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ABSTRACT 

 
In Australia, asthma is a common chronic illness, which often requires complex 

treatment regimens.  This study used an anthropological perspective to explore the 

experience of people living with asthma, with the specific aim of contributing to the 

health care programs offered to people living with asthma.  The study was conducted in 

an Australian city (Perth, Western Australia).  The foci of the study were Australian lay 

people, from the general community, living with asthma, and a small number of non-

English speaking Vietnamese-Australian migrants.  Some spouses of the Australians 

and biomedical practitioners were also included.   

Questionnaires, and particularly indepth interviews, were used to explore the 

explanatory models of asthma for doctors and lay people with the condition.  The 

explanatory models of the doctors focused primarily on assessing and treating the 

physiological dimension of asthma, and educating patients.  The explanatory models for 

lay people with asthma reflected their everyday reality: in addition to its impact on their 

physical health, asthma affected their daily life, social roles and participation, and their 

personal identity.  Placing the experience of asthma in this wider perspective showed 

that the Australians used practical reasoning to make a trade-off between using 

medication, such that they felt safe from ‘attacks’ and could ‘do all they wanted to do’, 

and minimising their ‘dependence’ on potentially harmful medications.  Responding to 

acute episodes involved a risk assessment in which people weighing the health risk of 

waiting against the social risk of seeking help unnecessarily.  For the Vietnamese-

Australians, caring for asthma was strongly shaped by their social position as non-

English speaking migrants.  They lacked access to information about asthma and to 

specialist care.  They had sufficient medication, but were ill-informed about how to use 

their medicines effectively and safely: in general, the Vietnamese people were over-

medicated but under-serviced in the care of their asthma. 

Beyond explanatory models, the Australian participants (lay people and doctors) 

shared a cultural model of asthma as a chronic illness.  This Australian cultural model 

shaped the experience and care of asthma.  It included concepts such as framing the past 

as an adjustment process, and the present as ‘living normally’ with asthma.  Taking care 

of asthma was expressed as ‘taking control’ of asthma, so a person could minimise the 

illness and still be healthy.  The Vietnamese-Australians did not share this cultural 

model of asthma as a chronic illness, as reflected in their expression of the hardship 



asthma created in limiting their ability to work hard for their family, and how they 

expected a cure for their condition from biomedicine. 

The Australians also shared a cultural model of health that was derived, in part, 

from the health promotion messages that are targeted at lay people.  These promotional 

messages were the basis of a morality in health: people shared an implicit understanding 

that a person deserved health, and assistance when ill, when he/she displayed the 

required self-discipline in performing health behaviours.   

Recommendations are made to assist people with asthma and their families 

through broadening the focus of asthma education programs and the Asthma 

Management Plan.  Two education programs are proposed that are designed to address 

some of the everyday reality and priorities of people living with asthma.  Specifically, 

for the general Australian community, one program is designed to make visible the 

personal pain and practical challenges of adjusting to asthma, and the need to include 

family members in developing Action Plans for the acute care of the condition.  For the 

Vietnamese-Australians, an education program is proposed that addresses the need to 

provide them with pathways to respiratory specialists, in addition to education that is 

tailored to address their specific challenges, as non-English speaking migrants, 

including the language barrier and their understanding of chronic illness.  One 

implication of this study for medical anthropology is the need to recognise the cultural 

nature of lay people’s understandings of ‘chronic’ illness. 
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CHAPTER 1 

 

INTRODUCTION 
 

Medical anthropology is the study of health, illness and the sentient body across 

different cultures and societies (Lock and Scheper-Hughes, 1990).  Within this broad 

field of study, anthropologists cover many areas of investigation, including the study of 

medical systems as cultural systems, and exploring how culture and social structures 

shape the personal experience of health and illness.  Such studies enrich the body of 

knowledge of how people live and can make a significant contribution to the provision 

of health care services. 

In Australia, asthma is a common chronic illness, with a relatively complex 

biomedical care regimen.  The medical community provides education programs about 

how to care for asthma, specifically through the ‘Six-Point Asthma Management Plan’ 

and use of a written ‘Action Plan’ (NAC, 2002).  These programs have been devised for 

doctors and people with asthma.  Researchers estimate that 20% of people with asthma 

have a written Action Plan for their illness (Wilson et al., 2003).  An anthropological 

perspective can provide new insights about the experiences of people living with 

asthma, and the practical reasoning that underpins their decision-making with regards to 

caring for their illness.  These insights could then be used to make asthma education 

programs, including the Asthma Management Plan, more inclusive of the perspectives 

and concerns of people living with the condition and their families.   

The experience and conceptualisation of illness is entwined with understandings 

of health.  In Western societies, health promotion programs have impacted on the way 

lay people understand health (Alonzo, 1993; Litva and Eyles, 1994; Petersen, 

1994:138).  Australian governments have implemented health promotion programs, that 

are designed to provide information about what are regarded as healthy behaviours, and 

to encourage people to adopt these behaviours (ADHA, 2004b; HDWA, 2004).  An 

anthropological perspective can be used to explore the impact of health promotion, in 

Australia, on lay people’s values and understandings of health. 

 



CHAPTER 2   

 

MEDICAL ANTHROPOLOGY 
 

2.1  INTRODUCTION 

 

Medical anthropology focuses on the sentient body, the experience of health and 

illness and the world of healing, across societies and cultures.  This discipline has its 

roots in the early ethnographies of the nineteenth and twentieth centuries, which 

described the cultures of small scale societies (Helman, 1994:viii; Lock and Scheper-

Hughes, 1990).   

After the Second World War, medical anthropology developed as a sub-discipline 

of anthropology in its own right.  As part of international aid programs, medical 

anthropologists worked with people of non-Western nations to document the traditional 

cultural systems about health and illness.  One of the primary goals of this work was to 

enable the successful integration of biomedical health services into these, often third 

world, communities (Foster and Anderson, 1978:8; Singer and Baer, 1995:24).   

Subsequently, medical anthropologists expanded their focus to include health and 

illness in Western societies (Strathern and Stewart, 1999:3).  Studies were conducted in 

hospitals and clinics to improve services to people and to educate doctors (eg Helman, 

1994; Kleinman et al., 1978).  The dominant medical system in the Western world, 

biomedicine, came under scrutiny as a cultural system (Lock and Gordon, 1988; 

Rhodes, 1990) and an ideology (Singer and Baer, 1995).  The cross-cultural experience 

of the body became a topic of interest (Csordas, 1994; Scheper-Hughes and Lock, 

1987).  The personal experience of sickness also became a focus of study (eg Becker et 

al., 1993; Good, 1977; Garro, 1994; Kaufman, 1988).   

The following sections give a general overview of some of the topics in medical 

anthropology: the approaches taken to the study of illness and health; the social 

dimension of illness; and the study of medical systems, particularly biomedicine, as 

cultural systems.  Some defining qualities of studies in medical anthropology are then 

outlined, and the contribution of medical anthropology to holistic health care is 

discussed. 

 



 4

2.2  THREE APPROACHES IN MEDICAL ANTHROPOLOGY 

 

Lock and Scheper-Hughes (1990:47) argue that the shared starting point for all 

medical anthropologist is “[t]he human body in health and illness”.  Anthropologists 

agree that the understanding of sickness and attempts at healing are dependent on the 

cultural understanding of people, within an historical context, as well as the social, 

political and economic conditions and ecological environment they inhabit (Hahn, 

1995:1; Loustaunau and Sobo, 1997:2).  In addressing the breadth of topics contained 

within medical anthropology, there are three theoretical orientations that a study in 

medical anthropology can take: a biocultural focus, culture theory, and a politico-

economic focus.   

 

2.2.1  Biocultural (ecological) studies 
 

Biocultural studies focus on how biology and culture interact to create health and 

disease in populations of the past and present day (Johnson and Sergeant, 1990; 

McElroy, 1990).  The patterns of health and disease in human populations are explored, 

and reflect both the ecological constraints people live within and the socio-cultural 

systems and practices people have (Loustaunau and Sobo, 1997:2; McElroy and 

Townsend, 1999:xxi).   

The concept of adaptation is used to explore how populations adjust, both 

biologically and culturally, to their changing environment over time (Hahn, 1995:59; 

McElroy, 1990; Strathern and Stewart, 1999:4).  Health is viewed in terms of a 

population’s ability to adapt to its environment (Moore et al., 1980:10). 

Biocultural studies have their roots in the ecological approach of biological 

anthropology (Armelagos et al., 1992), and use the techniques and epistemology of 

science and biomedicine (Helman, 1994:8).  Diseases are defined and characterised in 

accordance with the standards of Western biomedical models, not necessarily in 

accordance with the understandings of the people themselves (Hahn, 1995:71).   

McElroy and Townsend (1999:128-133) gave an example of this approach as used 

in the work by Townsend (1985), with the Saniyo-Hiyowe people, who live along the 

Sepik River in Papua New Guinea.  This community lives in a harsh environment that 

supports a small population (approx 500).  Culture and biology have interacted to keep 

the population at a steady number across generations.  There are postpartum taboos on 

sex that discourage another pregnancy from occurring until the first baby is weaned.  If 
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another pregnancy does occur, the second child is likely to be killed at birth, with as 

many as one quarter of all infant deaths occurring this way.  Postpartum taboos, 

infanticide and the preferential killing of girl babies, are cultural factors that combine 

with biological constraints, such as diseases, to contribute to maintaining a sustainable 

population rate in an environment that can only support low numbers of people. 

Biocultural theorists are criticised for sharing the epistemology of science and 

biomedicine, particularly in defining disease, and not being sensitive enough to local 

cultural understandings of diseases, and how the access to power and resources in 

society influence who gets sick and what is done about it (Baer, 1990; Hahn, 1995:71; 

Singer, 1990).  Later publications in the biocultural tradition have reflected an increased 

aware of these issues, especially of the politico-economic constraints on health and 

disease (eg Armelagos et al., 1992; McElroy and Townsend, 1999). 

 

2.2.2  Culture theory 
 

A culture theory approach considers the social, historical and cultural contexts in 

which sickness is embedded (Dunn and Janes, 1986) and the body is experienced (Lock 

and Scheper-Hughes, 1990).  Culture theory includes the socio-cultural construction of 

sickness and healing, that is, the way people think and feel about sickness, such as the 

names they give it, the cause, cosmology, moral significance and appropriate responses 

to it, and the meaning of illness, at a cultural and a personal level (Comaroff, 1978; 

Hahn, 1995:66).  How the body is used as a symbol in different cultures is also studied 

(Lock and Scheper-Hughes, 1990).  Cultural theorists study medical systems as cultural 

systems, termed ethnomedicines, that are connected to and embedded within the wider 

culture of a society (Hahn, 1995:4; Lock and Gordon, 1988).   

Ideas about health and illness are intimately entwined with the moral and 

philosophical systems of a community (Comaroff, 1978).  Issues of life, death and the 

meaning of why misfortunes, such as illness, occur are often addressed as part of the 

spiritual realm in a community, and are often tied to wider cultural systems dealing with 

misfortune (ie conflicts, accidents, natural disasters) (R. Anderson, 1996:45; Augé and 

Herzlich, 1995; Helman, 1994:7; Kleinman, 1988:159).  As a result, issues of health and 

illness cannot be easily separated from the rest of the culture or from the social 

organisation of society (Helman, 1994:7). 

One example of a study, which explores the cultural dimension of illness, is the 

one by Paarup-Laursen (1989) who studied the approach to health and illness of the 
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Koma community in the Atlantica Mountains of northern Nigeria.  The Koma have a 

matrilineal line of descent but the villages are inhabited patrilocally.  Social conflict can 

result because of the duties that must be balanced between the matrilineal and patrilocal 

social obligations.  Paarup-Laursen (1989) argued that when a Koma person was ill, 

while they would be treated with local herbs, the cause of the illness would ultimately 

be found in a more personalistic source.  If a person transgressed nature, breached a 

moral code of conduct, did not fulfil familial duties, or in the case of men, revealed the 

sacred knowledge of their cult, agents, such as nature-spirits or people using witchcraft, 

could strike the person down with an illness.  Illness in this case symbolically represents 

the tensions between balancing the boundaries between the social world of the village 

and surrounding nature, and the duties to both sides of the family.  Treating the illness 

would ultimately involve some form of redress to the social transgression that had 

occurred. 

Cultural systems are “organized patterns of thinking, judging and behaving shared 

by the members of a society” (Hahn, 1995:2).  A culture consists of many cultural 

systems such as politics, economics, science and religion.  Using culture theory, 

anthropologists study medical systems as cultural systems, including the practise of 

medicine.  The practise of medicine is a social experience (Fabrega, 1974:xiv), which 

includes many rituals, especially, in the performance of healing acts (Katz, 1981) and 

shapes the nature of the relationship between healer and sick person (see Romanucci-

Ross et al., 1991). 
 

Using culture theory anthropologists have explored the meaning of illness.  All 

illness has meaning (Kleinman, 1988:18) in terms of the connotations and imagery 

associated with the illness (its significance), and in terms of how the illness impacts on a 

person’s capabilities, relationships and identity (the consequences) (Bury, 1991; Dodds, 

1997).  Making illness meaningful is important because of the suffering it entails (Good, 

1994:179), and because illness reduces the capabilities of people who are ill 

(Sindzingre, 1995).   

The cultural meaning of a condition is shared amongst the members of a cultural 

group; cultural meanings change over time and shape the personal meaning of illness 

(Augé and Herzlich, 1995; Good, 1977).  Cultural meanings can differ between people 

depending on their position in the group, such as by class, ethnicity, age and gender.  

For example, what it means to be a homosexual man with AIDS, in a Western country, 
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might be quite different from the meaning for a health worker with medically-acquired 

AIDS, or a heterosexual man in Zaire.   

When a person is ill they need to answer a number of questions: Why has this 

happened? Why me? Why now? How did this happen? (Sindzingre, 1995:71).  The 

decisions about what sickness is, what is done about it, who gets sick and even if the 

sickness is treated at the level of the individual or the family, are often made within the 

wider culture (Young, 1982).  The cultural meaning given to illness by answering the 

‘why’ questions direct the personal meanings people have about their illness, but the 

cultural meanings can also conflict with people’s personal experience (Kleinman, 

1988:16; Young, 1982).  Anthropologists are interested in the personal experience of 

illness, and how sickness has meaning for the person who is ill, including how it 

impacts on one’s life, capabilities, relationships, and his/her identity (Strathern and 

Stewart, 1999:185), and how this personal experience relates to the cultural meaning 

given to sickness.   

The meaning given to a particular illness can affect the suffering associated with 

it, (Garro, 1990:41; Good, 1994:133).  For example, cancer in the United States is 

associated with the need to ‘fight’ and with a dialogue of hope (Garro, 1990; Good et 

al., 1990).  In Australia, Dodds (1997) found women who treated cancer as a ‘wake-up 

call’ and opportunity to readdress their lives.  In Japan, however, a diagnosis of cancer 

is taken to mean imminent death (Garro, 1990).  These different meanings for cancer 

shape the way people suffer with the condition, in terms of the significance of the illness 

label, and the degree of physical pain that is felt (ibid).  Meaning also shapes the actions 

people take in response to the condition. 

With an interpretive approach, illness can be studied as a medium for expressing 

distress, through the process of somatisation (Lieban, 1992).  Somatisation is the 

expression of social distress through body complaints and medical help-seeking.  

