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ABSTRACT

This thesis is an investigation into health promotion in post-Soviet Russia in the field of
substance misuse defined as the problematic and chaotic as well as recreational use of alcohol,
solvents and both prescription and illicit drugs. The thesis outlines and analyses
developments in the provision of health promotion in Russia since the collapse of the Soviet
Union in 1991 in two areas: institutional shifts in the provision of health promotion (the
relative and changing roles of state, non-state and international actors); and changes in content
and form of health promotion messages.

The hypothesis that health promotion in the field of substance misuse in post-Soviet Russia
remains fixed within a medical model of health is tested through an analysis of the way in
which health promotion is developing in two regions — Saratov and Sverdlovsk oblasts. The
relative and changing roles of state, non-state and international actors in the development of
health promotion interventions, and the way health education materials framed the issue of
substance misuse, both illuminated significant barriers to the development of alternative
community empowerment approaches and confirmed that the medical model of health is
indeed still hegemonic among approaches to health promotion in post-Soviet Russia.



ACKNOWLEDGEMENTS

Firstly, I would like to thank the Economic and Social Research Council for making
this PhD possible through postgraduate training award number R00429834653.
Earlier research conducted in Moscow in 1997 and cited in the thesis was partially
funded through a grant from BASEES. The final writing up stages were generously
subsidised by Mrs Marilyn Richardson, who over the last decade seems to have
worked only in order to fund her children’s university and college education, very
many thanks.

My supervisor Dr Hilary Pilkington has provided invaluable input and critical
comment on many drafts of this thesis, and much needed support during the
fieldwork. The following colleagues have also helped me with their insight into
different aspects of my work: Ms Corony Edwards, Dr Mark Erickson, Dr Moya
Flynn, Ms Brigid Fowler, Dr Wolf Markham, Mrs Claire Molyneux, Dr Kate
Thomson, Mr Bill Westwater. Special thanks must also go to Mr Doug Richardson
for the many hours spent proof reading the final drafts when he had many other books
to read. The staff of the Baykov Library, Dr. Edwin Bacon, Mike Berry and Professor
Julian Cooper have drawn my attention to relevant reports and data throughout.
Marea Arries and Tricia Carr in the CREES office have also been of enormous
assistance to me and always make the department a pleasant place to be. The
contribution of all the people named here is highly valued, but any inaccuracies in fact
or interpretation remain the responsibility of the author.

I am immensely grateful to all the people who gave me their time for interviews, as
well as all the materials which they made available. Without their generosity this
PhD would never have been possible. Particular thanks go to Irina Klimchuk
(Saratov), Olga Sivaks (Balakovo) and Tanya Shmykova (Ekaterinburg) for their
endless hospitality but also patience when explaining the subtleties of life in Russia.
Thanks must also go to the VSO volunteers in the Urals region who have been so
supportive and the outreach workers in Balakovo who not only provided me with
invaluable insight into substance misuse issues, but who also trusted me enough to
allow me access to their client group. The research presented builds on the
pedagogical input of many educators, but I would like especially to acknowledge my
debt to Liz Richardson and Lindy Taylor, for encouraging me to learn; and Mike
Pushkin, John Ross and Arch Tait for encouraging me to learn Russian.

Finally I must thank those people who have provided me with a life outside of my
PhD. It would have been a lonely experience but for my brothers Adrian and Duncan;
the Molyneux and Minto families; Coo and her posse; the staff and Friday night
regulars of the Bratby Bar (past and present); the CREES/Russian student collective
(past and present) and the HHS Chamber Choir (circa 1989). Special thanks also go
to Rupert Lefroy, who taught me how important it was to enjoy life and make the
most of it.



CONTENTS

INTRODUCTION. ....c.titiutesiestestetestestestesaessesaeseesaeseatessesbe st es s esseseesaasesbessesbesessesaasaaseenentesseeens 1
CHAPTER 1: Theorising Health Promotion in the Post-Soviet Russian Context ................ 9
1.1 Critiquing the Medical Model of Health ... 10
1.2 Community Empowerment as an Alternative Approach...........ccceceevivevieevieeiiesinnnens 16
1.3 Health Promotion and the Construction and Control of RisK...........cc.ccocoviviiiinnne. 22
1.4 Health Promotion and Social CONtrol...........cccovviieiiiiiciicecee e 27
1.5 Post-Soviet Russia as an ‘Atypical Space’ for Health Promotion..............cccccceovenne. 32
LO70] 0 o4 1] o] o OSSPSR 37
CHAPTER 2: The Soviet Historical CONEXL...........coeoriiiieiiiiiie e 39
2.1 The Theoretical Grounding of Soviet Health Promotion ...........cccccceviviiviie e, 39
2.2 Alcohol in Soviet PUDIIC POICY .......ccvoiiiici i 45
2.3 Drugs and Solvents in Soviet Public POIICY ..........ccocviiiiiiiiee 54
(00 0 o0 1157 o] o ST 61
CHAPTER 3: The Russian Print Media on Substance Misuse throughout the 1990s ........ 63
3.1 Doing Media DiSCOUISE ANAIYSIS ......ccueiieieiiiieieee et 64
3.2 The Shifting Emphasis: Drugs Versus AlCohol............cccccooviiiviiiciicic e 67
3.3 Tracing Changes in Public Policy in Post-Soviet RUSSIA .........c.cccvvvereiiiiieve e 70
3.4 Key Features Of the DISCOUISE.........ciiiriiriieicisiisiese e e 76
LOfa] 0 o4 1] o] o SO SRI 83
CHAPTER 4: Introduction to the Fieldwork Sites and Methodological Issues.................. 84
4.1 Methodological APPIOACH .......coi it 84
4.2 ChooSINg the LOCALIONS .......ccvieieeiieciiec s ste et e ae e sre e e e e s 95
4.3 Reflecting on the RESEArCh PrOCESS.........ccoveiiiiiiiiiie e 104
Conclusion: Gaps and RESOIULIONS ........c..ecuerieieieiiiicseee s 107
CHAPTER 5: Mapping Health Promotion in Post-Soviet RUSSIa...........cccoeveiviveriennnane. 108
5.1 Explaining the Mapping PrOCESS ........cccoiiiiiiieiiiiisiese s 108
5.2 Mapping the OrganiSations...........c.cccveieeieeieeiie e e se e se e see e sbe e reesreeseee e 118
5.3 Explaining Health Sector DOMINANCE .........cccccviieieiiee e 132
5.4 Local, National and International FaCtors ...........occvvveiiiiiie i 141
5.5 Promoting Change in the Post-Communist ENVironment .............c.ccocvvenereieienne. 150
Conclusion: The Reality of Community Empowerment? ..........cccccevievievinniiesieeineens 153
CHAPTER 6: Health Education 2000 in Sverdlovsk and Saratov Oblasts....................... 155
6.1 INtroduCEION 0 the SOUICES........eitieieiieeie sttt e 155
6.2 Bad Habits and Deadly AdAiCtIONS .........ccceviiiiiieiiiice e 160
6.3 Drug Takers and Drug PUSNETS..........cccuiiiiiieiiieseie s 174
6.4 Responding t0 a NeW THIeat .......ccooviiiieeiee e e 183
6.5 Social Control through Health EQUCAtION............cccoviveii i 192
(00 0o 1] o] oSSR 200
(©70] N[0 I U] L) N RS S PSSRSO 205
APPENDIX Lottt ettt sttt et e e saebe et e st et e e e et e reeneeneebeere et nr e e 210
AAPPENDIX 2.ttt sttt sttt sttt st et et et e s et e e s e et e e bt e b et et e et e n e e st e ne b e renne et 214

REFERENCES ..1eiieiittitee ittt e e sttt e s sttt e e e s st e e e s skt e e e e stba e e e e stta e e e s st beeaeassbeeaesanbaeaesssbaeeessnnaeaeans 219



LIST OF DIAGRAMS

Diagram 3.1: Articles on Drug Addiction / AdICES .........ccocviireieiiiiiiicseeeeee 69
Diagram 3.2: Articles on Alcoholism / AlcOholiCS.........cccoeviiiiiiiii e, 69
Diagram 3.3: Articles on Alcohol Addiction / Drunkenness ...........c.ccccoevvveinciiniinnnenn, 69
Diagram 3.4: Articles on HIV/AIDS ... 70
Diagram 5.1: Saratov Oblast 2000 ...........ccccoeiiiiiiieiieie e 110
Diagram 5.2: Sverdlovsk Oblast 2000 ...........cccoviierieniniieieineee e 111
Diagram 5.3: Evers’ Conceptualisation of the Intermediary Realm .............cccccoevnne. 112
Diagram 5.4: The Intermediary Realm in RUSSIA..........cccccvviviveiiiiene i, 119
Diagram 5.5: The State Health Promotion SYStem ...........ccocvviiiiniieieinncee, 133
Diagram 6.1: “Narkotik opasen dlya zhizni!” Nizhnii Tagil 1998 ...........cccccevvevvevennne 165
Diagram 6.2: Front cover illustration for Bakal et al. 1999a ...........cccccocviiieieiciiiinnne 166
Diagram 6.3: Illustration from Podrostkovaya narkomaniya... [I1] Saratov: 1999 ....... 166
Diagram 6.4: lllustration from “Net — narkotikam!”” Nizhnii Tagil 1998 ...................... 166
Diagram 6.5: Content Analysis of Leaflets Targeting Different Audiences.................. 170
Diagram 6.6: Content Analysis of Leaflets Targeting YOUth ..........ccccooeveiiiiiviinenn, 171
Diagram 6.7: Content Analysis of Leaflets Targeting Active Drug Users ............c....... 171
Diagram 6.8: Topics Covered in Printed Materials Targeting Youth and Parents......... 185
Diagram 6.9: Content Analysis of Shteinberg 1998 and Shteinberg 1999 ................... 192
LIST OF TABLES
Table 4a: Social and Economic Indicators for Saratov and Sverdlovsk Oblasts.............. 99

Table 5a: Non-Government Actors in the Field of Substance Misuse in the Research

Regions........



