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Abstract 

By exploring both lay and professional perspectives on `healthy eating', this thesis aims to 
identify the socio-cultural processes which are relevant to understanding the potential for 

general practice as a setting for providing `healthy eating advice'. Lay views of `healthy 

eating' were explored in relation to their everyday lives, so that their views on advice 
provided in the general practice setting could be understood within this broader context. 
For the general practitioners, the focus was upon their professional views of `healthy eating' 
work, how this related to their `personal' views on food and eating, and how this may 
influence any advice they do provide. The study used qualitative methods based on semi- 
structured interviews with 30 lay respondents. These were all married couples with primary 
school aged children, who did not suffer from any chronic disease or illness and were in 

social classes 3,4 and 5.15 general practitioners were also interviewed (8 female, 7 male) 
and recruited to represent a range of different ages. 

The interviewing and analysis of the data were based upon a social constructionist 
methodology, which draws upon the traditions of ethnomethodology and phenomenology. 
To unpack the taken-for-granted status of social processes and these respondents' 
understandings, the data were analysed inductively to generate theory that was grounded in 

the data. 

Analysis of the lay interviews revealed that lay concepts of `healthy eating' are deeply 

embedded within everyday understandings of health and subsequently ̀ health' is only one 
priority that explains why people eat what they do on a day to day basis. The lay 

respondents also distanced themselves from different types of `healthy eating advice', by 

evaluating it in relation to `common-sense' understandings of the relationship between food 

and health. Although a distancing process was also applied to evaluating the general 
practitioner's role in this area, they questioned the legitimacy of `healthy eating' as a 
discussion topic because they felt that a GP's role was to treat illness. 

The analysis of the interviews with general practitioners revealed they also drew upon 
certain `models' of general practice to evaluate the potential of the setting for providing 
`healthy eating advice'. Their accounts revealed contrasting enthusiasm towards preventive 
work more generally. It was apparent that these ̀ models' appeared to influence how these 
general practitioners talked about what preventive work their profession should be 

undertaking. However, these `models' also appeared to influence how they talked about 
their own experiences of the `healthy eating advice' they did provide. 

The thesis makes both practical and theoretical contributions to understanding the potential 
of general practice as a setting for providing `healthy eating advice'. It argues that the 
implications for health promotion theory and the practical success of programmes to 
improve dietary inequalities, are centred around a need to understand the views of all the 

parties involved. 

No. of words in the main text of Thesis: 96,000 
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I Introduction 

1.1 General Introduction 

A quick glance at any British newspaper reveals that information about food and health is a 

contemporary issue. Yet in general, both Keane (1997) and Murcott (1999) agree that 

national campaigns appear to have been unsuccessful in their aims to reduce diet related 
disease and obesity. In reviews of healthy eating policy in the UK, these authors suggest that 

throughout the 20th century and up to the present, British governments have conceptualised 
dietary change as a consumer issue, rather than a state or industry responsibility. Concerns, 

however, have shifted significantly - from a focus on malnutrition in the 1900s - to the 
development of nutritional theories in the 1950s. While the earlier focus may have been on 

achieving and maintaining `strength', since the 1970s attention has shifted to `diseases of 

affluence'; such as heart disease, cancer and diabetes. This has subsequently resulted in a 
focus upon diets which are high in fat, sugar and salt, and low in fibre. Keane (1997: 175) 

also importantly argues that "The perceived necessity to limit the costs of state health care 
has formed an increasingly significant element of government rhetoric during the 1980s and 
1990s". A key feature of which she argues is an overall emphasis upon `personal 

responsibility', and ̀ informed choices'. 

Health targets for the population in terms of reducing fat and sugar content have also been 

a key feature of government policy and successive British governments have frequently 

stressed the need for healthy alliances between the government, the NHS, voluntary groups 

and employers to achieve these. This more general summary also aptly describes the 
Scottish context, where the Scottish Diet Action Plan launched in 1996 (Scottish Office 

1996b: 7) has been described as the backbone for a health promotion strategy to tackle 
Scotland's poor diet related health record (Lean and Anderson 2000). The plan recognises 
the needs for all members of the community to be involved, specifies dietary targets and 

also makes a number of recommendations aiming to make the country's "men, women and 

children healthier, through a better diet". This it claims, is because "The conditions to 

which poor diet and obesity give rise are, in health terms, burdensome to treat, poor in 

outcome, and more common in Scotland than almost anywhere else. " 

A recent `White Paper' on health (Scottish Office 1999: 21) also stated that `The Scottish 

diet is notoriously high in fat, salt and sugar and low in fruit and vegetables. Next to 

smoking, our diet is the single most significant cause of our poor health". Scotland has the 
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highest mortality rate from CHD in the European Union and the second highest for 

women. Women in Scotland also have the highest rates from cancer, while men have the 

second highest rate (Scottish Office 1988). Although a recent report said that life 

expectancy in Scotland continues to improve slowly (Scottish Executive Department of 
Health 2000a), it also stated that Scotland is still lagging behind the majority of comparable 
Western counties by some two to three years. 

During the 1990s, policy makers therefore emphasised the need for health education 
initiatives to address the relationship between Scotland's diet and the country's poor health 

record (Scottish Office 1993; 1996a; 1996b; 1997; 1999). Although it has been recognised 
that many different approaches are needed to tackle the `Scottish diet' problem (Scottish 
Office 1996b), doctors have been identified as a key resource, because 

`The medical profession has a crucial leadership role in most areas of health care and health 
promotion. For this reason, it is particularly important that Scottish doctors should appreciate the 
extent to which dietary inadequacies contribute to Scotland's dismal health record and the potential 
role of dietary changes in improving the health both of individual patients and of the population as a 
whole (1996: 96). 

Another report referred to how a "GP can tackle healthy living issues in the context of a 

routine consultation" (Scottish Office 1998: 53). Therefore echoing claims made some twenty 

years previously, general practice was again being described as a ̀ natural setting (Calnan and 
Johnson 1983) with `exceptional potential' for preventive work (Stott and Davis 1979). 

There has certainly been increasing support for GPs and colleagues to have a greater degree 

of involvement in preventive activities, an emphasis strongly supported by professional 
bodies such as the Royal College of General Practitioners (RCGP 1981) and in UK 

government policy, particularly the Health of the Nation (Department of Health 1992). 

Although recognition of the role of general practice in health promotion appeared to have 

arisen prior to the health service reforms of the 1990s (Beattie 1990), the 1990 changes, 

were nevertheless according to Hopton (1996), a significant development. The 1990 

changes to the General Practitioner Contract linked health promotion to financial incentives, 

however in 1993 the system was substantially reformed, narrowing the scope of health 

promotion with an emphasis based primarily upon coronary heart disease prevention. 
Payments were targeted specifically on the basis of risk factor interventions, leaving this 

policy open to the accusation that it was based upon a narrow model of health promotion, 

neglecting broader social and environmental factors (Hopton 1996). 

These concerns have led to further changes in the contract which were made in 1996, 

aiming to allow practices to develop their own plans for health promotion and payment of a 
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quarterly fee upon approval of a ̀ health promotion committee'. Even taking on board more 

recent changes in the late 1990s, it appears that current provision of healthy eating advice is 

a decision left to individual GPs and practices. In terms of the criticisms of healthy eating 

advice policy in the UK outlined by Keane (1997: 176) above, this appears to reflect what 

she calls a "laissez-fair attitude". UK policy therefore has instead left healthy eating 
decisions to the market place, where information appears to be provided in the context of 

personal responsibility. 

1.2 Exploring lay and professional perspectives 

While there appear to be many reasons which make general practice an appropriate setting 
to change dietary habits, this thesis adopts a more critical and reflexive position. 
International evidence for example, indicates that preventive health interventions are more 
likely to be successful if they are based on detailed understanding of local customs and 

social structures (Fieldhouse 1986). Indeed, this new `preventive ideal' in general practice 
has also been critically labelled as another form of `creeping medicalisation' - that is, 

another attempt by the medical profession to enhance its professional status (Armstrong 

1979). Furthermore, despite the emergence of this `preventive ideal', Williams and Calnan 

(1994: 373) for example, argue that there may be "a considerable discrepancy between the 

rhetoric of prevention, as espoused by the Governenment... and professional bodies... and 

the reality of prevention and health promotion at grass-roots level within general practice. " 

Therefore, it has been suggested that not only do general practitioners (GPs) need to more 

adequately understand the perspective of their patients (Backett et al 1994), but there is a 
further need to complement lay understandings with the views of those who have to 

provide this advice (Williams and Boulton 1988). Hence this thesis will argue that, if 

programmes to improve dietary inequalities are to be successful, then there is a need to 

understand the views of all the parties involved. 

As such, this thesis contributes to one specific area, within a much wider need to adequately 

review the practice of health promotion in the light of social theory (Beattie 1991). 

Recognising the complex relationship between the categories `lay' and `professional' 

(Freidson 1970; Blaxter 1990), this present study concentrates upon the social context of lay 

health concepts and the disparity between everyday ̀ lay' and `professional' understandings 

of preventive advice. For Backett (1996), this is not simply a matter of whether one account 
is `true' and the other is `false', but that they are related to two different levels of accounting 

practices and should be recognised as such. Thus by exploring both `lay' and `professional' 
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perspectives on `healthy eating, this thesis aims to identify the socio-cultural processes 

which are relevant to understanding the potential for general practice as a setting for 

providing `healthy eating advice'. 

The purpose of the remainder of this chapter is to introduce the main body of this thesis, by 

briefly reviewing the thinking behind the approach taken and then putting the findings into 

a broader research context. I will begin by focussing on the theoretical ideas which underlie 
the methodology of this study. 

1.2.1 Context ualising 'lay' and 'professional' knowledge 

This research is primarily focused upon the context outside the general practice setting. This 

I will argue, is because the approach taken recognises that the processes relevant to 

understanding lay views of `healthy eating are embedded within their everyday lives. 

Supporting this theoretical position, a multi-layered research design was developed to 

explore the contexts in which both perspectives were constructed. 

The methodological approach taken consisted of three different layers of exploration, which 

structured the way I conducted each research stage. The first two of these layers apply to 

the lay context and the third to the GP's perspective. The first layer therefore explores lay 

understandings of `healthy eating within the context of everyday life. This then provides the 
background to the second layer, which explores the lay perspective on `professional' 

concepts of `healthy eating advice' (including how these relate to the general practice 

setting). Finally, in the third layer, the lay views are complemented by exploring the 

perspectives of GPs. However, the idea that GPs are enculturated within a wider social 
domain (Williams and Boulton 1988) seemed to be particularly relevant to a focus on food 

and eating advice. Hence it was decided to explore both their `personal' and `professional' 

understandings of `healthy eating. 

1.2.2 Everyday understandings of health relevant to 'healthy eating' 

For Backett et at (1994), health promotion policy and practice needs to be theoretically 
informed by the social processes which influence lay understandings of health. These ideas 

are very much at the heart of the approach taken to this thesis, but their origins are rooted 
in a sociological tradition that has placed a sustained emphasis on the `everyday' and taken- 
for granted nature of human knowledge (Schutz 1970; Garfinkel 1967). 

It has been argued, that a family context is an important setting in which lay views on health 

are located (Backett 1992b). Moreover, by approaching their accounts of `healthy eating' as 
being related and relevant to their understandings of health, this thesis therefore considers 
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how `health' may be only one priority (Calnan and Williams 1991) which is relevant to 

understanding why people eat what they do on a day to day basis. Using these theories to 
interpret the data, both Chapters 6 and 7 reveal the gendered context in which family meals 

are provided. They explore how in the majority of households in this study, the role of 
`feeding the family' was assumed by the female respondents, and where a tacit 

understanding of `health' appeared to be construed as a form of `caring for'. It was apparent 
that women had to face a number of conflicting requirements brought about by providing 
these meals. However, `healthy eating was an issue that appeared to be absent from these 

women's accounts, where the priority was instead given to managing a number of 
`inconveniences' by relying heavily upon pre-prepared foods. 

Chapter 8 explores how lay respondents constructed `healthy eating' within the context of 
their everyday lives. While the chapter argues that `professional' concepts do play a role 

within lay accounting practices, respondents' understandings of the relationship between 

food and health were deeply embedded within a broader conceptualisation of a `balanced 

diet'. The chapter therefore explores how these ideas about `healthy eating', which were 

constructed around the theme of a `balance', can be viewed as a further example of how 

respondents' understandings of `health' were rooted in their everyday lives. These 

constructions appeared to help these respondents to make sense of, and routinely manage 
`healthy eating' on a day to day basis. 

1.2.3 'Healthy eating advice' 

Chapter 9 moves towards exploring lay views of the general practice setting, by exploring 

views on `healthy eating advice' more generally. The chapter describes the process by which 
lay respondents distanced themselves from a number of different types of `healthy eating 

advice', by evaluating it in relation to `lay' or `common-sense' understandings of the 

relationship between food and health. They emphasised a priority upon their own 

understandings of food and health, which then formed the basis for how they criticised 
`healthy eating advice'. 

The last section of this chapter focuses on exploring the idea that GPs should be providing 

advice about food and health in general practice; the findings suggest that lay respondents 

also apply their general criticisms of `healthy eating advice' to this setting. However, it was 

also apparent that their views were strongly influenced by a particular `conventional model' 

of general practice, where they argued that the GPs' role was to treat disease, rather than 

prevent it. 

5 



1.2.4 Professional views 

In Chapters 10 and 11, I turn to the data from the interviews with GPs, but the central theme 

of both chapters begins where the analysis of the lay data ended. Like the lay respondents, it 

was apparent that particular `models' of general practice dominated these GPs' accounts of 
`healthy eating work and subsequently their views on the provision of `healthy eating 

advice'. Drawing upon the ideas of Williams and Boulton (1988), it was apparent that they 

were orientated towards two different `representational models' of general practice. While a 

clinical representation of general practice in the accounts of older and male GPs reflected 
the views of the lay respondents, the younger and female GPs displayed far greater 

enthusiasm towards prevention. 

Both chapters explore how these different `representational models' of general practice also 

appear to shape how GPs talked about the `healthy eating advice' that they were providing. 
In Chapter 11, I focus more specifically on how this was apparent in the contrasting ways 

that GPs were evaluating dietary work as professional undertaking. While the chapter 

explores several different consequences of this process, it highlights the different ways that 
GPs appeared to use `personal' experiences of food and eating within their professional 

work. 

1.3 Summary of conclusions 

Analysis of both the lay and professional interviews revealed that a number of socio-cultural 

processes appeared to influence how `healthy eating' and `healthy eating advice' were being 

evaluated. Thus although `lay' understandings of `healthy eating' may be influenced by 

`professional' concepts and vice versa, the way in which the relationship between food and 
health was evaluated should be recognised as different types of accounting practices. From 

the lay perspective, concepts of `healthy eating' appeared to be deeply embedded within 
their everyday lives. Consequently, a claim to healthiness was only one priority that explains 

why people eat what they do on a day to day basis. From both perspectives however, 

different `models' of medicine appeared to influence lay and professional views on the 
legitimacy of `healthy eating' as a topic to discuss in general practice. Therefore the 
implications for health promotion theory and the practical success of programmes to 
improve dietary inequalities focus on a need to understand the views of all the parties 
involved. 
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2 Reviewing lay perspectives 

To read without reflecting is like eating without digesting 
(Edmund Burke, 1729-1797). 

2.1 Introduction 

This and the following chapter provide the theoretical and empirical background to both 

the approach taken in this thesis and the findings presented in Chapters 6 to 11. In this 

chapter, I will concentrate on exploring theoretical ideas about the way that lay people 

understand food and health within their everyday lives. Following on from the position I 

outlined in the introduction to this thesis, I will therefore be taking an approach which puts 

an emphasis upon the social context and construction of `healthy eating. 

To support the structure of the research design outlined in the previous chapter, I begin by 

exploring a number of theoretical and empirical perspectives on food and health in the 

context of everyday life. I will then explore the relationship between lay and professional 
knowledge of food and health. However, the lay perspective on general practice will be left 

until the following chapter, because I believe it can be more appropriately considered within 

a wider debate about medical power and ̀ professionalism'. 

Notes on the preparation of the literature chapters: The literature presented here has been compiled 
through a combination of breaking down the research questions into stages and critiquing 

each study found in relation to a sociological and social constructionist position on `health'. 

Where possible, an online database system (Wleb of Science) was used to search for relevant 
literature and identify cases where certain studies had been cited elsewhere. A more manual 

system had to be relied upon to search for book references. The literature cited draws upon 

a broad range of different disciplinary approaches, but I will critique them in relation to the 

sociological position on `everyday life' outlined in the following section. 

2.2 Food and health in everyday life: an introduction 

In the introduction to this thesis, I argued that international evidence indicates that 

preventive health interventions are more likely to be successful if they are based on detailed 

understanding of local customs and social structures (Fieldhouse 1986). Such comments 

seem to be particularly relevant to the Scottish perspective, because a recent government 
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report on Scotland's poor diet commented that, "We are not short of advice, and surveys 

show that most people know what makes a healthy diet and what does not" (Scottish Office 

1996b: 7). Therefore, sociologists have argued that their discipline can play a key role in 

informing health promotion policy and practice, because it can help to identify the 

processes which influence lay understandings of health (Backett et al 1994). 

Yet if these processes are so important to understanding the effects of health advice, why in 

relation to the aims of this thesis, have sociologists tended to ignore lay understandings of 
`healthy eating'? One explanation may be that this is only part of a wider situation, where an 

examination of health in the context of everyday life is inadequate (Calnan and Williams 

1991). Nevertheless, it has been argued that food, more specifically, may have been 

neglected, because trying to find answers to explain why people eat what they do is 

methodologically complex. Warde (1997: 180) for example argues that food is a "complex 

case", because its consumption is universal and most of us eat several times a day without 

even reflecting on it. Indeed, in support of this observation, it has also been argued that the 

very taken for granted nature of food may have made this field "invisible to sociologists" 
(Beardsworth and Keil 1997: 2). 

Despite these methodological difficulties, the value and priority that people place on health 

in relation to other aspects of their daily lives, has been theorised as being of central 
importance to the study of lay health concepts (Illsley 1980). It is for this reason that 

Backett (1992b: 267) argues that lay understandings of `health' cannot be divorced from the 

context in which they are constructed, because they are only "one aspect of prioritising and 
decision making about time allocation in daily life". Although it has also been argued that 

`health' may be a major consideration in why people eat what they do (Blaxter 1990), 

researching the priority given to `healthy eating' is problematic, because the links which join 

them together appear to be both subtle and complex ones (Beardsworth and Keil 1997). 

2.2.1 Food and health in sociology and the influence of social anthropology 

In order to understand the social context of `healthy eating', the first half of this chapter 

explores how sociologists have attempted to explain the processes which shape lay 

understandings of the meaning of food and health in everyday life. This task is not a 

straightforward one, especially because it has been argued that the sociology of food and 

health is a developing area and lacks the disciplinary depth and maturity of some other areas 

of the social sciences (Beardsworth and Keil 1997). Commenting upon this, Mennell et al 

(1992: 44) say that medical sociology in particular has tended to "marginalise the 
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ethnonutritionaP', which is somewhat remarkable considering how much work there has 

been on lay health ̀ beliefs'. 

Perhaps the lack of a well-developed sociological tradition of studying food and health, may 

explain why some sociologists have turned to social anthropology for inspiration. In a 

recent collection entitled `Food, Health and Identity'; its editor (Caplan 1997: 3) argues that 
"food is never `just food' and its significance can never be purely nutritional", because it is 

intimately linked with social relations and the meaning of `health'. Unlike sociology, theories 

on food and health can be found in the very foundations of social anthropology. Mary 

Douglas and Levi-Strauss for example have both had a particular influence on sociological 

thought in this area, by suggesting that the relationship between food and health can be 

viewed as a language. 

Studies conducted within the discipline of social anthropology have suggested that certain 

rules operate and underlie the food classification schemes of most cultures. For Jeliffe 

(1967), these include taboos, avoidance and prohibitions, while for Fischler (1986: 961), a 
humoral `model' of food classification is linked with the concept of dietary balance. 

Sociologists have developed this work in a number of ways, but have instead placed the 

emphasis upon how these cultural structures are interpreted in Western countries. Several 

sociological studies have therefore argued that lay meanings of the relationship between 

food and health are full of paradoxes based upon these anthropological classification 

systems. Hence Lupton and Chapman (1995) suggest for example that `healthy eating is 

often conceptualised in terms of dichotomous beliefs around conflicting notions of 
'good'/'bad' or `healthy/unhealthy'. 

While such perspectives seem to be close to the position which I have outlined already, 
Kemmer (2000) wams that the sociology of food must be careful not to lose its sociological 

perspective. For example, she argues that there is a tendency to underplay the effects of 

social class and gender in these studies. In this section, I will therefore be attempting to 

reconcile a number of different debates whilst focusing upon the meaning of food and 
health in everyday life. Sociological concepts such as class and gender will be considered, 

along with how these divisions have been reconsidered in the more recent postmodern turn. 

Therefore in line with the social constructionist position adopted in this thesis, I will 

concentrate upon discussing the social construction of food `choice' and how `choice' has 

been theorised in terms of structure and agency. This tenet of sociological theory (Bruce 

1999) therefore provides a sense of continuity as I firstly discuss a shift in theoretical 

emphasis from social class to consumerism and secondly the sociology of the family. 
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2.2.2 From social class to consumption 

Featherstone (1991) comments that frequently in sociological theory, social class is taken to 
be the source of important social divisions or cleavages. However, he also observes that 
increasingly these divisions have been accounted for by differences in patterns of 

consumption - that is, more complex reasons and explanations for why and what people 
buy. In this section, I want to critique this observation in relation to the sociology of food 

and health and consider the extent to which there is support for consumption theory - but 

also how these different perspectives have been reconciled. 

Social class, food and health 

Warde (1997) says that it is often widely accepted that class used to be the dominant social 
division to investigate what people ate and cites consumption behaviour based on income in 

Hosbawm's (1978) description of British proletarian culture in the pre WWII period, 
Cronin's (1984) account of a homogenous working-class culture in inter-war Britain and 
Martin's (1981) depiction of traditional working class life in northern cities in the 1950s. The 

consequences of such diets often included deficiency diseases such as rickets, high rates of 
infant mortality and poor levels of physical development (Beardsworth and Keil 1997). 

Thus for Crotty (1999: 135), the inequitable distribution on the basis of some form of social 

stratification "is perhaps as old as human organisation". 

Higher socio-economic groups are generally reported to consume a greater range and 

variety of foodstuffs, which may be more in line with current nutritional thinking than those 
lower down the social scale (Mennell et at 1992). Calnan and Williams (1991) for example 

provide some more contemporary insights into the process of dietary change and have 

shown that this process may be more complex in working class households. Mennell et at 
(1992) reveal that in lower social groups, fruit is consumed less, along with higher fat diets 

and less healthy cooking methods, while they also suggest that middle-class infants are more 
likely to be breast fed or vegetarian. Complementing some of the investigations into family 

life that I will discuss later in this chapter, a few studies have also explored the intersection 

of social class and gender. Calnan and Cant (1990) for example found women were 

responsible for `healthy eating' more generally, whatever their social class. 

Consumer cuhure 

The notion `consumer-society' however, embodies the claim that modern societies are 
distinctive in that they are increasingly organised around consumption, related to rising 

affluence, the aestheticisation of everyday life, and increasing commodification - to name 
but a few (Abercrombie et al 1984). Warde (1997) argues that although there has long been a 
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link with consumption theory and social class, particularly that of Marx and Weber, the idea 

consumption can be envisaged as a corollary of class position is being challenged by more 

contemporary social theory. Developing the ideas of postmodernists such as Baudrillard and 
Jameson, social constructionist theorists for example have argued for a reorientation of the 

personal motivations which underpin culture, combined with an empirical and anti- 
foundational question concerning the very concept of social class (e. g. Gergen 1971; 1999). 

Crotty (1999) for example points out that we cannot assume a simple relationship between 

diet and income, and there is growing evidence to suggest that economic inequalities no 
longer generate nutritional inequalities in such extreme forms as they may have done in the 

past. Beardsworth and Keil (1997: 87) therefore suggest that: 

"Ofgreater relevance for the contemporary sociologist are the cultural, economic and ideological 
di eerences between social class groupings in relation to food, and the ways in which these di eerrnces 
produce characteristic patterns of food preference and facilitate or constrain food choice. " 

One such approach on food and health which can be associated with the post-modern turn 

towards consumption, is the concept of `lifestyle'. Giddens (1991) for example has argued 

that people have considerable consumer freedom in how they live their lives and that 
individuals choose lifestyles from a range of different sources. While they may include some 
decisions about food and health, it is also in relation to a broader range of their relative 
benefits and advantages. A good example of the relationship between food and the idea of 
`lifestyle', is demonstrated by Kandel and Pelto (1980)'s study of what they refer to as the 
`health food movement' in the Boston area of the USA. The authors reveal how the 

respondents in their study adopted a particular lifestyle in order to lead a more satisfying 
life, and one which to their respondents could provide an `alternative health maintenance 

system' to mainstream food culture. 

Another consumerist theme which can also be associated with the postmodern-turn is an 
increasing emphasis upon the sociology of the `body'. Drawing upon Foucault, Turner 

(1991) relates this concept to a growth in consumer culture and argues that the body is 

subjected to an increasing array of disciplines and rules. Elias for example wrote of how in 

contemporary western societies, food tastes and habits are highly related to understandings 

of the `civilised self (Elias 1978). For Turner, lay concepts of the body also reveal how 

individuals talk about how their bodies work. So by drawing upon a Cartesian concept of the 
body, Turner argues that the body represents a `machine' whose functioning inputs and 

outputs can all be subjected to precise measurements and quantification (Turner 1982). 

Feminist researchers as I will discuss in more detail later in this chapter however, have 

developed these ideas to argue that many women feel dissatisfaction and guilt about their 
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bodies (see Lupton 1996). Yet the additional pressures on them to provide meals, has led 

Charles and Kerr (1988: 143) to suggest that this provides a further reason why they may see 
food as "the enemy". As these authors also stress, although eating is not a pleasure for 

everyone, it is a pleasure that many women have great difficulty in allowing for themselves. 
They argue that a woman's own individual relationship to food presents a range of 

contradictory choices. Not only does she have to set aside her own requirements in 

preference to her family's needs and tastes, but she is also acutely conscious of herself as a 
female and the pressure to main an attractive body image. However, reflecting an upsurge in 

men's health in gender studies, Watson (2000) argues for a focus upon on the lay male 

perspective. In contrast to studies which have focused upon female views, his empirical 

work identified that many male respondents in his study appeared to present their accounts 

as a form of resistance to developing ̀ healthy bodies' (Crawford 1984). 

Reconciling class and consumerism 

Yet whilst Warde (1997) accepts that food choice may be increasingly shaped by 

consumerism, he is not prepared to accept the demise of social class and attempts to 

reconcile structure and agency more satisfactorily. Similarly, whilst patterns of consumption 

may influence why people choose what they buy, Feathersone (1991) also views the 

theoretical rise of consumerism with caution and considers the extent to which it can be 

prioritised as a determinant of everyday life. 

In attempting to reconcile these debates, Warde draws heavily upon the work of French 

sociologist, Bourdieu (1979), who has influentially argued that taste is deeply embedded in 

class structures. Taste' is therefore highly regulated through taken for granted practices 

which are evident in an individual's sense of appropriateness and validity. While Bourdieu 

explores how social class influences food and eating patterns, he stresses the ways in which 

conceptions of taste and actual consumption practices are used to establish and maintain 
hierarchical social class distinctions. Hence through the concept of `distinction', he argues 
that the tastes in food of high-status individuals like professionals and senior-executives 
tend to be towards "the light, the refined and the delicate" (p185). This he argues serves to 

set them apart from popular working class tastes for the "heavy, fat and the coarse" (ibid). 

Indeed, it is certainly possible to review a number of findings in light of Bourdieu's concept 

of cultural distinction. Calnan and Cant (1990) for example found that working class 
families seem closer to traditional meals and ideas, while a similar type of view was also 

reflected in a study of elderly Aberdonians by Williams (1983). Referring back to the work I 

discussed previously, Calnan however (1987) found a less clear-cut social class difference 

than other studies on health in families, and argued that working class women more 

12 



frequently drew upon a unidimensonal definition of food and health. By this, he meant that 

they talked about being able to "get through the day" or that they were "never ill" and 
"rarely went to the doctor" (Calnan 1987: 34). Similar findings can also be found in more 

recent work by Keane (1997), who interviewed a range of different people from different 

ages and class backgrounds about their views on `healthy eating. Keane also found that 

working class respondents talked about how not being ill was 'proof' hat they were eating 

well and that a healthy diet will strengthen the body's resources. 

Such an approach also brings Abel et al (2000) to argue, that Bourdieu's position helps to 

reconcile debates concerning structure and agency - that is the extent and processes by 

which people come to choose what they eat. While food can play a role in maintaining class 
distinctions, these authors believe that Bourdieu raises the possibility that people are 

choosing foods on the basis that they have particular properties. Thus by consuming certain 
foods, the eater is incorporated into a culinary system and into the group which practices it. 

However, Warde is concerned that in the world described by Bourdieu, there can be only a 

minimal role for choice and also draws upon Bauman (1988), who argues that most people 

are less restricted in the field of consumption and have a remarkable responsibility for 

choice. 

This facilitates a theoretical marriage with other consumption theories - such as Gidden's 

(1991) concept of lifestyle that I referred to earlier, but also his idea of structuration (Bryant 

and Jary 1991) which provides a framework for understanding `structured choices'. Akin to 

Giddens, the idea of `choice' does not always present a source of anxiety, because Warde 

theorises food choice as being much more structured. Instead, Warde believes that 

contemporary consumption is best viewed as a process of continual constrained selection 

among a range of accessible choices. Returning to the earlier sections of this chapter, this 

concept is clearly influenced by sociological anthropological concepts of food and health, 

because Warde argues that a number of antinomies structure food choice such as novelty 

and tradition; health and indulgence; or economy and extravagance. 

Summary 

The claim that consumer culture lies at the heart of why people eat what they do is a debate 

which tries to move consumption theory beyond conceptualisations of social class based 

upon income and instead to view `choice' in more complex ways. Post-modern ideas such as 

the `body' and `lifestyle' are criticised because their concept of structure is theoretically 

weak. For this reason I have therefore drawn upon further ideas which attempt to reconcile 

structure and agency debates. By revealing how `choice' may be to some extent a 

consumerist freedom, the meaning attached to certain foods needs to be viewed as a 
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structured process of selection. While the origins of such ideas can be associated with social 

anthropology, this chapter has explored how sociological theory can help to further develop 

cultural perspectives on food and health. 

2.2.3 Food and the family 

"Recommendations concerning diet as an element of healthy lifestyles are likely to be seen both 
formally and informally, to be the responsibility of those most closely, concerning with caring, that is, 
wives and mothers. " (Gregory 2000: 40) 

I have so far considered that while social class is generally believed to have declined as an 
influence on food choice, cultural structures are considered by many theorists to have an 
important influence on what we eat. In this section, I want to continue developing these 
debates by examining the sociology of food and health in terms of the sociology of the 
family. 

It would be misleading to suggest that a focus upon family life has only been a development 

in the sociology of food or health, because it reflects a sociological growth in this area more 

generally. By focussing on the family context as one which structures why people eat what 
they do, this body of research has however highlighted the role of `the family' in shaping 
food `choice' - particularly at certain life stages. Indeed, such a focus appears to be justified, 

because there is now considerable evidence that the process of producing meals which the 
family consume together is where many understandings of food and health are located 

(Murcott 1983a; 1983b; 1983c; DeVault 1991, Charles and Kerr 1988). 

Functionalism 

By concentrating upon the cultural processes which underlie lay health concepts, early 

studies put forward a simple functionalist view of the family. Incorporating a Parsonian 

element into a Marxist-feminist position, some anthropological studies suggested that 

women's role of `feeding their families' is the "skill that produces group life" (DeVault 

1991: 228), because women maintain the family's health in order that they can fulfil their 

family responsibilities or help the family economy (Calnan 1987). Thus Calnan (1987) for 

example, compared the accounts of middle and working class mothers in the UK, and by 

developing the work of Herzlich (1973) in France, he explored the different ways that 

women were defining `health'. Similarly to Herzlich, Calnan found that health can be 

defined negatively (as the absence of illness) or positively (as the ability to cope with 

everyday activities), but also in terms of fitness and well-being. Indeed, other studies have all 
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found rather similar distinctions (Pill and Stott 1982; Blaxter and Paterson 1982; Williams 

1983). 

Criticism has however increasingly been at a narrow Parsonian inheritance which 

characterises a narrow functionalist perspective of the family. This as Gregory (2000) argues 
is because `the family' has often been conceptualised as a North American, white, 
heterosexual married couple with children. Even a more realistic definition Gregory argues 
is still problematic, as the functionalist view of the family proposed by Parsons and his 

contemporaries was aimed to draw together form and function in one theory. While this 

view of the family pervades many approaches to the family, attention has begun to shift to 

the process, and an emphasis upon hour, and the meaning by which family members 

negotiate different roles. In this respect, the same trend towards a more reflexive 

sociological approach I outlined previously can also be seen here. 

Power relations 

Feminist writers in particular, began to stress the problematic assignment of domestic roles 

to gender (Oakley 1974), which then made it possible to draw attention to the power 

relations which took place within the home, how these created inequalities and the 

processes by which everyday activities were apparently constituting these power relations 

(Connell 1987). In her study of Welsh mothers, Murcott appears to be the first in the UK to 

draw attention to the significance of food and eating more specifically within family life 

(1983a; 1983b; 1983c). Murcott's approach has been repeated in similar studies conducted in 

the UK and abroad, although irrespective of their setting, they have all tended to reach 

similar conclusions (Pill 1983; Charles and Kerr 1988; DeVault 1991). 

The above studies were seminal because they revealed the inherent inequalities associated 

with these gendered roles, by consistently identifying how women assume this position and 

continue to bear the responsibility for the preparation of family meals. Further examination 

of these studies in terms of `power' however, revealed that these women exercised relatively 
little control over the underlying patterns of provisioning and food selection; while men had 

a tacit patriarchal authority over what women were providing. From the accounts put 
forward by women in the 1980s studies, male roles were said to be peripheral and were 

confined to cooking for special occasions and rarely for routine mealtimes. 

Yet criticism has been directed not at the 1980s studies' findings, but at the methodological 

approaches they took. Beardsworth and Keil (1997) for example, argue that the other half of 

the equation was neglected because these studies did not interview these women's partners. 
Some notable exceptions to these asymmetrical methodologies have considered the male 
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perspective. Nevertheless, Horrell's (1994) work continues to suggest that if men undertake 
some of the tasks associated with providing meals, women still play a more demanding role 
in the home more generally. Several studies have therefore argued that although men may 

choose to cook, they are selecting this particular domestic task because it is seen as having a 
higher social status (Sullivan 1997; Gregson and Lowe 1993). 

Care 

It is possible to note several more recent themes of the family which have adopted a 

constructionist and reflexive position on structure and agency. One key theme, often 

associated with the work of Finch (1983) adopts the idea of `kin' to introduce notions of 
duty and obligation. Finch (1989) and later in conjunction with Mason (Finch and Mason 

1993) began to explore how obligation and responsibility were translated into action by 

women and the way that their everyday activities can constitute relationships over time. Yet 

rather than caring being a consequence of these relationships, they argued that the very act 

of providing care, especially if repeated routinely over time, could actually create that 

relationship. 

Although recognising that `care' is a complex term (Thomas 1995; Bowlby et al 1997), 

Murcotts's work (1983c) which focussed more specifically on food and health broadly 

reflected the types of processes outlined in the following decade by Finch and Mason 

(1993). To Murcott, the provision of a `proper meal' is a powerful symbol of gender roles 

and symbolises that a wife has been spending her time in an activity `appropriate' to her 

status and gender by sustaining her family. However, because meals are provided in the 

context of a `caring' role, this was conceptualised as being more than merely a function of 
family life, because she also argued that women gain some pleasure and satisfaction in 

providing them. 

For Kemmer (2000: 10) however, changes in working patterns since the now outdated 

studies of the early 1980s, mean that for many women, cooking is now a ̀ far cry' from what 
Murcott suggested. Addressing similar concerns , Warde (1997) again develops the idea of 

constrained selection and the concept of `care', by considering how feeding families can be a 
fruitless task. Hence he argues that this `caring' role produces a source of tension for many 

women. Because increasing pressures on time require a trade-off between a need for 

`convenience' and for `care', this can lead to feelings of guilt, where women may believe that 

they are not feeding their families in the `proper' way. 
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Strategy and negotiation 

Terms such as `strategy' and `negotiation' have however increasingly been used as 

sociological tools to examine the interplay between agency and structure in a family context 
(Morgan 1996). Indeed, Morgan's concept of `family practice' attracts a sense of the active 

and everyday, yet at the same time emphasises how family life is an on-going process where 

negotiation may take place, albeit at times with very little freedom. Nevertheless as Gregory 

(2000: 31) warns, the term negotiation "cannot be seen to imply equality and or agreement, 

and requires a recognition of power relations. " Thus as I referred to previously, "the 

interplay between social identities attached to family and gender and everyday family 

activities and interaction might even be seen to constitute power relations. " A provocative 
but perhaps extreme example in Charles and Kerr's (1988) work of these processes was 
demonstrated by their finding that food preferences had to often be `negotiated' under 

conditions of domestic violence. Under these circumstances, they argue, it is perhaps no 

wonder that a wife would want to cook according to her partner's tastes because of the 

negative effects of their authority. 

Kernmer (2000), also argues that since many of the studies of food and family life were 

conducted nearly 20 years ago, they may now therefore be out of date. Thus McIntosh and 
Zey (1989) for example have argued that women can yield considerable influence in 

determining what is eaten. Warde (1997) has more recently considered the role that 

convenience foods may play in helping women to negotiate their responsibilities. Some 

evidence he suggests however, reveals that women may be providing a greater range of 

meals than they did in the past and that this has been accelerated by the now greater 

availability of pre-prepared foods. Reflecting Charles and Kerr's (1988) observation that 

women tailor their menus to suit their husband and children's needs, he also argues that any 
'liberating potential of convenience foods should be viewed sceptically. On a similar theme, 
Bose (1979) also considers how it is questionable whether food technology has given 

women more power, and argues instead that various inventions may possibly allow them to 

take on new burdens. Evidence on all these issues does seem to be inconclusive and as 
Warde (1997) also observes, it is far from being clear if the greater availability of pre- 

prepared foods and kitchen technology has reduced the amount of domestic labour required 
for cooking. For example, some evidence does suggest that pre-prepared foods may only 

save time in the cooking stage and not with other elements such as the shopping (Cowan 

1983). 
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Summary 

The family has been theorised in sociology in a number of different ways and more recent 

notions of `the family' have placed an emphasis, in Goffmanesque terms, on the way that 

family life is being acted out. For Bernardes (1997: 54), `the family' is a justifiable context to 

focus upon, because some sense of `normality' comes from our own understandings of 
"normal family life". Unpacking the taken-for-granted and everyday meanings of the family 

therefore, reveals not just how societal structures may be constituted through actions, but 

also how women (in particular) may negotiate and overcome the difficulties associated with 

their responsibilities on a daily basis. 

2.2.4 Summary 

Reflecting the different ways that sociologists have explored the relationship between food 

and health in everyday life, in this section I have drawn upon a number of different 

sociological themes. While it might be argued that food can be consumed in many different 

settings, this section has concentrated upon the everyday context of daily life, because of the 

amount of evidence which suggests that this is where lay understandings of food and health 

are located and produced. 

However, I have also argued for a focus on the social context of these understandings and 

adopted a position where food `choice' needs to be located within a deeper set of social 

structures and cultural processes. By relating the concepts identified here to the relationship 
between lay and professional understandings of food and health, the following section will 

explore how they appear to be directly relevant to health promotion theory and practice. 

2.3 Lay perspectives at the interface 

Following on from the previous discussion, I now therefore want to explore how lay 

understandings of food and health are of direct relevance to the theory and practice of 
health promotion. Amounting evidence suggests that the lay perspective is crucial to the 

success of health promotion, because of the way that health advice appears to be 

understood and prioritised within the context of everyday life. After firstly outlining the 

need for lay theorising in this area (Backett 1996), I will then explore the different ways that 

`professional' knowledge about food and health have been explored from the lay 

perspective. 
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2.3.1 Health promotion: a need for lay theorising 

Although in Section 2.2 I briefly argued that the lay perspective is directly relevant to health 

promotion, I now want to consider this idea in more detail. This discussion will begin by 

introducing the medicalisation critique which appears to underpin sociological concepts of 
lay theorising. In the following chapter I will consider this critique in more detail, however 
for now it is only necessary to explore how medical power may oppress lay perspectives. 

Medical pour 

It has been argued that at the heart of Medical Sociology lies the medicalisation critique 
(Strong 1979a). This seeks to question the dominance of medicine by arguing that medical 

practitioners are trained to think in certain ways and which are continuously reproduced 
through medical institutions. Tuckett et al (1985) argue for example that by cultivating an 

aura of superior `expertise', doctors throughout the ages have sought to establish and guard 

their status. Deborah Lupton (1997b) discusses how many medical sociologists took up this 

critique to challenge and subvert the power of the medical profession. She argues that the 
discipline has critiqued the way that medical power devalues lay knowledge and `expertise' 

and how it maintains a hierarchical relationship between doctor and patient as if it were a 

norm. A serious consequence of this process for many medical sociologists however, is that 

medicine actually undermines lay people's autonomy in managing their own health, because 

it is a system which claims to `know' (Illich 1975). 

Critiques of health promotion 

This critique has also been applied to health promotion, because it has been suggested that 
like in other areas of medicine, processes which structure `lay' and `professional' 

relationships both reflect and reinforce wider social relations and structural inequalities 

(Burrows et al 1995). However, while there are many different forms of health promotion 

which have formed the focus for sociological review, in this chapter I will be concentrating 

more specifically upon the area of preventive lifestyle advice, because this is more relevant 
to the focus of this thesis. 

To question whether health professionals have the right to intervene in how people chose 

to life their lives at all, at the most critical end of the spectrum medical sociologists have 

developed a Foucauldian perspective. O'Brien (1995) for example views lifestyle advice as 

an increased form of medical surveillance in some settings and suggests that health 

promotion is significantly more intrusive in people's lives than medicine has ever been. 

Reflecting the concept of lifestyle', and `choice' I referred to previously, other critiques 
however have debated the extent to which people choose their lifestyles and argue that 

19 



health promotion should instead target `up stream' factors such as poverty and refocus on 

structural inequalities (Abel et al 2000). 

The lay context 

Although it has been argued that health professionals should not intervene in how people 

may ̀ choose' to live their lives, a more practical approach has been to apply a medicalisation 

critique to clarify and review health promotion practice (Beattie 1991). Social science 
therefore can assist in understanding lay concepts of health, and in ways which are directly 

relevant to health promotion (Kelly and Charlton 1992). Backett et al (1994) argue that these 
insights are necessitated by the far from successful nature of many health promotion 

campaigns and policies. Therefore more needs to be known about how the public 

understands and evaluates preventive messages and the disparity between everyday ̀ lay' and 
`professional' understandings of health promotion advice (Backett 1996). 

In the following chapter I will consider that while these approaches talk about a disparity 

between ̀ lay' and ̀ professional' perspectives, some critiques have questioned whether or not 
it is theoretically possible to divorce the two in the first place. Thus for Blaxter (1990), there 
is often a crude and false distinction made between a biomedical `model' (which 

characterises medicine more generally) and a more holistic one which she says is often 

associated with the `lay' perspective. Intermixing is therefore inevitable because lay people 
have been taught to some degree to think in biomedical terms. Burrows et al (1995) take a 

similar line on this, but argue that the blurring of `expert' and ̀ lay' knowledge is bound to be 

inevitable with a shift from producer to consumer driven economy. 

I will now be taking the idea of intermixing on board when I review how sociologists have 

sought to explain the contrasts between lay and professional understandings of health. 

However, reflecting the apparent divergence between them, I will instead be concentrating 

upon how these two types of knowledge represent different levels of accounting practices. It 

is not until the following chapter therefore that I will attempt to extend this point, and 
discuss the complex relationship between `lay' and `professional' knowledge more 

reflexively. 

2.3.2 Risk, anxiety and confusion 

The different sociological shifts identified earlier in this chapter, are also reflected in the 

ways that sociologists have theorised lay understandings of a range of professionals' 

concepts of food and health. VUle I will begin by exploring this relationship ftorn a post- 

modern perspective, I will argue and explain that because they appear to bypass social 
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processes and contexts, these approaches are inherently problematic. Therefore, when 
exploring the way that 'healthy eating advice' is understood, I will again be focusing upon 
how 'choice' is best viewed as a form of constrained selection (Warde 1997) and an 
emphasis upon the social construction of food choice. 

'Iealthy eating advice' and uncertainty 

Much attention has been devoted within the sociology of food and health to concerns about 
the safety of food. Mennell (1985) suggests that the public are facing an ever increasing 

number of food choices, while at the same time they are becoming increasingly anxious as 
ccone never knows what one is eating' (Mennell et al 1992: 73). These approaches often seem 
to be placed under the heading of 'risk'. Therefore for Beck (1992), who is one of the key 

proponents of this approach, society has become pre-occupied with the problems unleashed 
by its own development and is turning inward on itself. Food scares appear to be one 
particular focus for these analyses, as it has been argued that as a result of advice by 

cexperts', people are constantly in a state of flux about the health implications of what they 

eat (Levenstein 1988). More recent work undertaken by Reidar (1999) also suggests that 
food scandals are a central feature in understanding lay experiences of a risk society, where 
issues such as mad cow disease raise serious questions about who we can trust. 

The media's role 

Karpf (1988) takes these themes a stage further and argues that the media play a key role in 

creating moral panics. There have been a number of studies which have therefore attempted 
to explain the medi2s role in translating scientific information and subsequently how it is 

then understood by the public. Reilly and Nfiller (1997) for example, suggest that lay 

understandings of food scares are not simply a result of people passively absorbing 
everything that is beamed from their television sets. Findings from their study found that 

many respondents blamed the media for sensationalism surrounding food scares, and felt 

that the media played a key role in creating an aura of confusion. For Lupton and Chapman 
(1995), who explored discourses on diet, cholesterol control and heart disease, these 

examples reveal how the medi2s presentation of scientific information appears to be limited 
by journalistic conventions. However, at the same time, they argue that this picture is 

complicated by a continuing emphasis upon them to mediate. 

Health promotion and the media 

Lupton and Chapman's study suggests that similar negative comments about the credibility 

of 'healthy eating advice' are applied to a range of different sources. Lay criticisms included 

advice from both medical practitioners and health promotion authorities, and this was 
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demonstrated by how professional advice was subjected to criticism based on the confusing 
messages evident in media accounts. A similar study by Keane (1997) in the UK, also found 

that respondents found it difficult to differentiate what they were seeing and hearing and it 

was also apparent that the media played some role in creating this confusion. By referring to 

those who were providing this information in terms of an anonymous and generalised 
'they', Keane found that most respondents were therefore talking collectively about 'healthy 

eating advice' being confusing. However, Keane's work suggests that the degree to which 
the media's role was being questioned depended upon the respondent's social class. VVhile 

working class respondents viewed 'healthy eating advice' as a homogeneous mass, the 

middle class respondents said that there are bound to be contradictions in advice because 

the relationship between food and health is so complicated. 

2.3.3 The relevance of lay health concepts 

Keane's study found that as a result of concerns about the reliability and trustworthiness of 
cexpere and official sources of information, respondents often identified their own personal 
experience and knowledge about food and health as being the most credible. Lupton and 
Chapman (1995: 492) however, warn that we should not believe that the public are 
dismissing 'expere advice completely and argue instead that most people are placed in a 
"somewhat invidious and ambivalent position! '. By exploring how lay health concepts may 
draw upon professional ones, this section explores how lay people's own ideas often take 

greater pnority. 

It is the work of Davison and his colleagues (See Davison et al 1989; 1991; 1992) which has 

probably been the most influential in developing the relevance of what they call 'common- 

sense' ideas to preventive measures. Davison et al (1989) believe that given the amount of 

confusion about food and health, then it is no wonder that many people in Britain today are 
sceptical eaters and see little point in changing their diets. Commenting on Davison's ideas, 
Beardworth and Keil (1997: 142-3) argue that because of the apparent difficulties in 

translating nutritional guidelines into practice, then it is "hardly surprisine' that 'common- 

sense' concepts continue to shape lay understandings about food and health. I now want to 

explore two key examples of these 'common-sense' ideas in more detail: 

Loy epidemiology 

Lupton (1993) argues that there is a need to move beyond the apparent confusion brought 

about by 'expere opinion, by arguing that 'risk! is not a neutral term and is socially 

constructed. Davison and colleagues attempted to do just this, by identifying how the public 

understood the risks of inheriting heart disease from health promotion advice. Reflecting 
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the problematic nature of the lifestyle debate I referred to earlier, they argue that presenting 

risks as choices which the public can therefore 'rationally' decide upon, is inherently 

problematic. To capture the contrast between lay and professional understandings of 

scientific risks, they coined the term 'lay epidemiology' to describe the process by which 
knowledge based on personal experience was the most highly valued (Davison et al 1991). 

Although this mechanism helped people to assess personal risks, it appeared to also have a 

practical purpose, because it provided reassurance in the face of uncertainty. So developing 

similar findings by Pill (1983), Davison et al (1992) suggest that there was a variation in the 
degree of control which people felt they had over their health. Respondents either felt that 

their lifestyle did not affect their health or that their mortality and morbidity were 
determined more by fate alone. 

Backett et al (1994) refer to the autonomous management of health, to capture how the 

prioritisation of 'common-sense' knowledge reveals how the public are distancing 

themselves from 'professional' advice. So while 'professional' advice appeared to play a role 

within lay understandings of health, this highlighted how 'health' and 'lifestyle' were often 

viewed as a matter for the individual. By comparing the findings from three different 

studies, they also suggested that respondents were 'weighing up' the desirability of changing 
their lifestyle within a broader risk balancing framework (see Davison et al 1991; Backett 

1992a; Mullen 1992). Yet as I discussed earlier, what makes these findings so relevant for 

health promotion, was that being 'healthy' was only seen as one priority and they were 

practising a process of trading off 'healthy' behaviours with 'unhealthy' ones. 

Balance 

I have already touched on the idea of 'balance' earlier in this chapter, but for Beardsworth 

and Keil (1997), when faced with dilemmas about what to eat, or contradictory advice, 
British people often invoke ideas about a 'balanced diet'. A number of empirical studies 
have therefore argued that lay ideas of 'balance' are a further demonstration of how 

competing priorities may be managed in everyday life. Lupton and Chapman (1995) for 

example explored the role that nutritional information may play in lay ideas about 'balanced 
diets'. By drawing upon the adage 'everything in moderation, their respondents felt that it 

was possible to balance nutrition with other requirements. This they argue, revealed how 

such ideas appeared to be viewed as strategy for coping with the confusions which surround 
dietary advice. 

Developing Backett et al's (1994) idea that lay people 'trade-off different aspects of their 
health-related behaviour, Keane's (1997) study in the UK identified the difference between 

the idealism of a balance and a much more practical form. Keane argues that while 
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respondents talked about their diets as an overall pattern of harmonious consumption, 
further exploration revealed that they were trading off what they saw as 'good' and 'bad' 

foods. The social anthropologist Fischler (1986) raises a similar idea and argues that some 
form of 'balance' is inevitable because there may be forces that re-stablish an equilibrium in 

the face of contradictory understandings about food. Fischler's ideas echoe Herzlich's 
(1973) view that a 'balanced' diet might be linked to the concept of health as an equilibrium 
and this can help to restore a balance or a sense of order (cf Calnan 1987). Thus: 

. -Jorthe greater number Sf respondents, a true &etefic balance seemed to resultfrom equifibria of 
another nature, i. e., as it were, of a moral order. Balance, in more than one wey, could indeed be 
dewed as an almost ethical requirement. Wbat must be balanced, the intenievees believed, was 
pleasure and bealtbgrafificalion and dw_O, appefite and reason (Fimbler 1986.961). 

Commenting upon how dietary equilibrium appears to be a feature of many different 

societies, Sellerberg (1991) raises the question of whether any culture is likely in the longer 

run to permit a set of anxiety-provoking dilemmas to continue. Ideas of 'balance' therefore 

appear to play a key role in making sense of, and managing dilemmas about food and health 

on a day to day basis. 

2.3.4 Summary 

Despite there being a range of different sources of 'healthy eating advice', several studies 
have suggested that it is criticised en masse, because it is collectively seen as being both 

confusing and contradictory. Qualifying this suggestion, I have also explored the idea that 

the media are relied heavily upon to mediate scientific knowledge and appear to play a key 

role in influencing lay ideas about 'expere opinion. Contrary to a post-modern position on 
'risk', a crucial set of structural processes appear to play a key role in the day to day 

management of the confusion which surrounds 'healthy eating. However while the priority 
given to these ideas may possibly be 'inevitable', tl-ýs should not at the same time prevent a 

sustained emphasis on the relevance of lay knowledge to health promotion theory and 
practice. 

2.4 Chapter summary 

In this chapter, I have argued that even before the potential for general practice as a setting 
for providing 'healthy eating advice' can be considered, it is has been necessary to firstly 

focus on howhealthy eating is understood in lay people's everyday lives. I began by putting 

an emphasis upon how food 'choice' is structured in exploring the social construction of 
food and health in everyday life. I then shifted the focus to consider a failure to understand 
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the lay perspective, and the constrained nature of 'healthy eatine in a way that is directly 

relevant for health promotion. However, by recognising that there is a complex interplay 

between lay and professional ideas, I have identified the relevance of the lay perspective to 
health promotion. In the following chapter I will consider how particular ideas about the 

purpose of general practice setting are also shaping lay views and discuss the necessity of 

adopting a more critical position on medical power. 
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3 `Lay' and `professional' perspectives in general practice 

3.1 Introduction 

I will continue to argue in fl-ýs chapter that an understanding of the lay perspective is 
directly relevant to providing preventive advice in general practice. However, this chapter 
combines this argument with a review of the theoretical and empirical literature on the GP 

as a health 'professional', whilst also considering how a sociological understanding of the 

relationship between the doctor and the patient is necessary to explore the potential of the 
general practice setting for providing `healthy eating advice'. 

Only a very few studies have used a qualitative approach to explore either the patient's or 
the GP's views of providing preventive advice. Therefore, this chapter is based mainly 
around the findings of Calnan (1987) and Stott and Pill (1990) for the lay perspective and 
Williams and Boulton (1988) and Williams and CaInan (1994) for the professional's. Before 
focussing upon these studies, this chapter will begin with a sociological discussion on 
'professionalism' by exploring the relationsl-iip between the health 'professional' and their 

patient. 

3.2 The patient and the 'professional' in medical sociology 

In Cba 
. 
pter 21 discussed the idea of 'lay expertise' and its importance in everyday decisions 

about food and health. Indeed, it could be argued from the evidence presented so far that 
health professionals are presented as the 'bad guy'l Tl-ýs brings Blaxter (1990) to question 
the very idea of theoretically separating the terms 'lay' and 'professional' knowledge. If this 
is combined with Strongs (1979) concerns about sociological imperialism and the creation 
of biomedical caricatures, it is easy to forget how lay ideals have also permeated into medical 
thinking (Davies 1984), or the interplay between lay and professional ideas (Davison 1991). 
Indeed, one may also overlook how just as lay people's perceptions of prevention do not 
wholly conform to one 'model' and often show active dissent from them, so too do those of 
health professionals. This is because it has also been argued that practitioners "draw upon a 

range of knowledge, personal and professional values and clinical experience to interpret 

their preventive responsibility" (Williams and Boulton, 1988: 234). One of the key priorities 
of this chapter therefore is to explore the complexities in the relationship between doctors 

and their patients, but also within the medical profession itself. 
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Nevertheless, whilst it is theoretically problematic to talk about 'lay' or 'professional' 
knowledge, this section of the chapter takes a critical look at the concept of professionalism, 
not just to assess how the lay perspective may have been devalued in medical encounters, 
but also to understand in a more reflexive manner, the changing nature of the doctor- 

patient relationship. In the second and third part of this chapter, I will be looking at several 
empirical studies which investigated the provision of preventive advice in general practice 
from both the doctor's and the patient's perspective. Before it is possible to make sense of 
these findings, however, it is firstly necessary to consider how medical sociology has 

contributed theoretically to the concept of the health 'professional' and the relationship 
between doctor and patient. 

3.2.1 Medical sociology and the profession of medicine 

Gabe et al (1991) argue that there are three phases which document the development of 
medical sociology in post 1945 Britain. It was not until the early 1960s that the discipline 

really began to develop a distinctive disciplinary base and by the late 1960s and 1970s it was 
turning into a new phase that was becoming increasingly critical of government health 

policy. In particular, a critical perspective towards medical power was developed by 

considering the theoretical position of the profession of medicine. Gabe et al (1991) argue 
that this was a crucial stage in the discipline's development, because it stopped seeing 
medical professionals claim to power as a legitimate form of social control and argued that 

the medical profession's dominance needed to be curtailed or to be made more accountable. 

Freidson (1970) for example produced a wide ranging critique of medicine's monopoly over 
the definition and treatment of illness, considering how it also subordinated other 
occupations in the health division of labour. He argued that in sociological terms, medicine 
(like law) was the "paradigmatic profession, a publicly mandated and state-backed 
monopolistic supplier of a valued service, exercising autonomy in the workplace and control 
over recruitment, training and the regulation of members" conduct" (c. f. Elston 1991: 58). 
Johnson (1972) on the other hand, took a different position and argued that the key to 

understanding professional power was to look at the provider-consumer relationship. Thus 

the type of occupational control was related to the social and economic resources available 
to these two parties, and perhaps more crucially to the distance created by any differential in 

knowledge. 

It seems however that throughout the discipline's consensus on the existence of medical 

power, there has been considerable disagreement among social scientists to its basis. On the 

one hand, did it stem from organisational characteristics of the profession, from its control 
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of valued expertise, from societal trust of the profession or indeed, its success in 

reproducing capitalism's labour force (Klein 1974, Freidson 1970; Larson 1977; Navarro 
1976)? More critically however, Williams (2001: 135) argues that Medical Sociology and its 
'ally', public health, have a "vested interese, in the diminution of the medical empire as it is 

currently constituted. As de Swaan has pointed out (1990), one key problem with the 

medicalisation critique, is that the power medicine has to establish authority in the first place 
is to some extent a matter of collusion between the medical profession and patients. 
Therefore the Parsonian (Parsons 1939) principle which underpins this argument, states that 

society comprises of different actors who perform a range of social roles and whom 
facilitate the functioning of society (Nettleton 1995). 'Functionalise perspectives argue that 
doctors have a privileged position in society, because they provide services which are 
socially valued (Turner 1995). Therefore the doctor's 'expertise' is valued because the doctor 

can approach the patienes health with some degree of authority (Tuckctt et al 1985). 