Nichter (1981) coined the phrase ‘idiom of distress’ to describe how somatisation is an 

important way to express and alleviate social distress, especially when there are no other 

means available to do so.  For disempowered people in society, their bodies are often 

one of the few mediums through which they can express their distress and protest the 

circumstances in their lives (Lock and Scheper-Hughes, 1990). 

Haste (1994:43) argues that metaphors also have a role in how people think about 

experiences in life, including illness.  Metaphors provide a framework for thinking and 

communicating, can transform and communicate meaning, and provide a way to link 
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new experiences with familiar patterns.  Dodds (1997:27) noted that metaphors show 

the underlying assumptions guiding healing choices, and the perceived difficulties with 

and reactions to the experience of living with illness.  These assumptions and values 

make illness meaningful and affect a person’s perceived suffering and well-being.  For 

example, Erwin (1987) argues that one of the common cultural metaphors for cancer 

treatment used in oncology in the USA is to depict the patient as a soldier ‘battling’ 

their illness, with the oncologist as the military leader and strategist.  The two work 

together to ‘put up a good fight’ in an effort to ‘defeat’ the cancer and, in so doing, 

shape the way people experience cancer and approach treatment. 

The major criticism of culture theory, or an interpretive approach to cultural 

analysis, is that sickness and healing are not just about meanings, symbols and 

constructed realities.  Sickness and healing reflect the power structure in society, 

specifically, how power and access to resources differ between people within society 

(Morsy, 1990; Singer, 1990). 

 

2.2.3  A politico-economic focus 
 

Anthropologists sometimes take a critical perspective to investigate power 

relations, and the politico-economic context and determinants of illness and health 

(Augé and Herzlich, 1995; Singer and Baer, 1995:35).  According to Hahn (1995:73), 

the study of cultural systems can sometimes give the impression that cultures are 

“harmonious wholes”, when in fact there is often great dissent and tension, especially 

because of the uneven distribution of resources and workloads.  The politico-economic 

focus addresses how the uneven distribution of material wealth and decision-making 

power directly influence sickness and healing, through determining who gets sick, and 

what solutions are available to people based on their access to power in society 

(Morgan, 1990). 

People living in poverty, for example, have more sicknesses and do not have the 

same access to treatments and preventive measures (Hahn, 1995:79; Young, 1982).  

Poverty enables sickness through a combination of social conditions: inadequate 

housing and sanitation, low levels of education and employment, limited access to 

health care, exposure to disease causing agents, stress, violence and discrimination 

(Loustaunau and Sobo, 1997:35).  When de Beers (1984, cited in Singer, 1990) studied 

tuberculosis (TB) in South Africa, he observed that it was not just caused by a 

bacterium.  People who got ill were the ones that lived in overcrowded conditions, were 
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underfed and had to perform hard work in labouring jobs.  While a bacterium or 

defective gene might be regarded as the proximal cause of a sickness, the ultimate cause 

is often found in the social conditions that co-create, or at least facilitate, the disease 

process (Hahn, 1995:79). 

To fully understand the experience of sickness it is necessary to consider the local 

social context of power relations, and it is also necessary to understand the national and 

global politico-economic forces at play, which influence who gets sick and the options 

they have for treatment in their local social worlds (Morgan, 1990; Morsy, 1990; Singer 

and Baer, 1995:35).   

It is important to consider the power differential and politico-economic context of 

the relationship between healer and the person who is ill (Singer, 1990).  For example, 

sometimes doctors may further the interests of those in power over the immediate health 

requirements of those without power (Taussig, 1980).  There may also be differences in 

power and status between healer and patient because of the class and sex differences 

that frequently exist between them (Morgan, 1990; Singer, 1990).  Meanings, too, are 

negotiated between people with unequal power in a society; hence, there is often a need 

to persuade those with the power to heal of the intensity of the distress and the need for 

assistance (Kleinman, 1988:15).  Healers, in particular, may have the power to 

legitimise some meanings over others (Jordan and Irwin, 1987).   

Some anthropological investigations consider how medical systems, especially 

biomedicine, can be used as instruments of social control, and to further the interests of 

powerful sectors of society (Singer, 1990).  Some anthropologists have been particularly 

critical of the relationship between capitalism and biomedicine.  Singer (1990:183) 

argues that biomedicine is intimately linked in theory, practice, organisation and history 

with the capitalist politico-economic system, and that biomedicine serves as a “vital 

hegemonic force in the capitalist world system” (Singer and Baer, 1995:27).  

Biomedicine can be used not just to treat diseases, but as a means of maintaining social 

control and forwarding the interests of, often capitalist, organisations.   

Singer and Baer (1995:93-4) provided an example that places sickness in its 

politic-economic background, and shows the sometimes hegemonic relationship 

between biomedicine and capitalist organisations.  During the 1920s and 30s a mining 

company established a community for the workers in its Appalachian mines in the USA.  

Miners in this town, as in others around the world, complained of a condition known as 

miner’s asthma, which was characterised by breathlessness, chest congestion and 
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coughing spells.  Company doctors referred to this condition as a ‘normal’ part of life 

and discounted it as a ‘real’ disease, regarding it rather as a psychogenic disorder.  This 

was despite the evidence of lesions that could clearly be seen on X-rays.  Doctors 

working in the industry attributed most accidents and diseases associated with the coal 

mines to the careless habits of the miners or to malingering, despite the numerous health 

hazards and unsafe conditions that were part of the working environment (Singer and 

Baer, 1995:94).  The authors conclude that this example shows how biomedical disease 

construction is not just dependent on biological factors, but can be a political act, 

reflecting “social relations of power and profit” (ibid, p94). 

The major criticism levelled at the politico-economic approach is that by focusing 

on larger social forces, it can miss the personal experience of illness.  In addition, there 

is a tendency to understate the agency people have, and the many ways they can resist 

suppression and direct their own lives and healing choices (Lazarus, 1988; Strathern and 

Stewart, 1999:185).   

 

2.2.4  Integrating approaches 
 

The three approaches in medical anthropology have corresponding schools: the 

biocultural approach and biocultural studies, culture theory is the focus of interpretive 

studies, and the politico-economic approach comes under the banner of critical medical 

anthropology.  Theorists in each school of thought are aware of the strengths and limits 

of their own favoured focus, and tend to go some way to accommodating the other 

approaches in their interpretations and recommendations (see Armelagos et al., 1992; 

Lock and Scheper-Hughes, 1990; Morsy, 1990; Wiley, 1992). 

Lock and Scheper-Hughes (1990) refer to the need for a critical-interpretive 

perspective in medical anthropology, where efforts are made to consider the cultural 

dimension and the economic and political environment when investigating the world of 

sickness and healing, the lives of people living with illness, and how sickness and health 

are depicted and created (see also Dressler, 2001).  Morsy (1990) argues that while it is 

not necessary to address all forces at play in every study, it is important to be aware of 

the political, economic and cultural components of the body and sickness, and to be 

mindful of giving equal time to those in less powerful social positions.  Wiley (1992) 

added to this the importance of placing culture and power relations in the context of 

biological constraints and evolutionary pressures.  In this way, all three approaches 

interrelate, co-exist and share, and yet allow focused analyses to occur as well. 
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The following section takes a critical-interpretive perspective to the study of 

medical systems (ie ethnomedicines), specifically biomedicine.  It also considers the 

anthropological investigation of health and illness in Western societies.   

 

2.3  ETHNOMEDICINES AS CULTURAL SYSTEMS 

 

The cultural systems that address the issues of illness and healing are termed 

ethnomedicines.  Strathern and Stewart (1999:3) defined ethnomedicine as “the 

practices of peoples around the world aimed at dealing with sickness and enhancing 

health.”  Sometimes ethnomedicines are informal bodies of knowledge shared by older 

members of a clan or group.  They can also be highly specialised cultural systems with 

extensive knowledge about the nature of illness, causative factors and healing options; 

highly complex roles for healers and patients; and specialised arenas where the healing 

is performed; one such system is biomedicine (see Hahn, 1995:4). 

Medical systems, like the cultures in which they exist, are neither homogeneous 

nor static (Helman, 1994:4).  Especially in large industrialised societies, there can be 

many approaches to understanding sickness and healing, and more than one formal 

medical system.  The formal (professional) systems can be distinguished from lay or 

popular understandings and folk systems (Craig, 2000; Hahn, 1995:77), so that what is 

an illness to a doctor may not be one for a lay person or family.  These multiple views 

are exchanged, influencing each other, and are negotiated in the healing process (Good, 

1994:174; Hahn, 1995:77). 

Medical anthropologists recognise two ways of thinking about disease causation: 

naturalistic and personalistic means.  Naturalistic systems place the cause of illness in 

natural, impersonal forces, including the physical environment, microbes or imbalanced 

forces in the body.  Examples of these kinds of systems include biomedicine, aspects of 

Chinese medicine and Ayurvedic medicine.  Personalistic systems place the cause of 

illness in personal agents, that is, other people or nonbiological beings, such as deities 

and spirits, who inflict misfortune on people (R. Anderson, 1996:52-3), and require the 

help of priests or magicians to treat.  The two approaches are not mutually exclusive, 

and societies everywhere tend to recognise some degree of naturalistic involvement in 

causation (Lock and Scheper-Hughes, 1990).   

Personalistic explanations are often important in societies with a strong sense of 

the family as the basic social unit (ie collectivist societies), rather than the individual as 
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is the case in Western societies (ie individualistic societies) (Lock and Scheper-Hughes, 

1990).  In some collectivist societies, especially with regards to serious illnesses, the 

medical causes and solutions involve relationships: sickness might be explained in 

terms of conflict in social relationships or obligations, living or dead, and treatment 

often involves addressing the disharmony or offensive behaviour (see I. Anderson, 

1996; Lock and Scheper-Hughes, 1990).   

Anthropologists are also interested in the healers in terms of their worlds, their 

knowledge and their role in treating sickness.  In addition, the position healers have 

within society and their roles beyond healing, for example, as agents of social control 

are of interest (Helman, 1994:8). 

A large body of work has accumulated detailing many alternate worldviews and 

ethnomedicines (eg Romanucci-Ross et al., 1991), including biomedicine.  Biomedicine 

has been studied as a cultural system (Lock and Gordon, 1988) and critiqued as a 

political ideology (see Singer and Baer, 1995).  The anthropological study of 

biomedicine is now considered in greater detail.     

 

2.4  BIOMEDICINE AS A CULTURAL SYSTEM AND SOCIAL INSTITUTION 

 

Biomedicine is the commonly used name for the dominant medical system of 

Western societies.  It is a medical system that is focused on the biological basis of 

sickness, and applying scientific principles to understanding sickness and healing 

(Underwood and Gray, 1987).   

As a cultural system, biomedicine is in a process of constant change (Lock and 

Gordon, 1988) and is not isolated from other cultural systems in society (Lock, 1988).  

Biomedicine manifests differently and is practised differently in particular local cultural 

environments (Good et al., 1995; Gordon, 1988; Last, 1990); however, fundamental 

ideas and practises remain consistent across cultural contexts.   

This section considers some of the concepts and topics that have been addressed 

by anthropologists in the study of biomedicine, including the theory of biomedicine, 

terms used in medical anthropology in response to biomedical theory, the social 

dimensions of sickness, the doctor-patient relationship, and the use of explanatory 

models to study the representation of illness by doctors and lay people. 

   



 13

2.4.1  The central tenets of biomedicine 
 

The central tenets that underpin biomedical theory are reductionism, dualism, 

naturalism, and the importance of ‘signs’ of illness.  The tenets are outlined here, along 

with the dominant metaphors in biomedicine. 
 

Reductionism 

The principle of reductionism is that complex systems can be reduced to the 

interaction of their physical parts.  The body can be understood by considering its parts 

(the organs) and how these parts interact with each other.  The phenomenon of sickness, 

therefore, is reduced to the domain of biology, and even within this, it can be reduced to 

organ systems and even cells in dysfunction (Foss and Rothenberg, 1987:58).  Patients 

are conceptualised as complicated biological organisms containing deviations from the 

cellular or physiological norms.  Diagnosing illness involves isolating the deviant or 

malfunctioning organs or cells.  Treatment requires physical intervention to correct, 

neutralise or remove the physical deviation, thereby restoring the patient’s health and 

physical harmony (ibid).  The interest is not in personal well-being per se, but bodies in 

disease (Hahn and Kleinman, 1983).   

Single aetiology is one such manifestation of the reductionist principle in 

biomedicine.  In the nineteenth century, micro-organisms were found to be the cause of 

infectious diseases, and treatment was targeted at killing the micro-organisms.  This 

discovery transformed the approach to communicable diseases, and resulted in a shift 

from attending to the social dimension of life in an effort to prevent sickness to a focus 

on curing the disease caused by the micro-organism (Pierret, 1995).   
 

Dualism 

Following on from the philosophy of Descartes, who divided reality into thought 

and matter, a central tenet in biomedicine is understanding a person as being made up of 

a mind and a body.  This division is known as the mind-body dichotomy or dualism 

(Lock and Gordon, 1988).  While the organ systems are understood to be 

interdependent, such that disease in one can impact on the whole body, the body of 

organ systems can be treated as independent of the mind of the person.  Healing 

sickness and promoting health, therefore, can be achieved independently of the 

workings of the mind (Foss and Rothenberg, 1987:32).  Illness then is natural, and 

activities of the mind, including thoughts and feelings, are peripheral to the real work of 
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medicine, which is restoring physiological homeostasis in the body (Hahn and 

Kleinman, 1983).   

Emotions may be able to cause illness but these illnesses then are psychosomatic, 

that is, illnesses with a psychological dimension (Brown and Inhorn, 1990; Gordon, 

1988).  Medicine is focused on, and more equipped to deal with, the somatic (bodily) 

dimension of illness (Lock and Scheper-Hughes, 1990).  If the somatic dimension of 

illness remains elusive, psychosomatic illnesses risk being reduced to the status of an 

illness confined to the mind, and therefore may become regarded as an ‘unreal’ or 

‘imagined’ condition (Brown and Inhorn, 1990; Gordon, 1988). 

The reduction of illness to the body and the separation of body from mind meant 

that medicine, and the science that informs it, could be viewed as dealing with the ‘real’ 

world of nature, not the human world of mind, emotion and social influence.  Doctors 

and scientists are then conceived of as impartial observers of this real world, and are 

portrayed as standing apart from the other cultural systems that are essentially 

constructed by humans (Hahn and Kleinman, 1983; Lock, 1988). 
   

Naturalism 

Naturalism regards the human body as a part of nature that can be separated from 

the person, and treated, not as something sacred, but as an object (Gordon, 1988).  

Biomedical practitioners can approach illness as a natural phenomenon and use 

naturalistic methods (scientific rationality) to treat the condition (ibid).   

Since science and biomedicine are concerned with depicting nature and the real 

world of pathology, they too are regarded as standing apart from the rest of culture and 

as above analysis as cultural systems (Hahn, 1995:274).  Biomedicine has also come to 

be viewed as being free of human values or religious and spiritual meaning, such as sin, 

punishment and judgement (Gordon, 1988).     
 