INTRODUCTION

This thesis is an investigation into health promotion in post-Soviet Russia in the field
of substance misuse, defined here as the problematic and chaotic as well as
recreational use of alcohol, solvents and both prescription and illicit drugs. The
emphasis is on developments in the provision of health promotion in Russia since the
collapse of the Soviet Union in 1991 in two areas: institutional shifts in the provision
of health promotion (the relative and changing roles of state, non-state and
international actors), and the changes in content and form of health promotion
messages. The thesis provides an in-depth study of how health promotion in a
politically very significant social issue is being constructed. It presents valuable
information on how Russia perceives the state of its nation’s health while at the same
time it evaluates the extent to which health promotion is being shaped by wider

ideological changes.

In Soviet times health promotion was the preserve of the state, whose ideology shaped
the nature of health education around substance misuse. There was an official denial
of any drug or solvent problem prior to the Gorbachev era and figures on the levels of
alcohol consumption were suppressed. The official line was to regard addicts as
‘deviants’ who operated outside ‘normal’ Soviet society, and their marginality was
emphasised in the media and high-profile health education campaigns. However,
from the Gorbachev era onwards there has been increasing public awareness and
concern about substance misuse, particularly in relation to drugs and young people.
Substance misuse has been a growing problem in Russia since the collapse of the
Soviet system and the high levels of alcohol consumption have been cited as a
significant factor in the country’s ‘demographic crisis’, which has created negative
population growth and reduced the life expectancy for men to a low of 57.6 years in
1994 (Leon et al. 1997). The pre-1991 life expectancy for either men or women has
still not been regained (UNICEF 2001: 10-11). This ‘alcoholisation’ of Russian
society has also been coupled with a sharp increase in the misuse of both licit and
illicit drugs, termed the ‘narcotisation’ of Russian youth (see Popov and Kondrat’eva

1998). Both of these have been framed as symptomatic of the psychosocial effects of



Russia’s political, economic and social flux, with the attendant increase in poverty
and exclusion since the end of the Soviet Union (Shaw et al. 1999).

Before introducing the nature and content of this thesis, it is first necessary to unpack
and contextualise some of the terms which have been used. The concept of ‘health’ is
one which is notoriously difficult to define, but some clarification is essential before
any understanding of the nature of health promotion is possible. Beliefs and
definitions of health and illness are at once individual and social; they are influenced
by the prevailing social and medical ideologies and are therefore culturally sensitive
(Nettleton 1995: 46). Definitions of health contain within them complex ideas about
what it is to be healthy, whose responsibility it is to maintain health and how illness
and disease should be interpreted (Jones 1997b: 18). The medical definition of health
— the absence of disease or disability — has been rejected here in favour of the more
positive World Health Organisation (WHO) definitions of health; as Annandale
argues, health and illness are not polar opposites and it possible to be both ‘healthy’
and “ill’ at the same time (Annandale 1998: 262).

The original WHO definition of health as “a complete state of physical, mental and
social wellbeing, not merely the absence of disease or infirmity” (WHO 1978: 1),
when it was first developed in 1946, was groundbreaking in its holistic emphasis.
However, it is an idealistic description that subsequently became viewed as
unattainable and so irrelevant to the lives of most individuals (Nutbeam 1986).
Therefore, *health’ was reframed by WHO as a ‘resource for living’ rather than just
an object or an end in itself (Jones 1997b: 19). In the Ottawa Charter health was
defined more broadly, embedding health in the processes and actions of people’s
everyday lives: “[Health is] 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 their environment. Health is seen, therefore, as a resource for everyday
living; it is a positive concept emphasizing social and personal resources as well as
physical capabilities.” (WHO 1986). This definition is positive and inclusive because
it draws attention not only to individual biology and to medical services, but also to
conditions in the wider natural, social, economic and political environments; health is
not just about avoiding or delaying death (Jones 1997b: 19). For the purposes of this
work it was also deemed most appropriate to use the WHO definition, which applies



as a worldwide standard and has been ratified and accepted as such by both the Soviet
and Russian medical and political elites.

The underlying ideology behind the WHO definition of health — as outlined in the
Ottawa Charter (1984) — is central to finding a workable definition for health
promotion also. In the Ottawa Charter, health promotion was defined as “the process
of enabling people to increase control over, and to improve their health.” (WHO
1986) This WHO definition therefore roots health promotion in the empowerment of
individuals and communities, making it essentially political. The empowerment basis

of health promotion can be neatly summarised in the Tones and Tilford formula:

Health Promotion = Health Education X Healthy Public Policy

The balance between health education interventions and healthy public policy
initiatives is culturally and politically determined and therefore varies from one
country to another. Neither health education nor health promotion are unitary
processes with universally accepted philosophies or clear goals, as these are
dependent on the practitioner’s, or indeed the state’s, underlying approach to health
improvement (Tones and Tilford 1994: 1). Health education has been defined by
Tones and Tilford in relatively broad terms as any activity which provides people
with an informed basis for making choices (Tones and Tilford 1994: 1). It is the
process by which people work towards increasing their understanding of health issues
and their capacity and confidence to try and change their cultural, socioeconomic and
physical environment in order to improve their health. Public policy initiatives are
considered ‘healthy’ when they are actively designed to facilitate behavioural and
environmental changes which will improve health. Therefore, in this thesis, policy
initiatives around substance misuse at both a local and federal level in Russia have

been approached in terms of their health promoting capacity.

The central aim of this thesis is to assess whether or not health promotion in the field
of substance misuse remains fixed within the medical model of health in post-Soviet
Russia. At a global level, the drugs issue, for example, has been linked to ‘social
exclusion” — it is so widespread that it can no longer be explained as an individual

problem (MacGregor 1999: 80-1). However, at a national level, in the West, the



medical approach to substance misuse issues has informed social policy, and so health
promotion, in this area (see MacGregor 1999); although alternative approaches —
particularly towards providing services for drug users — have come through grassroots
and community-based movements (see Lane et al. 2000). State-led health
interventions around substance misuse in both the Soviet Union and post-Soviet
Russia have been framed similarly within the medical model of health (see Chapter
2); and the capacity for grassroots movements to provide alternative approaches is
assessed as a part of this thesis (see Chapter 5).  Alternative approaches to health
promotion in the field of substance misuse have come also from outside Russia, either
through Western aid agencies or international non-government organisations, and the
impact of these ‘international’ interventions is assessed (see Chapter 5). The content
and form of health promotion messages is analysed, in addition, as a means of
assessing how far they reflect biomedical over societal factors in improving health
(see Chapter 6).

This thesis contributes significantly to the field of area studies as it focuses on a
neglected aspect of health in Russia. Although there are many epidemiological
studies of Russia (e.g. Shkol’nikov et al. 2000) and fundamental academic study has
been conducted into drinking in Russia (particularly Simpura and Levin 1997;
Zdravomyslova and Chikadze 2000) and drug / solvent misuse (see Omel’chenko
2000); research on public policy generally and health promotion specifically in Russia
is extremely limited, which reflects the low status of this field locally (see Tkatchenko
et al. 2000). The approach taken in this thesis also builds on previous studies around
civil society development in Russia (Bruno 1998; Wedel 1998; Stephenson 2000), but
it is the first to concentrate on the development of non-government organisations
(NGOs) and community-based programmes around alcohol, drugs and solvent
misuse. Previous studies have focussed on the development of NGOs from a
political, democracy-building perspective (e.g. Koehler 1999; Hemment 1999); a
welfare perspective (e.g. Thomson 2001); or they have concentrated on the
development of women’s groups in the region (e.g. Kay 2000). This study is unique
in its focus on the potential of NGOs to improve health through community
empowerment. Critical sociological analyses of the content of health interventions in
Russia have centred on HIV/AIDS prevention and sex education more broadly
(Williams 1994; 1995; Rivkin-Fish 1999).



The findings of this thesis also contribute to the sociology of health promotion and
medicine. They challenge theories around the roots of biomedical dominance in
society which have been developed in relation to Western industrial and post-
industrial societies (e.g. Hart 1985); but they also question the utility and relevance of
community empowerment models, which have been developed for Western liberal-
democratic states, to post-socialist states (e.g. Tones and Tilford 1994). The study
also contributes to the growing body of work examining the way health issues are
constructed within and by societies (see, for example, Waldby (1996) on HIV/AIDS,
Waterson (2000) on women and alcohol, and Plant (1999) on drugs).

In view of the current scale of the drug, solvent and alcohol problem in Russia and its
complexity, a full survey of all factors affecting substance misuse in the region is well
beyond the scope of a PhD thesis. Consequently, this thesis does not aim to answer
cultural questions about the level or nature of substance misuse in post-Soviet Russia
(for such an analysis of drug use see Omel’chenko 2000; for alcohol use see Simpura
and Levin 1997)." For the purposes of this work it has not been necessary to quantify
the number of drug or solvent users (see Omel’chenko 1999), or problem drinkers in
Russia (see Nemtsov 1995; Bobak et al. 1999). Nor has it been necessary to measure
the response of different client groups to specific health promotion initiatives in order
to determine their efficacy (as in, for example, Stothard and Romanova 1999). Such
surveys are of unquestionable value, but this work is not a sociological survey for
health promotion, but a sociological critique of current health promotion initiatives in
the field of substance misuse. Equally, some aspects of the interventions encountered
have been contextualised in relation to the current Western debates around
‘pragmatism’ and ‘moralism’ in health promotion; but this thesis is not a comparative
study, and it does not aim to be prescriptive. Substance misuse is an extremely
complex socio-cultural issue, and it deserves a suitably complex and multifaceted
response; such a detailed study would not be possible within the limitations of a PhD

thesis.

! Other contemporary sociological research in this field has concentrated on assessing the level
narcotisation more than cultural issues around the context of drug use, see, for example, Popov and
Kondrat’eva 1998, Kesel’man 1998, Zhuravleva 2000.



Thesis structure

This work aims to provide the reader with an empirical knowledge of the diversity of
contemporary health promotion initiatives, with particular reference to regional
variations within Russia, as well as a knowledge of lay and professional attitudes
towards substance misuse. The critique aims to demonstrate the effective limitations
to the development of different health promotion initiatives in Russia, from a social,

political and financial perspective.