3.2.2 A more reflexive account of medical power 

Through the 1980s and into the present, accounts of medical power have been redeveloped 
and there has been a renewed interest in illness and its definitions influenced by the writings 
of Nfichael Foucault (see Petersen and Bunton 1997). In particular, this has led to a more 
reflexive consideration of the relationship between doctor and patient, particularly because 

of changes brought about through societal trends such as consumerism (Burrows et al 
1995) and various structural changes to the way general practice operates (Calnan and 
Williams 1995). In this section I want to review a number of different theoretical 

approaches that highlight the complexity of medical power and the concept of 
'professionalism' in the general practice context. Therefore as Popay and Williams (1996) 

argue, there is a key need to develop a much more reflexive understanding of the ways in 

which 'expertise' - whether this is 'professional' or 'lay' - is structured. 

The decline of medical power and the professional? 

Providing a unique review of general practice, Calnan and Gabe (1991) explain how general 
practice has developed in relation to hospital medicine, a history which they argue is 

essential to understanding its current status. In the past the professional development of 

general practice was hindered by the power of hospital doctors who had more influence, 

and GPs lack of involvement with the state necessitated an enhancement of their working 
conditions. However, in the 1970s and 1980s they argued that these relationships changed 
as general practice carved out a distinct identity for itself GPs and their representatives 
were able to secure better pay and conditions, thus contributing to the greater 
professionalisation of their profession. Before considering the empirical research into 
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prevention in general practice which has re-examined this status, it is firstly necessary to 

consider how neither the functionalist or medicalisation critiques appear to provide an 

adequate explanation of the changes that have taken place over the last few decades. There 

are several issues which therefore need to be considered, and concern whether we are on 
the threshold of a ̀ decline in medical power'. 

Two main theses have been put forward to explain and predict the 'decline of medical 
power'. The first, the 'deprofessionalisation' thesis often associated with Haug (1975), 

concerns how the knowledge gap between doctor and patient is said to be decreasing. This 

also links into my earlier discussion in Cha pter 2, concerning how personal concepts of 
health may often be the most valued. Hence, the deprofessionalisation thesis centres around 
the idea that the public are becoming increasingly sceptical about medical knowledge. 
Consequently however, this problematises both the functionalist and medicalisation debates, 
because it questions the idea that doctors are more powerful than their patients, or that 

patients regard them as having an authority on health matters (1, upton 1997b). 

A second thesis concerns the process of 'proletarianisation' and is a Marxist analysis often 
associated with Oppenheimer (1973) and McKInlay (McKinlay and Arches 1985). This 

thesis refers to the process of transformation of a profession gradually losing its autonomy 
and skill base. Thus the logic of capitalist development is such that medicine is now 
undergoing a transformation of its labour process, whereby doctors have to focus on 

managerial requirements, largely brought about by changes to their contracts referred to in 
Section 1.1 (Calnan and Williams 1995). Physicians according to Elston (199 1) are identified 

as having less control over training, terms and content of work, objects of labour, 

equipment and amount or rate of remuneration. 

Yet the challenges to their profession through various contractual changes and the charge of 
the diminishing knowledge gap is to CaInan and Williams (1995) an area which has received 
little empirical research. While a review of other studies appears to have shown little 

evidence of either deprofessionalisation or proletarianisation (Calnan and Gabe 1991), an 
empirical study (Calnan and Williams 1995) suggested that the social, economic, and clinical 
freedoms of GPs remain intact. However, external influences were apparently affecting their 

style of clinical practice and was a source of concern and dissatisfaction to some, but not all 
GPs. 

RorofessionaNsadon and the doctor as a Irrsoun-e' 

But for other GPs, as Calnan and Williams (1995) also found in their empirical study, 
structural changes to their profession were not regarded as a threat, neither were the 
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pressures of changing their practice styles to meet a more demanding type of patient. For 

Lupton, (1997a) there is growing evidence that although doctors are changing to meet their 

patients' needs and the needs of the health service, that they are not necessarily being 

'deprofessionalised', but are 'reprofessionalising!. Lupton (1997b: 104) argues that this 
indicates how there is a continual negotiation of power that is 'contingent' upon the context 
in which the patient interacts with the doctor or other health professionals. 'Mis seems to 

provide a more adequate explanation of the contradictions which CaInan and Williams 
(1995) reveal, by requires transcending the notion that doctors possess more or less power 
as a social group, to an understanding of power: 

... as shared, negodated, reladonal, situafional and a resoun-efor atfion'andfurtbermore that is, the 
nodon of ýower Was jivell as ýower omr' (Lax 199 1, cf. I Apton 1997a). 

This more complex Foucauldian definition of power therefore moves beyond the idea that 
health professionals can simply act as the final authority on health matters, or that lay 

people are prepared to passively accept their advice. Firstly, this is because, as Strong (1980) 

reminds us, doctors never claim to have 'expertise' in everything and that they are granted 
cexpertise' as a profession. As such, 'lay people are not simply passive or active, dependent 

or independent, believers or sceptics, rather they are a complex mixture of all these things 
(and much more besides)" (Williams and CaInan 1996: 1619). Secondly, an issue which 
further necessitates this more complex definition of medical power, is the suggestion that 

the criteria wlich lay people use for assessing the performance of a medical practitioner, are 

often not linked to those which they used to assess the value of medicine more generally 
(Calnan 1988- Lupton and Maclean 1998). For example, Lupton and Maclean (1998) found 

that while the medical profession may be collectively criticised, individual doctors or certain 
professions within medicine were viewed more positively. 

3.2.3 Summary 

These different positions on medical power raise questions which are fundamentally 
important to the NHS in the UK. This is because in terms of providing any particular form 

of health service (in the case of this thesis: 'healthy eating adviceý, the relationship between 
doctor and patient and the way in which medical power operates throughout this 

relationship, ultimately structures the way it is provided, received and implemented. 
Fundamentally I argued in this section that the concept of medical power needs to be 

discussed in order to understand the context of the lay-professional relationship. VVhilst it 

has been argued that the asymmetrical division of power between doctors and their patients 

may be changing, I have focussed specifically upon a more reflexive account of this 

relationship, to illuminate the following sections on prevention in general practice. 
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3.3 Providing lifestyle advice in general practice: the lay perspective 

While I argued throughout the last chapter that there is a need to understand the lay 

perspective and here to view medical power more reflexively, the majority of attention given 
to providing 'healthy eating advice' in general practice has not taken this approach. Stott and 
Pill (1990: 125) say that views of patients towards preventive advice in general practice was 
scanty until the surveys of Wallace and Haines in 1984 and 1987. Although there has been 

very little work in this area, most of what has been undertaken has used quantitative 
methodologies. Because there is so little knowledge of lay views of 'healthy eating advice' in 

general practice, it is necessary to briefly summarise these quantitative approaches. Despite 

their lack of depth, they do reveal some interesting findings which have been expanded by 

the qualitative studies to be explored later in this chapter. 

Survey based approaches 

It appears that the key theme identified in these survey based approaches to prevention, 
concerns the finding that the public view GPs as credible source of health information and 

would welcome more (Wallace et al 1987). Taking this point further, Silagy et al (1992) have 

also suggested that demand for advice about health is widespread and not just confined to 

middle class 'health freaks, while Butriss (1997) in the UK for example observed that 53% 

of patients said that a conversation with their GP on dietary advice was a source of advice 
they trusted. 'While this casts doubt on the idea that the public do not trust their doctors, the 

complexities of what patients expect from them were suggested by Eggleston et al's (1995) 
findings. They found that it was the ability of health professions to respond to patients' 
health concerns, rather than the type of health professional running the clinic that was 
important for patients. This supports other research which has also shown that the nature 
and presentation of lifestyle advice is crucial (Fullard et al 1984). 

Having shown that dietary advice in general practice may be viewed positively by the public, 
but with some qualifications, these studies have not explored the socio-cultural processes 
that influence these views and which arc therefore in need of further exploration. The 

remainder of this chapter will consider two key studies which have approached health 

promotion in this way. However, they both explored prevention more generally, and 
therefore it can only be assumed that they are directly relevant to this study on 'healthy 

eating advice'. 
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3.3.1 Lay perspectives on lifestyle advice 

In addressing the lack of indepth research in this field, Stott and Pill (1990) argue that a 
better understanding of the lay perspective can help health professionals to intervene more 

sensitively (Stott and Pill 1990). This reflects the ethos of this thesis, because they argue that 

a broader conceptualisation of prevention in general practice can reveal concerns about the 

application of this knowledge to the practical world of everyday life. Surprisinoy, this 

remains the only study which has specifically focussed upon lay understandings of 

preventive advice in general practice. Caln&s work (1987) on lay health concepts however 

does direct some attention towards the general practice setting, and his approach very much 

reflects the structure of this thesis. Calnan argues that while it is necessary to explore lay 

views on doctoes role in this area, this is also dependent on exploring how they appear to 

relate to lay health 'beliefs' more generally. Both these studies therefore fit within the 
direction which has been taken in this thesis so far, and I now want to consider what they 

add to the ideas I have already discussed on lay perspectives of 'professional' health advice 

explored in Cba pter 2. 

Stott and Pill (1990) used a mixed method approach and interviewed 130 mothers of lower 

social class groups, to study their views on the desirability of a GP discussing their lifestyles. 

The authors challenge the idea that health advice is not wanted by the public, because their 

study should be interpreted as revealing a 'gap' between expressed and satisfied need. 
Revealingly, the vast majority of respondents thought that this was an acceptable extension 

of the GP's role. It was only a minority who said that they did not want such advice and 

that the GP should only treat those who were ill. Uke Stott and Pill (1990), Calnan (1987) 

also found that the women he interviewed thought that the GP's involvement in providing 

preventive advice was generally a good thing and he also showed that they thought this was 

more meaningful than general and impersonal advice provided elsewhere. Again a gap 
between expressed and satisfied need was established. However, of those who said their GP 

does have a role to play in health maintenance, just over a third said that their doctor 

should, but did not carry it out. 

Constructing the purpose ofgeneral practice 

Both of these studies therefore revealed that the majority of patients showed some 
flexibility in how they felt the GP's role could be extended, however findings ftom both of 

these studies suggest that this degree of flexibility was associated with respondents' social 

class. CaInan found for example that, although some women from both social classes felt 

that their GP should be encouraged to have a role in maintaining their health, he also 
identified a working class minority who said that GPs did not or should not have a 
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responsibility in this area. So while lay respondents in all studies may have been drawing 

upon certain ideas about the purpose of general practice, the working class patients were 
drawing upon a more 'conventional model', because they talked about how the GP's role 
was primarily to treat illness. Nevertheless, it was also interesting that while middle class 
respondents also talked about there being a lack of time to provide preventive advice, there 

was notably more sympathy for the doctor's workload in the working class group. Tod et al 
(2001) found similar findings in a more recent survey, which therefore supports Stott and 
Pill's concept of 'collusion', because both GPs and some patients were constructing general 
practice as a site for treating illness. Contrasting sympathy for the GP's workload between 

the different social classes, may then be a further example of how lay respondents were 
drawing upon different medical 'models' to evaluate their GP's role in this area. 

Evaluating preventive advice 

VVhile these findings suggest particular processes were shaping lay understandings of general 
practice, this was also subtly apparent in the various qualifications and reservations 
identified in Stott and Pill's study. They argue that this reflects the delicate nature of the 
doctor-patient relationship, which relates back to some of the ideas that I have already 
explored in this chapter. So despite some expressed enthusiasm towards prevention, their 

study found that the majority of women were in favour of counselling on 'specific' topics by 

the GP and that most respondents expected the issues to be relevant to the problem they 

would be presenting. This qualification was also complemented by the finding that 

respondents also often said that their own lifestyle was a matter for the individual. 

'Mese findings appear to support many of the ideas I discussed previously. On the one hand 

while these lay respondents may have had positive views of their GP's role and possible 
extension of it, they were again drawing upon the idea that health was a personal matter. 
Furthermore, the idea that many respondents welcomed an extension of the GP's role, 
suggests that Lupton's (1997a) idea of the 'resource' may be particularly applicable here. 
This was because respondents appeared to be enthusiastic about the idea of general practice 
as a source of preventive advice, but that they were ultimately responsible for choosing if 

they accepted it, or deciding when it was necessary. However a further issue was that 

particular ideas about the purpose of general practice were still shaping the ways that they 

appeared to evaluate preventive advice. This was most apparent in the idea that preventive 
advice had to be relevant to what they were presentin& and this could possibly be an 

example of how they were applying different criteria to different types of medical advice 
(Calnan 1988). 
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While these studies provide valuable insights into how preventive advice may be understood 
and evaluated in general practice, the findings provide little information about dietary advice 
more specifically. One notable exception which did explore lay understandings of food and 
health, sheds some interesting light on these more general studies. Cohn (1997) explored 
diabetic patients' understandings of dietary advice and he discussed how respondents felt 

that the promotion of 'healthy' diets falls outside the remit of medical 'expertise'. This was 
because they felt that food should remain within a personal and social domain, not a 
medical one. This does again support the idea that views on preventive advice may be 

shaped by particular 'models' about the purpose of general practice. However, Cohn's study 
of the management of diabetes in this settin& does need to be viewed with some degree of 
caution, because it was focusing upon people with a specific illness. Interestingly Stott and 
Pill (1990) do conclude by saying that the acceptability of preventive advice will depend 

upon the individual patienes perception of the doctor's role and the context and manner in 

which such advice is offered. Cohn's work does therefore add an interesting perspective to 
the ideas raised in their study and Calrian's (1987), because it appeared from Cohn's 
(1997: 198) study that tallcing about food and eating may be a topic which lay respondents 
felt was more legitimately "open for review". 

These qualitative studies therefore have raised interesting questions about lay 

understandings of health promotion in general practice and expanded on the earlier survey 
based approaches. However, despite a contrast in the views expressed towards this type of 

advice, there also appears to be a notable common theme, where it was found in both 

studies that particular ideas or 'models" about the purpose of general practice were shaping 
lay understandings. Moreover, bearing in mind the discussions on medical and 
professionalism that I begun this chapter with, it is also possible to see how in the context 
of health promotion, GPs may be viewed as a 'resource. A simple definition of medical 
power therefore does not suffice when applied to these studies, yet primarily there remains a 
strong need to understand how lay understandings of 'healthy eating, as a form of 
preventive lifestyle advice are relevant to the general practice setting. 

3.4 The GPs perspective on 'healthy eating advice' in general practice 

There have only been a few indepth studies of GPs' views on preventive work. 
Nevertheless, it should be noted that the lack of qualitative research in this area appears to 
be part of a wider picture where few studies have used qualitative methods in a general 

practice setting (Floddinott and Pill 1997). Despite this, there is a large body of quantitative 

work which has considered the provision of many diet-related issues in this setting, but has 
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not necessarily focused on prevention and instead includes many specific diet-related 
illnesses. Although these studies do not take a sociologýical perspective, I believe that their 
findings still have relevance for this thesis. Indeed, because the key studies which will I refer 
to later explore prevention in general practice more generally, they do highlight some 
specific issues concerning 'healthy eating advice' which are not idcntified in qualitative 
studies. 

Talking about diet 

Many of these studies appear to be conducted within the field of international CAnical 
Nutridon. On a positive note, several have shown that there is little evidence to suggest that 
GPs and other Primary Care Professionals are dismissing the value of nutrition in 

maintaining and promoting good health. Morris et alý (1999) study of obesity management 
among Scottish GPs for example, revealed that 89.6% agreed that nutrition has an 
important role to play in the management of disease. Tl-ýs reflects similar figures from other 
European countries (Wiesemann, 1997; Van Binsbergen, 1997). However, when it comes to 

considering how GPs view the task of actually providing dietary advice, it has been 

suggested that they do not see it as being a priority (Fleming and Lawrence 1981) and 
commonly refer to a lack of time to undertake such work (Mant 1997). Indeed, rates of 
nutrition advice appear to vary greatly and there is some conflict with regard to the level of 
nutritional advice that takes place within primary health care. Glanz (1997) reviewed nine 

studies and found that rates of nutrition counselling ranged from 17% to 70%. However, a 
higher figure was identified by Cade & O'Connell (1991), who indicated that 98% of GPs 
believed that it was part of their role to counsel patients with a weight problem. 

Identifying ̀barriers' 

In addition to exploring the nutritional advice which is being provided in general practice, a 
number of studies have tried to identify the reasons why GPs are not providing more. 
However because they do not explore the social processes which underlie their 

explanations, these studies unreflexively refer to a number of 'barriers'. So some research 
has suggested for example, that many GPs do not feel competent in educating patients 
about nutritional information (Morris et al 1999). Buttriss (1997) argues that confidence 
seems to vary between different areas of nutritional advice, while Drenthen (1997) argues 
that this is perhaps because GPs feel that they do not have sufficient 'proof that their 

advice will be effective. 

Other research has argued that the variation may be expWned by the lack of nutritional 
knowledge in the primary care team itself (Moore et a4 2000) and a number of studies have 
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suggested that GPs need more nutrition counselling skills CLevine et al 1993; Young et al 
1983). Although it has also been shown that some GPs are aware that they have a lack of 
knowledge and nutrition counselling abilities (Drenthen 1997), some evidence suggests, that 

where training has been provided, it is not necessarily satisfactory (Buttriss 1997). 
Interestingly, in a Scottish study, Murray et al (1993) make a similar point and argue that 

overall the primary care workers had a broad understanding of recommendations for 
'healthy eating, but there was some confusion over specific aspects of these 

recommendations. 

Turning to the theme of ethics, it has also been argued that many GPs doubt that they are 
entitled to interfere with patients' lifestyles unless asked (Drenthen 1997). Even when they 
do consider they should provide advice, the patient themselves may be perceived as a 
'barriee to achieving nutritional improvement (Kottke, Foels, et al. 1984). A more recent 
study has therefore found that health professionals believe that the public are unwilling to 

make dietary changes (Moore et al 2000), particularly because a lack of motivation on the 

part of the patient is perceived to be a key barrier (Buttriss 1997). 

Quantitative approaches have identified that GPs regard diet as having an important 
influence on health. However, they have focused upon exploring the gap between this view 
and actual practice, by identifying 'barriers' which are offered as explanations for why 
nutrition provision varies so widely. Although these approaches do not expand on the social 

processes which may be responsible for their findings, they do nevertheless highlight a 

number of key themes. Thus they identify that GPs' training in nutrition varies quite 
substantially; that GPs perceive a lack of evidence about the effectiveness of dietary advice; 
and they question the patienesmotivation to change their dietary patterns. 

3.4.1 Sociological approaches to prevention in general practice 

No indepth studies have therefore attempted to explore professional perspectives on 
providing 'healthy eating advice', however, several key studies which have focused on 
prevention more generally, do identify and expand on what the Clinical Nutritionists call 
'barriers'. Although these indepth studies do not discuss diet in any detail, they do offer 
insights into the processes which appear to play a role in the construction of these 'barriers'. 

Both of these studies reflect the findings of the Clinical Nutrition studies I have just 
discussed and were based upon the idea that, in terms of enthusiasm towards health 

promotion in general practice, there is a considerable gap between the policy makers and 
the GPs themselves. Addressing the broader context of this problem, Beattie (1991: 162) 
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observes, that sociology can play a key role in helping to understand "what health 

promotion is" and why it may be the "subject of fierce and incessant disputes among 

professional practitioners and policy makers. " 

The first of these key studies, was an investigation by Williams and Boulton (1988). This 

study aimed to promote discussion of the relationship between the 'rhetoric' of prevention 
and the 'cultural construction of clinical realities' (KJeinman 1980) among individual GPs- 
The second was a later study by Williams and CaInan (1994), who interviewed GPs to 

explore the construction, value and priority that 'rank and file' GPs place on prevention as a 

professional undertaking. Bearing in mind the theoretical discussion at the beginning of this 

chapter, it is possible to identify contrasting accounts of 'professionalism' in both these 

studies. 

3.4.2 Enthusiasm towards preventive work 

Having considered the theoretical background to these key studies in the first part of this 

chapter, I will now begin to explore their findings in more detail. 

Williams and Boullon 

In the findings presented in their 1988 publication, Williams and Boulton identified four 

different orientations towards prevention, based on a study of GPs who were also advisers 

and course organisers; which was also associated with other work involving GP trainees 
(Boulton and Williams 1983, Tuckett et al 1985; Boulton and Williams 1986). In the trainer 

study, which I will concentrate upon here, they interviewed 34 experienced GPs in the 
Oxford and SE Thames Regions in England. The study classified the professionals' views 
into four categories, which reflected a considerable variation amongst GPs in their 

enthusiasm and approach towards preventive work. Having few qualms about this type of 

work, the first group saw it as a new technical service to build into routines. The second, 

while appearing more concerned about being responsive to the patienes problems, were 
more reserved about different forms of health promotion., because lifestyle issues were seen 
as intrusive and moralising. A third group appeared to take a more 'integrationist approach, 

whilst the final group saw this work as being 'bio-medically disruptive'. From their study of 

trainees however, it was found that while in general they knew about health education 
topics, these were largely disease-oriented and they took a relatively narrow view of health 

education (Boulton and Williams 1986). 
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Williams and Calnan 

Williams and Calnan's (1994) paper was based on data drawn from a national UK study and 
like Williams and Boulton's, included face to face interviews with 40 GPs. Instead they were 

sampled from selected geographical areas, and the GPs represented a range of different 

ages, practice sizes and types of practice (ie. single handed or partnership). The authors do 

not publish a classification systemper se, but instead identified a number of key themes 

which reflect issues raised in these earlier studies. This particular study was undertaken to 

examine how changes in GPs' contracts may have influenced their views of prevention. 
However similarly to Williams and Boulton's research, this study also explored how this 
type of work was seen as being 'biornedically disruptive', because GPs explained that they 
had little time to undertake it and felt it was a distraction from curative medicine. This study 
therefore revealed that GPs found preventive work both tedious and boring and were 
subsequently delegating it to lower status colleagues such as practice nurses. Ukewise they 

also identified the uncertainties of and showed much ambivalence towards the effectiveness 
of behavioural change and the problem of patient motivation. Finally, there was also a 

similar concern that it represented a moral intrusion into patients' lives and may also 
increase anxiety levels unnecessarily. Williams and Calnan do note however, that their study 

showed a greater degree of polarisation than Williams and Boulton's and they suggest that 

this may be because their own study had a greater age range. To make a comparison 
between these studies more straightforward, I will in this chapter concentrate only upon 
these polarised orientations. 

3.4.3 Representational accounts 

These findings show some similarities with the quantitative research referred to in Section 

3.4. However, taking these findings at face value, fails to recognise the complex processes 
which underlie GPs' views towards preventive work and their accounts of professionalism. 
Based upon a theoretical insight from Caws; (1974), Williams and Boulton (1988) argue that 

the GPs in their study were drawing upon contrasting 'representational models' of general 
practice. These they argue were abstractions of their clinical experiences and were shown in 

an earlier study to be reproduced more widely in the local sub-cultures of general practice 
(Health and Prevention Project 1987). Similarly, for Williams and Cainan (1994), these 

accounts should not be taken on a literal basis, because it is more productive to see them as 

an inherent feature of a more general discourse about different professional approaches to 

general practice. 

38 



Practice 

Williams and Boulton argue that these accounts do not only represent a particular image of 

general practice, but they also argue that these ideas were influencing how these GPs may 

actually practice. Williams and CaInan make a related point and argue that such ideas serve 
the respective interests of GPs because they 'legitimate their limited involvement and 
professional preferences" (p. 388). Hopton (1996) however has also considered the 

relevance of these different 'models' to general practice and suggests that a range of 

structural factors are defining the context and shaping the division and nature of work in 

primary health care. She argues that as a consequence, these 'models' influence the roles of 
individual primary care professionals, their relationships with each other and their client 

groups or populations. Iberefore it is possible to view the type of constraints identified in 

quantitative studies as social constructions, which reflect different characteristics of these 

contrasting positions. For example, the differing views about time in both key studies 

reveals the interest and priority GPs attach to their preventive roles (see Horobin and 
McIntosh 1983). 

3.4.4 Orientations towards prevention 

Having raised the idea of 'representational models', I will now explore the two contrasting 

orientations in more detail: 

Injluence of a biomeScallch)dcal 'model' 

Williams and Boulton's (1988: 236) study showed that those GPs who presented a more 
'Traditional" and "Clinical" orientation viewed preventive work as an addition to their main 

role of treating disease. Yet both studies also found that these GPs tended to be reluctant to 

get involved personally with this type of work. Williams and Calnan argue that their study 

raises questions about the extent to which GPs' concerns about professional competency 
and their patients' best interests are shaped by biomedical 'models'. Hence one example 
they provide is that GPs raised a concern that such work would lead to lower quality 
consultations, because of the time they would have to devote to health promotion. 

In particular, both key studies showed that GPs found the evidence of risk factors 

associated with preventive advice as being 'uncertaie. Williams and Boulton (1988) suggest 
that this provides an example of how biomedicine confines doctors by legitimating a 

negative view of prevention. They go on to argue that these negative views may also come 
from patients who become more aware of the uncertainties which characterise medical 
knowledge (Williams and Calnan 1994) and which may the make doctors feel anxious about 
this type of relationship (Tuckett et al 1995). Yet both studies also argue that this is an 
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example of how GPs are legitimating their own involvement, by perceiving patients as 
holding them back from making changes. Such views may be based on stereotypes or 
discursive ways of talking about patient behaviour (Tuckett et al 1985). This was typified by 

how both studies identified that some GPs blamed patients for their unhealthy lifestyles and 
demonstrates the effects of medical power to define illness that I referred to earlier in this 

chapter. 

Preventive `model' 

Williams and Calnan's paper says very little about the GPs who were more enthusiastic 
about health promotion work. Williams and Boulton however do talk in more detail about 
the other GPs' views, and those that had a clear idea of health promotions aims, and their 

own role in promoting change and encouraging greater self care. In contrast to the more 
econventional' group which they identified, they argued that these GPs viewed health 

promotion work as practice policy, and that their enthusiasm was based upon a personal 

commitment. The idea that they were drawing upon a different 'model' was apparent 
through a number of findings and appeared to lead to an opposing view of this type of 

work and their relationship with patients. Hence Williams and Boulton argue that it was 

apparent that they had taken on board the rhetoric of health promotion and emphasised 
that general practice was well placed to educate patients. In contrast to the less enthusiastic 
GPs, they were wary of the dangers of blaming patients for being 'victims', and instead 

emphasised that unhealthy behaviour was caused by cultural factors. Their role therefore 

was said to be about encouraging greater responsibility for healthy behaviour. 

Although it was suggested that these GPs were viewing their patients more positively, such 

approaches are not without their problems, because these alternative 'models' may still lead 

to an authoritative claim 'to know. Hence it is also possible to identify how they enforce a 

particular way of thinking on the social causes of poor health, and subsequently the GP's 

right to intervene. While these GPs did appear to be sensitive to 'victim blarning!, Williams 

and Boulton argue that there remained an assumption that good communication alone will 

solve patients' problems (see Calnan et al 1986). Reflecting the rhetoric of health promotion 

which I mentioned in the previous chapter, they also draw upon the idea that unhealthy 
lifestyles are 'baggage' which can be removed. 

3.4.5 The implications for practice 

I argued earlier that Williams and Boulton drew upon the ideas of Caws (1974: 3) to argue 

that there was a need to distinguish between 'representational' and 'operational models' of 

general practice. That is a distinction between the "the way the individual thinks things are" 

and 'operational models' which correspond "to the way he practically responds or acts"Me 
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main practical issue for Williams and Calrian, was that GPs appeared to be delegating 

preventive work to practice nurses. However, as I already mentioned, both studies also 
found that GPs had a tendency to blame victims for their behaviour. 

These issues for Stott and Pill (1990) are extremely important, because they say that the 

variation in how general practice is represented must also affect the way doctors practice. 
Thus they argue that the degree of respect that GPs give to lay views or the understanding 
they give to their concerns will vary tremendously depending upon the approach taken. For 
CaInan et al (1986) these issues are also vitally important, because an understanding of the 
lay perspective is necessary for GPs' ability to deal with health promotion and dealing with 
patients more generally. 

While both studies revealed that some GPs felt that they had the right to counsel their 

patients about their lifestyles, Williams and Calnin (1994) say that their findings cast doubt 

on the idea that GPs are simply attempting to increase their power and professional status. 
They suggest that the limited nature of 'creeping medicalisation' in their study shows that 
tlýiis is more a case of how GPs were arguing for a limited role. So they say that GPs felt 

preventive work requires a greater degree of involvement in patients' lives, and this may be 

viewed as an unnecessary moral intrusion, or ftirffier still, beyond the GPs' remit. Hence 

they argue that this provides some evidence that this requires a more mutually-participative 
form of relationship, which doctors may be reluctant to participate in (Calnan et al 1986). 
This is supported by similar findings from a more recent qualitative study of GPs providing 

smoking advice. Thus Butler et al (1998) have suggested that GPs felt talking about this 

topic could potentially damage their relationship with patients. Additionally in another 
recent study, Lawlor et al (2000) also revealed that GPs were reluctant to provide lifestyle 

advice, because they felt that environmental factors were more important and that they had 

very little influence over them. 

It has been suggested that the UK medical profession remains ambivalent about the role of 

nutrition in disease prevention (Pract Nurs 1994). Furthermore, it has also been argued that 
despite endorsements by the Royal College of General Practitioners, there has been a large 
body of academic and professional medical opinion that recommends no action or teaching 

on the subject of nutrition (Tunstall-Pedoe 1992). While these indepth studies do not 
discuss specific types of preventive advice in any detail, some of the issues which they raise 

may shed some light on the 'barriers' identified in the Clinical Nutrition studies (see Secdon 

3.4), and may be an example of how some of the rank and file GPs remain divorced from 

their professional bodies' priorities (Freidson 1988). It is not possible to expand on why 

nutrition rates vary so greatly. However the idea that some GPs perceive that there is a lack 

of evidence about the effectiveness of dietary advice, and the idea that they question the 
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patient's motivation to change their dietary patterns, both echo the findings of these 
indepth studies more generally. 

3.5 Chapter summary 

While for Beattie (1991: 162) debates about "What health promotion is" may be the subject 
of much debate in the health services, the studies explored in this chapter do not adequately 
explain either lay or professional perspectives on providing 'healthy eating advice'. 
However, debates on medical power and the concept of 'professionalism'; the 'lay' studies 
of Calnan (1987) and Stott and Pill (1990) and the 'professional' studies of Williams and 
Boulton (1988) and Williams and Calrian (1994), do provide a strong basis for exploring this 
topic further. Nevertheless, it is only possible to make some tentative comparisons with 
quantitative findings. Therefore Beattie's words appear particularly relevant here - that there 
is still a strong need for a systematic clarification and fundamental review of different forms 

of contemporary health promotion. 
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4 Methodology: Constructing plausible stories 

4.1 Introduction 

The previous two chapters have outlined in analytical focus upon the social processes that 

create and sustain both individual and shared meaning. In this brief chapter, I want to 

explore the philosophical justification for this approach and consider its practical 
application in social settings. To establish how the methodological justification for a study 

should be treated as a separate entity from the research design itself Welia 1997), the next 

chapter will describe the actual methods used in this study. 

It has been argued that a methodological discussion is necessary, because it facilitates an 

awareness of the potential implications particular decisions may have during the course of a 

project (Seale 1999: ix). Mason (1996) argues that, on the whole, such concerns should be 

pragmatic and that all of the research process needs to be informed by philosophical 
debates. This helps to maintain a logical consistency-, justifies why decisions were taken; and 

provides structure and guidance where they are needed. 

4.2 Debating 'reality' 

Methodological debates centre on concerns about the status of the knowledge, or the 
'reality' that research produces; and debates about social reality are often presented as the 

twin problems of epistemology and ontology. The former concerns different ways of 
'knowine and the latter refers to the nature of 'reality', or what is 'out there' (Gergen 1999). 

However, the two are linked together in a way that is directly relevant for social research. 

For Mason (1996), an understanding of this relationship is essential because there has to be 

some logic between what you think you can know about the world and what you can 

actually ask people about it. However, there is considerable debate within the social sciences 

about these issues, often stereotypically associated with either quantitative or qualitative 

approaches. 'Ibus, quantitative methodologies are generally positivistic - that is there tends 

to be an assumption that 'facts' and 'truths' can be produced objectively, while qualitative 

methods are often more open-ended and challenge positivism's essentialist claim to know. 
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Qualitative researchers challenge the positivists claim that they can be 'objective'. This is 
because they argue that the world is an inherently more complex place than is assumed by 

positivism. Instead, they suggest, we should be concerned with subjectivity, that is with 

understanding the individual's shared and personal views of reality'. Philosophically, 

positivism argues that the 'real' world (i. e. the ontological) can be directly observed by the 

researcher. However at the other extreme, a post-modern turn has led to the conflation of 
epistemology and ontology, suggesting rather controversially, that there is no such thing as 
creality' at all. For post-modernists, any'real' foundation to knowledge is called into question 
and they maintain that all knowledge is constructed and contextually relative. 

Silverman (1997: 14) argues that there are no principled grounds to be either qualitative or 

quantitative in approach and that it depends upon what you are trying to do. This point is 
fundamental to this thesis, because the research aims outlined in the next chapter do 

necessitate an indepth approach (especially because survey methods appear to have 

overlooked a vital set of social processes). On first appearance, these different positions 
may seem to be completely irreconcilable. Seale (1999) however, argues for a more 
pragmatic approach, which is necessitated by the somewhat nihilistic tendency of debating 

what is 'reality. He argues that there is very little point in trying to resolve these debates and 

suggests instead that they should be used as 'resources'. 

In the remainder of this chapter, I want to consider how these debates can be used to help 

establish a position that is relevant for this thesis and which is consistent with its aims. I will 
therefore be exploring how the post-modem principles of subjectivity and also positivism's 
objectivity, can be combined in a way that enriches social research. However the 

constructionist position taken sits much closer to the post-modern position, but with a 
greater emphasis upon shared meaning and the ways that people make sense of, and manage 
their day to day lives. 

4.3 Unpacking 'normality' 

Practically speakin& the primary purpose of this present research is to try to understand the 

cultural meaning of respondents' views on food and health within the context or 'realities' 

of their everyday lives. Before considering the philosophy behind the 'interview' as a 

research method, I want to outline a more practical position on social 'reality, which 
transcends the dilemmas raised by many philosophical debates. So how can we can step out 

of this philosophical continuum, yet take seriously the goals and ideas of researchers at both 
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of its poles (INfiller and Glassner 1997)? For my own thinking, Gergen's (1999): An Intitadon 

to Sodal Construcdon'was particularly inspiring. 

For Gergen (1999: 50) and other social constructionists, at the very core of this approach is 

the need for reflexivity. That is: 

the attetVt to place one's premises into question, to sus pend the 'obdous', to Asten to alternative 
framings of reakly, and to grapple nitb the cotVarafitv outcomes of mu&ple standpoints. For the 
construefionist this means an unrelenting concern nitb the bAndngpotenfial of the Itakenf-or- 
granted'. 

In the previous chapters, I argued for a need to unpack either 'lay or 'professional' 

understandings of food and health. However, although it was established that these were 
located within two very different social settings, the constructionist position is applicable to 
both. This is because it attempts to explore the very processes where knowledge and views 
are unproblematically assumed to be 'normal'. 

At the heart of soýial constructionism lie a number of core ideas. Schutz's (1970) 

pbenomenolo, gical position for example is based on the view that our experience of the world is 

governed by our 'natural attitude'. By this, Schutz means that our sense of normality is a by- 

product, not of the world as it is, but of what we take for granted. It also echoes Garfinkel's 

(1967) etbnomethodolo*d position, where he argued that linguistic expressions are used to 

achieve what we take to be normal and taken for granted. Uke Schutz's notion of the 
bommneulus, we treat words as if they match the objects to which they refer and therefore 
'make do'. Subsequently, social constructionists are therefore not concerned with whether 
knowledge is 'real' or not. Instead they aim to unpack or deconstruct the very fabric and 

shared cultural meanings that hold the social world and our everyday lives together. 

4.4 Interviewing 

It has been argued that interviewing is often chosen as a research method because it is 

synonymous with qualitative research (Mason 1996). In my defence, I chose interviewing 

above participant observation or other qualitative methods because it was the most suitable 

method available. Primarily I needed a method which would provide a high degree of 
interaction, but also be flexible enough to accommodate issues I had not anticipated. This 

seemed particularly pertinent to this present research, especially considering how very little 

appears to be known about lay and professional views on 'healthy eating advice. 
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Interviewing therefore offers the potential for more interaction than observation can, and 
allows ideas to be developed or for order to be deliberately put under stress (Dingwall 

1997). Furthermore, interviewing was also better suited to this research, because of the 

pragmatics of gaining long term access to either GPs or their patients. I identified that this 

would have been difficult to obtain, therefore interviews offer the further benefit of 

requiring less commitment and can be treated as aone off. 

4.4.1 Methodology of interviewing 

I have now argued for a constructionist position on cultural 'reality' and that the indepth 
interview was the most suitable method available. However, I will now consider that 

although interviewing may produce certain limitations on the generation of data, the 

strengths I outlined above are logically consistent with this study's aims and requirements. 
So how does the interview method logically fit with the need for exploring our 'natural 

attitude'? 

Post-modem debates raise the possibility that the interview's relationship to any 'real' 

experience is not merely unknown, but in some sense is 'unknowable' (Dingwall (1997: 56). 

Indeed, at the core of Denzin's (1989) interpredve interacdonism are not just questions relating 
to the relational and biographical processes of social interaction, but also concerns about 
the construction of 'reality'. Goffman (1959) for example argued that our primary task in 

social life is to create a sense of public identity and that we must understand language as a 
form of social interaction. Schutz and Garfinkel however, do not take such a provocative 
approach as Goffman. For many therefore, his ideas are deeply unsettling because he argues 
that we all perform for each other whilst knowing at the same time that what we seem is 

scarcely who we are (Gergen 1999). 

The proposition that our interviews are meaningless beyond the context in which they occur 
is a daunting one. Like Nfiller and Glassner (1997: 99), 1 am not prepared "to discount 

entirely the possibility of learning about the social world beyond the interview in our 
analyses of interview data. " They face up to the issues raised by Goffman and others, yet 
take a practical position which transcends their concerns. Hence for Nfiller and Glassner 

(1997: 100), the interview "... provides us with a means for exploring the points of view of 

our research subjects, while granting these points of view the culturally honoured status of 

reality. " 

Such an approach requires treating the interview itself as a social construction (Dingwall 

1997). Although there are inherent problems in assuming that such methods are a way of 
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getting 'closer' to respondents (Silverman 1993), it is the constructionist concept of 
reflexivity which helps to transcend these dilemmas. The interviewer therefore attempts to 

understand the world from the subject's points of view and helps to unfold the meaning of 
individual and group experiences (Kvale 1996). However, at the same time, we have to 

recognise that interviews are sites where data are generated between an interviewer and 
interviewee, rather than occurring in any form of 'natural setting' (Dingwall 1997; Mauthner 

et al 1998). Thus for (Gergen 1999: 50) "we must be prepared to doubt everything we have 

accepted as real, true, right, necessary or essential". This therefore raises the possibility that 

we can be 'objective' in spirit and simulate induction. As Charmaz (1995: 54) declares - this 
is in the sense that: 

Wle start jtitb the e. %periendngpenon and Ig to sbare bis or ber subjecdm tiew. Our task is 
objeefive in the sense that we tg to describe it uitb deptb and detaiL In doing so, we tg to rorrsent 
tbeperson's tiewfairl, y and to portV it as consistent uith bis or ber meaniigs. 

VVhile the interview may not provide a 'natural setting as sought by ethnographers, the 

constructed nature of the interaction between myself and respondents is a key consideration 
reflected in the following chapter. Interviewing allows exploration of areas within individual 

awareness and the extrapolation of personal and shared meaning (see Lofland and Lofland 
1995). Fundamentally, this puts the emphasis on the respondent's point of view and 
subsequent probing by the interviewer may help to minimise misunderstandings and 
elucidate issues in more depth (Kvale 1996). Crucially, the interactive element of interviews 

adds an additional depth to the research because it allows an exploration of how people 

articulate and work out their responses Pason 1996). This is why I believe that more 
invasive methods such as videotaping would not have provided the level of interaction 

required and focus groups would have been more likely to generate socially-accepted or 
presentable accounts (Bloor 1997). 

4.5 Quality in research 

So far I have distanced myself from the positivist idea of truth and objectivity, but I have 

also challenged the idea that all meaning is relative, and that interview data are meaningless 
beyond their site of construction. I want to now consider how the constructionist position 

which transcends these debates, can be coupled with further ideas which may help in 

producing qualitative research of the highest standard. 

Returning to the post-modern concept of relativism, Silverman (1997: 19) argues that, by 

challenging the positivistic idea of 'tru&, we must consider the messages that are sent to 

research-funding agencies by being negative about the nature of social reality. This is namely 
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that they should not fund qualitative research because even its proponents have given up 
any claims to validity. Yet what constructionism can sell to the research community and 
beyond, is the value of its critical perspective and above all how it aims to question what is 

often taken for granted. There is therefore a meaningful difference between being sceptical 

about the bases of our claims and recognising that 'validity' is a problematic concept for 

qualitative research, while carefully examining the grounds upon which these claims are 
founded (Sanders 1995). 

For Seale (1999), a modified form of realism which has a reflexive attitude is essential to 

putting out a positive message about social research. This fits well with the principles of 

social constructionism, because it is a pragmatic methodology which treats knowledge as 
being 'real', at least in the sense that it means something to us and influences what we say 

and do. Explaining this position further, Seale draws upon Hammersley's (1992) concept of 

subtle reaAsm to argue that we should define knowledge as 'beliefs' about whose 'validity' we 

are reasonably confident. This, Hammersley argues, is because if we say that our 'beliefs' are 

always known without certainty, we could always be wrong. 

Hammersley argues that as researchers, we make 'truth' claims but these do not change the 

relative aspects of reality. Therefore, the aim of social research should be to represent 
'reality' in some way but not to reproduce it - and which appears to be akin to Schutz's 

(1967) postulate of 'adequacy'. As researchers, Hammersley also argues that we are 

producing an abstraction of 'reality, rather than a facsimile. In practice therefore, such an 

approach can actually heighten the sensitivity so needed in qualitative research Thus as 
Schutz (1967) said so eloquently, our purpose as researchers is to be objective in exploring 
human subjectivity. 

Researchers can therefore have a spirit of objectivity if they are reflexive about the decisions 

they make. As Hammersley (1992) says, only if we do maintain this sense of objectivity, can 

we retain the values of an ethnographic approach. 'Mat is, seeking to understand and 

explain people's behaviour and 'beliefs' independently of their supposed 'truth'. while not 
lapsing into relativism. It is somewhat naive to assume that the unstructured interview is not 

a form of social control in itself (Hammersley and Atkinson 1983). However by adopting a 

reflexive position which considers the researcheesownrole and the decisions made, these 
factors can contribute to the research process (Bloor 1997) and the analysis of these effects 

on the interview Pingwall 1997). 
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4.6 Grounded theory 

According to Charmaz (2000), Glaser and Strauss's The Disroveg of Grounded Tbeog (1967) 

which was acclaimed for providing systematic inductive guidelines for data collection and 

analysis, was written at critical point in social science history. For Glaser and Strauss, there 

was at the time a strong need to counter the undermining of ethnographic methods, as 
assumptions of truth and objectivity in quantitative theory furthered the quest for precise 
measurement. Their methodology offered analytical procedures which were acclaimed 
because they offered the potential of taking the researcher beyond the interview data to a 

more conceptual level. Using a coding process, theory therefore emerges from and is 

grounded in data. Charmaz says that Glaser and Strauss's work was revolutionary because it 

challenged the arbitrary divisions between theory and research; the claims that qualitative 

research was a precursor to quantitative study, beliefs that qualitative methods are 

unsystematic and also the separation of collection and analysis. 

However, since the 1960s, Glaser and Strauss appear to have fallen out over the future 

direction and philosophy of grounded theory (see Glaser 1992). Strauss and Corbin's (1990) 

method has been labelled as 'forcing by Glaser (1992), and he prefers to see his own 

method as a less restrictive process of 'emergence'. Strauss and Corbin (1998) on the other 
hand believe that more rigorous procedures are necessary to create analytical codes, and 

avoid the more descriptive style of analysis emphasised by what Geertz calls 'thick 

description'. Nevertheless, external criticism from postmodernists and poststructuralists 
have posed further challenges to either version (e. g. Denzin 1994), attacking the method's 

positivistic premises and claiming that grounded theory assumes an objective reality which 
can then be verified by the researcher through the use of analytical codes - in other words - 
hypothesis testing. 

When considering these criticisms, the fundamental dilemma for the researcher therefore, 

concerns the methodological problem of induction and deduction which I have already 
discussed earlier in this chapter. By adopting grounded theory therefore, the potential 
danger can be envisaged as an unsatisfactory scenario where theory may force the data or 

even suppress reflexivity because of the systematic and formulaic nature of the method. Yet, 

it should not be forgotten that the attraction of grounded theory was rooted in idea that 

theory emerges from, and should be grounded in the data. The emphasis on the relationship 
between data and theory was placed upon pAmdbiAty, whereby theory helped to enrich 
descriptive data by guiding researchers to produce conceptually dense theory (Strauss and 
Corbin 1998). As this present study is an empirical research project which draws upon 

sociological theory to illuminate health promotion policy and practice, how then can 
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grounded theory's aims stiU be maintained whilst accepting the criticisms that it is 

positivistic? 

Charmaz (2000: 523) believes that postmodern theory can be used to inform empirical study, 

rather than serve as a justification for abandoning it. In doing so, she draws upon a 

philosophical argument akin with the discussions above, that we should change our 
conception of social life "from a real world to be discovered, tracked, and categorised to a 

world made real in the minds and through the actions of its members. " In terms of 

collecting and analysing data, Charmaz calls for a construcUonist gmunded lbeog that means 
collecting data which is analysed with the primary aim of seeking meanings. "Posing new 
questions to the data" she says, "results in new analytic points". 

The aim with empirical research such as this present study therefore is not to verify theories, 
instead we must go ftirther than surface meanings or presumed meanings, continuously 

going to and fro between empirical data and theoretical concepts. According to Melia 

(1997), in their 1967 book, Glaser and Strauss stressed the point that researchers should feel 

free to develop the grounded theory method to achieve these goals. Charmaz provides one 

possible redevelopment, and Denzin's (1989) development of Garfinkel and Goffman's 

ideas, fimther opens up the possibility of a more creative and flexible methodology. This 

means therefore that a grounded theory can according to Melia (1997) include the principles 

of interpretive interactionism that I referred to previously, drawing upon biography, history 

and emotion - yet still with methodological rigour. 

Finally, it is worth considering Bechhofer's (1974) argument, that in many senses, Glaser 

and Strauss's grounded theory offered nothing new and merely represented a labelling of a 

process which had long been accepted as good practice in sociology for many years. 
Accepting the principles rather than all the details, I have in this chapter attempted to 
develop a consistent philosophical argument concerning the construction of interview data. 

By adopting a constructionist grounded theory, which draws upon some of the original aims 

of grounded theory, the meanings and actions of respondents can take priority over the 

goals and interests of the researcher. The reflexive use of theory therefore can help inform, 

rather than dictate data collection and analysis. 

4.7 Conclusion 

In the following chapter I will outline the research methods in more detail, but the aim of 

this chapter was to avoid the scenario where the methodological tail is wagging the dog 
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(Melia 1997). Adopting the advice of Mauthner et al (1998), 1 have tried to steer clear of 
what they call a 'naive realism'. So, while we should reject the idea of getting nearer to the 
'truth! (Bloor 1997), a subtle realist approach does mean we potentially have the opportunity 
to convince because we have not given up on the idea that our research has no meaning 
beyond the interview context. Qualitative methods are however inherently complex and as 
Strong states (1979b: 250), perhaps under these circumstances "the best we can hope for... 
is a plausible story. " Considering the problems I have identified in this chapter, the reflexive 
attitude which a constructionist grounded theory offers (Charmaz 2000), therefore appears 
be a practical way forward. 

-u 

LU 
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5 Research methods 

5.1 Introduction 

We do not nkim that aaen&n ,g to the relevance of [methods] in a stuýv makes the stu, # more 
trutbful, but only that the truth cUms Sf the researrber can he more jystemadca4Vy assessed by readers 
who share a concern xitb the reladonsho between what was observed and how it was accompNsbed 
(Altbeide andjobnson 1994.494). 

In the spirit of Altheide and Johnson's words above, the primary aim of this chapter is to 

explain the various methods which have formed the basis for the findings presented in this 
thesis. A secondary aim is also to illustrate how these methods were logically consistent with 
a social constructionist view on the status of interview data. Therefore this chapter discusses 

the methods used in this research, by building on the methodological foundations outlined 
in the previous chapter. 

Because the qualitative research process is a creative one, this chapter will explain how strict 
methodological rules could not always be applied (Seale 1999: 49). As I argued previously, it 
is an imperative of qualitative research that it is approached with an open mind, hence this 

chapter aims to demonstrate that the research was rigorous and strategic, while remaining 
sensitive and flexible to changing needs and circumstances. 

This chapter takes a chronological structure and presents each stage of the research mainly 
in the order it was conducted. These stages are an examination of the research process prior 
to interviewin& the fieldwork stage itself and finally the post-interview phase (based largely 

around coding and analysis). To reflect on the decisions made, I will be relying heavily upon 
two books. This is because they offered many pragmatic insights into qualitative research, 
without over-saturating their approaches with theoretical concepts. VA-Lile there are many 
books that describe the theory behind qualitative methods, Lofland and Lofland (1995) and 
Mason (1996) therefore proved invaluable. 
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5.2 Research aims 

In consideration of the theoretical and empirical issues explored in the previous chapters, 
the research aims of this thesis are as follows: 

Main aim: 

To investigate socio-economic and cultural influences on the provision, receipt and 
implementation of 'healthy eating advice' in general practice. 

Specific aims: 

To explore in depth the professional and personal understandings of 'healthy eatine issues 

among GPs, their accounts of existing practice, and the potential of general practice as a 

setting for such discussion and advice. 

To investigate social and cultural influences on lay understandings of food, nutrition and 

eating, in a sample of general practice clients. 

To explore GPs' and clients' perspectives on consultations and interactions involving 
'healthy eating advice' and information, and to study the influence (or potential influence) of 

socio-economic circumstances on these processes. 

5.3 Before fieldwork 

5.3.1 Redevelopment and sensitising 

Although this thesis has been my own responsibility, the original aims were derived from a 
research grant proposal developed originally by my supervisors: Kathom Backett-Milburn, Jane 
Hopton and colleagues. However, the same proposal then formed the basis for a CbiefSdenfist 
012ce (Scottish Executive Department of Health) PhD Studentship, which I was awarded in 
October 1998.1he original proposal had envisaged that a number of different Primary Care 

Professionals would be interviewed, along with clients who GPs would have selected to 

participate on the basis that they had received 'healthy eating advice'. 

The original research proposal would have required a greater number of interviews and it 

therefore became necessary to adapt the research design to suit a PhD. In particular, I was 

able to decide in advance of further decisions about sampling that I would not have the 

resources to interview other members of the primary care team as envisaged in the original 
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research proposal. Instead, I decided to focus on GPs as gatekeepers, although there were a 
number of other changes that were made as a result of a sensifising phase. 

Senjidiing 

After familiarisation with the relevant background literature, a pre-fieldwork sensitising 
phase was undertaken to help familiarise me with the research area. While this helped me 
appreciate what the research aims were about, this was invaluable in assisting with 
thematising and design of appropriate research methods (Kvale 1996: 88). 

Initially, 
*I 

decided to interview GPs about their views on 'healthy eating advice' to expose 
me to the general practice setting. After conducting the interviews, these were transcribed 

and coded. For convenience, the GPs were recruited from a university general practice 
department and a topic guide was developed for the interviews with three male and two 
female GPs. One of the key changes that I made was to question the feasibility of relying 
upon GPs to conduct an audit of their patients. The original idea had been to ask GPs to 
identify patients who had received 'healthy eating advice'; then these patients would be 
invited to participate in the study. It soon became clear however, that if I had asked them to 

provide me with patients to whom they had provided 'healthy eating advice', then the list 

that I received would be based on their assumptions about what constituted 'healthy eating 
advice'. Increasingly, I became more aware of how the term had no common meaning. 
Therefore an 'audie would not have been a suitable recruitment method and patients would 
have to be sampled by different means. Nevertheless this sensitising phase, as Britten et al 
(1995) argue, did also highlight the appropriateness of qualitative methods when researching 
a previously unexplored topic. 

After interviewing GPs, the sensitising phase with professionals was complemented with 
five lay interviews. Again, an appropriate topic guide was developed. Four men and three 

women were recruited and this time I relied upon personal contacts from a range of 
different social classes. Reflecting the findings from the literature reviews presented 
previously, there appeared to be meaningful differences between the way that male and 
female respondents talked about food and health. Likewise, there were notable differences 
between the classes, and taking this into account alongside the increased policy emphasis on 

such groups (Dobson et al 1994), 1 decided that the lay sample should focus on people ftom 

'working, rather than 'middle'-class groups. 

A further benefit of conducting the sensitising phase was that it enabled development of the 
food inventory, which is a research tool I developed to facilitate discussion in lay interviews. 
Parry et al (1999) discuss a life-grid tool which they used to help explore smokers' attitudes 
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indepth. They argue that this helped to stimulate discussion and build rapport by giving 
their respondents something that they can work with. Such a method would not have been 

appropriate here, but a tool was required to facilitate discussion. I first learned of the idea 

through a quantitative study by Patterson et al (1997) in the US. The authors discuss how 

they conducted a telephone interview to request if people had certain key foods in their 
'pantry' and argue that it is a reliable way of examining dietary intake. While I was not 
aiming to verify what foods people were eatin& such an approach, when adapted for the 
indepth interview, appeared to have a number of benefits. In comparison to other food 

assessment techniques (such as 24-hour recalls and food diaries, see Anderson 1995) it 

offers the potential of providing an insight into what respondents were eating without 
influencing their diet through the process of recording it. Additionally, views about how the 
inventory may not reflect what respondents were eating could also be explored. 

5.3.2 Topic-guide preparation 

Insights from the sensitising phase were used to help develop topic-guides for the main 
interviews. A fiill copy of both lay and professional topic guides are provided on Pages 1-2 

and 5-6 of the Appendix. 

Expected time pressures necessitated that the format of the interviews be semi-structured, 
while still allowing for variation in question order. However, there were substantially fewer 

questions in the professional interview topic-guide, because the interview length was set at 
45 minutes. This was because it became apparent that GPs would not spare more than this 
time. Questions were designed not to lead respondents and were prefixed with "some 

people might say. - ." to suggest that no views were necessarily fixed and non-negotiable. To 
increase the potential for spontaneity, consideration was given to question order both 

within the main topic-guide and the surrounding stages of the lay interview (see Lofland and 
Lofland 1995). 

The questionnaire (see Atppendix Pages 34) was devised to gather background information 

about lay respondents using the Registrar General social class measurement of job 

occupations. However, acknowledging the epistemological difficulties of measuring social 

class (INfiller and Glassner 1997), 1 also aimed to ask respondents about what their parents' 
jobs had been, and at the end of the interview asked them about their salary. I positioned 
the questionnaire and food inventory discussion near the beginning of the main interview to 
help build rapport and provide a comfortable start to the interview process. Difficult 

questions were kept to the end of the schedule along with the question on salary, because it 

was expected that better rapport would have been established by then. To overcome any 
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sensitivity concerning their level of income, I used an income band table so that they did 

not have to provide a precise answer. For Lofland and Lofland (1995), this is necessary if 

some topics are of a sensitive character or potentially embarrassing to respondents or 

interviewer. 

Reflecting how the study aimed to explore questions about 'healthy eating advice' within the 

wider context of food and eating, the questions were ordered in a way that gave respondents 
the opportunity firstly to talk freely about food and then about health more generally (see 

Diagram 5.1 below). Once these issues had been discussed, further and more specific 

questions were included about general practice and the 'Scottish diet'. A number of probes 

were also added throughout the schedule and were designed to ensure that areas I had 

identified were covered if respondents did not spontaneously discuss them. 

Diagram 5.1: Lay interview format 

7 

V 

Similar logic was used in the professional schedule but the interviews were divided into 

three discrete sections (see Diagram 5.2 hekw). No pre-interview questionnaire was considered 

necessary with professional respondents, but I aimed to ask at the start of the interview, 

when they graduated from medical school and how long they had been practising as a GP- 

This was deemed necessary as previous studies (Mlliams and Boulton 1988; Williams and 
CaInan 1994) have shown that generational factors may influence GPs' views on prevention. 
By enquiring about when they had trained, tNs avoided asking direct questions about their 

age and also gathered more meaningful data about the dates of their medical school training. 
Additionally, personal views on food and eating questions were placed later on in the topic- 

guide so that GPs could discuss 'professional' areas before potentially more sensitive 
'personal' issues. 
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Diagram 5.2: Professional interview format 

V 

V 
Personal views on food and eating 

In both interview guides, essential information was provided to respondents before the 
interview began (See Lofland and Lofland 1995). A brief account of the research was 
provided at the start - aiming to provide enough information to satisfy curiosity without 
causing undue influence. Respondents were reminded about the guarantee of confidentiality 
and anonymity and that they could withdraw at any stage. They were also reassured that 
ccsome questions may sound 'silly' or 'obvious' but that people often had different views 
about simple things and that was why I was asking them". Even though they had agreed to 

participate, I also ensured that they were happy to be taped. At the end of the interviews, 

respondents were asked if they had any views about being interviewed and if they had any 
questions they wanted to ask me. I offered to answer any questions they may have when the 
interview was over to prevent interruption and help me to subtly stay in control. 

5.3.3 Sampling 

Mason (1996: 83) says that "discussions of sampling are often absent from qualitative 

methods texts, and we should also dispel any notion that just because the studies are often 

small-scale, systematic sampling strategies are unnecessary". 'Me strategy here is mainly 

purposive rather than representative, meaning that the sampling approach explicitly 

recognises its links with generating data and theory (Mason 1996). Because of practical 
factors, indepth interviewing requires a small sample and therefore respondents were being 

recruited with a specific purpose in mind. 