Signs and symptoms 

Gordon (1988) commented that biomedical theory draws a distinction between 

signs and symptoms.  Signs are the indications of disorder in the body that can be seen 

or measured by an outside observer, and include swelling or bleeding.  Symptoms are 

the bodily experiences and information offered by the patient, such as pain.  The 

identification of signs of disease, such as with physical examinations and medical tests, 

have increased in importance in biomedicine, diminishing the reliance on the patient’s 

descriptions of what they are experiencing (Hahn and Kleinman, 1983).  Foucault 
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(1973:107-123, 119) described this as a shift that led to the primacy of “the clinical 

gaze” in Western biomedicine.  The question of clinical practice is no longer “How do 

you feel?” but “Where does it hurt?” (Foss and Rothenberg, 1987:37).   

This shift in emphasis, from translating symptoms to observing measurable signs, 

is particularly important, because it facilitates the distinction of ‘real’ diseases and real 

suffering, those that can be seen and measured in the body, from the unreal, imagined, 

illnesses that a patient might feel but observers cannot detect.  These latter ‘imagined’ 

illnesses are then considered to belong largely to the domain of the mind, not the body 

(Gordon, 1988). 
 

Dominant metaphors in biomedicine 
 

The central tenets of biomedicine culminate in the two dominant metaphors of 

biomedicine: the body as a machine and the body at war.  The body is regarded as a 

machine, which is an object that is the sum of its parts, and can be understood, 

investigated and manipulated as a machine might be: for example, the heart as a pump 

or the brain as a computer (Engel, 1977).  The power of metaphors to shape the way the 

body, and sickness, are understood can be seen in the war metaphor that is so central to 

the field of immunology: it is challenging to speak about the immune system at all 

without invoking the use of terms such as ‘fight’, ‘attack’, ‘invaders’ and the body’s 

‘defence system’ (see for example Dwyer, 1993). 
 

In summary, the main tenets of biomedicine are that the body can be understood 

with knowledge of its constituent parts and how they interrelate (reductionism), and the 

body can be considered independently from the mind (dualism) (Foss and Rothenberg, 

1987:31).  In addition the body may be viewed as a part of nature, separate from culture 

(naturalism), so science and biomedicine are concerned with describing nature and in so 

doing are themselves not culturally constructed systems. 

The practise of biomedicine is not as simple as these central tenets might suggest 

(Rhodes, 1990).  Biomedical practitioners concern themselves with life beyond the 

confines of the biological domain.  In particular, psychiatrists and general practitioners 

address the mind-body relationship (Lazarus, 1988) and the social dimensions of the 

sickness experience.  Since the 1970s, even greater attention has been given to the 

patient’s experience, developing therapeutic partnerships between doctors and patients 

and developing a multi-causal view of disease (Gordon, 1988).  Yet reductionism, 
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dualism and naturalism remain powerful underlying ideals in biomedical research and 

practice. 

   

2.4.2  Terms in medical anthropology 
 

Medical anthropologists have definitions for a series of terms that are used to 

depict the experience of sickness.  Distinctions are drawn between disease, illness and 

sickness; healing and curing; and the concept of health as distinct from well-being.  

Defining terms and how they are used in medical anthropology is required particularly 

when investigating biomedicine, because many of the terms that anthropologists use are 

defined to distinguish the biological focus and terminology of biomedicine from the 

cultural and social focus of anthropologists.   
 

Disease, illness and sickness 
 

Disease is used in anthropology to denote “altered biological function at the level 

of cell, organ or organ system” (Underwood and Gray, 1987:10).  Biomedical theory is 

often focused on this level of cells and organ systems; treatment, too, is focused on 

removing, curing or addressing the malfunctioning body parts.   

While biomedical practitioners are trained to focus on curing disease, people who 

are ill are concerned with their experience of illness (Augé and Herzlich, 1995).  When 

a person is sick she does not just experience pain in her body; there are implications for 

her life plans, relationships, livelihood, everyday activities and personal identity.  Illness 

may lead to suffering directly through pain, impairment or impending death (Hahn, 

1995:5).  Illness is a term used by anthropologists to refer to the personal experience of 

being unwell, or as Young (1982:264) defined it, “a person’s perceptions and 

experiences of certain socially disvalued states including, but not limited to, disease.”   

The term illness situates the disease in a person, in a social world.  Medical 

anthropologists, then, are concerned with the social and experiential dimensions of 

illness and healing (Young, 1982).   

While many anthropologists use the terms illness and sickness interchangeably 

(Loustaunau and Sobo, 1997:4), some researchers distinguish the two terms.  If illness 

is confined to the personal experience of the disorder, then a sickness is the personal 

experience of an unwanted condition placed in its wider social and politico-economic 

context (Loustaunau and Sobo, 1997:4; Young, 1982).  Studies that consider, for 

example, the connection between impoverished social conditions and tuberculosis 
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(de Beers, 1984), are investigating the illness beyond the confines of personal 

experience, and as a social phenomenon, that is, as a sickness.   
 

Curing and healing 
 

Some anthropologists also distinguish healing and curing.  Strathern and Stewart 

(1999:7) define healing as treating “the whole person or the whole body seen as an 

integrated system with both physical and spiritual components.”  Healing is a “sequence 

of events”, that attempts to redress sickness: it includes curing, which is the attempt to 

restore the person to a prior, healthy state; rehabilitation, which attempts to compensate 

for a permanent loss; and palliation, to relieve the suffering of the sick person (Hahn, 

1995:7).  Strathern and Stewart (1999:7) argue that while biomedicine tends to focus on 

curing a particular condition, by focusing on the underlying biological malfunction or 

disease, other medical systems focus more on a fuller sense of healing, addressing the 

illness and the wider effects of the illness on the person and his/her life.  In this way 

healing is a more holistic concept, addressing how illness impacts on a person’s 

relationships, capabilities and personal identity (ibid, p195).  A patient may play an 

active role in his own healing or may be passive; non-healers may also play a role in 

affecting healing, as may “nonpersonal forces” such as the physical environment or 

spirits (Hahn, 1995:7). 
 

Health and well-being 
 

The goal of promoting health is regarded as a primary objective of medical 

anthropology (R. Anderson, 1996:16; Lock and Scheper-Hughes, 1990; Young, 1982).  

Indeed, R. Anderson (1996:17) defines medical anthropology as “a subfield of general 

anthropology dedicated to research, teaching, and practice relating to health and all of 

the ways in which health is maintained, experienced, promoted, and threatened in 

societies everywhere, including our own now and in the past.”   

Although medical anthropologists speak about the importance of health, there 

appears to have been little discussion about what actually constitutes health, and how 

the term is to be understood and used.  Some biocultural anthropologists have defined 

health in terms of adaptation: “health is a reflection of an individual’s ability to adapt to 

the environment by biological or behavioral means” (Moore et al., 1980:10).  Critical 

medical anthropologists have defined health as “access to and control over the basic 

material and non-material resources that sustain and promote life at a high level of 
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satisfaction” (Baer et al., 1986:95).  These definitions are rather specialised, and may 

not be suitable as a general definition of health, in medical anthropology. 

As used in the anthropological literature, the term health does appear to be more 

than the absence of illness, but perhaps less than a complete state of personal well-

being, physical, emotional, social and spiritual (see for example Good, 1994; Hahn, 

1995; Helman, 1994; Lock and Scheper-Hughes, 1990).  Health appears to have a 

personal or ego-centric component and to be confined to the (physical) body: it is a 

person in the internal experience of his/her body.  While not proposing a definition of 

health per se, Loustaunau and Sobo (1997:18) indicate a concept of health that could be 

applied cross-culturally when they state the following: 
 

“Health problems can be attributed to pathogens, accidents or physical 

degeneration; they can also be attributed to supernatural means or relationships that 

do not meet idealized cultural standards…they can entail not only physical 

symptoms, but behavioural and emotional problems as well.”  
  

It is important to have a clear definition of health because some, often socio-

centric, societies have a view of health that goes beyond the bounds of the person, and 

connects an individual to his/her community (Freund and McGuire, 1991:130; 

Thompson and Gifford, 2000). For example, I. Anderson (1996) suggests the use of the 

term well-being for the experience of Aboriginal Australians, in place of the Western 

ideas of health: 
 

“Aboriginal ideas of well-being imply that bodies can be conceived as 

transforming products of the relationship between our internal experience and our 

connections with other people.  Aboriginal experience of well-being develops 

within a universe in which place and people are linked now through that which is 

outside of time” (I. Anderson, 1996:69). 
 

For an indigenous Australian, a person’s state of well-being is dependent on 

fulfilling social obligations to the group and the land (Maher, 1999).  Well-being 

integrates a person, and his/her relationships to other people and to the land in a way 

that expands beyond the Western ego-centric concepts of illness and health 

(I. Anderson, 1996; Reid, 1982).   
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2.4.3  Biomedicine and the social dimension of sickness and healing 
 

R. Anderson (1996:4) argues that when medicine is focused on diseased bodies, it 

tends to ignore suffering that is not pathophysiological: “[w]hen a painful condition is 

reduced to a diagnosis of organic disease, an acute and even life-threatening problem 

may be identified, but the embeddedness of that disease in problems of life gets lost.”  

The reductionism that has led to such global success for the biomedical approach has 

also led to a limited understanding of the link between the socio-cultural world and 

personal sickness (Lock and Scheper-Hughes, 1990; Worsley, 1982; Young, 1982). 

Prior to Pasteur’s work establishing ‘germs’ as the basis for illness, in biomedical 

practice, there was a strong link established between the need to address social 

conditions and treating sickness.  Particularly in Europe, where epidemics accompanied 

the growing urbanisation of the workforce, health care targeted living conditions 

amongst the poor (Pierret, 1995).  The discovery of micro-organisms that cause disease 

initially resulted in improvements in public health programs, for example, by facilitating 

the link between typhoid and polluted drinking water and the need for sterile milk to 

prevent diarrhoea in infants (Herzlich, 1995).  In time, however, these programs did not 

achieve widespread success in reducing the incidence of infectious diseases, and so 

instead epidemics became an opportunity for wealthier members of society to preach to 

the poor about the need for personal hygiene (Pierret, 1995).  Preventing epidemics by 

addressing the underlying social issues associated with urbanisation and poverty proved 

to be more problematic than curing the illnesses through the use of medication.  As a 

consequence of this limited success, public health medicine became a secondary 

discipline, behind more curative forms of healing, in biomedicine (Herzlich, 1995).   

One danger of focusing the healing of illness on the level of the body is apparent 

in cultures where biomedicine is the primary medical system: it has come to dominate 

the way human distress can be expressed.  Illich (1976) used the term medicalisation to 

describe “the process of legitimating medical control over an area of life, typically by 

asserting and establishing the primacy of a medical interpretation of that area” (Freund 

and McGuire, 1991:213).  Expressions of social distress are recast as medical issues 

(Illich, 1976), and often reframed as problems of the individual (Reid and Reynolds, 

1990).  Medicalising life also obscures the political and social conditions that make a 

society unhealthy for its members (Illich, 1976:9; Scheper-Hughes, 1990).  For 

example, by medicalising alcoholism, it is transformed into an unhealthy behaviour 

reflective of an individual’s unhealthy lifestyle coupled with a genetic predisposition to 
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addiction.  This conceptualisation conceals the social origins of alcoholism, such as the 

poverty or inequality that may precipitate and support a person’s addiction (Rhodes, 

1990).     

The regularity with which biomedicine is accepted by communities around the 

world is a mark of its efficacy at treating the biological root of sickness (Last, 1990); 

however, that cultural groups retain their pre-existing medical systems hints at the 

limitations of biomedicine (eg I. Anderson, 1996; Last, 1990).  Often, communities 

adopt biomedicine and use its solutions alongside existing medical systems, a process 

known as medical pluralism (McElroy and Townsend, 1999:304; Worsley, 1982).   

Singer (1990) argues that sometimes people maintain the use of indigenous 

systems as a sign of solidarity and resistance to the dominance of an introduced system 

(for example see Crandon-Malamud, 1991).  Another reason people retain other medical 

systems may be found in the social dimension of the sickness experience.  Biomedicine 

does little to explain why this person is sick and his/her neighbour unaffected, or why 

this sickness has occurred now (Comaroff, 1978).  For many people these questions 

require an answer (Augé and Herzlich, 1995:9).  For example many indigenous 

Australian groups use biomedicine to treat the proximal causes of illnesses, but 

traditional ideas of ultimate causation, usually attributed to supernatural forces, endure, 

especially in the case of serious or unexpected illness (Maher, 1999).  These traditional 

notions give meaning to events and help people cope with illness, especially when 

addressing the questions of why this has happened to them, and why at this time (ibid). 

Health and illness are intimately entwined with the social nature of human life, 

and this is just as true in cultures where biomedicine is the dominant medical system 

(Lock, 1988).  In practice, a biomedical practitioner might often participate with his/her 

patient and the patient’s family in addressing the moral questions of ultimate causation: 

“Why me and why now?”  Furthermore, within biomedical research, since the 1970s, 

there has been a growing re-emergence of interest in the socio-cultural forces that 

influence sickness, especially in fields such as public health, psychiatry and general 

practice (Augé and Herzlich, 1995:15; Hahn, 1995:96; Pierret, 1995; Strathern and 

Stewart, 1999:192).  The acknowledgment of the socio-cultural influences on health and 

sickness is vital to develop robust, effective health care systems (Hahn, 1995:76), 

especially in preventive health care programs.   
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2.4.4  The doctor-patient relationship 
 

The relationship between healer and patient has been a focus of study by medical 

anthropologists across many societies (Ingstad, 1988; Kleinman, 1980).  The doctor-

patient relationship in biomedicine has been considered by doctors (Buetow, 1995), 

psychologists (see Ong et al., 1995), sociologists (Waitzkin, 1991; Zola, 1981), and 

increasingly by medical anthropologists (Kleinman, 1980; Lazarus, 1988).   

Traditionally, anthropologists have taken one of two approaches in representing 

and investigating the doctor-patient relationship.  The interpretive approach considers 

the relationship as a case of differing realities (eg Kleinman, 1980); a critical stance 

reviews the relationship in terms of power, and how the larger political and economic 

forces shape the interactions between doctor and patient (eg Lazarus, 1988; Wright and 

Morgan, 1990).  Increasingly, studies combine both a consideration of the different 

realities of doctors and patients, and how power relations shape the interactions (eg 

Ferzacca, 2000). 

Kleinman et al. (1978), in considering the differing realities between doctors and 

patients, introduced the concept of explanatory models (EMs) (see below).  Doctors and 

patients have different understandings about illness that form different explanatory 

models.  Lazarus (1988) cautions that EMs may show the different understandings of 

illness a doctor and patient have, but EMs do not expose the nature of the interaction 

between doctor and patient. 

Critical anthropologists explore the relationship between doctor and patient in 

terms of the power differential between them.  Doctors are in a position of power in the 

relationship: doctors have access to knowledge, which means they control what is done 

and what is known by the patient (Lazarus, 1988).  They also dictate the rules of 

behaviour in the medical encounter (ibid).  This power differential encourages a 

dependent role for the patient (DiGiacomo, 1987; Wright and Morgan, 1990).  In 

addition to controlling the patient’s access to knowledge about his/her condition, the 

social distance between doctor and patient affects the interaction.  In particular, doctors 

treat patients based on their own assumptions about people from a particular class, 

gender and ethnicity (Lazarus, 1988).   