Chapter 1 reviews the current Western debates within health promotion in order to
develop a comprehensive theoretical framework that informs the whole thesis. The
five features of the medical model as outlined by Nettleton are described in detail
(Nettleton 1995: 3). They serve as the basic markers for testing the central hypothesis
that health promotion in the field of substance misuse remains fixed within the
medical model of health in post-Soviet Russia. Empowerment models, as advocated
in the Ottawa Charter (WHO 1986), are presented as the alternative to medicalised
health promotion so that the potential for their development in post-Soviet Russia may
be assessed. The ways in which different approaches to health promotion can
contribute to social control and the development of surveillance medicine are
highlighted also as contested areas that need to be addressed in a sociological survey

of health interventions.

Chapters 2 and 3 serve to contextualise both the theoretical framework developed in
Chapter 1 and the empirical findings from the fieldwork (as analysed in Chapters 5
and 6). Chapter 2 outlines the historical legacies of Soviet health promotion
generally, but also health education and healthy public policy around substance
misuse more specifically. The analysis shows that the impact of Soviet reticence in
the discussion of drug use and Gorbachev’s disastrous anti-alcohol campaign have
had a significant impact on how initiatives and discourses in this field have developed
in post-Soviet Russia. Chapter 3 presents an analysis of media discourse around
alcohol and drug use throughout the 1990s which shows the ways in which the two
issues are treated differently in the print media. Key narratives about young people,
drug dealers and the family are identified which both reflect and reinforce the way

drugs particularly are framed as a social issue.



Chapter 4 is an introduction to the methodological difficulties and concerns associated
with conducting fieldwork in this area of research in post-Soviet Russia as well as an
explanation of the full research process: the choice of methods and research regions;
the experience of data collection; approaches to data analysis and comparative
profiles of the two research regions. The methods used, namely a combination of
expert interviews, observation and document analysis, reflect the nature of the

information sought and the theoretical framework that underpins the thesis.

Chapters 5 and 6 present the empirical data collected in the two research regions:
Saratov and Sverdlovsk oblasts. Chapter 5 uses models developed in Western studies
of the ‘welfare mix’ to map the various actors in the two research regions in order to
examine the extent to which the health promotion initiatives encountered may be seen
as bottom-up community empowerment initiatives or top-down state led
interventions.  The difficulties associated with developing community-based
programmes and lobbying for political change from a grassroots level are then
explored. Chapter 6 is an analysis of the competing discourses within health
education interventions in the two research regions and shows how narratives
presented in the print media have been used and reinforced in health education
materials. These narratives are shown to underpin an individualised and medicalised
approach to health education, but an approach which is individualised more through a
focus on psychological factors than on biological ones. How far these initiatives may
be considered to contribute to either social control or individual / community

empowerment is also assessed.

The Conclusion is a summary of the principal findings and their implications for
further research and practice. The findings are used to illustrate the practical
limitations and barriers to community and individual empowerment in post-Soviet
Russia. These findings are then contextualised within global debates around health
promotion in the field of substance misuse, and the relative imbalance between
interventions around alcohol, drug and solvent misuse are addressed. The Conclusion
re-examines the potential for health promotion to become a tool for social control
through the expansion of surveillance medicine. The findings show that health
promotion in post-Soviet Russia is still a top-down process which focuses on the

individual, in spite of the sideways shifts in the form of health education and healthy



public policy around alcohol, drugs and solvent misuse between branches of
biomedicine — from a biological to psychological emphasis.



CHAPTER 1: THEORISING HEALTH PROMOTION IN THE
POST-SOVIET RUSSIAN CONTEXT

Health promotion is a ‘magpie’ discipline which incorporates aspects of sociology in
its theorisation and practice as well as elements of, amongst others, psychology,
educational theory, and medicine (Seedhouse 1996). This thesis is an examination of
how health promotion is developing in a specific country and why it is taking certain
patterns, forms and working methods. Strictly speaking, therefore, the thesis falls
within the realm of the sociology of health promotion. The sociology of health
promotion is a constituent part of the sociology of health, illness and health care.
However, if research into the sociology of health is both ‘undertheorized’ and
‘marginalised’ within social theory (Annandale 1998: 3), then the sociology of health
promotion has been even less extensively examined (see Caplan and Holland 1990).
Nevertheless, within this narrow niche, the sociology of health promotion around
substance misuse has been relatively widely debated, although generally in the
context of HIV/AIDS prevention. Research into the sociology of health promotion
has largely developed in relation to Western industrialised nations, although there is
also now a growing body of work around the practice of health promotion in the
developing countries of the South. Therefore, in view of these limitations, in order to
develop theories relevant to the post-Soviet Russian context, the critical theoretical
framework which has informed this thesis is necessarily wide-ranging and draws on
many sources, not just those which are strictly within the field of the sociology of
health promotion.

The overall aim of this chapter is to explain the critical theoretical framework which
has informed the thesis and to isolate the concepts that have been used to explain its
key findings. Firstly, the medical model of health is defined and critiqued as an
approach to health promotion generally and in the field of substance misuse
specifically. Secondly, alternative community based approaches to health promotion
are compared and contrasted with the biomedical approach, as the former are
currently favoured by national and international actors within the field. Thirdly,

social and medical approaches to health promotion are examined in the context of



debates around the nature of risk, rationality and autonomy. The debates around risk,
rationality and autonomy and the regulation of individuals and communities by the
exercising of power through surveillance are outlined next. The chapter concludes
with a discussion of how theories around health promotion, which were developed
with Southern or Western countries in mind, can usefully be applied to the post-Soviet

Russian situation.

1.1 Critiquing the Medical Model of Health

In this thesis, Nettleton’s formulation of the medical model of health as being based
on five main assumptions has been accepted. It provides the standard for the analysis
of whether the medical model of health remains dominant in health promotion in post-
Soviet Russia. The first assumption is that the body and mind can be treated as
separate entities (body-mind dualism). The second is that the body is presented as a
machine and the doctor a mechanic who fixes malfunctions (the mechanical
metaphor); the third is a consequence of the mechanical metaphor, and is the
overemphasis on technological interventions (medicine’s technological imperative).
Fourth, is that biomedical explanations of disease focus on biological factors to the
relative neglect of social and psychological factors (reductionism) and fifth, such
reductionism is accentuated by the assumption that every disease is caused by a
specific identifiable agent (the doctrine of specific aetiology) (Nettleton 1995: 3). A
corollary of the reductivist approach is the biomedical claim to scientific neutrality,
“that medicine can be rational, objective and value-free, treating each individual
according to their need and irrespective of any sense of moral worth” (Annandale
1998:7). It is through the high status afforded to the natural sciences in modern
societies that the medical model of health has come to predominance (Naidoo and
Wills 1994: 85). This power has grown through professional organisation, i.e. the
medical profession limiting and defining who may be involved in different aspects of
health care (Nettleton 1995: 31-2). Professional status has also been maintained
through an exclusive professional discourse where lay definitions and terms are

rejected in favour of a Latin “standard’ vocabulary.

The dominance of the medical model of health has been criticised on many levels;

firstly for its objectification of the individual through body-mind dualism and the

10



mechanical metaphor. As Jewson (1976) argues, the shift from ‘bedside’ to *hospital’
and then to ‘laboratory’ medicine has increased biomedical power within society and
has gradually removed the ‘sick man’ from the equation, being replaced by hospital
‘cases’, and then by laboratory ‘cell complexes’. The site of inquiry moved from the
whole individual to just the physical body and, as biomedical technology progressed,
then shifted to an abstract collection of samples and slides lacking human form
(Jewson 1976). Through screening, laboratory medicine, driven by medicine’s
technological imperative, not only breaks down the site of inquiry from whole bodies
to cells, genes, etc., but also removes the strict temporal aspect of illness. Advances
in the technology of screening have allowed biomedicine not just to detect disease,
but to detect the possibility of disease and so intervene pre-emptively, thus
pathologising the essentially ‘healthy’ who may just demonstrate the potential to
develop specific conditions (McKie 1995; Armstrong 1995). The technological
imperative in biomedicine, which pathologises essentially healthy states, and the
objectification of the individual through body-mind dualism and the mechanical
metaphor are central to feminist challenges to the medical model as a form of
patriarchal domination (Annandale 1998). This is particularly clear in the way that
reproduction, as a natural phenomenon, has become increasingly controlled by a male
dominated medical profession, and increasingly pathologised by same in order to
justify technological intervention throughout pregnancy and childbirth (Nettleton
1995: 152).

Biomedicine is necessarily disease focussed, but its focus is also narrow in that it
looks specifically at the individual body and the biophysical causes of disease. This
reductionism may be criticised in that it neglects psychological factors in the
development of any disease, but at a less individualised level it also fails to take into
account potential social, economic, environmental and political factors, among others.
It is these factors which shape the health of nations and individuals most of all, rather
than developments in biomedical technology; inequalities in health do not result from
inequalities in access to ‘advanced’ health care (Marmot 1999: 2). The reductionism
of the medical model is particularly significant when questioning the doctrine of
specific aetiology. Hart (1985) uses the example of tuberculosis to make the point
that improvements in medical science do not affect disease rates as much as other

events and processes do, as diseases are multifactoral by nature. Hart gives the
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example of the decline in the incidence of tuberculosis in the UK, which had been
dramatic — due to improvements in sanitation and general living conditions — before
the tubercle bacillus was even identified in 1881. After the Second World War, when
antibiotic drugs first became available for its treatment, the incidence of tuberculosis
had already fallen from an annual level of 4000 cases per million population in the
early 1800s to only 500 cases per million in 1947 (Hart 1985: 5).

The reductionism and subsequent individualisation in the medical model in the West
has been linked also to the increasingly neoliberal political climate, which grew in
strength throughout the 1980s and 1990s. *“Medicine presents an image of health
which fits with the culture of industrial capitalist societies. The most important
parallel is between the ethic of individualism in modern society and the focus of
medical treatment on individuals.” (Hart 1985: 17) Such a conclusion calls attention
to the political aspects of biomedicine, but also questions its claim to scientific
neutrality, as “far from being objective and value-free, medicine relies in its operation
upon general cultural ideas in society” (Annandale 1998: 7). Waldby (1996: 140) in
her examination of HIVV/AIDS demonstrates how the disease was constructed and not
merely *discovered’:
“AIDS should not be regarded as a natural event with social
consequences. Rather its conditions of emergence as a disease — as a
describable, coherent entity with a name, an aetiology, a set of
calculable symptoms and outcomes, rather than a nameless and random
affliction — should be understood as socially located and politically
interested.  There is no point to which a naturally occurring
phenomenon ‘AIDS’ can be tracked back, prior to its appearance in

biomedical discourse”.

