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CHAPTER ONE

IMAGES OF HEALTH

Joan Arnold
Laurel Janssen Breen

hat do you imagine when you think about health—your health? Do you

view yourself as healthy? What health goals do you possess now for your-
self and your family? Do factors in your community contribute to your personal
health and your family’s health? Is your community healthy? In your own unique
way, how do you define health? These critical questions beckon examination by
the client and the health care professional. Searching for their clarification pro-
vides opportunities for discovery about images of health and direction for profes-
sional health care interactions and interventions. Once conceptualized, an image
of health provides direction for health promotion actions.

Health is baffling. Contemporary thinking about health emphasizes em-
powering nations, community groups, and individuals to realize their own health
aims. In the face of widespread interest in defining health at the theoretical level,
the development and the use of clinical practice frameworks to support inter-
ventions are increasing. These practice frameworks and theoretical models both
reflect and affect clients’ and health care professionals’ images of health. This chap-
ter describes ten categories of images of health, each reflecting a unique view
(Exhibit 1.1).

Each image category may include aspects that are also found in other im-
ages, and some words may have different meanings in the contexts of different
images. These images portray health as the antithesis of disease, a balanced state,
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EXHIBIT 1.1. IMAGES OF HEALTH.

Antithesis of disease
Balanced state
Growth
Functionality
Goodness of fit
Wholeness
Well-being
Transcendence
Empowerment

Resource

growth, a functional capacity, goodness of fit, wholeness, well-being, transcen-
dence, empowerment, and finally, a resource. Reflecting on these images of health
reveals the complexities of health.

Imagining Health

Health 1s an elusive term because the state of being healthy can be viewed from a
multitude of perspectives. Health may be considered a reference for disease, de-
fined by determining forces, or a panacea. It may be thought of as autonomy and
integrity projected by the human system. It may refer to the uniquely character-
istic strengths of a person, a family, a group or population, a community, a na-
tion, or the world. It may also mean a self-sustaining or self-replenishing capacity.
Health may be thought unattainable, impossible to achieve because of limitations,
oppression, and depleting forces. Curiously, health care professionals, regardless
of discipline, know more about disease, pathology, and dysfunction than they do
about health. Although health is valued and desired as a goal, the diagnostic pre-
cision found in dealing with conditions of illness, disease, and social problems is
not evident in the study of health. Our clients look to us, as providers of health
care, to assist them to achieve their desire to be and feel healthy. As clients strive to
shape personal pictures of health, the health care professional bears witness to the
coalescing of images of health into the client’s own unique composite. This unique
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image may differ from the health care professional’s image of health and expec-
tations for client health. While the client and health care professional interact as
partners, the health care professional recognizes these differences and enfolds them
into the therapeutic process. Inherent in this challenge is the necessity to accept
the client’s right to self-determination and to commit to assisting the client in re-
ducing barriers and achieving health goals. The images of health presented in this
chapter reflect a clustering of views on health. These images are offered to stim-
ulate a re-visioning of health. Health cannot remain an enigma; it stands on its
own as a life process, to be imagined and realized within the unique capacity of
everything human.

as the Antithesis of Disease

In the image of health as the antithesis of disease, health and disease are viewed
as opposite states, with health as the absence of disease. Dubos (1965) referred to
“the states of health and disease [as] the expressions of the success or failure ex-
perienced by the organism in its efforts to respond adaptively to environmental
changes” (p. xvii). Here, the conditions of health and disease are expressions of
bipolar thinking. In this context a given population’s health is measured by its op-
posite, the population’s morbidity and mortality statistics. These indexes of illness
and death are used to appraise health and to direct interventions in specific ag-
gregates. Persons suffering from disease were, and still are, ostracized by society.
Social standards for health can lead to negative perceptions of persons with dis-
eases that are in contradiction to these standards. Consider the treatment of per-
sons with leprosy, disabling conditions, acquired immunodeficiency syndrome
(AIDS), and drug addiction; they are often feared and viewed as not socially ac-
ceptable. Their condition or illness is contradictory to what is defined as healthy by
society, and their presence threatens the perceived social order.