The critical approach has been critiqued for ignoring patient agency, that is, the 

patient’s power to make decisions and determine outcomes (Strathern and Stewart, 

1999:185).  This approach also tends to ignore the genuine efforts made by doctors to 
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assist their patients and care for them (see Emanuel and Emanuel, 1992; Good, 

1994:60).   

There has been a movement in Western societies for greater agency for patients in 

their health care decisions (DiGiacomo, 1987); however, some studies suggest it is not 

clear when and if all patients want to be fully informed or included in the decision-

making process (Buetow, 1995).  Different people want different approaches from their 

doctor (Kleinman, 1988).  Emanuel and Emanuel (1992) argue different types of doctor-

patient relationships are also appropriate in different circumstances with the same 

patient: for example, a paternalistic approach may be necessary if the patient is in the 

midst of an emergency, while a deliberative approach, where the doctor assists the 

patient in making decisions about his/her health care choices, would be appropriate, for 

example, when dealing with the long-term care of a chronic illness.     

 

2.4.5  The use of explanatory models for representing illness 
 

In medical anthropology, one of the most important approaches to representing 

illness has been the use of explanatory models (Kleinman et al., 1978).  An explanatory 

model (EM) is a person’s conceptualisation of an illness.  Explanatory models of illness 

have five dimensions: (1) aetiology or cause; (2) explanations for the circumstances 

surrounding the onset of symptoms; (3) the explanation of the pathophysiology of the 

disorder; (4) the course of the illness, including the sick role a person adopts, the social 

impact of the illness, and the perceived severity of the disorder; and (5) the treatment(s) 

for the disorder (Kleinman et al., 1978). 

A person’s explanatory model reflects his social circumstances, such as class, 

cultural values, education and religion, and his past experiences with the illness and the 

health care system, so two people with the same diagnosed illness may have different 

explanatory models for it.  A patient’s EM might also differ from the EMs of people in 

the community who do not have the illness but have an explanatory model for it, for 

example, family members of those with the condition (Kleinman et al., 1978).  The 

model a patient has may change during the course of his illness and may be only 

partially expressed by the patient (Farmer and Good, 1991; Good, 1994:52). 

Doctors’ EMs are based, in large part, on biomedical knowledge.  The focus for 

the doctor is often on treating and curing the diseased body; while, the person is 

concerned with reacting to the illness and the impact it has on her life (Augé and 

Herzlich, 1995).  Illness impacts not just on people’s bodies, but also on their 
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capabilities, identity and relationships (Craig, 2000; Hahn, 1995:2; Strathern and 

Stewart, 1999:197), and this shapes the lay person’s EM of the illness.  As a result, 

while the lay person’s explanation of her illness is particular to her life circumstances 

and biography, the doctor’s explanation is usually general and theoretical, often in terms 

of pathology and probabilities (Browner, 1998). 

In addition to different realities, doctors and lay people use different logics or 

reasoning in their decision-making.  Doctors typically rely on biomedical logic: for 

example, treatment might be based on the understanding of the body as a machine and 

the priorities of curing the disease (Hunt and Mattingly, 1998).  Lay people use 

‘practical reasoning’, based on everyday concerns and priorities: for example, a 

person’s decision to use a particular treatment might depend on his ability to afford that 

treatment, or how much of a priority it is to alleviate the illness (see Garro, 1998a).  Lay 

people (patients) often include biomedical knowledge in their EMs (Hunt, 1998), but 

they also rely on other sources of guidance and practical reasoning, including the advice 

of family members and friends.  Their care decisions include concerns beyond the scope 

of their disease, such as fulfilling social duties (Garro, 1998a).  These decisions are 

embedded in and shaped by politico-economic and social constraints (ibid).  Biomedical 

models and reasoning must be adapted to fit everyday life, which is often done by 

patients and doctors together (Hunt and Mattingly, 1998). 

The use of explanatory models has a strong clinical application: EMs can be used 

to assist doctors to understand more fully the world their patient lives in, thereby 

improving communication between doctor and patient (Good, 1994:52; Kleinman et al., 

1978).  Doctor’s can negotiate models to tailor treatments and education to be sensitive 

to, and to be incorporated into, the EMs of patients (ibid; Young, 1982).  With this in 

mind, studies have exposed the differences and similarities between patient and doctor 

explanatory models for a range of illnesses (eg Cohen et al., 1994; Lazarus, 1988; Poss, 

1998).  Poss (1998), a health care worker, undertook one such study when she 

investigated Mexican migrants working in the USA.  She was interested in their 

explanatory models for tuberculosis, and found that their EMs were compatible with the 

biomedicine model of the disease, in terms of aetiology and treatment, though there was 

some inconsistencies in the perceived role for vaccinations. 

Kleinman et al. (1978) argue that the doctors’ EMs are focused on disease and the 

patients’ on illness.  Cohen et al. (1994), in their study of EMs of diabetes, argued that 

doctors and patients emphasised different domains in their EMs.  Doctors focused on 
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the disease process in the body in their dialogues about diabetes; while, patients were 

more concerned with the social impact of their illness, including the limits the illness 

placed on their activities, and their fears for the future.  The doctors were largely 

unaware of the fears of their patients.  There was agreement between doctors and 

patients on perceived illness severity and the required treatments.  Doctors and patients 

differed in their aetiology accounts, where patients included stress as an important 

factor in their onset stories, and doctors did not. 

Lazarus (1988), in a study in an obstetric clinic in Chicago, found the doctors’ 

EMs to be strongly mechanistic and reductionist.  She argues that patients and doctors 

may not differ so much in the knowledge that is part of their models, in that patients 

have a less sophisticated understanding of the biomedical model, but that they may have 

different expectations of the doctor-patient relationship.  She found patients often 

objected to the way they were treated if they felt they were not being treated with 

dignity, such as when they were left waiting long periods of time for scheduled 

appointments (ibid). 

While not using the framework of EMs specifically, Loewe et al. (1998) found 

that doctors had complex models for diabetes that were not simply confined to a 

concern with pathophysiology.  The doctors were particularly concerned with their role 

in healing, and reflected on the nature of the doctor-patient relationship and their role in 

educating patients.  Loewe’s et al. (1998) argument, that clinicians are concerned with 

much more than the diseased body, supports Good’s (1994:52) assertion that the models 

doctors have are also culturally constructed and do not exist independent of or deep to 

culture.  Doctors are cultural participants, and as such they are concerned with the 

quality of their relationships, their work performance and the lives of the people they 

treat, and this in turn expands the content of their EMs to be more than a consideration 

of biological disease (ibid). 

Researchers have criticised the concept of explanatory models for being too 

dependent on biomedical models, particularly in terms of the five categories the 

patient’s experience is divided up into (Young, 1982).  EMs have also been critiqued for 

being too limited in their application to the experience directly around a particular 

illness episode or moment in time (Ferzacca, 2000).  In reality, it appears few 

researchers adhere closely to the use of the five categories in their presentation of 

people’s models (eg Cohen et al., 1994: Ferzacca, 2000; Heurtin-Roberts, 1993), which 
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does accommodate a more expansive consideration of a person’s experience and 

representation of his/her illness. 

The use of explanatory models has also been criticised for ignoring the wider 

politico-economic forces at play in shaping people’s illness experience.  Focusing on 

how doctors and patients represent and interpret illness can obscure the way illness is 

shaped by people’s access, or lack of access, to resources and to power (Farmer and 

Good, 1991; Young, 1982).   

 

2.5  REFLEXIVITY 

 

In their efforts to understand sickness in its broadest context, medical 

anthropologists stress the importance of researchers being aware of their own cultural 

context (Worsley, 1982).  This notion is one of the corner stones of anthropological 

research, and is known as reflexivity: the anthropologist being aware of her own cultural 

background, assumptions and worldview, and her politico-economic position within 

society, and how she participates in creating the findings she reports (Hahn, 1995:2; 

Young, 1982).  Hahn (1995:3) argues that the anthropologist “needs a place to stand” in 

terms of a conceptual framework with which to consider alternative cultures and 

worldviews.  The challenge for anthropologists is to make this framework as transparent 

as possible (ibid), and to resist implying that they have a privileged, or definitive, view 

of the culture being investigated (R. Anderson, 1996:29; Lock and Scheper-Hughes, 

1990; Young, 1982).  Reflexivity is particularly important when anthropologists work 

within their own culture, as there is a greater likelihood that the ideas and cultural 

assumptions they share with the participants may be taken for granted as ‘natural’. 

The need for reflexivity is especially problematic for medical anthropologists, as 

many struggle with being, on the one hand, fully respectful of alternative ways of 

conceptualising illness and treating it, and yet aware that they use and trust the efficacy 

of biomedicine, both in their own lives and in their efforts to provide the best services 

possible to the communities in which they work (see Farmer, 2003).   

On the one hand, anthropologists caution against giving biomedicine a privileged 

position, as though it exists apart from culture, dealing with the ‘real’ world of sickness 

(Lock and Scheper-Hughes, 1990; Loustaunau and Sobo, 1997:3; Singer and Baer, 

1995:12).  On the other hand, anthropologists also have a special concern with 

providing assistance to the poorest and most disenfranchised people around the world.  
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Providing the best health care to communities that are dealing with problems, such as 

infectious diseases, high infant mortalities and poor services for treating wounds and 

accidents, surely involves providing them with access to biomedical facilities (see 

Farmer, 2003).   

Striking the balance between depicting biomedicine as culture and as a social 

institution, and also participating in providing improvements in health care systems 

(Helman, 1994:8) is an ongoing challenge for medical anthropologists.  It requires 

medical anthropologists to treat as real the sicknesses and healing methods they 

encounter in all cultures, while attempting to understand the theories, values and social 

forces that underpin these systems (Hahn, 1995:2).   

 

2.6  MEDICAL ANTHROPOLOGY AND HEALTH CARE  

 

Health care systems have three dimensions: professional medical systems, folk 

systems, and lay care (eg families) that are concerned with the sickness, health and 

healing in a society (Kleinman, 1980:49).  The health care system is identifiable as a 

discrete unit in society, and yet is impacted on and entwined with other sectors, 

including economic, political, scientific and religious systems. 

Medical anthropology is part of a wider movement to create more holistic health 

care systems, which recognise health as being dependent on creating the social 

conditions for good health, such as providing adequate food, security and sewerage 

systems (WHO, 1986).  This growing movement also recognises the importance of 

efforts to promote health and create preventive health care programs, as well as efforts 

to cure disease (R. Anderson, 1996:17; Hahn, 1995:292; Strathern and Stewart, 

1999:190), and to do so in ways that advocate for the rights of all communities to basic 

standards of health (Farmer, 2003). 

Theorists have depicted the many factors that contribute to health and sickness as 

forming a type of hierarchy (R Anderson, 1996:34; Engel, 1977; Hahn, 1995:74).  At 

the ‘bottom’ of the hierarchy are genes and cells, followed upward by organ systems, to 

the whole person (mind and body) within his/her local environment, with cultural and 

societal forces at work above this level.  At the ‘highest’ level of the hierarchy there are 

global politico-economic forces and even evolutionary factors at work.  All these levels 

interact to create sickness, and must each be addressed for a full understanding, and 

often long-term success, in healing. 
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To this multi-disciplinary approach to health care, anthropologists make the 

particular contribution of understanding socio-cultural forces as they shape the 

experience of health, sickness and healing.  This includes depicting the cultural systems 

and social structures that shape people’s experiences of sickness and healing, and how 

people create meaning and find solutions to their problems (Strathern and Stewart, 

1999:185).   

As part of the effort to address the socio-cultural dimension of health and illness, 

anthropologists have argued for the need to show greater regard to other, non-Western, 

medical systems, especially those that have a more personalistic focus on the link 

between harmonious relationships and physical health (Scheper-Hughes, 1990; 

Worsley, 1982).  Anthropologists can contribute to developing a new epistemology that 

accounts for the “emotion[al], social and political sources of illness and healing” (Lock 

and Scheper-Hughes, 1990:71; see also Singer and Clair, 2003).  This means moving 

beyond the mind-body dichotomy and developing more sophisticated means of 

understanding how the mind and body interact to create illness and health (Scheper-

Hughes and Lock, 1987).  Anthropologists can also make a contribution revealing the 

cultural assumptions that guide the work of health care providers.  Furthermore, it is 

necessary to link this work to human rights.  A concern for human rights applies in both 

the provision of health care services (Farmer, 2003) and in exposing ways medical 

systems, and access to services, are shaped by the distribution of power within, and 

across, societies. 

   

2.7  SUMMARY: A (MEDICAL) ANTHROPOLOGICAL PERSPECTIVE  

 

Medical anthropologists study the socio-cultural world of health, sickness and 

healing.  Traditionally, studies have focused on the interaction between culture and 

biology (biocultural approach); how people, through culture, construct illness and find 

meaning in it (interpretive approach); or investigated how social conditions, specifically 

politico-economic forces, shape the experience of health and sickness (critical 

approach).  The interpretive and critical approaches, in particular, have become aligned 

to form one approach, or perspective, in medical anthropology, which Lock and 

Scheper-Hughes (1990) refer to as a critical-interpretive perspective.  Anthropologists 

now consider how socio-cultural forces shape the experience of health and sickness, for 

cultural groups in society, and for people living in their local social worlds. 
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Medical anthropologists study biomedicine as a cultural system and social 

institution.  Specifically, they have explored interactions between doctors and lay 

people, including the different realities of, and reasoning used by, doctors and lay 

people, using explanatory models in particular.  Increasingly, anthropologists are 

participating in developing new holistic approaches to health care, worldwide. 

 



CHAPTER 3 

 

CULTURE: MODELS AND VALUES 
 

This section considers culture, how mental models are used to represent culture in 

mind, and how narratives express culture and can be used to identify culture models.  

Cultural values shape the experience of health and illness, and some values that are 

particularly important in Western cultures are outlined, followed by an example of how 

cultural values are shaping the expression of health in Western societies. 

 

3.1  EXPLORING CULTURE 

 

In anthropology there is no definitive agreement on what constitutes culture and 

many definitions have been proposed (D’Andrade, 1999).  Generally, culture is defined 

as consisting of ideas, symbols, meaning, knowledge and understandings that are shared 

by people often from a recognisable social group (Pelto and Pelto, 1990:275).  In 

addition, behaviours, rituals and objects can form part of a group’s culture (see 

D’Andrade, 1999).  Culture can be used to explain a person’s behaviour, such that it can 

be argued a person behaved a certain way because of culture (D’Andrade, 1999; Pelto 

and Pelto, 1990).  Culture is important in health and illness as one of the factors that 

affects the experience of health and illness, and the decisions and actions people take in 

response to their bodily states (ibid).   