The political, value-laden aspects of biomedicine are visible in the medicalisation of
social issues — social iatrogenesis — and this is viewed by Hart (1985) as a potentially
dangerous and limiting expansion of medical power into society. “In the
medicalisation of social problems, their political nature is stripped away as they
become neutral objects for technical treatment.” (Hart 1985: 47) The medical
profession by being involved in ‘social problems’ becomes bound up in the control of

different populations through labelling, sectioning, and isolating individuals who
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deviate from the norm. However, the power of biomedicine is more fundamental to
the control of everyday life as in the medical model, health is viewed as an ‘absence
of disease’ the aim is ‘functional fitness’, experts not only diagnose illness and
disease but also sanction and supervise the withdrawal from active labour. The main
functions of health services are thus remedial or curative — to get people back into
active labour (Jones 1997b: 30). Thus it can be argued that biomedicine has become
part of the surveillance systems of late modern societies that impose norms and
punish deviance. Both Foucault and Goffman have pointed to the diagnosis of
insanity but also the founding of asylums as evidence of how society, through the
extension of the medical profession’s power, seeks to medicalise and thereby control
behaviours which have come to be labelled ‘deviant’. The argument being that
insanity was not some objective human condition that was ‘discovered’, but a
subjective human condition which has been recategorised through different historical
ages (Goffman 1968; Foucault 1991). The recategorisation of different behaviours
has effectively ‘created’ deviance through discursive shifts (Armstrong 1994: 22).
Consequently, in relation to constructing problematic substance misuse, the alcoholic
did not exist until classified as such in Bruhl-Cramer’s model (Kielhorn 1996) and the
drug addict only ‘appeared’ in the early twentieth century as attention shifted away
from alcohol policy to drug policy (McAllister 2000: 16).

Although sometimes viewed as an extension of the medical model (see below), in
theory health promotion is a response to the dominance of medical model in health,
particularly as it makes no claims to neutrality and should be therefore knowingly
political and reflexive (Caplan and Holland 1990). Health promotion to a large extent
grew out of critiques of simplistic models of health education which assumed the
mere provision of information would lead to behaviour change (Nettleton 1995: 234).
As a combination of both health education and healthy public policy, health
promotion should also combat the reductionism inherent in the medical model. The
conceptualising of health in holistic, broad, positive terms (not just ‘the absence of
disease’) offers resistance to the medical body-mind dualism. The technological

imperative and mechanical metaphor are resisted through health promotion’s

! It should be born in mind that although the creeping medicalisation of alcoholism and other ‘diseases’
which are at once social, biological and incurable, has brought it under the remit of biomedicine, it is
commonly viewed as “dirty work’ and not welcomed by medical practitioners (see Strong 1980).
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emphasis on prevention rather than cure and through the ‘empowering’ of lay people,
by increasing the awareness of health issues, as a challenge to the professionalised
narrow focus of the medical model (Tones and Tilford 1994). The birth of health
promotion is linked to the Western demographic shift from a communicable to
chronic disease burden, and a recognition that the doctrine of specific aetiology
simply does not apply to clearly multifactoral diseases. This recognition has given lay
perceptions of health and ‘alternative therapies’ greater status within health

promotion, perceptions and therapies, which biomedicine may reject as ‘unscientific’.

However, criticisms of the medical model may be also applied to the way health
promotion has developed. A key concern is that health promotion by definition
combines both individual and structural level initiatives, but in practice it is more
likely to target the behaviour of individuals than the behaviour of governments or
industry (Hart 1985). “How else can one explain a public health rhetoric which
argues that social conditions affect health outcomes and then, in turn, argues that the
appropriate solution is to eat better, exercise more, drink less and give up smoking.”
(McQueen 1989 quoted in Nettleton and Bunton 1995: 44) The critiques of many
health education initiatives, particularly in relation to the ‘new’ problem of
HIV/AIDS, have extended this “victim blaming’ criticism from individuals to whole
communities through the health education focus on medical ‘risk factors’, which
meant many HIV/AIDS campaigns targeted specific ‘risk’ groups. These groups were
already considered ‘other’ and ‘deviant’ within society (particularly sex workers, gay
men and injecting drug users — IDUs) and the health education campaigns served to
reinforce prejudices against these groups while offering ‘normal’ society a false sense
of security (Patton 1996). These minority groups were targeted as threats to ‘normal’
society, and they were therefore, by implication, to blame not only for their own
infection, but also for the infection of others (Annandale 1998: 8).

Reductivist health promotion strategies are particularly visible in the area of
containing and controlling substance misuse, and the inherent tensions between
‘behaviour change’ and ‘structural reform’ become clear. Here too health promotion
strategies rarely manage to break out of the medical model, which maintains its
reductivist focus on individual behaviour, psychology, physiology or genetics outside

their environmental context. Medical explanations of substance misuse tend to focus
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particularly on the toxicology of illicit drug use, stressing the physiological damage
that different substances can do the body (MacGregor 1999: 68), and this is often a
central concern for much health education in this field. At its most extreme,
biological explanations of problematic substance misuse combine with moral
explanations and reject social or economic determinants in explaining societal
differences in drug consumption opting instead for a eugenic stance — deviancy being
the preserve of the biologically corrupted underclass (MacGregor 1999: 76).

Other criticisms of the medical model are of relevance to substance misuse where it
has been framed specifically as a “disease’ rather than socially problematic behaviour.
The disease model of addiction includes the development of a very specific set of
biological problems often associated with the regular use of certain drugs, chiefly the
development of tolerance, withdrawal and craving (Drucker 2000: 29).2 The
treatment of drug addiction and alcoholism as a disease can easily involve body-mind
dualism where the primary intervention is seen as detoxification of the patient and
psychological support and counselling is deemed to be of secondary importance
(MacGregor 1999: 68). The technological imperative whereby pharmaceutical
advances in easing the detoxification process and blocking the possible pleasure from
drug or alcohol use are at the forefront of modern medicine (MacGregor 1999: 68;
Cohen 2000). This also supports the view of the body as a machine in need of
‘fixing’ (the mechanical metaphor) by blocking out the problematic sections of the
brain instead of viewing ‘the body’ as a sentient patient who chooses to misuse
substances for diverse reasons. The brain chemistry involved in the use of the wide
range of substances which can be misused, has been explored in all its fascinating
complexity (Plant 1999: 170-203). No doubt as a consequence of this, the doctrine of
specific aetiology now narrowly focuses much research into drug or alcohol addiction
to the search for the gene which is responsible (Vines 1999; Cohen 2000).

The value of the disease model of addiction comes from “having a consistent

physiological explanation of what are clearly powerful biological phenomena”

2 Physical tolerance to a drug builds so that a higher dose is needed to achieve the same result.
Withdrawal is the body’s adverse reaction to the absence of a drug to which it has become tolerant; and
craving is the psychological awareness of the body’s tolerance and so ‘need’ for the drug (Drucker
2000: 30).
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(Drucker 2000: 31), but to view all substance misuse as a ‘disorder of
neurotransmission’ is clearly a form of social iatrogenesis. The disease model fails to
adequately represent the full spectrum of drug use patterns (both legal and illegal) and
can easily overlook the positive side effects, i.e. potential clinical applications, of
different substances that are misused or addictive by labelling them ‘pathogenic’
(Drucker 2000: 31). However, framing addiction as a disease also gives it a different
social meaning. Diseases bring fear of contagion, so that American servicemen
returning from the war in Vietnam in the 1970s came home “as carriers of the disease
and are afflicting hundreds of communities with the heroin virus.” (McCoy 1989
quoted in Plant 1999: 198) The disease model may also act as a way of ‘absolving’
the individual suffering addiction in the face of moral arguments because it is
effectively defined by ‘uncontrollable behaviours’ (Fitzpatrick 2000: 107).> The
disease label makes space for the individual to withdraw from normal social roles
without being labelled ‘deviant’ as they have taken on the ‘sick role’. Here the “sick
role’ refers to the niche provided for the individual to recuperate without the burdens
of everyday life. Individuals are given the two ‘rights’ of exemption from normal
social roles and from blame for their ill health, provided they conform to the two
‘obligations” — to seek professional help and to comply with the physician’s
instructions (Annandale 1998: 10).* However, failure to conform to the ‘sick role’ —
to seek treatment for the disease of addiction or to ‘fail’ in maintaining abstinence as

the doctor ordered for the addict — is a return to ‘deviance’ and ‘otherness’.

1.2 Community Empowerment as an Alternative Approach

In order to counteract the reductionism, objectification and individualisation of the
medical approach to health promotion, alternative models for action have been
developed. Medicalised approaches are criticised for being expert led and insensitive

to the needs and beliefs of communities — information provision alone is not enough

® Fitzpatrick also argues that a key factor in the growth of the disease model has been the reframing of
tobacco use as a form of ‘chemical dependency’ from its earlier formulation as a ‘bad habit’.
Fitzpatrick is highly critical of the recent tendency to medicalise all personally or socially undesirable
behaviour as addictive and notes: “Whereas the struggle to medicalise alcoholism raged for more than a
century, the extension of the disease model of addiction first from alcohol to heroin and tobacco, and
then to gambling, shopping and sex has taken place over only a few years.” (Fitzpatrick 2000: 108)

* The ‘sick role’ was originally developed by Talcott Parsons (1951), but it is Annandale’s
interpretation that has been followed here.
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and such top-down approaches neglect the specific needs of different communities
and the existing social barriers to improving health. For most alternative models,
some form of community empowerment and involvement in health interventions is
seen as the answer. With a community empowerment approach the health promoter
acts as a catalyst or facilitator helping individuals or communities to find the skills
and confidence necessary to effect change in their ‘social reality” (Naidoo and Wills
1994: 89). The building blocks of this ‘empowered community’ are ‘empowered’
individuals, who become so through non-directive, client-centred counselling which
aims to increase people’s control over their own lives. “Clients are valued as equals
who have knowledge, skills and abilities to contribute, and who have an absolute right
to control their own health destinies.” (Ewles and Simnett 1995: 38) An empowered
community actively participates in democracy and in ‘empowerment theory’ this
activity is a prerequisite for the development of healthy public policy (Tones and
Tilford 1994: 25).