When health is defined as the absence of disease, evaluative statements about
clients are made within the parameters of illness, using a system of disease signs and
symptoms. ““T'his definition of health has been largely the result of the domination
of the biomedical sciences by a mechanistic conception of man. Man is viewed by
physicians primarily as a physico-chemical system” (Smith, 1983, pp. 46-47). Health
care professionals are prepared to make evaluative statements of illness by formu-
lating a diagnostic statement from symptomatology and objective data. Such an
evaluative statement requires comparisons to established norms. Illness becomes a
deviation from these norms. Health then is a condition of the norm, whereas illness
falls outside the range of normal. Rather than defining the components of health,
the medical model, relying on illness identification, merely identifies health as the
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absence of disease. Thus being healthy is being within the range of normal, and
more specific parameters are not identified. However, what falls within the med-
ical norm may be nevertheless suboptimal. Then mediocrity becomes an accept-
able definition of health, and because of this, the optimal conditions of normal
may never be recognized, realized, or individualized.

Health as a Balanced State

The image of health as a balanced state incorporates epidemiology, which pro-
vides an important understanding of the relationships among host, agent, and en-
vironment in explaining health. Epidemiology 1s the study of patterns of health and
the patterns of disease, disability, and death and other problems in populations of
persons (Leavell & Clark, 1965). In a broad, widely accepted definition, epidemi-
ology is stated to be “the study of the distribution and determinants of health-
related states or events in specified populations and the application of this study
to control of health problems” (Last, 1995, pp. 55-56). A major goal of epi-
demiology is to identify aggregates, or subpopulations, at high risk for disease or
health-threatening conditions. The intent is to identify risk factors that put the ag-
gregate at risk and then to modify or reduce those risks through preventive inter-
ventions. Efforts such as screening, case finding, and health education are geared
toward populations most likely to gain from specific strategies developed for a par-
ticular disease (Gordis, 1996).

In the epidemiologic framework, health is identified along a health-illness-
death continuum. The origins of health and illness are indicative of other
processes that occur before the human being is affected. Key to these processes
are the interactions of conditions in the environment, factors of the agent for dis-
ease, and predisposing genetic forces. “Heredity, social and economic factors, or
physical environment may be creating a disease stimulus long before man and
stimulus begin to interact to produce disease” (Leavell & Clark, 1965, p. 17). The
preliminary interaction of the human host, potential disease agent, and environ-
mental factors in disease production is referred to as the period of prepathogenesis
(that 1s, the period before disease). Prepathogenesis 1s the period of health. The
balance among the host, potential agent, and environment is reflective of the equi-
librium inherent in the condition of health. It is not until the disease-provoking
stimuli produce changes in the human system that the period of pathogenesis, or dis-
ease, results. The period of prepathogenesis can be thought of as the process in
the environment, whereas the period of pathogenesis is the process in the human
being, or human system.

Disease 1s a state of disequilibrium, or dis-ease, and health is a state of bal-
ance, or equilibrium. Equilibrium is achieved through the interaction of the mul-



Health

Images of Health 7

tiple factors and forces that influence and contribute to health. The balance that
is health is reflected in the nature and intensity of these interactions. Physical,
physiological, psychological, social, cultural, spiritual, political, and economic
forces interact and contribute to the unique image of health for each individual,
family, group, and community. Health 1s a singular condition and a condition of
society as well as a balance of these forces.