As I have already mentioned, previous research and confirmation from the scnsitising phase 
indicated that gender and lower social class should influence the sampling strategy for the 
lay respondents. Although there has been little research into gender differences within GPs' 

views on preventive work, Brooks (1998) suggests that female GPs tend to approach their 

work very differently. Therefore I decided that the GPs would be sampled by gender, and 
by age to represent a spread of time in practice. To capture 'working class' views, lay 

respondents were recruited within the class groups ideally between the Registrar General 
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classifications of III (manual) to V. The key reasons for focusing on this middle group 
between the most affluent and most deprived groups were that it would hopefully avoid a 

separate research area of food poverty (which did appear to be the case - see Secdon 12.4.2) 

and that higher status social groups appear more likely to follow nutritional guidelines 
(Mennell et al 1992). 

Logically, GPs were to be selected from areas where the majority of patients were in this 

social class grouping. Because lay respondents were to be selected by GPs (see recmitment 
Section 5.4 below), I aimed to sample them ftom three different practices to provide 
alternative perspectives on geographical locations and different practice types. Reflecting the 
focus of earlier studies on food and families (see Charles and Kerr 1988; Murcott 1983a), lay 

respondents were required to have primary school-aged children. To satisfy the gender and 
family component of the strategy, lay respondents would also need to be couples with 
children, because this would provide the opportunity to explore different perspectives from 

the same family. Additionally, lay respondents were also to be selected on the basis that they 
did not suffer from chronic diseases such as diabetes or coronary heart disease (CHD). I felt 

that such groups were more likely to have discussed food and eating within general practice 
and would therefore not be representative of the general population. 

Translating these requirements into numbers, I decided to interview both partners in 15 

couples and 15 GPs (which gave a total of 45 interviews). Following Kvale's (1996) 

suggestion, this number is an effective compromise between obtaining a representative 
sample and the resources available. However in making this compromise, I was reminded of 
Britten et al's (1995: 108) warning that one of the most common mistakes made by 

qualitative researchers is "to collect far more data thin they can hope to analyse properly". 
Nevertheless, one inevitable drawback was that sampling GPs by 'age' and 'sex'would split 
the variables into even smaller groups. Additionally, the need to interview both GPs and lay 

respondents also restricted me to one interview with each, making repeat interviews 

unfeasible. Nevertheless, these decisions are a compromise and reflect the exploratory 
nature of this work. As there have been no previous studies that have attempted to explore 
both lay and professional views on 'healthy eating in general practice, these appeared to be 

appropriate sampling decisions. 
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5.4 Recruitment 

It is one thin ,g to deddefor yourseyabout interest, appropriateness, accessibibty 
and etbic; it is quite anotbergainiýg the acce , 

ptance of tbepeople being stu&ed 
(Lzjlan d an d Lql7an d 19953 1). 

The sampling and recruitment stages of this research are not discrete stages. Although the 
broad sampling strategy was defined before recruitment commenced, the approach 
realistically had to be flexible enough to reflect the reality of gaining access. Lofland and 
Lofland's (1995: 37) comments above were particularly valid, but I also heeded their advice 
that the researcher is more likely to be successful in their quest for access if negotiations are 
entered with "connections, accounts, knowledge and courtesy". 

All of these were required in abundance, although it is interesting to note that the 
recruitment process was not difficult and those approached were nearly always keen to 
participate. It is possible that this may be due to the topic itself, although it may also be 

related to my personal approach. I have previously worked in marketing and sales and hence 
I felt that tenacity and confidence can be particularly useful skills when persuading people to 

give up their time to talk to you. 

5.4.1 Ethical approval and other ethical considerations 

Lofland and Lofland (1995) quote the psychologist Bronfenbrenner (1981) who said that 
the only safe way to avoid violating principles of ethics is to refrain from doing research 
altogether. So rather than take tl-ýs drastic measure, a number of key ethical considerations 
were made. It was identified that recruiting lay respondents via GPs' lists would require 
official ethical approval. A successful submission was made to the Lothian Primag Care 
Researrb Ethics Committee. The application consisted of detailed information about the 
research including topic guides and correspondence to be used to recruit GPs and lay 

respondents (details of which are provided in the Appendix). 

A number of ethical considerations were addressed at different stages of the research (see 
Mason 1996), although they were considered extensively before entering the field. In 

particular, severe negative consequences for the respondents were seen as unlikely because 

of the nature of the research topic. I also ensured that there were adequate procedures to 

ensure confidentiality and anonymity which would protect respondents from exposure. It 

was also believed that sensitive areas would probably not be covered which should minimise 
any issues of helplessness to myself or emotional distress to the respondents. Moreover, the 
implications for those participating were unlikely to be significant. Indeed, the exploratory 
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nature of this research and the focus and presentation on respondents' views should only 
serve to represent their interests. In terms of representation, however, it is an ethical 
requirement of any researcher to assume a position where the respondents' perspectives are 
faithfully represented (see Mason 1996). 

5.4.2 Recruitment of key practices 

Recruitment comprised of three phases- Key practices were needed to recruit lay 

respondents (See Bowler 1997); once these had been found, the lay respondents could be 

recruited. Finally, more GPs were needed when they could not be recruited from the key 

practices themselves. 

To recruit the key practices, letters were drafted and focussed on the 'selling point' of "how 
during the sensitising phase doctors who had thought that they would have nothing to 

contribute actually found that they had a lot say. " An initial approach to a practice which 
was believed to possibly be interested was unsuccessful. Practices were recruited over 
several months and meetings were arranged to discuss the research and work involved. 
Practice one CEdingstone) was recommended by a university colleague, Practice two 
('Walden) via a recommendation of the local health board's primary care health promotion 
department, and Practice three CBurnsideý via a contact made during a lay sensitising 
interview. An example of one these letters is provided on Page 7 of the Appendix 

Decisions to participate were made easier by Practices one and two being single-handed 
practices. In Practice three, I had to attend a practice meeting and gain agreement of a 
number of GPs, although this had the by-product of helping to gain respondents for the 

professional sample. Despite initial agreement by this practice they did express some 
concern about the ethics of recommending patients, but were later reassured by the project 
being etl-ýically approved by the Health Board. Interestingly, and as is apparent in the 
findings, out of the nine GPs who worked at the practice only six female GPs attended (and 

none of the three male doctors). 

Suitable practices were screened to determine the likely social class mix of their area, and 

verified using a ranked list provided by the Information and Statistics Division Scotland, of 
104 practices in the Lothian Health Board area. All three practices (see Tabk- 5.1 below) had a 
DEPCAT score of 4 or above but varied by the more detailed Carstairs index (Carstairs 

1991) which quantifies relative deprivation and affluence using a combination of four 

variables. Out of a total of 104 practices in the Edinburgh area, Practice one was in the 
bottom quartile and Practice two and Practice three in the bottom middle. This meant that 
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the three practices were all mid-way between the most affluent and most deprived areas and 
met the sampling criteria. Note also that the practices represented a range of different city 

centre and semi-rural geographical areas, and their list sizes ranged quite considerably. 

Table 5.1: Participating key practices 

I Central Edinburgh Small -5 2.30 951104 1 male (although 2 
Edingstone' medium females joined shortly 

after I approached the 
practice) 

2 Central Edinburgh Very small 4 0.35 69/104 1 female 
Walden' 

3 Midlothian Very large 4 -0.29 56/104 6 female, 3 male 
'Burnside' 

I- Data: ISD Scotland 1997 
2- Depcat: A more generalised form of Carstairs 
3- Carstairs: The Index Is based on scores of the following four person-level variables from UK Census Local Base 
Statistics: male unemployment, households with no car, overcrowding (over I person per room), and head of 
household's social class categories IV and V. See Carstairs (1991) 

5.4.3 Recruiting GPs 

8 of the 15 GPs required were recruited through the key practices. The remainder were 

recruited using recommendations from GP4 (NEchelle) in Practice three, or by selecting 
from the list provided by the Information and Statistics Division of 504 GPs in the Lothian 
Health Board area. I excluded GPs from more affluent DUCAT 1 and 2 areas, and 
focussed on 4 and 5 where possible. Phone calls were made to a total of 21 GPs. 6 declined 

to participate; 5 on the basis that they were interested but could not spare 45 minutes and 1 
due to another GP in the practice already participating. Phone calls stressed the guarantee of 

confidentiality and anonymity and the interviews were aimed at a 45 minutes maximum to 

persuade GPs to participate. GPs were told that "the research was into food and eating 
issues in general practice because very little was known about this area and we needed to 
learn more information. " Very few asked any further questions, and despite insights from 

sensifising interviews, I tended to underplay the personal element of the interviews because 

I felt it might dissuade them from participating. So while recruitment was on the whole 

unproblematic, I may only have approached GPs who generally had strong views on this 

research area - revealing how the recruited sample is self-selected, rather than being truly 

representative. However, I did have particular difficulties contacting a GP from key practice 
3 and decided after several attempts to include the GP pilot interview (GPP1 Janet) in my 
final sample of 15 GPs (see Tabk 5.2 below). 
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Table 5.2: GP sample characteilstics 

Janet Female 5 1.43 1974 1972 
Gillian Female 1 5 2.3 1999 1989 
Edward Male 5 1.43 1971 1965 
Pauline Female 3 4 -0.29 1984 1981 
Michelle Female 3 4 -0.29 1993 1986 
Laura Female 2 4 0.35 1996 1978 

Barbara Female 3 4 -0.29 1975 1970 
Graham Male 4 -0.17 1968 1963 

Liz Female 3 4 -0.29 1987 1974 
Leonard Male 3 -2.1 1982 1974 
Martin Male 4 0.94 1979 1972 
David Male 1 5 2.3 1989 1982 
Karen Female 3 4 -0.29 1995 1989 
Robin Male 5 2.3 1982 1978 
Gareth Male 5 1.23 1995 1988 

I- Pseudonyms 2- Data: ISD Scotland 1997 

5.4.4 Recruiting lay respondents 

Recruiting lay respondents required substantially more effort and flexibility thin the GP 

sample had. The ethical approval necessitated devising a systematic and ethical approach to 

recruitment, although exact requirements varied according to each practice's circumstances. 
Practical reasons necessitated different approaches: In the single key Practices (one and 
two), GPs were able to provide me each with a list of 10 patients that met the sampling 
criteria from checking their lists manually. In Practice three the list size was more extensive 
and so the practice computer was used to find respondents by focussing on a postcode 
known to contain respondents in the required social class groups. Although class was 
determined differently by each practice, the respondent Tabk- 5.4 shows the successful 
uniformity of the sample determined from the pre interview questionnaire. VVhile there were 

substantially more respondents from the III non-manual group than I had requested, none 

of the respondents fell into groups I or IL Furthermore while their incomes did vary 

substantially, they were all evenly spread around the mean household income for Scotland; 

and all of the respondents' parents had been in jobs which fell into the 'working class' 

category. 
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The main benefit of recruiting through GPs was that it provided quick access to people by 

using a 'gatekeeper' (see Argyris 1969) who could persuade people to participate and could 
screen for chronic disease. There were possibly some disadvantages of recruiting via the GP 
(such as that acceptance may have been related to their relationship) however this only 
rarely appeared to influence the interviews. Using the names provided to me by the 
practices, lay respondents were sent a letter on practice notepaper which was signed by their 
GP (See Appendix Page 8). This was accompanied by a patient information sheet (see Appendýv 
Page 9) explaining the research in a simple non-technical account (Lofland and Lofland 
1995). This explained that the research was about food and eating in Scotland and GPs had 
been asked to help find people I could interview. 

The above contact letter did not mention that the research was examining the "potential of 
primary care as a setting for the provision of healthy eating advice" as it was believed that 
this would prevent respondents from being able to discuss food and eating issues in an 
unbiased manner. Roth (1970) says on this somewhat controversial point, and challenged by 
feminist methodologies (Olesen 2000), that the researcher does not want the subject's 
behaviour influenced by his knowledge of what the observer is interested in. Following 
Roth's (1970) suggestion, I decided that because respondents will not necessarily understand 
the precise details in the same way I did, it made little sense telling them everything about 
the research. I therefore also used paper without my department's name on it (Researrb Unit 
in Health and Bebatiour Gange) to prevent the title from influencing accounts. Confidentiality 

and anonymity were again promised and all names were removed from the transcripts (the 
list below uses pseudonyms). The letter stated that I would call at their house and specified 
a time and a date. A postage paid envelope was enclosed to enable them to either accept, 
reject a visit, or specify another time to call. This initial call would enable me to establish 
rapport and in all the households who agreed for me to call, no one then withdrew from the 
research. 

Some lay respondents had to be followed up by a phone call or a house visit after 14 days (a 

condition of ethical approval) if they had not replied to my letter. At the fOllOw-uP visit, 
some then agreed to take part, and mentioned that they had "just forgotten to reply" This 
helps suggest that this was a productive sampling method, and following up those who have 

not originally replied can yield a higher response rate. In total, 33 household details were 
given to me by the three practices (see Table 5.3 below). 17 of these declined to participate or 
could not be contacted, although in one household the male only declined, which meant I 
had to decline the offer from his partner. 16 couples agreed to take part, although one 
completed interview was later withdrawn from the sample because her partner had left her. 
After contacting all the lay respondents on the lists, the quota of 15 couples had not been 
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met and a different doctor in key Practice three provided a further list. This GP kindly 

contacted lay respondents herself to recruit them saving me a preliminary visit, however this 

may have had an small effect on these interviews as one participant in this group was unsure 

of the purpose of my research as I had not been able to explain more fully beforehand. 

Notably different response rates were yielded by each practice with the smallest practice 
(Practice two) being the most successful. Interviews later revealed that this GP was highly 

regarded by her patients, which may explain this higher rate. 

Table 5.3., Response rates by practice 

1 10 36 
2647 (1 rejected) 
3 17 9 18 

TOTAL 33 16 31 (1 rejected) 

I was consciously aware of an element of self-selection when recruiting lay respondents, and 
it is hard to comment on why they may have declined to participate. However on 

appearance, they often looked more stressed in. comparison to those who agreed to 

participate and I had a gut feeling that they may have been less relaxed about food and 

eating issues. Perhaps therefore those who did take part were on the whole more happy and 

relaxed about these issues. 

Finally, I also found that women were acting as gatekeepers to recruitment. They were more 
likely to be in when I phoned or called and were often responsible for persuading their 

partners to take part This appears to reflect the roles that I explore in Chapter 6, but it did 

present a practical problem because I made a point of trying to interview their husbands 

first in case valuable time was spent interviewing one partner and not getting the other. 

64 



Table 5A Lay respondent characteristics 

Female' 

Deborah 

S2 SE Number 

L06 

Male' 

Colin 

S2 SE 

IV 

Ho Number 
av 

Log 

usehold in 
erage GB 

9360 

come Recruiting 
I, 34 Practice 

Practice 2 

Tracey IV L27 Keith IV L28 11440 Practice 3 

Mary Illn L13 Noel Illn L21 11440 Practice 3 

Rachel - L30 Jim IV L26 11440 Practice 3 

Annabel V Ll I Gary Illm L25 13520 Practice 1 

Sue L05 Richard V L07 13520 Practice 2 

Amanda Illn L18 John HIM L23 13520 Practice 3 

Nicola Illn L15 Peter Illn L16 17680 Practice 3 

Catherine L29 James IV L31 19760 Practice 3 

Alison L02 Mike HIM L12 19760 Practice 2 

Phillipa Illn L04 Scott Illn L08 19760 Practice 1 

Caroline Illn L24 Ted Illn L22 19760 Practice 3 

Jennifer Illn LOI Robbie HIM L03 23400 Practice 1 

Lynne Illn L17 Stuart IV L20 24000 Practice 3 

Jo Illn 1-114 Simon Illm L19 28600 Practice 3 

I- Pseudonyms 
2- Registrar General Social class grouping: I Professional; 11 Managerial/technical; 
Illn Non-manual skilled; Illm Manual skilled; IV Partly skilled; V Unskilled; Blank (-) 'housewife" 
3- Household Income: Shown In E (GBP sterling), and represents total earnings of both respondents 
after tax. One total figure calculated by taking the middle value in each respondent's Income group 
which was then combined with their partners. 
4- Mean Income: The black line shows those who are over and under the mean annual joint Income 
for Scotland (El 7322 after tax) Source: Scottish Executive (2000). 
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5.5 Fieldwork 

A decision was made to conduct the lay and professional interviews concurrently. This 

would allow issues raised from one group to be fed into the other. GPs were the first to be 
interviewed because they were recruited before lay respondents. The research was 
conducted in three phases determined by when names became available and other practical 
factors. The phases were November to December 1999, January to March 2000, and April 

to May 2000, and a maximum of three interviews were conducted per week to prevent 
fatigue and maintain alertness. Christmas was consciously avoided because of the likely 

effect of the festive season on food and eating discussions. 

5.5.1 Piloting 

Before beginning the main series of interviews, pilot interviews were conducted with one 
GP and with a lay couple (two separate interviews). The piloting was deliberately a small 

phase because of the extensive sensitising. I was able to test out the changes made from the 

sensitising phase and gain familiarity with the new topic guides and procedures. Based on 
feedback from GPP1 Ganet) the key change needed was to make GPs more explicitly aware 

of the personal content of the professional topic guide. This was because she had 

commented that the transition from 'professional' to 'private' had made her feel 

uncomfortable. 

5.5.2 Managing interviews 

The joy, anxiety and practicalities of interviewing have been well-documented by authors 

such as Lofland and Lofland (1995). The interviewer is posed with many tasks: They have to 

manage their time, quickly establish rapport, gain indepth knowledge, maintain a position, 
follow a script, think ahead, sensitively consider the respondents' needs and views, and 

above all - listen. Or as Mason (1996) puts this, it means considering what you ask, how you 

ask it, and how much you let them tell you. This section discusses some of these points and 

aims to explore what was very much a personal process. 

Mutually convenient times were made with respondents for interviews. Reflecting my aims, 
GP interviews were fixed at 45 minutes for access purposes, but lay interviews normally 
lasted between an hour and an hour and half GP interviews were conducted in the GP's 

practice, although one GP invited me to her house (GP4) as she worked part-time. All lay 

interviews were conducted in respondents' homes and interviews with each partner were 

arranged separately (although L27 and L28 were interviewed back to back for practical 
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reasons). A brief summary of the research, guidelines about the interview, the confidentiality 

and anonymity guarantee and consent to record were made before starting the interview. 

Before each interview the respondents were set at ease by making neutral 'small talk' (such 

as topical items or the weather). Lay interviews began with the questionnaire, followed by 

the main interview and were concluded with further questionnaire items as outlined earlier. 

Bowler (1997) suggests that some individuals make better interviewers than others, but 

there are a number of guidelines which can help to guide the interviewer, regardless of 

personal skills. Kvale, below (1996: 144) therefore, cites a number of criteria which can help 

the interviewer produce and manage the 'richest possible data' (see Lofland and Lofland 

1995). 

The extent of spontaneous, rich, specific and relevant answers from the interviewee. 
The shorter the interviewers questions and the longer the subject's answers, 
the better. 
The degree to which the interviewer follows up and clarifies the meanings of the relevant 
aspects of the answers. 
The interview attempts to verify his or her interpretations of the subject's answers in the 
course of the interview. 
The interview is 'self-communicating'- it is a story contained in itself that hardly requires 
much extra descriptions and explanations. 

From Kvale 1996: 114 

Secker et d (1995) offer some further pointers which I followed and which helped to 

practically apply the methodology I outlined in the previous chapter: For example, in 

framing questions I strived to set aside my own assumptions. Where accounts appeared to 
be taken for granted, they were still explored and where possible I explored respondents' 
views indepth to delve deeper into their understandings. Furthermore, I explored 
inconsistencies where they seemed apparent and I also heavily utilised a technique of 
sometimes repeating their last few words to stimulate responses. 

Time was carefully managed, and in the GP interviews this meant that I had to skim over 

some questions because of the strict 45-minute time limit I had set. In the lay interviews, 

tl-ýs was less of an issue, although I did find that respondents seemed to lose interest if the 
interview went on for too long. Fresh copies of the topic guide (see Lofland and Lofland 

1995) were used in each interview and notes were made either on the topic guide or notepad 

to maintain track of questions that had been asked in the wrong order. This helped to 
inform further questioning and proved invaluable in the analysis phase. I felt that a flexible 

approach to question ordering had to be taken to what are essentially "guided 

conversations" QLofland and Lofland 1995: 85). 
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Reflecting how I had designed them, my interviews leant more towards a semi-structured 
fort-nat rather than being completely free-flowing. However, in some cases I made a note of 
a respondenes comments, if I thought that their issues would be worth exploring 
subsequently. All of the interviews were recorded for future transcription so I took very few 

notes during the interview. Lofland and Lofland (1995) say that the people being 
interviewed usually expect interviewers to be taking notes, but I found to the contrary that it 

seemed to disturb the positive atmosphere I had established. Only one interviewee (L4 
Phillipa) seemed consciously aware of the tape recorder and discussion became more 
spontaneous once it was switched off at the end. Post-interview notes when relevant were 
made after each interview, either on tape or in a notebook. 

After the questionnaire, lay respondents were 'warmed up' (Mason 1996) with the food 
inventory that I had asked them to complete before I arrived. Some respondents had not 
completed it and so I asked them to "think about what was in their cupboards and jot down 

a list while we were talking about what they had". The inventory method proved to be a 
very productive way of facilitating discussion and although it may have engaged the 
respondents in the research before I arrived, I did not feel that this had a negative effect on 
the interviews. I had asked respondents to make comments next to the list, but no 
participant did, saying only that it was what they usually bought. As is apparent from the 
findings presented in Chapter 7, this seemed to be indicative of how their food choices were 
presented as a routine which was not normally questioned. I also aimed to keep partners out 
of the interview if they were in the house at the same time and tried to arrange interviews 

when the other partner was out. If they did sit in, I found that after a few minutes of the 
interview they left probably out of boredom from not being asked anything. Therefore no 
lay interview was conducted in front of a partner, minimising any 'leakage' between 
interviewees and allowing each interviewee to speak freely (see Bowler 1997). 

GP interviews were more structured than lay interviews. The shorter time-scale necessitated 
a greater degree of control on my part and they appeared resentful on the occasions when 
the interview did run over. To avoid covering the grounds of previous survey-based work in 

this area (and to try and avoid the interview being treated like a test) I explained that I "just 

wanted to listen to their views. Furthermore, because GPs were more used to talking about 
their views, I found as Bowler (1997) has suggested that some people or groups made better 
interviewees than others. Indeed while GPs are probably more used to talking about their 

attitudes than most lay respondents, some said much less when it came to talking about 
their own personal views. The relevance of tl-ýs will become apparent later, when I discuss 
how the way GPs talked about personal issues reflects their different orientations towards 

preventive work. 
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Finally, during the interview process, interview topic guides were rarely altered. I did not 
make dramatic changes to the guides because I wanted to maintain some consistency across 
the sample. Particularly in the lay interviews, questions that did not seem to work were 
skipped over or only briefly considered. Those which seemed to stimulate more of a 
response were covered in more detail and in some cases feedback from other interviews 
(both lay and professional) were fed back to play a subtle devil's advocate or explore their 

opinions further. 

5.5.3 Positioning and getting along 

The explicit recognition in qualitative research that the researcher is not a neutral observer 

necessitates some consideration of the researcher's role in the research process Nason 

1996). The interactive and interpretative nature of the interview meant that I was an integral 

part of generating data and it is essential to explain my position within the interview 

process. As Altheide and Johnson (1994: 494) state, "the more a reader (audience member) 

can engage in a symbolic dialogue with the author about a host of routinely encountered 

problems that compromise ethnographic work, the more our confidence increases. " 

Reflecting the methodological issues discussed in the previous chapter, Seale (1999) says 
however, that researchers should avoid turning their reflexive commitment into a 

confessional that devalues their contribution. Thus for Lofland and Lofland (1995: 24): 'Just 

because you are not 'identicar to the persons you wish to study, you should not 

automatically conclude that such research is impossible or even unusually difficult. " 

In attempting to produce the richest possible data, the crux of the problem lies in deciding 

where the researcher should position him/herself in relation to the respondents, and to 

sensitively understand what exactly that position is. The stance taken was informed 

methodologically from the position of subtle realism outlined in Chapter 4.1 took the view 

that it was my role to maintain a sense of detachment when exploring respondents' 

subjective understandings. While it was important to build rapport, My position was of a 

researcher, not a friend, a counsellor or anything else for that matter (Schutz 1967). 1 

adopted both a 'leamer role', that I should be open to ideas, but competent where necessary 

so that I did not patronise respondents (see Lofland and Lofland 1995). This even extended 

to dress code, so I dressed appropriately for both groups. However the researcher must also 
decide if the stance taken is to trust or suspect respondents' accounts (Silverman 1993). 

I had no reason to believe that people would lie to me, so an element of trust was essential. 
Yet, I had to explore accounts fully with respondents to ensure that they were being honest 

to themselves (LDfland and Lofland 1995) but interviewing both partners did help provide a 
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form of 'verification. VvUle acknowledging the problems in gathering couple or household 

accounts, in Secdon 9.4.1 1 do discuss briefly the benefit of having a second view on the 

same family setting 

Rapport had to be established and methods were used which helped to reduce the potential 
distance between researcher and respondent. My position as a young (25 year-old), white, 
southern, English-sounding, educated male had its advantages and disadvantages. In lay 
interviews, I was aware of how tl-ýs gap was accentuated by class, age and gender. In GP 
interviews the class issue was less of a concern. In fact, this turned the balance of power 
around as they potentially had a higher status than myself I expected that my position as an 
English researcher who was coming to talk about food and eating in Scotland would be 

potentially problematic. However, only in one interview did someone explicitly refer to my 
nationality being English and I did not feel that this presented any meaningful problems. 
Furthermore, the benefit of being a student has some advantages. Particularly with GPs, I 
felt that they were more willing to explain their views, because they assumed that I was there 
cto learn'. Switching between the two different types of respondents was sometimes a 
challenge, but it did help to continuously explore the similarities and differences in the way 
that they talked about food and health and heighten my awareness of my own role in the 
construction of these data. 

'Getting along with respondents can hardly be called an exact science. My techniques for 
building rapport are based on my personality (Clarke 1975) and I am confident that this was 
established across the fieldwork and is expressed in the quality of the data. Although I was 
genuine in my rapport, I did feel that at times with lay respondents I had to 'ace by 

appearing interested in things which did not really interest me (e. g. football). This felt 

slightly uncomfortable but I was sure that it was a necessary part of the position that I 

aimed to achieve. In contrast to the GP interviews, I felt they may have seen me more as 
professional than as a student. Moreover, I may have appeared as a detached stranger whom 
they could share their feelings with. This could have been connected to my perceived 
"association' with the key practices. VVhile I had anticipated that there was a downside to 

recruiting through practices, the data presented in this thesis show most people had a 

positive view of their GP, perhaps revealing again why they were willing to participate. 

The content of the interviews was rarely personal, but on occasions when I did encounter 
difficult issues, such as bereavement, I glossed over them because I had not recruited 

respondents to specifically talk about such issues. I also felt that because I was only visiting 

once it was unethical to explore deep feelings, especially given the topics we had agreed to 
discuss. Both female and male lay respondents did seem happy to talk quite openly to me 
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about their weight (which could have been a sensitive area) and a range of more personal 
health problems were sometimes covered. On several occasions, lay respondents expected 
me to answer specific dietary questions and I had to explain my role more clearly to them, 
therefore making my position more overt than it already was. This was compounded in the 
final interviews because they had been recruited directly by the GP and I had not been able 
to meet them beforehand to explain who I was. As is apparent in the data and transcripts, 

my position was established to the degree that I was rarely asked questions, therefore 
indicating an asymmetry of power. 'Mus as Kvale (1996: 126) aptly describes this stance, 
"Me interviewer defines the situation, introduces the topics of the conversation, and 
through further questions steers the course of the interview. " 

5.5.4 Personal issues 

'Mere were also a number of personal issues faced during the research process. Mason says 
that good qualitative interviewing is hard and creative work and can also be a much more 
complex and exhausting task than conducting survey-based research (Mason 1996). Indeed, 

the combination of the interview process and the antisocial hours made the fieldwork a 
tough and exhausting process. TI-iis was relieved somewhat by rarely exploring personal 
issues with respondents. However the downside was that I did find myself identifying with 
Davis's (1961) view that this can result in a sense of guilt and a sense of disreputability 

about one's position. Only one participant (1,10) seemed to view me as more than a 

researcher. On several occasions I had to make contact to arrange an interview with her 

husband and she discussed a number of personal issues with me. In the end, I could not 

make contact with her husband because he had 'left her". I decided to exclude them both 
ftom the research because I did not want to be drawn in more deeply. On such occasions, 

as Hubbard et al (2001) have recently discussed, chatting to other researchers can provide a 

welcome form of therapy. 

After the interviews, a number of respondents said that it had made them think differently 

about food and eating. I had not given them any advice and it would appear that the very 

process of talking may have made them think differently about their diets. If I had covered a 

more sensitive area, I would have followed up my interviews with phone calls but decided a 

simple thank you letter would suffice. 'Mere may have been some benefits to lay and 

professional respondents as it may have made them think more carefully about their views 

on food and eating. In addition, I did promise to feed back the findings of the research to 
GPs. 
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Finally, Lofland and Lofland say that (1995: 51) "... persons doing intensive interviewing 

may find themselves feeling that it would be far more comfortable to stop the interview and 
just have an informal and unrecorded conversation. " This temptation was almost 

excruciating on occasions, especially when I felt that people wanted me to engage more in 

the interview and give an opinion. I normally avoided this by smiling and nodding which 
seemed to provide reassurance that what they were saying was valid, especially when I 

wanted them to go into more detail. This did contribute to the often painful sense of 
separation between the observer and the observed, (Lofland and Lofland 1995), however it 

did mean that I was able to aim for a type of research which I outlined in the methodology 
chapter. 

On reflection, I became very aware of the process by which the respondents and I were 
constructing data. Where appropriate, comments have been made within the analysis to 
highlight how I became sensitised to the limitations of the interview method and the 

consequences this appeared to have on the accounts that were produced. 

5.6 Analysis 

5.6.1 Preparing the data 

Analysis was split into several stages, whichwere not entirely separated, due to the dynamic 

nature of the collection and constant analysis of the interviews. After each interview, the 

tapes were reviewed and comments made in a field notebook which were recorded for 

future use or to provide assistance with further interviews. The majority of the transcription 

was undertaken by myself, which had the additional benefit of immersing me further into 

the data 0-ofland and Lofland 1995). During transcription I also made extra notes using 
Microsoft Word's comments feature within the transcription itself Some interviews were 
transcribed by different professional transcribers who were briefed to transcribe the 
interviews in verbatim. 'Mere was some difference in transcription style, because my 
transcription tended to be less colloquial and I found it easier to try and transcribe into a 

more standardised format. Once all the tapes had been transcribed, the interviews were 

anonymised and a list of pseudonyms were used to hide respondent's names (see TabLes 5.2 

and 5.4) 
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5.6.2 Coding and categorising 

The dominant kind of quaStafive stu, # a pea to be one in bieb the investigator car7ies out a 
.pnv buncb Sf semi-structured interacivs ; vbicb are taped and transcribed The results are thrvivn into a 

quahtabive d7ta managementpackage and afev tbemes dragged out in wgs that seem ratber Re 
wbat ve used to call 'data dred gixg' (Dixgwall 199752). 

I was very aware of these criticisms of poor analysis of qualitative data. My original plan for 

analysing the data had been to usejýWs Ndvo software to manage the large volume of field 
data, which in total comprised of 340,000 words of typed material (90,000 words of GP data 

and 250,000 words from the lay interviews). I had attended a workshop run by the creators 
of this software package and was impressed by its potential for avoiding 'data dredging!, or 

as it has been called elsewhere -'code and retrieve logic' (Mason 1996). Durkin (1997) says 
that, used properly, Qualitative Data Analysis programs can help increase reliability and 

validity by reminding us of data and their contexts at all stages of research. However, 

although they might help to ensure that all the data have been considered, I found myself 
drowning in a sea of codes, rather than being productively immersed in the generation of 

relevant themes. 

It would be unfair to criticise these programs based on one experience and I think that this 

problem was caused by the difficulty of the analytical process more generally. 'Me analytical 
phase of the research was by far the most demanding and frustrating task I had been 

required to undertake. However in time it became a rewarding process and it was only really 
when I started to think more reflexively that I could see the wood from the trees. So, rather 
than working with a software package, I decided to work on a more direct, manual level 

with the data. Because I had been responsible for designing the interviews, conducting 
them, discussing them regularly with my supervisors and even transcribing them, I was 
already fully immersed within the data. Consequently I had a very good idea about what 
respondents had been saying and some preliminary ideas about key themes. With both data 

sets, I began the analytical process again by re-reading the transcripts many times and 
making notes. I then wrote summaries of each interview and began the longer task of 
putting my notes together and building categories around key themes. 

One of my biggest concerns was that I was also finding it difficult to produce themes which 

were analytically developed. I was very much aware of Glaser and Strauss's concept of 
'grounded theory' and indeed, their 'fall-oueover what it actually meant (Melia 1997). 1 

firmly accepted the essence of their original work, that analytical categories should be 

derived from and grounded in the data. However, it was their argument over where more 

general theories need to be brought in that I was unsure about. I decided to lean more 
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towards Glasees approachofthe Constant CoVaradve Method as I felt this was better suited 
to non-computer aided analysis. For Glaser (1992: 43) this "gets the analyst to the desired 

conceptual power, quickly, with ease and joy" as analytical codes are produced until they 
become saturated. In the end, I resorted to a tried and tested method of printing out 
interview quotations and sorting them into piles by hand. I then was able to produce 
hierarchical diagrams as a basis for my analysis chapters. 

Now that this process has been completed, I think that the computer software might have 

helped speed up the later identification and retrieval stages of the analysis. However it was 

apparent that this was such a complex task that it was more important to learn the basics 

first. I also felt that working with the data had been difficult because of some of the features 

I had incorporated into the research design. The key problem that I faced was that I 

sometimes had very little data on some of the more interesting and relevant themes. 
Therefore on occasions., the research had been too broad and would have benefited from 

being more focussed on particular areas. Similarly, by only interviewing a small number of 

respondents, I sometimes had very few specific examples to work with. Finally, because I 

tended to stick to my interview schedule, I did not always explore themes as much as might 
have been desirable. Nevertheless, these weaknesses are symptoms of the research's 

strengths, because I wanted to concentrate on exploring certain issues which have 

previously received very little attention. 

The following six chapters present the findings from this research, although a summary can 
be found on Page 201 of the discussion. 
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6 Providing family meals 

6.1 General Introduction 

This and the following analysis chapter, provide the context for and constraint upon the 

adoption of healthier eating practices examined in Cha 
. 
pters 8, and 9. Reflecting previous 

work on food and the family, this chapter explores lay respondents' accounts of the day to 
day provision of family meals and establishes how it was the women who assumed the 

responsibility for providing them (Murcott 1983a; 1983b; 1983c; Charles and Kerr 1988; 
DeVault 1991). 'Me second half of this chapter, however, will explore the few households 

where men did appear to be more involved and the contrasting ways they constructed food 

provisioning. 

6.2 Feeding the Family 

This first section explores how and why in the majority of households, both male and 
female respondents explained that it was the woman's responsibility to provide a cooked 
family meal. The first key point that I will raise, was that female respondents constructed 
this arrangement as an obligatory role and rarely challenged the assumptions that it appeared 
to be based upon. The second part of this section, considers how these women spoke about 
prioritising other family members' needs by providing a 'proper' meal, but it will also 
explore how they appeared to incorporate their own dietary preferences into this equation. 

It should be noted that all of the data referred to in this section have been taken from 
interviews with respondents where the female was responsible for providing family meals 
on a routine basis. It will not be until later in this chapter that I will look more closely at the 
few accounts where respondents talked about how they shared this role, of where men 
appeared to undertake this role exclusively. 

6.2.1 'Women's work" 

In two thirds of the fifteen households sampled, both respondents said that it was the 
female respondent who provided family meals on a routine basis. Because I had deliberately 

focused upon food in the family setting, respondents explained that it was the female's role 

and responsibility to plan, buy, prepare and cook nearly all of the main meals that were 

caten in the home. 
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It will become apparent, that there were two fundamental issues which arose ftom talking 

around food and eating in families. The first of these concerns how this gendered role was 
rarely quesdoned. Hence neither respondent in each household questioned the underlying 
theme that it 'should' be women who do the cooking, and which also appeared to be related 
to an assumption that women were more suited to cooking in the first place. Secondly, 
because female respondents constructed their responsibilities as an obNgatog role, they 

appeared to both expect, and to be expected by their husbands, to cook for their family. 

Many women explained that they were responsible for the vast majority of the tasks 

associated with providing family meals. Whle it was also typical that they did not question 
these roles, they were more likely to talk about the implications of being the adult who had 

the responsibility of feeding the family. Yet it is difficult to convey how 'normal' they 

appeared to think that their roles were, because they seemed to be playing down any 

negative issues associated with this responsibility. When I asked the female respondents 
how they felt about having to take responsibility for providing their family's meals, some 
said that this role really did not bother them or that it was "'not something that they thought 

about very often" (Alison). On other occasions, a sense of normality was constructed 
around the idea that tl-ýs was "something that they had always done" (Rachel), or that they 
did not "mind doine' (Tracey). 

However to convey this sense of normality more accurately, this following account typified 
the limited extent to which female respondents were willing to talk about the reluctance 
they felt towards this role. It was apparent therefore, that even on the occasions when 
Amanda could not provide a meal, she still had to get everything ready. Rather than 

questioning the role itself, she laughed it off and also talked about how she could be 

"difficult". This appeared to be a rhetorical construction, because she implied that she was 
confined to only complaining about this role: 

TF: You talked about planning, could you say a bit more about the 
whole process of where you get to the stage where you actually eat 
the food, so who's responsible for all the different parts, the 
planning and the buying and the preparing and things. 

AMANDA: Me. Hahahaha, very much so. Erm, the times I am not doing 
the preparing it's a case of A, B, and C's there, this is when 
it's got to go on. or if I'm being particularly difficult, you can 
read the packet and see we're having and such and such, it'll tell 
you on all the packets when you are to do anything, which he does, 
but he tends not to. 

Most female respondents talked about working either full-time or part time in addition to 

their role within the home. As the example above also suggested, many women also said 



they had to provide a meal on the occasions when they were not in the house or when the 

meal was being eaten. Thus some women explained that if they were on a late shift they 

would have to cook a meal for their husband and children in the morning, and that they or 
their husband would heat it up when they needed to eat it. Even in households where 

working patterns had been changed (because children had to be looked after at home), 
female respondents said this has not made any difference because they had always been the 

one who had to cook the evening meal: 

RACHEL: It's something I've always done. Even when I worked full 
time, I still made dinners at night. It meant you had to wait a 
bit longer, but it was still me, it was me that cooked. 

When I asked this particular respondent if she "felt this was fair", she acknowledged that it 

was not, and said that "you've just got to do it or it won't get done". This was a very 

untypical response, because as I explained earlier, any negative feelings about always being 

the one who had to cook were usually implied, rather than explicitly stated. Also unlike the 

majority of female respondents, she then added to this view and said that there was very 
little point in challenging this "unfair" obligation, because it made things "worse". Notably, 

this comment only reflected the account of one other female respondent, who made a 

related but more general point, about how it was "unfair that women were expected to do 

this work" (Nicola). 

RACHEL: It's unfair, yes it is unfair, but you've just got to do 
it or it won't get done. 

TF: So that's the bottom line is it? 

RACHEL: That's how sometimes I think, well no I'm not doing it, 
why should I have to do it all the time, but it never works, it 
makes it worse. 

To address how these women did not appear to question their roles, I asked a range of 

probing questions with the aim of exploring their views further. In fact, from the way they 

talked, rather than addressing the assumptions behind the roles themselves. ' they appeared 
to be constructing the difficulties as 'symptoms, which arose from always having to provide 
meals. The most common example expressed by the majority of female respondents, was 
how the actual task of cooking was constructed as something they did not enjoy. Some 

female respondents said that they would probably only ever enjoy cooking if they could 
"find the time" (Annabel) or that they "didn't regard preparing evening meals as cooking' 
Go). Such accounts seemed to imply (on one level at least) that cooking was constructed as 

a chore, because of its mundane status. However, perhaps the most meaningful illustration 

of this theme, was that several women talked about how if they were ever on their own, 

then they would probably not cook at all. Hence in addition to implying that they did not 
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enjoy cookin& tl-ýs also suggested that cooking was a role that they were routinely obliged 
to undertake: 

CATHERINE: Em, well if I was just myself I probably wouldn't cook 
very often, to be honest with you. 

Similarly: 

CAROLINE: If it's just for me, if I'm in on my own I would 
probably be awful if I lived on my own. 

A further way that some female respondents constructed cooking as a mundane 
responsibility, was to suggest that it was often difficult to enjoy eating a meal that you had 

cooked yourself Sometimes, female respondents talked about how they were always rushing 
to provide meals, which was because somebody in their family had to have it at a time 

which suited their needs; alternatively one of their family had to be somewhere else when 
the meal was usually being served. So here for example, this female respondent talked about 
how if you had taken a long time to prepare a meal, then you did not really "fancy" eating it. 

TRACEY: I think especially if it's taking long to prepare and cook 
by the time you do sit down and eat it, you think you can't eat 
that now, because you've probably spent that long cooking it, 
preparing it and all the rest of it and you are dishing it up, 
making it nice for everybody else, and you think I don't fancy it. 

Men 's involvement and dews 

'Me male respondents in this study were asked the same basic questions, although it was 
inevitable that they would be probed differently according to how they responded. As will 
become apparent, male respondents never disagreed with the roles that their wives 
described. While this supports the accounts of female respondents, the fundamental issue 

raised from these accounts, was that they also never questioned why their wives had 

assumed this role. 

Male respondents therefore explained that buying, planning, preparing and cooking meals 
was not their responsibility. Moreover, it was also apparent that before I probed them 
further about their views, their answers to these questions were often very concise, and they 
talked about how "mostly my wife does all the cooking' (Gary) or that "My wife does it all" 
(Ted). Thus like the female accounts, this appeared to tacitly reflect how 'normal' they felt 

these roles were. As I also identified earlier, when talking about who provided meals, male 

respondents were usually referring to evening meals. Hence this male respondent explained 
that he was out during the day, and that he made his own breakfast: 
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SIMON: Well that's all the wifels. I make the breakfast, and I'll 
eat it on the way to work. I make my own lunch, made the night 
before. 

Furthermore, when asked to talk more about their wife's role, these male respondents 
implied that they expected meals to be provided for them, yet they never questioned why 
they had adopted this particular division of labour. As with the female respondents, they 
talked about the difficulties associated with this role, rather than the assumptions behind the 

role itself The male respondents tended to praise their wives, or other women, for any 
difficulties that they were overcoming to provide meals. T'herefore, several male 
respondents talked about how they thought providing meals must be a hard job, and that 
they felt that their wives were making a good job of it. Yet while on the one hand these 
accounts supported the work that they said their wives or other women were doing, they 

were also reproducing this role. Because of the admirable way their wives dealt with these 
difficulties, it appeared that these men were implying that it made more sense for them to 

undertake this type of work. This particular example below, therefore typified how male 
respondents talked positively about "what [women] do" and challenged the possibility that 
being a 'housewife' was in any way easy. 

JAMES: A woman's job in the house is the same all the time and I 
know people would say it's easy sitting in the house but they are 
kept going all the time. I admire them for what they do. I would 
say that there is quite a bit of pressure on them. 

The idea that it made sense for the female respondent to be the person responsible for 

providing meals, was a pervasive theme throughout this part of the interview. When I did 

ask respondents why it was the female who cooked all the evening meals, both tended to 

agree that their current arrangement was a matter of 'common-sense'. One frequent 

explanation offered by many female respondents, was that thg were providing the meals, 
because they were working fewer hours than their husbands. Interestingly, while it was 
implied that the division of labour in this way was an arrangement, there were no accounts 
where respondents explained that these roles had been negotiated. This therefore 

represented another way that this role often remained unquestioned, but also how it was 
being reproduced through the idea that it was a sensible way to apportion domestic tasks. 

TF: How do you feel about doing all the cooking? 

CATHERINE: I don't mind, because he is working most of the time.... 
Whereas if I'm in the house all day so it's easier for me to have 
it ready for him coming on, or you know have it on for him coming 
in half an hour later or whatever. 

Likewise, the male respondents put forward a similar explanation, because they also talked 

about this apportioning of labour making sense. Thus, some men said that "she is in the 
house more" games), or that "she's usually in before me so it makes sense that we do it this 
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way" (Simon). Moreover, in this particular example, Gary did not mention why he was the 

one going out to work in the first place, as he said -iesjust our situation". 

GARY: Well it's just our situation. I'm out working and she's in 
the house eh. I'm just coming in at teatime. 

Another'set of reasons that respondents gave for how their respective roles made sense to 
them, were in discussions about the limited involvement that male respondents had in the 

various tasks associated with providing meals. Interestingly, when it came to talking about 
the involvement that their husbands actually had, many female respondents felt that their 

peripheral or occasional involvement was a good thing. Some explained that they sometimes 
brought their husband along with them when they went shopping, but that typically their 
involvement was limited to making suggestions about what they should eat. Notably, this 
lack of involvement was often viewed positively and female respondents said that their 
husband would contribute by saying what they would like to eat, or alternatively they would 
say that they were not fussy: 

ALISON: Well I'll do, well I'll say to Mike maybe the day before, 
what do you fancy for your tea tomorrow, and he'll just say 
anything. So as I say, so I'm going to make him spicy pepper soup 
and that, and we'll have that. 

It was also interesting that female respondents never constructed this lack of input into 

planning menus as being a problem. Hence from some of the data presented later in this 

chapter, it will then become apparent that this lack of input may have been constructed 

without criticism for several reasons. One possible explanation was that this may have been 

something which they had routinely come to expect and so they therefore did not construct 
it as being a problem. As I will argue later, there was also no indication that male 
respondents rejected what was being provided, as they appeared to eat their meals without 
challenging what was in front of them. Moreover, as the themes in this chapter progress, it 

will become apparent that many female respondents spoke about managing the provision of 

meals autonomously and which demonstrated how they appeared to feel in-control of food 

provisioning. 

Therefore, one of the other ways that female respondents also talked about their husband's 
limited involvement making sense was by constructing their own role as a skilled one. 
However, the idea that their husband found cooking difficult, appeared to reproduce the 
idea that women are more suited to cooking. These accounts also suggest that female 

respondents wanted to construct their own role as being a positive one, because they 

claimed to take some pride in what they were achieving. Some explained therefore, that 

sometimes occasions arose when they had not been able to provide a meal, and this was 

perhaps because they had been working, ill, on holiday, or even pregnant. Female 
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respondents talked about how they often prepared for these occasions in advance and left 

meals which they felt their husband "could manage" (Nicola) to cook. All their husband 

then had to do, was to "get something out of the freezer" and then "put them in the 

oven... or microwave" (Catherine). 

CAROLINE: Ted might even make salad tomorrow and maybe put a 
quiche in [the oven] or something when I'm working. 

Another similar theme constructed around this idea of 'cooking skills', was how their 
husband did not have any, or had made a bad job of the cooking on the rare occasions 
when he had tried. Typically, female respondents talked about how "He wouldn't know 

where to find anything' (Tracey), or like this respondent, it appeared to be accepted that 
this was something her husband was not interested in. 

CATHERINE: No he doesn't cook. He wouldn't know what to do I don't 
think. He never, he has never tried cooking at all. He has cooked 
me a breakfast I think once or something, that's about it. It's 
just that he has never been interested, he has just never been 
interested in cooking at all. 

It appeared from the previous examples that, to some extent at least, it was acceptable to 

these male respondents to not cook, because by implication, cooking was constructed as 
'women's work. Such comments about cooking skills were particularly interesting, because 

of the assumption that it was women who had to learn how to cook. When asked if things 
had changed when they got married, some female respondents explained that thg bad to 
learn. This was because up until then, this role had been their mother's responsibility. 
Nevertheless, there was no discussion of why men were not expected to learn instead: 

TF: Okay. Do you think things changed when you got married, when 
it came to food and eating. 

JO: Yeah, I had to learn to cook! Yeah. I think they changed 
because you have to learn to cook, and you know the two of you are 
coming from houses where your mother's been doing it for years, 
his mother was a housewife, my mother was a housewife. And all of 
a sudden you have to learn to. 

It was also particularly interesting that a few male respondents also used the idea of 'cooking 

skills' to support the idea that women were more suited to cooking. Some male respondents 
talked about how they were "not built" games) for domestic work, and implied that an 

ability to cook was something you 'naturally' possessed. This contrasted with the views of 

many female respondents who spoke about learning to cook. Other examples of this theme 

constructed by male respondents, included ideas about how cooking was not something 
they were accustomed to doing. Or as was typified in the following account, cooking was 

viewed as being a "nightmare", because something went wrong when he did do it: 
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KEITH: I mean I done it for two weeks, she went away for two 
weeks, on holiday. A working holiday actually and that was a 
nightmare. It was a nightmare... Probably because I don't cook. 
Things are burnt, eh. 

Fundamentally however, some male respondents also said that they were good cooks, 
because they enjoyed cooking on the occasions when they did get to do it. Interestingly, 

such accounts were normally centred around big family occasions or special events such as 
Christmas dinners or Sunday roasts. Although these accounts contrasted with the male 
accounts above, they also appeared to support the idea that it was their wives who should 
cook the rest of the time. This was because they implied that it was particular circumstances 
which were preventing them, rather than their own 'will'. Furthermore, while they talked 

about occasionally "cooking', the type of meals that they referred to in the processes of 
legitimating this point were very different from the routine family meals which female 

respondents felt they were obliged to provide. So although they talked enthusiastically about 
cooking more generally, they appeared to be distancing themselves from any idea that they 

might provide meals on a routine basis. 

SIMON: Oh I like cooking yeah, I love cooking. When we were in 
Holland we used to have er sort of dinner parties they were a big 
thing. If we invited friends over for dinner, then I would make 
the food. 

Similarly: 

TF: So do you see yourself as a cook? 

PETER: Yeah if I want to be. Yeah, I don't have any problem with 
being a cook, and yeah I can cook reasonably well. I can bake, or 
make all the basic dinners, I can roast a joint, chickens, 
turkeys, ham, cooked duck. I can make Italian dishes, erm, I can 
even make pizzas. Erm, and in general I am probably better. Not 
the word I am looking for, probably more experienced in a vast 
line of cooking than most females. I'm not saying all, I'll just 
say most. 

6. Z2 Summary 

In this section, I have explored how both male and female respondents assumed that 

cooking was a womans responsibility. Although both partners commented about the 
difficulties that arise from this role, the assumptions which were underpinning them were 

not challenged. Moreover, in many cases it was apparent that male and female respondents 
appeared to collude with the idea that routine cooking is women's work. However, because 

of the way they constructed their own 'circumstances', they also reproduced these 

assumptions by talking about how it made sense to divide this labour in this way. 
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Nevertheless, because of the demands that were placed upon them and unlike some males, 
the female respondents rarely talked about how cooking was itself pleasurable. So while in 

general both sexes may have assumed that it made sense and was 'normal' for women to 

cook in this way, it was the women who had to undertake this role on day to day basis. 

Although the female respondents appeared to be under an obligation to provide family 

meals, their husbands appeared to praise them for what they were producing. In the 
following theme, while recognising the structural confinements explored here, I will also 

reveal some further examples of how female respondents presented themselves as being 

autonomously in-control of their assumed responsibilities. 

6.2.3 Managing family meals 

I have already explored how female respondents appeared to assume the role of routinely 

providing family meals, yet I only made a passing reference to what respondents appeared 
to mean when they talked about a 'meal'. This section however, attempts to explore why 
female respondents felt obliged to provide a cooked dinner: The first sub-theme aims to 

unpack the meaning of what they called a 'proper' meal and how this need appeared to be 

managed on a day to day basis. The second explores how, although these meals were 

constructed as being an integral part of a 'mother' and a 'wife's' role, female respondents 

also talked about accommodating their own dietary needs into this equation. 

Proper'meaLr 

As I argued in the previous theme, respondents' accounts of the provision of family meals 

were normally centred on the provision of a cooked evening meal. However, it appeared 
that this did not necessarily mean that both parents were present when meals were actually 
being eaten. This section will therefore attempt to examine how and why it was apparent 
that many female respondents felt obliged to provide such meals, even though they also 

sometimes talked about not enjoying the process of cooking them. 

I will explore how these accounts were centred on the need for what both male and female 

respondents called a 'proper' meal. It should be noted that the accounts included in this 

section were taken from a stage of the interview where I had asked respondents to describe 

what they thought a 'meal' sbould be. This is an important point to clarify, because it will 
become apparent in the following chapter, that there was a sense of idealism in the accounts 

that follow. 'Ibus both male and female respondents felt that it was important to have what 

was either called a 'proper', 'good' or a 'decenemeal in the evening. Not all respondents 

used the actual term - 'proper', so I will assume that they meant the same thing and use this 

as the focus for this theme. 
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In defining a 'meal', respondents typically distinguished between meals that they had at 
lunch-time, which were regarded as a 'snacle and a 'proper' meal which was eaten in the 

everung. 

TF: What you think a meal is? 

STUART: Well I think er, the chicken curry, that was a meal. Erm, 
this morning I suppose was a meal, my breakfast sort of thing you 
know, I'd still call it a snack, hahaha. I know what you are 
saying, I only have er, one proper meal a day as such. 

TF: A proper meal? 

STUART: What I call a proper meal, like you sit down and have a 
big plate of food, not just picking up a roll sort of thing you 
know. 

Furthermore, in explaining what a 'propeemeal should ideally consist of, both male and 

female respondents talked about how it usually consisted of meat with vegetables. Some 

respondents were more specific and talked about how a 'propee meal should be a "roast 

dinner" (Peter); some also felt that less 'traditional' foods such as "pastal' games) were also 

acceptable. Overall, the definition appeared to flexible, and a meal was considered to be a 

, propee one as long as it was cooked and included meat: 

TF: Can you say a little bit about food you would regard as a 
meal? 

JOHN: I don't regard sandwiches and things like that as meal. I'm 
thinking of meat and two veg, anything else would be a snack. 

Both male and female respondents also explained that a meal had to be something 'filling', 
but there was a noticeable difference in how they explained why such a meal was required. 
Some male accounts for example, focussed upon the need to satisfy their appetite by 
"making them feel full inside" (Richard). On several occasions, some men also constructed 
a functional need for their food. 'Mus a cproper' filling meal gave them more energy., 
especially if you had a manual job - this was because "you need something to keep you 
going' Games). As a further example, the following male respondent explained that "if you 
work hard", and "ies cold". then you need to have a 'proper' meal to stop you feeling 

"hungry" and make you feel "comfortable again". 

JIM: I think a lot of people eat because they enjoy eating. I find 
diets don't work with me. Hunger is one of the worst things I 
feel. If you work hard, it's cold, it's not been a great day at 
your work. The last thing you want to be is hungry as well. You're 
no want to be hungry because you're no comfortable if you're 
hungry. Once you have a good meal you're comfortable again. 
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Although female respondents also talked about how a 'proper meal' had to be something 
that "fills you up" (Annabel), this need was viewed as being one of their husband's 

requirements which thy had to provide for. One female respondent for example said that it 

was important that her husband "has a decent meal in him at night" (Catherine), or as this 

next example revealed, there was an obligation to provide a substantial meal because her 
husband had a large appetite: 

TRACEY: Yes, he eats just sort of constantly, although luckily 
he's not put any weight on. It's been quite good that way, it's 
just he eats like a horse. 

However, it was particularly meaningful that the way in which female respondents 
constructed the 'propee meal appeared to be reflecting their role as the person who was 

responsible for cooking it. As I argued earlier, although cooking was presented as a task 

which they did not enjoy, on a different level, it was revealing that they also constructed this 

role more positively. It became apparent that this was a result of a wider theme, whereby 
cooking was also being evaluated as part of an obligation to care for their family. On the 

one hand, it appeared that the need to provide a substantial meal was centred upon the way 
that they viewed their role as a 'wife'. Yet on the other, talking about how they "saw 

themselves as a cook? ", revealed how this obligation was also being evaluated in terms of 
their role as a 'mothee. Interestinoy, they often replied modestly that they were just doing 

their job or as is discussed next, "I just see myself as a mummy". So whilst they may have 

played down the idea that they were a 'cook, at the same time they were also implying that 

cooking had a more extensive meaning. 

ALISON: Not really. Not really. No. Not now, I just see myself as 
a mummy. You know 

Similarly: 

DEBORAH: No, just a mother cookin' for her family, aye, I don't 
see myself as a cook, nuh, nuh. 

VVhile there was an inherent modesty in these accounts, it was apparent that the provision 
of meals had a different meaning from the idea of a 'cook', and instead was being viewed in 

terms of their roles as both a 'mother' and 'wife. This meaning was also revealed when 
female respondents talked about the importance of 'sitting down to a meal'. This particular 

requirement was explained as being an important way that everybody could 'catch-up' on 

what had happened during the day. Yet typically, as tl-ýs following example revealed, female 

respondents described sitting down to eat a meal as a "family thing'. 'Mus the notion that 
"it's a big bit of family life", suggests again that female respondents regarded the provision 

of a 'proper' meal as an integral part of being a mother and wife. 
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JO: ... I feel that erm, it's a family thing. I was brought up when my 
father was alive, that there was six children and two adults, and 
we sat round a table and we discussed what we had done that day. 
And I feel that it's a big bit of family life. We always do it. 

Additionally as the above example illustrated, 'proper' meals were often expressed as being a 
meaningful regular event and appeared to be a practice which female respondents felt was 
worth holding on to. However, female respondents put forward several different 

explanations of why this was so. One typical example that several mentioned, was how they 
fed their children earlier than they did their partner, because it made things easier for them. 
Sitting down to a meal at the weekends, however, was seen an important way of ensuring 
that they could all still "sit down together": 

CAROLINE: You just get used to it and at the same time they tend 
to eat a bit earlier than us anyway but come Sunday I will find 
something that we all eat and we will sit down together and it's 
quite good but during the week it doesn't happen very often I must 
admit. 

Another example of how sitting down to a proper meal appeared to be meaningful, was the 
idea that it could act as a counter measure to jobs which were preventing the family from 

eating a meal at other times. This female respondent spoke about how that on the nights 
they were in together, they do like to sit down to cat a meal. 

MARY: I just feel it's quite important that we all sit together 
and share the meal. It's just a little time to have a talk, and 
that [the TV] is on quite a bit, and we enjoy a bit of time 
together you know. 

An examination of the male accounts, further highlights the meanings expressed by their 

wives and it helps to appreciate the relevance of why male respondents also talked about 
sitting down to eat a 'proper' meal. It was apparent that some of them were also speaking 
about this concept, yet there were much fewer examples than in the female interviews. 
Nevertheless, as this example revealed, some male respondents also constructed the 'proper' 

meal as a way of bringing the family together. Because they had been working during the 
day, the dinner table was a time and place where they could catch up with what their 

children had been doing. 

TF: So is that something you do, sit at the table? 