The community empowerment approach thus emphasises the political nature of health
promotion, and one of the health promoter’s roles is critical consciousness raising
through health education. Critical consciousness raising may be radical or more akin
to ‘agenda setting’, but the tools are largely political, for example lobbying, policy
planning and the design, negotiation and implementation of both policy and
legislation, and even social revolution, depending on the political drive of the health
promoter. Different aspects of critical consciousness raising within health promotion
can be inspired by different varieties of anarchy, social democracy, socialism,
Marxism and egalitarianism, and may have different bases dependent on their
practical emphases, level of radicalism, and the context in which they are advocated
(Seedhouse 1996: 90). The common ground is a commitment to putting health issues
on the political agenda at all levels and a rejection of the dominance of the biomedical
model within health promotion. The rejection of ‘victim blaming’ and emphasising of
socio-economic determinants of health also points to common ground “in a political
outlook which begins by acknowledging that people are essentially equal, and can be
understood not only as individuals but also as communities” (Seedhouse 1996: 91).

Empowerment theories are in many ways a response to the domination of the medical

profession within health promotion, but also to the, clearly flawed, earlier
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assumptions about information in itself being an adequate catalyst for behaviour
change (Nettleton 1995: 235). However, reports which highlighted the need to take a
structural level approach in order to tackle the causes of ill health rooted in inequality
(for example Lalonde 1974; Black et al. 1982), were also highly influential in the
broadening of health education into health promotion, i.e. shifting the emphasis from
the purely individual to include the structural level (Thorogood 1992: 51). As barriers
to behaviour change became more apparent, so empowerment theories about
facilitating change through political action evolved. Health promotion was
recognised as essentially political and WHO set a range of political targets for Health
for All 2000 (HFA 2000). For HFA 2000 to be achieved, therefore, it needed not just
health education but healthy public policy that was pluralistic; it called for multi-
sectoral, multi-level and participative initiatives (Bunton 1992: 131). The official
WHO concept of health promotion views health and lifestyle as inextricably linked to
socio-economic conditions, although in practice WHO has been criticised for focusing
too much on individual and community empowerment without actually challenging

the socio-economic context in which people live their lives (Nettleton 1995: 233).

“It is only since the 1980s that health promotion experts at an

international level have systematically developed strategies to share

power with lay people through community action, healthy cities

projects and health alliances. Such initiatives are underway but it will

remain difficult to ensure that lay people’s voices and their expressed

needs are heard.” (Jones 1997b: 30-31)
Health promotion acted as an impetus to the new public health movement to take a
more grassroots approach, but as a consequence, health promotion became at risk of
being usurped by the professional health care system. Consequently, programmes can
often just become a core function of public health units, which are dominated by
medical professionals, even when nominally based on a grassroots approach to health
promotion (Nettleton 1995: 234). However, while it is important to be aware of who,
‘lay’ or ‘medical professional’, is running state health promotion initiatives, it is also
necessary to acknowledge the considerable impact non-government organisations
(NGOs) have had on health promotion through the development of lobby groups, self-
help groups as well as charities which fund research and patient care within their area

of interest. NGOs have been particularly successful in providing support for the
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chronically ill, and have grown as the burden has shifted from infectious to chronic
disease (Richardson 1991).

It has been argued that NGOs have in the past been neglected as sites for health
promotion because they belong predominantly to the ‘lay system’; they do not seem
to have ‘health damaging effects’; and because such groups are not always visible to
researchers and politicians as they are overshadowed by the larger institutions in
society (Trojan et al. 1991: 443-4). Indeed, some argue that the community health
movement is largely invisible to state health care structures, this invisibility both
protecting and undermining the movement (Watt and Rodmell 1993: 7). However,
where the broader definitions of health are accepted, NGOs do not even have to have
a specific health focus in order to have secondary or latent functions for health; for
example voluntary organisations which work to improve local housing, whilst not
focusing on health through their actions, may have a positive impact upon health.
Indeed, Trojan (et al.) argue that the voluntary sector is a “hidden health promotion
system’ which means that to a large extent promoting health means strengthening
community organisations and increasing intersectoral collaboration (Trojan et al.
1991). NGOs generally focus on specific diseases and health issues and are outside
the formal health care system; they therefore tend to ignore strict professional and
institutional boundaries; organisations press for services to be integrated around the
needs of their members, forming new coalitions of interested lay and professional
people (Richardson 1991).

Whilst the proliferation of self-help groups throughout the end of the twentieth
century may be attributable to an upsurge of interest in lay health, and an antipathy to
the professional dominance in health care delivery (Watt and Rodmell 1993), many
people actually choose to combine both self-help and professional help (Richardson
1991). Therefore relations between health-related NGOs and the state health care
system are not necessarily adversarial; self-help groups often have a dual role, dealing
with the social and health needs of their members, but also with the broader policies
on, and the delivery of, health care (Richardson 1991: 468). It is through this second
role that discriminatory public policy and the dominance of the medical model of
health have been challenged, as have societal attitudes towards different conditions

and lifestyles. Most recently this has been seen in the self-organisation of the self-
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proclaimed (rather than labelled) gay community around HIV/AIDS awareness
(Patton 1996), a disease which also gave impetus to the emerging IDU lobby to
advocate changes in policy and in medical staff attitudes towards users (Riley and
O’Hare 2000).°

In challenging biomedicine, it may be argued that the central difficulty for health
related NGOs is their positioning in relation to formal health care structures. NGOs
need to be ‘outside’ the system in order to challenge biomedicine — independence
fostering imaginative responses to health issues — however, they still need to engage
with ‘the system’ in order to effect change therein (Watt and Rodmell 1993). This
neglects the fact that formal structures may seek to ‘use’ NGOs in order to promote
their message among ‘hard to access’ groups (Beattie 1991), but it also neglects the
diversity of different NGOs both in terms of their funding structures and their
activities. Being outside the formal health care system (if only nominally) there is no
consensus over the most appropriate way of working with specific groups and not all
groups actively challenge the hegemony of the medical model, indeed some groups
can develop a single factor aetiology for a disease which can narrow their approach
(Richardson 1991: 469). A significant example of this in the field of substance
misuse is the approach of Alcoholics Anonymous and Narcotics Anonymous (AA and
NA), which is very strictly framed within an individualised disease model for
addiction. The relations between state and non-state actors need not therefore be seen
as ‘conflictual’, indeed, in some cases it may be viewed as ‘consensual’ where formal
structures seek out NGOs in order to better co-ordinate provision as part of the
‘welfare mix’ (Beattie 1991).

The success of NGOs in challenging the dominance of the medical model and
effecting change from a grassroots level have provided supporters of community
empowerment approaches to health promotion a base of evidence with which to
support their claims (Watt and Rodmell 1993; Trojan et al. 1991). However, the
extent to which this reflects true ‘empowerment’ is debateable. Those in society with
the worst health are still also those with the least power (Nettleton 1995: 238), and

®> However, needle exchange for IDUs actually started in Amsterdam in 1984 after the Junkie Union (an
IDU self-help group) advocated and initiated the first exchange in order to prevent the spread of
hepatitis B among users (Riley and O’Hare 2000: 5).
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whilst membership of a self-help group, for example, may be an empowering
experience, the ‘average’ participant tends to be “middle class, educated, elderly, and
not from ethnic minorities or rural areas.” (Richardson 1991: 471) Another key
criticism of community based health promotion is that in empowering the individual
to take control over their own health, the responsibility for decision-making shifts
from the professional to the layperson, but information and support structures do not.
The ‘risk’ is in this way, individualised (Annandale 1998: 229).° The growth in
consumerism within health care, the individualisation of risk and the encouragement
of community involvement in health promotion can be seen as further evidence of the
neo-liberal project and may actually be a symptom of the crisis in the welfare state as
explored by Ulrich Beck (see, for example, Beck 1992). In this way community
involvement in health promotion may be appropriated by precisely those it seeks to
challenge, and so lose its political potential (Nettleton 1995: 239). This is particularly
problematic where community development projects are state financed, as there is
always the fear of “biting the hand that feeds them’ (Beattie 1991). Related to this is
the persistent doubt as to whether local community action can ever achieve more than
marginal success in the face of larger social inequalities that reflect policies at a
national and even global level (Beattie 1991: 178).

However, the most fundamental critique of community empowerment initiatives is
that both biomedical and community-based approaches to health promotion basically
adhere to scientifically defined rationality. Both presume that “once socio-structural
constraints on people’s lives are removed they will be able to make rational healthy
choices. However, what is rational and what is healthy is informed by scientific
medicine.” (Nettleton 1995: 237) Moreover, in practice people are sceptical readers of
health information; providing more will not necessarily change this (Jones 1997a: 7).
A central question therefore has to be ‘do people actually want to be healthy?’ People
living in socially deprived circumstances might not have health as their first priority
and it has to be asked whether these people have the right to live their lives without
interference (Jones 1997a: 7). The popularity of extreme sports, excessive drinking
and intravenous heroin use is also clear evidence that ‘objective health’ through

‘rational behaviour’ is not necessarily everybody’s top priority. This is not because

® The concept of ‘risk’ is explored in detail in the next section.
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people are ‘fools’ who do not understand statistical probabilities, but because

perception of risk is culturally constructed (Douglas 1986).

1.3 Health Promotion and the Construction and Control of Risk

The concept of ‘risk’ is central to health promotion practice; the risks and benefits to
health of different behaviours and environments are evaluated, represented, and
constructed through the course of a health promotion intervention. However, as with
biomedicine, risk is not ‘scientific’, i.e. objectively determined and value free; risks to
health or society are not merely ‘applied probability’. The invoking of probability
when medical professionals explain the likelihood of disease, is instead a symptom of
cultural change: “The language of danger, now turned into the language of risk, often
makes a spurious claim to be scientific.” (Douglas 1992: 14) This is not to argue that
there are no ‘real’ dangers, but that the concept of ‘risk’ is actually how a society
copes with and evaluates different dangers, the evaluation process being inherently
political. “Certain dangers are selected out from others for attention by a society and
entitled ‘risks’ for certain reasons that make sense to a particular culture, based on its
shared values and concerns.” (Lupton 1999: 39) Where something is given ‘risk
status’ it means that its importance to our wellbeing has been recognised. “In some
societies at some times, certain phenomena are selected as the focus for anxieties. In
other societies and eras, other phenomena become prominent as ‘risky’.” (Lupton

1999: 13) Thus, risk takes place in specific historical and socio-cultural contexts.’