Cultural ideologies and traditions also influence the image of health as bal-
ance. For example, the harmony of yin and yang is balance. Yin and yang have
been described as passive and active, feminine and masculine, nurturing and stim-
ulating, and earthly and heavenly. Energy i1s balanced when these seemingly op-
posite forces work together. Imbalances between yin and yang are believed to be
manifested in the ways internal organs function and can result in disturbances of
vital energy, represented on the body’s acupuncture meridians. Ayurveda, an an-
cient medical system that originated in India, emphasizes the equal importance
of body, mind, and spirit (National Center for Complementary and Alternative
Medicine [NCCAM], 2000). To a practitioner of Ayurveda, imbalances in
doshas—physiological principles, or bodily humors—can lead to specific diseases.
Various foods and emotions are believed to result in imbalances. Furthermore,
the dominant medical system in Europe, from ancient Greek times to contempo-
rary ones, emphasizes “the belief that ill health resulted from an imbalance of the
body’s four humors (blood, phlegm, yellow bile, and black bile)” (NCCAM, p. 8).
“Habits and beliefs of people in a given community are not separate items but
are the elements of a cultural system which determine their response to any dis-
ease. Each culture has its own ways of organizing experiences pertaining to health

and disease” (Singh, 2001, p. 39).

as Growth

The foundation of the view that sees health as growth is found in the beliefs of
noted developmental theorists (for example, Dewey, 1963; Piaget, 1963; Elkind,
1981; Erikson, 1963; Duvall, 1985; Havighurst, 1972). This image leads to a fur-
ther view of health as the successful fulfillment of certain tasks appropriate to par-
ticular life stages. Persons are seen as having a capacity for growth that can be
enhanced and supported; this development is seen as an ongoing process that oc-
curs continuously and systematically throughout the life span. Growth is viewed
as progressive. Health is seen as being intimately determined by individual lifestyle
and behavioral choices. Interventions at critical life stages are believed to be the
most effective and to foster optimal growth. Through identification of certain #an-
sition pownts, the unique needs, behaviors, and motivations of certain populations
are targeted. In this framework, periods of transition involve restructuring and
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reorganization of both the inner and outer worlds of an individual. Frequently,
these periods arise when there is an unfolding of events in which the status quo is
challenged. Oftentimes this means new opportunities for enhancing growth and
coping (Cowan & Cowan, 2003).

The concept that overall wellness in each life stage involves the achievement
of certain cognitive, physiological, and psychological competencies is integral to
a life-span approach to health as growth. Established norms are used to measure
growth at each stage. Following an established pattern of expected progression
through the stages is viewed as desirable and is anticipated. The movement from
one stage of growth to another is predicated on some of the life skills and tasks
accomplished in an earlier stage. The “failure” to achieve certain developmental
skills during a particular stage may be viewed as impeding growth into the next
stage.

The way the concept of aging is visualized in the framework of a life-span
definition of health demands attention. In its most narrow definition, old age is
delineated as the end stage of life, a time of anticipated decline when dependency
and helplessness are expected outcomes. It is viewed as a time of final goal at-
tainment, thus avoiding any need to establish health challenges for this popula-
tion. From a broader viewpoint, aging is a complex cultural issue and is not
defined merely by biological parameters. Although they may have altered physical
abilities and changing expectations, aging persons retain the capacity for full par-
ticipation in life. Aging in this view is an imprecise term that can be understood as
both a loss and a goal. The process of aging is the process of life. Although older
Americans today are considered healthier, wealthier, and better educated than the
older members of previous generations (Federal Interagency Forum on Aging-
Related Statistics, 2004), disparities exist, particularly among those with limited
education, women, and minorities.

Over the course of the last three decades a body of literature has developed
that 1s apart from the mainstream, disease-oriented framework and that has begun
to describe the experiences of people who have coped successfully with traumatic
events. Although much remains to be discovered about how people bounce back
from negative events, this literature has explored trauma as an opportunity for
psychological growth, which comes about through the challenge and struggle pre-
sented by the traumatic event itself (Tedeschi & Calhoun, 1995). Posttraumatic
growth is variously seen as an outcome and as a process. A variety of terms have
been identified to acknowledge the phenomenon in which growth and change de-
velop and even advance beyond prior levels of adaptation after exposure to un-
desirable or extreme events. These terms include resilience, hardiness, and thriving.

