning is transparent to and shared by co-residents denies the
fact that space reflects and is a product of social relations and involves
continuing political disputation over the meanings and uses of different
spaces and places. (On the social relations of space, see the works of
Harvey 1990; G. Rose 1993; Lash & Urry 1994; Massey 1994; Hanson
& Pratt 1995; Urry 1995). The essentialism of community operates as
a device that homogenises, suppresses internal differences, separates and
excludes (Woodward 1995, p. 237). It reflects the modernist preoccupa-
tion with the rational ordering of space in which a conception of
‘otherness’ can be admitted only as long as everyone knows their place
(see Harvey 1990, pp. 249-52).
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The ‘politics of exclusion’ associated with the essentialism of com-
munity, whether by place or other criteria, has been an important topic
of feminist analysis and critique (see, for example, Young 1990; hooks
1991; Pettman 1992; Phelan 1994). As has become increasingly appar-
ent, those who make reference to a community in staking their claims
to disadvantage and marginalisation have frequently unwittingly adopted
the same generalising and ‘totalising’ strategies they have set out to
challenge. Attempts to build solidarities based on assumed harmony and
wholeness deny the power relations that always exist between members
on the basis of such criteria as place, class, ‘race’, gender, sexuality and
age (that is, their already existing ‘communities’), and the ways in which
these relations change through time and space. The local community, it
is clear, is a site for exclusions. Sociological studies underline the point
that those who consider themselves the authentic ‘locals’ (for example,
the ‘born and bred’) tend to mark a boundary between those with whom
they feel they belong and others. Groups gain identity and solidarity by
defining themselves in relation to ‘outsiders’, or even ‘incomers’ (‘new-
comers’) whom they frequently seek to exclude (Payne 1994).

Richard Sennett (1974, Ch. 2) and Iris Marion Young (1990) have
discussed how the idea of the local community operates in American
society to produce and legitimate racist and classist behaviour and policy.
In many towns, suburbs and neighbourhoods people have an image of
their locale as one in which people know each other, and are bound
together by a sense of belonging, and by shared values and lifestyles. Yet,
as Young indicates, this image is nearly always partial in that it usually
represents an image promoted by a dominant group. This image has
served to produce ‘defensive exclusionary behaviour: pressuring the black
family that buys a house on the block to leave, beating up the black
youths who come into “our” neighbourhood, zoning against the con-
struction of multi-unit dwellings’, and so on (1990, p. 235). In his
Australian study, Smalltown, Dempsey (1990) describes how particular
groups are marginalised or excluded for breaching core Smalltown values
or challenging the position of its community. Various categories of
‘deviant’ individuals who reside either within the neighbourhood or
outside it serve as foils for facilitating Smalltown’s definition of itself as
a community. These include the ‘no-hopers’ (for example, those who are
constantly in trouble with the police, who drink excessively or are
alcoholic, or who fail to work); the ‘blockies’ (tecent arrivals who are
attracted to the area by the subdivision of land into hobby farming
blocks, but who find it difficult to make a living from the land or to
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find work locally and hence register for unemployment benefits, as a
consequence being stereotyped as ‘dole bludgers’); deviant women
{mainly women who do not fulfil the stereotypical respectable roles as
mothers and wives); and the transients (otherwise known as ‘two-bob
blow-ins’, who are criticised for not ‘fitting in’ or for not ‘becoming one
of us’; for example, schoolteachers) (1990, pp. 43-52).

Similar sorts of defensive exclusionary practice have also been
reported in the United Kingdom. Doreen Massey (1994), for example,
has described how ‘certain East End communities in the Docklands of
London’, have deployed particular definitions of place to resist encroach-
ment of new developments, and more particularly of ‘yuppies’, into what
was considered to be ‘a working class area’. As Massey argues, reference
by the ‘locals’ to the area’s timeless authenticity (that the area is working
class and, by implication, should therefore not be changed) denies the
early history of the area (the Isle of Dogs), and underplays the political
nature of the struggle over ownership of, or rights to, the area. A few
centuries earlier, before the industrial revolution, the area consisted of
fields and farmland. Fifteen years before the struggles against the ‘yuppie’
invasion, there were struggles of a similar kind waged in nearby areas.
At that time, groups of ‘locals’ had sought to resist an ‘invasion’ by
ethnic minority groups, and had based their claims for exclusion on the
basis that the area was white and working-class. While the political left,
on the whole, supported ‘the local residents’ against the ‘yuppies’, they
resisted the racist version of their claims to exclusive ownership of, or
right to live in, that place. Yet, in each case, the conceptual basis of the
claim was identical, and involved an ‘essentialist’ definition of place. As
Massey observes, ‘the real issue was the politics and social content of
the changes under way, including their spatial form, rather than a fight
over “the true nature” of a part of east London’ (1994, p. 122).

The idea that places have an essential character has become increas-
ingly problematic as the process of globalisation has proceeded. Although
there are a number of different conceptions of globalisation, and of its
causes and manifestations, it may be sociologically understood as referring
to the development of symbolic flows that link diverse localities across
the globe in ways that defy both socially constructed boundaries and
borders and geography itself (Waters 1994, p. 229; see also Featherstone
1990; Lash & Urry 1994). The development of new communication
technologies, including electronic communications such as the World
Wide Web, has radically altered time—space relations such that, for an
increasing number of people (in the industrially developed world at least)
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their ‘imagined communities' have expanded beyond both the local area
and the nation-state.

As a number of commentators have pointed out, ‘globalisation’ has
effectively led to the dissolution of the nation-state, and indeed to the
dissolution of the concept of ‘society’, giving rise to profound questions
about the capacities and responsibilities of governments, citizenship and
democracy (see, for example, Hindess 1994; McDonald 1994; Waters
1994; Yeatman 1994). This has not undermined the significance of the
local or the search for authenticity of place, however. On the contrary,
as Lash and Urry have indicated, as spatial and temporal barriers have
collapsed there has been greater sensitivity by businesses, governments
and ‘the general public’ to variations of place across time and space and
to those factors that define the uniqueness of place (1994, p. 323). With
the increasing mobility of capital and of people, places are forced to
compete to attract investment, workers and visitors. Consequently there
has been a greater concern ‘to make places different from each other
and to make them consistent with particular images of place’ (Lash &
Urry 1994, p. 303). People have sought to discover what is authentic
in a place, and governments have encouraged activities designed to
emphasise local distinctiveness through planning policies. Harvey (1993)
has commented that as competition between regions to attract capital
has increased, there has been little room left for definitions of place
outside of capitalist norms. In order to capture and retain capital
investment, places have had to adopt an antagonistic and exclusionary
stance vis-2-vis other places.

The image of the local community has been extensively commodified
by many urban developers for the purpose of marketing residential
properties; with the support of local authorities, these developers have
imposed detailed regulations and restrictions on developments in order
to ensure the purity of their ‘product’. The residential community, along
with the marketplace, has been the primary source for most of the
dominant images of urban life, past and present. Residential communities
have been portrayed as ‘constantly changing, free-flowing networks of
human relationships centred in the home and family’ (Judd 1995,
p- 145). This ideal has been exploited by residential developers in the
creation of ‘new walled communities’ or ‘gated communities’, so-called
because of a passing or imagined resemblance to the walled cities of the
Middle Ages. Although Judd's analysis is centred on the United States,
where the enclosure of commercial and residential space has become a
ubiquitous feature of cities, it is evident that similar developments are
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occurring in the cities of other countries, thereby creating spatially
segregated environments. As Judd observes, ‘whereas historical notions
of community evoke images of organic complexity and change, devel-
opers have learned to fine-tune their projects to achieve segregation and
isolation’ (1995, p. 159). Employing sophisticated methods of ‘market
segmentation’, involving the ‘packaging’ of ‘products’ with extremely
specialised groups in mind, such as single people, retirees and wealthy
couples, developers have in effect created ‘ghettoes’ of homogenised
neighbourhoods.