People of a cultural group share rituals like a formal wedding service or 

standardised rules for eating in public.  The symbols and ways of constructing the world 

can be seen by outsiders, are recognised and understood by the members of the group 

and can be included as expressions of this society’s culture.  In addition, culture is also 

an experience of mind.  People have cultural rules, experiences, shared understandings 

and bodies of knowledge that are internalised in mind (Shore, 1996:12).  Strauss and 

Quinn (1997:9, 252) conceptualise this co-existence of culture as the intrapersonal (in 

mind) and extrapersonal (in form) loci of culture.  There is interplay between these two 

loci of culture.  Just as the mind is shaped by culture, culture is shaped by the human 

mind (D’Andrade, 1995:149).  The use of models has been proposed as a way to bridge 

the gap between culture as it is ‘enacted’ and as it is ‘encoded’ in people’s minds 

(Shore, 1996:12).   
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Just as cultural forms are not monolithic structures, in which people share one 

voice and there is no dissent (Bruner, 1986a), there is diversity in the experience of 

culture in mind as well (Strauss and Quinn, 1997:255).  The diversity in experience 

depends, in part, on a person’s position in the cultural group, especially in terms of his 

or her access to power (D’Andrade, 1995:250).  Strauss and Quinn (1997:256) argue, 

however, that while cultures are not monolithic, and do change over time, some 

understandings may be highly shared and stable.  To this end, D’Andrade (1999:96) 

argues some facets of culture are “hard” in that they are resistant to change, while “soft” 

elements are changed more easily.   

Cultural patterns and shared understandings between members of social groups 

guide people in interpreting particular experiences.  These shared understandings 

require some type of descriptive theoretical framework.  One representational tool used 

for depicting culture in mind is the concept of mental models (see D’Andrade, 1995; 

Shore, 1996; Strauss and Quinn, 1997)   

 

3.2  DEFINING MODELS 

 

Models exist in mind and consist of “an interrelated set of elements which fit 

together to represent something”, that is used “to reason with or calculate from by 

mentally manipulating the parts of the model in order to solve some problem” 

(D’Andrade, 1995:151).  Models are mental maps of reality that simplify the world, by 

representing experience in mind with the details reduced (Shore, 1996:47).  Parts of a 

model can be used to figure out why someone did something or to predict what a person 

might do given what has happened (D’Andrade, 1995:165).  They also provide 

procedures for getting things done (Shore, 1996:61-67) and the motivation for taking 

action (Strauss and Quinn, 1997:256).  Models are dynamic mental structures that are 

formed, renegotiated and reshaped through experience and social exchanges (Shore, 

1996:46-50).   

Models provide a framework in which people can express their experience to 

others: they can make sense of what has happened and form arguments about their 

experiences (see D’Andrade, 1995:167-173).  Through models, shared experiences can 

become cultural knowledge.  For example, Mathews (2000) studied a breast cancer 

support group amongst predominantly working class women in the USA.  She argues 

that the group socialised new members by collectively interpreting and shaping the 
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stories of these women to fit the group model of breast cancer.  The model was derived 

from biomedicine, Protestant values, popular culture and African-American 

ethnomedical knowledge and values, and placed importance on the need for 

interdependence in getting well, the connection between cancer and stress, and the idea 

that God is in control of the outcome. 

Models are often known implicitly, and are therefore not easily described by the 

people who use them.  This is especially true of models that are learnt informally.  

People may be able to state and explain a piece of a model, such as a particular theory 

or proposition, but may not be able to consciously retrieve the overall model 

(D’Andrade, 1995:180).  For example, the cultural model of conduct in a doctor’s 

surgery includes aspects people might readily be able to articulate, such as the need to 

address the receptionist upon arrival, but also parts that are less tangible, such as the 

rules of conduct between patient and doctor, or what information to give and omit in the 

story the patient tells the doctor about his/her illness. 

Models exist in mind, so they are not the event, though they may be the plan 

people have for the event and how it should be played out: for example people may 

have a mental plan for taking medication (what they take, the time of day, how they do 

it, how much to take), which is the model; while, the act, or event, of taking the 

medicine is not typically regarded as being part of the model (see D’Andrade, 1995; 

Strauss and Quinn, 1997). 

 

3.3  MODELS IN CULTURE 

 

Cultural models are shared by members of a recognisable cultural group 

(D’Andrade, 1990 cited in Shore, 1996:45).  These models are “forms of knowledge” 

people receive (Shore, 1996:11) about how to conduct themselves, or how the world 

works.  These models need to be at least partially shared for successful social 

interaction to occur (Strauss and Quinn, 1997:49), such as the conventions for body 

language in greeting a stranger, friend or family member.  Cultural norms and values 

dictate what information is considered important and emphasised, and what is ignored 

or reduced, with these models (Shore, 1996:47).   

Some cultural models are highly formalised and taught, such as the procedure for 

opening parliament.  Others models are less formal, and often known more implicitly, 

such as rules of etiquette for when people come to dinner (Shore, 1996:52).   
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Some models are shared in common across several cultures.  Sometimes these 

models are shared because they have the same cultural origins.  At other times models 

have shared components because they reflect shared human experiences, for example 

there are common themes in all marriage ceremonies around the world (see Keesing, 

1987).  Components of cultural models, in particular, might be shared by several 

cultures because the concepts are derived from the same cultural origin.  For example, 

the Western concept of self (see below) is shared across distinguishable cultural groups 

and has the same cultural origin (see D’Andrade, 1995:159; Shore, 1996). 

Within nations, many cultural groups may exist and have distinct cultural models.  

If it is a recognisable and relatively separate cultural group, then the term cultural model 

can be used to delineate models of that group.  For example, non-English speaking 

migrants regularly form recognisable and distinct cultural groups in Australia, including 

the Croatian community in Perth (Colic-Peisker, 2002), as do indigenous Australians 

(eg I. Anderson, 1996; Thompson and Gifford, 2000).  Within a recognisable culture, 

also, people share models to different degrees, to which end Shore (1996:49) recognises 

dominant and alternative cultural models.  

Within cultures there are expert and lay models (D’Andrade, 1995:168).  Expert 

models are often known by only a few members of a culture.  They are learnt later in 

life, often with a significant period of instruction and practise involved.  The biomedical 

model of asthma might be considered one such model.  Within a cultural system like 

biomedicine there are many models, some that are learnt by instruction and 

demonstration, such as models of illness causation and surgical procedures; while, 

others are more tacitly acquired, such as hospital etiquette between doctors and nurses 

(D’Andrade, 1995:167).  Young (1982) goes further in dividing expert models into 

theoretical (textbook) and clinical (in practice) models.  In contrast, lay models are 

informally learnt and often widely shared; hence, they are likely to be models that 

people use, but are often unable to articulate (D’Andrade, 1995:172).     

Expert models can be shared across cultural boundaries and they are also deeply 

embedded in a wider cultural environment: for example, biomedicine is practised in 

many nations around the world, so many biomedical models are shared across cultures 

as well, yet the models also manifest differently in different cultures (Good et al., 1990).  

Baer et al. (2004) considered the lay and expert explanatory models for AIDS in the 

USA and Mexico.  They found there were aspects of the models all people shared, but 

that in general, there was greater variation between the two cultures than across the 
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expert-lay divide.  In other words, the doctors and lay people in the USA shared more of 

their models in common with each other, than the biomedical practitioners from the 

USA and Mexico did with each other.  This applied for Mexican people as well.  

Specifically, the participants from the USA all agreed that a positive attitude could help 

treat AIDS, which was a view not shared by the Mexicans. 

 

3.3.1  The use of cultural models in medical anthropology 
 

Medical anthropologists use explanatory models (EMs) to represent the beliefs, 

knowledge and understandings people have about their illness, at a particular time (see 

Chapter 2).  EMs contain five categories or domains: aetiology, onset stories, 

pathophysiology, course of the illness and treatment (Kleinman et al., 1978).  Although 

EMs appear to be quite specific to a particular illness at a particular time, researchers do 

not appear to adhere closely to the five categories and may omit topics, or include 

information that does not fit into the listed domains (eg Cohen et al., 1994; Ferzacca, 

2000; Kleinman, 1988; Poss, 1998).  Researchers often depict EMs collectively: that is, 

they refer to shared lay EMs and not just that of an individual (eg Baer et al., 2004; 

Cohen et al., 1994; Ferzacca, 2000).   

When discussing the experience of illness beyond the five categories of the EMs, 

some anthropologists have used cultural models (Garro, 1988, 1994; Farmer, 1994).  

The concept of cultural models is particularly useful for depicting the model of an 

illness that is shared by lay people, within a recognisable cultural group, regardless of 

whether they have the illness or not themselves (Baer et al., 2004; Farmer, 1994).  

Farmer (1994), for example, explored the development of a cultural model of AIDS 

amongst people in Haiti.  Few of his participants had first hand experience of the illness.  

This approach works for illnesses that are widespread and/or full of meaning within a 

community, such as cancer or AIDS in modern Western societies (see Sontag, 1991).   

Cultural models also allow the exploration of concepts and ideas that are shared 

between doctors and lay people.  Lay models often contain biomedical knowledge 

(Hunt, 1998), and doctors’ models are based on more than the theoretical models they 

learn through their formal medical education (Good, 1994:52).  Using cultural models 

allows the culture that informs both expert and lay EMs to be uncovered.  

Aspects of cultural models can differ depending on whether a person is the 

‘subject’, in this case the person with the illness, or an observer, such as a doctor or 

family member who does not have the illness (see Hunt, 1998).  In this study, cultural 
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models include the concepts and ideas that are shared by members of the same cultural 

group, whether they have the illness or not, and also include some aspects that are 

confined to the subject, but other cultural members might be expected to share if they 

too were ill. 

Hunt et al. (1990) argue that illness constructs (models) fit into existing models 

for health and illness.  Price (1987) goes further, noting that illness cultural models exist 

within broader models.  In Ecuador, he found models of family relationships and social 

support were entwined with and integral to understanding the illness stories and models 

created by people about the illnesses they suffered in life.  Using cultural models allows 

the embeddness of the illness model in wider cultural models to be conceptualised, in a 

way explanatory models do not so easily accommodate. 

 

3.3.2  Personal models 
 

Cultural models are not simply adopted or absorbed by people, but are internalised 

through a process of transformation (Shore, 1996:52).  Personal models are held by 

individuals and reflect the person’s unique lived experience.  Personal models are not 

shared by other members of the cultural group, although they may have features in 

common, such as the model a person has for getting ready for work in the morning 

(Shore, 1996:46).  In this way, cultural models inform personal models but do not 

translate uncensored.   

Personal models can be very like cultural models or quite idiosyncratic.  Cultural 

models underpin individual stories and a person might interpret his/her own life in 

comparison to these cultural models and use them as guides for action (Garro, 1994).  

Keesing (1987) considers personal models to be versions of cultural models.  The 

process of transformation might be such that after the onset of symptoms, the person is 

diagnosed with an illness, and then gathers information from other sources, including 

family, friends and the doctor, such that he/she is exposed to many models.  In the 

context of his/her wider life, the person weighs up all of this knowledge with his/her 

own experience and values, and then forms conclusions, understandings and a guide for 

action: that is, the person creates a personal model, which is open to change with new 

experiences and information that comes to hand.   
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3.4  LIMITATIONS IN THE USE OF MODELS 

 

The model an anthropologist constructs may not be one the people share or even 

recognise (D’Andrade, 1995:157; Shore, 1996:70; Strauss and Quinn, 1997:256).  The 

actors’ models are flexible and used to negotiate their world, and people may not be 

entirely conscious of the models they are using.  Anthropologists construct models that 

are descriptive representations of the models they identify people using (Shore, 

1996:56).  The question raised by this difference is how accurately can anthropologists 

describe the models people use? 

D’Andrade (1995:157-8) argues one way to test the validity of the 

anthropologist’s model is to ask the informants about the model that has been 

constructed and whether it fits for them or not; however, the fact that informants do not 

recognise a model does not mean it does not have merit, particularly as people are not 

always consciously aware of the models they use (D’Andrade, 1995:168).  Indeed the 

challenge for the anthropologist is to find the inner logic and reasoning that connects the 

beliefs and actions of people.  These inner logics, or practical reasoning (Garro, 1998a), 

might well be largely unconscious to the people who use them (Good, 1994:62-63). 

Cognitive anthropology, and the use of models in particular, has been critiqued for 

ignoring how social and historical forces shape illness experience and meaning (Farmer 

and Good, 1991).  For example, Heurtin-Roberts (1993) found, in her study of working 

class African-American woman with heart disease, that a woman’s view of hypertension 

is shaped not just by her understanding of the heart and the process of ageing, but by the 

world in which she is making her way, that is, that of a poor, urban African-American 

woman often with the responsibility of holding her family together in impoverished 

conditions.  Strauss and Quinn (1997:256) counter this argument by noting that the 

political-economic limitations in people’s lives become a part of the environment the 

models are constructed in.  People’s models will reflect their environment, including 

their access to power in society.  Models provide a means to represent illness and 

culture in mind, and can be combined with a strong recognition of the social world, and 

specifically the power relations in which these models are conceived and used.  The 

different approaches in medical anthropology are not mutually exclusive (Dressler, 

2001).  They can be used within one study, so that the presentation of models is often 

combined with sensitivity to social relations of power (eg Farmer, 1994 and Mathews, 

2000).   
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3.5  DERIVING MODELS FROM NARRATIVES 

 

Culture exists in mind as mental models.  One means to access these models is 

through expressions, specifically conversations and telling stories (ie narratives).  

People use words, images and actions to communicate their life experiences: these 

expressions are the efforts to share an experience with another person.  Experience 

includes a person’s actions, feelings, reactions and reflections on the events that happen 

to him/her, or that he/she participates in (Steffen, 1997).  Expressions can occur through 

language, in narratives (story telling) and conversations, or other means, such as music, 

performance or ritual, and even body language.  In turn, these expressions can shape the 

expectations people have for future experiences (Bruner, 1986a). 

Narratives are a communicative act, a form of expression.  Narrative is a term for 

the act of telling a story, while the story is the content of the narrative.  With the 

narrator usually at the centre of the story, a narrative account is one way a person can 

express him/herself.  With assistance from the listener, narratives can be used to make 

sense of an experience, and to find meaning in it, in light of personal values and 

expectations of how the world is.  Narratives can also assist people to make decisions 

about future actions (Garro and Mattingly, 2001a; Rosaldo, 1986).   

Narratives are not fixed, they are interpretations and they are interactive: what is 

said is dependent on who is listening and the objective of the interaction: for example to 

recount a funny happening, to gain empathy, to elicit help, or to make sense of a 

morally ambiguous event, might require different accounts of the experience (Bruner, 

1986b; Garro and Mattingly, 2001a; Wikan, 2001).  Good (1994:161) argues narratives 

are told often to elicit a particular understanding or interpretation from the audience.  

Narratives draw in the listener to care about the outcome (Garro and Mattingly, 2001b; 

Good, 1994:153).  Furthermore, narratives often convey the message “I did the right 

thing”: that is, the narrator presents, or constructs, a morally acceptable self in narratives 

and looks for support from the listener in doing this (Garro and Mattingly, 2001a:25; 

Price, 1987:315).   

Narrative accounts are an important means by which cultural understandings 

about illness are acquired, confirmed, refined and modified (Garro and Mattingly, 

2001a).  In addition, illness stories can express the suffering of illness as a medium to 

convey greater suffering in other areas of life, such as that associated with poverty 

(Hunt, 1998; Wikan, 2001).  It is, therefore, important to place illness stories in the 
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context of social relationships and economic struggles and not assume the suffering 

from the illness is the worst affliction in this person’s life (Wikan, 2001). 