When considering how some individuals, families, and larger social systems
overcome crises and ongoing adversity while others become depleted and shat-
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tered, Walsh (2003) asserts that resilience is the key. From this strengths-oriented
approach, life challenges become opportunities for growth. Resilience research
has moved beyond considering it as a personal psychological trait and now sees it
as a dynamic process (Masten, 1999). Resilience is the capacity to bounce back
from adversity and grow through it as its effects are mitigated by protective and
vulnerability factors (Luthar & Zelazo, 2003).

Hardiness has been described by Kobasa (1979) as a grouping of personality
traits that includes control over life events, a life commitment, and a personal view
of change as challenge. Hardiness is seen as a variable that influences the effects
stress may have on an individual’s physical and mental health. People who are
hardy are perceived as having an increased ability to withstand stress (Low, 1996).

Thriving, which has been derived from resilience research, has been concep-
tualized as a dynamic process of adaptation whereby challenge provides an oppor-
tunity for growth and greater well-being. Thriving goes beyond coping and
homeostasis to become transformative. It involves cognitive changes, a reexami-
nation of self, and an ability to mobilize resources needed to deflect the impact
of a threat or risk (O’Leary & Ickovics, 1995).

When one views fealth-within-illness (Moch, 1998) an opportunity unfolds to
view illness as a potential growth catalyst. Health promotion efforts may have
negated or ignored these opportunities in the past. However, if health and illness
coexist, then within illness is the possibility of realizing health through a sense of
meaningfulness, self-knowledge, positive change, and redefinition of life events.
Likewise, at the end of life, efforts such as the hospice movement promote health
when assisting individuals and families to find meaning in imminent death and to
live well with terminal illness. “Our ultimate goal as a society and as members of

communities surely is to maximize human development and the achievement of
full human potential” (Hancock, Labonte, & Edwards, 1999, p. 522).

as Functionality

In the image of health as functionality, health 1s seen as the capacity to fulfill crit-
ical life functions. Functional health patterns for individuals include all activities
that influence a person’s relationship with the environment. Physiological functions
include digestion, hydration, sleep, elimination, and circulation. Psychological func-
tioning encompasses behavior, communication, and emotional development. Ful-
fillment of these functions defines a healthy individual. Likewise, families have
functions to fulfill, including the capacity to nurture their members through phys-
ical, emotional, educational, and social support activities. Further, communities
function to provide their members with resources to sustain themselves. A com-
munity is vital when members can meet their needs and in turn participate in the
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community’s further development. At the global level, nations participate in
achieving shared responsibility for mutual health goals for their respective and
collective populations.

Functionality 1s viewed as the ability to carry out a given task. When the func-
tional capacity of individuals, families, groups, and communities is limited, health
1s altered, and adaptation is necessary to adjust to the environment and fulfill func-
tions. However, adaptation need not be viewed from such a narrow vantage point.
It encompasses not only modification of the individual but also alteration of that
individual’s environment. From this perspective, disability 1s viewed as a different
ability, one that requires an altered environment so that a person can achieve vital
life functions (that is, the environment is made accessible, available to those with dif-
ferent abilities). Persons with disabling conditions then become equally able.

Rehabilitation, a level of prevention, focuses on recovering remaining capacity
to maintain function. The strengths and capacities of the individual are realized
differently to restore function, even if that function is modified. Recovering the
capability to function as independently as possible enables the person, family,
group, or community to depend less on other forms of support. Returning func-
tion, even if modified, enables social utility and a sense of purpose.

Participation in health activities depends on an individual’s overall health
function skills. Health literacy, for example, is a major skill necessary for compre-
hending information directed at improving health (Ratzan, 2001). Health literacy
is the capacity to obtain, process, and understand basic health information and
services needed to make appropriate health decisions (Ratzan & Parker, 2000).
The National Adult Literacy Survey (NALS) has raised serious concerns about
marginal health literacy skills among many Americans and about these individu-
als’ ability to participate adequately in their health care (Ad Hoc Committee on
Health Literacy for the Council on Scientific Affairs, American Medical Associ-
ation, 1999). It is estimated that nearly half of all American adults, ninety mil-
lion people, have difficulty understanding and acting on health information
(Nielsen-Bohlman, Panzer, & Kindig, 2004). Health literacy therefore affects func-
tional health.