SIMON: Yeah 

TF: Do you sit at the table too? 

SIMON: Yeah, I think so as well. If you have been working, and 
he's been at school. What did you do at school today, and how was 
your day. 

TF: And that's something you like to do is it? 
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SIMON: Yeah. 

Although male respondents did talk about the positive role that sitting down to cat a meal 
could play, it was apparent that this reflected their role and contribution towards providing 
meals more generally. Moreover, to male respondents, wanting a 'proper' meal appeared to 
be a way that they defined being 'looked after'. For example, they would talk about how 

they "just sit down and get it handed to me on a plate, " (Keith), or as the account below 

revealed, this was often associated with their definition of a 'proper meal', even when I 

probed them about the term "sit down": 

TF: You sit down? 

JOHN: Not necessarily. Although I eat sandwiches at work, I don't 
consider that to be a meal, that's just a snack. So it would have 
to be a set meal, meat and two veg or whatever, bacon or eggs. 
Something that's cooked. 

This section has explored how the idea of 'sitting down to a proper meal', was constructed 
by both male and female respondents as meaningful. This also helps to explain why the role 
of providing meals, appeared to be centred on an obligation to provide a meal which was 
associated with a number of associated meanings. In particular, providing a 'proper meal' 
for the family appeared to be strongly associated with how female respondents constructed 
their role as a 'mother' and a 'wife'. Thus it also appears ftorn the data presented here, that 
these women were placing a different meaning and emphasis on how the 'proper meal' is at 
the very heart of family life. 

Diefin 
,g and Control 

Female respondents also talked about managing their own dietary requirements alongside 
their day to day obligations to produce family meals. The theme of 'Dieting and control' 
that I will explore here, also reinforces the idea raised previously, that women provide 
'proper' meals to satisfy their family's dietary requirements and not necessarily their own. 
While many female respondents said that they were concerned with their weight and were 
dieting, their accounts suggest that they incorporate and manage their own needs into family 

meal times. As will become apparent, what seems to make these accounts meaningful, is 

that they provide further evidence of the autonomous way that female respondents provide 
family meals and also present themselves as being in-control. 

In the previous theme I discussed how many female respondents felt obliged to provide a 

meal for their husbands which had to satisfy their appetites. In tl-ýs theme, I will concentrate 

upon how their dietary requirements often differed from their husband's. However, it 

000, 
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should be noted that the relationship with their children's diets will be explored in the 
following chapter. 

Female respondents often explained that they were eating or would ideally like to eat 
different meals from those eaten by their husband or children. Although they did not always 
explain why they wanted something different, the implication was that they would prefer to 

eat less filling and lighter foods: Hence instead, they would "be quite happy to chop up a 
few bits of [salad] with salad dressing or whatever" (Nicola). 

TF: You say you made this lamb thing last night. Did you have 
that? 

CAROLINE: No I made it for them. We had salad. I could eat it but 
I don't want it so I don't eat it but I could for easiness. I was 
working anyway and I just left the potatoes and everything. All 
Ted had to do was heat it up so no we didn't have it. 

Some female respondents did talk about why they preferred to cat 'lighter" meals, and said 
that their husband's preferences contrasted with what they wanted. Sometimes they implied 

that the 'proper' meal was a heavier meal, for example that "he is a big eater so he wants to 
have like his meat or he likes pasta and things like that as well" (Catherine). Or, as the 
following example revealed, this female respondent said that she ate "smaller" and 'lighter" 

meals, whereas her husband would prefer food that was "bigger" and "heavier": 

LYNNE: For me it's different cos I eat smaller portions and I eat 
lighter meals. Whereas Stuart eats bigger, he's a bigger man. He 
eats bigger portions. He eats bigger meals and heavier things as 
well. But then I have a sister that could probably eat Stuart 
under the table. So er. 

Although female respondents talked about preferring to eat lighter or smaller meals, some 

also revealed that they needed particular foods because they were dieting. In a few cases, 
these respondents said that they had been on diets for years and that they kept going on and 

off them from time to time - whereas on other occasions, they said that they had started a 

new diet fairly recently. The reasons female respondents gave for dieting were normally 

centred upon a concern about "weighe' and physical appearance. Moreover, the type of diet 

that they said they were on, was usually 'low-fae and that they were trying to cut down on 
fat, or eat low-fat foods. The following example typified how several of these women said 

they felt particularly concerned about their appearance, especially because they felt that their 
body was changing as they were getting older. 

ANNABEL: I started to get cellulite and everything honestly. And I 
thought oh god, I better start to watch what I eat. I just noticed 
it and I thought I'm going to like drink loads more water and eat 
low fat foods and everything. So basically it's just to try and 
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have like less fat in my diet. And not to get fat. Just because of 
diet reasons really. 

When I probed this particular female respondent about the reasons behind her diet, she 
talked about how she thought it was probably inevitable that she had been pressurised into 

trying to lose weight, and to "have a figure like her on the Special K ad". Indeed, most 

women who said that they were dieting agreed with the suggestion that "there are more 

pressures on women in regard to how they look" (Mary), and "to eat the right thing" 
(Alison). 

ANNABEL: Well probably because of these magazines and everything 
eh? There's me just saying I look at everything in the magazine, 
and I read all these things and I think I should be doing this and 
I should be doing that. They must have an influence over us 
really. There must be some kind of influence there. All these 
adverts on the tele, to eat low fat, and have a figure like her on 
the Special K ad. You know there is pressure on you to do that. If 
you eat low fat, you're supposed to be able to look like that you 
know. 

In comparison to the men that I interviewed, most female respondents also felt that women 
in general worry more about how other people perceive them. A commonly offered 

example, was that female colleagues were always on and off diets. It therefore appeared to 
be accepted that this was one of the things that women like to talk about: 

MARY: Well the majority that I work with and my family we are all 
sort of well, grumble about our weight. I think, I suppose men can 
feel like that to. But certainly in our workplace, they'll be 
about half a dozen on Weight Watchers and I don't think that there 
are many that can turn round and say that they're happy with their 
weight cos it's one of the most talked about things in the 
workplace? 

However, there were several female respondents who said that they felt that they would 

probably like to lose weight, but they explained that they were not on diets because losing 

weight was not one of their priorities. One respondent said she "hadn't got the will power, 

or that she had tried diets "and it hadn't lasted" (Amanda). The female respondent below, 

however, had explained in an earlier stage of the interview, that she was "fat". Nevertheless, 

the idea that "fat people are more outgoing" appeared to be another way of justifying why 

she was not dieting. 

DEBORAH: This is what's happenin' nowadays, people are all 
thinkin' "Well she's fat an' she's thick" they all think fat 
people are thick. I think fat people are more outgoin' an' happy 
than skinny people. I've got lots ly people wholre quite, er, but 
they're nice. 
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While many of the women I interviewed did appear to be on a diet, dieting itself was not 
always viewed negatively. Although some female respondents said they were putting weight 
on as they got older, this appeared to be presented as something, which they felt they had 

control over. One female respondent explained for example, that she had been "educating 
[her]self to eat", so that she did not "feel sluggish" (Alison). Alternatively, this female 

respondent seemed to feel that looking after the way she looked was a matter of self-pride. 
Ibus she talked about how she did not want to be "old and fat". Whereas she felt that she 
could do nothing about her age, her weight was constructed as a problem that she could 
take control of 

JO: I'm on a diet, so everything I have has got to be skimmed, low 
fat... I have this thing and it's just me, and it's purely me. I 
have this thing, I don't want people saying to my son when he's at 
school, your mother's old and she's fat. You know, the old I can't 
do anything about, but the fat I can. Do you now what I mean? 

Developing this theme about control further, I argued previously that female respondents 
often talked about how their own dietary requirements contrasted with their husband's. 
However, without the need for conflict and compromise on their own part, it was 
particularly interesting that they often spoke about incorporating their own requirements 
into mealtimes. In some cases, female respondents talked about how they had made their 
husband eat what they were havin& as a way of avoiding cooking separate meals. 
Revealingly, this was not presented as being a struggle, or a situation they had reached by a 
process of negotiation. One woman I interviewed go) explained that because she was on a 
diet, everything had to be low fat, but because she was trying to get her husband to lose 

weight as well, he had to put up with what he was given. In this particular example below, 

the same idea was made possible. This, Catherine explained, was because she could give her 
husband low fat alternatives and "he doesn't notice the difference anyway". 

CATHERINE: ... But I've just got to really watch what I'm putting in 
it as well. If I'm making something, I'm watching what I'm putting 
in it, it's not fattening things, like, I basically cook with 
like, if I'm cooking pasta, it will be half fat and things like 
that, that I'm watching what I'm putting in. And he doesn't mind 
that, he doesn't notice the difference anyway when it comes to 
things like that. He doesn't even know what I'm doing, but he 
doesn't complain about it anyway. 

Most male respondents said that dieting was a woman's problem. This was rarely a 
spontaneous view and I usually had to prompt them to speak about this issue in more detail. 

Male respondents often appeared to be distancing themselves from the concept of dieting 
by acknowledging that there "probably were more pressures on women to look good" 
(Simon), and that "women are under more pressure that men" games). However, although 
male respondents often distanced themselves by constructing dieting as a female pressure, 
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they were generally ambivalent about their wife's dieting. On some other occasions, these 

men also talked positively about how sometimes women supported each other: 

MIKE: I don't know, the majority of women are bothered about 
getting fat. Right now we've got her auntie on Weight Watchers, 
her mum's on a Weight Watchers, and her sister's on a Weight 
Watchers. That's probably one of them on the phone. "What are you 
having tonight, how many points is that? " We've had the auntie 
today already. 

Nevertheless, there appeared to be a fundamental contrast between the way that male and 
female respondents talked about their bodies and their weight. Whereas for many women I 

interviewed, being 'fat', or having 'cellulite' appeared to be a source of concern, for male 

respondents it was constructed as being more of a problem that they should be thinking 

about. In many cases, there was less of an immediate concern. So while some commented, 
for example, that "my waistline is starting to show" Gohn), they did not suggest that this 

made them worry about what they were eating or that they had changed their diet in 

anyway: 

KEITH: I mean I would like to start exercising and that because I 
feel at times I'm just sitting about. I mean look at my belly, em 
but no I would like to take some sort of exercise up. 

It was generally agreed that women were under more pressure than men to lose weight and 
look after their appearance. This sub-theme has also demonstrated how this was 

meaningfully demonstrated by the number of female respondents who said that their 

appearance was a cause for concern, and that they were on or had been on a diet to lose 

weight. However, it was particularly interesting that these female respondents often 

constructed dieting as a way of taking control of their bodies, and that they carry this 

through, by saying that they make their husband eat what they want to. In this way at least, 

it appeared that these women had some degree of autonomy over what they provided and 

wanted to eat. Yet considering the other evidence presented in this chapter so far, this sense 

of power appeared to be centred around their obligation to provide family meals and how 

they were left to get on with the role of feeding their family. 

624 Summaty 

The themes presented so far, have established that in two thirds of the households who 

participated in this study, it was the female of the household who assumed the role of 

providing what were ideally seen as 'propeemeals. However, these women had mixed views 

about their obligations to provide these meals. On the one hand they talked about cooking 
being a chore, yet on the other, their obligation to provide family meals was constructed as 
being a mother and a wife's essential contribution to family life. Within the taken for 
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granted confinements of providing meals, the female respondents did appear to possess a 
degree of power over what they provided. Nevertheless, any sense that they do possess 

power, must be viewed reflexively, because of the assumed nature of these roles. 

6.3 Cooking for pleasure 

The data explored in this chapter so far, have been taken from interviews with couples 

where it was explained that the female respondent was responsible for providing the 

majority of the family meals. In this final part of the chapter however, I want to consider 
the five families (one third of the total lay sample) whose views have not yet been accounted 
for. In contrast to the accounts discussed previously, these respondents explained that the 

cooking was shared equally, or that the male respondent was completely responsible for this 

task. 

In the light of the themes discussed in the first part of this chapter, the primary purpose of 
this section is to explore the relevance of the contrasts and similarities that were raised by 

these accounts. However, one of the key issues that I will raise, seems to be that these male 

respondents cooked because it was generally felt by themselves and their wives that they 

enjoyed cooking more. Because there were fewer households that could be associated with 
this theme, generalisations are more difficult to make than in the earlier parts of this chapter 

6.3.1 Men at work 

Five male respondents explained that they shared the tasks associated with providing meals, 
but they generally felt that it was hard to quantify how much they actually did contribute. 
Vilhile three male respondents said that their wife was responsible for cooking more meals 
than they did, they also emphasised that they played a key role in other tasks, such as 

planning or buying what they were going to be eating. Overall, they felt it was case of 
"helping each other depending upon what we are having' (Colin), or that it varied from 

time to time, but was probably a "fifty/fifty split" (Richard). 

SCOTT: Shop wise it's a shared responsibility. It's got to be 
severe circumstances where we say, can you bring this in for our 
tea tonight. It's mostly done at the weekends, or maybe earlier in 
the week. We do a weekly shop and plan out what we need. At the 
moment I would say, twice a week I am responsible for cooking the 
evening meal, the rest of the time, Phillipa would be doing it. 

Importantly and in support of these accounts, male respondents' wives never completely 
disagreed with the way their husband described how these tasks were apportioned. There 
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was however, sometimes a small variation in the way that respondents emphasised who was 

ultimately responsible. Again, female respondents spoke about sharing these tasks, or it was 

apparent that this apportioning would change from time to time: 

PHILLIPA: Well the cooking we share, because I go out at tea-times 
occasionally, em, we share that. Em, mainly, I am responsible, 
jointly for the buyin' 'y it I would say, we'll occasionally go 
shoppin' or a lot 'y the time go shoppin' together, eh? 

Two male respondents did explain that although they shared the tasks associated with 

providing meals, they did all of the cooking. Considering the fundamental contrast with the 

majority of male respondents, it was interesting that tl-ýs male respondent below responded 
very differently to the question: "Well some people think things are harder for women". 

TF: Well some people think things are harder for women? 

STUART: Erm, hahaha. I'm not too sure about that. As I say, we try 
and share the responsibilities with the cooking. I do all the 
cooking, she'll do all the washing. 

Furthermore, the comment that this respondent did "all the cooking" while his wife did "all 

the washine', suggests that there was a fundamental contrast in the way that these male 

respondents viewed cooking along with other domestic tasks. Subsequently in the rest of 
this chapter, I want to explore these contrasting accounts in more detail. 

Similarly to a theme that I identified earlier, both male and female respondents felt that the 

roles which they were undertaking made sense, either because of their work patterns or 

other responsibilities. One male respondent for example, spoke about how his wife had a 
"more demanding job" and that this was why he did a "wee bit more cooking and tried to 
help around the house. " (Stuart). Interestinoy, in contrast to the majority of accounts 

explored previously, this respondenes wife explained that she did not feel obliged to cook 
because she did "other things" which made their roles in the home "equal". However, 

although these accounts contrasted with those explored in Secdon 6.2.1, there was no 

suggestion that their roles or 'arrangements' had been negotiated. They again appeared to be 

assumed and likewise the emphasis was placed upon how this was the most sensible way to 
do things, especially because they both worked shifts: 

LYNNE: I do other things. I do all the washing and the ironing and 
see to Jane and deal with other bits and pieces, so er it's equal. 
We work shifts, it's what you do. 

Nevertheless in several cases, male respondents also talked about how their input was a 

moral issue and that it should not be up to one member of the household to do all of the 

cooking and housework. 'Mus ffirther to the idea that their arrangement made sense, this 
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male respondent constructed this as being about "your attitude" and that "you can't expect 
your wife to do everything": 

ROBBIE: I don't know it Just depends upon your attitude or 
whatever you are thinking. 

TF: What do you think your attitude is? 

ROBBIE: Er. You can't expect your wife to do everything basically 
eh? Try and split things up pretty well. But she probably still 
does more than me. Can't expect her to do it all. 

While it appeared that these male respondents constructed these moral accounts in relation 

to the idea that men often do not help in the house, only on one occasion did a female 

respondent compare her husband with someone else's. In this particular example, she talked 

about how she felt she was "quite lucky": 

DEBORAH: So I thought well, and I. I can sometimes I thought "Oh 
God, I'm sittin' here an' other people are moanin' cause their 
husband willny even lift a fork" I mean that, I suppose I'm quite 
lucky in that way. 

Fundamentally, when I probed both male and female respondents about the differences 
between their household and the others that I had interviewed, the differences were usually 
accounted for around the themes of 'cooking skills' and the pleasure gained from cooking. 
Several female respondents for example said that they were quite happy to let their husband 

get on with the cooking because they were good cooks, or they were better cooks than 
themselves. 

JENNIFER: I'm terrible he says, so I think it's got a lot ti do 
wil what he would rather cook. So he likes cookin' better than me, 
he'll experiment a bit more than I will. 

As this particular account revealed, these female respondents appeared to be happy to let 

their husbands cook because they did not enjoy cooking. In this example, Phillipa implied 

that her husband was more happier to spend time in the kitchen than she was: 

PHILLIPA: I mean I can knock up a meal but I wouldny consider 
myself a cook. I see it as a chore. In fact Scott's quite good at 
that, because his second career choice would have been a chef, as 
opposed to what he's doin'. So he likes ti dabble in the kitchen. 

Notably though, the view that these female respondents constructed cooking as something 
that they did not enjoy, was reminiscent of the same theme that I identified in Secdon 62/. I 

explored there, that although those female respondents felt that they did not enjoy cooking, 
they were still obliged to undertake this role. Nevertheless, the similarity identified in these 

accounts was interesting, because of the contrast in how domestic labour appeared to be 

apportioned in these households. So in contrast, these female respondents implied that they 
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had some say in choosing not to cook, or they were able to divide the housework because 

their husband wanted to cook. 

It is difficult to expand on why the women I interviewed (regardless of whether they did all 
the cooking or not) still constructed cooking as something that they did not enjoy. Although 

one clue was contained in the previous account. Hence the idea that this female respondent 
(Phillipa) saw cooking as a "chore", but her husband "would have been a cher', is worthy of 
further exploration. 

What these following accounts suggest, is that these male respondents cooked because they 

constructed this task as pleasurable. I have already argued that these men spoke about 
certain circumstances necessitating their input in the kitchen. However, the idea that 

cooking was something that could be enjoyed on a routine basis, revealed a meaningful 

contrast with the majority of accounts presented in this chapter. Thus as this example 
typified (while also verifying the accounts of the female respondents), these male 

respondents felt they enjoyed cooking more than their wives: 

STUART: It's just always been that way I think. Erm, basically 
because I think I enjoy it more than Lynne does. 

Yet apparent in these accounts was the idea that cooking itself could be a pleasurable taslL 
'Ibus several male respondents felt that they liked to experiment in the kitchen and found it 

therapeutic. Some also mentioned that this made an interesting change when they had been 

at work all day. Additionally, they also talked about how they liked to experiment and try 

and cook new things. This particular example represents the views of several male 

respondents, who said that they liked to watch cookery programmes or try out new recipes: 

SCOTT: ... Yeah. I like experimenting. I watch all the cookery 
programmes, obviously the recipes in the women's magazines, yeah. 
I would say there again, you go back to the advertising thing. 
Yeah, I like to potter about in the kitchen, I find it quite 
therapeutic. I hate the washing up, but I like the preparation. 

One other element of the idea that cooking could be for pleasure, was that several male 

respondents spoke of how they would have liked to become a chef Hence, it was implied 

that cooking all the time was not necessarily a bad thing. 

COLIN: Er yeah, I wouldn't mind, erm maybe if I had got into it 
when I was younger I would have done it at college, and hoped to 
have maybe carried it on from there. 

However, as this particular example suggests, part of the idea that cooking could be 

pleasurable appeared to be based around the idea of 'role models'. Although such accounts 

were not followed up in detail, the idea of 'cooking like a chef constructs cooking more 

positively than I identified in Secdon 6.2.1. 
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RICHARD: This was something that I started doing, producing meals, 
getting cookery books out of the library, watching Graham Kerr on 
the tele. A quick slurp. Do you know him? 

Unlike many female respondents therefore, the men who were responsible for some or all 

of the cooking were evaluating this task very differently. On the one hand, cooking was 
presented as something which they liked to do. However at the same time, they were not 

evaluating fl-ýs role within the broader notion of care that I identified in the majority of 
female accounts. 'Mere was some evidence to suggest that these contrasts arose because 

these men were choosing to cook, and as a result did not construct cooking as a chore. 
However, although their involvement appeared to be far greater than the majority of male 

respondents in this study, cooking as sometNng which men do appeared to be presented as 

a higher status role than when undertaken by women. 

6.4 Chapter summary 

The contrasting gendered accounts presented in this chapter appear to speak volumes about 
the social construction of food provision within the home and the day to day routine of 
having to manage a number of different priorities. This was symbolically revealed by how 

women rarely questioned their obligation to provide a 'proper' meal and the further need of 
incorporating their own dietary concerns into this equation. It was apparent therefore, that 

they were not constructing the management of this role as one that presents conflict. 
However, the difficulties that were identified appeared to be tacitly resolved by an attitude 

where they were obliged to take control and 'get on with it'. Although for many women 
cooking itself was not a task they appeared to enjoy, the way it was constructed, seemed to 
be attributed to a wider meaning of feeding their family. 
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7 Dealing with inconvenience in family meals 

7.1 Introduction 

In the previous chapter, it was apparent that female respondents had to face and manage a 
number of contrasting and competing requirements when providing 'proper' meals for their 
family. Yet they appeared not to be presented as conflicts, because meals were provided 
which accommodated different preferences, or alternatively separate meals were being made 
altogether. By focussing upon their reliance ofprepreparedfoods, it is the aim of this chapter 
to explore further the ways that female respondents spoke about the day to day 

management of these competing requirements. It was apparent therefore, that these pre- 
prepared foods had a practical meaning, because they helped to manage a number of 
different inconveniences on a day to day basis. 

7.2 Having and needing to have a routine 

I have already argued that the concept of 'sitting down to a proper meal' appeared to be 

constructed as an integral part of family life. Moreover, it appeared to be imbued with a 

meaning which suggested that providing such meals was integral to how female respondents 
evaluated their role as a 'mother' and a 'wife'. This theme however, explores how these 

women talked about the everyday reality of providing such meals necessitating a 
compromise, and how this was accomplished by a reliance upon pre-prepared foods. 
Therefore, it will be argued that as a result of this compromise, while these foods appeared 
to help make feeding the family more manageable, female respondents also felt 'guilty' 

about relying upon them. It will be suggested that these accounts are a manifestation of 
ideas about what a woman sbould provide for her family, and what these female respondents 
thought that they could realistically achieve. 

721 A matter of routine 

Before the interview, I had asked respondents to complete a food inventory (see Secdon 

5.3.1). Not surprisingly in light of the evidence I have presented so far, it was mainly the 
female respondents who had taken the responsibility for compiling a list of the food they 
had in the house. When they were asked about this list further, they claimed that what they 

were buying and preparing was very much a routine, and they went on to expWn that it was 

necessary to keep it this way. The key point I will be making in this sub-theme, was that pre- 
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prepared foods appear to be associated with maintaining the provision of meals on a routine 
level. 

For example, female respondents often emphasised how they frequently bought the same 
things. Many also said that it was just like making a shopping list, because they always had 

the same things, or that writing the inventory had made them realise 'The pattern does not 
really change much" (Alison) because "we are buying the same sort of shopping every 
week" (Caroline): 

ANNABEL: Nine times out of ten you're buying the same things all 
the time, er we buy, we probably buy these items all the time and 
use them every week. 

Some of the female respondents also explained that writing down a list had been a fairly 

straightforward task. This was because they said that the foods which they usually bought 
had become such a routine, that they did not have to give shopping much thought. As this 

example below suggests, female respondents appeared to value the meaning of these 

routines, because they said it felt as if no effort was being made. In particular, their accounts 
suggest that this helped to reduce the amount of planning that had to be undertaken: 

JO: They are so routine, that I don't have to think about it. I 
know exactly what I am doing and so I just throw it all in the 
pan, so I'm not really making an effort. 

Moreover, many female respondents explained that it was important to have a routine 
because they led busy lives, and the need was greater on occasions when "everybody was 
rushing everywhere" (Fracey). This was perhaps reflective of the life-course stage 
characterising these respondents' lives, since they often explained meal times were often 
prioritised around their children's activities. So as a result of this scenario, this female 

respondent talked about how "an evening meal" had to be something that can be "prepared 

within the half hour" and could fit around a busy lifestyle. 

AMANDA: As I said before the evening meal is something that can 
get prepared within the half hour, which is coming in and getting 
the homework done and the routine done, and he comes in at half 
five and we like to eat, and other things start at six. Youth Club 
at six, Brownies at six. 

As I identified in the previous chapter, many women also said that cooking was not 

something they really enjoyed, especially because they had to do it all of the time. Perhaps as 

a result of this, they stressed that meals had to be easy to prepare. This appeared to be 

because they did not always want to spend lots of time cooking, or also that it was 

something that they did not feel they were very good at. 
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Although this shows an interesting contrast with how some female respondents constructed 
cooking skills (see Secdon 6.2.1), in comparison to other women that they knew, they 

sometimes spoke about how they were personally not very adventurous in the kitchen. 
Therefore this next example typified how some of the women said that they were unable to 

cook from scratch or make up their own recipes. The implication of this seemed to be that 
they were often eating the same things: 

CATHERINE: Em, well yes and no. I mean sometimes I would like to 
try to cook different things, I mean I have friends that have, we 
have people for dinner and things like that and they are more 
adventurous than me and you know they are not scared to make up 
their own recipes. 

Female respondents appeared to maintain meal times on a routine level, by relying on pre- 

prepared foods. Commonly, these consisted of cooking sauces which respondents explained 
were useful, because you could buy one of these (in a jar or can) and then you just added the 

meat. The reasons for using these foods were normally justified in terms of the issues that I 

raised above. Hence respondents often talked about the time factor, and that they had the 
benefit of saving time. In other cases, they said these foods were easier to prepare and you 

always got the right quantity: 

CAROLINE: I suppose it would be the time factor again. It does I 
suppose. If I was in here all day every day then maybe you would 
be spending more time with the cook book out and what have you and 
Irm not saying we eat convenience food all the time either but 
yeah I suppose it does. How much time you have will affect how 
much time you spend in the kitchen. 

On other occasions it was apparent that what respondents meant by "convenience foods", 

were a range of pre-preparedfro! Zem foods. Many talked about how they relied heavily upon 
their freezers, and that it meant that what they were eating was a last minute decision and 
they could eat whatever was in their house at the time. Again, it was implied that this was 
another way of not thinking about what had to be provided. The following quotation was 
typical: 

TRACEY: It's very seldom that I go out in the morning and buy 
mince and then have it, it's usually in the freezer. So maybe take 
it out, em, and I would think right well everybody eats this and 
if they do fine. 

Finally, in only a few cases did female respondents talk about routines and systems which 
did not necessitate pre-prepared foods. Hence in two interviews, it was explained that they 

would prepare food in the mornin& so that it was just a case of switching it on when they 

or their husband got home from work: 
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NICOLA: ... during the week, you come in at half past five and it's a 
rush to get whatever it is, whether it be macaroni, or sometimes 
you will peel potatoes and carrots and things, even if its just a 
question of switching it on. or as I say, if there's soup made, 
then you don't even have to boil it, you can put it in a boil and 
put it in the microwave and two minutes later he's got a plate of 
soup and bread. 

It was apparent that pre-prepared foods were associated with the need to maintain the 

provision of meals on a routine level. Furthermore, female respondents explained that this 

was necessitated by their busy lifestyles, or that they did not feel they could cook from 

scratch. Nevertheless, it appeared that pre-prepared foods are meaningful to the themes 
discussed in the previous chapter, because they save time and they help to reduce the 
inconvenience of always being the person who has to provide meals. However, within a 

context where these tasks still have to be undertaken on a day to day basis, it appears that 

these foods help to make cookingfeel like it is a matter of routine. 

7.2.2 Compromising 

Although in many cases certain types of pre-prepared foods appeared to be relied upon 
heavily, these female respondents also spoke reluctantly about using them. The point that I 

will be stressing in this sub-theme, is that they were being evaluated in relation to the 
cpropee meal. Cooking in this way was constructed as a compromise and it was acceptable 
for a cooked meal to not be home-made or cooked from scratch. 

In contrast to the way that female respondents talked about what a 'proper' meal should be, 

it was apparent on several occasions that their accounts were based on idealistic sentiments. 
When I asked about how their concept of a 'propeemeal reflected what they had actually 

eaten, female respondents often explained that the day to day reality could be very different. 

Here for example, a previous comment about what a meal sbould consist of, was 

contradicted by what she had eaten and cooked over the last few days. 

TF: Erm, so how would that fit into what you've had to eat over 
the last few days? 

ANNABEL: Oh, completely. It contradicts everything I've just said, 
what with being up the town on Saturday. I wasn't in to cook or 
anything, so that was convenience fast food. I was out on Saturday 
night so I didn't even make a meal, my husband gave the boys 
something eh. But I just like got myself a burger, I mean, 
everything I don't want to eat, I ate, sort of thing. It's just 
convenience then, or just whatever you can get at the time. And 
then Sunday I was working all day, and last night I just fried the 
bit of meat, I just had that. I mean I even fried that. But 
normally I wouldn't eat like that, it was just because I was out 
all weekend, and then working. You do a lot of things for 
convenience actually. 
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Further suggestions that there was a difference between the ideal 'proper meal' and what 
was being bought and provided were also apparent in a number of accounts where 
respondents talked about how times had changed. Such accounts appeared to construct a 
reliance upon pre-prepared foods as being 'normal'. While respondents appeared to talk 

with some reluctance about how pre-prepared foods were a product of the way that we now 
live, they were also simultaneously normalising their use. In this following example, it was 
felt that in the past people "went out and bought fresh stuff every day" and that they did 

not have "freezers". Having to rely on the freezer instead, meant having less fresh foods 

which were "not the same": 

TRACEY: I think now, like when we were young, your mum and your 
gran and that probably went out and bought fresh stuff every day, 
nothing was like, they didn't have freezers and things like that, 
so nothing was as convenient, it was always fresh fruit, fresh 
veg, fresh meat, whereas now we maybe buy frozen stuff and it's 
all put in the freezer. I mean I daresay it does, but I think to a 
certain extent it probably does, it is not the same is it, whereas 
like fresh ready made, and now it's like you open the freezer and 
think oh I'll have that for tea and em, so and I think that's 
probably why there isn't so much, there are more of everything 
now. 

This next quotation also typified how several female respondents justified why pre-prepared 
foods were now more acceptable and had become more necessary. This links into the point 
I raised in Secdon 6.2.1, about how respondents constructed their work patterns as their 
ccircumstances'. Ilius the idea that you can make a meal from "scratch" was regarded as 
being less relevant, because this respondent was not "in the house" and did not have the 
time that her mother may once have had. 

NICOLA: Well my mother's always going on about how you should have 
a cooked meal, and it should be prepared the night before, and er 
she always did that you see, but she tended to be in the house 
until we were all at the high school, my mother was in the 
afternoons. She had plenty of time, and she thinks you should make 
a dinner every night and you should start from scratch. 

In other cases, several women also said they felt pre-prepared foods were very useful, but 

they implied that they felt guilty about using them because they would "prefer to cook from 

scratch if they had the time". In this next example, there was a sense that such foods are not 

quite the same. Hence because of the "way" that this female respondent said she was 
"brought up", she would prefer not to rely on a "cooking sauce" and keep it for the 

emergency of "just in case": 

TF: Some people would maybe use a cooking sauce, wouldn't they? 
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RACHEL: Oh, I've always got one there handy just in case, but em, 
it's usually I would make it myself. 

TF: Why do you prefer to make it yourself? 

RACHEL: I think it's just the way I was brought up, it's the way 
I've been brought up. 

Several other female respondents also spoke of how relying upon pre-prepared foods was a 
lazy way of cooking and that despite their value, it really came down to the issue that 

sometimes they "just wanted something hot and quick and out" (Alison). This kind of 

statement also typified how respondents appeared to be evaluating these foods in terms of 

the meanings imbued in the concept of the 'proper' meal. She also talked about how frozen 

foods "made" her 'lazier", because she was "getting into the habit that" she "wasn't 

cooking". Similarly another female respondent talked about a time when she had relied 

more heavily on pre-prepared foods: 

CATHERINE: I mean it made me lazier I suppose, you know what I 
mean, it did make me lazy because I was getting into the habit 
that I wasn't cooking. 

Thus although pre-prepared foods may have conflicted with what the propee meal 
appeared to represent, they also seemed to satisfy some of these women's requirements. 
This was apparent in the way that female respondents also talked about the 'health' issues 

associated with pre-prepared foods. On the whole, they appeared to play down any 'health' 

issues associated with them, especially in favour of the need for foods that were quick or 

easy to prepare. Moreover, such views were normally only revealed after I had introduced 

this topic and only on a very few occasions did respondents talk about the health 
implications of 'additives' and 'E numbers'. 

In the few cases where food additives were raised as an issue, they were always played down 

as being a potential health problem, because some respondents put forward reasons which 
they felt meant they did not have to take any potential side effects too seriously. This was 
because they constructed any health issues related to food additives as a problem that did 

not affect their own children. Interestingly this relates to the short-term theme of health 

that I will explore in Cbqpter 9. 

TRACEY: I mean when we were young, classrooms were fine, they were 
quiet and everything, and in Gill's class alone, there are about 
three or four of them that have actually had to be taken out 
because of their behaviour and it could all be down to their diet, 
it could be down to the sweeties that they eat. 

So far, I have raised the issue of how pre-prepared foods appeared to be constructed as a 

compromise. This was between the apparently idealistic requirement that a 'propee meal 
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should be cooked from scratch, and a day to day necessity to ensure that the provision of 
family meals needed to be maintained on a routine level. However in the previous chapter, I 

also argued that the 'proper' meal appeared to play an important role in family life, because 
it provided an occasion when the family could sit down together. I now want to explore the 
idea of compromise further, by focusing upon how many women felt that pre-prepared 
foods still allowed these meaningful occasions to take place. 

7.3 'Fussy eaters' and pre-prepared food 

A further theme of how pre-prepared foods were often viewed as a compromise, was 
revealed in lay accounts of 'fussy eating. Revealingly, there appeared to be a marked 

contrast between those families where respondents said their children ate the adults' 
'proper' meal, and those where pre-prepared frozen foods were relied upon as a way of 

managing 'fussy eating. Although I shall argue that each perspective appeared to have 

different consequences in terms of what children appeared to be eating, the main contrast 

was in the way they constructed the 'rights' that their children had to choose what they 

wanted to eat. 

7.3.1 Getting them to 'eat something" 

Notably, it was usually the same families where female respondents were responsible for all 

of the routine cooking of evening meals, and where both respondents referred to their 

children as 'fussy eaters'. As a consequence of 'fussy eating!, both respondents talked about 
how separate meals were provided which their children would eat, and which normally 
consisted of a range of frozen processed meat and fish, referred to as "rurkey Drummers", 

or "Chicken Nuggets" (these foods are often marketed as children's foods). 

Female respondents, in particular, said that meal-times involving children could be a 

nightmare or alternatively, they said they found them frustrating. 'Mey explained that after 
spending time cooking more elaborate meals, their children might say "I'm not trying thae, 
(Amanda) or it was also felt that "it takes the heart out of it a bit when you have prepared a 

meal, and they say oh we don't like this" (Mary). As a result, many female respondents 
talked about a need to cook separate meals for their children. So although the adults still ate 

a 'proper' meal such as a Sunday dinner, the children would have chicken nuggets or fish 

fingers instead. 

TRACEY: Yes, and a Sunday dinner is a nightmare, because I seem to 

make it for me and Keith just, because the girls like you say 
we'll be having pork or something and they are like oh I don't 
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like that.... It's like sometimes at teatime it's like a caf6 in 
here because Gill doesn't like things like sausages and bacon or 
anything like that, but she loves fish, fish fingers, fish cakes 
and things like that, whereas Linda would rather have the chicken 
things. 

Perhaps because both parents reported that they often ate their meal together with their 

children, male and female respondents talked about how they hoped that their children 
would improve as they got older and said that "we're just biding our time" (Amanda), of 
"hopefully they will start to try more things" (Catherine). In many cases, respondents talked 

about how this was a "gradual process", or that there would be a time when everybody was 
going to be able to sit down and eat the same things. It was also fairly typical (as this next 
respondent states by his point: 'like any kids') that this was constructed as a 'normal' 

process and that they will improve. So for the meantime, "it's just a matter of taking things 

slowly": 

TED: And hopefully as they get older, they will begin to enjoy 
other foods. They can sit down together and have the same things, 
but they're still at the stage of having fish fingers, or chicken 
dippers and they like going to McDonalds - like any kids. But it's 
just a matter of taking things slowly. 

Another way that respondents talked about how it was 'normal' for children to be 'fussy 

eaters', was to talk about their own childhood. They said for example that parents always 
made them eat things and then they ended up hating them. Alternatively they also said that 

they used to be forced to eat something and now they liked it: 

AMANDA: I'm thinking, how are you going to learn about anything if 
you don't try, but I've still got vivid memories of being forced 
to eat my fish on a Wednesday, we're relaxed about it. 

However, as this idea of "being relaxed about ie, also suggests, some respondents also 
constructed forced-feeding as a moral issue. Thus several talked about how they did not 
think that it was fair to force things into kids mouths which they did not want to eat. As the 
following quotation suggests, this was because Ted thought that children were "independent 

people", and should have the 'righe to eat what they wanted This was constructed on the 

premise that he would not 'like to go somewhere and eat something thae' he did not like, 
"So why should they? ": 

TED: Well I don't think that's fair. I don't think I would like to 
go somewhere and eat something that I didn't like. So why should 
they? There's nothing better to put you off food than to have to 
eat something that you don't like. Because they are independent 
people, and they tell you what they do and they don't like. Do you 
know what I mean. Sometimes it's what they used to be happy with, 
and today they decide they don't like it or what have you. 
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Some respondents elaborated further on why they thought forced-feeding was not a good 
idea. In many cases, this were presented as being a matter of 'common-sense', and to do 

otherwise would not be sensible. As this next example illustrated, one view was that no 

matter how hard you forced them, if their children did not like what they were being given, 
then they would not eat it: 

CATHERINE: Yes, you can't force them. He just wouldn't eat it at 
all, so you've just got to give him what he wants, what he likes 

and that's it. 

There were noticeable differences in the reasons which male and female respondents gave 
for why they did not like to force their children to eat certain foods. Female respondents' 
accounts appeared to reflect their role as a mother more generally, whereas the male 

respondents only appeared to face 'fussy eating at the meal table. Therefore one issue that 

this female respondent below raised, was that if you give children something they do not 
like to eat, then they will go looking elsewhere for food and which may not be satisfactory. 

TRACEY: Because then you will find that they won't eat it, and 
then ten minutes later they are down and they are raking for junk, 
and they are filling themselves up with biscuits or crisps or 
sandwiches or whatever... 

This again raises the idea that pre-prepared foods were being constructed as a compromise 
by many women. However, it was especially noticeable here that these foods were being 

viewed hierarchically. This idea of a compromise appeared to be centred upon a view that it 

was better if children were eating these pre-prepared foods than something which was a 

snack. Thus as the example above revealed, while this female respondent appeared to not be 

particularly enthusiastic about "chicken nuggets". the implication was that they were 

regarded as being more of a meal than "biscuits". Furthermore, in the following account, 
the point about "I wanted them to sit down and have a proper meal", suggests again that 

this respondent viewed pre-prepared foods as a compromise between eating something at 

all and the type of meal which she would prefer to provide. 

TF: Just to make them eat something? 

RACHEL: Yes, because they would just maybe say well we'll have a 
tin of soup or em, they would just maybe have a burger or 
something like that. Do you know, something easy. And I wanted 
them to sit down and have a proper meal. 

Another important point to mention, was that several female respondents had said that 

providing separate meals for their children was not a problem. This links into the point that 

I raised earlier, about how they constructed the provision of meals as being a matter of 

routine. Generally, the need to provide different meals was presented as something that had 
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to be done. Or, it had developed into such a routine that it was carried out "subconsciously" 
(Caroline). 

However on several occasions, it was explained that sometimes all of the family ate these 

pre-prepared foods (which were marketed as children! s meals), and that this was because it 

was easier to do it this way than to cook separate meals. Hence one female respondent said 
that this was sometimes necessitated, because "there are times when you think it'll be easier 
to have what they are eating" (Rachel). Again, there was some reluctance expressed in 

everybody eating pre-prepared foods, because as identified previously, they were sometimes 
viewed negatively and called "junk". Despite this criticism, these meals were again being 

constructed as a compromise. Therefore in this next example, it was implied that the 
benefits were outweighing any potential harm: 

AMANDA: [We] balance our needs very poorly, but their needs are 
probably catered for better than ours. Erm, I sometimes I feel I 
deprive him of things, he gets all the kiddies junk, he doesn't 
get a very varied diet. 

Finally, in contrast to their wives, male respondents usually had a totally different 

perspective on 'fussy eating. Although their accounts agreed with the female respondents' 
view that it could be frustrating, it was often felt that they did not really have to deal with it 
directly because they were not responsible for the cooking. 

TF: I mean how do you feel about them having different things, 
people say it can be a nuisance? 

KEITH: Well it can be I suppose, for the person who is cooking it 
all. 

This different perspective certainly also appeared to be reflected in how male respondents 
talked about the effects of 'fussy eating' being felt only at the meal table, rather than in the 
buying and preparation of meals. This male respondent for example, said that he wanted a 
"quiet life" and so did not want to get into any conflict with his children. 

JOHN: Well yeah, aye. With them anyway, I suppose I want a quiet 
life. It's my weekend off, I don't want to spend the time arguing 
with the children. 

Similarly in this example, this male respondent made a point about 'conflice and felt that he 

did not want "to be a sergeant major and ram it down their throats". Again however, there 

was a recurring moral theme that it was wrong to force children to "do something they 
don't want to do": 

GARY: I'm no going to be a sergeant major and ram it down their 
throats ken. 
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TF: Some people also tell me that's the sort of attitude they 
take. How do you feel about that? 

GARY: No danger eh. You're no going to stand and shout at somebody 
to eat something, to do something they don't want to do ken. You 
just tend to give them what they like to eat sort of thing eh. 

Although it was apparent that both male and female respondents felt you had to accept that 

children were 'fussy eaters' and it was unfair to force them, there was a noticeable difference 

in how they talked about the consequences of providing separate meals. Male respondents 
talked about wanting to avoid conflict with their children when they were eating, yet for 

female respondents they felt it was necessary to cook separate meals to make their children 
'eat somethine. Perhaps like their view of pre-prepared foods more generally, they did not 
talk about conflict, because this reflected how female respondents were managing the day to 
day realities of feeding their families by 'getting on' with the provision of meals. Thus once 

again, although female respondents appeared willing to provide separate meals, this was 

unproblematically presented as being part of the obligations that come with being a 'mother' 

and a 'wife'. 

7.3.2 Eating 'properly' 

It was identified in the previous theme that most respondents felt that it was normal for 

children to be 'fussy eaters' and that it was necessary to provide separate meals that they 

would eat. However, not all respondents appeared to be willing to accept a compromise. 
There were two households where respondents said that their children did eat 'aduiemeals, 

and these men and women appeared to have a different outlook on pre-prepared foods 

more generally (Deborah and Colin; Scott and Phillipa). It must be stressed again, that there 

appeared to be a relationship between the way that pre-prepared foods were constructed 
and how the division of labour associated with providing meals was said to be apportioned. 
In these families therefore, the cooking was apparently being shared. 

In both families, one of the respondents talked about how they had 'educated' their children 
to eat the sorts of foods that they wanted to eat. Although they did not always have the 

same meals, it was felt that they had had to work at their children's tastes to make life 

"simpler" (Scott). Noticeably, and unlike the respondents who constructed 'fussy eating as 
being 'normal', there was no suggestion in these accounts that it would be tolerated. 
However, this female respondent for example, spoke of how she had to Ede vegetables in 

her son's food: 

DEBORAH: Well if the kids get more a wee bit fed up wil things 
than, or Will, I think he was livin' on pizza an' I went "No, you 
canny keep eatin' that every night" but he'll no' eat vegetables 
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for some reason, that's why, when I make soup I try an' hide it in 
the soup. 

Fundamentally, unlike the respondents who felt that pre-prepared foods were a 

compromise, respondents from these families talked more negatively about them and said 

that they usually cooked their meals from scratch. This male respondent for example had 

mentioned that he did not think pre-prepared foods were very 'healthy' in comparison to a 

meal he had cooked himself When I probed him "Why", he talked about how they were 
full of additives and that anybody living off such foods was not really doing themselves a 
"hell of a lot of good": 

TF: Why would they not be as healthy? 

SCOTT: If you read the backs of the pack, I mean there's a lot 
banded about the E numbers, but you've got modified starches, and 
glutomin. It's alright, it may taste like what it's supposed to 
taste, but how they got it to taste like that is another story. 
Enhancers, I don't think anybody living off these things is doing 
themselves a hell of a lot of good, to be quite honest. 

The key point raised here was that these accounts contrasted with the view of the majority 

of respondents, because it was felt that children should not be allowed to be 'fussy caters'. 
From the small amount of evidence presented here, it is only really possible to speculate on 

why they constructed different accounts. It may be possible to suggest that they were more 

willing to confront the issue of 'fussy eating' because they did not want to compromise and 

provide pre-prepared foods. Furthermore, it may be the case that because these respondents 

shared the cooking more equally, they found pre-prepared foods less necessary and had less 

of a need to accept their benefits. 

7.4 Chapter summary 

Female respondents constructed pre-prepared foods as having practical benefits, because 

they help to reduce some of the inconveniences that result from providing meals, and 
because they help to make cooking feel like it is a 'matter of routine'. However on 

reflection they were constructed as being a compromise solution - because female 

respondents also constructed a gap between what they felt they should provide, and what 

they felt was realistically achievable. Therefore feelings of 'guiie, issues about food additives, 

or a view that such foods are 'junk, were not presented as being barriers which were 

preventing pre-prepared foods from being used on a day to day basis. 

For these reasons, it is possible to suggest that any conflict was managed within the 

everyday reality of providing these meals, because the need for cooking to be a routine was 
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constructed as the foremost priority. However, it is not necessarily the case that any conflict 
goes away and is resolved, but the data presented here suggests that pre-prepared foods 

were being valued because they still resembled 'proper' meals. This was perhaps typified by 
how respondents said that they still all sat down to eat a meal together, even if they were 

eating different foods. For many female respondents therefore, they were considered to be 

an acceptable way of feeding their family, which still fulfilled the way that they constructed 
their obligations as a'mother' and a 'wife'. 

109 



8 Getting the 'right' balance 

8.1 General introduction 

The two major themes presented in this chapter explore how lay understandings of 'healthy 

eating! were pervaded by the idea of a 'balance'. Building on the themes discussed in 
Cha pters 6 and 7, t: his chapter develops the theme of Igetdng the Vgbtbalance "to reveal how 
'healthy eating was embedded within respondents' everyday understandings of food and 
eating. The idea that there was a rigbt and wrong way to approach food and health however, 
demonstrated how respondents felt that 'healthy eating! had to be balanced against a range 
of other needs and requirements in their day to day lives. 

8.2 Part 1: Balancing the 'healthy' and the 'unhealthy' 

In this section, I wish to look at some of the ways in which lay accounts of 'healthy eating 
were centred upon the terms 'variety, 'balance' and 'moderation'. VA-A I attempt to unpack 
and separate the different meanings associated with these terms, it will become apparent 
that although these terms were used in different ways, they also appeared to be connected 
by the idea of a 'balanced diet'. Lay respondents drew upon these terms to talk about how it 

was important to be "Geldng the lright'balknx" of food that was 'good' for your 'health' and 
food that was 'bad' (but enjoyable) or was necessitated by other factors. 

8.2.1 Avoiding the extreme 

Although it will become apparent that respondents felt eating a 'healthy' diet was important 

to their health, they often said that it was necessary to avoid the extreme of worrying too 

much about what you ate. Part II of this chapter will explore how they also constructed a 
need to avoid the extreme of not caring enough. This theme is included here nevertheless, 
because it demonstrates how respondents said they felt 'health! was only one priority which 
affected what they were eating on a day to day basis. 

Respondents often said that while food and health issues were important to them, you 
should not be "too conscious about what you eat" Gim) and that you should not "Worry too 

much about it" (Mary). 'Ibus in the following example, although Amanda felt food had an 
important relationship to her health, this had to be balanced with being "relaxed and happy 

with what you are doing'.. because it was not "healthy if you get too fanatical" about your 
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diet. Such accounts also revealed how 'healthy eating was constructed multi-dimensionally 
because their accounts drew upon a range of physical, moral and psychological discourses. 

AMANDA: Well it's very important. You need food to survive. Too 
much of the wrong food's going to lead to all sorts of health 
problems. Erm, but you have also got to be relaxed and happy about 
what you are doing, I don't think it0s healthy if you get too 
fanatical about how much of how many bits and pieces are in every 
bit of food. Erm, you've got to get a happy balance. 

On other occasions, respondents would talk about food and health in terms of how other 

priorities were more important (such as those discussed in the previous two chapters) and 
that we should only be concerned about them to "a certain extent" (Rachel). However, they 

often presented these concerns as being at the "back of their minds": 

TED: Health does not come top of the priorities when I think about 
what I am going to be eating even though it is in the back of my 
mind I suppose because if it wasn't I do suppose we would be 
eating a lot more fatty foods not so much salads, even though we 
enjoy the salads and the vegetables and the fruit. I suppose even 
though I am saying that health does not come top of the priorities 
in a way it must, you know if we do eat these things. 

One particular issue that two women identified, was the fear that worrying too much about 
food could lead to eating disorders such as anorexia. It was therefore considered to be very 
important that their children took a sensible approach towards food. In this example below, 

it was apparent that this female respondent was balancing being teased about her own 

weight with the extreme of "skinny pop stars": 

TF: Well, it's been said that there are more pressures on women? 

AMANDA: Erm, well I suppose, er yes. The self-image thing. And 
eating healthily, and keeping a nice figure and all the rest. Can 
be an effect and I must admit that I am quite, not strong in the 
fact that, I don't erm, discuss things that are fat, and they 
tease me about being fat, and it's all a big joke. Erm, but I 
would hopefully instil in the kids that it's not a big issue. It's 
how you feel, but you get all the skinny pop stars and all the 
rest, role models for children. It's worrying. 

Interestingly, on several occasions, the term "moderation" was used to imply a balance 

between the extremes of caring'too much' about beinghealthy' or not caring enough. One 

respondent (Sue) mentioned a relative who had lived to an old age and that this person must 
have eaten all sorts of things. She implied that by eating 'everything in moderation, health 

would still be looked after, while at the same time she did not have to take it too seriously. 
Similarly, another respondent who also talked about 'moderation! said: 

DEBORAH: ... But I think when you get older an' you read about things 
an' you hear about heart disease an' you think, well if it's gonny 
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make your life that wee bit longer, you will try an' cut it back a 
bit, won't you, I mean like in moderation really. 

This brief theme has explored how to legitimate not taking 'healthy eating! to an extreme, 
respondents put forward a range of different discourses about health. As will become 

apparent in the following section, this was also meaningful because it related to their idea 

that 'heal& is and should only be one priority in everyday life. 

&2.2 Weighing up the 'good'and the 'bad' 

Developing the idea that 'health' was only one priority in everyday life, this section begins 
by exploring how lay understandings of 'healthy eating! were constructed around the need 
to balance 'good'/'healthy' foods with 'bad'/unhealthy ones. The second sub-theme within 
this section however, explores how this dichotomy appeared to provide a mechanism for 

talking about, and making sense of, maintaining a 'balance' between different priorities on a 
day to day basis. 

The varied balance 

Lay understandings of a 'balanced diet' laid claim to a basic knowledge of nutrition. VVhile 

respondents talked about how 'healthy' foods were 'good' for you, the implication was that 
'unhealthy' foods were primarily for enjoyment or had to be eaten for other purposes. 
However, within this meaning of a 'balance, there also appeared to be a view that the two 

could coexist, because they were 'balancing each other out'. 

Lay understandings of nutrition appeared to influence how they constructed 'healthy eating. 
However, it was noticeable that respondents rarely referred to food groups by scientific 
names and it was more common that they would talk about varying different food groups 
such as fruit and vegetables. On other occasions for example, carbohydrates were 
sometimes referred to by food types, such as chips or potatoes. 

Nevertheless, respondents implied that a varied diet can be a 'balanced diet', because 
different food groups were being balanced. Typically, respondents said that they would "try 

and eat a reasonably varied diet which included vegetables and fruit, and only have chips 

every now and again. " (Nicola), while in this following example, a male respondent said that 
he tried to gI ive his daughter as "varied [a] diet as possible". Note that Part II will focus upon 
how 'chips' also appeared to have a symbolic value in representing 'unhealthy' foods, but it 

was often apparent that respondents saw them as being part of a 'balanced diee, along with 
'healthy' foods such as vegetables and salads. 
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TF: How do you balance their needs with yours? 

STUART: Erm, well as I say, just trying to make her eat as varied 
as possible really. Erm, we don't have the same thing every night, 
sometimes chips or something like that. We try and alter it. She's 
not into eating a lot of vegetables, but she likes salad and that 
sort of thing, so, we try and give her salad. 

This following example however, was again typical of how respondents constructed a 
'balanced diee in terms of different food groups based around the idea of 'healthy' and 
'unhealthy' foods. Yet here, this female respondent talked about rcfined sugars being 
"unhealthy", but that this was okay, "as long as you do not eat them all the time". Once 

again, this was typical of how lay concepts of 'balance' were often related and linked to an 
understanding of variety and moderation: 

AMANDA: Em. Yeah it fits in, to a certain extent. But again, it's 

a mix and a variety like you could say that [pause] refined sugars 
in your cakes are unhealthy if that's all you are eating, but it's 

not unhealthy to have a cake. I feel there's a reasonable mix of 
foods. 

I have argued so far that what respondents appeared to mean by a 'varied diet', was often 
based upon an understanding of 'healthy eating! presented as a need to balance out 'healthy' 
foods with ones which were regarded as being 'unhealthy'. Therefore, some understanding 
of nutrition appeared to be constructed as a need to have a balanced variety of different 

types of food groups. However, in all of the themes that follow on from this one, it will 
become apparent that the dichotomous classification of food as being either 'healthy' or 
'unhealthy' pervasively underpins the concept of 't7eifing the Wgbt'balance ". 

Evaluadng a 'heahhy'balamce 

This theme makes a subtle distinction from the previous one, because it explores how 

respondents appeared to be evaluating and subsequently constructing the 'healthy' and 
'unhealthy' parts of their diet as a 'balance'. Therefore, through a process of 'weighing up', 

respondents appeared to use the concept of a 'balance' to talk about how they were "Gelfing 

the 'right'balance" 

Importantly, when they were asked to talk about how their diets were 'healthy', respondents 
appeared to 'weigh up' the different parts of their diet and talk about a cvariety'. Importantly 

though, such accounts were often in response to a question I asked concerning "How do 

you think healthy comes into what you've got on your list". Here for example, this female 

respondent used the notion of a 'balance' to evaluate that her diet "isnae too bad", because 

it was "quite varied": 
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ALISON: It just made me question my diet. Whether or not I was 
eating healthily. It actually made me stop and think, it isn't too 
bad you know (okay]. I thought it was quite varied actually, I 
didnae realise that I had so much stuff, cos I'm always moaning 
that I havenae got any food in, but actually we have got tonnes of 
stuff. We look in the fridge and you think there's nothing for 
eating, but erm I thought it isnae too bad, there is, well we 
havenae really got a fatty diet or anything like that so im quite 
conscious, I thought my fridge was needing cleaned! That's what I 
thought as well. 

Respondents often talked about the variety of their diet being a mixture of the 'good' and 
the 'baX. In the following example, this respondent again talked about a 'variety' as a way of 
'weighing up' and subsequently constructing that he had a 'balanced diet'. Carrying on from 

pter 6, the idea here of the 'good' and 'proper meal' that contained vegetables was Cba 
balanced with chips and burgers which were seen as being %ad. Therefore by implication, 

these are less 'healthy' and serve a different purpose of keeping the peace. Such examples 

revealed how the idea of a 'balanced diee appeared to be an integral mechanism for making 

sense of a range of different priorities in everyday life. 'Healthy' foods therefore were often 
just one of these priorities. 

RICHARD: But no, if your fridge is large enough it can be varied, 
and as Sue has probably said, we go for at least every other day, 
proper food with vegetables, fresh vegetables. We wouldn't have 
fast food two days in a row, chips and burgers, just to get some 
vitamins in for the children. They do eat their vegetables, they 
don't get pudding if they don't eat their vegetables, so they have 
the incentive. 

Moreover, sometimes respondents talked more about the 'good' things that they were 

eating. Although they still implied that they had a 'balanced diet', this also appeared to 

represent how the balance of their diet was weighted towards the 'good and healthy' rather 
than the 'bad and unhealthy' side of a balance. However, unlike the following quotation, it 

was unusual for respondents to talk about 'healthyý foods in this way unless I specifically 

asked them if "healthy came into what they had" on their list: 

DEBORAH: Em, well, as I said, it's no' too bad, em, I suppose it 
depends on: I mean it's quite a varied list, I mean there's quite 
a lot ly good things like cheeses and bread and pastas and lot's 
ly fruit. I mean I've always got lot's ly fruit and vegetables and 
there's cereals and beans and things, so it's a varied sort 'y 
list, em, I mean we try ly cut down an' go on diets but they dinny 

work, so I give up. 

Such an example revealed again how the term 'weighing up' is appropriate here and how the 
idea of a 'balance' appeared to form the basis for presenting an image of a 'healthy' diet 

where the scales were weighted in favour of the 'good' side. Another example of this was 

when respondents were evaluating if their family (as a unit) was eating a 'balanced' diet. This 
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revealed how on a few occasions, the idea of a 'balanced diet' incorporated all of the 
family's likes and dislikes and that just because one person was not eating a certain 'healthy' 
food, this could be compensated by someone else liking it. 

LYNNE: Erm, cos people take pieces. Stuart eats a lot of fruit, 
I'm not a big fruit eater. Neil doesn't eat a lot of fruit. 
Grapes. An occasional kiwi fruit, erm. Very seldom an apple or an 
orange. I don't know why I buy it sometimes, but I think it's my 
conscience tells me I have to. Andy doesn't eat fruit. But we do 
eat a lot of veg. A lot of fresh veg, broccoli and cauli and all 
that, we all like that.. -.. you think I really need to have fruit, 
but then you think, why am I buying it because nobody eats it, but 
then as I say, Stuart does eat a lot of fruit. He eats, at least 
two or three pieces a day. I'm just not into fruit, and I probably 
should. And Andy never eats fruit. 