Within narratives people convey societal values they may not be able to articulate 

clearly (Rosaldo, 1986).  Narratives link personal experience to cultural knowledge, 

norms and tenets, as people make sense of their own experience in light of cultural 

values (Garro and Mattingly, 2001a), and in turn affirm these values for the group.  For 

example Alcoholics Anonymous (AA) shape the narratives of newcomers to the 

common text (Steffen, 1997).  

Anthropologists recount other people’s stories (Garro and Mattingly, 2001a) and 

do so from their own cultural grounding (Good, 1994:139).  For example North 

American illness stories can be very personal and intimate accounts, and North 

American anthropologists may be very comfortable with this verbal expression of 

experience (Becker, 1997 cited in Garro and Mattingly, 2001b) that may not be shared 

in other cultures.  Furthermore, anthropologists tend to assume validity in the stories 

they are told, which can be problematic if people are knowingly or unknowingly not 

telling the truth.  Anthropologists need to be aware that they are part of the creation 

process of narrative accounts (Garro and Mattingly, 2001b).   

From stories, and other forms of talk, people make sense of the world, make 

experience meaningful and make mental models of experience (Shore, 1996:58).  From 

narratives anthropologists are able to access and depict cultural models.  These models 

provide one means to understand culture, and how it impacts on the experience of health 

and illness.   

Cultural models include cognitive structures, such as ideas, beliefs and notions.  

Cultural values (representing desirable qualities) underpin and shape cultural models 

(see D’Andrade, 1992:39-40; Schwartz, 1997).  Cultural values run throughout 

understandings of health and illness, and have been central to the depiction of models of 

illness in medical anthropology.  The discussion now turns to efforts to make visible 

some of the key cultural values that shape the experience of health and illness in 

Western societies. 

 

3.6  CULTURAL VALUES IN STUDIES OF LIVING WITH ILLNESS IN WESTERN SOCIETIES 

 

Values are desirable qualities; cultural values refer to the qualities that are 

desirable to members of a recognisable social group (Schwartz, 1997).  Cultural values 
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affect the meaning given to an experience, and the degree of suffering a person feels 

(Dodds, 1997:2).  They can also impact on a person’s sense of personal worth when ill 

(Charmaz, 1983), shape a person’s behaviour, and are used to justify particular choices 

(Schwartz, 1997).  Values are often held unconsciously, and a person can hold 

conflicting values at any one time (Schwartz, 1997).  There are several shared cultural 

values that appear to be relevant to the conceptualisation and experience of health and 

illness by people in Western societies.  These values include self-discipline, self-control 

and the importance of being a productive, or hard working, individual. 

Cultural values are usually studied at a national level.  While nations are not 

cultural homogeneous, they provide a convenient bounded unit, and with time, nations 

generally have a degree of integration (Schwartz, 1997).  Social institutions, for 

example, family structure, religion, the economic system and health care system, are 

determined and legitimised by cultural values; these institutions are often organised at 

the national level, and so particular values are reflected in these institutions.   

Values can also be shared across nations.  Social theorists recognise the English-

speaking world and Western Europe (ie the Western world) as sharing certain cultural 

values that contrast with values in East Asia and the Islamic world.  For example 

individualism is a core cultural value in the Western world, where the individual is the 

basic social unit.  In contrast collectivist societies, such as East Asian nations, place the 

individual within a broader family network and have the family as the basic unit of 

society (Lock and Scheper-Hughes, 1990; Schwartz, 1997; see also Triandis, 1990). 

Researchers appear to focus on two key sources of values, in reference to the 

experience of health and illness in Western societies: the Western notion of an 

individualised self, and capitalism (eg Crawford, 2000; Ferzacca, 2000; Lock and 

Scheper-Hughes, 1990; Morsy, 1990). 

 

3.6.1  The self in Western cultures 
 

While all cultures recognise a self, a conscious ‘I’ (Mauss, 1979:61), some 

cultures, including many hunter-gatherer groups, recognise the individualised self as the 

basic unit of society (Morris, 1991:266-267; Spiro, 1993).  The Western notion of self is 

also one in which ‘the self’ is regarded as an autonomous being, an indivisible unit of 

experience and the basic unit of society (Mauss, 1979:61; Morris, 1991). 

According to Mauss (1979:75-89) the Western concept of self developed in 

stages, beginning with the Romans who recognised a legal ‘persona’, with duties and 
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rights, that is, the Roman citizen.  The Greek philosophers influenced the Romans with 

the moral person as one who is autonomous, free and responsible.  The Christians added 

a metaphysical dimension, such that the self became indivisible, that is, each individual 

had a soul.  Later, in the 19th and 20th centuries, the psychological self as a conscious 

being and indivisible unit of experience was fully developed.  For the first time in the 

West, a person was a bound, separate identity, not inevitably connected, for example, to 

ancestors or to nature.  This self became an autonomous, free being, capable of having a 

relationship with the self.  Values relating to the self, such as self-respect, self-reliance, 

self-discipline, self-control and self-restraint, were facilitated by this notion of the 

individualised separate self (ibid). 

This concept of self meant it was possible for the self to become separated, and 

even alienated, from one’s body, the wider society (and other selves) and the natural 

world.  It made it possible for the relationship between self and society to be 

characterised as one of tension between maintaining the social order against the needs 

of the ego, the individual (Lock and Scheper-Hughes, 1990).  This notion of self 

facilitated the body being separated from the self as the seat of consciousness, such that 

the body could be objectified as ‘the human subject’, which could be understood 

through analysis, through separating it from the rest of the natural world and dissecting 

its parts (Kleinman, 1988:27; Lock and Scheper-Hughes, 1990). 

Hahn (1995:5) notes that the concept of the individualised self, pervasive 

throughout Western cultures, is not shared in many other cultures, where each person is 

linked to other beings, both human and, sometimes, nonhuman.  Autonomy and 

independence are also Western values, and just as a dependent individual is seen as 

undesirable in Western cultures, an autonomous person may be less valued in other 

cultures.  Morris (1994:17) argues that within Western cultures, too, the autonomous 

self is actually a favoured notion of the middle and ruling classes, inspired by capitalist 

ideals.  In contrast, working class people often have a notion of the person that is more 

interdependent and reflective of social roles.     

Throughout the Western world, cultures differ in their interpretation of the 

individualised self.  The USA is regarded as having an extreme focus on the individual, 

with a value placed on the rights of the individual and equal opportunity between people 

(Lock and Scheper-Hughes, 1990).  This manifests as a culture that values individuality, 

differences between people and less government involvement in the lives of people.  In 

contrast, Steffen (1997) argues that in Denmark there is the characteristic Western 
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individualised self but this is tempered by a sense of community, such that rather than 

individuality being exalted, as it might be in the USA, there is a cultural value placed on 

having equality in social life.  This greater sense of the collective in Denmark results in 

a commitment to providing government welfare and to qualities of ‘alikeness’ or 

‘sameness’ being valued. 

In contrast to Western societies, Asian cultures do not appear to have a sense of 

the individualised self.  Instead, the concept of self rests at the level of a person who 

exists within the context of social relationships (Kleinman, 1988:11-12; Lock and 

Scheper-Hughes, 1990; Morris, 1994:96,105); a person’s sense of self or personal 

identity is tightly bound to his/her social roles (Gordon, 1988).  Under the Confucian 

influence in Asian societies, the basic unit of society is the family, such that a person is 

not considered fully autonomous, and some degree of interdependence is generally 

favoured, and viewed as providing security to each person (Lock and Scheper-Hughes, 

1990).  This is a socio-centric view of self and contrasts with the Western ego-centric 

self (Morris, 1994:106). 

Just as people in Western cultures can be struck by a crisis in the self, such as a 

sense of alienation from the world or concerns about self-control and self-discipline, 

people with socio-centric understandings of self face challenges connected with the 

notion of a socio-centric self.  Indeed, in Asian cultures, the tensions between a person’s 

social role expectations and his/her personal needs can be acutely felt (Lock and 

Scheper-Hughes, 1990; Morris, 1994:116).  Lock found in Japan that some people fear 

losing themselves completely in their social obligations.  This tension is partly 

addressed by people developing a ‘public’ and ‘private’ face or persona (Lock and 

Scheper-Hughes, 1990). 

Summarising the experience of self, Morris (1994:10) recognises three categories 

or levels of experience.  The generic human is a universal, conscious and socially 

embodied person.  All societies recognise this level of self.  The person is a cultural 

category, participating in ritual life and ideology, that may have reduced status, such as 

slaves, or full status but not be incarnate, such as recently departed ancestors.  The 

psychological concept of self as an individual (ie the individualised self), that can come 

to know itself and the world around it, the self that is separated from the natural and 

social world, that most indivisible unit of experience, is an idiosyncratically Western 

notion.  In the West, this self is a basic unit of society, an autonomous, free being with a 

distinct personality (Morris, 1994:16). 
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3.6.2  Capitalism and Western cultures 
 

Singer (1990) argues that capitalism has shaped not just the economies but much 

of the structure of social life in Western cultures.  Capitalism forms a world-view that 

provides a set of ideals that has contributed to and enforced key cultural values in 

Western societies.  Capitalism is characterised by a focus on profit, and production is 

organised around this profit imperative (Navarro, 1976; Waitzkin, 1981).   Based on the 

literature, there appear to be two ideals that are characteristic of capitalism and are 

directly relevant to the experience of health and illness: commodification and the 

emphasis on productiveness (for example, Ferzacca, 2000; Herzlich and Pierret, 

1987:230-5; Lock and Scheper-Hughes, 1990; Taussig, 1980). 

Commodification refers to the process of making objects or qualities into 

commodities, particularly commodities in the market place that are produced and 

consumed, for a profit.  For example, the individual worker becomes a commodity, who 

sells his/her work capacity and/or skills in the labour market and becomes an asset for 

the business.  Health becomes a commodity in that it is a thing that can be achieved 

through investment and work (see Taussig, 1980).  This contributes to the 

objectification of the body as separate from the self: such that the body, the thing, can 

be studied, and health becomes something that is acquired.  Theoretically then it is 

possible to study the body, and to treat diseases, as objects, as commodities.  This 

tendency is exemplified in the understanding of the body as a machine (Lock and 

Scheper-Hughes, 1990).   

The ‘Protestant work ethic’ combines with capitalist notions of profit to create an 

emphasis on production and individuals being productive (Charmaz, 1983).  

Productiveness is important to generate economic profit and is also a Protestant value 

that leads one closer to God (Weber, 1930).  Capitalism requires workers who are 

compliant, self-disciplined and self-controlled, have strong will-power and the ability to 

delay gratification, and are driven to achieve (Crawford, 2000).  This translates into 

cultural values that emphasis the value of an individual’s functional abilities, 

productiveness and work capacity.  

 

3.6.3  Cultural values in the Western experience of health and illness 
 

Each culture has a variety of values that change over time.  Some values in the 

Western world are not unique to these societies.  The ones that are outlined here are the 



 42

values that are prevalent in the literature and are particularly pertinent to the experience 

of health and illness in Western societies.  They are values that are considered to be 

characteristically Western.  The cultural values outlined below are found in studies from 

the following nations: United States of America (Becker et al., 1993; Ferzacca, 2000; 

Lock and Scheper-Hughes, 1990), Canada (Litva and Eyles, 1994), United Kingdom, 

Australia (Dodds, 1997; Parson and Wakeley, 1991), Denmark (McLaughlin and 

Zeeberg, 1993) and France (Herzlich and Pierret, 1987).  The values are referred to here 

if they are attributed to more than one Western country, or if the researchers identify the 

particular value as Western, implying they are shared across countries.   

Many social theorists identify the cultural values of self-discipline, self-control, 

self-restraint and self-denial as cultural values in Western societies.  These values 

reflect an understanding of an individualised self and the capitalist values around the 

individual being productive.  Productiveness also draws its roots from the ‘Protestant 

work ethic’, that is, the Christian values that stress working hard and being productive 

(Charmaz, 1983).   

Self-control is a central concept in the experience of chronic illness (Freund and 

McGuire, 1991:157: Haste, 1994:39).  Freund and McGuire (1991:157) argue that 

chronic illness is a threat to a person’s self-control because a person cannot always 

control what is happening in his/her body, making it a problem for a person’s identity 

and relationships.  To have control of a situation means a person can be independent and 

self-reliant, while losing control means help is required (Becker et al., 1993).  It is 

particularly important for a person to have control of oneself (Crawford, 2000).  To not 

have control of oneself can leave a person vulnerable to illness or contagion: for 

example AIDS is often linked with ‘self-indulgence’ in sex and illicit drugs, which 

represents a lack of self-control and restraint (Haste, 1994:39-40).       

A person’s independence and autonomy from others (self-reliance) are also key 

cultural values in Western societies (Charmaz, 1983).  Autonomy and freedom of the 

individual depend on an ego-centric notion of self, such as occurs in Western 

individualistic societies (Freund and McGuire, 1991:109).  Indeed, some researchers 

argue that being independent, such as by being able to provide for oneself, is not a 

valued quality in cultures that are more collectivist in nature, such as Asian 

communities (Lock and Scheper-Hughes, 1990).  Charmaz (1983) argues that autonomy 

applies not only to individuals in his/her relationships, but extends to the family unit 
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within society: the family is valued as being independent from the state, especially in 

the USA.   

In Western societies, the mind-body dualism, while not a cultural value per se, is a 

cultural concept that appears to be central to the experience and understanding of health 

and illness, for both lay people and doctors.  Becker et al. (1993) argue that efforts to 

control chronic illness are rooted in the Cartesian philosophy of mind over matter: an 

individual can control his/her environment, and in this case one’s health or care for an 

illness, by taking responsibility for it and applying his/her will power.  In the USA, 

Garro (1994) found that people with temporomandibular joint problems (TMJ) had a 

chronic condition that conflicted with the traditional separation of mind and body.  

Their condition was not easily treated as being in and of the body, and yet some people 

rejected the alternative label of it being in the mind or psychogenic, with the attached 

connotation that this would mean it was somehow not a ‘real’ illness.  Solutions to this 

conflict between the mind-body cultural concept and personal experience of TMJ 

problems included conceptualising the disorder as a psychological problem, or solely as 

a physical problem, or as a problem that required them to find harmony between the 

mind and body, usually through changing their lifestyle, and particularly ‘stress 

management’. 

Another Western concept that is important to the experience of illness is the 

emphasis on materialism, that is, a focus on the five-sensory world of forms.  This 

reflects a de-emphasis on spiritualism in Western thought, particularly science, and 

facilitates the separation of body (as object) from self (as consciousness, ie aligned with 

the mind) (see Morris, 1991).  Biomedical accounts of illness focus on the body and 

personal lifestyle.  They do not generally invoke God, spirits or spiritual forces as part 

of mainstream biomedical treatments or aetiologies.  It is especially in the field of 

Western thought that the materialist focus is most apparent, including philosophy, 

medicine and anthropology.  Mathews (2000) argues that one reason the lay people in 

her study formed an alternative support group for breast cancer was because they 

rejected the non-presence of God in the biomedical models and treatment strategies for 

their illness.     

In summary, some of the key cultural values in the literature include self-control 

and discipline, independence and autonomy, and the individual self as hard working and 

productive.  These are standards people use to judge themselves and others.  These 
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cultural values are not confined to lay understandings, but run through medical systems 

and health care systems as well (see below). 