Health as Goodness of Fit

The fit between the person and the surrounding environment is often impercep-
tible, as each 1s embedded in the other. It becomes impossible to distinguish the
reciprocal relationship in this joining. The image of health as goodness of fit con-
siders the meshing of the determining factors of health. Human biology, envi-
ronment, health care, and lifestyle have been identified as the four major
determinants of human health (Lalonde, 1974). Each of these determinants is



Images of Health 11

important; however, special attention is now being given to the influence of indi-
vidual lifestyle on personal health. This focus on lifestyle is inevitable given that
the human life span is increasing, chronic disease has become a greater factor than
communicable disease in morbidity and mortality, and the health care system has
become increasingly focused on costs.

Lifestyle 1s about choosing. Individuals, families, groups, and communities
choose options that set into motion unique interactions of factors and forces that
have the potential to produce health or illness. Much progress in the overall major
decline in death rates for the leading causes of death among Americans has been
traced to reduction in risk factors. Healthy People 2010 (U.S. Department of Health
and Human Services, 2000) delineates health objectives for improving longevity
and decreasing health disparities in our nation. Despite these advances resulting
from preventive interventions, the United States continues to be burdened by pre-
ventable disease, injury, and disability. Focusing on lifestyle alone, however, rather
than viewing health as an outcome of a multiplicity of determinants, can easily
result in “blaming the victim.” When the complex mix of biological, psychologi-
cal, social, cultural, and political factors is underacknowledged and underesti-
mated, the individual is held solely responsible for risk-taking behaviors and health
outcomes.

Lifestyle is only one of the four major factors that determine health. Lifestyle
is about choosing, to whatever extent possible. However, certain biological factors,
although modifiable, are largely uncontrollable. In addition, environmental de-
terminants of health are often negotiated at the public policy level, leaving indi-
viduals, families, groups, and communities without a sense of personal control.
Environmental factors such as poverty, racism, and resource allocation challenge
the individual’s potential for health and limit choice. Also, the availability, acces-
sibility, affordability, appropriateness, adequacy, and acceptability of health care
(National Institute of Nursing Research, 1995) can enable or diminish health po-
tential. No one factor alone determines an individual’s health, which is shaped by
the interlocking of these forces. Yet there is opportunity for change to occur at the
point these factors interface.

The environment, a critical determinant of health, cannot be viewed in isola-
tion any more than lifestyle can. The reciprocal relationship between people and
their environment is emphasized in the ecological models of health. Recognition
of the influences of intra- and interpersonal factors, community and organizational
factors, and public policy 1s viewed as necessary to a full understanding of health-
related behaviors and interventions (McLeroy, Bibeau, Steckler, & Glanz, 1988).

The preparation of public health professionals for addressing the public’s
health (Gebbie, Rosenstock, & Hernandez, 2003) relies on an understanding of
the various determinants of health. The relationships and processes that link these
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forces are best described in an ecological model of health. Individual behav-
ior; social, family, and community networks; living and working conditions; and
broad social, economic, cultural, health, and environmental conditions at all lev-
els of development and over the life span are linked in this model. The fit among
these factors and forces shapes an understanding of the determinants of popula-
tion health.

Health as Wholeness

A holistic image of health is central to healing and complementary health care
delivery. Appreciating wholeness is enhanced by a framework that supports mul-
tiple interactions (Bertalanfly, 1968; Laszlo, 1972). The idea that every aspect of
a human being, family, or community is linked and interacting arises from a sys-
tems theory orientation. A human being is constructed of subsystems that work
together, and he or she is at the same time a subsystem of the family and com-
munity, which also are interacting parts of each other.

Each system is simultaneously a subsystem and a suprasystem. Boundaries
define each system and allow, through their regulation, the flow of inputs and out-
puts that maintain energy and enable growth. In this framework, health can be
viewed as system integrity and unity. Supporting the integrity of the human system
is the focus for promoting and maintaining health.