As is again demonstrated here, even if someone did not like a certain food (such as 
vegetables), respondents felt that their family were getting a cbalanced diet' because children 
were still eating plenty of fruit for example. Therefore one factor was "compensate[d]" for 
by another: 

TF: How do you feel about them not being good with vegetables? 

CAROLINE: It does worry me sometimes. I have to admit yes 
sometimes it does worry me. Even this meat thing well I think 
that's another different thing apart from fish fingers, chicken 
dippers the pizzas they eat, what I call junk but they'll eat it 
so at least if they're eating. I make sure they have yoghurts and 
milk and they do get two pieces of fruit away to school. They have 
fruit for their supper. If they came in now and asked for 
something I would say you can have an apple or a banana or grapes 
and if you don't want them then you're not really hungry. I 
probably compensate with the fruit for the lack of vegetables. 

Finally, several respondents talked about how having a 'balanced dieewas something that 

was at their 'back of their minds'. This appeared to provide a practical mechanism for 
helping them 'weigh up' if what they eating was nutritionally balanced, because it was "at the 
back of your mind" and helps you decide "what you do buy" (Caroline). 

NOEL: Well a balance of minerals, vitamins. Fibre. I donft go 
round the supermarket thinking that's nutritional. Hey excellent. 
I just have enough of an idea to balance up what I am eating and 
what they are eating, and what Mary's eating through the week. 
Yeah, pretty balanced diet. 

In this section, I have explored how the idea of a 'balanced diee was based upon a basic and 
dichotomous understanding of different food groups. However, the way respondents 

constructed this concept in relation to their everyday lives revealed the complexities of 

achieving such a 'balance'. It was apparent therefore, that they took a broad perspective 

when talking about a 'balanced diet'. So while they constructed 'healthy eating! as a need to 
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balance 'good' and 'bad' foods, this was not just based on their own and other family 

members' diets, but also within the wider context of providing food and managing other 
family imperatives. 

8.2.3 The holistic 'balance' 

The previous section explored how the lay concept of a 'balanced diet' appeared to be based 

on a dichotomous view of 'healthy eating. This section however, explores how these ideas 

were also related to a view that 'health' and pleasure should coexist together and in such a 

way that the sum of their parts was greater than the whole. Similarly to the previous section, 
to make sense of the need to eat food which is both 'good' and 'bad' for you, I will also 
discuss how respondents related this concept to their everyday lives. 

Wellbeiig: Balanang bod y and soul 

As I mentioned in Section 8.2.1, it was apparent that on some occasions respondents were 

constructing 'health' as being more than just a physical concept. The notion that 'health' 

was also a mental state was implied in how they also talked about: "health in the sense of 

well-being" (Amanda). However, while some respondents used this particular term without 

expanding on what they meant, other respondents constructed more detailed accounts by 

implying that health has both a physical and mental 'side'. This male respondent below for 

example, implied that health and wellbeing are related, but the separation of the terms also 
implied that they had separate meanings. Furthermore in the second quotation from his 

interview, this respondent expanded on what he meant by "wellbeing' and talked about 
balancing the "facts" of eating with what he "feels" he needs. The implication here, was that 

while the "facts" of eating might contribute to his physical 'heal&, that 'health' as 
"-wellbeing' also involved a mental state. Such an example suggests that the balance based 

on different food groups which I discussed earlier, was also connected to this idea of the 
holistic 'balance': 

SCOTT: Yeah, I think as far as I'm concerned, I know what I like, 
and I know to a certain extent what I should be eating. The diet 
that I have seems to suit me, and I don't have any ill effects 
with what I am eating. So obviously to a certain extent, whatever 
I am doing, I am doing reasonably correctly. Er, Itm not a great 
believer in the quick fix thing. If someone says this is gong to 
improve your health, or your wellbeing, by so many percent, I tend 
to be a bit sceptical. 

TF: You said you know what you should be doing? 

SCOTT: From a dietary point of view, you see the facts that are 
published by the various health boards. Your intake of fruit and 
vegetables, bread, milk - it should be so many units a day. Yeah 
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the evidence is there to prove it. In that respect, I know what I 
should be doing. As to doing it, I don't say I will follow it to 
the letter of the law. But I try somewhere in between to get as 
much as what they say I should, as I feel I need, I think without 
going overboard on it. 

Another example of how respondents appeared to be constructing an understanding of 
'wellbeing!, was to talk about their 'lifestyles, although typically of most accounts 
constructed around this theme, the actual term 'wellbeing! was not used. Ilke the previous 
example, the role of different food groups in lay understandings of 'healthy eating! was 
sometimes explained as the "facts about eating! '. In this particular example, the notion of 
'wellbeing! was constructed around the idea that having a 'balanced diet' should incorporate 

a range of different foods and was about maintaining the "health of your lifestyle" and "a 

good standard of life". 

MARY: Well it's very important really to a point, because what you 
eat keeps you going really, doesn't it? And you know the facts 
about eating, and sort of keeping healthy and eating healthy, and 
we're very aware of it, but we don't always stick to it you know 
what I mean, everybody varies and what have you. It is important. 
It does play a big part if you have a balance. 

TF: You said about the facts of eating? 

MARY: The things that you are supposed to eat that you know they 
are good for you and the health of your lifestyle. Keeping you 
healthy to maintain a good standard of life. 

The notion of 'wellbeing! appeared to conceive a holistic notion of balancing that brought 

together both 'mind' and 'body'. Although respondents did not always make an explicit 
distinction between them, the idea that food can maintain your standard of living again 
invoked a sense of 'wellbeing!. However, several respondents did distinguish between the 

two. Here for example, this female respondent talked about how a good meal was a 
"balanced meal" which helps you to "feel better mentally as well". Thus it was implied that 

the idea of a "balanced meal" provided a degree of comfort on the occasions when she was 

not "avoiding certain foods". 

TF: Do you still feel that you need to go on specific times when 
you are avoiding certain foods? 

ALISON: Probably, aye but it doesnae always go like that. I always 
feel that as long as we eat one good meal a day, it helps you feel 
better mentally as well, cos you think, oh I've had one good 
balanced meal today so you know. 

In this similar example below, a biological necessity to eat food was explained as "keeping 

you going', but this female respondent also talked about how a "physical" need was 

additional to "healthy livine'. Again, a physical definition of "needing to eat food to 
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survive" was complemented by a more extensive definition of a 'balanced diee. Hence the 

notion of "healthy living" implied that having a 'balanced lifestyle', where you are "watching 

what you are eatine', provided a sense of wellbeing. 

TF: How important is eating to our health? 

LYNNE: Well you cannot have health without eating, cos your body 
needs food. It needs it to keep you going, so I suppose for health 
wise, you really do have to watch what you are eating... It's quite 
difficult to get your head round it, but you do have to have a 
balance, but you do need it for healthy living, and you need it 
physically. 

Respondents appeared to construct balancing the requirements of both 'health' and pleasure 
as having a harmonious relationship which maintains the 'total-self. Thus the holistic 

notion of 'wellbeing drew upon the idea that it was important to feed both the 'mind' and 
the 'body', because food should be about more than just physical health. Fundamentally, 

although respondents did not always talk about balancing in this holistic way, the following 

sub-themes will reveal that a tacit notion of 'well-being! was implied in how respondents 
talked practically about balancing 'health' and pleasure. 

A kttle bit of wbatyou Ske doeslou good 

As I explored above, the concept of 'well-being implied a need to balance 'health' and 

pleasure holistically. Yet in most cases, what respondents appeared to mean by a 'balance' 

actually appeared to consist of a trade-off between these different requirements. It would 
probably therefore be more accurate to describe how the process by which they appeared to 

manage and maintain a 'balanced diee was more like a 'balancing act'. This was because 

respondents talked extensively about how they had to tg and bope that they were balancing 
'health' and pleasure together. However, it was also apparent that although these two 

requirements were not in perfect harmony, there appeared to be a view that a sense of 
cequilibrium' could be maintained or restored by approaching 'healthy eating in this way. 

It could be argued that this notion of a 'balance' was actually a moderator between lay 

understandings of 'health' and pleasure. However, only on one occasion did a respondent 
talk about this notion of a 'balance' in terms of the adage 'everything in moderation'. 
Moreover, as was apparent from many concepts of balancing throughout this chapter, it is 

possible to suggest that the two were synonymous with each other in this context. 
Nevertheless, the 'reality' of negotiating dilemmas faced by these different requirements was 

evident in the precarious nature of how this 'balance' was presented (i. e. as "I think" and 
followed up here by laughter) - 
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PHILLIPA: Well if you enjoy, like everything else I suppose in 
moderation it'll no' do you any harm, I think. (Laughter) 

Another adage that was often more implied than actually stated was the idea that 'a little bit 

of what you like does you good'. Again, such accounts were often centred upon balancing 

nutrition with pleasure, but fundamentally respondents talked about how it was important 

to not give up on the things that you liked at the same time. As this particular example 
revealed, the emphasis here is upon "trying" to eat a more "balanced diet". The idea that 'a 
little of bit what you like does you good' therefore, ran throughout all the accounts in this 
theme: 

JENNIFER: Just trying ly well you try 'y eat a more balanced diet, 
I know we never get properly there, eh, I mean we don't eat as 
much vegetables an' things like that that we should, but eh, I 
think you try to eat as healthy as you can, without givin' up too 
much ol what you do like as well at the same time. 

Sometimes respondents would talk about 'healthy eatine in terms of knowing that "they 

should not cat certain foods" (Rachel) or that they "should eae, certain foods such as 
"grilled food instead of fried food" (Annabel). 'Mus they often implied that while they 
'knew' about what they should or should not be doin& the reality of "Getdng the 'rightbalance" 

was more like walking a tight-rope. Although the need to enjoy food was sometimes 

presented as being more important, the 'health' requirement was always constructed as a 

competing factor. Furthermore, in the majority of cases, respondents felt that overall they 

were attempting to get the 'righebalance. 

However, this male respondent was untypical of the majority of respondents because 

although he felt that he knew what was "good for you", the need to "enjoy my food" was 
constructed as a competing requirement which he seemed to have difficulties in balancing. 
Nevertheless, and like many respondents, he did then talk about 'trading off' these 

requirements because he said that he did not "mind carbohydrates and vegetables". W'hile 

this appeared to partially resolve this conflict, this account was still an anomaly. This was 
because most respondents implied that you could still have a 'balanced diee, even if 

enjoying food was the foremost priority. 

TF: You said that you're not food conscious. What do you mean by 
that? 

JIM: Things like I should be taking carbohydrates and should be 
eating vegetables, should be eating fruit and I know it's all good 
for you but when you work hard I like to enjoy my food you know. I 
like chips and I like curries and I like basically I like a lot. I 
don't mind carbohydrates and vegetables. I can eat them. Fruit I 
don't know. 

TF: Why do you think you do that? 
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JIM: Probably because of the pleasure. I enjoy a packet a crisps 
more than I would enjoy a bit of fruit or an apple. 

It was more common however, that respondents constructed a need for 'health' and 

pleasure as a 'trade-off. Although these requirements may not have been in harmony, they 
talked about how they tried to balance these different requirements together. Moreover, as I 

commented in an earlier theme, it was apparent that when constructing this notion of a 
'balance' respondents tended to divide 'health' and pleasure into 'good' and 'bad' foods. 
'Therefore, there was often a view that some foods were "junk" Gennifer), or "rubbish" 
(Tracey) but that these had to be balanced with 'healthy' foods. However, on other 

occasions, respondents talked about foods that were specifically for 'health' and foods that 

were specifically for pleasure. In this typical example below, a female respondent appeared 
to be 'trading off' these two different requirements and hoped that they could be 'balanced'. 
The suggestion seemed to be, that having a "goodie cupboard" was okay, because they also 
had other 'healthy' foods. Hence the 'good' parts of their diet were being 'traded-off' by the 
'bad' ones. 

LYNNE: As I say, 
'we 

eat a lot of chicken and things, erm and we 
tell to grill everything, and erm, we have the fruit and the veg 
and everything, but then in all honesty if you went to the goodie 
cupboard, and it's biscuits and sweeties and snacks and crisps and 
things, and that's hardly healthy is it. 

Furthermore, respondents sometimes felt that managing the same dilemmas between 'good' 

and 'bad' foods was analogous to walking a 'tightrope' because they were walking or taking a 

middle line. As this female respondent explained, she "tries not to" eat these "bad" foods, 

and had bits of both categories. VVhile this was constructed as a form of a 'balance', she 

again appeared to be 'trading-off these different requirements. Importantly though, the 

comment that "I'm not going to lose sleep over it" typified again, how respondents 

appeared to construct a 'balanced diet' as a relaxed and 'common-sense' approach to 
'healthy eating. Therefore the very idea of even trying to have a 'balanced dieeappeared to 
be reassuring, because it was implied that the 'good' parts were being balanced out by the 
'bad' ones. 

SUE: But I feel that you er, well, I walk a middle line, I 
suppose. 

TF A middle line? 

SUE: I try not to you know, I go well I have, you know, I have 
bits of everything, I have bits of that's good for me, and bits 
that are bad for me and, you know, it's, I don't know, you know, 
it's, I'm not going to lose sleep over it. 
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Although on a few occasions respondents constructed a need for both 'health' and 
'pleasure' as being like a 'balancing act', a 'balanced diet' was often presented as one which 

made it acceptable to have 'treats'. Again, any notion that this was a state of equilibrium was 

an illusion, because respondents always talked about how they "tried" to balance these 
different requirements. So they talked about how they had to 'trade-off' the 'good' with the 
'bad'. by managing these 'realities' on a day to day basis. Here for example, "convenience 

foods" were constructed as being acceptable as a treat, but only on the condition that none 
had been eaten during the week: 

SCOTT: There'll be no convenience foods, it'll be properly home 
cooked, so you try and balance that out. If there has been no 
convenience food during the week, then you might say, oh as a 
treat, you know, a ready-made meal. So we do try and keep it in a 
balance, a balanced approach to it as best as we can 

Similarly, respondents would often talk about a period of 'control' versus one of 'release'; 

some explained that the weekends were a time when it was acceptable to have treats such as 

cooked breakfasts. Yet again, these were presented as being a 'balancing act', because they 

talked about trying to 'trade-off the periods of control when they were being 'healthy' (and 

eating what they normally ate) with the occasions when they were being 'unhealthy': 

RACHEL: Unless it's the weekend, we have a cooked breakfast. 

TF: Okay, every weekend? 

RACHEL: Not every weekend, but most weekends. We try to have it 
Saturday or Sunday. Sunday is usually the day that we do have a 
big breakfast. 

In the previous theme, it was apparent that the notion of a 'balanced diee was based around 

the concept of a holistic 'balance'. As I explained, this was where respondents constructed 

'health! and pleasure as being balanced together, in a way where the sum of their parts was 

greater than their whole. However in this theme, I have suggested that this idea of a 

'balance' contrasted with the 'reality' that respondents were describing. Fundamentally, what 

this appeared to suggest was that the idea of 'health! and pleasure coexisting in harmony was 

in part ideological. Nevertheless, respondents appeared to try and maintain a 'sense' of what 

this represents by 'trading off the nutritionally 'good' and pleasurably "bad' parts of their 

diet. This therefore implied that their meaning of a 'balance' in some way resembled and 

restored an equilibrium. 

8.2.4 SummaryofPartl 

Perhaps the key reason why the terms 'balance', 'variety'. and also to a lesser extent, 
(moderation' were so pervasive, was because of the way that they were connected around 
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the idea of a 'balanced diee. In Part I, I have attempted to draw out the different meanings 

which they attributed to this concept, and present them in a way which has helped to 

explain the more general theme of this chapter. I began with a discussion on how 

respondents talked about avoiding the extreme of worrying too much about 'healthy eating. 
However, the rest of the chapter developed this theme by exploring how, alongside a range 
of other requirements, 'health' was just one priority which respondents felt had to be 
balanced in their everyday lives. 

At the very centre of the way respondents constructed 'healthy eating appeared to be the 
dichotomous classification of food into 'healthy' or 'unhealthy' categories. As the basis on 

which their understandings of a 'balanced diet' were constructed, this then provided a 
mechanism for talking about, and managing 'healthy eating in their everyday lives. While 

there may have been a view that a 'balance' was in some way an equilibrium, any difference 
between the ideology of a 'balance' and the 'realities' of their own diets, seemed to be 

rewarded by an understanding that this was a comforting and reassuring way of 

accommodating any sense of failure. 
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8.3 Part ll: You are what you don't eat 

To recap, in Part II explored how lay understandings of 'healthy eatine were based upon a 

need to get the 'righe balance, between 'good' and %ad' or 'healthy' and 'unhealthy' foods. 

In Part Il however, I want to explore several further ways that respondents talked about 
'healthy eating and a need to be "Getting the Vght'balance". In this theme, entitled "You are 
what jou don't eat", I will discuss why respondents appeared to use certain foods to 

symbolically represent the 'bad' and 'unhealthy' side of this balance. Indeed, the idea that 
they used this as a mechanism to talk about a 'right' and 'wrong' way to approach "healthy 

eatine, suggests that 'C-eldng the lrigbt'balance"was also felt to be a moral issue. 

8.3.1 Symbolising a 'healthy'diet 

Before exploring lay accounts of the 'Scottish diet' in the following theme, the focus here 

returns to the concept of 'weighing up' that I explored in Part I of this chapter. Although I 

will again explore how respondents talked about balancing different food groups, this time I 

will be considering the role of OmboUsm in this process. 

Ile majorit)r of respondents often mentioned chips as a classification of food that was 
'unhealthy' or 'bad' for you. In this section, I want to explore how chips and fried-foods 

appeared to be symbolically representative of 'unhealthy eating and the role that this played 
in the idea of "Geldng the 'right' halance" Methodologically, the frequency with which 

symbolically 'unhealthy' foods was an interesting findin& because the questions I asked 
could have had no influence on why chips had such a symbolic presence throughout the lay 
interviews. 

Respondents often talked about "chips" within accounts where they were 'weighing up' if 

what they were eating was a 'balanced diee. When asked to 'list the types of food that they 

ate". or to talk about "if their diets were healthy", they would mention "chips" as being 

something which they rarely ate. They mentioned for example how they might eat a lot of 
'healthy' foods such as "broccoli, cauliflower, carrots and potatoes and stuff', but that "We 

don't eat a lot of chips" (Lyme). 'Merefore in terms of a 'weighing up$ process, this 

produced the effect of symbolising that the balance of what they were eating was weighted 

towards the 'healthý side: 

STUART: ... If I don't take sandwiches for lunch, then the canteen's 
there, what I usually have is maybe a baked potato. Erm, with 
either egg mayonnaise or tuna, something like that. We don't eat 
many chips actually. 
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It was apparent therefore that knowledge of food groups was being constructed 

symbolically to represent different 'healthy' and 'unhealthy' foods. There was evidence of 
this in the previous quotation, but in other cases respondents talked about why chips had to 
be eaten in 'moderation. Some respondents felt that they could be eaten as part of a 'varied' 
diet, but because they contain a lot of fat, it was important that they were only eaten "now 

and again" (Alison), or "occasionally" (Deborah). Again in this example below, other 
'healthy' foods such as "vegetables and fruit" were included within this idea of a 'balanced 
diet': 

NICOLA: Well, it's not chips every night. It's not, erm, a lot of 
fat. It's not lard and dripping and things that are well, so- 
called fat! So I try and eat reasonably varied and include 
vegetables and fruit, and have chips every now and again. 

As I also identified in Part I, the precarious nature of a 'balanced diet' was revealed when 
respondents talked about how they were trying not to eat too many chips, or that they were 
cutting down on how often they did have them. Typically in this next example, respondents 
often mentioned how it was important that the 'filline benefit of chips needed to be 

substituted by something healthier, such as pasta or rice: 

JENNIFER: I mean we cut down on a lot ly like chips an' things 
like that, an' potatoes, an' maybe eat a bit more pasta an' rice 
an' things like that... I'm not too keen on eatin' chips like five 
days a week or six days a week or that, it's just a bit: a bit 
different than havin' chips with everything, we'll maybe have rice 
or pasta or just break it down a wee bit. 

Additionally, as I also identified earlier, scientific names of food groups were rarely used. 
Likewise in this example, respondents rarely talked about a need for 'filling foods' in terms 

of actual food groups such as "carbohydrates": 

MIKE: Chips. I wouldn't class that as getting all the nutrients 
that the body needs. It's just carbohydrate to fill you up. At 
least with things like pasta you've got a bit of cheese and 
tomatoes and everything. 

Yet respondents' accounts often mentioned how chips were not really a suitable way of 

satisfying appetites, and which were constructed in response to a question which asked: 
"Can you say a little bit about the food that you would regard as a meal? ". This respondent 
for example, was typical of several who spoke of how a 'meal' could never really consist of 

chips. VVhilst chips were sometimes felt to be more acceptable for children, they were 

generally not considered to be suitable for an adult's 'proper' meal (see Secdon 6.2.3 for more 

on cproper rnealsý: 

PETER: As a meal. Generally the word potato comes into my meals. I 

am not a chip lover. I am seriously not a fry lover at all. 
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Funnily I quite like McDonalds fries, but that's about. The chip 
shop now, just wouldn't entertain me at all. I don't really like 
chips. I would regard as a meal, sitting down to something like 
potatoes, cold meat, salad or vegetables, steak pie and potatoes, 
erm. 

Although respondents sometimes spoke about chips being a "fatty" food, it was also 

apparent that one of the key reasons why they symbolised 'unhealthy' foods, was because 

they are often cooked by deep-fat frying. Commonly, respondents would talk about how 

they never really fried anything and on a number of occasions respondents spoke of the 

symbolic gesture of throwing out their chip pan. Alternatively, they mentioned how they did 

not "even have a chip p&' (Annabel): 

LYNNE: ... We're not big fryers in here. Erm, we'd rather have a baked 
potato actually, and mashed, than sit down to a plate of chips. In 
fact, I think we very seldom have chips. Erm, but we do eat a lot 
of salads, and stir-fries and things. A fish supper on a girls' 
night, when it's just Jane and 1, but I can honestly say that 
that's hardly ever eaten. And if we have chips, it's usually micro 
chips, but we have a deep pan fryer, and I can honestly say that 
it's been about a year and half since it's been used. Erm, we tend 
to grill everything, bacon, and everything's grilled. 

It appeared that chos and deo-fat foing were viewed as symbols of 'unhealthy' eating. 
Furthermore, they played an important part in the 'weighing up' process, where respondents 

were constructing that they had a 'balanced diee because they were balancing out the 
'healthy' and the 'týnhealthy' elements. Respondents therefore often said that they tried to 

avoid such foods and keep them to a minimum. This appeared to weight their diets towards 

the 'healthy' and 'good' side of a 'balanced diet', and this weighted 'balance' therefore 

appeared to have two related effects. Firstly it provided a way of constructing their diets as 
'healthy', and secondly it reinforced this process, because it suggested that their diets were 

weighted in favour of 'healthy' foods. 

Reconstrucdq a 'balance' 

Another interesting role that these symbolic foods appeared to play in lay accounts of 
'healthy eating, was in how respondents talked about accommodating cbos andfoing within 

the concept of a 'balanced' diet. Moreover, as symbolism also appeared to be an inherent 

part of the 'weighing up' process, in this sub-theme I will also consider how it related to the 

idea of 'trading-off discussed in Secdon 8.23. Fundamentally therefore, respondents talked 

about how chips, or certain types of frozen or oven clips, could be part of a 'balanced diet' 

only if they were being 'traded-off' by other 'healthy' foods. 

Interestingly in the next example, the same points about the chip pan and frying pan were 

made again. However, this respondent also talked about how they would only have sausages 
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as an occasional 'treaeand so fried foods were considered to be acceptable - as long as they 

were only eaten occasionally. 

TF: You said you didn't have fried food? 

TED: No. Very rarely do we fry food, occasionally if the kids want 
sausages we'll get them, but that"s maybe once a month,... but we 
don't usually fry things. We wouldn't think of getting the frying 
pan out, or we don't have a chip pan. Just something we don't do... 

Again, in this next example, fried foods were also viewed as being acceptable, but only as 
long as this was 'traded-off by grilling (therefore reducing the fat) in other parts of a meal: 

TF: You talked about Weight Watchers and that it was about a 
'balance', can you say a bit more about that. 

ALISON: Not really. It's just like, if you want your bit of meat 
right well you've got to think well this has got fat in it, sort 
of thing. Even if you grill it or whatever, it's still going to 
be, or if you want to have chips say. If you want to have fried 
chips, have your fried chips but don't have a fried egg, fried 
bacon, fried sausage with it. Have your baked beans, or a bit of 
grilled bacon, or something like that. That's all really, 
balancing out. 

One other fascinating way in which clips were felt to be an acceptable part of a 'balanced 
diee, was if they were of the oven and frozen variety. As this particular example again 

revealed, it was the association of clips with fat, deep-frying and saturated fatý that 

respondents often gave as being reasons not to eat them. Again, dis appeared to be another 
example of 'trading-off, because relative to deep-fried chips, the oven variety by 
implication, were 'better for you: 

TF: So you talked a bit about not having rubbish, could you say a 
bit more about that? 

PHILLIPA: I dinny deep fry or anything like that, it's just a dot 
ly oil, you know, it's no' saturated fat stuff. 

TF Yeah, so what's: oh, OK. 

PHILLIPA: Like deep fat fryin' chips or whatever you deep fry. 

TF Right, so is that something: do you think that's something 
you've changed? 

PHILLIPA: I don't have a chip pan, but then we have oven chips. 

In this final example, although this male respondent talked about how "Frozen chips" 

(presumably implying oven chips) were "probably healthy". like the previous account there 

again appeared to be some uncertainty as to whether they were 'healthy' or not. 
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TF: Looking at the list do you think you're healthy in terms of 
what you've got there? 

GARY: Frozen chips. They're probably healthy eh. 

It appeared therefore that oven or frozen chips were viewed as being 'healthier' than deep 

fat frying. Although notably these two accounts also implied that there was some ambiguity 
in how they fitted into the dichotomous classification of 'healthy' or 'unhealthy foods'. 

However, the previous examples suggest otherwise, because some respondents felt that 
'unhealthy' fried chips or fried foods were acceptable, if they were balanced by other 
'healthy' foods or only eaten as an 'unhealthy' treat. Yet what links these accounts together 

with the other themes explored in Part II so far, was the way that chips and ftied foods 

appeared to represent symbolically 'unhealthy' foods. Oven chips however, do not seem to 
be attributed to either category. lberefore, this appears to provide a further example of how 

deep-fried chips and fatty foods more generally, had a meaningful influence on the way that 
lay respondents talked about 'balanced diets'. 

8.3.2 Distancing from the Scottish diet 

As I identified in Chapter 1, ScotlanTs poor health record is ftequently linked to the 
'Scottish diee. Several questions were therefore included in the interview schedule to 

explore lay views on what they thought the term meant and how they felt it related to 

themselves personally. Lay views on the 'Scottish diet' were connected with the ideas I 

raised in the previous theme, because they felt that by definition, it was symbolic of an 
'unhealthy' diet However, a further consideration in tl-ýs section, will also be an 

examination of why this symbolic view of the 'Scottish diet' also formed the basis for how 

respondents constructed their own diets as 'healthy'. 

The 'Scotdsh diet' 

In the following theme I will argue that respondents distanced themselves from the concept 

of the 'Scottish diet'. Before considering the relevance of this within the more general theme 

of "Getting the 'right' balance", I want to begin this section by exploring how respondents 

constructed the Scottish diet as 'unhealthy'. W`hile on reflection tl-ýs was acknowledged to 

be a stereotyped view of what people ate in Scotland, there was still a common shared view 

that it was a poor diet. 

Only on a few occasions when I asked respondents about their views on the Scottish diet, 

did they say that they had never heard of the actual term before. Furthermore, only rarely 
did they also talk about traditional Scottish foods, such as "mince and tatties" (Peter) or 
"black puddings [and] whiskey" (Sue). However, once I had said that the diet was 
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sometimes referred to as an 'ttnhealthy' one, they often responded by talking about how 
"everybody likes to indulge in something" (Deborah), or "Scotland is often picked on and is 

probably the same as other countries. " aim). I did also probe "how Scotland compared to 

other countries" and it was often felt that there was "not too much of a difference between 
Scotland and Eng[and" (Robbie), or some people spoke about America's bad reputation for 

obesity, for example. On two occasions, respondents' accounts had a nationalistic tone, as it 

was felt that an attack on the 'Scottish diee was a case of the English having a go at the 
Scots. 

Therefore in tl-ýs particular example, the 'Scottish dieewas not recognised as a termper se. 
However when I probed about it being "quite unhealthy", the idea of a diet that could be 

attributed generally to any one country was dismissed through a number of different 

examples: 

TF: I want to talk about the Scottish diet, can you tell me what 
you views are? 

JAMES: I have never heard of that, this is the first I have heard 
of that. So what is the Scottish diet then? 

TF: Some people say that it is quite unhealthy? 

JAMES: In general, I know a lot of people who eat junk food, 
drinking, burgers and crisps. There is a guy at my work eats a tin 
of tuna everyday with brown bread and a slice of ham. The Scottish 
diet is the same everywhere, England would be the same. When you 
go to Corfu and places they all eat well from what I have seen and 
people that I know that stay in places like that. They eat fruit 
and meats and always look healthy. You can only go by what you see 
from people at your work, I would bet that 60% of them eat crap 
especially at their work and I don't know what their habits are 
back home. 

More commonly however, most respondents (even without this probing) interpreted the 

term by talking about how it was 'unhealthy'. Yet, they also felt that it was not necessarily an 

accurate description of what everybody ate, and questioned the extent to which this 

criticism could be generalised. Moreover, it was apparent that the term was synonymous 

with the symbolic foods I explored previously, as most respondents mentioned chips or 
fried-foods: 

DEBORAH: What is the Scottish diet? (Laughter) Ahhhh what is it, 
fish an' chips an' a pint ly beer, is that what it is, I don't 
know? 

On a few occasions, some respondents offered a more detailed analysis of the idea that the 
'Scottish diet' was 'unhealthy' and talked about how it was a stereotype, or that there must 
be some truth in it, otherwise people would not talk about it. 
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NOEL: The stereotyped Scottish diet? Er, well it's quite horrific, 
high fat, food that is not good for you. Food that is bad for you 
as opposed to not even particularly good for you. Just not 
healthy. Bad. 

Despite some reservations about applying this term to everybody, the majority of 

respondents felt that there probably were more 'fried' and 'fatty' foods available in Scotland 

than there were in England and they often spoke about the excessive number of chip-shops 

and takeaways. Fundamentally, although the 'Scottish diet' was seen as a stereotype, many 
people felt that it probably was the "worst diet... compared to other countries" (Annabel): 

TF: Why might there be a lot of talk about the Scottish diet? 

TRACEY: I think it's the worst diet going is it not? It probably 
is, em, because it's the chips. There are too many takeaways, too 
many chippys, too many places like that, with chips, I mean the 
scottish fry up, I mean the fried bread and fried eggs. But then 
even when you go into like cafes and things I mean you will see it 
on the telly yourself, they have the chips with the fry up with 
the beans piled on the top as well. 

It was also apparent in the majority of accounts that respondents' views had been 

influenced through the media. Hence it was often felt that these messages were never out of 
the news and that you could never turn the TV on without hearing about how Scotland 

does have a bad reputation. Typically therefore, this respondent spoke about how 

everybody knows that Scotland is an unhealthy nation, but again questioned the extent to 

which this was "probably true": 

TF: Okay, so a couple of more questions. There's a lot of talk 
about the Scottish diet, what are your views? 

ANNABEL: It's probably true! Not all of it, but, maybe fifty 
percent. Well I don't know what that percentage is. But people are 
nowadays trying to watch what they are eating. There is so much 
that you see on the tele, and you read in magazines all the time. 
I think people aren't trying. I mean in general, they do have a 
bad diet reputation. It's probably true. 

TF: What have you seen on the tele? 

ANNABEL: Just about all these low fat things, and not frying your 
food and grilling it. You know, taking more exercise and 
everything, and all the adverts and all that, that have been on. 

TF: Is that in relation to the Scottish diet? 

ANNABEL: Yeah, aye. They are saying that we are really unhealthy 
and we should watch our diets. I think everybody knows that aye, 
it's always mentioned on the tele and everything. on the news and 
stuff like that, we are a really unhealthy nation compared to 
everyone else, you know. 
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In summary, most respondents associated the term 'Scottish diet' with 'unhealthy' foods 

such as chips and cooking methods such as deep-fat frying. VVhilst respondents shared 
some reservations about the extent to which the 'Scottish diet' could be generalised as an 
'unhealthy' one, in many cases it appeared their ideas had originated via the media. 

Distandng 

By talking about how they did not eat a 'Scottish diee, this theme explores how respondents 
appeared to construct their own diets as being 'healthy'. Hence, it will be argued that they 

appeared to draw upon its symbolically 'unhealthy' image to help them explain what they 

meant by "Getiing the 'right' balance" Complementing the theme I began this chapter with, 
this theme reveals how respondents talked about the opposite extreme of not taking'health' 

seriously enough. 

I argued above that many respondents had reservations about the extent to which the idea 

of the 'unhealthy Scottish diet' could be generalised. However, many respondents still 
distanced themselves from tl-ýs concept, because they said that it did not apply to them. 
This respondent below for example, talked about how he did not associate himself with 
"pies, fry-ups or curries" or that he did not see himself as "having that sort of diet". The 
implication here, was that these foods symbolised an 'unhealthy' diet and this formed the 
basis for how he constructed his own diet as being'healthy': 

TED: Well again, like you say from the media, we are not a very 
healthy country. I don't really associate myself with what I see 
about that because we don't eat a lot of pies, or fry-ups or 
curries or whatever we want - we just don't eat that sort of 
thing. Well curries, we do make our curries - but again I don't 
see myself as having that sort of diet. 

Moreover, the following example also provides another illustration of how respondents 
were also able to construct a positive image of their own diets, just by talking about the 
'Scottish diet'. Although they saw it as a stereotype, the 'Scottish diee symbolised an 
'unhealthy"benchmark! and then formed the basis for how they then constructed their own 
efforts as being 'healthy'. This male respondent implied that because he would 'like to 
think" his diet was better than, or nowhere near the Scottish diet, he was therefore doing 

something positive about his health. 

TF: How do you think you fit into what you said about the Scottish 
diet? 

ROBBIE: Er, I'd like to think my diet was a lot better than the 
average diet in Scotland, I'd like to think it was nowhere near 
it. 

TF: Why do you think that's important to you to feel it's better? 
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ROBBIE: Well the average, if you're basing it on the average 
Scottish diet, it's not good for you. Hopefully I'm doing a wee 
bit to improve my health. 

Furthermore, the process of using chips to symbolise 'bad' and 'unhealthy' foods was also 
apparent in these distancing accounts. In this particular example, I did not probe about the 
'Scottish diee and the male respondent talked about how he "stayed away" from eating such 

a diet. He specifically mentioned that this was for 'health' reasons and so again, this diet 

played a symbolic role in the process of constructing positive accounts of 'healthy eating: 

TF: okay, there's a lot of talk about the Scottish diet. What are 
your views? 

STUART: Aye. Erm, well I would agree, fish and chips. Chips with 
everything, erm, yeah. As I say, we try and stay away from that 
sort of area. We try and make our diet varied. I can see when you 
read the paper or see the tele, and they do come up with this sort 
of Scottish diet and sort of heart disease, it is quite 
frightening. And hopefully we don't have a sort of Scottish diet 
in this house. I hope I'm right anyway! 

This following example also illustrated how respondents distanced themselves from the 
'Scottish diet' on the basis that they were not eating certain foods. Like a number of other 

respondents, the infamous 'deep fried Mars Baewas another food that appeared to 

symbolise an 'unhealthy' diet. However, although this male respondent distanced himself 

from the 'Scottish diet', this example typified that not eating such a diet was also viewed as a 

moral issue, because anybody who did eat such foods was "crazy": 

JOHN: Well aye, you hear a lot about the 
mean I don't eat deep fried Mars Bars. I 
a barge pole. Anyone who does is crazy as 

You are wbat you eat 

Scottish diet, but er, I 
wouldn't touch them with 

far as I'm concerned. 

Indeed, moral issues pervaded lay respondents' views of the 'unhealthy Scottish diee and 

were an important part of the distancing process identified in their accounts of 'healthy 

eating. In the remainder of this section, I shall explore some of the other moral accounts 

that respondents constructed and focus on the ways they criticised those who ate the 

'unhealthy' foods associated with the 'Scottish diee. 

Highlighting the complexity with which pre-prepared foods were seen as a compromise by 

lay respondents, an over-reliance upon them was sometimes viewed as a failure to cook or 
feed a family 'properly'. Hence it was implied in this particular example, that if you could 

not "open a jar of tomatoes or something7, then there was "something wrong with you". 
This was an interesting theme, because in Chapter 6 it was suggested that many female 
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respondents spoke about a guilty feeling that they were not always able to provide a 'proper' 

meal. 'Me point made here however, seemed to be based on the idea that this was better 

than never cooking one at all and was therefore typical of how there appeared to be a 
hierarchical element to this distancing process: 

ALISON: Right, well my basic point of view is people are using 
their brains. If you cannae open a jar of tomatoes or something 
like that and add something to it, then there's something wrong 
with you. 

Related to this point about cooking skills, a more common explanation of why people ate 
an 'unhealthy Scottish diee concerned 'a lack of education'. Most respondents' accounts 
often blamed other people for not having a sufficient knowledge of nutrition. The 
implication was that if you ate a 'Scottish diet' then you were ignorant of nutritional 
information and there was a subsequent emphasis upon 'having to learn'. Here for example, 
tl-ýs was illustrated by the point about how people "never choose or take the opportunity". 
jo appeared to be suggesting that people do possess a degree of agency to change and this 
typified a view that people have a moral responsibility to look after themselves. Hence this 
female respondent also said that people have to "improve their condition": 

JO: I sometimes think education, or lack of education is a very 
dangerous thing because I see people who are on and you see on the 
news everyday, you see people who are on a waiting list for an 
operation for a year, they have coronary artery disease, which is 
a degenerative disease. And yet in that year, they never choose or 
take the opportunity to lose any weight. And by losing their 
weight and changing their diet it would improve their condition 

However, the view that a poor diet could be explained in terms of education, was also 
related to how several respondents also talked about the relationship with 'healthy eatine 
and physical appearance. In this example therefore, the effects of eating a poor diet were 
represented by people's 'looks" and this male respondent made a moral judgement about 
"how" people who look 'unhealthy' must be "living": 

SCOTT:... I mean, I'm no dietician, but you can look around in the 
street, and you are what you eat, and sometimes you look at 
somebody, you've got a rough idea of how they are living. 

On a number of other occasions, respondents constructed accounts concerning physical 

appearance based around the familiar adage of "you are what you eat". Therefore, they felt 

that if you were going to eat "junk food", or "chips", then it was going to have a negative 

effect on the way you look or upon your %eal&. 

TRACEY: Well it's true what they say, you are what you eat, if you 
eat a lot of junk you end up unhealthy, bad skin, bad hair, things 
like that. 
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Similarly in the following example, I followed up an earlier comment where this female 

respondent had mentioned that "you are what you cat". Likewise, she again constructed a 
moral account about how a poor diet made you look like a "slob". 

TF: So can you say a little bit more about what you mean by you 
are what you eat? 

ALISON: Well if you eat fries right and sweeties and chocolate and 
all the wrong things and drink beer all the time, right you are 
going to be a slob and inside you're going to look hellish, and 
you know it tells. You cannae do the toilet right or you go the 
other way don't you, do you know what I mean? You've had too much 
beer sort of thing. 

By talking-about how people had to 'look after themselves', this respondent typified how 

these accounts were constructed as moral issues. Again, this appeared to be reflecting a 
common theme in the interviews, that 'healthy eatine was something you had to 'work at'. 
Interestinoy, like the accounts which explained that the Scottish diet could be attributed to 

poor education, the influence of external circumstances beyond people's control was again 
mentioned. Yet overall, it appeared in many cases that "you are what you eat" because you 
'choose' your lifestyle. Like several other examples, these accounts were often phrased 
apologetically, which appeared to be an attempt to offset the moral judgements that were 
being made: 

SCOTT: Well, to a certain extent, somebody, this might sound quite 
well. Well somebody, well with an obvious weight problem is going 
to show that their intake on certain foods is greater than it 
should be. Er, there again, somebody, I've seen in the hospital 
environment with poor oral hygiene. They are what they eat, in a 
lot of cases, they are not getting the right supplements, the 
right vitamins. People, even their skin condition, their pallor, 
their energy. You've got to. It's like a boiler, you've got to be 
stoking it, putting the right things in to get the right effect, 
and get the best out of it. So I mean, in these respects, probably 
working within the health environment, it gives you a wee insight 
into how they are actually looking after themselves. A lot of it 
is down to food. There are obviously other external circumstances, 
but a lot of it can be down to a poorly maintained diet. 

Furthermore, one of the other ways that respondents distanced themselves ftorn the 
'Scottish diet', was to talk about how they themselves could afford to eat well - so a 'lack of 

money' was constructed as a further reason for why other people eating so badly. Again, 

such accounts suggest that this distancing process was hierarchical. This was because several 

respondents constructed the 'Scottish dice as a 'class' issue and associated it with "deprived 

areas" (Annabel). Alternatively, people who ate such a diet were "working class" (Deborah). 

Respondents seemed to be implying that they did not see themselves as fitting into this 

category, which was interesting considering the way I had recruited this sample. This may 
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however be an indication of how I did not recruit people ftom the lowest social class 

groups (see Secdon 5.4.4). 

Although respondents talked about how people were forced into eating a poor diet (which 

conflicted with the idea of 'choice), their accounts appeared to be based upon the 

assumption that if you lived on a low income, you would be putting "chips" on the table. 
This particular example revealed how chips were again used symbolically to represent an 
'unhealthy' diet 

SIMON:... probably to do with money wise as well. If you look at the 
prices of food. Well, we can afford it, we have got a double 
income, but if you're on a single income and you've got three, 
four kids, then I can imagine that quite a lot of people would put 
chips and beans and that on the table. 

In this final example however, a qack of money' was constructed as a reason for eating a 
'Scottish diet', but an assumption was again made about the 'type' of person who was likely 

to eat in this way. In this case, "single" and "divorced" parents were thought to be more 
likely to eat a poor diet and to take the 'easy' option of buying cheap frozen food. 

Interestingly, as I mentioned above, this account was also phrased apologetically (Le. "it's a 

shame'ý- 

TRACEY: Money does, yes. Em, because you see all these em, like 
the freezer shop type places and that, I mean some of the stuff 
that they try and sell, but people buy it because it's all they 
can afford. I mean there are an awful lot of like single parents, 
divorced parents or whatever that maybe don't even work so they 
are living off whatever they get from the government, but they 
can't afford to go out and buy chicken and fish two or three times 
a week so it's like convenient things like 99p for four out of 
Farmfoods and rubbish. But em, they are living off it because it's 
all they can afford, so and it's a shame. 

So through a process of distancin& lay respondents appeared to construct 'healthy eating as 

a moral issue and as an imperative wl-ýich had to be worked at and achieved Yet the main 
implication of this view appeared to be that their own diets were in some way healthier, 

because they did not have a 'Scottish diee. Nevertheless, although the Scottish dieewas 

seen as a stereotype, it still appeared to act as 'benchmark' in the hierarchical construction 

of the 'wrong dietary balance. 

8.3.3 Summary of Part 11 

In Part II, I have presented two different but related themes. What was most interesting and 

common to these two themes however, was the role that certain foods and cooking 

methods appeared to play in the process of distinguishing 'healthy' and 'unhealthy' eating. 
Hence chips and deep-fried foods had a particularly symbolic meaning, in that they seemed 
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to help respondents construct their own diets as 'healthy'. Yet the construction of accounts 
based upon these symbolic foods appeared to be a hierarchical process which was 
associated with a dichotomous construction of 'healthy eating. Iberefore it seems from the 

evidence presented here, that this symbolism was meaningful for two reasons. Firstly it 

allowed respondents to talk about being 'healthy' or 'unhealthy' and secondly, these 

categories were related to a process where respondents distanced themselves from people 
who they thought were eatingunhealthy' diets. 

8.4 Chapter summary 

I argued in Part I that there appeared to be a reality gap between the ideology of a 'balanced 
diet' and how respondents were achieving or accounting for this on a day to day basis. As I 

revealed in Part II, symbolism was also used to support this *idea of a 'balanced' diet, 

through the processes of 'weighing up' and 'trading off. 7bus, respondents were 
emphasising that the metaphorical weighing scales were weighted towards the 'good' and 
therefore 'healthy' direction. It seemed though, that the idea that 'you are what you don't 

eae also supported the idea of a holistic 'balance', because it emphasised how it was 
important to get the 'right' balance. So morally, not making the 'right' food choices, or even 

not being able to, was presented as beingwrong and a moral failing. 

This was an interesting process, because in Part II argued that respondents felt that being 

too fanatical about what you were eating was also not a good thing. Yet the idea that "You 

are wbat you don't eat" appeared to address the other and more 'unhealthy' extreme, while also 
helping respondents to construct what they meant by the 'right' balance. Although they 

talked about a need to be relaxed and happy with what they were eating, 'healthy eating! 
could not be left to itself, as it was constructed instead as something which had to be 

achieved. Speaking reflexively on this matter, if the interview was perceived as a test on 
'healthy eatine and as a way of testing respondents' moral obligation to be 'healthy'; then 

respondents constructed the 'righe balance as a way of both passing the test and 

simultaneously accommodating any failings. 
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9 The Othering of 'healthy eating advice' 

9.1 General introduction 

By continuing to examine lay understandings of the relationship between food and health, 

this chapter explores how lay respondents prioritised their own understandings of 'healthy 

eating over and above the advice of health professionals. I argue that from the lay 

perspective, 'healthy eating advice' was stereotyped as a generalised concept and 
characterised by an Othering process (see below). Any uncertainties raised by this distancing 

process however, appeared to be played down, because respondents felt that the advice of 
health 'experts' was often neither relevant nor practical. They justified this, because they felt 

that their current state of good health was evidence of how they were already eating a diet 

that was supporting and maintaining their health. 

Othering 

The process by which respondents distanced themselves from 'healthy eating advice' is 

conceptualised in this chapter as an example of 01hering. According to Humm (1995: 156), 

this concept was developed by Simone de Beauvoir in The Second Sex (1953) "to explain 
how, in patriarchal cultures, 'woman' is set up as the negative, the inessential, the abnormal 
to the male". Surprisingly, the concept has received very little attention within the sociology 
of health and illness. Hall (1997) however, has located the concept within the field of 
cultural studies and considers the way that 'representations' are produced as stereotypes. 
'Difference' he argues, can be represented as the Other; while the process of Othering 

stereotypes meaning by reducing and simplifying how we then come 'to know'. 'Mus for 

Derrida (1972: 41), this is also hierarchical, because Othering splits meanings into 

dichotomous types, where one term governs and has the "upper hand" over the Other. The 

relevance of this analytical concept will nevertheless become apparent as I explain this 
distancing process. 

9.2 Part 1: 'Common sense healthy eating', the body never lies? 

This first section explores how lay concepts of 'health' appeared to be deeply embedded 

within the context of respondents' everyday lives. The purpose of this section is to identify 

the different ways that respondents appeared to make sense of 'healthy eating, by 

examining how they talked about 'knowing their own bodies. However, analysing these 
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accounts at the beginning of this chapter will help to appreciate the discussion of 'healthy 

eating advice' in Part II. 

Respondents' accounts of the relationship between food and health can be justifiably coed 
ecommon-sense' accounts, because they were presented as being sensible and familiar. 
Typically, respondents explained confidently that because they were 'healthy, this was 
therefore evidence that they must be doing something right and also that their diet was 
having a positive effect upon their health. In the majority of examples, and despite a sense 
of autonomy in these accounts, respondents also spoke about how they were hoping that this 

was the case. Very rarely were these views replaced by over-confidence. 

9.2.1 Proving 'healthy eating' 

It was apparent during the interviews and subsequent analysis that respondents would often 
talk about how "I feel healthy" (Scott), or that their family kept "fairly healthy" (Caroline). 
They then talked confidently about how this in itself was a form of eddence that what they 

were eating was supporting and maintaining their 'health'. However, as explained in Cha t er 
5 (Metbods), this was perhaps not surprising considering I had asked GPs to recruit patients 
who did not suffer from any chronic disease or illness. 

Towards the beginning of the interviews, I asked respondents "How important is food and 

eating to our health? ", which was an attempt to explore their views on the relationship 
between food and health more generally. Although the accounts were often located in a 
context where eating was also associated with other requirements (such as pleasure in 
Gapter 8), there was a consistent response that it was "very important" (Amanda) and "you 

can [only] do without food for a while" (Simon). In most cases, respondents elaborated on 
these more concise answers and spoke about a variety of health reasons to explain why it 

was an important relationship. This helps to suggest that in general, respondents were aware 
of the contribution that food can make to health and its value in preventing disease and 
illness. As the example below illustrated, these typically included "heart" and "stroke" 

problems, or also issues such as digestion and occasionally cancer. 

TF And how important is eating to our health? 

PHILLIPA: I know it should be very important an' you should watch 
what you eat an' things like that for your health, for a variety 
ol reasons. 

TF Mmhmm, right, for example? 

PHILLIPA: Heart, stroke, blood pressure, just, I suppose there's 
loads ly things health-wise. 
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Importantly, only in one interview out of thirty did a respondent actually question the 
importance of eating to health. This particular man said that he thought that other lifestyle 
issues were more important. However, in another part of the interview he had also 
mentioned that he thought "too much beer" caused his weight problem and so this 

particular issue might explain this anomaly in the sample. 

TF: What importance do you place on eating a diet relating to 
health? 

JIM: No. Not very important. If you're exercising and watching 
what you drink. Drugs and smoking is taboo so that's the top two 
you wouldn't want to get involved in. Then your drinking. You 
should limit your drinking for your health and then maybe your 
food, your diet. I'd class it about fourth. 

Respondents nearly always talked about their health in the short-term, which was apparent 
in response to questions which asked them to consider if they had one view which summed 
up how they felt about 'healthy eating or 'health' more generally. Hence when asked if they 
had one view which summed up how they felt about 'health', many respondents would talk 

only about their current health and said that while they recognised they could probably "do 

better". they were generally happy. 

JOHN: As far as I'm concerned, we do okay. We could probably do 
better, things we could cut down on, and things we could do 
better. But generally it's okay. 

Or alternatively when I asked them if they had one view which summed up how they felt 

about 'healthy eating, they would talk about how they were happy with their diets. This 

reflected a view held more generally, that they did not really need to "change anything' 
(Phillipa) about their diet or that it was not really something they worried about. 

JAMES: ... I am quite happy eating what I and Catherine are eating. 

Noticeably, when they were asked to talk in more detail about being happy with what they 

were eating, respondents rarely mentioned 'health! concerns and were more likely to focus 

upon the compromises they had to make at mealtimes. This also links into the views I 

explored in Secdon 7.22 on Compromising. 

TF: Are you happy with what you eat? 

NICOLA: Generally. I think there's a difference of opinion, I mean 
Peter would eat boiled potatoes every night. And you know he likes 
them boiled, and I like them mashed. 

However, when discussing these issues in more detail, respondents often presented their 

current health as evidence that they hoped what they were eating was having a positive 
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effect. This therefore typified how they were trusting this type of evidence, rather than 

claiming that it was an established truth. Such constructions were often emphasised by the 

phrase that: I must be doing "something right" (Scott), or additionally in this case, the 

phrase "touch wood" also suggested that a certain degree of luck was involved. While such 

accounts implied that there was a positive relationship between their diet and their health, 

they also often drew upon the more negative absence of illness to support this idea. So 

because this female respondent said that "None of us, touch wood, are ever ill" or "never at 
the doctors"', then she felt that as far as 'healthy eating! was concerned, she "must be doing 

something right". 

TF: Why do you think people eat what they do? 

CAROLINE: That's a really hard question. I don't know. Because 
they like what they eat. You do try to think well is that good for 
you. None of us, touch wood, are ever ill, never at the doctors' 
so I think well you must be doing something right 

Although such accounts were constructed during the early stages of the interview, they were 

also more common in discussions about the potential role that GPs could play in providing 
'healthy eating advice' (see sec6on 9.4.25. Respondents constructed similar accounts about 
how "they were never ill" or "rarely at the doctors ... . again revealing how 'health' tended to 
be defined dichotomously as the absence of illness. It was also noticeable that women 
(much more than men) would talk more about "healthy families" rather than just 

pter 6. themselves. This may of course reflect the gendered roles I explored in Cha 

TF: How often do you see your GP? 

ANNABEL: Not very often actually. I was there a couple of weeks 
ago, that was like the first time this year, so quite a healthy 
family. Not really at the doctors' very much at all. 

The male respondents however, did talk more about their own 'healtw. Although they often 
drew upon the same idea that they were never ill, they also talked more positively about how 

they could do "the things they wanted to". On a few occasions, some men said that they 

"were able to keep up with their children when playing sports" or "that they were fit and 
healthy". Although this next male respondent felt that he had a"pretty negative attitude", he 

also explained that this was a not a problem, because "at the momene' he "can do 

everything' he wanted "to do": 

JOHN: Unless it was to affect me and I was to have a problem with 
it, then I would do something. It's probably a pretty negative 
attitude, but er, at the moment I can do everything I want to do. 
I've been cycling and I can keep up with her. The boys at camp. It 
doesn't affect me at the moment. 
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Interestingly, the phrase "It doesn't affect me at the moment" was often implied and was 
very rarely explicitly stated. This typified the degree of trust that most respondents placed in 

their present health, rather than considering or basing their accounts on any future 

consequences. In some interviews however, respondents said that this was not a topic that 
that they ever really gave much thought to and the short-term idea that 'you do not think 

about it until it is too late' was also fairly common. Such accounts appeared to imply that on 
the whole, respondents felt that health was something that they took for granted. This was 
illustrated in the following quotation: 

CAROLINE: You probably don't honestly think about it that much 
until you sit there and ask me all these questions! Then you 
really sit and think about it and I think possibly when you really 
think about it, it's maybe going to be too late. If you've not 
done it right and I'm not saying we're doing it right, if you've 
done it wrong and you end up with something wrong with you, you'll 
maybe think about it more then. Like if you drink too much, it's 
probably going to be too late before you give it very much 
thought. I think eating is the same. You maybe think you're doing 
ok, hope you're doing ok or you know you're not doing ok but you 
don't do anything about it until its too late. 

When I did ask respondents about what they thought would happen when they got older, a 

sense of 'vulnerability' was sometimes implied. However, they rarely talked about how what 
they were currently eating could influence their long-term health. Here, Ted's idea that "as I 

get older I will have to be more careful", suggested that such matters were being deferred to 

the future. 

TED: Well I have put on weight the last few years, but maybe 
that's because I'm getting older. I can't do what I used to, and 
you are going to spread out a bit. On my mother's side of the 
family, they are not so much heavy but they are not skinny on that 
side. So I do take after my mum, and the chances are as I get 
older I will have to be more careful. 

So, the majority of respondents talked about their short-term health, and how they currently 
felt 'healthy' and were happy with what they were eating - future consequences were 
therefore rarely raised as an issue. In accounting for the relationsl-ýp between what they 

were eating and a perceived state of good 'healtW, different ideas were raised as evidence 
that their diets were 'healthy. While this relationship was defined both negatively and 

positively, such understandings of 'health! were often based upon a dichotomous view that 

they were 'healthy' because they were not 'ill'. However, although they sometimes said they 
felt that they were taking tEs relationship for granted, this was also constructed with a 

certain amount of trust, especially because they seemed to be hoping that this was why they 

were 'healthy'. 
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How the boiý alorks 

These ideas of 'never being ill' or alternatively being'fit and healthy', were in effect, indirect 

ways of talking about health in terms of the body. However, there was also a much smaller 
theme where respondents talked about how their bodies worked and which were based 

upon a 'machine' metaphor of the body. Whereas the more indirect accounts treated the 
body as a 'black-box', these embodied accounts were drawing upon ideas concerning their 

own internal workings. Yet because they were asserted as a more conclusive form of 
evidence, the noticeable consequence of these accounts was that they tended to produce 
less uncertainty than I identified in the previous theme. 

On two occasions, respondents talked about how their body would "tell them what they 

needed to eae,. One male respondent spoke about how he would eat a Mars bar if he felt 

that his body was telling him that he needed more energy. In this similar example below, 

Sue talked about a range of different ways that she listens to her body'. However, unlike 
this example, surprisingly very few women talked about a particular relationship with food 

during pregnancy. She said that she was a "great believer in... that your body'll tell you" and 
that her body will "objece' if and when there is something wrong. 

TF: So as knowledge changes, how would you decide which things 
that you will actually pursue and which you won't? 

SUE: ... I'm a great believer in, eh, that your body'll tell you, like 
at the moment I can't: too many processed foods, my body will give 
me indigestion, you know. Things I would normally eat I can't eat 
cause my body objects to it, you know. Then there's also the eh, 
with the pregnancy, the you have to keep up your vegetable intake 
or you get terrible constipation, you know, so that's your body 
again saying. 

Also in an embodied sense, in two male interviews the analogy of an MOT test was used to 

explain how they felt that they knew how their bodies worked. In both examples, the 

respondents had been in hospital and had undergone tests. This also suggests that along 

with lay ideas about health and illness, medical experiences can play a contributory role in 

how respondents were constructing accounts of their own health. 

Doctors had told both respondents that they had very low cholesterol levels and were 

therefore less likely to suffer from heart problems in later years. Meaningfully therefore, 

these were one of the very few occasions when respondents did relate their short-term 
behaviour to long term health concerns. Interestingly, they both appeared to recognise that 

they were not infallible, but that they could probably get away with more than most people 
because of the 'types' of bodies they had. Such experiences were again presented as a form 

of evidence or 'proof' that they could probably do what they wanted. Nevertheless, even 
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though they had felt very tempted to carry on, they also explained that they had changed 
their health behaviour. This suggested that despite drawing upon an individualistic idea 

about how people have different 'types' of bodies, there was still a sense of vulnerability in 

these accounts about their own health. 

RICHARD: ... I had a good MOT, it was good to have it. They wouldn't 
have known from my lungs that I was a smoker, so it was very 
tempting to carry on, because I know people who live to 90 and are 
still smoking. Erm, the tar hadn't collected on my lungs, why? I 
don't know. My lungs were clear apart from the fluid, and my 
arteries were fine, although I ate an enormous amount of 
cholesterol, the cholesterol tests were good. I was burning all 
the cholesterol I ate away... 