The individualised notion of self and the capitalist values of working hard and 

self-control, combined with materialism, facilitate the notion of a person being 

responsible for one’s own fate.  If a person is ‘unsuccessful’ in society, such that he/she 

does not command the respect of others, she may reproach herself for having failed, 

because she is responsible for what happens to herself.  This can be problematic because 

society is not actually equitable, and economic and social structures impede personal 

efforts (Freund and McGuire, 1991:109).  Indeed, the notion of individual responsibility 

has become one of the key components of health promotion in Western societies 

(Crawford, 1977).   

Illness and morality have been intimately linked throughout human history and 

across cultures (Hunt, 1998; Pierret, 1995; Turner, 1984).  Good (1994:80) argues that 

the Western ideals of materialism and individualism have lead to health replacing 

salvation in Western cultures, such that health, as well as illness, has become a moral 

issue in Western societies. 

 

3.6.4  Health and individual responsibility 
 

In Western societies, health has become a state that is achieved by individuals 

displaying self-discipline, self-restraint and hard work, to promote health and prevent 

illness from happening (Alonzo, 1993).  This view of health has moral overtones 

promoting the particular cultural values of an individualised self who is in control of 

oneself and working productively to achieve the goal of health. 

Within Western cultures, and biomedicine in particular, many modern-day chronic 

illnesses, such as heart disease, diabetes and some cancers, have become linked with 

personal behaviours, such as eating a high fat diet, a lack of exercise and smoking 

(Herzlich and Pierret, 1987:230).  A movement has developed to make individuals 

aware of the risks to their health that their own actions produce, and to change these 

behaviours.  Health promotion, in particular, focuses on medically determined ‘health 

behaviours’ and ‘risk behaviours’.  Messages are targeted at the general public that 

include advice on diet, exercise, early detection tests for diseases, and risk behaviours to 

avoid, such as smoking.  By behaving in the recommended ways, an individual can be 

more confident of his/her health (Alonzo, 1993).   
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Attached to the health promotion messages are moral overtones that individuals 

have a responsibility to behave in ways that promote health and reduce the potential for 

illness: the necessary behaviours are deemed to require self-discipline, self-restraint and 

self-control, and work (Alonzo, 1993; Petersen, 1994:138).  By implication, illness can 

occur if there is a lack of self-control, leading to a failure to do what is necessary, such 

as eat appropriately or exercise sufficiently (Lock and Scheper-Hughes, 1990).  In this 

way, health becomes a moral matter and a medium for reaffirming cultural values 

(Crawford, 1984 in Conrad, 1994).   

The Western cultural values most associated with health are those dependent on 

an individualised self who is hard working, productive, self-disciplined and restrained.  

The hard work and self-discipline a person needs to achieve health are the same 

qualities required of good workers in a capitalist system.  Health becomes a commodity, 

something that is achieved, through the application of hard work and self-discipline.  

These values are most frequently found in the middle classes (Herzlich and Pierret, 

1987:230-5), and presumably the ruling classes in societies.  Attention is deflected from 

the need to focus on the structural requirements for health and causes of illness, such as 

the uneven distribution of wealth or pollution, in favour of exalting individuals to be 

disciplined and responsible (Crawford, 1977, 2000; Herzlich and Pierret, 1987:230-5).  

A focus on individual behaviours enables governments and industry to avoid making 

fundamental, and possibly very expensive, changes to the structure of society; instead, 

individuals are required to be more disciplined (Crawford, 1977; Prior, 2000).  

Furthermore, in secularised societies, health has become a new source of moral 

salvation (Good, 1994:80) and a symbol of a good and happy life (Herzlich and Pierret, 

1987:230).   

If health and participating in health behaviours are valued qualities, then being 

unhealthy or showing the appearance of being unhealthy are potentially reasons to be 

morally sanctioned and stigmatised.  A person with an illness linked to risk behaviours 

may be regarded as personally culpable or weak, and be blamed for his/her condition, 

and in turn feel guilty about being ill, such as a smoker with lung cancer (see Seymour, 

1989:33).  People who participate in risk behaviours or show the signs of these 

behaviours, such as obesity, might also risk being morally sanctioned and their self-

control called into question (Litva and Eyles, 1994).  For example, Wittenberg et al. 

(2003) found people were more likely to allocate treatment for asthma and liver 

transplants to people they deemed were not personally responsible for their illness.   
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Individual responsibility is tempered by the recognition that some aspects of life 

and causes for illness are not within the individual’s ability to control.  For example 

Bennett (1995) found that family members did not hold people responsible for their 

alcoholism, but they did hold them responsible for getting treatment.  This sets up two 

classes of people who get sick.  Those who are regarded as being sick, but through no 

fault of their own are ‘innocent victims’.  Innocent causes of illness include genetics, 

accidents, germs, or situations where the person is perceived to have done all he/she 

could to perform health behaviours and yet still became ill.  On the other hand, people 

who are sick in a way that can be attributed to risk behaviours or the non-performance 

of health behaviours are responsible for their illness and blamed (Alonzo, 1993; Litva 

and Eyles, 1994).   

Conrad (1994) found in his study with university students engaged in health and 

fitness activities that exercise was seen to contribute to both physical and mental health, 

and people felt good about themselves afterwards, as though they had accomplished 

something good for themselves.  Conrad (1994:393) referred to it as feeling “virtuous”.  

These young adults also rationalised that exercise could counter “bad actions”, such as 

overindulgent eating, and people reported feeling guilty if they did not exercise.  Being 

overweight was a moral issue, symbolising weakness and laziness, and was to be 

struggled against and “controlled”.  According to Conrad (1994:398) performing 

behaviours deemed healthy was “a vehicle for setting oneself among the righteous.” 

This is not to argue that diet and exercise do not lead to illness, nor is it to imply 

other cultures do not stigmatise individuals, especially individuals who are ill.  George 

and Davis (1998:383) point out that the connection between individual behaviour, 

illness, and the morality of behaving with moderation existed in Europe well before the 

advent of capitalism.  Social theorists do argue that the modern focus on individual 

health behaviours in Western cultures have a peculiarly modern Western flavour to 

them, in line with cultural values around the individualised self, and the capitalist 

notions of work, productivity, and a focus on secular life or materialism. 

One significant criticism of the focus on individual responsibility for health is that 

it separates an individual from his/her social and environmental milieu, and can deflect 

attention from structural causes of illness, such as poverty (Crawford, 2000; Petersen, 

1994:138; Seymour, 1989:26-7).  These social determinants of illness need to be 

addressed for health to occur (Herzlich and Pierret, 1987:230-5).  For example, Brown 

et al. (2003) argue that within the USA poorer people have greater morbidity from 
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asthma, in part, due to environmental pollution.  Some community activists targeted 

asthma and politicised the quest for assistance amongst the poor by emphasising the link 

between asthma, poverty and social conditions that are more exposed to environmental 

pollution.  Activist groups agitated for change and in the process gave people a new 

politicised narrative of asthma causation: one that replaced the account of individual 

responsibility, which linked causes to the home environment and behaviours such as 

smoking, with one that linked asthma with social conditions.  The move to address 

industrial pollution, poverty and the structure of society is far more expensive and 

confronting than encouraging people to clean their carpets and avoid pets; although, it 

may also be argued that cleaning carpets and ceasing smoking will also relieve asthma. 

A further limitation of the accent on individual responsibility for illness is that it 

may lead to the ‘victim bashing’ of people who are regarded as being personally 

responsible for their condition, especially if they are viewed as having breached the 

cultural value of self-control and instead been self-indulgent (Crawford, 1977; Finerman 

and Bennett, 1995; Seymour, 1989:30).  For example AIDS has often been linked to 

punishment for self-indulgent sexual behaviour.  This personal blame may be especially 

apparent for people who are disenfranchised in society to begin with (Kleinman, 

1988:26), such as people who are intravenous drug users in the case of AIDS (Hassin, 

1994), or impoverished in the case of asthma (Brown et al., 2003).  

 

3.7  SUMMARY 

 

People belonging to a recognisable social group share ideas, symbols, knowledge 

and objects, all of which form the group’s shared culture (D’Andrade, 1999; Pelto and 

Pelto, 1990).  Culture occurs in mind and can be represented as cultural models.  These 

models are simplified maps of reality (Shore, 1996:46).  Cultural models can be derived 

from people’s talk, particularly their narratives.  People create cultural models for 

illness that shape the way they experience the illness, the meaning given to the 

condition and how they approach treating it.  Cultural values, or desired attributes, also 

shape the experience and meaning given to health and illness.  In Western societies, 

cultural values linked to the individualised self and capitalism, such as self-discipline, 

control and hard work, are commonly occurring and shape the experience, and models, 

of health and illness.  These values have particularly underpinned the emergence of 
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health and health behaviours as a growing focus of health promotion and a source of 

morality in Western societies. 
 

The next chapter considers the experience of asthma as a chronic illness in 

Western societies.  It focuses on lay experiences and the biomedical approach to 

conceptualising asthma and caring for the condition. 

 



CHAPTER 4   

 

THE EXPERIENCE OF ASTHMA IN WESTERN SOCIETIES 
 

This section explores further the experience of illness.  While the focus of this 

study is an Australian community, the experience of chronic illness throughout Western 

industrialised societies has relevance.  This is because Australia is a Western society, 

and so has many values, cultural systems and social structures in common with other 

Western countries.  There are only a small number of studies of people living with 

asthma in Western societies that have been conducted from a social science perspective 

(Adams et al., 1997; Becker et al., 1993; Gabe et al., 2002).   

While there are only a small number of studies about living with asthma, there is a 

large body of work detailing the lived experience of many other chronic illnesses (eg 

Bury, 1991; Garro, 1994; Heurtin-Roberts, 1993; Kagawa-Singer, 1993; Lowton and 

Gabe, 2003).  Referring to other chronic illnesses is useful in illuminating some of the 

experiences and issues people with asthma face.  Some of the issues outlined here 

include the process of adapting to chronic illness, normalisation, the impact chronic 

illness can have on a person’s personal identity, the use of the acute sick role and the 

impact of chronic illness on a person’s health status.  Many of these concepts derive 

from medical sociology, but they have also been used by medical anthropologists, to 

depict the experience of illness for people in Western societies (eg Becker et al., 1993).  

Following on from the consideration of living with chronic illness, the biomedical 

theories of asthma and lay understandings of the condition are outlined, as are the 

biomedical and lay people’s approaches to caring for asthma.  

 

4.1  LIVING WITH CHRONIC ILLNESS IN WESTERN SOCIETIES 

 

Chronic illness is a biomedical concept (Gerhardt, 1990), for conditions that 

cannot be cured, and so must be cared for on an ongoing basis.  The focus of care is on 

sustaining a certain quality of life and reducing the impact of the disability of the illness 

as much as possible (Anderson and Bury, 1988:2; Heurtin-Roberts and Becker, 1993).  

Some chronic illnesses are degenerative and life-ending, for example Parkinson’s 

disease and multiple sclerosis; while, others are not necessarily degenerative and do not 
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inevitably cause death, such as diabetes and chronic fatigue syndrome.  The presence of 

a chronic condition impacts on many aspects of life and requires many adjustments for 

the person who is ill.  The following sections outline typical issues in the experience of 

chronic illness that have been reported for people living in Western societies. 

 

4.1.1  Origin and adjustment 
 

Chronic illness interferes with everyday life, capabilities, a person’s sense of self, 

and his/her relationships (Bury, 1991).  These social dimensions of experience are 

particularly emphasised in ongoing conditions, and biomedical solutions can be ill-

equipped to handle them (Kleinman, 1988).  While chronic illness is commonly spoken 

of in terms of being a loss, and a source of suffering (Charmaz, 1983), it can also be 

spoken of in terms of self-discovery, as a path to increased knowledge, especially if 

people have made a partial recovery (Charmaz, 1983; see Dodds, 1997).   

The first phase of chronic illness is becoming aware of the symptoms and 

eventually seeking a diagnosis (Bury, 1982).  This then involves a period of adjustment 

and a search for meaning (ibid).  To this end, the story of how the illness began plays an 

important role in people finding meaning or making sense of their experience.  Lay 

people often incorporate biomedical knowledge into their origin stories (see Pinell, 

1987).  In addition, and sometimes in contrast to biomedical models, lay people often 

associate the origin of their chronic illness with being in a state of vulnerability, with a 

trigger or shock occurring, such as an emotional upset, leading to the onset of the illness 

(Bury, 1982; Dodds, 1997; Hunt et al., 1990).  Lay people drawing a link between the 

onset of a chronic illness and stress has been reported for several illnesses, including 

asthma (Kleinman, 1988:122), cancer (Dodds, 1997; Mathews, 2000), diabetes (Cohen 

et al., 1994) and hypoglycaemia (Hunt et al., 1990).     

An important step in the adjustment process is getting a diagnosis for the 

condition (Bury, 1982).  Charmaz (1983) argues that diagnosis can often be more about 

determining what the symptoms mean than treating the biological interference.  Bury 

(1982) found that, for people with rheumatoid arthritis, a diagnosis reduced the 

uncertainty associated with the illness.  Woodward (1993) found that, for people with 

chronic fatigue syndrome, diagnosis was important to legitimise their suffering, and 

give a name to their illness, which was particularly important because of the ambiguous 

nature of the condition.     
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With regards to asthma, Snadden and Brown (1992) conducted a study with 

people with asthma, living in a rural Canadian town.  The researchers found that the 

onset of asthma led to a period of adjustment, which ended in the person fully accepting 

his/her asthma.  Diagnosis was important in legitimising people’s experience by 

providing a label and thereby giving meaning to confusing symptoms.  This was 

followed by a period of adjustment as people dealt with feelings of anger and loss, the 

need to adjust to limitations, changes to their personal identity and learnt to accept the 

chronicity of the condition.  During this phase people felt a lack of control over their 

condition, and those who denied its permanence had an increased risk of suffering 

symptoms.  During the adjustment phase, people acquired greater knowledge from 

doctors and other people with the condition, which, coupled with their own growing 

self-awareness, led to them eventually ‘gaining control’ of their illness.     

Schussler (1992) argues that an important part of adjusting to chronic illness is for 

people to accept their condition: that is, accept that it is chronic and cannot be cured.  

Byrne et al. (1993) found in their Australian study of people with asthma that 

participants stressed the importance of accepting that the condition is permanent.  

Adams et al. (1997) conducted a sociological study in which they interviewed 30 people 

with asthma, recruited from a general practice in Wales.  They classified people based 

on their approach to their illness, and its impact on them.  They found people who did 

not accept their asthma were characterised by not wanting to tell people about their 

condition, and presented themselves and their life as ‘normal’.  They were inclined to 

equate asthma with weakness, and so presented their asthma as though it was an acute 

illness.  In contrast, those who accepted the condition incorporated asthma into their 

social and personal identity, after sometimes a period of denying the condition.  They 

spoke about their asthma as a normal part of their life, and they managed to minimise its 

impact (ibid).   

 

4.1.2  Normalising illness 
 

“The chief business of a chronically ill person is not just to stay alive or keep 

his symptoms under control, but to live as normally as possible despite his 

symptoms and his disease” (Strauss and Glaser, 1975:58). 
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Historically in Western cultures, and medicine in particular, health was 

understood in terms of vigour and suppleness (Petersen, 1994:34).  By the end of the 

18th century, the concept of normality emerged, and specifically the need to return the 

body to a state of normality after illness (Foucault, 1973:35).  Anderton et al. (1989) 

argue that the emphasis on normalisation in Western societies reflects not just shifts in 

medicine but also wider social changes, tied to the growing capitalist economy, in 

which being a productive individual was equated with making an economic contribution 

to society.  This concept facilitated the objective of treating illness as a means to return 

the person to a normal, and therefore productive, state of being.   