Douglas’ theories around the nature of danger and risk are rooted in the
contextualisation of so-called ‘primitive’ beliefs and behaviours around taboo,
pollution and purity within ‘modern’ ritual (Douglas 1966; Douglas 1992).
Theoretically ‘moderns’ are separated from their ‘primitive’ neighbours because
modern dirt avoidance is not related to religious belief but to hygiene and aesthetics;
modern rituals are based on superior knowledge of pathogenic organisms (Douglas
1966: 35). The difference between ‘primitive’, modern and late-modern societies is

therefore not in the way danger is managed but in the way that it is labelled. By

" Ulrich Beck must also be credited for raising the awareness of risk as a political issue, however, Beck
has approached risk from a different perspective in that ‘risk’ is accepted as a neutral and objective
measure of danger. The core of Beck’s argument is that in late-modern societies old questions around
the distribution of wealth have been replaced with new questions about the allocation of risks (Beck
1992).
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examining the pre-bacteriologist / unscientific past of modern cultures Douglas found
that dirt is simply ‘matter out of place’ and that where there is dirt, there is a
classification system. Therefore, highly polished shoes are considered clean, but not
when placed on the kitchen table (Bauman 1997: 6). Pollution behaviour and dirt
avoidance rituals in all societies seek to maintain order and keep things in place, but
also to deal with the anomalous or ambiguous, and the behaviour and ritual may take
place on different levels. “Central to Douglas’ ideas about the symbolic nature of
purity and pollution strategies is her insight that the human, fleshly body is a
conceptual microcosm for the body politic (or the community of which it is a part).”
(Lupton 1999: 40)

Pollution behaviour and dirt avoidance rituals help to maintain the integrity of spaces
which have to be separated, but they also focus attention on the boundary itself. “This
boundary line space is a locus for the residuum of social order, a twilight place of
outcasts, danger and pollution.” (Armstrong 1993: 394) All marginal spaces are
defined as dangerous; bodily orifices are marginal as they are the body’s borders, the
margins and borders of the city are where ‘outcasts’ are encouraged to reside. The
body’s excreta are marginal substances and which excreta are classified as polluting
and which are considered ‘acceptable’ is entirely defined by culture. Pollution,
danger and the body / social system are examined by Douglas (1966) through the
theoretical and actual attitude of Hindus in India towards defecation. Douglas’
argument is that the pollution rituals, beliefs and dirt avoidance strategies are not
actually about faeces as a pollutant but about maintaining a social structure whereby
the only ones who have to deal with it are the untouchables. “It is a symbolic system,
based on the image of the body, whose primary concern is the ordering of a social
hierarchy.” (Douglas 1966: 125)

The importance of maintaining and monitoring both bodily and social boundaries is
perhaps most clearly reflected in the discipline of public health (Armstrong 1993).
Initially public health efforts concentrated on the need to quarantine. In this system
illness somehow resided in places, which had to be kept separate; boundaries between
the polluted and the pure were drawn geographically. These were elaborated upon in
the next phase of sanitary science, where geographical boundaries were drawn

according to soil, climate and buildings, which could either be classified as inherently
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iliness provoking or beneficial to health. However, the new sanitary science was also
the first to look at the body as a new space for hygiene interventions and, more
significantly, to mark the boundary between the body and its environment. Hygiene
strategies thus began to shift their attention from monitoring movement between
geographical locations to the relationship between the body and its geographical
context. The hygiene regime which grew out of this concentrated on the monitoring
of matter which passed between the two great spaces (body and environment),
particularly in its manifestation as dirt. Environmental spaces could be controlled by
public health legislation, but personal hygiene was less easily regulated, which is why
institutions such as the army and schools became loci for personal hygiene
interventions. Attention then shifted to the spaces between bodies, which had the
effect of reconfiguring illnesses; for example, the origins of tuberculosis were
reconfigured, from poverty and insanitary conditions in the nineteenth century to the
bodies of others in the twentieth. The new public health of the late twentieth century
then came full circle by looking once more at the environment, but this time looking
at the incursion of bodies into nature rather than vice versa; it called for a new

ecological approach to health (Armstrong 1993).

However, the boundaries between different spaces is not always clear and cannot
always be sufficiently guarded as there are anomalous things which defy clear
classification, and these are considered to have no place. This is particularly true of
mobile things which are able to transgress boundaries without permission — these
things cannot be accommodated, they are ambiguous and it is not enough to move
them to another place; they need to be obliterated (Bauman 1997: 6). At one level
this can refer to creatures such as cockroaches or flies, but it can also be applied to
‘outsider’ groups in societies. The ‘outsiders’ have transgressed social boundaries
(taboos) so have marginal status. An example of this is a behaviour classed by a
psychiatrist as pathological which may be accepted as “‘quirky’ by society, but then no
longer tolerated once the individual has been placed in a mental hospital — mental
iliness being stigmatised and ‘taboo’ (Douglas 1966: 97; Goffman 1968). ‘Outsiders’
may also have an ambiguous power status being at the same time both abhorred and
curiously respected, but they always remain a pollution danger. This is significant
because polluting people occupy a special stigmatised position; they are seen as

wicked both because they have transgressed cultural norms or taboos but also because
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they have placed others in danger by their actions (Lupton 1999: 44). Outsiders are
always dangerous and ‘risky’.

Apportioning blame to marginal groups within society is then just one small step
away, and in health promotion terms this has been most effectively demonstrated with
the public health responses to HIV/AIDS. The disease was initially presented as one
which affects minority groups, particularly the male homosexual community.®
Outsiders who ‘transgressed boundaries’ were targeted particularly harshly, notably
male bisexuals and commercial sex workers — both of these groups were monitored
and controlled heavily as the main route for HIV/AIDS transmission from ‘risk
groups’ into ‘safe’ heterosexual society (Annandale 1998: 8). Biomedicine defines
the boundaries and “maps the flow of infection from its reservoir in the gay male
body through the transmission bodies of bisexual men and heterosexual women to the
ultimately ‘cultural’ body, that of heterosexual masculinity.” (Waldby 1996: 20)
Where addiction is labelled as a disease and addicts are labelled deviant these groups
also become marginalised as ‘dangerous’ elements which need to be controlled in the
same way as people with mental illnesses — the addiction disease replacing rational
self-preservation impulses with irrational cravings. Different communities at different
times have been targeted as carriers of disease, therefore attempts have always been
made to separate, confine, exile or destroy ‘outsiders’ in order to preserve health by
preserving a particular order. “The pursuit of modern purity expressed itself daily in
punitive action against dangerous classes; the pursuit of postmodern purity expresses
itself daily in punitive action against the residents of mean streets and no-go urban

areas, vagabonds and layabouts.” (Bauman 1997: 16)

Douglas (1992: 5) contends that there are essentially three modes for apportioning the
blame for misfortune within a community, one of which will predominate and
influence the structuring of society. The first is moralistic — the individual had broken
a taboo, had sinned and so has been punished; following this some purification ritual
is called for and in order not to share the same fate the community is exhorted to obey

the rules. This is most often associated with ‘primitive’ religions, where nature is

® Indeed AIDS when first acknowledged as a health issue was called GRID — Gay Related Immune
Deficiency (Patton 1996: 118).
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made into a sensitive, if sometimes heavy-handed, gauge of morality. However,
parallels may be seen in (late-) modern societies where this same strategy is used to
avoid the scapegoating of living persons by invoking nature with a verdict of death by
human error, natural causes or misadventure (Douglas 1986: 56). Blaming the victim
for their misfortune in this way is also effective for silencing indictments of the whole
social system, consequently single mothers are often blamed as though they were the
sole procreator of their child and addiction is due to flaws in individual genes or
personalities. “Thus well-labeled, natural vulnerabilities point to certain classes of
people as being likely victims; their state of being “at risk” justifies bringing them
under control.” (Douglas 1986: 57). This control is even stronger when the blame is
taken away from the victims and placed on the shoulders of their families. Hence, for
example, an increase in juvenile delinquency is blamed on the increase in working
mothers. Such blaming is unarguably political and aims to preserve the status quo
within societies. The second mode of apportioning blame also aims for this, but
instead of blaming ‘nature’ an external enemy is discerned; an enemy of the
community which may be an external enemy or even a traitor-enemy within.
Mainstream society must root out the enemy, to inflict communal punishment and to
exact compensation (Douglas 1992: 6). However, Douglas also argues that it is more
difficult for political leaders to maintain blaming external enemies for all the
sufferings of their people because, at some stage, the leader must name the enemy and

outline what the leadership propose to do about it (Douglas 1986: 58).

Both the first and second blaming strategies work in different contexts to enhance
social cohesion. “Victim blaming facilitates social control; outsider blaming enhances
loyalty.” (Douglas 1986: 59) This is different to the third mode which blames
individual adversaries; the individual has suffered because they were not quick
enough or smart enough in looking after their own interests. In this community
everyone expects to be beset by rivals and vengeance for misfortune is sought on an
individual basis. Members of such a society would not be likely to give credence to
either of these stock responses to misfortune, but then in such a society preventing
dissent in the community is unimportant (Douglas 1986: 59). Nature has to be free of
moral bias, instead its forces are there to be captured and enrolled to the service of
individual competitors. The more individualistically competitive a society the more

its members will attribute misfortune to an individual’s fate from birth, whereas secret
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resources and sheer luck may account for the individual’s successes. In this way
instead of seeking to blame, responsibility is claimed as a way of showing strength, as
in the case of political terrorists (Douglas 1986: 62). Consequently therefore, unlike
the first two modes, where nature stays whole and steadfast to its loyal followers, here

the various decisive elements of nature are fickle.