The partitioning of urban space into these exclusive enclaves has
been a potent means of reinforcing ethnic, class, sexual and other
divisions, and has been made possible by the appropriation of the idea
of the local community. The ultimate irony of this attempt to create a
unique sense of place is that planners and developers have ended up
creating places that share a certain sameness in their appearance and
character (Harvey 1993, p. 8). In their calculated attempts to attract
capital to their areas, local governments have supported these develop-
ments through their planning processes. It is these very same planning
processes that, according to the new public health philosophies, are
supposed to bring about the ‘healthy’ city by creating ‘healthy public
policy’ and promoting citizen ‘empowerment’.

The model of the good society based upon decentralised, self-suffi-
cient, face-to-face ‘communities’ is not only unrealistic and politically
undesirable, but avoids the political question of just relations among
such decentralised ‘communities’. It denies the material conditions pres-
ently affecting people’s lives (for example, widespread unemployment,
unsatisfactory working conditions, physical isolation, and the practical
consequences of the emphasis on entrepreneurialism and commodity
consumption), and leaves completely unaddressed the question of how
such small ‘communities’ relate to one another. In light of the increasing
trend towards the development of segregated spatial communities,
referred to above, the idea that there is a shared identity of interest even
within a single city is highly problematic. Politics needs to be conceived
of as a relationship, across time and space of strangers who do not
understand one another in a subjective and immediate sense (see Young
1990, pp. 233-4).

It also needs to be acknowledged that ‘communities’ can exist
without being in the same locality—from networks of close associates
or friends to major religious, ethnic or political entities (Massey 1994,
p. 153). The notion of ‘imagined communities’, proposed by Benedict
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Anderson, acknowledges that a ‘community’ can involve ‘comradeship’
and ‘fraternity’ and yet members may never know most of their fellow
members, or meet or hear them (1991, p. 7). With the aforementioned
developments in new communications technologies, a whole range of
new networks of relations are developing on the basis of shared interests
and positions that do not involve a shared ‘sense of place’ or direct,
face-to-face encounters. In the global economy, populations are highly
mobile, and locality may provide only a minor basis for identity. Different
categories of people have varying degrees of access to, and mobility
within, different spatio-temporal configurations according to gender,
‘race’, ethnicity, age, socioeconomic status, sexuality, and so on, and
therefore construct diverse meanings around space and place (for exam-
ple, levels of ‘safety’, opportunities for personal mobility, degrees of
‘homeliness’, and so on).

There is a growing body of geographical literature highlighting the
unique conceptions and uses of spaces by gay and lesbian people (for
example, Binnie 1995; Rothenberg 1995; Woodward 1995). These spaces
are often invisible to the dominant heterosexual ‘community’ because
they have been excluded from the hetero-dominant narratives on the
city and its spaces and are ‘written out’ of mainstream academic theory.
Some groups, such as young people, may not be invisible as such but
may be vigorously policed and therefore have a sense of having ‘no space
of their own’ (White 1990). The persistent identification of ‘community’
with place, conceived of as a single, fixed, authentic entity, diverts
attention from the power relations of space and from the diverse con-
structions of place and the way these constructions change through time
and across different contexts.

These comments, it should be stressed, should not be interpreted as
an outright dismissal of the strategic uses of ‘community’, which have
proved useful for those seeking to make visible their identity and to press
their claims to disadvantage and marginalisation. ‘Community’ is a site
of shared injustice, of a sense of solidarity and of resistance. The strategy
of strategic essentialism (Spivak 1988; 1993, pp. 3-5) that has been
adopted in relation to the identity politics of feminists, blacks, and gay
and lesbian people, and which involves the strategic use of essence as a
mobilising slogan or master word, deploys some notion of a material or
‘imagined’ community. The dichotomies relied on to conceptualise spa-
tial notions of community in Healthy Cities and the new public health,
however, serve to deny identities that transcend place, in effect rendering
them invisible. In particular, they serve to deny the fact that everyone
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always already belongs to, and is defined by, a multitude of ‘communities’.
As Phelan (1994) notes, there is no such thing as being without
‘community’, nor does ‘the community’ exist beyond the ‘being-in-com-
mon’ of particular people. She proposes that ‘community’ be viewed in
processual terms; that is, as simultaneously constituted by and constitu-
tive of persons. Qur ‘communities’ are constantly in flux, and therefore
we will have many overlapping and shifting identities. Consequently,
the attempt to delimit community by way of prescribing or imposing a
criterion of membership can have oppressive implications and serve
to restrict possibilities for identity and experience (Phelan 1994,
pp. 81, 90).

CONCLUDING COMMENTS

The use of the term ‘community participation’ in the new public health
has lent weight to the claim that the project is a progressive social
movement for change, in that it is in opposition to dominant relations
of power. Our analysis, which has focused on a number of unexamined
regulatory implications of the imperative to ‘participate’, casts doubt on
this claim. The deployment in health promotion and the new public
health of the terms ‘participation’, ‘community’, and ‘empowerment’, all
of which have strong positive associations, has served to obscure the
ways in which power operates by maximising the utility of subjects for
the fulfilment of certain rational administrative goals. It is no ‘accident’
that at the very same time as there have emerged widespread concerns
about ‘eco-crisis’, there has also been a focus on active citizenship. The
responsible citizen is one who is able to demonstrate her or his commit-
ment to ‘the environment’ through ‘participation’ in ‘healthy’,
‘sustainable’ practices.

Calls for the development of a more democratic body politic have
obvious broad appeal. Few would quibble with the argument that all
citizens should have the opportunity to shape the circumstances in which
they live. The question of exactly what sort of society is prefigured by
the use of the particular interventions prescribed by the discourses of
the new public health, however, has yet to be considered in any detail.
It is significant that the question of how one might begin to challenge
established hierarchies of power, such as those that exist between experts
and non-experts, has not been explored to any real extent in the new
public health literature. Neo-liberal democratic structures and values,
and the dominance of scientific, rational knowledge, are taken as givens
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and as necessarily supportive of efforts towards ‘liberation’ and ‘self-
actualisation’.

Within the neo-liberal democratic framework, ‘community participa-
tion’ is represented as ‘empowering’ (pre-social) subjects through the
deployment of rational knowledge and rational techniques of adminis-
tration. This discourse does not recognise the ‘constitutive’ and
regulatory power of expert knowledges which have remained largely
immune to critical scrutiny. Subjects are called upon to regulate them-
selves in conformity with the demands of neo-liberal democratic
structures and values, not in opposition to them. There is no recognition
of the full extent of demands and responsibilities required of those who
do ‘participate’ in prescribed ways, nor acknowledgment of the regula-
tions and exclusions that operate in respect to those who for whatever
reason do not or cannot ‘participate’. That there has been little analysis
and critique of the concept of ‘community participation’ in the new
public health literature attests to its strong evaluative force and to the
difficulty of articulating theories and developing social practices that do
not conform to the norms of neo-liberal democratic discourse.