The final example in this section stood out as being very different from the other lay 

respondents in this study. Unlike the majority of respondents who appeared to put a certain 
degree of trust in the evidence that they stated, this male respondent appeared to think that 
he could eat whatever he liked and it would not make a difference to his health. Although 
Gary's understanding of health seemed to be based around "weight", he appeared to 

construct a sense of immunity to having to think about these issues. As in the case of a 
MOT test, thýis appeared to tell him something about the 'type' of person he was. Yet 

'hoping or 'trusting! did not appear to be the issue here, as he implied that this was 'proof' 

that he could eat what he liked, because he "couldn't get fat if [he] tried". 

GARY: It doesn't bother me. I've never put on a pound in my life. 
I've always been the same size and shape. I can eat anything or no 
eat something one day and I lose weight so. I'm just that kind of 
person. 

TF: Some people say that these sort of things don't apply to you. 

GARY: That's right. 

TF: Is this how you feel? 

GARY: As I say, I've never put weight on in my life so. I couldn't 
get fat if I tried. 

TF: What importance do you place on eating in relation to health? 

GARY: I wouldn't say a lot of importance. I'm happy with what I 
eat. It's no affecting my health so I just eat what I've been 
eating for years. 

y works" were only expressed by a mino of While accounts about 'How the bod rity 

respondents, they do reveal some of the diverse ways in which evidence about the 

relationship between food and health were presented. Such accounts appeared to be both 

individualistic and autonomous and were focused upon a sense of knowing that was based 

on ideas about listening to the body or the 'type' of person that you are. Despite the 
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confidence and autonomy with which most of this evidence was presented, the emphasis 
was again more about a sense of trust, rather than absolute truth. 

9. Z2 Summary of Part I 

Lay accounts of 'healthy eating appeared to be located within an everyday sense of 
'normality', demonstrated by the way that these respondents spoke about their 'health' being 

something which they took for granted. These views however, were largely based upon 
respondents' claims that they were never ill or that they had the energy to do the things that 
they wanted to do. Confidently, with a sense of autonomy, they regarded this as evidence 
that their diets were supporting and maintaining their health. Yet it is also important to 
highlight how these were constructed as matter of trust, rather than as a matter of fact. 

Although the relationship between food and the body was presented as a matter for 

personal responsibility, medical concepts of health also appeared to influence these 
ccommon-sense' approaches. Two identifiable examples were a perception of 'health' and 
illness based on going to see a GP, and ideas about 'types' of people who will be more likely 

to have certain problems. 

It is my suggestion that an understanding of the meanings which form the basis for these 

views of food and health, are fiinda 
, 
mental to understanding how lay respondents talked 

about and evaluated a range of 'professional' advice on 'healthy eatine. The 'common- 

sense' ideas explored here were based on respondents' personal experiences and 
independent ways of knowing. Ultimately they concerned the here and now and appeared to 

make sense because they could be trusted by everyday validation. So in some sense at least, 

the 'body never lies'. 

Therefore in Part II, and Part III, I will turn to see how these meanings were applied to the 
lay respondents' understandings of 'healthy eating advice'. 
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9.3 Part ll: The practicalities and relevance of 'healthy eating advice' 

The interview schedule was designed to explore lay views on 'healthy eating advice' as an 

actual term. Like many of the questions, these were placed strategically after a general 
discussion on food and health and also before the more specific focus on GPs discussed in 
Part III. Responses were normally unprompted and in general, respondents spontaneously 
identified the term with a range of different health messages from several 'professional' and 
commercial sources. 

However, this theme explores both how and the extent to which lay respondents 
stereotyped 'healthy eating advice' as an impractical and irrelevant concept. I will then 

explore how lay views were based on stereotyped ideas about how it did not make sense or 

was not necessary to take all this advice "on board" and that certain 'professional' advice 

was hard to follow because it could not be trusted. Finally, I explore how the effect of these 

criticisms was demonstrated by the idea that it was more important to 'go your own way'. 

9.3.1 Taking advice Oon board" 

At certain stages, respondents appeared to be treating the interview like a 'tese. This 

appeared to be constructed here with an imperative that it was important to be seen to be 

aware of, or to take 'healthy eating advice' on board. However, respondents often gave very 
few specific examples of advice and any health promotion messages which they spoke about 

were often mixed with other forms of advice because they said that it was all the same or 
they had heard it many times before. Respondents therefore talked about the importance of 

not being ignorant about 'healthy eatine, but this was set against their more serious concern 

of how it did not generally make sense to take 'healthy eating advice' on board. I will 

suggest that this concept of awareness appeared to be a product of a dilemma that was 

raised by exploring 'healthy eating advice' in the interview. 

To begin with, it was apparent that respondents identified many sources of 'healthy eating 

advice', which often did not include the advice of health professionals. Sometimes, as this 

example typified, respondents would mention the actual sources where they had seen or 
heard advice, rather than identifying where it had originated from: 

TED: Yes, just on television or in the papers - you don't get many 
leaflets through the door - but just television papers and radio 
just the media. 

However, there were also some gendered differences in their accounts, because when asked 

about sources of 'healthy eating advice', women were more likely to talk about slimming 
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clubs such as "Weight Watchers" or "Scottish Slimmers" (which reflects the discussion of 
dieting in Secdon 6.2. -ý. As this respondent typified, in addition to slimming advice, some 
'healthy eating advice' came from commercial sources, but this was mixed together with 
other advice on the television and in magazines. 

RACHEL: Well I went to Weight Watchers, so I've got some advice 
from there. Em, you hear it even at the shops, some of the things 
that the shops say, you know low fats or healthy eating you know 
on the boxes and different things like that. And you hear it on 
the television as well, even in magazines. 

Nevertheless, any mention of advice which had originated from health service professionals 
such as doctors or nurses was less common. Few people may have mentioned this as a 

source of advice because the screening process was designed to ensure they did not suffer 
from chronic disease or illness. As I will explore in Part III, very few respondents actually 

said that they had received 'healthy eating advice' from GPs (however these accounts will be 

discussed in a different thematic context see secdon 9.4.2ý. 

JENNIFER: Eh, probably Doctors and em: I know when I was in 
hospital wil appendicitis when I was younger, they would obviously 
talk about balanced diets. Eh, we've seen it on the telly an' 
maybe older patients an' things like that, when they try an' bring 
in certain, or specific diets for certain diseases and whatever, 
high cholesterol. 

Nevertheless, although GPs were rarely mentioned as an actual source of information, 

respondents sometimes said that they had seen leaflets in their surgery: 

TF: I mean where might you have seen or heard advice and 
information from, on healthy eating? 

PHILLIPA: I've picked up leaflets at the Doctors. 

TF: Oh right so the Doctors, yeah. And what have you seen in 
there? 

PHILLIPA: Well they give you lists ly what's good for you and tips 
on cookin' it like as opposed to fryin' the things, grill an' just 
wee tippets I suppose, as I say, usually magazines. 

It was also very common that respondents would talk about how they were 'aware' of a 

range of advice and information. Alternatively some respondents said that 'healthy eating 

was something that they were increasiney becoming aware of over time and on a number of 

occasions they also said that they should really be giving it more thought than they currently 

did. Tlýs male respondent for example made this point about awareness, by talking about 

how 'healthy eating advice' "makes you... sit up and think": 
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KEITH: But I am sort of, you are sort of nowadays you are made 
more aware of sort of healthy eating and that eh, which does makes 
you sort of sit up and think I suppose. 

Similarly, this female respondent talked about seeing a doctor on the television and it had 

made her "realise" about the fat and sugar content in food: 

TF: What sort of doctor programmes? 

CATHERINE: Well you know, like in the mornings they will have that 
Dr Hilary Jones or whatever, you watch things like that and you 
are getting a wee bit more information about how much fat is in 
things and even like juice and things like that. You don't realise 
the sugar content and things like that. 

On the vast majority of occasions, when attempting to explore this notion of 'awareness' 

further, it was particularly interesting that respondents often gave very few details and rarely 
distinguished one element of advice from another. I asked what particular or specific advice 
they could remember and often respondents would actually give none at all. When I probed 
this male respondent, he said that "nothing really stands out" and that "No campaign" had 

really been "pushed": 

ROBBIE: I don't know. Papers, magazines, something like that. I'm 
not aware of having read anything really that's grabbed my 
attention. 

TF: Can you think of anything in particular? 

ROBBIE: Nothing in particular, no. Dunno. Nothing that really 
stands out. No campaign that's really being pushed. 

However on a few occasions, some respondents did mention a few key health promotion 

messages or approaches to 'healthy eating, such as "fruit and vegetables" (Stuart) or a need 
to "reduce cholesterol" (Alison). Both these two examples provide a typical illustration of 
how a few types of advice were often presented around a statement that they could not recall 

anything specific, but again they made little distinction in explaining what the term 'healthy 

eating advice' meant to them. The first respondent mentioned "not a great deal actually" 

and the second again said that "notl-ýing stands oue,. 

NOEL: Not a great deal actually, there's bits of nutrition. 
Awareness of daily intake, what you should and what you shouldn't 
be eating. 

TED: Nothing in particular, just in general - you know there is 

nothing that stands out - just a general thing you get the message 
that eating fruit and veg. is healthier for you 

Although rarely stated, some respondents did actually talk about why they provided very 

view examples. The phrase below that "I think they all tend to say the same thing anyway", 
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appeared to reveal how specific messages or sources were not being recalled or provided, 
because all 'healthy eating advice' was viewed and constructed collectively. 

NICOLA: The one about vegetables. Having an influence on cancer. 
The one recently. So you get things off the news. But I never 
really pick up leaflets or things like that about healthy eating. 
I think they all tend to say the same thing anyway. 

The ideas that respondents were aware of advice, but thought that nothing stood out or that 
it was "all the same thing', suggested that they were evaluating 'healthy eating advice' as 
being in some way important, but also a type of information that they were 'switching ofe 
to. One of the more pervasive themes about 'healthy eating advice' helps to supports this 

possibility and may help to explain why they were often not talking about specific or 

particular messages. Respondents spoke about how 'healthy eating advice' was ubiquitous 
and that it was "never out of the news" (Annabel). As this typical example revealed, 
accounts were often anecdotal, as respondents would sometimes provide extreme examples 

of what they had heard: 

JOHN: I canft think. There's always stuff on the box if you watch 
any of these health or medical programmes. A guy on 15 pints a 
night type thing. Just recently George Best, his liver, that's not 
food it's alcohol. There was a thing in the paper yesterday, a 
woman who was 35 stone and confined to bed, and it makes you 
wonder how she got in a situation like that. Things like that. 

Similarly, in several other cases, the language of warfare was often invoked, as respondents 
felt that they were being bombarded by advice or in this particular example, it was "coming 

at you from every direction". 

NOEL: ... Erm, I don't know, I suppose messages coming at you from 
every direction all the time, not something that I consciously 
take notice of, it's something that er well I am paying attention 
to it, so I suppose at some stage, somewhere it's gone in. 

As this above example suggested, the idea that some information had "gone iný'whilst also 

simultaneously conceived as "not something that I consciously take notice of', revealed a 

more elaborate notion of 'awareness' than I referred to previously. Such a view suggested 
that respondents felt that they had enough advice and that the sheer 'volume' and 'intensity' 

was altogether unnecessary. Although as I have mentioned already, such views were often 
implied, rather than explicitly stated. 

The following three examples provide an illustration of this 'saturation' process in more 
detail. The first respondent however, was more articulate than most in her explanation of 
being overwhelmed by the volume of 'healthy eating advice'. While she unusually described 

more specific and detailed advice than most other respondents, she talked more typically 
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about how only 'so much' advice can be "taken on board". However, not everything could 
be and she implied that taking the advice too seriously would be impractical. 

CAROLINE: It is useful and there are certain things that do stick 
in your mind about anything that you read. Your fruit and veg, the 
five pieces a day. I must admit I have that quite often in my 
mind. Like today I've probably said to myself even for them I'll 
have a couple of apples and I've had a couple of apples already 
and then with the salad I would class that, depending on how much 
I eat maybe two or three. I think well I'm almost there, maybe not 
quite today. So things like that that stick in your mind. It's not 
hard to remember but you do take it in. Even with the semi-skimmed 
milk they say it's still good. That's useful information but 
sometimes it can get, I don't watch that much television but it 
can be a bit. Every time you open the paper in January, there's 
this diet and that diet they can be a bit. 

Reflecting the themes raised in the previous analysis chapters, a number of respondents also 
talked about the difficulties of following 'healthy eating advice' too seriously, especially 
because you had to consider people's likes and dislikes. Several respondents talked about 
how it was not always possible to eat fruit and vegetables all the time, or as I explored in 

Chapter 8, there was also a need to eat foods that you "enjoy" and like the "taste" of This 

respondent therefore mentioned that you could not pay attention to everything that was 
being said: 

MARY: Well just if you're reading the magazines or something like 
that. I'm always interested in reading things like that. And erm, 
I don't suppose I carry out all the healthy eating advice, but you 
take on board, what is important, but it does tend to depend on 
people's likes in the family and everything. 

This example below was more negative than most and it revealed a more extreme example 

of how respondents felt that it was difficult to follow all the advice that they were hearing. 

This male respondent therefore summed up his response to all this advice, as "going in one 

ear and out the other". Again, this appeared to be more a matter of 'awareness' than how 

such 'healthy eating advice' related to everyday behaviour. 

KEITH: I mean I've seen the adverts and that, and I've seen the 
television but really it just goes in one ear and out the other, 
you know, you don't sort of stop and think about it. 

Respondents' accounts appeared to have been based upon a stereotyped understanding of 
'healthy eating advice', and health promotion messages themselves were rarely mentioned or 
distinguished from other advice. 'Mese accounts therefore appeared to suggest that they had 

preconceived ideas about the value of 'healthy eating advice', and a view that this advice was 
'all the same'. Such understandings did however appear to present a dilemma. Hence the 

terms 'aware' and 'on board' were metaphors of the mind, which implied that there was a 

conflict between an obligation to know and how knowing was at the same time problematic. 

148 



Moreover, the idea that advice will betaken 'on board' implied that 'advice'was a factor that 

at best may be considered, but that following it to the letter was fclt to be impractical. 

9.3.2 Trusting advice 

One of the main themes respondents constructed in discussing the concept of 'healthy 

eating advice', was how it was difficult to trust the providers of advice and information 
because 'they' were constantly changing and contradicting themselves. Indeed, this 

anonymous and generalised 'they' appeared to be a further indication of how 'healthy eating 
advice' was stereotypically constructed as being "all the same". Exploring how respondents 
viewed the professionals who provided such advice will therefore help to explain why 
'healthy eating advice'was viewed with such scepticism. 

As I demonstrated in the previous theme, I had asked respondents to talk about where they 
had seen or heard 'healthy eating advice' and information from. Although they identified a 

range of different sources of information (which were rarely differentiated), their criticisms 

were normally directed at two different types of advice. Noticeably however, they often 

made the same criticisms regardless of which one they were talking about. 

The first example was a concern about food manufactures and several respondents 

mentioned the same type of products. Respondents often stated or implied that they were 

sceptical about what "sort of miracle" (Nicola) a yoghurt or margarine which was meant to 
lower your cholesterol could actually do. Although price and taste were also mentioned as 

contributory factors, the key concern appeared to be doubts about placing trust or putting 
faith in the claims that were being made: 

SCOTT: That, in the wee bottles, Yakuu [misquoted, real name 
Yakult] or something like that. It's meant to be good for your 
well. Er, I'm just a bit sceptical about that, because it just 
seemed to appear from nowhere, and maybe it's just the thought of 
the culture stuff. It doesn't appeal to me seeing the likes of, 
well I detest yoghurt. It's possibly, well it might be really good 
for you. If somebody was marketing that and came round to our 
house like you are surveying here, and said we are bringing this 
product out, and here's the data on it. Like the products I use at 
work. You've got to have the data sheet before you can use it. 
You've got to read that, er and you think well, er that sounds 
good. It's authentic. I'll give it a go. Just to see something 
appear, er no. Call me old-fashioned if you like, but maybe I'm 
just slightly sceptical about these things. 

The majority of criticism about 'healthy eating advice', was however, directed towards 
texpert' scientific advice which appeared to have originated via the media. Yet, respondents 

rarely talked specifically about who the 'experts' were. Instead, they spoke about how 
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science could not be trusted because of the quality and nature of the advice that was being 

given. Some comments specifically concerned the authoritative basis on which certain 

scientific truths were grounded and a common view that you cannot trust scientific 
information anyway. In some cases this view was also extended to the idea that you cannot 
trust anything that was being said. 

RICHARD: Don't believe anything you read anywhere, I honestly 
believe that. As far as food statistics go. 

A similar related point was the idea that the 'experts' could sometimes be wrong. 
Respondents often made such views very assertively, which implied that they were not just 

challenging the 'experts', but that in some way they also knew better. This appeared to 

suggest that the very basis of scientific authority and right to be called an 'expert' was in 

doubt. This was typified by the following idea, that "If you listen to the experts it's the 
difference between life and death". 

TF: Okay, so how important is eating to our health then? 

PETER: If you listen to the experts it's the difference between 
life and death. If you eat the right stuff it fights off cancers, 
it stops heart attacks, it seems that it's the be all and end all 
of the world for you. But however, I believe that experts quite 
often get it wrong, erm. 

A ffirther characteristic of how respondents talked about 'expert' advice, was the way in 

which they often combined different issues together and criticised what they thought the 
cexperts' were saying en masse. When respondents were talking in this general way, the 
cexperts' were commonly referred to as "they", which revealed how lay criticisms were 
sometimes compacted together. By exploring these themes in more detail, it was possible to 
identify that lay respondents were talking about a range of different issues and different 

'experts'. Here for example, issues about animal injections were mixed with a concern about 
the naturalness of food and a discourse on cancer. Deborah's main concern however, was 

centred on whether these 'experts' could be trusted, because she asked "How d'you know 

it's no' gonny kill you? " 

DEBORAH: Plus puttin' aw these things in 'y animals an' that, the 

cow doesny want ti pumped up, I mean it's out in the field eatin, 
grass, that's what it's there for, it's eatin' somethin' natural, 
no' to come in an' get an injection full ly somethin' ti make it 
fatter for ly go an' sell in the market. How d1you know it's no' 
gonny kill you, get cancer an' all the rest of it. I mean you do 

get cancer, I mean they canny cure it, half the time they canny 
cure it anyway... But I mean I suppose they're not supposed to tell 

any lies, but you don't know if they are tellin' any lies, but I 

really don't always believe. 
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In attempting to understand why respondents did not appear to trust the 'experts', a 
common explanation which they put forward was that their advice was confusing and 

contradictory. Often referring to the anonymous 'they', many said that they are always 

changing their minds or that "one day they say one thing and the next day they say the next" 
(Ted). Such views were often spontaneous and again appeared to be preconceived. It was 
very rare that respondents would weigh up whether or not this may have been an unfair and 
stereotyped criticism and it was often implied that this view would be automatically applied 
to any new advice. 

STUART: As I say, they're always changing their minds you know. 
What's good for you today, is probably bad for you tomorrow sort 
of thing. 

As tl-ýs second example suggested, it was not just that these criticisms would be applied to 

any new advice, but that these were concerns which had developed over the years. This 

notion of a long-term consideration of the confusing nature of 'healthy eating advice' may 
have been made quite legitimately, nevertheless, there was rarely any suggestion that some 
advice may actually stay the same. 

SUE: ... but I have noticed over the years that, er how it changes and 
how they go like, you know, the thing with the liver, oh no now 
it's not OK, all of that. 

This female respondent however, was the only one who appeared to weigh up whether all 

advice was the same and felt that some messages were actually more consistent than others. 
Unlike most respondents, she was one of a very few who questioned the assumption that all 
cexpert' advice is unreliable. 'Mus she spoke of how some advice may stay the same, while 

other advice is changing. This therefore appeared to produce some uncertainty about 

whether "they" (the 'expertsý are "trying to pull the wool over your eyes". 

CAROLINE: Well sometimes. I think thatts more you know the egg 
thing and things like that. Eat them, don't eat them. The only 
thing that really worried me and that's not why we don't eat red 
meat now. We didn't eat that much really it's just the mince for 
the chilli that kind of scared me a bit. I would say that's 
probably at the back of my mind when they're having the meat. Is 
it okay? They're trying to assure you it is. Things like that I 
don't know if they're trying to pull the wool over your eyes. I 
don't think they do change it that much. It's basically always the 
same isntt it. It is. I don't think they change the goal posts 
that much on those kind of things. 

Analysing these accounts more closely also suggested that 'healthy eating advice' was felt to 
be confusing and contradictory because respondents were citing examples based on a long 

line of British food scares: 
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PETER: They've told them that beef was safe, then they gave us 
BSE. They told us eggs were fine, then they gave us salmonella. 
Erm, and the general public have just lost faith in experts, so- 
called experts in this country. 

Respondents were well aware that there had been a lot of these scares, and they appeared to 
treat new ones with equal contempt, therefore they sometimes referred to the "next thing 
that they will be telling us to do" or "there's always something that they are going on 
about": 

GARY: Its always on the news eh. The next thing, the latest thing, 
what's it called again, its ken mucking about with the crops? 

TF: Oh genetically modified foods. 

GARY: Aye that'll be the next thing eh. They're telling you now 
its bad for you. 

Some respondents explained that the effect of so many of these food scares, was that they 

had now 'switched off to what the 'experts' were saying. They spoke about how there was 

often very little point in taking it all too seriously, because it was often retrospective advice. 
Such accounts interestingly appeared to incorporate fatalistic notions, but this was presented 

as a matter of not trusting the 'experts', rather than not caring about their health. Here for 

example, this female respondent referred to the 'experts' ' advice as being "confusing", but 

said that "we've probably been eating it for years anyway": 

SUE: Well because it's em, it's confusing isn't it, it's all the 
time I get like, you know, at the moment the big thing's organic. 
Eh, before that it was like hormones in chicken and cows and eh, 
then em, all this genetically modified stuff. Em, realising that 
by the time we hear about it we've probably been eating it for 
years anyway so eh, you know. And then eh, cause my bottom line on 
it is that I think "Oh well, you know, I won't know the truth 
anyway for: till I'm about sixty and then it'll all come out in 
the wash and I'll find out that I was eating all these hormones 
and it's too late now, you know" but. 

I have argued that the majority of respondents criticised the 'experts' anonymously and 
homogeneously, but that their criticisms were generally directed towards advice that had 
been received via the media. In only one case did a respondent actually question the media's 
involvement., implying that in most cases they were not implicating them in translating what 
the 'experts' were saying. In this particular example, and when I probed about food scares, 
Noel did question the media's involvement in propagating truth claims and said that it is a 
"media circus" and he took "scares with a pinch of salt": 

TF: Scares? 

NOEL: Yeah, salmonella, apples are bad for your teeth. 
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TF: How do you feel about the scares? 

NOEL: Yeah, I take scares with a pinch of salt. Scares are scares 
basically. A media circus, but I suppose there is some kind of 
foundation in all of that. It goes beyond scares and can become 
something that has to be dealt with. 

In discussing the previous theme I revealed that respondents stereotyped the term 'healthy 

eating advice', by takng about how it was "all the same". Following on from this, it was 
also apparent that they were stereotyping those who were providing advice en masse, and 
with criticisms which were directed at an anonymous and generalised 'they'. This was 
noticeable by how they over-simplified the range of sources, how they frequently had 

preconceived ideas about trusting the 'experts' and also that their advice was always 
changing. However, whilst respondents asserted their own authority in challenging the 
impractical nature of following this advice, the role of the media was rarely considered. This 

revealed how they appeared to rely upon the media to translate advice that has originated 
elsewhere and which formed the basis for their understandings of 'expert' and scientific 
evidence. 

9.3.3 Going your own way 

I argued in the previous section that respondents often asserted their own authority when 
challenging the nature of scientific truth claims. This theme however, concentrates upon the 

relevance and practical aspects of following 'healthy eating advice', but develops the notion 
of 'trust' and 'awareness' identified earlier. There were two key elements to their view that 

you had to go your own way: The first of which was a need for pragmatism and the second 
questioned the relevance of 'healthy eating advice' - when it was thought that it should be a 
concern for the individual anyway. Fundamentally, I will argue that this idea of autonomy 
was a reflection of the perceived value of 'common-sense' notions of health and illness that 
I described in Part I of this chapter. 

It was apparent that one of the ways that respondents spoke about the consequences of not 
trusting 'healthy eating advice, was a view that they did not take the advice too seriously in 

the first place. This was often presented as an issue which they said did not bother them, or 

something which they said they were not worrying about. 

ROBBIE: Obviously the health fears over BSE and stuff like that. 
It doesn't really bother me very much. 

In other cases, there was clearly a preconceived idea that 'healthy eating advice' could not be 

taken seriously and that it would not make sense to follow such advice to the letter because 

it was often impractical. Thus respondents asked for example: "what is a portion anyway? " 
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(Peter). Such accounts do help to suggest that this was an approach that respondents were 
already taking to making sense of these contradictions, especially because they rarely talked 

about applying different criteria to different advice. Indeed, the notion of 'going your own 
way' from the 'experts' was illustrated here by the comment that "you've got to realise that 
there is conflicting evidence and not to take too much notice of them. " 

TED: I would think it's only hard to follow if you take heed of 
what's been said, but if you are living your life by the studies 
that you hear it's going to be difficult if you only take note of 
them and don't hear much about them it's interesting to hear, but 
I suppose when you hear these studies you've got to realise that 
there is conflicting evidence and not to take too much notice of 
them. 

I argued above that respondents claimed to ignore advice and 'go their own way'. However 

there was also a comment in these accounts that it was still interesting to hear what the 
cexperts' had to say or that it made them caware'. This does also suggest that the criticisms 
applied to the truth claims of 'experts' may therefore have been a way of managing 
uncertainty. The phrase "it doesn't help" for example (below), suggested that chealthy eating 
advice' lost its value when it was contradictory: 

TF: What about conflict? 

NOEL: Again that's the sort of thing that makes you take health 
advice with a pinch of salt, cos they say this then that. It makes 
you aware, but it doesn't help. There was a phase a few years a go 
when there was a lot of it. 

Moving on, another element of how respondents talked about 'going their own way, ' was a 
theme based around understandings of the 'individual' and the relevance of listening to and 
following 'healthy eating advice'. Iberefore, 'common-sense' notions of food and health 

(see Part ý appeared to be applied to 'healthy eating advice' with the effect that it was 

constructed as being generalised and untrustworthy. Some respondents explained that one 

of the reasons why they did do their own thing was that they had trusted their own 
knowledge more (although as I explored in Part I, this was often a matter of trust rather 

than truth). Here for example, this female respondent said that she had "never heard 

anything thaes really made" her change what she was eating and instead hoped that what 

she did was "good enough". 

AMANDA: Erm. Nothing, well I've never heard anything that's really 
made me change our eating patterns. Erm, I don't feel that our 
eating is particularly bad. Erm, it's to do with our lifestyle, 

and I don't know what could be said that would make me change 
anything. Erm, the mad cow disease and scare didn't put us off 
meat. Erm, I don't go reading labels to see about GM food or 
anything. From the knowledge I've got, I don't where, whether it 

was childhood or nurse training and all the rest about diet and 
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healthy eating, erm. Just try and hope that what I am doing is 
good enough. 

In other cases, respondents talked about how "individuals are different" (Phillipa) and they 

spoke about how 'healthy eating was approached instead by choosing what My thought was 

relevant. In some cases, respondents were more assertive and implied that nobody had the 

right to dictate what you should be eating, especially because they will not get anywhere. 
Here, this female respondent spoke of how-ies up to every individual themself, what they 

think is good for them, as well as what is bad for them. " 

RACHEL: There is a lot of things that they say is good for you, 
and there are a lot of things they say are bad for you. Then maybe 
a couple of months later they say well what was bad for you, isn't 
bad for you, it's good for you, so really they are going in a 
vicious circle. So I think it's up to every individual themself, 
what they think is good for them, as well as what is bad for them. 

Finally, in some cases, these accounts also reflected those I explored in Part I, because 

respondents said that they knew how their bodies worked. So that if they (again meaning 

the 'expertsý wanted to make a difference, then they would have to take up the 'challenge' 

of proving a direct link between their diet and their health. 

LYNNE: That I eat what I like, and I really er am not fussed if 
someone's telling me it's no good for me, unless as I say, it 

affected my health directly. So if somebody says tomorrow you 
cannot eat another sweetie because it's bad for your health, it's 

affecting your liver, then I wouldn't eat another sweetie. And I 
can say that quite honestly, so I know, how I work. 

9.3.4 Summary to Part 11 

It is important to recognise that respondents appeared to construct themes around the idea 

of 'going your own way' as a mechanism for both managing the practical uncertainties and 

evaluating the relevance of 'healthy eating advice'. While it could be suggested that they had 

preconceived and stereotyped views of 'healthy eating advice' as a concept, the criteria on 

which their criticisms were based were not superficial. The theme of 'going your own way' 

revealed that respondents were actually constructing 'healthy eating advice' in terms of their 

own and apparently more meaningful 'common-sense' concepts of 'healthy eating. Thus, 

the notion that people were 'aware' of advice, or were willing to 'take it on board', appeared 

to symbolise how it did not practically assimilate with their own understandings of 'healthy 

eating', rather than that it had no relevance whatsoever. 
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In constructing 'healthy eating advice' as something which was essentially differentiated 
from 'common-sense' notions of 'healthy eating!, respondents distanced themselves from it; 

they stereotyped the term through a number of preconceived and oversimplified views; and 
it was viewed hierarchically as being inferior. Rather than being merely a distancing process, 
the way in which respondents talked about 'healthy eating advice' therefore suggests an 
'Othering process was operating. 'Mus respondents appeared to construct the 'experts' as 
the Other, while their own familiar and 'common-sense' views were seen as the Same. 
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9.4 Part III: Reconstructing relevance: Contingencies of illness and 'risk' 

Up until now, this chapter has explored lay understandings of 'healthy eating advice' from a 
perspective where respondents were defining themselves as 'healthy. In this final theme, I 

want to explore how this concept of health and the issues raised in Parts I and II also related 
to the way that respondents spoke about inheriting disease, or talking to their GPs about 
food and eating. 

In Part I, I identified that lay definitions of 'health' were often defined in terms of the 
absence of 'illness' and that this dichotomous definition of health provided the basis for 
how respondents distanced themselves from 'healthy eating advice'. The main conceptual 
point that I will make here though, is that these concepts and processes still appeared to 

play a key role in how respondents made sense of occasions when they accepted that 
'healthy eating advice' may be more relevant. Thus a distancing process still seemed to 
provide a mechanism for how respondents evaluated 'healthy eating advice' which may have 
become necessitated by illness or an increased risk of inheriting disease. 

9.4.1 Naffatives of inheritance 

Although not an extensive theme, a number of respondents did talk about inheriting 

chronic genetic diseases. This was normally because one or more of their parents were 
currently suffering from, or had previously died of, a heart attack or stroke. What made 
these accounts so interesting was that it was one of the few occasions where respondents 
talked about the personal relevance of 'healthy eating advice'. Despite feeling that they had a 
higher risk than some other people, it was apparent that both common-sense notions of 
'health' and criticisms of 'healthy eating advice' still pervaded the way they talked about 
theseissues. 

Exploring accounts of how close relatives had died and also how respondents felt about 
these incidents in the actual interviews was usually an area that I tended to avoid. I felt that 

a deeper exploration would not have been appropriate considering how I had not recruited 
respondents to talk about this sensitive subject. Nevertheless, I want to begin by exploring a 
particular account from a male respondent whose father had died and also his wife's view 
on this same event. I will explore this couple's accounts in more depth, so that the themes 

which are raised here can then be identified in other examples later on. 

In the following account, this female respondent explained that her husband's father and 
grandfather had both died of heart disease. She also said that because her husband was at a 
"high risk") they had spoken to the practice nurse at his local general practice. Elsewhere in 
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the interview, she told me that this had been a contributory factor to a period of mental 
depression and a leave of absence from his job. 

LYNNE: Well we probably have taken advice, because of as I say, 
going back to the heart disease thing. Stuart runs a high risk, 
because Stuart's dad died of heart disease, and his grandfather 
died so. So when, er it was actually Sister Taylor at the surgery, 
actually spoke to Stuart and I about it one time, when we went 
for, it was when we joined the practice, and we had to have a 
health check, and she commented on Stuart's weight. 

I was therefore conscious of this issue when I returned on a separate occasion to interview 

her husband. Despite trying to raise this event gently throughout the interview, it was not 

until the end that he did actually mention it. This was interesting for two reasons. Firstly it 

was surprising that this sensitive issue was raised so little when it might be assumed that it 

would be more important in an interview about food and health. This suggests that there 

was a desire not to raise this an issue, or also that it may have not been regarded as being 

relevant. The second interesting factor, was how this respondent explained how he thought 
he was at 'Ugher risk" by talking about (after I probed him about genetic factors) these 

risks being "at the back of his head" and that he had to 'look after [him] self a bit". 

STUART: Well, my father died last year. So, er, I know how much 
pain you can sort of go through. 

TF: Yeah, is that something that concerns you? 

STUART: It does aye. 

TF: Well people say it's genetic? 

STUART: Yeah. Erm, I think it's at the back of my head. I have to 
look after myself a bit, because I suppose I am at a higher risk. 

I decided to raise the issue of my own father's heart problems so that I could talk more 

empathetically about this issue (which was the only time I ever adopted this style of 

interviewing). Again, when he was evaluating how this 'Ugher risk" may affect him, Stuart 

mentioned that it made him "stop and think" because he did not "want to end up" in a 

similar state of poor health. Yet in explaining how this related to actual eating behaviour, 

the relationship between "cut[ting] out chips" and his understanding of health was 

constructed tentatively as "I suppose in a way". This did not create the impression that a 

strong relationship was being conceptualised between his diet and level of health in the 

future. 

TF: Yeah, I have a similar family history, my father has heart 
disease. 

STUART: Well my father had a by-pass, about seventeen years ago. 
And as I say, it worked for the last seven or eight years, he had 

158 



been limited to what he could do. And as I say, it does stop you 
and think, well, I don't want to end up like that you know. I 
suppose in a way, it's like I cut out chips. 

So in both these accounts, this family constructed genetic risk as "higher risks". However, 

there was a noticeable contrast in that the male respondent who was at "higher risk" 
appeared to play down the relationship between this understanding of genetic risk and his 

own diet. This tentative presentation of the relationship between health and behaviour also 
pervaded other lay accounts of genetic disease and illness. Therefore in Keith's account 
below, the act of giving up smoking was constructed as 'probably' being a result of his 
father's death. 

KEITH: Well I stopped smoking, I've stopped smoking for eleven 
weeks and that prayed on my mind for a wee while because my father 
had a stroke and to see the way that he went downhill just wasn't, 
you know, and it was frustrating for me, it was frustrating to see 
the way he went, because he couldn't talk, he couldn't 
communicate, he couldn't do anything basically and it was just 
horrible to see. And I'm not saying it was cigarettes but the 
medical staff were saying that it just doesn't help. But that sort 
of made me think that I didn't fancy going through that. 

However, when I asked more specifically about eating and health, the same point about 
how these risks made you "think" (because he had been 'told) was constructed again. 
Unlike the previous example, Keith also said that "I'm not saying I've done anything about 
it", so there was a distinct emphasis upon being 'aware' of these genetic risks and the 
benefits of "eating a wee bit healthier". Yet, there was no explanation of how this had or 
had not been adopted into any behaviour change and the benefits were constructed as 

potential, rather than actual ones. 

TF: okay. What importance do you place on eating, diet in sort of 
relation to health? 

KEITH: Em, I've been quite ignorant to the fact I would say. It's 
more and more people sort of bringing it out, like today, you are 
here discussing it and it's em, on the telly and what not, it does 
make you aware, definitely. It's made me think, I'm not saying 
I've done anything about it, but it's made me think. Em, like if 
you could put an extra ten years, you feel if you could maybe get 
an extra ten years out of eating a wee bit healthier, keep me a 
wee bit more fitter, you know, it would be worthwhile doing. 

In this final example, similar issues about 'awareness' and a modest account of how health 

relates to lifestyle behaviour were also mentioned. Hence the reason for cutting out crisps 

was tentatively explained as "probably" being because of their fat content. Uke the previous 

example, this female respondent also presented her parents' poor health as making her 
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"tl-ýink". but in contrast, she appeared to view her doctor's advice as having greater 
relevance for diet than for smoking. 

TF: Okay, em, I mean what reasons did you have for sort of cutting 
out crisps? 

TRACEY: Probably because of the fat, there is a history of heart 
conditions on both my mum's side and my dad's side. Which I feel 
well it's coming to me, I probably passed it on to the girls, 
because there is heart condition on Keith's side. My mum suffers 
quite bad from high blood pressure, em, was diagnosed angina, 
about October, November or something last year. She is just not 
fit enough to work full time now. Whereas my granny, my mum's mum, 
was like in her middle fifties, no her middle sixties, when she 
took the heart trouble, whereas that is my mum just fifty five 
with heart trouble and I'm thinking well am I going to be forty 
five, you know it seems to be going down ten years, and I think is 
it going to be me next, am I going to be a lot younger taking like 
heart trouble, high blood pressure, and it does make you think 
about the smoking as well, you know, Dr D's surgery. 

Although only a minority of respondents talked about inheriting their parents' diseases or 
illnesses, the common theme was that respondents were 'aware' of their 'higher risks'. These 

'higher risks'were presented as a tentative account of the relationship between future health 

and lifestyle behaviour, as respondents tended to talk with some uncertainty about how this 

was 'probably' why they had made changes, or that they 'probably' would be doing so in the 
future. There was also some evidence that tl-ýs notion of 'higher risk' was influenced 

through medical encounters, although it was difficult to identify any particular sources in 

some interviews 

9.4.2 GPs and the provision of 'healthy eating advice' 

Towards the end of the lay interview schedules, I asked respondents how they felt about 
GPs providing 'healthy eating advice. In this theme, I want to explore how the same 
distancing process, explored across Parts I and IT, also appeared to form the basis for how 

respondents made sense and constructed the relevance of GPs talking to them about food 

and eating. One key finding which supports this idea, was that respondents thought that a 
GP's 'healthy eating advice' would probably be the same as other sources. However, these 

accounts were also complemented by the view that a Gl? can only legitimately provide 
'healthy eating advice' when you are Tl'. 

This section is divided into two sub-themes: The first concentrates on the majority of 

accounts, which were bvpothedca4 because I was asking respondents to evaluate the potential 

of a GP providing 'healthy eating advice'. Nevertheless in the second sub-theme, I will 
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explore a few accounts where respondents said they had actually discussed food and eating 
with a GP. 

Evaluadng the GPspotendal role 

Only on several occasions did respondents express an overall negative opinion of GPs. On 

most of these few occasions, respondents talked about how GPs had lost credibility, or that 
they were not really capable of talking about food and eating because they did not 
necessarily practice what they preached: 

CATHERINE: Yes, but then you see doctors that are overweight as 
well, and things like that as well 

However, some criticisms of GPs were more complex and respondents appeared to draw 

upon a number of different discourses. This respondent for example talked about believing 
in GPs "one hundred per cent", yet at the same time, questioned how much they could be 

respected, because they were now losing their credibility: 

JIM: They're good. I believe in the GPs one hundred per cent but I 
don't think doctors get as much respect as they probably deserve 
now. I think that's got a lot to do with computers and signing 
prescriptions. The first thing you see when you walk in the 
surgery is a computer and your prescription comes out a computer. 
If you've got an illness they'll look up the computer to see what 
it is. I think when they do that they're losing a lot of respect 
or credibility. 

Nevertheless, in the vast majority of cases, GPs were viewed very positively, but only for a 
particular purpose. I had argued in Part I that respondents often defined 'health! as the 

absence of illness and it was apparent that this dichotomous view of health also pervaded 
the way they constructed their GP's role. When I asked respondents about their views on 
GPs providing 'healthy eating advice, they often constructed the GP's role "as the person 
you go to when you are ill" (Sue). Sometimes, this was phrased as being the only time they 
had seen their doctor and that they only went when they really felt ill or as a last resort. 
Alternatively some made a similar point, and said that the doctor is someone you see "to 

answer your medical problems" (Alison). 

AMANDA: Helping with illnesses. Erm, I suppose dishing out 
antibiotics, hahahaha. That's basically if we've got an infection 
that we can't cope with. Don't tend to go about anything else. 

Associated with the idea that the GP's role was about treating illness, was a common shared 

view that they were too busy to undertake 'healthy eating work. Respondents often said 
that GPs do not have the time to advise people about what to eat or "they've got enough to 
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do" (Stuart) without having to talk about diet. Here for example, Annabel implied that 
'healthy eating advice' was not felt to be a priority for GPs and should therefore not be a 

part of their role. 

ANNABEL: I sort of think you shouldn't pester the doctor, you 
really only go if you are really ill, or you are really dying or 
something, you know if you are feeling really terrible. I'd have 
to be like, feeling like, really really desperate before I went to 
the doctor. I don't know why, but, that's the funny thing, a lot 
of my friends say go the doctor and they go the doctor for this, 
that and the next thing. I could never pester my doctor for silly 
wee things, like colds and things like that. 

Such accounts also often implied what was stated in the following quotation, that normally 
dietary issues were a matter for individual decision and that the GP did not need to be 

involved. Some respondents for example talked about how they would know themselves 

when something was wrong. In this particular example, Catherine implied that for her 

children's diets, 'she knew bese. This autonomous idea of 'knowing therefore, revealed a 

strong similarity with the theme I identified earlier of 'how the body works': 

CATHERINE: To what I eat, I don't think the doctor would make a 
difference to be honest with you. But then I think their diet is 
fine, as I say I don't think there is anything wrong with their 
diet. 

Constructing the GPs role in this way therefore, distanced respondents from the idea that 
GPs should be providing 'healthy eating advice, particularly because they were already 
'healthy'. However, this definition of the GP's role was supported by the confingeng that they 

should talk about these matters when someone was ill. Under this scenario, they could see 
that the GP did sometimes have grounds to provide advice. Respondents therefore talked 

about how if someone had a specific problem, then this was a legitimate occasion to 

provide advice, yet there was often very little detail about what they meant by 'specific'. 

Apart from the idea that you see a GP when you are "ill", respondents appeared to have 

more of an idea about how 'healthy eating advice' was generally not something they 

expected their GP to undertake: 

CATHERINE: I wouldn't say they took a big interest in anything 
like that. 

JO: He probably wouldn't [give healthy eating advice], unless you 
went to him with a specific problem. Because I see him so 
infrequently. 

On a few occasions, respondents did elaborate on what they meant by 'specific' and talked 

about how GPs would probably give you advice if you were overweight, had a heart 

problem or high cholesterol. Furthermore, what they meant by something 'specific' was 
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often defined in terms of occasions when they thought that it would be inappropriate to be 

told what they should be eating. Having a "sore throat" (below) was the most common 

reason given to support this view, but others also suggested twisted ankles, the flu or 

coughs. Here for example, this female respondent said she would not expect her GP to talk 

about diet if she was consulting for an unrelated reason. 

CAROLINE: I don't think if I went in and said Itve got a really 
sore throat today I wouldn't expect him to say what have you had 
for breakfast today. 

In contrast, and only on several occasions, did respondents think that a GP should extend 
their role beyond the treatment of illness. However, it was interesting that at the same time, 

they also felt that it would probably be impractical for them to do so, even though in theory, 

this was a good idea. Here for example, this male respondent felt that a preventive role was 
"a step forward".. but he qualified this comment with a view that GPs are "inundated with 

work" and would therefore be distracted from their 'proper' role: 

TF: So how would you feel about your doctor giving you healthy 
eating advice? 

PETER: I think it would be a step forward, but the problem being 
that doctors are already inundated with work. If they start to 
take on that role, then they are not doing their role that they 
are put there to do. Fair enough, healthy eating may be important. 

, ýing the same criteria Reappl, 

It was apparent that respondents constructed 'healthy eating advice' as not being something 
that a GP should provide, because they also applied the same criteria that they applied to 

this type of advice more generally. One typical example, was that respondents often thought 

that GPs would provide the same advice that was available elsewhere, which also drew upon 
the stereotyped view thathealthy eating advice'was all the same anyway: 

TF: How would you feel about your doctor giving you healthy eating 
advice? 

TED: No different from reading it in the papers or seeing it on 
the television. 

TF: Why no difference? 

TED: Because I would tend to think whoever is talking about it on 
the television or talking about it on the radio has researched it 

and has the same knowledge as what the doctor would have. 

Further evidence of this stereotyping was also revealed in this account below. This time, the 

"professionals" were all constructed as being the same and Sue felt that there was little to 

163 



distinguish between any of them. However, there was again a contingency in these 

constructions, because a GP's advice could possibly be relevant if it was for a specific, 

rather than general reason. 

SUE: I would feel like she was like all the other professionals, I 
would just go "Oh yes, yes, uhuh, I agree, thank you very much, 
goodbye" because unless she was giving it to me for a reason, like 
you know, I'd gone to her to say "Oh, you know, like food's going 
straight through me" or "I'm sick all the time" or something like 
that, I wouldn't see the point, you know in handing it out. 

The most common response that respondents gave when asked to consider how their GP 

could make a difference to their diet, was to talk about how they would be prepared "to 

listen" to what they had to say, or that they would take their advice "on board". Such 

accounts again suggest that respondents were using this term because they felt 'healthy 

eating advice' had some positive meaning, but that at the same time was also a problematic 
concept. Respondents often expanded on the reasons why they were only prepared "to 

listen" to what GPs had to say, and this was often in more detail than they had done in the 

earlier stages of the interview. 

One of the more pervasive examples of this phenomenon centred upon how respondents 

constructed the doctor's authority. The idea that a GP was someone you valued when you 

were ill was partially carried through into how they viewed their role towards the provision 

of 'healthy eating advice. What such accounts also suggest (as was seen earlier), was that 

this then represented a dilemma, because respondents had to reconcile a conflict between 

their negative views of 'healthy eating advice' and their more positive views of the GP's role. 
Hence, such accounts were rarely spontaneous and were often only put forward after I had 

probed them for further information. 

The GP therefore was "only doing his job" Gohn) if he did provide 'healthy eating advice', 

and some people said that GP's opinions on health had to be respected. 

KEITH: Well, you respect a doctor's opinion on anything. I suppose 
if they are going to tell you to cut back on certain things you've 
got to take them serious eh.... Well as I say, I would be quite, I 
don't know. From my own point of view I would have respect and 
definitely sit up and listen to a doctor, so I would feel they did 
have quite a good influence, I would say. 

On many occasions, respondents also talked about how they would be prepared "to listen" 

or "take on board" advice if they personally thought it was necessary. 

ALISON: I'd take it on board if I thought it was going to do me 
any good. Do you know what I mean? 
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However, what they often appeared to imply by this idea, was that their advice would need 
to be practical and it would have to make sense. The same criticisms that were applied to 
'healthy eating advice' more generally were again applied to the GP. For example, some felt 

that their advice would be "hard to stick to" aim). While in this particular example, this 
female respondent talked about how the 'five a day' (misquoted as four) message was just 

not practical: 

CATHERINE: You are supposed to eat maybe four pieces of fruit a 
day or whatever and so many vegetables a day, I just wouldn't do 
that, I've never done it and would probably never do it because 
I've just never felt the urge to eat four pieces of fruit in a 
day, you know what I mean. Probably it's more healthy for you but 
I just wouldn't want to do it, I just wouldn't. 

Lay respondents felt that a GP's role was to treat sickness and that they could only 
legitimately provide 'healthy eating advice'when people are "ill". However, it appeared from 

these data that talking about GPs in the interview provided further opportunities for 

respondents to distance themselves from needinghealthy eating advice'. 

Importantly, these seem to reproduce the dichotomous view of health which I identified in 

Part I, especially because they were again able to imply that they were 'healthy' by distancing 

themselves from needing 'healthy eating advice'. However, the hypothetical scenario of 
being given advice when you are "ill" ironically reproduces tl-ýs same distancing process, 
because it projects a positive image of general practice as a resoun-e for illness. 

Finally, although respondents argued again that 'healthy eating! was a matter for the 
individual, the idea that the GP is someone you 'have to listen to' presents a familiar 

dilemma identified earlier. GPs' roles were regarded as a positive resource, because 

respondents appeared to construct them as 'experts' for treating illness. Once again 
therefore, the idea of 'taking advice on boardý appeared to be a product of the Othering of 
'healthy eating advice' identified in Part II. 

Recei . ty . ng 'bealthy eadng addce ' 

As I explained in Cbapter5, one of the practical issues which had to be resolved in recruiting 
lay respondents, was that it was not possible to sample patients who had received 'healthy 

eating advice'. The main reason I took this step was that pre-fieldwork interviews had 

suggested that the term 'healthy eating advice' required exploratory work and so would not 
have been a useful way of recruiting lay respondents. However, several respondents did talk 

about encounters with GPs where they had spoken about 'healthy eating advice'. What such 

accounts appeared to suggest, was that respondents were evaluating the advice they had 

been given in terms of the same ideas about a GP's role that I identified in the previous 
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theme. I shall be working through each of these cases in turn and then summarising how 

they reflect the ideas discussed previously. 

Several of the respondents spoke very highly of their GPs and said they had gone to see 
them because of a medical problem. This female respondent however, said that she went to 

see her GP because of a "weight problem". What made this account interesting, was that 
Phillipa implied there was some uncertainty about the legitimacy of this as a "medical 

problem".. because it was more to do with her eating the "wrong things. " She then tried to 

make sense of this uncertainty, by talking about how at the "end of the day" it is up to the 
individual. 

PHILLIPA: Just probably how I was feelin' at the time. 
Like I say, there is times when I'll really like "Oh God, I should 
really do somethin' about it". But eh, that's not what took me 
round. Em, an' I do have a medical problem that can cause you 'y 
put weight on, but I'm no' sayin' that's what it is, cause I know 
I eat all the wrong things, but it doesny help, em. I don't think 
he could make any difference. I think it's down ly you at the end 
ly the day an' how you think an' I think there's no a lot you 
could do, really, unless I was considered maybe obese an' he would 
send me ly a dietician or for further help. 

This following example also provides some evidence of how respondents were willing to 

accept 'healthy eating advice' if they thought that a condition was a medical problem. In an 

earlier account, this female respondent had praised her GP for helping her family with a 
number of health issues. Contrary to the previous example, there was no doubt raised about 
whether this was a legitimate general practice discussion topic. Here therefore, the condition 
of "Ulceritis" had involved surgical procedures and had subsequently been supported by 
dietary advice in general practice. 

LYNNE: Well, going back to Neil, Neil's had Ulceritis. And he's, 
what when he was 15 it developed, and unfortunately it developed 
so severe, that he had to have his large bowel removed, and it was 
the GPs at the surgery, Dr (Pauline] in particular that worked 
with us on the things that were good for him, Bur Dr [Pauline] 
gave us a lot of advice on what aggravated his condition, what was 
the best thing for him, what really set him off on bad days when 
he was really quite ill and that, so we had to watch what we were 
eating. 

In fl-ils final example however, this female respondent presented a more negative view of an 

experience with a GP and reflected a point made in two other accounts. The respondent 
began by talking about how her husband had been to see his GP about a weight problem., 
but then went on to say that she thought the GPs were 'passing the buck' to the practice 

nurses because GPs were not really interested in this type of work: 
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NICOLA: I don't think they really do. Because I know in Peter's 
case he's been up to the GP and told, Peter you will have to lose 
weight. And he actually doesn't deal with the GP he deals with er 
a lady up there called Sister Taylor who is the practice 
something, nurse or whatever. But she does all the work involved 
in diets and weight loss, and cholesterol and whatever. It is not 
the GPs that do it. The GPs will see somebody and say, you have a 
problem, you need to lose weight or you need to get your 
cholesterol down or whatever. And promptly refer you to Sister 
Taylor. So she did it, and it's not something the GPs will, well 
they will tell you that you need to do that. 

However, when I enquired further this issue further, Nicola justified why this delegation 

may have been necessary. This was because on reflection, she said that the nurse may have 

had more knowledge of weight management than the GP and also because GPs are 

probably too busy to deal with this area anyway. 17his suggests again, that respondents were 

evaluating these encounters around the same theme that GPs treated illness. Despite this 
being a negative experience, it again implied that respondents had decisive views on what a 
GP's role was. Talking about food and eating therefore raised uncertainty about the 
legitimacy of a GP undertaking this work, especially if they were "very busy". 

NICOLA: Well she probably knows more about it than the GP does to 
be perfectly honest. A lot of them don't and GPs are very busy, 
and they really, well it's very difficult and sometimes you wait 
three weeks for an appointment up there and there's been big rows 
about appointment times and things like that, and appointments are 
few and far between. So I think it's more that the GPs don't know 
as much about it as they might like to do, purely because they 
haven't got the time. 

Regardless of whether these encounters were constructed as being positive or negative 

experiences, they were still evaluated in the same way that respondents talked about GPs 

when they had not received advice. It seemed that all three examples draw upon an idea that 
GPs treat the 'ill' and not the 'healthy. Whereas in the middle example "Ulceritis" was 

constructed as a being a serious medical issue, the other two accounts were pervaded by 

uncertainty about the GP's role in providing 'healthy eating advice. Therefore in both these 

cases, weight problems were seen as being more open for review and the role of the GP was 
felt to be less relevant. 

9.4.3 Summary to Part 1/1 

The main point I have made in Part III, is that a distandng process was also identifiable in 

accounts where lay respondents talked either about their GPs providing 'healthy eating 

advice' or the risk of inheriting family illness and disease. Yet, in all these themes, 'healthy 

eating advice' appeared to sit uncomfortably with the dichotomous definition of health as a 

state of either 'health' or 'illness'. So while genetic diseases might present a 'higher risk' to 
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health, the way in which respondents appeared to conceptualise health in the short term 

may then affect how they made sense of 'healthy eating advice'. Thus any notion of how 
'healthy eating advice' might be applicable to their own situation, was still constructed with a 
degree of uncertainty and scepticism and concerned the relevance of making behavioural 

changes when you think you are 'healthy. 

The same appeared to be the case with views of GPs. On the one hand respondents talked 
about not needing advice because they were 'healthy' and for a number of reasons they 

spoke about how it would not make sense for a GP to undertake this role. Yet this 

represented a dilemma, because they also regarded the GP as someone you should listen to. 
However, even when respondents talked about going to their GPs to talk about a diet- 

related problem, 'healthy eating advice' again presented a similar dilemma. 

9.5 Chapter summary 

I set out in this chapter to unpack what respondents meant when they criticised 'healthy 

eating advice' for being impractical and not always relevant. However, the idea that 'healthy 

eating advice' was criticised for not making sense or not being necessary, appeared to be a 
preconceived and stereotyped construction. This suggested that respondents were not 
merely 'weighing up' this type of advice with their own personal and independent 

understandings of the relationship between food and health. Instead, 'healthy eating advice' 

was Othered as something which they knew about, rather than as knowledge which helped 

to practically explain and make sense of the complexities of 'healthy eating' in their day to 
day lives. 

So while scientific and medical knowledge might influence lay concepts of 'healthy eatine, it 

was apparent that they were being rendered to a different level of consciousness, therefore 

were only to be 'taken on board' or at best be 'at the back of the mind'. Nevertheless, this 

advice still had the potency and power to raise doubts about whether it could be dismissed 

completely. In terms of the general practice setting more specifically, although lay 

respondents showed some discretion in how they applied their concerns to GPs' 'healthy 

eating advice', what constituted a legitimate opportunity for providing advice in general 

practice appeared to be shaped by the idea that their primary role was to treat illness. 
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10 Representing prevention 

10.1 Introduction 

This and the following chapter explore the accounts of the 15 GPs who were also 
interviewed about 'healthy eating. The aim is to explore how and why these GPs appeared 
to display contrasting degrees of enthusiasm towards the provision of 'healthy eating advice' 
in their consultations. However, to unpack these accounts, the analysis centres upon Caws' 
(1974: 3) distinction between 'representational' and 'operational models'. Caws argues that 

these correspond to different levels of accounts, representing the way an "individual thinks 
things are" and the way they "practically respond or act". 

This analytical approach was felt to be necessary, because it became apparent that the ways 
GPs spoke about 'healthy eating advice' were centred upon two contrasting 
crepresentational models' of preventive work in general practice. Drawing upon Caws' 

distinction, the chapter will explore how these accounts may not necessarily reflect the way 
that GPs practice because they are 'representations' or "abstractions of clinical practice" 
(%rilliams and Boulton 1988: 235). 1 will therefore explore the subtle influence that these 
crepresentational models' appeared to have on the ways that GPs approached this area of 

work. Although it is not possible to assume through interview methods that these 'models' 

will influence how GPs practice, this' chapter explores how they did appear to influence the 

way that they were evaluating their experiences of prevention. 

10.2 Constructing 'representational models' 

This first theme focuses specifically upon the representational content of the GP interviews 

and in the following themes, I will unpack the different ways that these 'representational 

models' were related to discussions about the provision of 'healthy eating advice'. This 

discussion will specifically concentrate upon how all the GPs appeared to orientate 

themselves towards two contrasting 'models' of general practice. It should also be noted 

that while the questions I asked were aimed at exploring views of 'healthy eating advice', all 

the GPs often talked more generally about prevention. Analysing their accounts was 

therefore a complex task because they often switched between many different levels of 

accounting. Hence in this section, I want to begin by examining how GPs accounts of 
'healthy eating work appeared to be underpinned by views concerning the theory of 

prevention in general practice. 
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p 3) a It was apparent from the recruiting stage of this research (see Cbq ter th t many GPs had 

very strong views on preventive work and appeared to approach the interview as a welcome 

opportunity to make themselves heard. I will argue, throughout both this and the following 

chapter, that GPs' representations of general practice were, on the whole, polarised. This 

suggests there were two dominant 'models' which GPs were presenting to me and 

orientating themselves towards. 

Before looking at each 'representational model' in turn, I want to begin by briefly indicating 
how these contrasting orientations were apparent in the initial stages of the interview. All of 
the GPs spoke about the important influence diet has on health. However, their accounts 
then departed from this unanimous position, because of the different ways that they went 

on to evaluate the role of general practice or their own personal involvement in this area. 

For some GPs however, the interview provided the opportunity to challenge the idea that 

general practice should be a setting for providing 'healthy eating' or other forms of 

preventive advice. Some GPs appeared to adopt a defensive position from the beginning of 
the interview, which may have arisen from an assumption that the research had a specific 

agenda to encourage 'healthy eating advice' provision. The topic-guide had been carefully 
designed to ensure that this effect was minimised, however it appeared that the very 

mention of this topic was a matter for contention. 

As this following extract typified, while this male GP felt food and eating had a "very 

important" relationship with health, he positioned GPs on the periphery of 'healthy eating! 

work because they were only "fire- fighters". 

TF: Well to start off with, talking about food and eating issues 
in general practice, how important is eating to our health do you 
think? 

MARTIN: Well, very important, I think one of the problems that 
we've got is that we are fire-fighters really, in the situation. 