Human beings are considered whole (that is, more than and different from the
sum of their parts). “The whole has a unity, organization, and individuality that is
not discoverable by means of the analysis of its parts. In fact, the analysis of the parts
of the organism results in decreased perceptions of the qualities of the whole”
(Blandino, 1969, quoted in Smith, 1983, p. 77). Employing the framework of Maslow
(1968), Smith (1983) considers health to be the complete development of the indi-
vidual’s potential. Smith’s eudaimonistic model focuses on the entirety of the or-
ganism, including the physical, social, aesthetic, and moral—not just the behavioral
and physiological—aspects. In the eudaimonistic sense, health 1s wholeness. To be
healthy is a goal toward which the human system strives.

Human systems are no longer viewed 1n isolation. Individual health is influ-
enced by family health, and one member’s health influences the health of other
family members. Likewise, families are viewed within the contexts of groups, com-
munities, and societies; families contribute to the health indicators of larger
systems. Nations are viewed within the context of world health, contributing to
and being influenced by the whole globe. No longer can health be solely deter-
mined by individual indicators. There 1s growing evidence that individual health
and community health are interdependent. This awareness 1s reflected in the cur-
rent understanding of population health. The key elements of population health
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assessment are aggregated health characteristics and disparities among groups;
environmental, social, and economic health determinants; inequalities of oppor-
tunity; and community governance and the degree of distribution of power (Han-

cock, Labonte, & Edwards, 1999).

Health as Well-Being

Health is defined in the Preamble to the Constitution of the World Health Orga-
nization (WHO) (signed in 1946 and ratified in 1948) as follows: “Health is a state
of complete physical, mental, and social well-being, and not merely the absence
of disease or infirmity” (WHO, 1947). Freedom from disease and illness implies
an ideal state among three significant sources of well-being—physical well-being,
mental well-being, and social well-being. Referring to health as a “complete” state
may mean that health requires no improvement and “that anything less than com-
plete well-being is not health” (Buetow & Kerse, 2001, p. 74). Curiously, follow-
ing this line of inquiry may result in the negation of health promotion efforts,
because health cannot be improved. Bok (2004) asserts that defining health as
“complete . . . well-being” may make the term unsuitable for either measuring or
comparing states of health. “Even if someone did achieve such a state of com-
plete health, it would be short-lived; and there would be no chance of finding
members of any group, let alone inhabitants of a society or a region, enjoying
such a felicitous state simultaneously” (p. 7).

Dunn (1961) uses this WHO definition to expand on the idea of high-level well-
ness, in which the term fealth implies being well not only in the body and mind but
also within the family and community and having a compatible work interest.
“High-level wellness for the individual is defined as an integrated method of func-
tioning which is oriented toward maximizing the potential of which the individual
is capable. It requires that the individual maintain a continuum of balance and
purposeful direction within the environment where he is functioning” (pp. 4-9).
In effect, health is viewed as balance along a goal-directed continuum within the
context of the environment. The dynamic nature of health is implied as health
potential is maximized. In other words, rather than being a complete static state,
health involves maintaining completeness on an ongoing basis. Balance and dy-
namism are combined while a person, family, group, or community moves pur-
posefully toward a goal.

Often what people describe as “feeling healthy” is a subjective sense of well-
being—a subjective interpretation of personal indicators that produce a vague
sense that everything is all right. Although the actual structure of general well-
being is not clearly understood, it is thought to include the following contributors:
emotions, beliefs, temperaments, behaviors, situations, experiences, and health
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(Wheeler, 1991). Well-being 1s an imprecise term subsuming both subjective and
objective definitions and methods of measurement. It may include self-reports of
satisfaction and dissatisfaction, the presence or absence of a persistent mood level
or transient emotional state, external environmental conditions, and biochemi-
cally related behavior (Kahn & Juster, 2002).