An obvious starting point for the development of an alternative
discourse is to critique the assumption of the autonomous rational subject
whose identity is stable and pre-social and therefore unmediated by
relations of power and knowledge. As we have explained in our discus-
sion of ‘community’, identity is by no means fixed, stable and unitary.
We occupy a multiplicity of constantly shifting subject positions and
corresponding selves. This is effectively denied by the discourse of the
new public health, which adopts idealised and romanticised notions of
the social actor and of social relations. The task of thinking about and
working towards the development of alternative forms of association that
allow for a diverse range of being, thought and action is difficult given
the constraints and dichotomies of neo-liberal discourse. It is important,
however, that those who are serious about developing a more equitable,
tolerant society begin to develop a language and practices that acknow-
ledge the complex interactions between power, knowledge, community,
subjectivity and embodiment.



Conclusion

In this book we have analysed a number of discourses, practices, strategies
and assumptions central to ‘the new public health’, seeking to show how
they are located within certain ways of seeing subjectivity, embodiment,
and the material and social world. A strong theme emerging from the
discussions in this book is the manifold ways in which the new public
health is directed, overtly or covertly, towards the ‘making up’ of specific
kinds of individuals. We began our discussion by noting that the new
public health is at its core a moral enterprise that involves prescriptions
about how we should live our lives and conduct our bodies, both
individually and collectively. The new public health contributes towards
understandings of citizenship and communities, and of the relationship
of individuals to other humans, other living things and the non-living
world. We have also drawn attention to the dominant concept of ‘risk’
and how it is phrased as a property of individuals or as an external threat,
and emphasised the importance of risk for the ontology and conduct of
selves and bodies. We have addressed the central role played by concepts
of place and space in the new public health discourses, particularly in
relation to notions of the ‘healthy city’, the ‘community’ and ‘the
environment'. We have further shown how certain social groups—the
poor, the working class, women, gay men and lesbians, non-Europeans—
and geographical locations—for example, the city, the slums,
working-class areas, the continent of Africa—have historically been
designated in Western societies as the contaminating ‘other’, against
which public health measures are undertaken. Despite its rhetoric of
egalitarianism, the new public health continues this routine of
distinguishing between ‘clean’ or ‘safe’ and ‘dirty’ or ‘risky’ places
and people. The central monitoring strategies of the new public
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health—epidemiology, statistical surveys, and the calculation and attri-
bution of risk—serve to define and delimit notions of ‘normality’ and
‘pathology’ for both groups and individuals.

Many people have thrown their support behind the new public
health because they are genuinely concerned about such issues as ine-
qualities in health, lack of access to health care services, the constraints
of bureaucracy, professional dominance, the limits of biomedicine, and
environmental degradation, and are seeking an alternative vision of a
‘healthier’, ‘more sustainable’ society and ecosystem. Part of the broad
appeal of the new public health is undoubtedly due to its adoption of a
language of ‘empowerment’ and a rhetoric advocating social and envi-
ronmental change. We have argued, however, that the moral and
political implications of the new public health apparatus tend to be
obscured by a post-Enlightenment modemist discourse that emphasises
the role of science and rationality in social progress and the liberation
of the human condition. The arguments and evidence presented in this
book indicate the need for a more critical appraisal of the new public
health, whose agenda has been largely set by professional experts and is
closely aligned with official objectives. New public health knowledges
and related practices have implications that may not be in accordance
with what its supporters envisage.

One central tension emerging from our sociological analysis of the
new public health is the relationship between the state and the individ-
ual. Although much of the apparatus of the new public health is invested
in state-funded and state-run organisations, particularly within local and
federal bureaucracies, it is clear that the discourses of the new public
health seek constantly to shift the responsibility of the state for protect-
ing the public’s health from the state to members of the public
themselves. This shift, as we have argued, is supported by the neo-liberal
humanist philosophies held by governments in contemporary Western
societies. While new public health authorities and agencies continue to
adopt overtly coercive strategies such as quarantine, isolation and
enforced medical treatment when they seem required and most justified
(such as in the face of a serious epidemic of infectious disease), they are
equally, if not more, reliant upon the use of strategies that position
citizens as acting of their own free will and in their own interests to
protect their own health. These discourses are particularly articulated in
the goals and practices of health promotion and community participa-
tion. Discourses of personal responsibility and good citizenship have
potentially great appeal to the late modern subject, who has been
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acculturated to accept and privilege the notion of autonomous individ-
uality, not simply through health-related discourses and institutions but
also through such institutions as the family, the mass media, and the
education and legal systems. As a result, the new public health philos-
ophies tend to make eminent ‘sense’ because of their emphasis on people
participating in activities to improve their own health status. It is for
this reason, among others, that the new public health philosophies,
discourses and strategies have been little challenged thus far.

We have argued, however, that the strategies of self-care that have
become central to the philosophy of public health can lead to a narcis-
sistic preoccupation with the self. The notion that individuals should
conduct themselves like an enterprise implies that they should be in
competition with others and seek to maximise their own potential even
when, as is invariably the case, this is at the expense of others who are
less able or less willing to conform to dominant sociocultural norms. A
strong emphasis on the ethic of self-care would seem to be directly at
odds with the stated ideals in the new public health of nurturing social
support, redressing inequality, and creating a tolerant, democratic polity.
It can serve to divert attention from increasing inequalities in wealth
and power and from attacks on established rights during a period of
retreat from welfare provision. Although the development of a new
duties discourse implies empathy and concem for fellow citizens and ‘the
environment’, it is not clear how this can be reconciled with competitive
individualism and entrepreneurial ideals.

Science itself has been directly implicated in systems of domination
and there is now abundant research, particularly from feminist perspec-
tives, that analyses the ways in which science reinforces inequalities in
power and knowledge at the local and global levels (see, for example,
Harding 1986; Haraway 1991; Braidotti et al. 1994). This work high-
lights the role of underlying dualisms—subject/object, mind/body,
maleffemale, nature/culture, truth/falsity, public/private, clean/dirty, and
so on—in sustaining relations of power through processes of exclusion
and hierarchical ordering. In the view of Braidotti et al,,

Dualism, in the masculinist hegemonic thinking that marks the produc-
tion of Western science, is a system of exclusion of ‘others’ from
patriarchal subjectivity. The very definition of ‘the scientific mind' is
coterminous with rationality, masculinity and power. The scientist as
model for the subject of knowledge is therefore defined in a set of
hierarchical relations to others: the non-scientists. Feminists have crit-
icized scientific discourse as an account of the world that systematically
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devalues every category that is ‘other’ than the male, Western, bourgeois
self: women, children, other races, foreign cultures, lower classes, handi-
capped people and nature. (1994, p. 31)

As Braidotti et al. point out, the dualistic ordering of reality affects
individuals’ sense of their identity and of their place in the world,
whether they are men or women. It is a hierarchical ordering that gives
priority to male over female, mind over body, culture over nature, subject
over object, and so on. The principles of hierarchy, domination and
control are deeply inscribed in Western thinking, yet are made to appear
‘normal’, ‘natural’, and altogether neutral (Braidotti et al. 1994, p. 30).