However, these initial accounts contrasted with the views of other GPs, who after 

acknowledging the importance of diet on health, appeared to assume that general practice 

sbould be providing 'healthy eating advice'. Contrary to many of their colleagues, they talked 
in more detail about how "many conditions are related to nutrition" (Robin) or that "if you 
do not eat healthily or sensibly then you can really deteriorate" (Nfichelle). As this following 

example revealed, the links between food and health were therefore felt to be "central" to 

"maintainine' and "achievine' health. This was symbolically complemented by this 

respondent actually taking an antioxidant pill in front of me. 
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TF: What important do you place on eating and diet in relation to 
health? 

DAVID: [pause] erm, I'm going to try and not be too long-winded on 
this Tom. Erm, well I don't know if you get this from a lot of the 
interviews that you had. I do think that food is central, to not 
only maintaining health, er or achieving health. If you eat well 
you feel healthier, and you know along with other advice such as 
exercise-related advice, these are the central planks of health 
promotion. I'll just take my antioxidants now [takes a pill]. 

Mile it was apparent from a very early stage that GPs had contrasting views on providing 
'healthy eating advice' in general practice, I want to now focus upon exploring their 

respective orientations in more detail. Each orientation will be taken in turn to identify how 

GPs constructed two contrasting 'models' of prevention in general practice. 

10.2.1 At the core: a preventive-orientation 

Approximately half, and mainly the younger and female GPs felt that prevention was a 
"major part" of general practice work (Nfichelle). This section will therefore focus 

specifically upon the GPs who appeared to be orientated towards a preventive 'model'. One 

of the key ways that these GPs talked about the role of prevention in general practice, was 
to construct it as being an "integral" part of primary care and that it was at the "core" of 

general practice work. 

JANET: Well I think it's an integral part of primary care and 
health promotion work, most definitely. I think it's a core... 

For other GPs who appeared to be orientated towards a preventive 'model', such general 

views on prevention were complemented by the more specific idea that 'healthy eating- 

related problems themselves were a further key responsibility. As was typical of these 

accounts, there was often a view that general practice was not necessarily doing as much as 
it could do in certain areas of prevention and this was just one challenge they should be 

addressing. 

TF: So how do you see talking to patients about food and eating as 
part of your role? 

KAREN: I think it's a big part of our problems, people who are 
overweight certainly, again recent reports on diabetes linking it 
with obesity. 

However, this male GP went further than most in terms of his enthusiasm towards 

prevention and talked about how he had a "fairly aggressive health promotion policy in the 

practice". He went on explain why he was able to adopt such a policy, which he related to 
having a practice population biased towards younger patients: 
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DAVID: Well we have a fairly aggressive health promotion policy in 
the practice, partly, because. Well mainly because we've got a 
younger population, and er we don't see a lot of chronic disease 
so we do have the time to commit to active health promotion. 

It was also very noticeable that GPs were orientating themselves towards a preventive 
'model' by distancing themselves from the way that other GPs or practices approached this 

area of work. As the GP above continued to argue, the way his practice approached health 

promotion, contrasted with others, because "we actually probably will go further than most 

with health promotion7 (David). 

Similar sentiments were also expressed in the following quotation from a female GP. Here 

however, I followed up a previous comment about her enthusiasm for preventive work and 

she appeared to distance herself from the suggestion that this area was not part of a GP's 

job: 

TF Yeah, I mean some people say that reinforcing these 
messages is just not a GP's job, you know, saying: just 
repeating what you can get elsewhere is not a GPIs job? 

JANET: Well you're not going to get me agreeing 
with that. 

TF Right, and why would you disagree? 

JANET: Why, because I very much feel that maintaining 
health is part of our role. 

On several occasions, the recognition of a contrasting approach towards prevention was 

explained as being a result of gender. In the majority of these accounts, female GPs focused 

upon different approaches that some male GPs took towards 'healthy eating! work. 
However I will be discussing these in more detail in Cbapter 11. Nevertheless, one female 

GP did talk about how "male partners" tend to be orientated towards treating illness, rather 

than prevention: 

MICHELLE: I'm maybe being a bit mean to some male partners, but 
they tend to react more as I say to illness and er try and do less 

preventive work. 

Complementing such views, many of the male and female GPs who appeared to be 

orientated towards a preventive 'model', felt that providing 'healthy eating advice' was 
important as part of a wider approach to other areas of health promotion and that it should 

not be taken in isolation. 'Healthy eating advice' was therefore "just one facet of an 

approach to a healthy lifestyle" (David), or "part of a package" which implied that these 
GPs were constructing a holistic 'model' of health care. Indeed, it also provides an 
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explanation as to why GPs often talked more generally about prevention, even though the 

questions focused upon 'healthy eating advice': 

LAURA: I think that there is a huge role for diet in general 
practice in lots of ways, and health promotion. I think it is all 
part of a package, if people are trying to get healthy, you have 
to look at the whole lot, and diet you know... 

I was also keen to try and understand the meaning that these GPs were attaching to this 

preventive 'model' of general practice and why orientating themselves in this way appeared 
to be important to them. 

One reason for the enthusiasm which they expressed towards prevention, appeared to be 

grounded in a desire to see less ill health. One female GP commented that she would 
"much rather not see the disease in the first place" Uanet) or for this female GP, she made a 
similar point that taking a preventive approach was sensible, because she would have to 

confront less disease in the future: 

MICHELLE: ... and because if we don't prevent disease developing then 
we are picking up the other end, and you see the amount of misery 
in ischemic heart disease and various other illnesses... I always 
give diet advice with exercise advice, because taken in isolation 
it is very difficult. I just feel if people are trying to eat 
healthily then they should be trying to live a bit more healthily 
as well. 

A fimther way that these GPs expressed enthusiasm towards prevention, was by talking 

about the importance of "making the time" (Karen) to talk about preventive work or 
'healthy eatine more specifically. Many of the GPs who appeared to be orientated towards a 
clinical 'model' of general practice (see following theme) also talked about the pressures on 
consultation times. The emphasis here however, was that this was something that you had 

to work at and overcome, especially to respond to patients' needs: 

LAURA: I think it depends on how willing you are to spend the time 
when they do ask you it. 

Indeed, related to this concept of 'time', was the idea that 'time' was holding GPs back from 

undertaking preventive work and as a result they were not able to provide as much of this 

advice as they would like. While this view differed from the concept of making time I 

identified above, this still implied that these GPs viewed prevention positively. However, 

the difference was that they spoke of how structural constraints were holding them back 

from their ideal 'model' of general practice. 

ROBIN: I like talking about food but I don't have much time to. 
That's the main barrier, and I would talk much more about it if I 
had more time. 
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Finally, a further way that these GPs constructed a preventive 'model' of general practice 

was to talk about how prevention was likely to become a more important part of their role 
in the future. Some GPs therefore conceived a progression to this type of work as being an 
inevitable one and again expressed a concern that general practice was being held back from 

where they really wanted it to be. 

PAULINE: ... Hopefully preventive work is going to become a bigger 
part of our set-up. Hopefully in years to come we will become 
healthier as a population and therefore prevention will become a 
bigger part of what we have to do. I think that it is important. 

Running throughout these preventively-orientated accounts therefore, was a particular 

representation of general practice, where 'healthy eating advice' was seen to be an important 

and holistic part of health care. VVhile these GPs expressed personal enthusiasm towards 

preventive work, their accounts were only sometimes based on their own personal 
involvement and were commonly centred upon the role of general practice more generally. 
Additionally, although they often described the way that they or their practice approached 
health promotion it was also apparent, that on a more abstract level, they were talking about 
how general practice sbould be orientated towards a preventive 'model'. 

10.2.2 At the periphery. * a clinical-orientation 

In this theme, I want to look more closely at the views of the older and male GPs who 

appeared to construct a contrasting and clinical representation of general practice. While 

they did not appear to dismiss a role for prevention in general practice altogether, their 

accounts centred around how they felt it should be on the periphery of their own personal 

role. This is an important distinction to emphasise, because these GPs' accounts were 

centred upon legitimating their own distance from preventive work and the practical 
difficulties of providing this type of advice. As I discussed in the previous theme, GPs who 

were orientated towards a preventive 'model' talked more about the role of general practice 

more generally. 

It was apparent therefore, that for many GPs, preventive work was not seen as being a core 

or integral part of their role. Contrary to such suggestions by some of their colleagues, they 

talked instead about how they tried to reinforce advice when "relevant" (Barbara). Or 

similarly, they emphasised how they were too busy with other work and would only talk 

about prevention if they got a "chance": 

MARTIN: Yep, I think it's part of my job, you know to encourage 
breast feeding. It's part of my job to encourage people before 
they become pregnant, to think about their food intake and how 
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healthy they are. Whether they are giving up things like smoking 
So you know if I get a chance then I'll put over my views, 

Indeed, in this following example, the suggestion that prevention was a peripheral part of 
these GPs' role was made more explicit. Hence prevention was something that this male GP 
bolted on to consultations as an "addendum". 

LEONARD: ... Talking about food, diet and eating is something that you 
do in the course of the consultation... you are left with a few 
postscript minutes to say what about you weight, what are you 
eating and concentrating on that area is very much a little 
addendum. 

Explaining why prevention was not an integral part of their role, many GPs appeared to 
justify their approach by talking about how they were being expected to 'andertake 
preventive work. Such accounts often very clearly stated that they were challenging what 
was expected of them, because the majority of their role was directed towards the 
"treatment of illness". Here for example, this male GP challenges the idea of being expected 
to provide preventive advice, implied by his view that he was going against the "politically 

correct" preventive paradigm: 

EDWARD: Well I think in practice, and this isn't very politically 
correct to say so, I think most of your role as a GP is the 
treatment of illness... 

Similarly in this following example, this female GP also challenges the idea that the 

government were expecting GPs to undertake preventive work. Unlike the GP above, she 
talked more specifically about wbo was expecting GPs to provide preventive advice. She also 
captured the sentiments of several colleagues who felt that preventive work was being 
forced upon them and was not what some GPs described as a "medical scenario" (Uz). 
Therefore, prevention was an additional task to add to their core role, which was 
constructed as the treatment of illness: 

BARBARA: The government seem to expect us to do health education 
and assess whether they are being physically and sexually abused, 
and everything else as well. 

GPs who appeared to be orientated towards a clinical 'model' of general practice also 

commented upon the magnitude of the task that they faced. These GPs talked about how 

preventive work was far too big a problem for them to undertake or make an impact upon 
(and which one GP (Martin) who was quoted earlier referred to as being like a "fire- 

fighter'). Again, this revealed a noticeable contrast in the way that preventive work was 
being constructed and for this GP below, it should not therefore be a core part of his role. 
This was because he felt that GPs can "take too muclP on their "shoulders" and he was 

only able to scratch the surface of the problem. 
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EDWARD: I think we can try and take too much on our shoulders as 
GPs if you like in responsibility for health matters, by saying we 
should be thinking about positive health. 

Several of the GPs who appeared to be orientated towards a more clinical 'model' of general 
practice, argued why thg in particular should be responsible for preventive work. Again, 

such accounts were based on the premise that diet was an important health issue, but they 

questioned whether the GP was "necessarily the best person" (Liz) to be providing 'healthy 

eating advice': 

GILLIAN: I think it's an area of health promotion that we should 
be looking at. I'm not sure if it's necessary for it to be done by 
a doctor. 

Furthermore, these clinically-orientated GPs also questioned their own role in relation to 

other professionals outside of general practice, whom they also believed had a responsibility 
for prevention and especially 'healthy eating. This was felt to be an issue which should be 

addressed by the "politicians and not the individual GPs" (Martin) and in this particular 
example, this was a wider issue for "society" and other professionals such as "school- 

teacher[s]": 

EDWARD: It is something which needs to be tackled by society, by 
schools, by positive intervention in many ways. Healthy living 
centres, all these things. I think everyone should be promoting 
positive health, including eating... But I get back to, well - all 
you questions have a sort of basic premise in them, which I 
challenge. Does the school-teacher say what are you eating? Why 
should I? 

Like the preventively-orientated GPs, these GPs also recognised that they were tallcing 

about a different approach to general practice and which was in contrast to some of their 

colleagues. However, they evaluated the possibility of a different approach as being an 

acceptable feature of general practice, because of the idea that different interests can be 

accommodated in their profession. 

MARTIN: Again, I suppose you are a product of your background and 
your training and who you have met, and who has impressed you. 
What do you observe as you go about your work. 

Although within the idea that 'different interests' could be accommodated, the older male 
GPs also recognised that factors such as age or gender could influence how GPs practised. 
Interestingly, while such examples revealed how different approaches were felt to be 

inevitable in general practice, they also seemed to serve a secondary distancing purpose. So 

by acknowledging that "younger partners" may be "more into" prevention, these male GPs 

were able to legitimate their personal distance. 
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GRAHAM: Younger partners... may be more into it than I will be. 

Some older male GPs who appeared to be orientated towards a clinical 'model' of general 
practice, also talked about how gender influenced the way that that female colleagues 
approached their professional work. Again, matters relating more specifically to 'healthy 

eating advice' will be discussed in the following chapter, but such accounts also represented 
another form of distancing. 'Social problems' were constructed as being within the realm of 
personal interest, rather than a legitimate concern for them personally. In the following 

example, this was explained in terms of how "some female GPs want to get very heavily 
into psychosocial problems": 

LEONARD: Urm, well I think you know you will get some female GPs 
who want to get very heavily into psychosocial problems, and see 
their vocation in life as sorting out people's domestic 
difficulties, and they are people who in another world might have 
been social workers, or psychiatrists. 

Another interesting contrast to the GPs who appeared to orientate themselves towards a 

more preventive 'model' of general practice, was the way that these GPs talked about 'time'. 
They appeared to use the concept of 'time' to support their view that 'healthy eating advice', 
or preventive work more generally should be on the periphery of their personal role. In this 

example, a lack of 'time' was used as a way of supporting their view that dietary advice 

should not be part of their core work. 'Ilierefore it was not a matter of wanting more time 

to undertake such work, but rather a reason to explain why it was not a priority. 

LIZ: I don't feel I have the time... Erm, yes. Well. I think it is 
important. We do it a well woman clinic though, depending on how 
busy you are. We do give some advice about diet, we ask about 
diet. 

These clinically-orientated GPs also talked about how preventive work was biomedically 
disruptive and was therefore inconvenient to their core role of treating illness. One GP felt 

that prevention could "take over our entire lives... and not leave us any time to see anyone 
that wasn't well" (Gillian). Additionally in this particular example, Edward felt that the "here 

and now" was deemed to be more important: 

EDWARD: Okay, I mop up the bits when things go wrong so I suppose 
I have a vested interest in doing something about that. 
The more time I have on dealing with positive interventions, the 
less time I can deal with problems which are here and now. 

Finally, and related to such views, was the notion that preventive work was unrewarding and 
boring. One GP below commented about how doctors are not really suited to such work 
because they "get bored" or as this second GP commented, "it tends to be a rather 
thankless task": 
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LEONARD: I mean doctors are far better at troubleshooting than 
they are at doing routine screening. We get bored. 

LIZ: Erm, it tends to be a rather thankless task often. 

Ur-like the preventively-orientated GPs, these GPs' accounts of prevention in general 
practice centred upon their own personal involvement. Rather than talk about a role for 

general practice more generally, however, they orientated themselves towards an alternative 
clinical 'model', by talking about the practical difficulties of providing preventive advice in 

their consultations. Nevertheless, while they may have talked more about the practicalities 
of this type of work and their own personal involvement, they also appeared to be 

contributing towards a theoretical debate about the role of prevention in general practice. 

IO. Z3 Summafy 

Comparing these two contrasting views of prevention suggests that GPs were accounting 
for 'healthy eating advice' in terms of two contrasting 'representational models' of 
prevention in general practice. It was apparent that while GPs from either orientation 
sometimes mentioned the practical difficulties associated with prevention, their accounts 
were on the whole representations of general practice, or abstractions of how they thought 
it should be. Yet on a different analytical level, it could also be argued that because they 

were consciously aware that they were taking a particular approach and also one which 
contrasted with some of their colleagues', GPs were drawing upon two contrasting 
discourses about the role of prevention in general practice. 

There was a meaningful contrast however, between the ways that GPs from either 
orientation were constructing these 'models'. Those who were orientated towards a 
preventive 'model' talked about the role of general practice/primary care more generally, 
while the clinically-orientated GPs talked more about their own personal involvement. 
There was also a meaningful association between these different 'models' and the GPs' age 
and gender. Hence I found that the younger and female GPs were orientated towards a 
preventive 'model'. while their other older and male colleagues were orientated towards the 

alternative clinical one. Furthermore on some occasions, GPs did talk about these age and 
gender differences to legitimate their own approach and distance themselves from the other. 

10.3 Operationalising 

Although practical difficulties were mentioned in accounts of either orientation, I have so 
far argued that GPs appear to draw upon different 'models' to justify why general practice 
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should concentrate on treating illness, or alternatively, a need to overcome a number of 
problems so that a preventive 'model' could be fully realised. In this section, I want to 

explore the subtle contrast between the representational and operational content of the 
GPs' interviews. WUle their representational accounts appeared to mainly consist of ideas 

about how general practice sbould be., it was also possible to identify how these ideas were 
influencing the ways they were talking about the day to day management and practicalities 
of 'healthy eatine work. 

As I mentioned at the beginning of this chapter, it would be inappropriate to suggest that 

when GPs were talking about the practicalities of providing preventive advice, they were 
actually revealing an accurate picture of their clinical experiences. However, in this section, I 

will argue that although there were some differences between these two levels of 

accountin& there was also a meaningful relationship between them. 

10.3.1 Delegation 

For the GPs who were clinically-orientated, the necessity for 'healthy eating! work to be 

undertaken by someone else appeared to be paramount. I also found that for many of the 
GPs who were preventively-orientated, they too spoke about the necessity of delegating this 

type of work. However, while this may provide an example of how their representations of 

prevention may be practically different from the way that they 'operationalise' them, there 

still appeared to a meaningful contrast in the way that they spoke about the practical need to 
delegate. 

Most GPs, regardless of their orientations however, did also talk about how 'healthy eating 

advice' should be practically managed within general practice and primary care itself. The 

clinically-orientated GPs implied that there was a 'line' which had to be drawn and made 
delegation necessary because they could not or would not go into 'detail' about diet. These 

GPs constructed themselves as generalists and talked about how prevention and dietary 

work was a specialism which they did not have. So in this particular example, the dietician 

was regarded as being a professional who was best qualified to talk about diet in detail (this 

theme in the context of food more specifically will be explored in greater detail in Chapter 

11). 

LEONARD: ... There's no point telling me this, because I'm not going 
to do anything with that information. The person that is going to 
do something with that information is the dietician... but the 
dietician will tell you how to go about doing it. She has spent 
five years studying diets, I spent five years studying everything. 
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Also reflecting the idea I explored earlier that 'healthy eating work was boring or dull, 

comments were made by the clinically-orientated GPs about how nurses and health-visitors 

were better suited to this area. Some of these GPs backed these views up with comments 
about these colleagues having greater skills or better opportunities for undertaking this 

work: 

GILLIAN: [it could be done by] ... a nurse, or a health visitor. 
I mean if there's young children in the family, then the Health 
Visitor's got the perfect way in to discuss diet for the whole 
family. 

Similarly in this second more direct example, this view was made more explicit, because this 

male GP talked about how doctors were not suited to "screening! ' work, implying that 
health visitors were better dealing with mundane or routine tasks: 

LEONARD: The health visitors are far better at taking time to 
repeat the same message to lots of their patients ad infinitum... 
I don't think doctors are very good at screening, it's not how 
their brains work. 

Nevertheless, when talking about delegating 'healthy eating! work, there was a common 

view in either orientation that it had to be delegated. This therefore provided an example of 
how some 'operational' accounts were less polarised than 'representational' views of 

prevention in general practice. Thus, some of the GPs who were clinically-orientated talked 

about starting the process of dietary counselling and then sent someone to the nurse when 
they felt they needed regular follow up treatment. 

GRAHAM: If I get someone going in the right direction I would 
involve Stella who is the practice nurse, on some sort of regular 
basis. They need some sort of regular follow-up, just because it 
encourages them that you are still interested, and that you are 
getting somewhere. If they are succeeding, and losing. Urm, then 
seeing them regularly, with reinforcing them whatever it is, keeps 
them going and you can begin, once they are feeling more positive 
about it, you can begin to talk about exercise. It's not 
necessarily a practical proposition, but just to burn up more 
calories in some sort of way. 

Similarly with preventively-orientated GPs, it appeared that they too also felt it was 

necessary to delegate more detailed 'healthy eating advice'. However, the subtle contrast was 

revealed by how again, they talked about not having the amount of time they would like to 

undertake such work. 

TF: How do you feel about it taking a back seat then? 

ROBIN: Well I think we are probably aware of that and are trying 
to address it, a little bit in terms of having other health care 
workers being able to spend more time with patients talking to 
them about diet and nutrition, other than their GPs. And that's 
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certainly what happens here, our practice nurses and other staff 
are increasingly you know, patients are increasingly seeing other 
primary care staff about their nutritional state. 

There was also a contrast in the way that the preventively-orientated GPs talked about the 

role of other members of the general practice team. Rather than passing on work which was 
considered to be dull and boring, as this next female GP typified, the whole practice team 

was said to share her enthusiasm towards prevention: 

LAURA: All the team know what I feel about things, and most of the 
team are quite into it as well. So you are building up a team that 
are involved with it. 

Finally, on the same point, some of the preventively-orientated GPs talked about how 

preventive work should be shared So while these GPs may still have been delegating it, this 

was constructed as being a process of "reinforcement" with colleagues (David), while in the 

example below, this was presented as a "consensus" approach "to healthy living'. 

MICHELLE: We have a dietician who works with the practice. We have 
a couple of good practice nurses. I suppose, yes just a general 
attitude to healthy living, this is a good general consensus. We 
don't have any partners who aren't aware of the benefits for 
example. 

In this theme, I have concentrated upon identifying the subtle contrasts in the way that GPs 

talked about the practicalities of providing 'healthy eating advice'. In the earlier themes in 

this chapter, I argued that the preventively-orientated GPs talked about prevention in 

general practice more generally, while the chnically-orientated GPs spoke about their own 

personal role. However, unlike these representational accounts and regardless of orientation, 
this theme focussed upon how all the GPs spoke about the their own personal level of 
involvement and the role of other members of the general practice/primary care team in 

providing 'healthy eating advice'. Nevertheless, although there appeared to be a need to 
delegate this type of work, the way it was constructed still appeared to be influenced by the 
GPs' respective orientations to different 'representational models' of general practice. 

10.3.2 Constructing prevention 

In this final theme, I want to continue exploring the subtle differences and relationship 
between the construction of 'representational' and 'operational'/pracfical accounts of 

prevention. Here however, I will focus upon the relationship between these two levels of 

accounting and what 'prevention! appeared to mean to them. 

Consistently across both orientations, GPs talked about how in practice 'healthy eating 

advice' was usually targeted at patients where they could see that there was something 
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wrong (such as being overweight) and that they therefore tended to neglect non-visible 
ailments. So some said that "it would be much less common for me to make positive 
intervention if someone was the correct weight" (Graham) and that this tended to be a 
trigger for discussing 'healthy eating: 

TF: Right, you talked about focusing on weight? 

MICHELLE: Yes, that tends to be a trigger for me discussing it, we 
do have a lot of patients who are you know, have a high BMI, and 
are I quite often record height and weight and eventually work out 
BMI if I need to. Erm, so yes I tend to look at obesity as a 
fairly large factor and urm give them advice on the type of food 
to eat. 

Linked to this point, a further common distinction made about the type of preventive 

advice provided concerned population-based approaches. GPs felt that there was a strong 

need to target advice, hence GPs were regarded as having little "impact on the state of 

nutrition for the majority of the population" (Laura), which necessitated a different 

approach altogether. 

GILLIAN: I think health promotion in theory is very good, in 
practice, works 

, 
reasonably well for targeted areas but I think 

you've got to be: you've got to be quite focused about it, or else 
you just end up giving out general information that people know 
already and that's not useful, they come to you for more, not just 
for more of the same. 

Perhaps reflecting how their concerns translated into practice, the clinically-orientated GPs 

often explicitly presented the type of preventive work they were undertaking as secondary 

prevention. Advice was said to be centred upon patients with specific diseases and illnesses, 

such as diabetes, or it often came to late because it was provided "after the horse has 

bolted": 

BARBARA: I suppose we almost do it after the horse has bolted, or 
whatever. Erm, I suppose we do it where, or if they've got high 
cholesterol or if they are overweight that sort of thing. 

GPs who were preventively-orientated also talked about targeting advice to specific groups, 
but they appeared to differ in terms of what they appeared to mean by 'specific'. The key 

difference was that they talked about a more extensive range of diet-related illnesses. These 

included a range of illnesses and diseases such as alcoholism, lactose intolerance, or colic. 
Indeed as this example appeared to imply, there were many issues which could be 

encountered, if you were prepared to look for them: 

TF: You said that it's something you get quite a lot of, being 
asked about advice, could you give me some examples of the sorts 
of things? 
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DAVID: Advice on diet? Well this morning I had, well a dietary 
referral for irritable bowel syndrome, and gave an advice sheet on 
that. Erm, last night, the last patient last night was newly 
pregnant and taking advice on folic acid supplement, and other 
dietary advice that you would give to a pregnant woman in the 
early pregnancy. Yesterday, a question about finding a 
contraceptive pill that did not contain lactose as an excipient, 
because of someone who had an extreme lactose intolerance. And 
there probably isn't one. It's something you wouldn't really think 
of when you are thinking of diet. 

Such accounts help to suggest that whilst GPs may had different views on what constituted 
their understanding of 'healthy eating advice', that what they may actually be providing was 
to some extent focused on the treatment of diet-related illnesses. Furthermore, whether they 

explicitly stated it or not, their preventive role also appeared to be more typical of secondary 
prevention because of the types of opportunities they were identifying. However, like the 

way they talked about delegating 'healthy eating! work, there still appeared to be a subtle 
contrast between how these GPs talked about the range and types of 'healthy eating advice 
that they said they were providing. 

10.4 Chapter summary 

I began this chapter by exploring a very noticeable contrast between the way that GPs 

talked about the role of prevention in general practice. Although I had asked them to focus 

on the provision of 'healthy eating advice', it was apparent that their accounts were often 
based on views towards preventive work more generally. While GPs may have spoken about 
the practicalities of preventive work, these accounts appeared to be representations, because 

they were constructed to support different theoretical orientations towards a debate about 
prevention in general practice. 

I made the point that while there was a distinctive polarisation between two different 

representations of general practice they all constructed, the way they talked about providing 
advice was often less polarised and the differences were more subtle. On tl-ýs basis, it may 
be possible to suggest that their 'representational models' of general practice show greater 
polarisation because they were abstractions. So while the GPs I interviewed did talk about 

encountering many of the same practical difficulties, their different orientations appear to 
have some influence upon the way they talked about managing these on a day do day basis. 

I suggested in this chapter, that GPs different orientations towards either a clinical or 

preventive 'model' of general practice were associated with their age and gender. I also 
identified several accounts which revealed that GPs were aware of these factors, and used 
them to account for their respective orientations. However in the following chapter, I will 
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continue to explore the influence of age and gender on the way that GPs talked about, and 
evaluated work involving food and eating. 
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11 Constructing professional roles 

11.1 Introduction 

Staying with the idea of 'representational' and 'operational models', this final analysis 
chapter continues to explore GPs' contrasting views on the provision of 'healthy eating 
advice'. Unlike the previous chapter, I will be focusing more specifically upon preventive 
work involving food and eating and explore how GPs legitimated their personal 
involvement and distance in this area of prevention. 

The chapter will continue to argue that there was a relationship between these different 
levels of accountin& by exploring how GPs' different representations of general practice 
appeared to influence how they evaluated 'healthy eating' work. As identified in the previous 
chapter, I will also continue to develop the association between age and gender on GPs' 

respective orientations towards either a preventive or clinical 'model'. 

However, underpinning the ways that GPs legitimated these 'models' were contrasting 
accounts of their professional 'expertise' in tl-ýs area. Nfirroring the format of the previous 
chapter, I will begin by discussing how their accounts were constructed in the abstract form 

and then develop the analysis on a different level, by considering the subtle ways that these 
representational accounts appear to be operationalised. 

11.2 Constructing professional 'expertise' 

Irrespective of the GPs orientation, they all spoke of how 'healthy eating advice' was not a 
topic they had been taught at medical school. In contrast to much of their 'professional' 
knowledge, they thought that it was either qay' knowledge or was a particular specialism of 
other professionals such as dieticians or health visitors. Before exploring how GPs 

evaluated their experiences of work involving food and eating in Section 11.3, this section 

explores the contrasting ways that they used the concept of 'expertise' to legitimate their 

personal involvement or distance in the area of 'healthy eating advice'. 

1121 Drawingaline 

The analysis in this theme concentrates on the views of the older and male GPs. These were 
the GPs who, in the last chapter, were associated with a clinical 'model' of general practice 

185 



and felt that prevention was a peripheral part of their role. The key point which arises from 

these GPs' accounts on 'healthy eating more specifically however, is that they felt they were 

not qualified to talk about food and eating with their patients. 'Merefore, because they said 
they had not been trained in this area, they explained that this was a legitimate reason for 

not providing advice: 

GILLIAN: I think the one thing that probably, not inhibits, but I 
don't see it as a particular area of expertise. We weren't taught 
anything about that at Medical School. I don't really know any 
more about diet than anybody else. I mean I think we can give a 
very basic level of advice and information, but I don't think 
we're specialists in the area, at all. 

Professional 'expertise' was a key theme in their accounts of 'healthy eating advice', because 

many GPs felt that detailed food and eating discussions were out of their remit because they 

were not 'experts' in this area. Some of these GPs did, however, talk about how they could 

only deal with very simple issues and perhaps provide a diet sheet where applicable. 

TF: You also said a little about expertise as well. 

LIZ: I suppose yeah, I can look at somebody's diet and say, yeah 
you're eating too much of that or not enough of that. Actually 
quantifying it and giving them advice. I mean simple things like 
diet sheets. 

Similarly, other clinically-orientated GPs also talked about how patients expected them to be 

texperts' in everything and again, while they may be able to deal with certain dietary issues, 

there were other issues which they did not feel they had the detailed 'expertise' to provide: 

BARBARA: ... they think we know absolutely everything about food and 
what everything contains, and what balance it should have. The 
relevance of all the trace elements, and everything. 

TF: You don't? 

BARBARA: I don't know where you can find manganese and all the 
relevant trace elements. 

These accounts commonly drew upon the notion that GPs were 'generalists'. So these GPs 

talked about how it was important to recognise their limits and not provide advice in an area 

which they did not "feel very confident about" (Gillian). Indeed for this GP, "A good GP is 

probably one who knows their Emits": 

GARETH: If someone wanted to go into specifics, then I'd have to 
say that's not my field of expertise, I'm giving general 
guidelines, and if they want more information I'd have to refer 
on. A good GP is probably one who knows their limits. When it 
comes to diet, sure I've got a general knowledge, but I am limited 
in that knowledge. 
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However, there was also a different notion of 'expertise' in their accounts. This contrasted 
with their view that 'healthy eating! was a specialism, because they felt that some 'healthy 

eating advice' was available elsewhere. For this GP, 'healthy eating advice' was generally 
available in society, because people already "know the things you are [talking about]": 

EDWARD: ... I think that there's so much knowledge in society, that an 
awful lot of people know the things you are [talking about]. 

Furthermore, this view also appeared to be constructed on the premise that 'healthy cating 
advice' was 'lay' knowledge. Again, although this concern was centred upon the concept of 
'expertise', GPs talked negatively about providing some types of dietary advice, because they 
felt the public probably knew as much as they did, implying that they had no authority in 

this area: 

GILLIAN: I don't think I'm qualified to give dietary advice more 
than any member of the public, in many ways. I mean to specific 
groups of people, yes, as in your diabetics and your pregnant 
people and all the rest of it, these are people we've been given 
very targeted information on, with regards to what they eat... 
But in terms of the general public, they probably know just as 
much from reading their magazines as we do on the whole. 

Similarly in the following quotation, concerns about authority and 'expertise' became more 
explicit, because this GP acknowledged that she did not want her patients to know more 
than she does. 

TF: And do you feel whether or not you have the necessary skills 
to reinforce 'healthy eating advice'? 

BARBARA: I think in general principles, yes. In as much as 
probably I don't necessarily want a patient to understand any more 
about it than I do. 

TF: You don't want? 

BARBARA: Well, I mean initially if you are teaching -I don't 
expect them to have much more information than I do personally, 
therefore presumably anything which I know is okay, therefore. 

As I mentioned in the previous chapter, some older male GPs talked about prevention 
being a female interest. There was also an interesting gendered influence on the way that 
GPs constructed 'expertise' in relation to 'healthy eating work. These older male GPs also 

argued that talking about food and eating was something that they did not know about 
because they were men. Thus for one older male GP, he said that he did not have a "clue" 

about cooking, because his wife did it: 

EDWARD: So you're saying it's dead easy to whip up a lentil broth 
you know. How do you do it doctor (laugh), I haven't a clue 
(laugh)! You know, ha ha my wife does it (laugh). 
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Get your wife to do it (laugh), I am the wife! 

Similarly in the following example, this older male GP also felt that because he did not have 

sufficient knowledge of cooking, then he did not know enough to advise people about 
'healthy eatine. 

LEONARD: I live about a mile from here, between N[removed] and 
R(removed], my wife she does our tea. I'm perfectly capable of not 
starving, I can use the microwave and I do, I can cook to a 
certain extent, but I don't know enough about cooking to advise 
other people. 

This last example however, was linked to a further explanation of why food and eating work 

was not professionally prioritised. Wile he had already talked about how women were 

more qualified to talk about 'healthy eating', he also then implied that he felt this type of 

work had very little status. This following account appeared to be masculinised, because 

troubleshooting the practice computer system was presented a being a greater priority than 

with what was "going wrong diet wise": 

LEONARD: ... I have got far more other things to do, like learning my 
way round how to use a network in the surgery, and how to 
troubleshoot when the secretary comes to me and can't get some 
printer to print out properly. Or like two days ago, our internet 
connection crashed and I had to work out why it had, and erm, I 
have to admit that I find that more interesting than telling the 
'nth' overweight patient where they are going wrong diet-wise. I 
can tell them they are going wrong diet-wise. 

In this theme, I have explored how many older GPs talked about how they were not 

qualified to provide 'healthy eating advice. By unpacking what they meant by 'expertise', it 

is possible to suggest that its definition was two-fold. Firstly, because they saw themselves 

as 'generalists', there was a concern about providing advice which should be provided by a 

specialist. 'Ilie second concept was more negative and also more gendered, as these GPs felt 

that because some 'healthy eating advice' could be obtained elsewhere, this was an area that 

they had no particular authority over. 

11.2.2 Personal experiences 

This theme concentrates on exploring the accounts of the preventively-orientated GPs. 

Despite also agreeing that they had received no formal training in dietary advice at medical 

school, by contrast these younger and female GPs spoke of how they were qualified to talk 

about some forms of 'healthy eating with their patients. I argued in the previous theme that 

one of the reasons older and male GPs put forward for not being personally involved in this 

area, was that food and eating was 'lay' knowledge or too specialised for them to provide. 

188 



This theme however, explores how 'personal' experiences of 'healthy eating! were felt to be a 
form of professional 'expertise'. 

It was the female GPs who were orientated towards a preventive 'model' of general practice, 
who talked most about how their knowledge of 'healthy eatine had not been "accrued 

through... medical training' but "through... life experiences" Ganet). Indeed as the 
following older female GP typified, providing 'healthy eating advice' was not a matter of 

needing any special training, but it was "just a basic common knowledge that everyone 

should have". Uke many other preventively-oricntated GPs, she spoke positively about how 

the lack of formal training at medical school was not an issue, because 'healthy eating' was 
cccommon-sense" anyway. 

PAULINE: ... I don't have any special training, it's just a basic 
common knowledge that everyone should have anyway. I wouldn't say 
that I have that much greater knowledge than a lot of patients... I 
don't think that's gleamed from being a doctor, it's from common- 
sense... 

When I talked to these GPs about the sources their 'healthy eating! knowledge had 

originated from, they continued to construct it as 'lay' knowledge by talking about their 
"personal experiences". In addition to some medical sources, these included the radio, 
television or magazines: 

MICHELLE: I suppose bits and bobs of what I read in the GP rags, 
urm, occasionally I'll pick up bits from the BMJ, but there is not 
a lot in that. Er, own personal experience, and just an idea that 
er things like isachemic heart disease and diabetes are very 
largely related to diet and therefore you know things you hear on 
the radio ... I don't really know where my bulk of knowledge comes 
from, certainly not from training. I listen to "Woman's Hour" 
occasionally (laugh) and er you know it's just from a lot of 
different sources and basically I think that a lot of it boils 
down to common-sense, erm. as to what you should try and bulk your 
diet out with... 

Implicit within the notion of 'personal experiences', was the idea that presenting one's 'self' 

within the consultation was acceptable. That is, these female GPs talked about how they felt 

that they could talk about their own health behaviour as way of facilitating discussions of 
'healthy eating. Here for example, this female GP talked about how her 'healthy' image 

added credibility to her advice, yet at the same time was complemented by a sense of 
humility: 

PAULINE: I think that the majority of patients do respect what we 
say and think that we do tell them sensible things, whether they 
act on it and the other variables that come in. A lot of people, I 
mean I've been in the practice now for 15 years. I've done a lot 
of running. Years ago I was very competitive. A lot of patients 
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know that I am a runner and they assume that I have a healthy 
diet. It's maybe not. If they have ever seen my buggy in 
Sainsbury's, they may think differently... I think that it is easier 
to say well take a bit of exercise and erm try and lose some 
weight if you are somebody who does take exercise, and isn't 
overweight and doesn't smoke. 

Similarly, this female GP talked about how she brought in experiences of her own diets into 

the consultation. This was again presented as being acceptable and by including her 'self in 

the consultation, she also suggested that her advice will sound more credible: 

KAREN: I consider myself a reasonable expert in a range of diets 
because I've tried a few and there are certain ones that I would 
recommend, they are actually ones from the slimming magazine, 
which are either the greatest amount of calories which is very 
good if you want to count up to a 1000, or fat units, which is 

where you count the fat units and you can do it very easily with 
pre-prepared food. And I usually say to them most of us have the 
same problem, myself included. I say that we take in too much food 
for our body and that's why we put on weight. 

VVhile it was possible to ascertain that it was the female GPs who were accounting for 

'healthy eating advice' in this way, they also spontaneously offered gendered explanations 
for why they felt they took a more positive approach towards 'healthy eating advice. This 

suggests that these female GPs were drawing positively upon their gender to explain why 
they did have the 'expertise' to talk about food and eating. Indeed, it also draws upon the 

same gendered concept that I identified in the previous theme, where some of the older 

male GPs constructed 'healthy eatine as 'women's knowledge'. 

Several female GP for example talked about how they were a 'mum' (Nfichelle), which 
therefore gave them 'expertise' in this area. Yet for this female GP, being "maternalistic" 

appeared to suggest that she was constructing herself as caring for her patients, like a 

mother or a wife might do for her family: 

JANET: Probably more, because I'm maternalistic. Well I'm a wife 
and mother as well as a GP and I know I've always used food as a 
comforter with my kids when they were wee. You know, "Oh dear, 

you've scraped your knee, lets give you a sweetie", I still: I 

mean I went to see a drug addict the other day and they... and I 
found myself saying to them, and they seem to accept this advice 
"You need a good square meal". 

VVhile the male GPs who were orientated towards a preventive 'model' of general practice 
did not distance themselves from talking about food and diet, there were notable contrasts 
in their accounts. However, some for example still talked about bringing "personal 

experience[s]" into consultations: 
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TF: What influences your professional approach? 

DAVID: Erm, a number of factors, personal experience. Not personal 
medical experience, but personal experience, what I perceive from 
sources outwith the surgery, what I pick up in the news and then 
all the various sources of information through medical journals, 
articles, reviews. Erm, information from colleagues. 

Yet male GPs who leant towards this preventive-orientation appeared in general to talk 

more about the effect this had on their practice style, rather than constructing their 'self 

within the consultation. So as this male GP typified, his knowledge of various diets was 
constructed as helping him to inform people, especially if "they are misinformed about their 

attitudes". 

ROBIN: ... So, I am quite interested in nutrition, just because of my 
experience. You know, and the range of diets that I've had and the 
range of people that I have lived with over the years. So I just 
find it quite interesting and erm find that I feel as though I can 
usefully inform people a little bit about diet and perhaps, er 
well inform people if they are misinformed about their attitudes. 

Unlike the clinically-orientated GPs, these GPs did not distance themselves from 'healthy 

eating work completely. W`hile it can be assumed that from the accounts presented in the 

previous chapter that they may have delegated some 'healthy eating work, these GPs 

legitimated their personal involvement by constructing 'lay' or 'personal' knowledge of food 

and eating as a form of professional 'expertise'. However there was still a meaningful 

contrast between the accounts of preventively-orientated male and female GPs, because the 
female GPs talked more about bringing their own 'self into the consultation. 

11.2.3 Summary 

Shedding light on the theme of 'Delegation' in the previous chapter, this section explored 
the relationship between GPs different 'representational models' of general practice and 
how they legitimated their involvement or distance in 'healthy eating! work by drawing upon 
their understandings of 'expertise'. VA-A there was also a gendered difference within each 
theme, there was also a meaningful contrast in the relationship between these accounts and 

the GPs' age and gender more generally. In summary, it is therefore possible to suggest that 
it was the older and male GPs who expressed the greatest concerns about 'healthy eating 

work, and some of the preventively-orientated female GPs who were the most enthusiastic. 
Nevertheless, as I argued in the previous chapter, these accounts also appeared to be 

representations, because GPs did not directly talk about the practicalities of talking to 

patients about food and eating. Hence in the following section, I will concentrate upon 

exploring how GPs legitimated their involvement and distance, by talking about their actual 

experiences of providing 'healthy eating advice'. 
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11.3 Evaluating experiences 

In this theme, I will focus upon how GPs different orientations towards preventive work 

also appeared to influence how they talked about educating patients to change their diets 

and the effects this had on the doctor-patient relationship. Wule there was generally some 

consensus that better education would help to improve 'unhealthy eating!, the way that GPs 

legitimated their own involvement and distance was constructed as the ability to be 

professionally effective in this area. 

Cha)ýp'ng the 'Scot, 6sb diet- Culture and educadon 

Before exploring the relationship between GPs accounts of providing 'healthy eating advice' 
and their respective orientations, this brief theme considers how there was general 
agreement that cultural factors caused poor diets. Therefore similarly to the lay interviews, I 

asked GPs about the 'Scottish diee and what they thought the term meant. While there was 
a similar view that the unhealthy Scot was a stereotype, most GPs did feel that Scotland had 

a much poorer diet than other countries, which resulted in higher rates of heart disease, 

stroke and cancer- 

TF: Why is there'so much talk about the Scottish diet? 

EDWARD: Well (laughs) because it's a pretty bad. I mean Scotland 
has bad stats, for heart disease, and although diet isn't perhaps 
all of it. 

Furthermore, when explaining why the Scottish diet was 'poor', GPs commonly felt that 
fl-ýs was because of working class culture and a remnant of the days when people had more 
demanding manual jobs. By implication, GPs were therefore talking about how 'unhealthy 

eating' was synonymous with social class and simultaneously appeared to be distancing 

themselves from the idea that they themselves ate such a diet Indeed, this suggests a very 

similar process was occurring to the one I also identified in Cha pter 8 for lay respondents. 

TF And there's a lot of talk about the Scottish diet, what are 
your views? 

JANET: Chips with everything. I mean it's: it's very much a social 
class thing. But you know indigenous sort of Lothian-belt working 
class people do seem to have the culture of pretty appalling 
stuff. 

GPs elaborated further in their explanations of why they thought many of their patients 

were eating unhealthily. They put forward a range of social, cultural and economic factors, 

which they felt were constraining and preventing people from changing their diets. For 

example, several GPs emphasised that their patients' diets were indicative of certain 
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ccultural' barriers to eating a 'healthy' diet and caused by a culture of convenience, where it 

was easier to go and buy a takeaway meal: 

GILLIAN: But if you've got easy transport to go out, or if you 
live somewhere where there are shops on every corner, you're 
probably more likely to either eat out or else to buy more 
convenience food that you can nip out, buy a pizza, shove it in 
the oven there and then, rather than think about what you want to 
buy for the week, have it in the house and have a sort of almost 
sequential plan of meals. So I'm sure that does influence culture. 

There was an agreement that poor diets were caused by cultural factors and, regardless of 
their orientations, GPs appeared to universally assume that many of their patients had eating 
habits similar to the stereotyped 'Scottish diee. Despite these common shared views 
however, the following theme will explore how GPs then departed in the ways they talked 

about their own efficacy in changing the "Scottish diet'. 

11.3.1 Changingdiets 

Reflecting their different orientations, this theme will explore how there appeared to be a 
meaningful contrast in the way that GPs talked about their own ability to change what their 

patients were eating. Although it was commonly felt that 'healthy eating work was difficult, 

their respective orientations towards prevention seemed to influence how far they were 
prepared to go to make a difference and the way that they evaluated the practicalities of 
providing dietary advice. 

Prevendve-orientation 

For the GPs who were orientated towards a preventive 'model' of general practice, it was 
generally felt that 'healthy eating advicewas not always well heeded, but that it was a matter 
of throwing enough mud until it stuck. Similarly for other preventively-orientated GPs, they 

also felt it was important to open the door to patients and to keep on trying even when it 

was difficult "to get their message across" (Robin). Such a tenacious attitude appeared to 

reflect their orientations and enthusiasm more generally, therefore for this GP, even though 

advice "is not very well-heeded" it was a case of focussing upon the individual and treating 

everybody as being different. 

KAREN: Well I think that dietary advice is not very well-heeded. 
Erm, I think you can talk until you are blue in the face and not 
make a huge difference. Erm, I think that has been proven, erm but 
I think that is still worth a try, everybody is different. 
Statistics don't treat people as individuals. 

However, despite this positive view towards educating patients and an assumption that 

cultural factors influenced poor diets, only one of the preventively-orientated GPs talked 
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about how her own social class was a potential barrier to changing her patients' lifestyles. 
Here for example, fl-iis female GP talked about how if 'you' (implying herselo were 'socially 

aware' then you could make a difference. Again, this appeared to invoke the rhetoric of a 
preventive approach to medicine, especially as it implied that some GPs are not aware of 
the social influences on ill health. 

JANET: You see medical people get criticised very much for being a 
highly select bunch of middle class privileged people, which on 
the whole they are. And usually with a fairly narrow life 
experience themselves and who extrapolate, irresponsibly and most 
subjectively to other people and it's only the more socially aware 
ones who'll pick this up. 

Ckniýal-odentadon 

However, I found that the clinically-orientated GPs presented very different accounts about 
their willingness to try and change what their patients were eating. Wbile I argued in the 

previous chapter that they felt prevention was too big a task for them to tackle alone, this 

also appeared to apply to their view that they had very little influence over social and 
cultural cause of poor health. Constructing himself on the periphery of this problem, this 

male GP talked about how he was only able to "cosmetically interfere" because he worked 
in an area of high deprivation. Interestinoy, the previous account was also from a GP 

working in the same practice, suggesting how these particular circumstances were being 

used to legitimate his personal involvement: 

EDWARD: They want that consultation fulfilled, and er we have, we 
work in an area of high deprivation and therefore we are consulted 
more frequently, and er we are consulted, well the threshold of 
concern is very low, so they consult you very early on in the 
process. We should try and pack into that consultation advice on 
lifestyle, advice on diet and smoking... In reality, you would need 
an awful lot of positive intervention to be able to teach people 
how to cook. So you are really just saying buy more fresh fruit 
and veg, and eat less of cakes and things. That tends to result in 
a slightly more expensive diet... So upbringing and expectation 
comes into it, and then price and convenience and lack of 
education... And it is very difficult to see your role as a GP in 
being able to cosmetically interfere with that situation. 

This same GP also explicitly said that his own background was a potential handicap. 

However, he was the only GP who appeared to construct this as a reason not to provide 

advice: 

EDWARD: So there are cultural difficulties I suppose in, well all 
doctors are by definition middle class people. If you are working 
in an area where you have high deprivation categories, your own 
background is potentially a handicap. 
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However, in these accounts of clinically-orientatcd GPs, there also appeared to be a sense of 
helplessness and frustration in not being able to make a difference. GPs talked about how 

much health advice was a "waste of breath" (Graham) or that they felt they had no way of 
knowing if they had been successful, because it was hard to ascertain "how many of them 
have atrocious dietary habits" (Edward). 

Yet for many clinically-orientated GPs, their negative views of patient education and dietary 

change were often anecdotal. They appeared to draw upon these narratives to justify their 

approach towards prevention. So here for example, the anecdote of there being "no fat 

people in Belsen", stood to represent that some people are just beyond help and are 
therefore not worth helping. 

TF: Some people say that part of their relationship is that they 
are lying to themselves, but to you as well? 

LEONARD: Well I remember, but I won't quote the consultants name, 
but I remember as a registrar in hospital, doing an endocrinology 
clinic, and the consultant I was working with was distinguished, 
never rude to anybody, very hard working. It was a rather long hot 
summer afternoon and we had this 'enormous' lady who came in out 
of desperation to find some reason why she never lost any weight, 
and of course of all the people I saw in the year that I was 
there, there were very few people who were overweight that 
actually had an endocrinological problem, and erm very few indeed. 
She was going on and on and on. She said she ate half an apple and 
virtually nothing you know, and the consultant, who as I said was 
never rude to anybody said that there were no fat people in 
Belsen... You can take a horse to water but you can't make them 
drink. You can present the facts, but you can't make people take 
the advice. 

Similarly, this female GP talked anecdotally about how one woman had been given two 

cookers to try and help her cook better food, but she kept on selling them. Again, this 
implied a sense of helplessness and which appeared to lead to reservations about providing 
'healthy eating advice': 

GILLIAN: They don't want to know, I'm afraid. Some people do, but 
a lot of people don't, they're not interested. 

TF There are people who I've spoken to who would very much welcome 
advice from GPs as well. 

GILLIAN: There's a good anecdotal one. I used to cover the Darby 
schools and there's this lady in Darby who has the most obese 
child that went to Darby Primary School and Social Work were quite 
concerned and so were School Health and we looked into it and this 
boy eats from the chip shop every night cause his mother doesn't 
have a cooker, so this is absolutely terrible, did a bit more 
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investigating, she's been provided with two cookers, but she sells 
the cookers and buys the fish and chips. 

In this section I began with exploring how GPs thought that the "Scottish diet" was typified 
in their patients' diets and explained that this was because of cultural influences. However, 

despite a general agreement on this point, the way that GPs presented their ability to make a 

practical difference in this theme appeared again to reflect their different orientations 
towards preventive work. The preventively-orientated GPs appeared willing to face the 

practical difficulties of changing their patients' diets, whereas their clinically-orientated 

colleagues used these difficulties as a reason to distance themselves from this type of work. 

11.3.2 Doctor-patient relationships 

The final theme of this chapter also explores how GPs drew upon their experiences of 

providing 'healthy eating advice, but focuses instead upon the ways they talked about their 

relationship with patients in this area. Despite some similarities in the practical difficulties 

which they all appeared to face, it was again apparent that their different orientations were 

subtly reflected in the contrasting ways they evaluated the links between this type of work 

and the doctor-patient relationship. This theme will explore these issues by identifying a 

number of small sub-themes, which demonstrate these findings and highlight both the 

contrasts between each orientation and the gendered differences within them. 

Intervening 

All GPs, regardless of orientation, suggested that talking to patients about their lifestyles 

could be a sensitive subject. VVhile I mentioned this practical issue briefly in Seefion 10.3.2, 

GPs also related it to the effect on the doctor-patient relationship, because they felt it was 

necessary to 'tread carefillly' so as to avoid causing offence when providing 'healthy eating 

advice'. For many therefore, they felt that it was only possible to intervene when symptoms 

were present, or patients asked for advice: 

GRAHAM: But I would have to confess yes, if somebody walks in, 
middle, or young middle-aged man, who looked not to be overweight, 
and not to be significantly underweight, then it is unlikely that 
I would jump up with dietary questions unless they introduced it... 
It would need to be precipitated by symptoms that they have, 

probably rather than me interfering 

Similarly, GPs also talked about the need for something to "trigger" advice (Edward), or to 

make them feel that they were able to intervene with good reasons. Issues such as sore 

throats for example were not viewed as suitable occasions to provide 'healthy eating advice, 

and "general" advice was not always possible because something had to "start off the train 

of giving advice": 
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MICHELLE: ... people won't listen to general dietary advice very 
readily, unless there is a cause. But yeah, given time constraints 
I think that it's something that has to start off the train of 
giving advice I suppose... I would say reinforcing dietary advice 
when there is no specific cause for it, is a no-no because of time 
constraints. 

However, despite these similarities, there were several key differences in the GPs' accounts, 
which appeared to be influenced by their respective orientations. Some of the preventively- 
orientated GPs for example, acknowledged that finding an opportunity to intervene could 
be difficult, but that this necessitated a degree of tenacity. For this GP therefore, it 
depended upon how "bolshy" she was feeling at the time: 

TF: Would you make that distinction, people where there isn't 
something specific, and you have to wait for them to ask? 

PAULINE: Yeah, I think again that it depends on what sort of mood 
I am in. If I am feeling bolshy, and I'm going to give them the 
advice whether they like it or not, or whether I am looking for 
their leads. 

For many of the female GPs who leant towards a preventive-orientation, they suggested 
that they were able to empathise with their patients, particularly because of the issue I raised 

earlier concerning 'personal experiences'. Hence one female GP talked about how she was 

able to offer patients "an empathetic hearing", because of her "maternalistic" approach 
Ganet). A similar view was expressed in the following account because this female GP said 
that she could "sympathise" and "empathise" with patients as she herself "had similar 
problems": 

KAREN: And I think that I can sympathise with them. I am not 
skinny model-like, so when they come in they don't think, oh she 
doesn't know anything about it, erm and I can empathise with them 
and say I have had similar problems. This is how I've tackled it, 
this is what works, and I can say to them, well I understand that 
you had a bad day, or if you have a bad day, you just want to go 
out and buy a bar of chocolate, fine. 

On a similar theme, this female GP who also leant towards a preventive-orientation, talked 

about how she could build up a good relationship with her patients because she operated a 

single-handed practice. 

LAURA: Also within the way of knowing them as a single-handed GP 
you know whether they are single, whether they are working, what 
their lifestyles are, so you can try and make adaptations there. 
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Construedngpotendal 

However, one of the more notable themes, was that both the male and female GPs who 
appeared to be orientated towards a preventive 'model' of general practice, talked positively 
about how their patients saw them as providers of 'healthy eating advice'. One female GP 

talked about how patients "specifically come for our advice" (Karen), while another talked 

about how "our opinions are viewed with respect" Ganet). Indeed for this male GP, he felt 

that GPs were viewed positively because patients saw them as being a "reliable source of 
unbiased information", which echoed the views of another who fclt that their advice was 
"impartial" (Nfichelle) in comparison to other sources: 

TF: What role do you think patients see GPs as having with regard 
to food and eating? 

ROBIN: Erm, I think certainly with respect to. I think they 
probably see the GPs as a fairly reliable source of unbiased 
information. I hope they would see it that way. 

Surprisingly, only a very few accounts referred to the specific potential that the general 
practice setting has for providing 'healthy eating advice'. One preventively-orientated female 
GP talked about the positive opportunities brought by the "one to one consultation" 
Ganet), while this male GP felt that GPs were in a "privileged position" because he implied 

that a personal approach may be more effective: 

DAVID: Erm, well the evidence I think is compelling for a lot... 
Well that's the opportunity a GP has, because you are in a 
privileged position, in that when someone is here, you can tag on 
the dietary advice, and they may actually take some notice. 
Whereas they might not sit down and read an article in the 
newspaper that tells you that high er cholesterol, or high fat 
diets are bad for you. So that may be the only opportunity that 
anyone will get to be given dietary advice. 

efi ning padents' needs 

In contrast however, the GPs who were clinically-orientated did not think that it was 

necessarily suitable to discuss lifestyle issues with patients. This was because they implied 

that patients came for a specific purpose and so they might not welcome such advice. By 

implication therefore, they appeared to be suggesting that this could damage the doctor- 

patient relationship. This male GP for example talked about how there were often very few 

opportunities to discuss 'healthy eating, which made it unsuitable to do so when they 
"come to see you for a specific purpose": 

EDWARD: But urm, I find it well, apart from specific fields of 
diabetes etc, where you would be liasing with the dietician 

anyway, the number of times you can bring in dietary matters to 
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the consultation aren't as many as you would think, within the 
time one has available for a consultation, and the time of 
problems that people in an area, where I work, tend to come to see 
you for a specific purpose. 

Similarly for this female GP, she felt that patients did not really come for 'healthy eating 
advice', which showed a notable contrast with other GPs who felt that their patients did see 
them as fulfilling exactly tlýs role: 

LIZ: Well, I don't think, well I don't give health advice. I don't 
think many people really come to the doctor for that. 

Finally for this female GP, her account of the doctor-patient relationship was explicitly a 

matter related to the concept of 'expertise' I referred to earlier in this chapter. She talked 

about how patients did not view 'healthy eating advice' as being a legitimate role for GPs, 

and would be more likely to come specifically for other forms of preventive advice. The 

implication of this view therefore, was that she was also defining her patients' needs by 

talking about the type of advice they wanted: 

GILLIAN: But I think when it comes to diet, a lot of patients buy 
books or read magazines or seek help from other friends before 
coming to primary care. 

TF: And why do you think that might be said? 

GILLIAN: That they don't think we've probably got particular 
expertise in the area, or they don't perceive diet as a health 
issue. They perceive it as a kind of social habit issue, rather 
than something actually to do with: go to the Doctor cause I'm 
sick, don't go to the Doctor cause I want to improve my diet, if 
you like. I think most patients would probably regard GPs as a 
source of health advice on things like smoking and alcohol more 
than diet, so just looking for general advice. I think a lot of 
them would come to you if they felt they had a problem with 
drinking or come to you if they felt they wanted to give up 
smoking, especially now they know there's the patches and all this 
kind of thing. 

11.3.3 Summary 

Exploring how GPs talked about the doctor-patient relationship reveals their contrasting 

views on the consequences of undertaking this type of work. Výhile all GPs appeared to 

agree that finding the right opportunity to intervene has its difficulties, their different 

orientations also seemed to influence the type of professional relationship they spoke of 
having with their patients. Again there were subtle gendered contrasts within these 

accounts, yet the preventively-orientated GPs felt that patients viewed them as a positive 

source of information and related this to their experiences of empathy. However, the 

clinically-orientated GPs felt that this type of work would damage their relationship, but 
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actually backed these views up with very few examples. Once again, this revealed the subtle 
contrasts between 'representational' and 'operational models' of general practice and the 

effect of their abstracted views on their accounts of actual practice. Indeed, this process was 
possibly evident in how the less enthusiastic GPs gave very few personal accounts of 
'healthy eating advice' they had actually provided. 