It 1s known that different individuals experience the sense of well-being in
very different ways. The pursuit of well-being may include no formal definition,
no clear-cut guidelines. However, the individual does know and understand some
means for attaining this state. Perhaps it is not necessary or even possible to have
a precise and objective definition of certain human experiences.

For many persons, humor is an important aspect of achieving well-being. In
attempting to comprehend and live through the myriad of life experiences, people
find that perceived reality can be altered through humor and its outward expres-
sions. Humor is understood as a powerful tool, affecting both neurological and
physiological transmissions in the body. It can reduce tension and frustration and
startle a person out of complacency. Laughter and humor are powerful expressions
that add vitality and “joy” (Cousins, 1979) to the experience of health and life.

Health as Transcendence

To view health as transcendence is to see the human potential for growth and de-
velopment as limitless. Any boundaries of mind and body are believed to be self-
imposed. According to this framework, human beings and intervention modalities
are continuously evolving. Health is this process of self-discovery. Understanding
on a cognitive level is not necessary for an intervention to be therapeutic. Some
aspects of healing are experienced and understood by the client and health care
professional at different levels of awareness. Persons are presented with a multi-
tude of choices during their lifetimes. Moving outside personal comfort zones and
stretching beyond these perceived boundaries can promote insecurity. Therefore,
redefining health involves loosening boundaries and undergoing transformation.
Support in this process 1s desirable and augmenting.

Health is seen as interrelated with the larger universe, integrating emotional
and spiritual factors. The self1s experienced and explored based on a definition
that far transcends its ordinary definition; self becomes a “manifestation or ex-
pression of this much greater ‘something’ that is our deeper origin and destina-
tion” (Lawlis, 1996, p. 5). The process inherent in body-mind-spirit is understood as
a unified whole that has great potential for experiencing, altering, and expressing
health.

The perceived meaning that one attaches to an experience or event is recog-
nized as having an integral connection to one’s overall health experience. These
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perceived meanings affect both one’s choices and the impacts of health interven-
tions. When exploring the relationship between spirituality and health, it is gen-
erally acknowledged that the concept of spirituality lacks an accepted clear
definition and 1s highly personal and contextualized (Coyle, 2001). However, it is
also recognized that spirituality “motivates, enables, empowers, and provides
hope” (p. 592). Spirituality has further been understood as “one’s inward sense of
something greater than the individual self or the meaning one perceives that tran-
scends the immediate circumstances” (U.S. Office of Alternative Medicine, 1994,
p- 8). It 1s this sense of meaning and purpose that supports an individual’s ability
to gain some control and mastery over his or her circumstances. A spiritual heal-
ing philosophy of health acknowledges the healing forces of modalities such as
prayer, meditation, and focused thought (Institute of Medicine, 2005).

as Empowerment

A strong link between individuals’ or communities’ sense of power and the level of
health they experience has been identified (Robertson & Minkler, 1994; Minkler,
1999). This power has been closely associated with the perceived degree of life
control and mastery. Powerlessness has been identified as a broad-based risk factor
for the development of disease. The empowerment process, as a health promo-
tion intervention strategy, has been correlated with improving the health of pop-
ulations (Wallerstein, 1992). Health professionals must respect and acknowledge
the significance of clients’ right to “name their own experience” as an integral
part of the empowerment process. Without this, the professional risks subjectively
overwhelming or affecting the lives of others by setting up a health agenda “for”
clients that they “must” follow (Labonte, 1994).

Movement toward health evolves from a fully engaged sense of self. Defini-
tion and direction for health come from this strength. Change occurs as individ-
uals and communities, in partnership with the health care professional and others,
work toward the implementation of this personal vision of health.