In contemporary secularised Western societies, risk as a concept has replaced, to a
large extent, earlier notions of the causes of misfortune that were rooted in sin and
divine retribution. Such ‘primitive’ notions have now been largely discredited, but
the way ‘risk’ can define taboo and apportion blame works in just the same way. Risk
has become a ‘new morality,” it is a new way of defining otherness and as such can be
used to muster xenophobia but also to control those on the margins of society.
Positioning occurs within organisations, social groups and individuals with certain
classes of people singled out as being ‘at risk” and therefore requiring control to bring
them back to conforming to moral values (Lupton 1999: 49). Top-down biomedical
interventions serve to reinforce boundaries between ‘normal’ and ‘dangerous’
communities through the definition of ‘risk groups’, as well as the increased
monitoring and segregation of these ‘outsider’ groups by a ‘cordon sanitaire’. The
only way to be reintegrated into society is thus to be ‘corrected” as an individual, at
least to the point where they can ‘pass for normal’. Bottom-up approaches,
particularly when they come from the marginalised community itself, aim instead to
challenge dominant perceptions of themselves as being inherently ‘risky’, and
essentially “different’. The aim is to break down or at least move the boundaries so
that people with ambiguous or ‘outsider’ status are no longer viewed as taboo,

individuals and behaviours are accepted as they are.

1.4 Health Promotion and Social Control

‘Risk’ as a concept is far from neutral and it is important for this to be recognised as
part of health promotion, which is, as shown above, in itself a political project. If
‘risks” are social constructs not based on ‘objective’ statistical reasoning, then
different cultural groups within one society will assess the ‘riskiness’ of different
activities in different ways. An acceptance of risk as a construct is the basis for health
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promoters to operate ‘reflexively’, challenging the evidence base for their work,
looking at their ‘power base’ and at who is being blamed for dangers to health and
why. Cultural interpretations of relative risks need to be taken into account in health
promotion interventions, because ‘rationality’ is also relative, existing purely in the
eye of the beholder. The underlying assumption in most health promotion is that
human beings are rational actors who will invariably operate in their own best
interests, however, these interests and priorities do not necessarily coincide with the
priorities and concerns of the health promoter. Therefore for some mothers living in
poverty, smoking is rational behaviour in the context of their daily routines in spite of
the health risks about which they are frequently warned. When trapped at home all
day with young children and little disposable income, smoking makes sense to these
women in that it provides a break so they can replenish their capacity to cope, when a
physical break from the full-time caring responsibility is not possible (Graham 1987).
Risk taking is thus a subjective process; it is not “irrational’ behaviour, but a matter of
preference (Douglas 1992: 103).

The cultural nature of rationality and risk perception is also reflected in the results of
research into lay beliefs which have shown, for example, that other people’s illness is
perceived as being self-inflicted through the neglect of some aspect of approved
behaviour (e.g. inadequate hygiene, food, sleep or excessive drinking, smoking,
stress); whereas personal illness may be apportioned by the individual concerned to
bad luck, family disposition or environmental influence (Thorogood 1992: 49).
However, the results of this research also demonstrate how effective much health
education has been in raising awareness of ‘risk factors’. The internalisation of ‘risk
factors’ by society has been seen by some as the greatest achievement of ‘surveillance
medicine” (Armstrong 1995). With biomedicine moving out of the hospital and into
the community and the object of its study moving from the physical body to the
laboratory slide (Jewson 1976), the ‘normal’ has been pathologised and problematised
through surveillance medicine which targets everyone and uses health promotion as a
tool. “Surveillance Medicine requires the dissolution of the distinct clinical categories
of healthy and ill as it attempts to bring everyone within its network of visibility.”
(Armstrong 1995: 395) The clinic is no longer just for treatment, but also monitoring,
particularly of infants and children who are intensively surveyed. Moreover, it is not

just physical development that has been examined, psychological growth has also
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been construed as inherently problematic and precariously normal (Armstrong 1995:
396).

Monitoring the precarious health of populations is at the heart of surveillance
medicine, and initially, in the early twentieth century, this was achieved through
extensive screening programmes. However, population screening still focussed on
embodied pathology, whereas the ‘risk factor’ opened the new space of potential
pathology (Armstrong 1995: 400). The risk factor is also disembodied, encompassing
any state or event from which a probability can be calculated and many risk factors
can be identified in extracorporal spaces, particularly that of ‘lifestyle’ (Armstrong
1995: 402). Thus surveillance medicine was not just about the *silent’ lesions which
may be revealed through screening, as a risk factor merely opens up the possibility of
future disease; it has no necessary or fixed relationship with future disease. The
increasing importance of the ‘risk factor’ is therefore also a temporal shift, visible in
the move from ‘acute’ to ‘chronic’ illness as the major concern for health promoters,
so a new temporal space was opened up in which risk factors materialised. It has
been argued that surveillance medicine is also more invasive than earlier hospital
medicine, since it is concerned with the body in its environment, its genetic past,
lifestyle, psychology, beliefs and behaviours.

Some contemporary health promotion techniques, which pay close attention to lay
views through qualitative interviewing, observation and health diaries, may be seen as
facilitating surveillance medicine, because they monitor much more invasively, than
earlier basic population screening or advertising campaigns. The use of drinking
diaries in alcohol counselling and education, for example, can contribute to the health
promoting ‘self’ (Nettleton and Bunton 1995: 47). Top-down health persuasion
tactics, such as large-scale advertising campaigns, remain the most popular health
promotion strategy, but only because they are beloved of policy makers; all the

evidence suggests that they are in fact remarkably inefficient in influencing health
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behaviour (Beattie 1991: 169).° It may also be argued that these approaches are
easier to challenge, resist or ignore than supporting and caring interventions that set
an agenda for our lifestyle (Nettleton and Bunton 1995). The more ‘invasive’ and
individualised strategies, as criticised by Armstrong (1993) and Nettleton and Bunton
(1995), are also actively endorsed, particularly personal counselling for health (PCH)
strategies which are utilised by many actors in the voluntary sector (such as Relate
and MIND) as well as professionals in health and social services. PCH strategies are
rooted in psychodynamic, social and post-Freudian “humanistic’ psychology, and are
essentially individual, concentrating on ‘life-review’ — eliciting the personal narrative
of the client in order to focus attention on the issues which need to be addressed so
that the client may ‘move forward’. In spite of its popularity in the West, PCH has
been strongly criticised, particularly for its potential for covert invasion of the private
domain by policing values, infringing personal rights and facilitating surveillance of
the intimate biography (Beattie 1991: 175).%°

Armstrong accuses health promotion and HFA 2000 of being attempts to involve
everyone in the surveillance task, creating the truly panoptic society; disciplinary
power being delineated through a new space, not just the body, but the space between
the body and its environment (Armstrong 1993). Changes in practice which have
challenged the medical model may be seen as actually facilitating greater and more
invasive social control, the expansion of medicine into all society and not just the
clinic thereby actually increasing the power it exercises through surveillance. This
would therefore be equally true of health promotion interventions that were ‘top-
down’ or ‘bottom-up’. “Empowering people is not a morally neutral activity; it
assumes that raising consciousness and developing advocacy skills are ‘good’ types of
health promotion and that limiting knowledge and choice, imposing solutions and
ignoring clients views are ‘bad’” (Jones and Cribb 1997: 100). Individuals are

® The alternative to health persuasion tactics is often seen as legislative change for health as most
evidence suggests that social inequality is the root of most ill health; along with intersectoral working
this is a cornerstone of the WHO’s Health for All 2000 (HFA 2000) strategy. Unsurprisingly,
legislative change for health or healthy public policy initiatives have not been so enthusiastically
endorsed by policy makers, who in the UK have even attempted to suppress such strategies and reports
which endorse them (Beattie 1991: 173).

19 The contribution of psychiatry to surveillance medicine is explored by Castel (1991), who concluded
that the natural extreme of risk reduction — the sterilisation of ‘risky’ individuals — was only morally
and politically discredited by the grotesque excesses of Nazism; eugenics would otherwise have had a
fine future (Castel 1991: 286).
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empowered through education, which is theoretically concerned with enabling
autonomy. “To be educated is essentially to be free, in control of one’s own life, able
to think rationally and logically, and make decisions without coercion or fear.”
(Weare 1992: 66) However, if increasing the autonomy of the client through
education is really the core aim of empowerment, it must be accepted also that the
client is free to chose unhealthy behaviour if they wish and not to be persecuted for so

doing, provided they are not impinging on the freedom of others.

Consequently, health education to encourage behaviour change, i.e. to encourage
people to take on a range of pre-set values, beliefs and habits, should be more
accurately characterised as health ‘training” (Weare 1992). “The language of
autonomy and empowerment falls easily from the lips, but the practice is never easy
or comfortable.” (Weare 1992: 71) This gap between the theory and practice is a key
area for investigation, particularly if claims for or against framing health promotion as
social control are to be made. Health promotion only avoids becoming a tool for
social control where initiatives are evaluated in terms of real shifts in actual power
and not just participation rates. If health promotion is to merely reinforce social
norms and extend the surveillance and power of medicine into wider society, the main
tool for this is language and this should therefore be a key focus of attention for the
sociologist. Relations and structures of power are embedded in the forms of everyday
language and thus contribute to the legitimising of existing social relations and
hierarchies of authority and control (Deacon et al 1999: 150). Thus the actual
language used in health promotion programmes is extremely significant, particularly
as it is asserted that many programmes attempt to control the behaviours of certain
‘problem’ or ‘risk’ groups, through the promulgation and legitimation of dominant
norms and values (Nettleton and Bunton 1996:51). The labelling and subsequent
targeting of certain groups in terms of ‘risk’ can have the effect of pathologising the
behaviours of a minority group whilst reaffirming the health beliefs and behaviours of

structurally advantaged groups; the “victim blaming’ as outlined by Douglas (1992).