11.4 Chapter summary 

In the first section in this chapter, I revealed a more distinctive contrast between the way 
that GPs talked about 'expertise' in 'healthy eating work than in their accounts of actually 
talking to patients about their diets. Like the previous chapter, this chapter has also 
developed the idea that different 'representational models' of general practice have a 
meaningful relationship with the way that GPs appeared to approach 'healthy eating' work 
and the way they evaluated their experiences of talking to patients about food and eating. 

However, the contrast between the analysis of this and the previous chapter, has been a 
more specific focus on food and eating. The way GPs perceived general practice more 
generally therefore appeared to also influence how 'healthy eating! was evaluated as a 
professional undertaking and how they legitimated their personal involvement or distance. 

W'bile there was a noticeable contrast in age and gender between the two orientations, it was 

also apparent that gender appeared to have a specific influence on the way that all of the 
GPs talked about food and eating work. 

At the extremes, it was the clinically-orientated female GPs who spoke most enthusiastically 

about using their own personal experiences with their consultation, while the clinically- 

orientated older male GPs distanced themselves from this type of work. As I mentioned 

previously, it is inappropriate to assume that any of the accounts in this chapter do reflect 
how GPs actually practice. However it can still be suggested from the evidence presented 
here, that the operationalisation of these different 'representational models' may influence 

how they do approach 'healthy eating work and overcome the practical difficulties I 

highlighted in this and the previous chapter. 
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12 Thesis discussion 

12.1 Introduction 

By exploring both lay and professional perspectives on 'healthy eating, this thesis has aimed 
to identify the socio-cultural processes which are relevant to understanding the potential for 

general practice as a setting for providing 'healthy eating advice'. The general practice setting 
itself, however, was only one part of this study, because of a broader approach that located 
lay views in the context'of everyday life. For the analysis of the lay perspective, this led to an 

analytical focus upon the concepts and processes which were relevant to understanding the 

meaning and priority of 'healthy eating! in respondents' everyday lives. This was then 

subsequently complemented by examining how these processes related to lay respondents' 

views on 'professional' forms of 'healthy eating advice'. 'Me position taken with regard to 
the GPs required focussing upon both their 'personal' and 'professional' views towards this 

type of work and how this might influence the advice they do provide. 

The aim of this chapter is to review the findings presented in the previous six chapters and 
discuss how they support and extend sociological understandings of food, health and health 

promotion. In this chapter I will begin by briefly summarising the research findings and 
then highlight a number of key similarities and differences to related research in this field. 

With regard to providing 'healthy eating advice' in the general practice setting, the second 
half will explore how the implications of these findings can also help inform health 

promotion theory and practice 

12.2 Research findings 

Smmmag. - The findings presented here can be viewed as representing the three different 

levels of analysis that have structured the approach taken in this thesis. The study therefore 

revealed the following findings: 

plers 5 and 6 revealed the gendered context in which family Food and health in evegday kfe- Cba 

meals are provided. Through an exploration of lay accounts, these chapters show how in the 

majority of households, the role of 'feeding the family' was assumed by the female 

respondents, and where a tacit understanding of 'health' appeared to be construed as a form 

of 'caring foe. It was apparent that these women had to face a number of competing 

priorities brought about by providing meals. 'Health' was an issue that appeared to be 
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absent from these female respondents' accounts, where the priority was instead given to 

managing a number of 'inconveniences' by relying heavily upon pre-prepared foods. 

Subsequently this context helps to provide the background to unpacking how men and 

women constructed 'healthy eating, by applying a basic understanding of nutrition to the 
idea of a 'balanced diet'. However, such understandings were also deeply embedded within a 
broader understanding of a 'balance', which appeared to provide a mechanism to help them 

make sense of and manage, a number of different priorities concerning food. 

Tlealtby eafing adtice- Such understandings complemented how lay respondents also managed 

and made sense of the relationship between food and health, by drawing upon a 'common- 

sense' view, that what they were eating was supporting and maintaining their health. These 

ideas then appeared to form the basis for how they distanced themselves from 'healthy 

eating advice', including that given by a GP. 

Profevional tiews and 'npresentafional models'- Uke lay respondents, GPs' ideas about 'healthy 

eatine work and the type of advice that should be provided in the general practice setting, 

were influenced by ideas about the purpose of general practice itself. However, unlike the 
lay respondents, GPs appeared to be orientated towards two different 'models' of general 

practice, which also appeared to influence how they talked about their experiences of the 
dietary advice actually provided. 

12.3 Discussion of findings 

Before discussing the implications of these findings, I will firstly explore how they relate to 

the relevant literature reviewed in Gapters 2 and 3. This locates these findings within a wider 
theoretical and empirical context. The primary aim of this section is twofold: Firstly I 

consider how each finding from this study supports existing ideas about lay and professional 

understandings of 'healthy eating and 'advice'. Secondly, I consider the extent to which this 

study raised new ideas which may necessitate further investigation in future studies. 
Reflecting the structure of this thesis more generally, I will then discuss these findings in 

relation to the three different levels of analysis which I outlined above. 

12.3.1 Food and the family 

For the majority of families who participated in this study, the findings presented here still 

appear to bear a strong similarity with other earlier studies of food in the family context 
(Murcott 1983a; 1983b; 1983c Charles and Kerr 1988; DeVault 1991). This was reflected in 

both the way that women in d-ýs study were generally responsible for providing 'proper 
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meals', and in how this role was assumed and rarely questioned. Ukewise, because the male 
respondents spoke of, and appeared to remain on the periphery of 'feeding the family', 

these men did not talk about the management of the many issues which this food 

provisioning role appears to present for their wives. In contrast, I also find that some men 

were responsible for providing some, or all of the meals eaten in the home, but there was 
some evidence that they were choosing cooking as a higher status domestic task (Gregson 

and Lowe 1993; Sullivan 1997). 

Boiý image 

As Charles and Kerr (1988) also identified, while the women in this study talked about 

prioritising the rest of their family's preferences, personal feelings about their own 

appearance also had to be incorporated into this equation. However, agreeing with these 

authors' view that food was seen as the 'enemy' seems an inappropriate way of describing 
how these women talked about just having to 'get on' with this role. Ibis was because they 

viewed their own diets as being'just' another need that they had to manage on a day to day 

basIs. Yet although few women spoke of resisting the pressure to 'look good, these 

pressures were presented positively because dieting was presented as a form of power and 

control. While this bears more of a similarity with Glassnees (1995) study of dieting 

programmes, an expressed need to resist pressures about their physical appearance was 

more common in the accounts of male respondents (Watson 1999). 

'Inconveniencefoods' 

The gendered division of food provisioning supported the theoretical importance of the 
family setting, because it revealed how these structures lie at the very heart of explaining 

why people eat what they do. Concerns about health (especially food additives) were rarely 

mentioned in women's accounts of the day to day management of these roles, although as 
Thomas (1995: 652) suggests, there was a tacit notion of 'health' in these accounts which was 

construed as a form of 'caring for' (see Bowlby et al 1997). However many of the day to day 
issues surrounding what was being eaten were often constructed as 'inconveniences'. A 

reliance upon pre-prepared foods was therefore constructed as a way of managing these on 

a routine basis. This is perhaps a further indication of how organisational problems faced 

"by the harried wife and mother have become more pressing" (Warde 1997: 153) and 

managing and constructing time is a key feature of the use of pre-prepared foods (Warde 

1999). Ur-like Murcott's (1983c) study entitled -ies a pleasure to cook for him", there was 

an absence of any sense of pleasure in cooking from their accounts. These foods appear to 
have been viewed as having some liberating potential. However, this was one of several 

reasons given by respondents for explaining why, for them, pre-prepared foods were an 
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essential and'normal'way of providing meals. Furthermore, this study seems to support the 
idea that these pre-prepared foods do little to alter womenýs roles and if anything appear to 

reaffirm their obligations and duties through the seductive nature of their ease and appeal 
(Cowan 1983). 

Resemb§ng the ýmper'xeal 

As Warde (1997) has found, the way that the women in this study evaluated their reliance 
upon such foods did appear to invoke a dilemma between the antinomies of 'care' and 
econvenience'. This appeared to lead female respondents into expressing feelings of guilt, 
wl-ýich Warde also identifies. Likewise, such feelings were not constructed as a reason to 

avoid of even reduce a reliance upon these foods. On fiirther analysis, the feelings of guilt 

could be seen to arise as a result of their view that pre-prepared foods were not 'proper 

meals'. Therefore perhaps an explanation for why these foods were acceptable, was because 

they still resembled some of the values which these meals appeared to have and may be an 

example of the informalisation that is taking place concerning what a 'meal' should be 

(Warde 1997). The idea that these foods still resembled a 'proper' meal, was suggested by 

the finding that respondents spoke about how pre-prepared foods still allowed the family to 

sit down and eat a meal together. Yet it also provides an example of how such meals may 

still be seen as meaningful symbol of family life and gendered responsibility (Murcott 1997). 

Another further reason for why these foods appeared to be acceptable, was because they 

were constructed by respondents as being a compromise. Analysis suggested that 

respondents were evaluating different foods on a hierarchy and so these foods were said to 
be better than 'snacking, even though they were not 'proper' foods. 

IZ3.2 Lay understandings ofhealthy eating' 

Findings which suggest that many women in this study were not concerned about the 
'health' aspects of pre-prepared foods, need to be considered within a wider 

conceptualisation of health and that 'health' may be only one concern amongst many faced 

by all of the respondents in their day to day lives. In this study, there was considerable 

support for this idea and there appeared to be a range of different mechanisms which 

provided a way of talking about, and managing, a number of priorities on a day to day basis 

(Backett et al 1994; Lupton and Chapman 1995). Therefore, these processes form what 
Backett et al (1994) refer to as aspects of an active and autonomous management of health. 

So while respondents may have talked about different priorities, contradictions or 

uncertainties, these data suggest as Sellerberg (1991) argues, that most people are not 

anxious about their every mouthful. 
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Getdng the 'rigbt'balance 

Lay ideas about 'healthy eating were firstly presented in the general theme of Oapter 8, 

entitled "Getting the 'rigbt' balance" The findings from this study support Beardworth and 
Keil's (1997) view, that the 'balanced diee is a common feature of British discourse on food 

and eating, yet the many meanings which it appeared to have also reflect Fischler's (1986) 

view that this is a much more complex term. Thus for Fischler, while nutrition plays a role 
in lay ideas of a 'balance', the idea of a 'balanced diee was evaluated within a framework 

where nutritional 'health! must be balanced with pleasure and enjoyment. As Backett 

(1992b) has observed, adopting a certain position was also a moral requirement, because 

respondents talked about positioning themselves between the extremes of taking 'healthy 

eating too seriously and letting yourself go. 

The kood'and the 'bad' 

An intrinsic component of the way that lay respondents talked about "Getting the 'right' 

balance"i was to dichotomously classify food into a 'good' or a %ad' group. In making sense 

of similar findings, as Lupton and Chapman (1995) argue, a basic knowledge of nutrition 
did appear to influence these simple classifications. Yet they were rarely as Calnan (1987) 

found, based upon scientific terms. Such ideas do however provide an example of how lay 

understandings of food and health are based in part upon scientific concepts (Davison 

1989) and appeared to form the basis for how respondents talked about a 'balanced diee 

([, upton and Chapman 1995). 

I have suggested that perhaps the key reason why lay respondents talked so frequently about 
'good' and 'bad' foods was because of the way that they were able to practically apply these 

concepts to the 'realities' of their day to day lives. As Beardsworth and Keil (1997) argue, 

the idea of a 'balanced dieeis a flexible one, and as I also identified, has the reassuring value 
that it can accommodate 'apparent failures'. Returning to the broader theme of stability, it 

was apparent that the resilience and immutability of this concept may be "powerful factor[s] 

behind the maintenance of a sense of confidence... in the course of day-to-day eating' 
(Beardsworth and Keil 1997: 155). 

You arr whatyou don't eat? 

It is also worth noting the way that respondents appeared to use the dichotomous view of 

food as beinggood' or 'bad' to evaluate whether or not diets were a healthy 'balance' and 

also to form the basis for how they constructed themselves as 'healthy. Nevertheless, the 

idea that 'you are what you donýt eae follows a familiar theme identified in previous studies, 
however this study refined this theme further. The idea that a 'balanced diet' was 
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constructed through the absence of foods can be interpreted within Fischler's (1986) view, 
that ideas about balancing are open-ended and self-justifying and can mean quite different 

things to different respondents. 

It is difficult to compare these findings with other work, but in a study of health-relevant 
behaviour in middle-class Scottish families, Backett (1992b) found that certain behaviours 

were constructed as 'taboos'. Backett also found that particular 'healthy' activities (such as 
exercise), were used by respondents to symbolise that they were 'healthy. The adaptation of 
the old adage, 'you are what you eaeas an analytical device, therefore reveals some additions 
to her findings: firstly because these respondents did not talk about 'healthy' behaviours 

such as exercise; secondly because they used 'unhealthy' symbols to talk about being 
'healthy'. 

12.3.3 'Healthy eating advice' 

Although respondents felt that they had to listen to what the 'experts' were saying, they 

appeared to distance themselves from 'healthy eating advice' because they prioritised their 

own understandings of the relationship between food and health. 

Distandngfrvm 'beahVy eadng addce' 

The findings from this study support the ideas from a number of different studies that the 

public are distancing themselves from 'professional' advice, partly because they view health 

messages as being contradictory and confusing (See Lupton and Chapman 1995; Keane 
1997; Backett et al 1994). More specific similarities include a tendency to view 'healthy eating 
advice' as homogenous, referring to the 'experts' as an anonymous and generalised 'they" 
(Keane 1997) and relying upon the media as a source of information on these matters 
(Lupton and Chapman 1995). VVhile their criticisms were targeted mainly at food scares 
(Reilly and Miller 1997), they also viewed claims made by food manufactures with some 
suspicion (Lupton and Chapman 1995). This was surprising considering their lack of 
concern about food additives at other times; however they may have been more critical 

when they were asked to comment on 'healthy eating advice' more specifically. 

Common-sense 

Reflecting the work of Davison et al (1989) and later Keane (1997), the way in which lay 

respondents distanced themselves from 'healthy eating advice' provides a further 

demonstration of how they prioritised their current health. Therefore, analysis of accounts 
indicated respondents were weighing up costs and benefits to their health, by paying 

attention to short-term, rather than long-term consequences (Backett et al 1994). In 
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particular, the way that respondents talked about their own health not only suggested that 
this was a matter for the individual, but that their diets were already supporting and 

maintaining their health. Overall, there were very few accounts which indicated 'fatalism', 

rather instead the respondents were more similar to the respondents in Davison et al's 
(1989) study who did appear to view their 'lifestyle' as playing some role. However, these 
findings also reflect CaInan's (1987), who found that health is functionally defined as the 

ability to do things, or negatively in terms of the absence of illness. They also mirrored the 
different roles which respondents had within the family, because the female respondents 
talked more about the 'healthy family', whereas their husbands tended to focus more upon 
their own health. Relating these findings to the recruitment process however (See Sec, 6on 
5.4.4), it may be only have been people who were relaxed and happy about their diets who 
agreed to participate in this study. Different understandings of 'healthy eating! may have 

been constructed if the sample had not been self-selecting. 

The imperative of health 

Despite a general suspicion of 'healthy eating advice', there was, nevertheless, a view that 

even if the advice was not taken, it was important to listen and to be 'aware' of what was 
being said. Expere advice did appear to play a role in lay health concepts; however this may 
be an example of what Lupton (1995) describes as the paradoxical nature of lay resistance to 
health promotion, and represents the point at which the power to 'resise conflicts with a 

power to 'conform'. It was also apparent that such a process appeared to be carried through 
into the way that respondents talked about their own family health history and although 
some respondents talked about being more at 'risk, they still said that 'healthy eating advice' 

was 'in the back of their mind. This bears some similarity with recent work by Hunt et al 
(2001) on family history of heart disease, which has also shown that 'professional' 
knowledge was deeply embedded within lay risk accounting practices. 

12.3.4 Lay views of the general practice setting 

Findings from this study suggest that lay respondents extend their general criticisms of 
'healthy eating advice' to the more specific suggestion of a GP undertaking this type of 

work. As Stott and Pill (1990) also found, it seemed lay respondents' main concern, was that 

their lifestyle should ultimately be the responsibility of the individual, and that advice should 
be relevant to the problem they were presenting. However, the lack of enthusiasm towards 

this idea reflected a similar finding in the earlier studies of Stott and Pill, and CaInan (1987). 

As my sample was drawn mainly from lower SES groups, tl-ýs supports their conclusions 

that social class appears to be one factor which influences lay views of prevention in general 

practice, although no comparative group was accessed in this present study. 
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Medical 5wodels' 

Both CaInan (1987) and Stott and Pill (1990) found that working class respondents talked 

about the GP as someone who treats illness. This finding is supported by this present study, 

which also revealed that lay respondents talked about how general practice should focus on 
the treatment of illness. 'Me findings from this study notably contrasted with the majority 
of respondents in both above studies, who did feel that providing preventive advice was an 
acceptable extension of their role. On the whole, there was very little enthusiasm towards 
the idea that GPs should be providing 'healthy eating advice'. Even on a few occasions 
when this was considered to be a good idea, respondents talked about "how busy GPs 

were". This also echoes Stott and Pill's findings that working class respondents were more 
likely to accept these as valid 'excuses' and not talk about how GPs should restructure their 

workload. However it may also be possible to suggest that a negative view of preventive 
advice in this study was more evident because of the specific focus upon food and eating. 
Cohn (1997)'s comments seem particularly relevant here, that lifestyle advice about food 

may be more open to review because food is viewed within the personal and social, not 
medical, domain. 

Condngeng 

It has been suggested by a number of critics that the criteria used to evaluate one form of 
health advice may be different from those used to evaluate another (Lupton and Maclean 

1998; Calnan 1988). This was apparent in this study as shown by many respondents stating 
that they trusted their GP's advice on other matters. However at the same time, they said 
they were not willing to accept the extension of the GP's role towards 'healthy eating 
advice' - especially because they felt their advice would be the same as elsewhere. This 

reveals the complexity of meanings that may underpin quantitative findings and which have 

suggested that more dietary advice would be welcomed by the public (Siliagy et al 1992; 
Buttriss 1997). Respondents appeared to be weighing up the idea that they trusted their 
GP's advice on other matters, along with doubts about the extension of their role in this 

area. As a result of this process, respondents again repeated the idea that they were prepared 
to listen' and take their GP's advice on board. So developing earlier quantitative work, the 
findings from this study provide an example of the complex social processes which have 

been said to structure the doctor-patient relationship (Lupton 1997a). 

1Z3.5 Professional views on 'healthy eating, work 

Like the lay respondents, particular ideas about the GPs role appeared to be shaping the 

professional respondents' accounts of preventive work, but also the way that they were 

evaluating the 'healthy eating advice' that they did provide. Despite a similarity with 
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quantitative studies that have shown GPs view food as having an important influence on 
health (Morris et al 1999), the findings broadly confirm the earlier influential studies of 
Williams and Boulton (1988), who identified that GPs' enthusiasm towards preventive work 

was deeply divided. The findings from this study also suggest that some issues which were 
identified may be more particular to talking about food and appear to advance the 

quantitative work which has suggested there are many 'barriers' to providing dietary advice 
more generally. 

Representadons 

Despite this research being focused on 'healthy eating advice', it appeared that many of the 
findings from the GP interviews were based around views on prevention more generally. So 

as Williams and Boulton (1988) also argue, different ideas about preventive work in general 

practice need to be understood as representations or abstractions of general practice 
(Williams and Boulton 1988). As these authors also argued, this study revealed a contrast 
between the way GPs represented general practice and the operational or more practical 

ways that they spoke about managing work involving dietary advice. However, these 
different 'representational models' also appeared to have a meaningful influence on the way 
that GPs legitimated their degree of involvement in preventive work more generally 
(Williams and CaInan 1994). 

Disrupdon 

Also reflecting these earlier studies, the different characteristics of these 'models' were 
apparent in how GPs in this present study talked about delegating preventive work, their 

relationship with patients and the social causes of poor health. Supporting Williams and 
CaInan's (1994: 374) findings, the key distinction between GPs' views revealed in this study 

was the extent to which preventive work was viewed as being "biomedically disruptive". 

Hence the GPs who were more clinically-orientated spoke more sceptically of lifestyle 

counselling than some of their colleagues, who talked more about managing this area as a 
form of teamwork. Ilkewise, negative views were also associated with expressed concerns 

about how preventive work may damage their relationships with patients, especially because 

these preventively-orientated GPs viewed 'healthy eating advice' as a moral intrusion. 

Finally, it was also apparent that these GPs who expressed less enthusiasm, appeared to be 

, victim blaming because they were sceptical about their patients' ability to change what they 

were eating. 
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'Healtby eadq addceandprvfesjiona§sm 

Generational factors have been attributed to contrasting views on prevention in previous 

studies (Williams and Calnan 1994; Williams and Boulton 1988; Bruce and Burnett 1991), 
but gender also appeared to be meaningful in this study. This may possibly be because of 
the focus on 'healthy eatine, which raises particular issues concerning dietary advice for 

prevention but also for the treatment of illness more generally. While Williams and Calnan 
(1994) also identified that 'lay' knowledge was used by GPs in their consultations, GPs in 

this study legitimated their personal involvement by drawing upon the idea that some forms 

of 'healthy eating advice' were 'lay' rather than 'professional' knowledge. So, although like 
Moore (2000) 1 also found they described having had little formal dietary training, the 

younger and female GPs felt that it was acceptable and productive to draw upon their own 
personal experiences of food and eating. Notably this extended to areas outwith health 

promotion and included a range of dietary advice for prevention and treatment of illness. 

For Lupton (1997a) such findings reflect the 'reprofessionalising! approaches of younger 

and female doctors more generally, although this may also be an example of Brooks's (1998) 
idea that female GPs are trying to carve out a professional niche by ferninising general 

practice. 

However, as it was apparent that personal enthusiasm may be responsible for how GPs 

approached dietary work, this may explain why a recent survey by Glanz (1997) found that 

rates of 'nutritional counselling varied so greatly. In contrast to the younger and female 

colleagues who leant towards a preventive 'model', the older and male GPs talked about 
how some 'healthy eating advice' was available elsewhere. This was either because it was 
considered to be 'lay' knowledge and was therefore not a particular specialism, or it was too 

specialised and they needed to delegate this work to dieticians. Txpertise' appeared to be 

their main concern. 'I'lierefore, there was only some evidence to support the idea that these 
GPs felt that lifestyle advice was more uncertain than other areas of their professional work 
(Williams and CaInan 1994). 

12.3.6 Summary 

Analysis of both the lay and professional interviews revealed that a number of socio-cultural 

processes appear to influence how 'healthy eating was constructed and which subsequently 
formed the basis for the evaluation of 'healthy eating advice'. Generally speakin& these lay 

views on the day to day provision of food, on 'healthy eating and 'healthy eating advice, 

tend to reflect the processes identified in other theoretical and empirical studies. The same 

can also be said for GPs' views on preventive work. However, there were some notable 
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contrasts in both lay and professional accounts, which may be attributed in this study to its 
focus on 'healthy eating. 

12.4 Implications 

I have argued that on the whole these findings have repeated previous work on lay views on 
food and health, and also GPs' views on prevention. Yet there has been no previous 
indepth investigation into both lay and professional perspectives of 'healthy eating! which 
are relevant to the general practice setting. In addition to some similar processes identified 
in other studies, this section will explore what particular implications have arisen from 
focusing specifically upon 'healthy eating! in general practice. Therefore in this final section 

of this thesis, I will turn to explore the methodological, theoretical and practical implications 

raised by this study. 

12.4.1 Methodological 

In Gapters 4 and 51 outlined the research methods applied to this study, but this section 
briefly analyses how they influenced the construction of the interview data and subsequent 
impact on these findings. 

Grounded theog and the relationsho wih the data 

Reflecting on the demanding analysis phase of this research, one is inevitably drawn into a 
debate concerning the relationship between data and theory. This is especially because of 
the issues I raised in Secdon 4.6 concerning how grounded theory has been labelled a 

positivist method, but also because of the fallout between its founders. The original version 

of grounded theory which I have tended to emphasise in this thesis, stressed how the 

analysis of data items using the constant comparative method would lead to the emergence 

of conceptual categories (Glaser and Strauss 1967). According to Melia (1997), the debate 

between Glaser and Strauss over the procedures and direction of grounded theory centres 

on Glaser's (1992) belief that Strauss is encouraging a method which forces the data, rather 

than allowing the more natural emergence of theoretical concepts. Strauss and Corbin 

(1998) on the other hand, stress that a more elaborate framework is necessary to avoid the 

production of description, rather than conceptual categories. 

On reflection, I would not have said that the process was as simple as Glaser suggests (see 

Secdon 5.6.2). Firstly I found myself occasionally relying on Strauss and Corbin's (1990) 

reinterpretation. Hence at times it was useful to re-read previous literature on this area, and 
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'test oue theories, as it helped me become more sensitised to what respondents had been 

saying. I felt that it was still possible to maintain a critical distance and reflect on their views 
by maintaining a spirit of induction and objectivity that I outlined in Chapter 4. Yet as 
Charmaz (2000: 526) comments, a constructionist grounded theory requires looking at the 
data again and again. "Researchers" she says "can code data numerous times. Posing new 
questions to the data results in new analytic points. " Hence re-reading other research often 
proved invaluable in raising new questions - not necessarily restricting answers and forcing 

the data into conceptual categories. The complex and demanding analysis which I 

undertook therefore supports Charmaz's version and call for a constructionist grounded 
theory. 

Nevertheless, the constant comparative methods reiterated by Glaser (1992) was attractive 
because of its simplicity, yet it does tend to imply that one method can simply be applied to 

all the data. As Mason (1996) writes, qualitative research is a creative process which can 
benefit from a consistently applied methodology - yet the reflective researcher is often left 

to make difficult decisions and should use their chosen methodology as a guide, rather than 

as a set of rules which dictates their every move (Melia 1997). Examples of such creativity 

were apparent in dis thesis by how I felt it was necessary to draw upon a number of 
theoretical concepts in often very different ways to help explain, and engage with empirical 
findings. 

In some cases the use of different analytical approaches and also more abstract theoretical 

concepts had a strong influence on shaping the way I set about analysing the data. A more 
abstract style could certainly be applied to the distinction I highlighted between 

representational and operational models in Chapters 10 and 11. In other cases however, 

theoretical ideas were less explicit and shaped the way the research was framed and the data 

collected in the first place (Seale 1999). Examples of tl-ýs include the choice of the family 

setting and a focus on the gendered division of labour as the background to lay 

understandings of 'healthy eatine. Finally, following Denzins (1989) method of interpretive 
interactionism, analysis was for example sometimes biographical. Hence when analysing 

pter 9), 1 often drew upon biographical details to accounts of family health history (see Cha 

contextualise respondenes understandings. 

VVhilst theory shaped the data collection process in different ways, it should not be 

forgotten that I always placed an emphasis upon theory emergingfrom the data, and the 

plausibility of theoretical ideas capturing the respondenes point of'view. The reflexive 

attitude that I adopted accepted that it was not possible to verify or be inductive in the 

positivist sense. Instead, I accepted that that the apriori assumptions which characterise 
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deduction can be acknowledged and challenged, while rigorous techniques were employed 
to ensure that theoretical concepts were an appropriate and relevant 'fit'. Data was therefore 
inevitably going to be influenced by theory and vice versa. Yet the ýDitit of induction (see 
Seale 1999) and reflexivity I referred to in Gapter 4, aimed to introduce a degree of quality 
in this qualitative research which has been empirically grounded and theoretically informed. 

The Inteniew as a test 

Only rarely did respondents dismiss the importance of the relationship between food and 
health, and despite their strong criticisms of 'healthy eating advice', there was still a feeling 

that they had to be 'aware' of what health professionals were saying. However as I was 
presenting a certain image of myself as a interviewer, it was perhaps inevitable that lay 

respondents felt that they had to present a "healthy' image of themselves to me. Although 

concepts such as 'truth' remain outwith the milieu of the constructionist's position, these 

effects could be viewed negatively, because there may be a fundamental difference between 

the way that they present themselves to the interviewer, than they do to others or even 
themselves. For Backett (1992a) however, these processes should not be viewed as 
troublesome, but as important features in way that lay health concepts are constructed 
interactionally. Indeed, in Cha pter 9,1 argued that lay respondents appeared to associate the 

provision of 'healthy eating advice' with a sick role. The practical point that arises from this 
distancing process, is that if health professionals are to provide 'healthy eating advice' in 

general practice, then they need to more fully understand the implications of why the public 
do not want to be seen as 'unhealthy'. 

Developing the ýanfor-study' 

The 'food inventory' included in this study was an innovative method developed for this 

research, and as Anderson (1995) observes, all approaches to collecting data on what people 
are eating have their respective benefits and disadvantages. I was pleased that this method 
appeared to have no negative effect on the data. Although I found no evidence which 
suggested that it may have made people think about what they were eating before I spoke to 

them, I felt to the contrary that it enriched the study. This was especially because it revealed 
that most respondents did not appear to routinely question what they were eating. It 

therefore helped to understand that food choice was a matter of routine and provided a 
basis for discussing and exploring the relevance of this in the interview. For Anderson, 

major food and dietary issues can be missed if we do not contextualise this type of data. So 

from the way this process facilitated the qualitative interview, this particular method may 
help enrich other studies because it does help to provide a more insightful perspective on 
the assumptions underpinning why people eat what they do. 
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12.4.2 Theoretical 

Although I have argued that tl-ýs research has identified similar findings to other studies, 
previous work has neither attempted to explore GPs' views on 'healthy eating advice', or 
explore lay views of this topic within the general practice setting. Tl-ýs section therefore 
analyses both the theoretical implications which have arisen from the different approaches 
this research has taken and also how the findings develop existing theories. 

TersonaP enthusiasm 

I have argued that there are benefits to listening to both lay and professional views within 
the same study. However Popay and Williams (1996) suggest that if health advice is to be 

successful then there is a greater need to develop our understandings of how both 

perspectives are structured While Popay and Williams make such a point on a theoretical 
level, and perhaps revealing a degree of 'sociological imperialism' (Strong 1979a) I found 

that this reflexive approach had been empirically biased towards the lay perspective. Very 
few studies therefore have approached the views of health professionals with the same 
degree of reflexivity taken here. For Williams and Boulton (1988), doctors are also 
enculturated within a wider social domain as well as a medical one and do not necessarily 

present a united front. For Balint et al (1993) there is an even greater need to complete the 

research picture by also theorising how the doctoes 'personal' views are brought into the 

consultation. By encouraging GPs to talk about their own diet, this study revealed how 
'personal' views on food and eating did appear to play a role in how this type of work was 
evaluated. Currently there is very little theoretical work on this topic. This may have 

therefore been the impetus behind a recent criticism by Gotthill and Armstrong (1999) that 

currently the doctor's position is located in aprvto-s ace where the conflict between the 
.P 

gpersonal' and the 'professional' can be played out. 

Prvfessiona§sm 

Applying a sociological critique of professionalism to general practice, Calnan and Gabe 

(1991) argue that as general practitioners as a profession have grown in confidence, they 
have increasingly attempted to establish the kind of dominance traditionally exercised, 

according to Freidson (1970), by their hospital colleagues. Indeed, some of the themes that 
Calnan and Gabe (1991) and Calnan and Williams (1995) raise based on Freidson's work 

can be identified in this present study. In particular, all of the GPs appeared to pay 

particular attention to how much they controlled their working conditions, especially by 

controlling the content of their work. More specifically, clinically orientated GPs appeared 

to have particularly strong views on delegating 'healthy eating work, whilst their 
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preventively orientated colleagues utilised their colleagues support when it was considered 
to be necessary. 

Friedson (1988) has also suggested that if the power of professional dominance is waning, 
then it is more likely to be at the rank and file 'micro' level than at the 'corporate macro' 
level. Indeed, this present study did reveal that the clinically orientated GPs were 

challenging the views of their professional bodies and policy makers. Their wish to sustain 
the clinical 'model' may therefore be an example of how they were responding to a threat of 

not only deprofessionalisation, but also protelarianisation (deskilling into a non-medical 

area). On one level, tl-ýs challenges Armstrongs (1979) claims that health promotion in 

general practice can be seen as a further example of 'creeping medicalisation'. However, this 

may not be the situation for their colleagues. As I mentioned in Secdon 1Z3.5, for the 

preventively orientated GPs, it may be more the case that they were constructing work 
involving 'healthy eating! as a process of 'reprofessionalisation' (Lupton 1997a) and 

therefore an attempt to further develop their professional status. Although this status can 

also be theorised as being dependent on the patient granting GPs authority in this area 
(Strong 1980). For example, some GPs did talk about how patients demanding 'healthy 

eating advice'. 

Finally, as Calnan and Gabe (1991) also discuss, there was little evidence here, that lay 

respondents felt that GPs were deprofessionalising. With the exception of a few lay 

respondents, GPs were viewed very positively. Indeed, GPs roles were viewed very similarly 
by most of the lay respondents interviewed for this study and very few seemed to be aware 

of any particular changes in the way they were practising or even expressed a preference for 

a less clinical style. However, it must again be remembered that their overall positive picture 

of the GP may be inextricably linked to how they were constructing themselves as 'healthy', 

especially as these accounts were mainly hypothetical. 

The interface 

Findings from this study support the idea that 'lay' and 'professional' knowledge cannot be 

theoretically divorced from each other (Blaxter 1990). This brings Popay and Williams to 

argue therefore that many health concepts are located "within the 'borderlandý between 

'science' and 'opinion' " (Popay and Williams 1996: 766). From the findings presented here, 

this idea of a borderland seems to be relevant to how 'healthy eating advice' appeared to be 

viewed as both 'lay' or 'professional' knowledge. So, while GPs talk about drawing upon 

their own 'lay' experiences of food and eating within their consultations, lay respondents' 

understandings of 'healthy eating, are also based in part on 'professional' ones. However 

one theoretical concept that can illuminate the interplay in this 'borderland' between 
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cscience' and "opinion, is Cohn's (1997) ideas about the lay/professional 'interface'. 
Although Cohn was talking about the provision of dietary advice to diabetic patients, he 

argues that food lies at the interface of different medical 'models' and is evaluated 
differently in either a social of medical context. 

Theoretically therefore, Cohn's idea of an interface appears to offer a useful perspective on 
a number of findings identified in fl-ýs study. Firstly, it was apparent that some GPs and lay 

respondents were in agreement over the idea that 'healthy eating advice' should not be 

provided in general practice and it may be possible to suggest that they were in collusion (de 
Swaan 1990). There was little detraction from this view in the lay interviews, and the GPs' 

accounts, as Williams and CaInan (1994) found, were polarised between two contrasting 

orientations towards preventive work. Perhaps one reason for this clarity or lack of 

ambiguity from either perspective, may be that food is a prevention topic which is more 
legitimately 'open for review' (Cohn 1997). Food and eating may therefore lie at the 
interface of these different 'models' which may then influence both lay and professional 

understandings of 'healthy eating advice'. This useful theory may explain why talking more 

specifically about food and eating was not deemed to be acceptable in the general practice 
context, whereas other forms of advice, he argues, might be viewed less problematically. 

The second theoretical point that this idea raises, is that it offers an explanation for why 

some GPs felt that they could talk to patients about their diets. I found for example that 

some GPs said they could empathise with their patients by using their personal knowledge. 
The idea that they could talk to patients about such matters who are from potentially 
different backgrounds, has been suggested as representing a conflation of the social and 
medical domains. Tl-ýs is because any 'barriers' between doctors and patients appeared to be 

ignored, such as contrasting accounting practices, or socio-economic differences. Thus, for 

Kelly and Charlton (1995), any break with the biomedical 'model' is more apparent than 

real; and they argue that the social 'model' is actually a 'partner in crime', because it is a 

system which knovs what is wrong. This is clearly an under-developed theoretical area in 

terms of 'healthy eating, and there is a strong need to continue to theorise the relative 
benefits of GPs taking such an approach. Otherwise the enthusiasm behind this approach 

may be lost in a style of counselling which "is effectively to issue instruction, even though it 

uses a more amiable vocabulary" (Cohn 1997: 197). 

Reftedons on the relevance of sodal-class 

For authors such as Mennell (1985), the influence of social class is becoming less relevant in 

understanding why people eat what they do. This study focused deliberately upon a certain 

social class group. So how do the findings contribute to theoretical debates on the empirical 
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tuture of social clus as a concept and fiwffiermore the argument that social class is 
declining as a fictorwhich influences food choice? Firstly it must be remembered that in 
the design of the recruitment phase (see Sadox 5.4.4), 1 discussed how a number of different 

criteria were used to inform the sampling strategy for this research. Lay respondents were 
dxnen according to an assumption that they were 'working class' (either by where they 
lived or the Glý, which uras subsequently supported by statistical measurement. 

Yet recognising the argument that certain statistic measures of social class have given 
misleading views of social processes (Heath el al 1995), 1 had to find a way of addressing the 
methodological problem of samplin& collecting and then analysing data on the basis of 
#social clissý By accepting the problems of measuring social class, I adopted a form of 
triarigulation which examined the lay respondents social class characteristics in terms of a 
number of ch ffercnt class based measurement systems. Although I accepted that 'class' has 

no absolute value in a constructionist methodology, I was able to conclude that the sample 
did have unifornity. As is explained in S&6on 5.4.4, with the exception of income, other 
data based on the Registrar General's cl2ssification system, data on education levels and 
occupation of parents, did demonstrate the homogenous nature of the sample. 

Nevertheless, bearing the epistemological problem of social class in mind, can the relevance 
and mewing of "sociaJ class' still be extrapolated from the data? Ilis may have been more 
strai&htforward to assess if I had compared two different social class groups. However, as 
this u-as not the case, it may be possible to make a claim for the relevance of social class 
based upon the relationship between the homogenous nature of the sample and the 
consistency of their %icws on food and health. Bourdicu's (1979) notion of cultural class 
'distinction' fcc example, is based on the idea that social class is not just something which 
structures %t4ut people cat, but that by consuming food, the eater is incorporated into a 
culinary system Qubitus) and into the group which practices it. Such a perspective provides 
a theoretical insight into the way that 12y views presented in dis study may be a form of 
social distinction. Examples include the appropriateness of the 'balanced diee or the 
Othering of licalthy eating adviccý 

Irkiced, dw process by u,! ých respondents positioned themselves in relation to the 'Scottish 

thct' and did not talk about the cost of 'healthy eating!, may be another active demonstration 

of social distinction. On the one hand, respondents said that the 'Scottish dicewas 

associated with people from lower socio-economic groups, yet on the other, they also spoke 

about some people (and possibly middle class) were often worrying too much about food 

and health, 11xse %riews appear to rcflcct the sample characteristics (see Sedox 54.4) where 

most respondents were recruited in the middle social class groups 011 non-manual - IV). 
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Despite the variation in income levels, and only some respondents earning over the national 

average wage, there was little discussion of sustenance (Williams 1983) as shown in other 
'working-class' studies, or indeed of the inability to afford healthy food (Crotty 1999). 7bis 

appears to confirm Crotty's argument that social class's influence on food choice extents 
beyond the economic and may impact on matters of 'distinction' as outlined by Bourdieu. 

However it is necessary to remember that respondents views on food and health may have 

been shaped unconsciously by their income, and in turn structured the way they then talked 

about food and health. 

In some themes, there was more of a similarity with a study of 'middle class health beliefs' 
(Backett 1992a) than others which have focused upon 'working class' groups. Backett's 

study found that respondents talked about eating the 'wrong! types of foods, but also the 

need to be relaxed about one's diet, and avoid the extreme of letting themselves go. Again, 

this does provide a good example of how social class in the constructionist paradigm should 
not be theorised as an absolute measurement (Gergen 1999). However, the way that 

respondents constructed their accounts of the Scottish diet in terms of their own social 
status for example, suggests a further need to explore the processes by which social class 
may continue to exert an important cultural influence upon patterns of eating and upon 

nutritional ideas in 'healthy eating! practices (Calnan and Cant 1990). 

ReconceptuaNsing 'choice' 

It is apparent from the discussion on social class above that a simple corollary between 
income and consumption is no longer applicable. However, to what extent do the findings 
from this study contribute to the idea that consumerism is increasingly prioritised in 

everyday decisions about food choice (Featherstone 1991)? There were certainly some 
themes in this study which did reveal consumerist tendencies. For example, as Lupton 
(1996) has shown, there were comments regarding body image, awareness of different 
lifestyles through the media and, discussions of how it was very easy to eat nothing but 'bad' 

or cunhealthy' foods and also an awareness of food scares and media panics. 
i 

For Warde (1997: 203), claims about panic of uncertainty have been exaggerated by post- 

modernists and lay understandings of food are "deeper rooted" within a range of more 

stable and complex accounting practices. It appears therefore that constructions of 'choice' 

in this study lean towards Warde's theoretical position. Ibis is because although there were 

some consumerist tendencies, the processes do appear to reflect the structural complexities 

which he suggests. Warde's theory that contemporary consumption is best viewed as 

process of constrained selection - particularly in terms of cultural antinornies was certainly 

apparent. One key example includes the dilemmas posed by dualism of 'health and 
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indulgence' displayed in the themes of balanced diets (see Cbapter 8). A further example, the 

antinomy of 'convenience and care' pervaded female respondent's accounts of providing 
family meals, where women talked about being caught between the 'proper meal' and the 

need to resort to a compromise. In neither of these examples was anxiety presented and this 

appeared to be because of the necessity of maintaining a routine, especially one which could 
fit around a number of competing requirements. 

Taking tl-ýs last example further, although Warde's analysis draws partly upon the concept 

of the family, he does not consider the theoretical importance of the family or its 

relationship with theories of consumption. However, his idea that consumer culture is a 

process of constrained selection is particularly meaningful when also considering the 

theoretical importance of the family in understanding food and health. Nevertheless, the 
importance of 'the family' has been extensively considered by Gregory (2000) in her PhD 

g. I argued in the introduction to this thesis that on Food, caring and iNess in tbefamily Seldn 

public policy has increasingly placed an emphasis upon the individual - yet as Gregory also 

shows, it is apparent from the findings presented here that understandings of 'healthy 

eating! are constrained by everyday family practices. Particular 'strategies' (Morgan 1996) 

therefore appear to be adopted to manage what may be construed as a responsibility to care 

(Thomas 1995) for other family members and where women! s roles extended far beyond 

their own personal needs. As Morgan also discusses, negotiation can also be a tacit process 

and does not necessarily mean reciprocal actions or dialogue. Hence 'choice' in terms of 

sociological theory should be viewed as a structured concept. Agency in this present study 

on the other hand was presented as necessity and compromise (Finch 1993; Morgan 1996). 

Finally, findings from this present study do not only reconfirm the importance of the family 

as a theoretical concept, but also how it can be enlightened by consumption theory. 
Meyrowitz (1985) for example argues that adults today are given greater licence to depart 

from former stricter controlled parental roles, an insight which was apparent in the way that 

many respondents in this present study felt that it was acceptable for children to be fussy 

eaters and eat certain pre-prepared foods. This may suggest a greater informalisation in daily 

life associated with the postmodern age. However, the family as a theoretical concept offers 

a further exploratory framework which can assist in demonstrating the structure and 

meaning of consumer 'choice' which appears to have pervaded 'healthy eating policy (see 

Section 1.1). 
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12.4.3 Practical 

As I mentioned in the introduction to this thesis, Scotland's poor diet and its relationship 
with undesirable mortality and morbidity rates represent a significant problem for health 

promotion in Scotland (Scottish Office 1993; 1996a; 1996b; 1997; 1999). If policy places the 
emphasis on personal responsibility (see Secdon 1.1), how can a better understanding of the 
social processes which appear to influence lay views on 'healthy eating! be used to help 
inform health promotion policy and practice in the Scottish context. 

Gan 
, gýng the Scodsh &et 

A recent Scottish Health Survey press release (Scottish Executive Health Dept 2000b) 

paints a positive picture, by providing some encouraging evidence that the Scots are now 
beginning to heed the messages about the link between lifestyle and good health. However, 

the Survey's authors also suggest that there is still a long way to go before Scotland will 
achieve the level of lifestyle that will deliver better health to the population as a whole. 
Some of the findings presented in this thesis suggest that there may be processes which are 
operating differently in Scotland to other countries identified in Cbapter 2, and may prevent 
people from making further changes to what they eat, because they already regard their diets 

as being 'healthy'. Importantly though, the strong media discourse of the poor state of 
Scotland's diet, and the stereotype of the unhealthy chip-eating Scot, did play a role in how 

respondents constructed 'healthy eating. This was apparent in two findings (however it 

cannot be assumed that the respondents in this study were representative of Scotland as a 
whole): 

I)S ymboNsm and 'balance' Firstly, many respondents constructed a 'balanced diee around the 
idea that they were not eating chips, and it could be argued that the symbolism of chips as 
an 'unhealthy' food may have been based on health promotion messages. There was a 
strong view that such foods were 'bad' and respondents talked about how the absence of 
these 'bad' foods was a form of evidence that their diets were 'good'. W'hile this process 
may have been related to a desire to be seen as 'healthy', it may have serious implications for 

health promotion policy. Tl-ýs is because there is a need for all those involved with food and 
diet in Scotland to think more carefully about the effects these messages may have. If 

people think they are 'healthy' because they do not eat these stereotypically 'unhealthy' 

foods, then they may be complacent about making further changes. 

A second related concern is that the concept of a 'balanced diee itself needs further 

clarification for two reasons. For Warde (1997), a nutritionally 'balanced diet' should include 

a variety of items with none to excess. However, he argues that people do not have the 

220 



means to monitor their intake to ensure a nutritional 'balance'. The idea that a 'balanccd 
dicedid not contain, chips, in this study, is perhaps an example of Warde's concerns. So if 

health professionals are going to talk about 'balanced diets', they need to understand the 

complex processes upon which these concepts are based. A second point is that health 

promotion policy also has to recognise the multiple meanings which these respondents 
attached to this term. If these are more widespread in Scotland, then there is a need to 

clarify what exactly a 'balanced diet' should consist of The term clearly meant more than a 
balance of food groups and therefore health professionals need to understand how the term 
is deeply embedded within the day to management of food and eating. 

2) Othering Earlier in fl-ýs thesis, I argued that the 'Othering! process appeared to be a 

stronger form of distancing than has been identified in previous studies. However, there has 

been very little development of this concept in the wider field of social science and 

medicine. The term's origins lie in social and political studies, however this may be shiftin& 
because in a recent health study, Kumashiro (2000) usefully argues that an understanding of 
this process may help to develop approaches to 'anti-oppressive education. The implication 

for health promotion in Scotland appears to be that it draws further attention to the 
divergence between health promotion discourse and lay heath behaviour in the context of 

everyday life (Backett 1990). Although it has been argued elsewhere that the public rely 

upon the media to translate medical advice qupton 1995, Karpf 1988, Backett et al 1994), it 

may be possible that the Scottish media may play a key role in contributing to this 01bering 

process. Perhaps by perpetuating the stereotype of the unhealthy 'Scottish diet', the media 
appeared to influence how these respondents distanced themselves from 'healthy eating 

advice'. This seems to be an example no just of how lay respondents were sceptical of this 

mediated professional opinion, but that respondents have preconceived ideas about the 

trustworthiness of advice on food and eating. 

Can GPsprotzde 'bealthy eating adtice? 

It was claimed prior to the implementation of the new GP contract in the 1990s (Hopton 

1996) that general practice was a 'natural setting (Calnan and Johnson 1983) with 
cexceptional potential' for health promotion work (Stott and Davis 1979). However despite 

contrasting enthusiasm in GPs' accounts, these findings suggest that in practice, GPs may 
be facing many of the same 'realities' when talking about diet. While on the one hand it is 

necessary to accept that GPs' accounts of preventive work were in part 'representations', I 

have also argued that these are in some way linked to how they may be operationalising 
different medical 'models' in general practice. 
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So, it appeared that irrespective of their orientation, they still talked about how they had to 
be sensitive about when to intervene with dietary advice. Such a view appeared to be based 

on a common opinion that they needed something to 'trigger' a reason which could 
legitimate a discussion of diet, a view which was also reflected in the lay interviews. It was 
also difficult to ascertain what type of dietary advice GPs were providin& and as Boulton 

and Williams (1986) found in their study of GP trainees, there was a tendency amongst GPs 
in tfýs present study to talk about advice which was largely disease-orientatcd. 
Fundamentally, this may mean that health promotion policy in general practice will remain 
inherently problematic, if GPs try to provide general advice on good health which has been 

advocated in recent government policy documents (Scottish Office 1998). The challenge for 
health promotion therefore lies in facing up to a number of issues, which I will now discuss 
in more detail. 

1) Cbangýg the cultme. The first of these concerns trying to address why despite many years 
of health promotion policy focussed towards general practice, GPs and the lay respondents 
from this study still see the setting as a site for treating illness and disease. For example, 
both lay and some professional respondents were united in the idea that the 'social' domain 

was not a legitimate area for general practice. However this should not necessarily be taken 

as a reason not to provide 'healthy eating advice' altogether. One problem with accepting 
this finding is that the lay respondents may have come to expect that their GPs will not 
have time for prevention because they think they are "too busy". Another reason is that 

while many of the respondents in this study had concerns about the GP's role in this area, 
other evidence from similar studies suggests that others may welcome preventive advice 
(Calnan 1987; Stott and Pill 1990). Finally, many of the GPs talked positively about their 

roles towards 'healthy eating advice' and how their roles could possibly be taken further. On 

a practical level therefore, this raises a further set of questions for policy makers and the 

general practice profession. 

For example, how can general practice either broaden what types of advice will be accepted 

or improve the way that patients are counselled on dietary advice? Further still, does it need 
to change the culture of general practice to encourage both GPs and other primary care 

professionals to implement their acknowledgement of the crucial relationship between food 

and health? The findings from this study do suggest that there may be opportunities which 

could be taken up by general practice and in a way that may be acceptable to both GPs and 

the public. One key example was that GPs could provide advice to people who have a 
family history of diet related illness. Finally for Backett et al (1994), GPs can play a valuable 

role if they have better knowledge of their local context. Therefore a better understanding 

of the socio-cultural context of everyday life in the localities where GPs are working, may 
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help professionals in Scotland overcome the difficulties they show in providing practical 

advice (Murray etaI1993; McKie eta12000). 

2) Future of GPYrvles in this area: This study revealed that there was much debate about the 

theory and practice of health prevention in the GPs' accounts. Indeed, a key practical 
implication which arises from this study, is to consider who, within and outside the primary 
care team, should actually be responsible for improving Scotland's poor diet-related health 

record. The Scottish Diet Action Plan (Scottish Office 1996b) argued for all members of the 

community to be involved, yet although some GPs felt that they had a key role to play, the 
less enthusiastic GPs often talked about how other members of society should be doing 

their bit and they questioned why thg should be doing it all. Perhaps one key implication 

therefore, is that the government needs to ensure that not only is everyone playing an 

effective role, but that they make sure they tell GPs about what their strategy is. 

Yet there was also much debate about what GPs' role should be within the primary care 
team itself For Bruce and Burnett (1991: 374), GPs should not necessarily be the "main 

agene, of change for the general population and findings from this study reveal similar 
findings to other recent work that GPs may be better placed to focus on secondary 

prevention, rather than provide more opportunistic and general advice (Lawlor et al 2000). 

Research constraints meant that I was not able to interview other members of the PHC 

team, and if this work is being delegated to practice nurses for example, then their 

perspectives also need to be considered indepth. 

However since I began this study, it appears that government policy may now be focused 

upon "expanding the role of nurses and freeing up GPs to spend more time with those who 
really need their clinical skills" (Scottish Executive Health Department 2000a: 42). The 

challenge may therefore lie in addressing other ways that Scotland's poor diet related health 

record can be addressed, both within and outside the general practice setting. 

12.5 Conclusions 

Analysis of both the lay and professional interviews revealed that a number of socio-cultural 

processes appeared to influence how 'healthy eating and 'healthy eating advice' were being 

evaluated. Thus although 'lay' understandings of 'healthy eating may be influenced by 

"professional' concepts and vice versa, the way in which the relationship between food and 
health was evaluated should be recognised as different types of accounting practices. From 

the lay perspective, concepts of 'healthy eating appeared to be deeply embedded within 
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their everyday lives. Consequently, a claim to healthiness was only one priority that explains 

why people eat what they do on a day to day basis. From both perspectives however, 

different 'models' of medicine appeared to influence lay and professional views on the 
legitimacy of 'healthy eating as a topic to discuss in general practice. Therefore the 
implications for health promotion theory and the practical success of programmes to 
improve dietary inequalities focus on a need to understand the views of all the parties 
involved. 
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Letter to recruit CPs 

Dear Dr 

Following a brief telephone conversation with Dr xxxxxx we are writing to ask if the practice would be 
willing to consider helping with a research project on professional and lay views of healthy eating. We 
would wish to interview between 3 and 6 general practitioners (depending on what would be feasible 
from the practices perspective) and between 10 and 15 patients. The main workload would be 
participation in interviews (lasting 45 minutes) with some time spent helping to sample and sign letters of 
introduction to patients. 

As this letter only contains a summary of the project, we would be keen to meet general practitioners or 
the practice team to discuss the project and answer any questions members of the practice might have 
before deciding whether or not the practice would be able to help. In particular, such a meeting could be 
used to explore whether there was anyway that the research project, or we as researchers, could contribute 
something useful to the practice. We will be in contact over the next two to three weeks to discuss the 
possibilities for such a meeting. 

An outline and a copy of the proposal are enclosed, but it is perhaps worth drawing attention to some key 
points here. The study has been funded by the Scottish Office Chief Scientist Office and was prepared in 
response to the increasing attention given to diet, particularly 'Scottish Diee and its reported poor quality. 
As ever, part of this attention has been a call for primary care professionals to 'do' more to promote 
healthy eating. Whilst there has been much survey work on the views and knowledge of professionals and 
lay people there has been little or no qualitative in-depth work which we hoped would form a more 
critical basis for understanding why promoting healthy eating might be difficult to achieve in practice and 
exploring differences or similafitics in lay and professional views and understanding. 

A ftniher issue was to consider the impact of socio-demographic factors on both lay and professional 
views. In this contcxt, we decided to sample practices which had patients from a wide range of socio. 
demographic (including ethnic) backgrounds. As such, the xxxxxxxx practice would be ideal. 

Finally, it is also perhaps worth mentioning an issue which emerged during the piloting stage of the 
project. Some frequent responses of general practitioners we approached have been to explain that they 
know little about healthy eating and that it is difficult to imagine what could be said about healthy eating 
in an interview. I lowevcr, the pilot interviews have gone well and from the research perspective, this 
reaction is one of the things which makes the research important and interesting. 

We appreciate that the time commitment of taking part in such a project is not insubstantial. However, we 
would be grateful if you would be prepared to meet us to discuss it further. 

Thank you for your help. 

Yours sincerely 

Jane I lopton Tom Fuller Kathryn Backett-Milburn 
Research Psychologist Researcher Senior Research Fellow 



18 October 1999 

Rmarch on understanding why and what 122ole cat in Scotland 

Dear Mr and Mrs 0=0 

This practice is taking part in a study about why and what people cat in Scotland. This letter is to introduce 
Tom Fuller, a researcher from Edinburgh University who is planning to talk to couples about their views . The 
researcher would come and talk to you and discuss your views which will last about an hour and will be at a 
time that is convenient for you. 

I must stress that all information is strictly both confidential and anonymous, and that you are also free to 
change your mind about taking part at any stage. No information about individuals will be provided to the 
practice from this research, although a report of the study will help provide GPs in Scotland with a better under- 
standing of people's views on eating. 

I would be most grateful if you would consider taldng part, and if you have any further queries, then please 
contact the researcher, Tom Fuller directly for Rather information on (0131) 651 1446. You may also like to 
read the enclosed information sheet. To help you decide if you w6uld like to particpate, Tom will call at your 
home to dicuss the research with you further. If the time is not convenient or you would not like to participate, 
please tick the appropriate box on the attached tear off form below and return it in the postage paid envelope. 

Regards, 

Dr 

I -- ------------------------------ Please return in postage-paid envelope to Tom Fuller, R UHBC, University ofEdinburgh, Medical School, 
Teviot Place, Edinburgh E1189AL -Phone 01316511446 (1 will callyou back ifyou prefer) 

Youmames: 

Firstname: Sumame: 

Firstname: Sumame: 

Address Phone 

Please tick one box: 

[] We would like the researcher to call at 

C] We would like the researcher to call at an alternative time, my preference is 

E3 We would not like to participate in this research 



Information Sheet 

Research project: Understanding why and what Reople eat in Scotland 

Information for people taking part 

The University of Edinburgh is carrying out a study of why people eat what they do. 

Why have you been asked to take part? 

The research involves talking to couples with primary school age children from the 
Edinburgh area. Both partners of the couple are being asked to take part in the study. 

The study also involves talking to general practitioners about their views of why 
people eat what they do. Some of the general practitioners, including yours, have 
agreed to help us find couples who might be Willing to help With the research. In order 
to do this, your general practitioner made a list of couples with children at primary 
school In ft practice and then we are contacting a small sample of these to ask if 
they would be willing to take part. There is no special reason why you have been 
asked to take part. 

What will be Involved? 

If you agree, the researcher on the project Tom Fuller will come and talk to you, to 
tell you more about the study and to answer any questions you may have before you 
decide whether to take part In the research or not This should take no more than 
ton minutesl If the time mentioned in the letter is not appropriate, please let Tom 
know using the form on the letter or call him on (0 131) 651 1446. 

If you agree to take part Tom will arrange times that suit you to come back and 
interview you both. The idea of being Interviewed can seem off-putting. The 
researcher will have some questions or topics to talk to you about, but the idea is to 
rind out what you think so you can say as much or as little as you wish. This will take 
about an hour, but it could be longer or shorter depending on how much time you 
have and how much you want to say. 

Anything you say will be completely confidential. Although your general practitioner is 
helping with the study, they will not be asked about you and no information that you 
give will be passed on to them. 

You do not have to take part In the study. If you agree to take part you can change 
your mind at any stage. 

If at any time you wish to ask anything about the project, then you can contact Tom 
Fuller on (0 131) 651 1446. 

Should you wish to talk to in independent adviser, you can contact Professor Stephen Platt on 0131 
630 6902 or write to him at RUIIBC University of Edinburgh, Medical School, Teviot place, 
Edinburgh E118 9AG. 
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