Empowerment in 1ts fullest meaning is context bound. It extends to include an
awareness of all the forces that individuals, families, groups, and communities face
as they attempt to transform their reality (Airhithenbuwa, 1994). Culture is one of
these forces. Health experiences and choices originate within a cultural perspec-
tive. Cultural values, attitudes, and behaviors are seen as an integral part of a per-
sonal definition of health and disease. The empowerment process is expanded
through actions that focus on improving the health of communities. Targeting
only individual change dilutes the process. “Hence the empowerment process is
maximized when community residents at large become mobilized around health
concerns and initiate collective actions for well-being of the entire community”
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(Braithwaite, Bianchi, & Taylor, 1994, p. 414). Owing to the interrelatedness of
all people, health is a universal experience.

The view of health as empowerment includes the belief that individuals pos-
sess numerous and diverse self-care abilities that contribute to determining their
health. Persons require certain self-care skills to feel in control and to direct their own
life course, and community change depends on the ability of the commun-
ity’s members to self-direct. Self-care involves competency, which comes about as
professionals transfer necessary skills and knowledge to individuals and commu-
nities. Much of the provision of health can now be seen as within the grasp of the
consumer.

The ability to control and shape this vision 1s dependent on a redistribution
of power within the health care system. Power is transferred as the client deter-
mines health actions and as the system of health care becomes accountable for
providing client-focused care. With whom, then, does the responsibility for health
lie? Although there is strong support for health promotion approaches stressing
both personal and a broader social responsibility, it is actually the coalescing of
these forces that permits “the creation of healthy public policies and health-
promoting environments, within which individuals are better able to make choices

conducive to health” (Minkler, 1999, p. 135).

Health as a Resource

In a discussion of health within the context of health promotion, the World
Health Organization’s Ottawa Charter broadened the conceptualization of health
to include an understanding of the social, political, and economic determinants
of health. In order to reach a state of health, “an individual or group must be able
to identify and to realize aspirations, to satisfy needs, and to change or cope with
the environment. Health, is therefore, seen as a resource for everyday life, not the
objective of living. Health is a positive concept emphasizing social and personal
resources, as well as physical capacities” (WHO, 1986, p. 1).

The idea of health as a resource for living expands the definition of health
and its determinants to include the context in which health, or nonhealth, 1s con-
sidered and goes beyond an emphasis on individual lifestyle strategies to achieve
health (Robertson & Minkler, 1994). As a resource for everyday living, health is
not a state or absolute condition but rather the dynamic capability to deal with
life’s challenges and care for oneself. Health is competence; a well of strengths,
some apparent and some unrecognized but all able to be cultivated and actual-
ized. This resource embodies capacities that are usable, untapped, and potential.
An inventory of strengths enables every human system to kindle its resource.
Health is a life force for engaging in an evolving process of development.
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This image of health as a resource for everyday living extends to community,
society, and world proportions. “WHO and other UN-sponsored agencies such as
the United Nations Development Program (UNDP) and the World Bank have rec-
ognized that health 1s central to human development, not only at the individual
level, but also in terms of global macrosystems and social stability” (Shinn, 1999,
p- 117). The editors of a Pan American Health Organization (PAHO) constitu-
tional study on the right to health care have stated: “Health provides both the
foundation for a just and productive society and the cornerstone of an individ-
ual’s chance to develop his or her full potential. A population that is not healthy
cannot learn, cannot work, cannot develop” (Fuenzalida-Puelma & Connors,
1989, p. xv). Health as a resource therefore integrates social, cultural, and politi-
cal dimensions and includes equity (the right to equal and adequate access to
health); integration of health measures across the continuum from promotion to
prevention to recovery to survivorship; participation (mutual responsibility be-
tween systems and society); and efficiency (appropriate use of available resources)
(adapted from WHO as cited in Shinn, 1999). Personal, community, societal, and
global health are interconnected and inseparable resources.

Summary

There are many ways to envision health. Each frame of reference creates a dif-
ferent image. Images of health influence personal decision making as well as the
establishment of health policies and programs at local, national, and global lev-
els. The health care system, from the smallest unit of service to the entire system,
reflects images of health. Health is dynamic. The possibilities for blending and
exploring new images of health are endless. As health is redefined, people and
communities have greater opportunities to expand its meaning and significance.
Health care professionals protect the entitlement to health.
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