In analysis of health promotion programmes around substance misuse, the language of
debates and the construction of definitions of what constitutes a licit or an illicit drug
and whether the drug is used, abused or misused, is of prime importance (MacGregor

1999:79). For example, in the West, images of the drug user were challenged with the
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advent of HIVV/AIDS and the pragmatic responses to the spread of the virus such as
needle exchanges. Users were reconceptualised as individuals capable of making
rational decisions about their health, whereas previous characterisations had
emphasised “their sociopathy, or their psychopathology (as in psychiatric and
psychological theories that viewed addiction, dependence or intoxication as
interfering with freedom of choice and rational action).” (Stimson and Donoghoe
1996:17) The new harm reduction view, by contrast, helped to depathologise drug
use and humanise drug users. “The proposition that ‘drug users are people’ was
reflected in the shift in terminology, away from primary statuses such as ‘addict’ or
‘intravenous drug abuser’ to behavioural descriptions such as ‘people who inject
drugs’.” (Stimson and Donoghoe 1996:18) People who misuse alcohol, solvents or
illicit drugs are generally seen as valid targets for health promotion interventions.
Whether these interventions aim to control, monitor and pathologise these behaviours
more efficiently or to reintegrate people into society is the central issue in determining
which approach towards health promotion is being used. It is so important because
the underlying aims of an intervention show how health promotion is seeking either to
further channel power away from lay communities to biomedicine, or away from
biomedicine by dispersing it through the community. Awareness of power issues
should therefore be central to health promotion interventions so that they may be

conducted reflexively.

1.5 Post-Soviet Russia as an ‘Atypical Space’ for Health Promotion

The above critical theories around the medical model and community participation in
health promotion, as well as debates around risk, rationality, autonomy and
surveillance medicine have all informed this thesis. However, these theories were
developed predominantly with reference to Western industrialised nations, therefore
how far these theories may be applied to the specific circumstances in post-Soviet
Russia needs to be explored. The cultural, economic and social legacies of seventy
years of communism cannot be ignored, and the applicability of theories which link
the rise of the medical model of health or surveillance medicine to the rise of
capitalism need to be tested. Equally, theories around community empowerment,
mobilisation or participation in health promotion may not be appropriate for societies
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and communities in a state of flux and which do not have a strong voluntary sector.
The difficulties with using the theories discussed for the study of health promotion in
Russia are explored below in the four thematic sections as used above — the medical

model, community empowerment, risk and surveillance.

The medical model in Russia and the Soviet Union

Biomedicine in the Soviet Union was unquestionably viewed as an absolute and
objective science by both practitioners and policy makers. Marxism-Leninism
encouraged ‘scientific’ explanations by its own ‘scientific’ basis and with this
ideological support the medical model thrived; Soviet ideology was in itself,
theoretically, essentially rational and scientific — communism in the Soviet Union was
in many ways both a modernist and modernising project. The five main features of
the medical model may therefore be easily detected in the Soviet health care system,
and consequently in Russian health care, although with some key differences. For
example, the process of objectification of the patient in the shift from bedside to
hospital medicine, as described by Jewson (1976), also occurred in the Soviet Union
with rapid urbanisation. However, unlike in the West, the shift in medical gaze was
not accompanied by the birth of capitalism, as hospital medicine in Russia did not
really come to fruition until the Soviet state started building the extensive health care
system (Ryan 1978). It can be argued that the reductionism of the medical model was
actually stronger in the Soviet Union than in the UK, and this continues in post-Soviet
Russia with the medicalisation of many things beyond the usual scope of health
practitioners, e.g. the medicalisation of rest and relaxation through the network of
sanatoria (Shapiro 1997). The extent to which the medical model was actually
accepted by the Russian lay population is also debatable. Even though biomedicine
still exercised the most control over Russian and Soviet bodies through hospital
medicine, it has been shown that the medical model remained weak in relation to the
Russian population’s actual health beliefs and health behaviours (Brown and
Rusinova 2001).

The extension of biomedicine into society, social iatrogenesis, was actively
encouraged by the Soviet authorities as “scientific’ explanations were sought for all
social problems and their symptoms, particularly as biomedical explanations would

not point to flaws in Soviet society. The reductionism of the medical model therefore
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also fulfilled an ideological role, negating the influence of social factors on a wide
range of social problems in order to discourage challenges to the dominant system. In
the light of this, Hart’s (1985: 17) assertion that the expanding influence of
biomedicine is part of a neoliberal project must necessarily be challenged. The
medical model cannot be framed as specifically neoliberal in its ideology if it also
dominated a communist society. Instead it would be more accurate to classify the
medical model, and any health promotion interventions based upon it, as being
inherently ‘conservative’ emanating from “a political philosophy of prudence,
utilitarianism, and the preservation of the status quo.” (Seedhouse 1996: 88).
However, as in post-Soviet Russia, neoliberal policies have been actively encouraged
by international organisations such as the IMF through structural adjustment
programmes, and as the individualisation of the medical model also fits this ideology,
this has not encouraged any challenges to the dominance of biomedicine in framing

social issues.

Community-based health promotion in Russia and the Soviet Union

For an alternative approach to health promotion to develop, the flaws in the
conservative biomedical approach must not only be recognised, but also
acknowledged. This did not happen in the Soviet Union, and assessing the extent to
which it has been achieved in post-Soviet Russia is greatly complicated by the basic
differences between ‘civil society’ in the West and ‘civil society’ in post-Soviet
Russia. For example, Tones and Tilford’s (1994: 25) prescriptive model for how
health promotion should be conducted is simply irrelevant in the Russian context. A
prerequisite for empowered individuals and communities to lobby government for
change is clearly defined channels for such lobbyists. Such channels in post-Soviet
Russia remain opaque and with the decentralisation and fragmentation of the old
Soviet system, it is not always clear which bodies actually have the power to effect
change, i.e. it is not always clear who needs to be lobbied. In the Soviet Union, the
state supposedly catered for all the needs of its citizens, and strict limitations were
placed on the development of non-state or non-Party organisations. Where there were
gaps in state provision, it was generally the family that filled the gap (Thomson 2001).
The lack of “civil society’ in post-Soviet Russia has been addressed by international

funding organisations working in the country, but civil society development is framed
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predominantly as a political project (i.e. part of the democratisation process) rather
than a health project.

When the successes of Western health related NGOs are examined, the potential
impact that a deficit of them could have becomes clear. Without NGOs to challenge
the dominance of biomedicine and without government will to challenge the
reductionism of the medical model, lay voices are unlikely to be heard or even sought.
The problems associated with community-based approaches around the reality of
practical empowerment are still relevant, but only where health-related NGOs actually
exist, otherwise the problems with developing community-based health promotion
interventions are more fundamental. The persistent focus on Western societies which
have a wide range of health-related NGOs in debates around community-based
approaches has also meant there is a lack of models which could be used
comparatively in order to look at how community-based health promotion develops in

countries outside Western Europe and the United States.

Constructing and controlling risks in Russia and the Soviet Union

Although a lack of organisation may mean a lack of open challenge to biomedicine,
research into health beliefs and health practices has demonstrated a level of resistance
to biomedicine by Russian lay people (Brown and Rusinova 2001; Gurjeva 2001). On
the basis of this it is reasonable to suggest that, as in the UK, Russian lay people
perceive risks differently to health professionals. As in the West, it is unlikely that
Russians are ‘fools’ who do not understand probability; the scale of risk, feelings of
self-efficacy and whether the risk is considered politically significant would all
influence risk perception. Biomedicine is central to the process of health risk
construction and has the power to define normality, to advise against polluting actions
or agents and to offer purification to the contaminated. Therefore, although
biomedicine would appear to have few possible challengers in post-Soviet Russia, by
identifying the boundaries within society that mark out the “polluting’ people, it may

be possible to find more dissonant voices.

Surveillance medicine in Russia and the Soviet Union
The possible impact of surveillance medicine on a society is reflected in the language

used by health promoters to frame the nature of their main concerns, i.e. their
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portrayal of risk. The extent to which interventions are ‘controlling’ is reflected in
health education programmes — whether they aim strictly for behaviour change or
genuinely for increased autonomy. However, the cultural specifics of Russia’s Soviet
past must also somehow be acknowledged, as surveillance critiques were not
generally applied to Soviet society. Assertions about the diffusion of power through
surveillance were a ‘given’ for Western commentators and taboo for Soviet scholars,
and most discussions of social control focussed on political top-down efforts (see, for
example, Reddaway 1983). However, control in Soviet society actually very rarely
had to be enforced from above; the level of resistance to the state in comparison with
the level of resistance in Poland, for example, was low (Sakwa 1998). Kharkhordin
(1995) has successfully mapped how surveillance actually shifted from top-down to
bottom-up with the increasing ‘liberalism’ in Soviet society after Stalinism; Soviet
citizens monitored their own behaviour and self regulated, generally without the need
for state brutality. However, as Kharkhordin asserts, this shift from top-down to
bottom-up regulation was not driven by the need for voluntary confession as in the
West, but instead by the need to dissimulate, i.e. to maintain separate public and
private selves (Kharkhordin 1995). This has probable implications for the
development of post-Soviet Russian health promotion, as confessional techniques are
central to many bottom-up initiatives, and, in the field of substance misuse, notably

movements such as Alcoholics or Narcotics Anonymous.

In discussions of the Soviet regime it was common to cite, perhaps somewhat
unreflexively, the ‘abuse’ of medicine and psychiatry in the control of deviance or
dissidence as a top-down method of social control (e.g. Reddaway 1983). It is
considered ‘abusive’ of medicine and psychiatry because in ‘totalitarian’ regimes,
‘deviance’ included the voicing of alternative political views. However, with respect
to the Soviet victims of persecution, this does effectively frame biomedicine as
‘innocent” and ‘apolitical” when it has been shown to be essentially political in its
facilitation of the defining of deviance in Western industrialised nations.
Consequently, in this thesis the concern is not how biomedicine was used to exercise
power from above but instead to examine the extent to which it has been used to

exercise power from below through health promotion techniques.
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Conclusion

In this chapter biomedical claims to scientific neutrality have been challenged and the
cultural nature of biomedical claims has been revealed. The medical model has been
critiqued as the basis for conducting health promotion in general and in the field of
substance misuse more specifically; this has informed how the empirical data in this
thesis should be contextualised. The five features of the medical model detailed
above (body-mind dualism, the mechanical metaphor, medicine’s technological
imperative, reductionism and the doctrine of specific aetiology) provide the constant
standard for the analysis of whether the medical model of health remains dominant in
health promotion in post-Soviet Russia. In the West, community empowerment
approaches have been presented as the alternative to health promotion rooted in
biomedicine and this acts a