This important work has so far made little impact on mainstream
public health thinking about how problems might be constituted, con-
ceptualised and solved. We have emphasised the continuing belief in
the power of science, in social progress through science, and in the
rational control of problems as they are evident in the discourses and
strategies of the new public health, at many points in our discussion.
Belief in science is manifest in the use of metaphors such as those applied
in descriptions of the ‘healthy’ city (Chapter 5), in the rational ordering
of space (Chapters 2, 4, 5 and 6), in theories of disease aetiology and
in the calculation of risk (Chapters 2, 3 and 4). As we have suggested,
the use of natural metaphorts in the government of the social has a long
history in modemist discourse and has been an important means of
setting limits on permissible explanations of the body politic. The idea
that social systems are ‘naturally’ harmonious, stable and equilibrant
denies conflict and power relations and serves to ‘naturalise’ inequality.
A questioning of science must entail consideration of how science
presently operates within existing systems of power to ‘normalise’ certain
patterns of action and systems of thought, such that they appear self-
evident, given and therefore beyond dispute.

If the groundwotk is to be laid for a society that is more equitable,
more tolerant of difference and more likely to protect and ameliorate
the health status of individuals, then priority must be given to challeng-
ing the dominance of science in social explanation and in the control
of problems. We are not arguing that science as a system of knowledge
and action should be rejected wholesale. We are simply challenging its
position as the most privileged way of approaching social problems, by
showing how science works to construct these problems and by seeking
to identify its often unintended outcomes. As we have shown, situated
or lay knowledges have far less opportunity to compete with privileged
science in defining and dealing with public health problems, and this
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has often meant that lay individuals have felt far less able to challenge
‘expert’ knowledges or to act when they perceive problems to exist. As
Wynne (1996) argues, the objectivist discourses and rationales of science
are often experienced by lay people as alien and impoverished models
of human nature, values and social relations, clashing with people’s own
lived and embodied experiences, values and localised knowledges.

The work of Foucault has been of great assistance to those who seek
to develop new perspectives on the workings of science in modemn
systems of governance and on developing ways of utilising, subverting
or resisting it. As Foucault (1980) explains, science has been used not
simply to ‘explain’ reality, but to produce, control and normalise it. One
of the important insights of Foucault’s work, and indeed of those
scholarly writings that fall under the rubric of ‘poststructuralism’, is in
drawing attention to the interrelationship between discourses, knowl-
edges, practices and power relations when conducting sociopolitical
analysis and critique. It is important that the representational practices
of such hegemonic knowledges as science and medicine be laid open to
scrutiny wherever they appear so that their assumptions can be examined
for their moral and political effects.

Poststructuralist theory has also questioned the notions of the unified
self and of fixed subject positions that we have identified as central to
new public health understandings. Belief in the knowledges of science
and medicine is closely tied to faith in the discourse of liberation which,
we have argued, should also be opened up to more thorough scrutiny.
In our discussion, we drew particular attention to the unexamined
implications of the neo-liberal notion of ‘freedom’ which is pegged to a
concept of the autonomous, unified and rational subject who approaches
life as if it were an enterprise. As we suggested, this is an idealised
concept which should be rejected in favour of a view of the self as
unstable, multifarious and (at least in part) discursively constructed. The
idealisation of the ‘normal’, ‘healthy’ subject as one endowed with certain
‘natural’ capacities and inclinations fails to recognise the multiplicity of
possible subject positions, and can serve to coerce, marginalise, stigmatise
and discriminate against those who do not or cannot conform with the
ideal. This ideal denies difference—whether this is based on social class,
gender, sexuality, ‘race’, ethnicity, physical ability, or age—and the kinds
of personal commitments and demands that are required of those who
are called upon to conform to it. There are real political and material
effects that may emerge from the employment of such discourses, includ-
ing social and economic discrimination, disadvantage and exclusion.
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In Chapter 6 we outlined some of the problems with the notion of
a fixed subjectivity in our discussion of ‘community’. As we argued there,
reference to a single, shared basis for identity by those seeking to make
visible an identity or to press their claims to disadvantage and
marginalisation can be strategically useful. One should seek, however, to
challenge imposed identities on the grounds that they reinforce intoler-
ance of difference and of diversity. In particular, the assumption that
‘health’ should be a priority for all, and act as a marker of self-control
and a criterion for citizenship, should be questioned. We have pointed
to some of the exclusions associated with the assumption that everyone
should work and live to maximise their health. ‘Healthism’ contributes
to a general intolerance of those who are unable or unwilling to subscribe
to the dominant sociocultural norms, and it should therefore be chal-
lenged. If society is to be tolerant of difference, provide scope for the
full expression of all our identities, and offer support for all its members
regardless of background, disposition or ability, then the status of this
type of knowledge itself must be questioned.

In our discussions of the ways in which the new public health seeks
to construct specific subject positions, we do not argue for a view that
sees individuals as passive, manipulated dupes. Whether or not public
health strategies are overtly coercive or reliant upon the alignment of
individuals’ personal objectives, we need to acknowledge the way that
individuals often fail to conduct themselves according to the goals of
public health. Foucault’s reflections on the ‘practices of the self’ in his
later writings suggest that although individuals constitute themselves as
subjects in relation to external imperatives, there is a complex relation-
ship between dominant norms and individual behaviour and actions,
leaving much room for playful engagement with norms and even for
resistance (see, for example, Foucault 1988, 1991). Foucault was inter-
ested in the possibilities that this presented for the development of modes
of existence that broke with the ‘normalising’ tendencies in contempo-
rary society, particularly the endless examination of one’s inner self which
he saw as a dominant characteristic of modern society (see Best &
Kellner 1991, p. 63; McNay 1992, pp. 63, 86). The idea of one’s life as
the enterprise of oneself would suggest that there is some degree of
open-endedness and indeterminacy at play in the process of privately
managing risk. Public health interventions are consequently liable to
produce outcomes at variance with what the experts may have intended.
Thus, although rules for personal conduct are recommended to the
individual by the social context, often issuing forth from dominant
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institutions such as public health, different contexts provide different
degrees of freedom to act and to interpret, negotiate and resist norms:
‘bodies are active creators of new power relations, and sustain individuals
in their confrontations with and against systems of power’ (Outram 1989,
p- 23). Individuals routinely turn imposed laws, practices and repre-
sentations to their own ends as a way of ‘making do’ within, and of
subverting, the dominant relations of power (de Certeau 1984).

While there is much evidence of many people’s conformity at either
the conscious or the unconscious levels to the imperatives of health
issuing forth from the state and other sites, it is also clear that people
frequently either directly resist these imperatives, ignore them or fail to
take them up in favour of other practices of the self. The attempts of
public health reformers to enshrine legislation directed at restricting
individual freedom has historically been met with opposition on the part
of citizens up in arms about a ‘Nanny' state. At the more mundane level,
people’s desire to engage in pleasurable or playful activities, such as their
continued consumption of tobacco, their refusal to give up favourite
foods to lose weight or their choice not to engage in condom use when
participating in sexual activities, is evidence of lack of conformity to
public health imperatives, despite widespread knowledge and acceptance
of these imperatives. Such activities may be conscious floutings of public
health advice or may simply represent attempts to construct subjectivity
through alternative practices, privileging the pleasures of smoking, for
example, over its imputed long-term health effects (see Lupton 1995,
Ch. 5 for an expansion of this argument).

In writing this book we have not sought to prescribe alternatives for
the new public health, to construct ways of developing a ‘newer’ (and
by implication ‘better’) public health. We have simply attempted to
suggest different ways of viewing the rationales and practices of the new
public health, seeking a more reflexive way of viewing it through
disruption of its taken-for-granted beliefs and approaches. Thus, for
example, we have pointed out that attempts to ‘emancipate’ or ‘empower’
marginalised groups through such strategies as community participation,
based on humanistic, neo-liberal principles, may be regarded as ever more
complex ways of defining, regulating and normalising the members of
such groups. As Usher and Edwards assert: ‘Oppression and emancipation
are not polar opposites, the one excluding the other . . . they are
co-implicated in ever shifting patterns arising from on-going struggles’
(1994, p. 226). As this suggests, attempts at emancipation, well meaning
as they are, often serve to further constrain and disadvantage those
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individuals to whom they are directed by prescribing specified ways of
behaving. Some readers who are engaged as workers in the new public
health may decide that in the absence of viable alternatives their
activities remain worthwhile, despite the questions we have raised.
Nonetheless, the very raising of these questions, we hope, may serve to
unsettle some of the often unexamined assumptions prevailing in those
who support the new public health initiatives. This may lead to more
reflexive practice and ways of engaging with the ‘public’, and to a
recognition of the tendency towards totalising statements and judgments
and of the uncertainties and contradictions in the area that are often
left unacknowledged.
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epidemiology and, 30, 31; lung, 31,
59; prostate, 86; screening, 69, 86;
skin, 83; testicular, 86

cardiovascular disease, 2, 434, 54; see
also cholesterol; heart disease

chemicals, hazardous, 1, 89

Chemobyl nuclear disaster (1986,
Ukraine), 95, 96

child, abuse, 76, 77; body, 74; health,
3, 73-5; immunisation, 69; welfare,
74

chlorosis, 35-6

cholera, 108, 124

cholesterol, blood, 38-9, 43-5, 69

cigarettes see smoking

cities see city; Healthy Cities project

199
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citizenship, ix, x, xiv, xv, 13, 61-5, 70,
87, 149, 172, 175, 179; civility and
selfhood, 62-5; consumerism and,
101; culeural, 63; dutiful and
governable, as, xiii, xiv, 88, 149,
176; environment and, ix, xiv,
99--103; expert empowerment role,
152-9; global, 99; health status of
others, 69; Healthy Cities project,
xvi, 149; healthy citizen, xiii, xiv,
60, 61-88; middle class women
and, 75; morality judgements and
public health, 87; neo-liberalism
and, 64; participation, xvi, 147,
149, 150, 157; rights, xiii, 11, 12,
88, 147, 148, 150; self help health
and, 69, 175; self-control, xiii, 64;
social, 13~14; women and, xiv,
72-80

city, xv; eco-crisis, 134-5;
environmental risk and, xv; healthy,
xv, 120-45; medicalisable object, as,
123; organic concept of, xv, 124-6,
144, 149; see also urbanisation

civility, 62-5, 71; see also citizenship

class see social class

climate change see global warming

collaboration, 5-6, 11, 19

communications, new technologies
and, globalisation, 132, 168-71

communities, power relations and, 167;
segregated spatial, 169

community, xvi, 139, 163, 172, 173;
advocacy health groups, 4;
citizenship and, 70; control, 11;
empowerment, 155; essentialism of,
166-8; exclusionary, as, 167-8;
fixed subjectivity and, 179; identity,
xvi, 163, 166, 169-71, 173, 179;
new communications technologies
and, 170-1; politics of exclusion
and, 167; processual definition, 172;
space and place, 163-72; state
health coercive regulations and, 72;
strategic essentialism strategy and,
171; urban development and, 169

community arts, greening of public
health and, 139

community development, 19, 20, 148,
157-8

Community Health Councils (CHC),
153

Community Health Program
(Australia), 158

community participation, xvi, 5, 8, 18,
145, 146-73, 175, 180; barriers to,
153—4; Healthy Cities project and,
xvi, 145, 146, 151-2; liberation
discourse, as, 147; men’s health
and, 87; neo-liberal democracy and,
156-7, 173; non place-based
affiliations and, 166

community-based health, new public
health and, 163

computer technology, 47;
communications, 170-1

condom use, 88, 180; risky self and, 117

consumption, 15, 23; citizenship and,
67, 101, 150

Council of Europe, 132

death, 2, 29, 40-1, 49

Deep Ecology, 102, 140; eco-feminist
critiques of, 140

degradation see environmental
degradation

democracy, 172; citizenship rights and,
147; direct face-to-face ideal, 164;
participation and, xvi, 147-8, 157,
159-60, 162; self-care and, 176

democratic research, 156

dental hygiene, 70-1, 88

developing countries, sustainable
development and, 1424

diabetes, 54

diet, 15, 50-1, 69, 88, 109, 180

discrimination, 178; new public health
morality and, xvi; risk groups and,
58-9

diseases, xi, 34-6, 59, 177; aetiology
theories, 177; agents of, 100;
atherosclerosis, 44; communicable,
89, 117; contagious, 28;
environmental distress syndrome
and, 107-8; epidemiology and, xiii,
29, 30-2, 38, 59; Huntington's
chorea, 54; infectious, 2, 5, 7, 29,
30, 107, 175; internment, 71;
isolation, 5, 7, 175; legionnaires’
disease, 31; lung, 39-40; malaria,



diseases cont.
36; measles, 117; muscular
dystrophy, 54; new, 7, 89, 107-8;
non-infectious, 2; osteoporosis, 69;
quarantine, 5, 7, 175; re-emergence
of, 107; respiratory, 54; sexually
transmitted, 51-2, 56, 65, 78;
smallpox, 65; stress and, 51;
syphilis, 51-2, 56, 78; tuberculosis,
78, 117, 124; typhoid, 124;
venereal, 65; see also bacteria;
cardiovascular disease; heart disease;
hepatitis; viruses

disease~gene link, 54

domination, 139, 143, 175-7

Down's syndrome, 54

Drug Offensive, The (Australian), 55

drugs, illicit, 5, 55, 71, 76-7; cocaine,
71; crack cocaine, 51-2, 56; heroin,
71; HIV/AIDS and, 37

drugs, licit, 71

duties discourse, 12—13; see also
citizenship

Earth Summit '92, 5, 132, 133, 143

Ebola virus, 7, 106-7

eco-crisis, ix, xv, 143, 145, 172;
Healthy Cities project, 139;
management, 132-8; see also
eco-politics

eco-feminism, 104; Deep Ecology
critique, 140; domination critiques,
139; environmental philosophy
critique, 139—40; see also feminist
critiques

eco-politics, 139-45; Healthy Cities
project and, 139

ecological cities project (OECD), 132

ecological citizenship, 63; see also
citizenship

ecological crisis see eco-crisis

ecological health, 105, 108, 109

ecological politics see eco-politics

ecologically sustainable development
(ESD), 141-2; see also sustainable
development

ecology see environment

ecology movement, 12; see also Deep
Ecology; environmental movement

Economic Commission for Europe, 132
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economic development, ESD and,
141-2
economic discrimination, 178
economics, xi, xiii, 5, 8, 139
education, x, 5, 176
electric power cables, 99
electromagnetic radiation, 99
electronic communications,
globalisation and, 168-9
emancipation, marginalised groups, of,
180-1
embodiment, x, xi, 81-4, 87, 173; see
also body
empowerment, 9, 11, 109, 152-9, 172,
175; community development and,
157, 158; marginalised groups, of,
180; neo-liberal democracy and,
173; see also power
energy use, 5, 135, 139, 143
Enlightenment project, 122
entrepreneurial subject, 10, 12, 17,
170, 176; neo-liberalism and, xiii
environment, ix, xiv, xv, 4, 5, 16,
88-90, 117-18, 133, 144, 176;
ecologically sustainable see
ecologically sustainable
development (ESD); health risks see
environmental risk; natural, 5, 16,
104, 150; resource depletion, 16,
133; risk discourse and, 89-119;
social, 108-14
environment, save the, 100-1
environmental citizen, 99-103
environmental degradation, 5, 142,
144, 175; land, 5, 135
environmental distress syndrome, 107-8
environmental management, Healthy
Cities project and, 139, 144
environmental movement, 90, 106; see
also Deep Ecology; ecology
movement; environmentalists
environmental politics, 101-2
environmental pollution see pollution
environmental protection, 13, 142,
145; Rio Declaration and, 143
environmental risk, xv, 5, 94-9, 102-3,
115-16, 118, 1334, 144; see also

pollution
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environmentalism, government
regulation of industrial production,
101

environmentalists, 91, 97; nature and,
104-5

epidemiology, xi, xii, xiti-xiv, 5, 27-60,
175; contamination of data, 42-3;
death and, 29, 40-1, 49; disease
and, 7, 28, 29, 30; health risk, 48;
health status registers, 31;
knowledges, 3747, 54, 59; lay, xiv,
51-2, 53, 56, 59; life tables, 29;
mortality rates, 29, 40-1; policy
role, 30; political function, 59; risk
and, 19, 47-55; sociocultural
dimension, x, 33-7, 3942, 55-9;
web of causation, 32-3, 47

essentialism strategy, strategic, 171

ethnicity differences, normal subject
and, 178

ethnostatistics, epidemiology and, 37

eugenics, genetic testing discourses and,
54-5

European Charter on Environment and
Health, 13, 16, 127-8, 135-6

exclusion, 178

exercise, 15, 69

expert/community cooperation,
greening of public health and, 139

expertise, xii-xiii, 14-18, 146

experts, xiv, 4, 18, 98-9, 120, 139,
153, 155-17, 172; citizen
empowerment role, 152-9; Healthy
Cities project and, 126, 127, 151,
141; knowledges, xii-xiii, 15, 18,
144, 156, 172, 173, 175, 177-8

family, 734, 176

farming, intensive, 89

feminism, 12, 24-5, 86, 148, 164, 171

feminist critiques, x, xvi, 139-40, 167,
176; see also eco-feminism

firearms use, 5

First European Conference on
Environment and Health, 135

fluoridation of water, 99

foodstuffs, 5, 96, 139

forest protection, 143

fuel crisis, global (1970s), 133

‘Gaia’, 104

gay and lesbian rights movement, 11

gay men (homosexuality), 59, 72, 148,
171, 174; HIV/AIDS and, 37, 41,
42, 46, 58, 85

gay-related immuno-deficiency (GRID),
37; see also HIV/AIDS

gender, xiv, 24-5, 75-6, 83, 178

genetic testing, 54-5

germ theory, 88

ghettos, 169; see also spatial segregation

global citizenship, 63, 99

global ecosystem, 133-4

Global Forum, 143

global warming, 1-2, 96, 97, 106, 133;
expert knowledge and
environmental risk, 98

globalisation, ix, xii, 13, 90, 143,
168-9; body and, 22-3;
environmental risk and, xv, 13,
142, 145; nation-state and, 169;
new killer diseases and, 107-8;
place and, 168, 169

Greater Glasgow Health Board, 165

green movement, 11, 90, 106; Healthy
Cities project and, 139; see dlso
Deep Ecology; ecology movement;
environmental movement

green politics, 145

greening of public health, 13944

greenhouse effect, 2, 133

Greenpeace Australia, 97, 100

gynaecology, 85

hantavirus, 108

hazardous chemicals, 1, 15, 89, 96-7, 99

health care, 30, 175

Health for All (HFA), 20, 126-9, 133,
139, 146, 149, 163

health literacy, 69

Health of Towns Association (British
1840s), 9

health planning, epidemiology and,
xiii-xiv

health professionals, 153, 155; see also
expertise; experts; knowledge;
science

health promotion, xi, 15, 24, 47, 88,
175; healthy body and, 23—4; media
and, 67, 88

health science see science

health skills, 69



health status, 1, 31; personal
responsibility for, 51

health visitor system, 74-5

healthism, 25-6, 179

Healthy Cities project (WHO), xv,
xvi, 8-9, 14, 102, 121-2, 124,
126-33, 135, 137, 139, 144-5, 149,
154, 160--2, 165; community as
place, 1634, 171-2; community
participation, 146, 151-2, 154-5;
eco-politics and, 139, 141, 144,
145; Health for All, 149; holistic
approach, 138; locality-based
community and, 164-6, 171-2;
neighbourhoods, 165; networks, xv,
131-2, 164; participation, 149-51,
158-62; symposia, 150-1

healthy city, xv, 12045, 149;
post-Enlightenment modernist
concept, as, xv, 122-17, 141

healthy public policy, 17-18, 137-8

heart disease, alcohol consumption
and, 40; blood cholesterol and,
38-9, 43-5; coronary, 69; men’s
health and, 86; smoking and,
39-40; see also cardiovascular disease

heavy metals, 75, 89

hepatitis, 69, 107, 117; C, 58

herbicides, 99

heroin, 71

hierarchy, 177

HIV/AIDS, 7, 4, 24, 35-7, 42, 46, 59,
107, 140; African epidemic, 36-7,
56-8; citizenship and, 69-70;
confidentiality rights and, 37;
epidemiology and, 31, 41-2, 46-7;
feminine body as contaminating,
78-9; heterosexual men and, 79;
HI1V virus, 5, 7, 35, 46, 117,
masculine body and, 85; racist
stereotyping and, 56-8; risk group
discrimination, 58-9

holism, ecological environmental
approach, 105; environmental
protection and new public health,
142

holism and health, 89, 105, 108, 115,
109; Healthy Cities project and,
138, 139; spirituality and, 108-9

home birth, 7
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homosexuality, 54, 55; HIV/AIDS
epidemiology, 37, 41, 42; see also
gay men; lesbians; sexuality

Human Genome Project, 54; see also
genetic testing

human immunodeficiency virus (HIV)
see HIV/AIDS

human rights, 143

Human Rights and Equal Opportunities
Commission {(Australian), 86, 87

humanism, 180

Huntington'’s chorea, 54

hygiene, 2, 74; see also sanitation

hysteria, 35-6

immigrants, 72

immunisation, 5, 69; see also
vaccination

impotence, 86

industrialisation, 5, 8, 16, 91-2, 133,
135, 107

inequality, 165-6, 175-8

infant health, 31, 75; see also child

Infant Welfare movement (British),
74-5

infectious diseases see diseases, infectious

Internet, 132, 168; see also
communications

ionising radiation, 96

knowledge, x, xi, xii, xiv, 3-6, 69, 173,
175; epidemiological, xiii, xiv, 43-7,
59; expert, 15, 18, 98-9, 144, 173,
177-8; expertise and power and,
xii-xiii; governance and, 10, 18; lay,
153, 177-8; neo-liberalism and, 10;
power and, xii-xiii, 10, 14, 162,
177-8; science and, 118-19, 153,
172, 176-8

land degradation, 5, 135; see also
environmental degradation

lay knowledge, 1534, 177-8;
challenges to medicine, 6;
epidemiology and, xiv, 51-3, 56, 59

lead levels, blood, 75

legionnaires disease, 31

legislation, health, 5, 65-6

lesbians, 11, 72, 80, 148, 171, 174

liberal democratic theory, 147

liberation, xvi, 172, 178



204 THE NEW PUBLIC HEALTH

life expectancy, 2

life tables, 29

lifestyle, ix, xiii, 2, 4, 15-16; class and,
16; eco-crisis and, 134; ethnicity
and, 16; gender and, 16; health
promotion and, 15; risks and, xiii,
15, 21, 534, 133, 134

listeria, 100

locality, community base, 163-6,
169-72; contaminating other, as,
174; neighbourhoods, 165; see also
place

lung disease, 31, 39-40, 59; respiratory
disease, 54

mammographic screening, 4

male see body, masculine; masculinity;
men

malaria, 36

market economics see economics

Marxist critiques, x

masculinity, 834

matemity, child health and, 5; health
status, 5, 31; see also motherhood

measles, 117

media and communication, 139, 176;
consumption campaigns, 67;
contested knowledges, 43-5;
electronic communications, 168-9;
environmental risks and industrial
hazards, 96-7; health promotion,
67, 88; men’s health and, 86

medical care, limits of, 133

medical treatment, enforced, 71, 175

medicine, lay challenges to, 6;
liberation and, 178; negligence
litigation, 7; scientific see scientific
medicine; sociopolitical analysis and
critiques, 178; see also biomedicine;
science

meditation, 109

men, embodied, as, 81-4; healthy
citizenship and, xiv, 80-7;
heterosexual, AIDS and, 78-9;
male domination, 177; medical
surveillance of, 85, 87; middle class,
85; see also gay men

men’s health, 85-7; accidents and, 86;
disembodiment, 87; resource
allocation and services for, 86-7

Men’s Health Conference (1995,
Australia), 85-6

men’s movement, 85

methadone programs, 71-2

miasma, theory of, 93

middle class, men, 85; women, 75

* militarism, 143, 166

mobile phones, 99

modernism, new public health
discourses and, 175, 177; statistics
and, 29

modemist concept, environment as, 89,
90; Healthy Cities project as,
144-5, 149; healthy city as, 122-7,
141; new public health and, xii,
xiv-xvi, 7-8

modernity, 96; Healthy Cities project,
149; healthy city, 141; nature and,
141; post-, 7-8; public health and,
6-10; scientific medicine and, 6-10

morality judgements, public health
and, xii, xvi, 1-26, 60, 87, 174

mortality rates, 2, 29

‘Mother Nature’, 104

motherhood, 74-5; see also matemity;
women

muscular dystrophy, 54

National Heart Foundation, Australian,
45

National Men’s Health Strategy (1966,
Australia), 86

Native American culture, 105

nature, xiv, 103-8, 141; vengeful, as,
106-7

neighbourhood, xvi, 165; see also
community

neo-liberalism, xiii, xiv, 10-15, 90,
175, 178, 180; citizenship and, 64;
democracy and, xvi, 148-9, 162,
172-3; participation and, xvi, 146,
156-17, 162, 173

networking, Healthy Cities project
and, 131-2; see also electronic
communications

new diseases see diseases, new

‘New Age’, 104

new public health, agencies, 119;
apparatus, 175; biomedical
emphasis, 4; citizen concept, 61,



new public health cont.
71-2, 87-8; coercive strategies and
state health regulation, 71;
community as place, 171-2;
community participation and, xvi,
146-73; community-based health
and, 163, 166; concepts and
strategies, xvi, 2, 5; conformity to
imperatives, 180; consumption and
aesthetics, 67; critical appraisal of,
175; definition of, ix; discourses,
11-12, 67; discrimination and, xvi;
economics and, 5; empowerment
and, 175; environment and, 89, 90,
97 environmental citizen, 100-1;
epidemiology and, x, 27, 60; green
politics and, 139, 145; Healthy
Cities project, 121-2; healthy
citizens and, 67-8; holistic
approach, 89, 105, 108; individual
body and, 23; knowledges, x;
legislation, 5, 71; lifestyle emphasis,
4; modernist, as, xii, xvi, 7;
monitoring strategies, 87, 174-5;
morality and, xii, 1-26, 60, 174;
neo-liberalism and, 175;
participation philosophies, 175, 176,
179; population as health category,
4; power and, 26; public opinion
and, x; regulation and surveillance,
3; risk discourses, xii; science-based,
as, xii, xvi, 2, 6, 177; self-regulation
and control philosophies, 68-9, 71;
socioculeural practice, as, x, xii, 4;
state and, 119, 175; see also public
health

New Right, 11, 12, 158

new social movements, 11; see also gay
and lesbian rights movement; green
movement

nineteenth-century public health, xvi,
65-6, 914, 109; epidemiology,
28-30; hygiene and sanitation, 2,
23, 92-4; urban reform, xv, 924,
1234, 149; women and family, 73—+4

non place-based identity, xvi, 166; see
also place

non-Europeans, 174

normal subject, age differences and,
178; social class differences, 178
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normality, xiii, 25, 66, 156, 175, 178,
180-1; see also epidemiology

nuclear threat, 95-7, 142, 143

nuclear waste, 97

nursing, xi

obesity, 50

occupational health and safety, 5

old public health see
nineteenth-century public health

Organization for Economic
Cooperation and Development
(OECD), 132

osteoporosis, 69

other, contaminating, 174;
epidemiology and, 55-9

Ottawa Charter for Health Promotion
(1986, WHO), 127, 133, 135, 137,
146, 153

ozone layer, thinning of, 89

participation, xvi, 11, 146-73; barriers
to, 153-4, 162, 173; citizenship
and, xvi, 150, 157; demands and
responsibilities of, xvi, 173;
democracy, 147-8; enabling process,
as, 150; Healthy Cities project and,
149-51, 154-5, 164-5; imperative,
147-52, 162; new public health
philosophies, 176; self-discipline
and, 159-62; see also community
participation

passive smoking, 36

pathology, 175; see also diseases

patient advocacy groups, 7

peace movement, 11

penicillin, 107

personal health services, 5

pesticides, 100

place, space and, 163-72; authenticity
of, 169; community and, xvi,
163-72; diverse constructions of;
essential character of, 168; fixed
character of, 166; health status and,
114; see also locality

place-based affiliations, 166

planning, healthy city and, xv;
epidemiology and, xii-xiv; town,
139, 149; transport, 139; urban, 122

pollution, 1, 118, 133; air, 16, 95, 98,

103; car emissions, 99; chemical,



206 THE NEW PUBLIC HEALTH

pollution cont.
103; environmental, 133; social
differentiations and, 102-3; water,
16, 95

poor, the, 72, 174; see also poverty

population growth, 140, 142; Deep
Ecology and, 140; environmental
risk, as, 5, 135; nineteenth-century
public health and, 91-2; urban, 16,
91-2

populations, ix, xiii, 1-5, 66; censuses,
28; control of, 122; ESD and urban,
141; epidemiology and, 27, 28,
'53-4; priority populations, 21;
regulation and normality in, 22

poststructuralism, x-xi, 10, 178

poverty, 165; economic development,
141-2; see also poor, the

power, xi, xiii, 173; citizenship and,
xiii, 3, 150, 153; eco-politics and,
143—4; hierarchies of, 144, 172;
knowledge and expertise, xi-xiii, 14,
176; participation and, 148, 161,
162; relations, 9, 156, 167, 176-1;
science and, 176; space and, 171;
see also empowerment

pregnancy, 767

preventive action, ix, x, 5; new
diseases and, 7

privacy and personal liberty, 71-2

private sector health care, 3

probability statistics see biostatistics;
statistics

promotion, health see health promotion

prostitution, 29, 65, 72; HIV/AIDS,
37, 79; risk group discrimination,
58-9

psychiatric disorders, 54

public health, coercive strategies, 65-6;
definitions of, xi, 3-6, 6-10;
greening of, 139-44; imperatives,
88; movement, 66; policy, 43, 137-8

public policy, 5, 17-18; Healthy Cities
project and, 144

quarantine, 5, 7, 175

racial differences, normality and, 178

racism, 166; epidemiological risk
factors and, 56-8; population
problem and, 140, 142

radiation, ionising, 89; solar UV, 89

radioactive nuclear waste, 97

rationality, epidemiology, 34, 59;
governmental, 122-3; health
economics, 8; public health, 6, 27,
29; role in social progress, 175;
scientific medicine, 6; space
ordering, 166; see also
epidemiology; science

respiratory disease, 54; see also lung
disease

right to health, 65

rights, 12-13; citizenship, xiii, 11, 12,
88, 147, 148, 150; human, 143;
welfare state and, xvi

Rio Declaration, 143-4

risk, xii, xiv, 18-22, 49-50, 58-9,
88-119, 175, 177; assessment,
18-21; environmental, ix, xiv, xv,
1, 16-17, 89-119; epidemiology
and, xiii, 2, 20, 30, 32-3, 38-9,
41-2, 45-9; HIV/AIDS and, 41-2;
lay epidemiology and, 51-3, 56;
lifestyle and, xiii, 15, 16, 21;
management, 22, 24, 47; profiles,
18-21, 156; subjects at, xiii, 115-17

risk society, 20, 96

risky self, xiii, 1, 16, 20, 115-17, 180;
see also self

Royal Commission for Inquiry into the
State of Large Towns and Populous
Districts (1844, 1845 England), 123

rural environment, health and, 112

safe sex, ix; see also condom use

safety helmets, 5

salmonella, 100

sanitation, 2, 5, 8, 9, 23, 149; see also
hygiene

science, xi, xii, xiv, 2, 178; actuarial,
47; environment and health,
118-19; Healthy Cities project and,
126-17, 144; healthy city and, 177;
knowledge, 118-19, 153, 172,
176-8; lay knowledges and, 177-8;
power and, 176, 177; public health
and, xi, xii, xvi, 2, 6, 177; social
progress and, 175, 177

scientific knowledge, 172; see also
knowledge



scientific medicine, xi, 3, 6~10; see also
medicine

screening, diagnostic, 4, 5, 69, 78, 86

seatbelts, compulsory wearing of, 5, 70,
71

self, ix, x, xiii, xiv, 23, 55-9, 62, 64,
70-1, 80-2, 99-100, 111, 112, 116,
178, 179; risky see risky self

self-actualisation, 172

self-care, 80, 88, 176

self-control, xiii, 64, 179

self-discipline, 159-62

self-help, 7, 11, 69, 175

self-identity, 10

self-regulation, ix, 22-6, 29, 51, 66,
68-9, 71

sexual citizenship, 63

sexual difference and normality, 178

sexual discrimination, 86-7

sexuality, bisexuality, 43; racist
stereotyping and epidemiology,
56-9; women’s, 78

sexually transmitted diseases, 51-2, 56,
65, 78

sleep deprivation, 113

smallpox, 65

smoking, 109, 180; cigarettes, 5, 69,
71; epidemiology and, 39-40, 47-8;
lung disease, 39-40; passive, 117;
risk and, 47-8; risky self and, 117;
tobacco, 180

smoking-related disease, 4

social class, normal subject and class
differences, 178

social differentiations, environmental
hazard exposure, 102-3

social discrimination, 178

social environment, dangers of, 108-14

social groups, categorisation,
epidemiological, 55-9;
contaminating other, as, 174;
underprivileged, x

social marketing, 5

social stress, 51, 112-13

social support, self-care and, 176

social surveys, lifestyle and risk, 21

social work, 139

socio-economic status, xii, 18, 164-5

sociocultural theory, x, xii

South Australian Health Foundation, 68
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space/spatiality, 114, 123; healthy city
and, xv; power relations and, 171;
rational ordering of, 177; social
relations and, 166; urban, 123, 149

spaces and places, 2; city, xv;
community, 163-72

spatial segregation, gated communities
and, 169-70

spirituality, 105-6, 108-9

statistical surveys, 175

statistics, curable cancer, 38;
epidemiology, 28-9, 31-2, 37;
ethnostatistics, 37; modernism and,
29; probability, 47; see also
biostatistics

sterilization, forced, 140

strategic essentialism strategy, 171

stress, 112—15; men’s health and, 86

subjectivity, xi, 10, 13, 173

sudden infant death syndrome (SIDS),
41

Sustainable Cities campaign, 132

sustainable development, ix, 19, 143,
145, 175; healthy cities and, 150;
Rio Declaration and, 143; see also
ecologically sustainable
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Sydney Breast Cancer Institute, 79

syphilis, 51-2, 56, 78

therapies, alternative, 7

Third World debt, 139

Three Mile Island nuclear meltdown,
(1979, US), 97

tobacco see smoking

town planning, 122, 139, 149

toxins, 89

trade imbalances, 166

transport, 21; car emissions, 99;
planning, 139; policy, 139

tuberculosis, 78, 117, 124

typhoid, 124

ultraviolet radiation (UV radiation),
solar, 89

unemployment, 166
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Environment and Development
(UNCED) (1992), 5, 132, 133, 143



208 THE NEW PUBLIC HEALTH

United Nations Development Program
(UNDP), 132

urban planning, 122
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eco-crisis and, 134-7; risks of, 5,
107, 110-11; see also city

urbanism, health and, xv, 89, 133, 144;
psychosomatic effects of, xv, 111-12

vaccination, 65, 71; see also
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violence, 86

viruses, Ebola, 7, 106~7; hantavirus,
108; human immunodeficiency virus

(HIV), 5, 7, 35, 46, 117

War on Drugs (US 1980s), 55

wastes, hazardous, 17, 97
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148, 176; neo-liberalism and, xiii,
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women, 24-5, 140, 148; citizenship
and, xiv, 72-80; contaminating, as,
79, 81, 174; domination of, 143;
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women cont.
welfare, 73-5, 77-80, 88, 94;
middle class, 75; pregnancy and,
16-7; public role of, 75; working
class, 74-5; see also body, feminine;
feminism; lesbians; maternity;
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women's health, 7, 72-80

women’s movement, 11

women’s sexuality, 78

work practices, exploitative, 166

working class, 2, 74-5, 174

workplace practices, 139

World Association of the Major
Metropolises, 132

World Bank, 132

World Commission on Environment
and Development (WCED), 142

World Health Assembly, 129

World Health Organisation (WHO),
xv, 68, 95, 124, 126-32, 138,
144-5, 164; Commission on Health
and the Environment, 136-7,
149-50; Regional Office for Europe,
127, 128, 149; see also European
Charter on Environment and
Health; Health for All (HFA);
Healthy Cities project (WHO)

World Wide Web, 168
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