In Western societies, normalising the illness experience is a way of regaining a 

sense of being a full social participant (Anderson and Bury, 1988:9).  Bury (1991) 

referred to normalising chronic illness as including ‘bracketing off’ the impact of the 

illness, so its effects on one’s personal identity are slight.  Alternatively, the illness may 

be viewed as a normal part of life, and be incorporated into a person’s identity, and so 

presented to others in terms that minimise its impact on that person’s life (Kelleher, 

1988). 

Effective treatment can be a vital tool in the normalisation process, especially if it 

can reduce the symptoms to being almost non-existent (Radley and Green, 1987).  

Erwin (1987) found that people with cancer denied its seriousness to friends, and placed 

a high priority on maintaining their duties and roles, and hence a ‘normal’ life.  

Kaufman (1988) also found people expressed a concern to return to normal after stroke.  

Normalisation is an active process (Anderson and Bury, 1988:3) to establish an 

acceptable and socially legitimate place for the illness in one’s life (Bury, 1991).  

People are more likely to assess themselves as normal and able than other people do 

(Strauss and Glaser, 1975:63). 

The ability to normalise a condition is dependent on the degree to which the 

symptoms of the condition intrude into one’s life, how intrusive the treatment regimens 

are, and the extent to which others are aware of the condition (Strauss and Glaser, 

1975:58).  Within these boundaries, people try to conceal the effects of the condition 

from others or try to ‘pass’ as someone who does not have the condition at all (ibid, 

p61).  Lowton and Gabe (2003) found that people in England with cystic fibrosis 

regarded their health as normal because they were functionally able to do all they 

wanted to do and because they could compare themselves favourably with others.  Once 

the condition deteriorated to a symbolically significant change in circumstances and 
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abilities, in this case the need for intravenous antibiotics, they recast their condition as 

‘controllable’.  People ceased to talk about their health and illness in terms of being 

normal only once it became distressing to them, with regards to how it affected them 

and interfered with their ability to function as full social participants. 

Asthma has been reported to interfere with the ability to participate in social, 

sexual, recreational and work activities (Byrne et al., 1993; Nocon and Booth, 1991; 

Snadden and Brown, 1992).  Despite the limitations, Nocon and Booth (1991:40) found 

people report “accepting” the restrictions asthma imposed on their life and were 

determined to “live as normal a life as possible”.  Adams et al. (1997) also found their 

study participants with asthma stressed being normal, minimised the impact of asthma 

in the way they spoke of the illness, and were concerned with not appearing restricted to 

other people.  Gabe et al. (2002) reported that the English teenagers with asthma they 

interviewed were concerned with appearing normal at school, particularly during sports, 

because they did not want to be viewed as disabled or different. 

The normalisation concept is not confined to the people with the illness.  Kohn 

(2000) found that doctors, in a clinic in California, would use the term normal to 

describe children with facial deformities.  The families were encouraged to view the 

children as basically normal, just with this imperfection.  Charmaz (1983) argues that in 

the USA a normal life is equated with a valued self, and so people will go to great effort 

to be regarded as normal. 

Westbrook et al. (1993) note that normalisation is a key strategy in the Australian 

health care system (see also Henry et al., 2004).  The term normal also appears in the 

literature and educational material for people with asthma: they are encouraged to use 

their medication as prescribed as a way of maintaining a ‘normal’ life (NHMRC, 1997).     

 

4.1.3  The impact on personal identity 
 

A person’s identity has two entwined dimensions, personal and social (Adams et 

al., 1997).  The personal identity is one’s sense of self, which includes the thoughts and 

feelings a person has about him/herself (Freund and McGuire, 1991:107).  For example 

a person might view oneself as a kind person or an accomplished athlete.  Chronic 

illness results in changes to personal identity, in part, because the illness reduces a 

person’s functional capabilities (Freund and McGuire, 1991:155), which can lead to a 

diminished view of the self.  Social identity includes the roles people play and their 
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relationships with other people (Adams et al., 1997), such as parent, teacher or 

community leader.  Chronic illness can affect the ability to perform social roles, and 

lead to a person being dismissed by others because of his/her reduced capabilities, 

which requires his/her social identity to be reconstructed (Yoshida, 1993).  Adjusting to 

chronic illness involves redefining social roles and obligations (one’s social identity) in 

such a way that a person feels a positive sense of self (personal identity) in the 

contribution she makes to her social world, that is, in her social participation (Bury, 

1991).   

Chronic illness can disrupt aspects of life that were previously taken for granted, 

such as the ability to work full-time.  People adjusting to chronic illness judge 

themselves according to what they were able to do previously, and against others who 

are regarded as being healthy, as society is designed for those who are healthy and being 

healthy is a valued state (Charmaz, 1983).  Illness can result in a loss of social 

participation, if a person cannot perform previously expected obligations and social 

roles.  This may lead people to feel they are no longer equal participants in social 

relationships, which impacts on their personal identity and their sense of self-worth 

(Charmaz, 1983; Freund and McGuire, 1991:155).    

After the onset of chronic illness, one way to construct a positive personal identity 

is through minimising the impact of the illness.  This can be done with actions, 

especially the use of medications, to minimise the impact of the illness on a person’s life 

and capabilities.  Another way to minimise the impact is by the way people speak of 

their illness to others, such as by presenting their illness as normal, or the illness as not a 

major disruption to their lives (Charmaz, 1983).  This way a person can retain a sense of 

personal integrity, and decrease the threat to his/her social status, in the face of this 

alteration to his/her life (Bury, 1991).  Indeed, Adams et al. (1997) found that people 

who accepted their asthma used their medication to manage their condition to a point 

where they could argue that they were not really sick at all.  In this way, they were able 

to maintain a positive personal identity as a ‘normal’ person. 

 

4.1.4  The acute sick role 
 

In Western societies, when a person is ill, he/she is free to adopt the acute sick 

role (Parsons, 1951).  With this role, the ill person is given freedom from social 

obligations, on the proviso that he does all that is required of him to get well again.  The 
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doctor ultimately legitimises that the person is actually ill, and gives the instructions the 

person must follow as part of her commitment to getting well again and reclaiming her 

social roles and obligations (Lindemann, 1981:1; Parsons, 1951).  Litva and Eyles 

(1994) found, in their study in Canada, that people were more sceptical of the claims of 

other people to the sick role than they were of their own claim.  Because the acute sick 

role involves freedom from social duties, it can mean more work for other members of 

the family and the community and hence is a privilege that is not to be claimed or given 

lightly (Parsons, 1951).  Furthermore, an additional burden that accompanies the acute 

sick role is the need to care for the ill person, which falls to members of the family, 

usually women (Loustaunau and Sobo, 1997:24).   

The acute sick role is intended for short-term use.  The temporary nature of the 

role makes it unsuitable for people with permanent illnesses (Comaroff, 1978; Herzlich 

and Pierret, 1987).  When a person has a chronic illness, the impairment to his/her social 

functioning is likely to be long-term, or permanent, though it may not be total, as in the 

case of acute illness (Radley and Green, 1987:180).  Bury (1991) argues people with 

chronic illness adopt instead a type of ‘chronic sick role’, or status, which involves 

normalising their illness, and renegotiating their obligations in the family, so they can 

present themselves still as full social participants.  They then adopt the acute sick role 

during exacerbations of their ongoing condition, or when the debilitation becomes 

overwhelming (see Lowton and Gabe, 2003). 

 

4.1.5  The impact of chronic illness on health 
 

People judge their own state of health against cultural norms or standards; these 

norms are generally established by people who hold authority in society, such as 

governments and medical organisations (Fylkesnes and Forde, 1992; Turner, 1984:114).  

For people in Western societies, health is more than the absence of illness: it includes 

the ability to perform social roles and obligations, and feeling states, including wellness 

(Calnan, 1987; Kagawa-Singer, 1993; Litva and Eyles, 1994).  This understanding of 

health has been found in nations throughout the Western world, including England 

(Calnan, 1987), Norway (Fylkesnes and Forde, 1992), France (Herzlich and Pierret, 

1987), Canada (Litva and Eyles, 1994) and the USA (Kagawa-Singer, 1993).  The 

functional component of health, such as the ability to perform social duties, is especially 

important to working class people, while people from the middle, and presumably 
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ruling, classes often speak of health in more abstract terms, such as how they feel 

(Calnan, 1987; Bury, 1991).   

Litva and Eyles (1994), in a Canadian study, found that participants regarded 

being healthy as vital, because being able to cope with life and fulfil social obligations 

were vital to be regarded as a ‘normal’ individual: that is, a person capable of meeting 

the demands of daily living in the context of his/her social world.  To adopt the sick role 

was to be socially deviant, which was the undesirable opposite of being healthy.  So 

even if physical illness was present, people ‘renegotiated’ it, such that being ill became 

a part of the state of being healthy.  Acute illness, such as influenza, could be dismissed 

as temporary, and chronic illness was minimised, or not spoken of at all, as long as 

people were fulfilling ‘normal’ social functioning, or showed a willingness to do so.  

Being healthy, being functional, was part of the moral code by which people were 

judged. 

Chronic illness changes the nature of health because it means the presence of 

illness for life.  This illness often requires daily care, medication and a potential 

compromise in abilities.  People with chronic illness are charged with caring for the 

condition and reforming a positive personal identity (Herzlich and Pierret, 1987:210-

212).  Fylkesnes and Forde (1992) found that, for the Norwegian people they worked 

with, the level of interference from symptoms was more important than the presence of 

a chronic illness in determining a low health status.  This accords with the findings of 

Litva and Eyles (1994) that having a chronic illness did not disqualify people from 

being healthy, at least in their own minds, as long as they fulfilled their social 

obligations (ibid).   

Fylkesnes and Forde (1992) found that in addition to being pain-free, and able to 

work, people associated health with feeling generally ‘happy’ with life.  Litva and Eyles 

(1994) also found that people stressed psychological well-being in their sense of being 

healthy, in addition to physical and functional abilities. 

 

4.1.6  Alternative views of living with illness and health 
 

The themes presented above occur commonly throughout the literature and apply 

to the experience of chronic illness for people living in the Western world.  They do not 

necessarily characterise the experience for all people living in Western societies, or the 

experience of people from other societies, especially those from collectivist societies (eg 



 57

Anderson et al., 1995; Anderton et al., 1989).  Indeed whether the concept of ‘chronic 

illness’ translates at all to other societies is a question posed by some anthropologists 

(Heurtin-Roberts and Becker, 1993).  For example, studies of AIDS in Haiti (Farmer, 

1994), heart distress in Iran (Good, 1977), and of other ethnomedical systems around 

the world make no mention of ‘normalisation’ or chronic illness or even the need to 

‘achieve’ health.     

Whitaker (2003) found in a northern Italian community that health is still 

understood in terms of traditional views.  People there viewed health as the absence of 

illness and also as the outcome of a struggle for balance between the permeable self and 

the unpredictable outside world.  Traditional medical understandings of spirits and 

human agents as the cause of disease were balanced with biomedical notions of germs 

invading the body. 

Westbrook et al. (1993) found that in Australia, rehabilitation programs were 

underpinned by Western individualised values that are designed to return the individual 

to ‘normal’ living after an illness or accident.  They found that Anglo- and German-

Australians felt comfortable with this goal, and found it appropriate for people with 

disabilities to be integrated into society, as workers, friends or even potential in-laws.  

The researchers argue that in collectivist societies there is not the same notion that 

people will return to ‘normal’ social roles after the onset of chronic illness or disability.  

As a result, people from collectivist cultures, for example Chinese and Arabic people, 

tended to have less successful outcomes in Australian rehabilitation programs (Reid and 

Reynolds, 1990; Westbrook et al., 1993).   

Collectivist societies, which have a socio-centric rather than an individualised 

concept of self, tend to recognise the importance of harmonious relationships as a part 

of health, and illness is often explained in terms of conflict in social relationships, or 

unfulfilled social obligations.  Healing often involves attention to these social concerns 

(Lock and Scheper-Hughes, 1990; see also I. Anderson, 1996).  For example, in 

traditional Asian cultures, health is viewed as the outcome of harmony between 

mutually interdependent human relationships and balance in the natural world.  Within 

the body, the health of one organ depends on its balance with other organs.  

Specifically, it is regarded as important to balance, or have harmony between, the forces 

of Yin and Yang in each person (Morris, 1994:100-101).  In particular, Taoism includes 

the notion of the importance of following the natural rhythm of the universe, and the 

concept of moderation in life, which is for a person to behave in ways that maintain a 
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balance in work socialising, and rest (Jewell, 1983).  Taoist philosophy also stresses the 

importance of breathing and ensuring the flow of Chi to health, as well as the notion of 

elixirs to promote health (Morris, 1994:98,100,107). 

Kagawa-Singer (1993) interviewed European and Japanese Americans, with 

cancer, and found that 49 of the 50 people considered themselves to be healthy.  The 

people of Japanese origin spoke about health in terms of having harmonious 

relationships; while, the European-Americans stressed they were healthy because they 

could fulfil their roles and daily routines.  She argued that both groups associated health 

with the ability to maintain integrity as participants in their social networks, within the 

limits imposed by the illness.   
 

4.1.7  Summary of living with chronic illness 
 

In Western societies living with chronic illnesses, including asthma, have been 

characterised as involving a process of adjusting to the illness and its impact on life, 

normalising the condition and adjusting one’s personal identity to the permanent change 

in abilities.  Chronic illness also requires the adoption of a new sick role and health 

status to accommodate the presence of a permanent illness that leaves a person 

functionally and physically impaired, but allows a person to still contribute and feel as a 

full social participant.  This view of chronic illness is common in Western societies, but 

is not necessarily applicable to other cultures, or sub-cultures within Western societies. 

The next section considers the understandings of asthma and how people care for 

the condition.  It is divided into the following areas of interest: how asthma is 

conceptualised by people, caring for the condition, and the meaning of asthma.  Where 

applicable, the biomedical model of asthma is outlined alongside findings detailing the 

lived experience of asthma for lay people.   

 

4.2  WHAT IS ASTHMA? 

 

4.2.1  Biomedical theories of asthma 
     

Asthma is essentially a biomedical concept, recognised as early as the 17th century 

in Europe (Gabbay, 1982).  According to Gabbay (1982), the definition and diagnosis of 
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asthma changed over the next three centuries, but one feature that remained constant 

was the symptom of ‘intermittent acute breathlessness’.   

Asthma is now known to be due to airflow obstruction, as a result of excessive 

narrowing of the airways (Barnes and Godfrey, 2000; Sears, 2001), from the chronic 

build up of mucous in the bronchiole tubes, and contraction of the smooth muscles in 

the walls of the bronchiole tubes (McFadden and Gilbert, 1992; Sears, 2001).  Asthma 

can be allergic, which is characterised by inflammation in the bronchioles in response to 

exposure to an allergen, such as dust mite or pollens (Breslin, 1993; Cockcroft, 2001).  

Most people with asthma have allergic asthma (Cockcroft, 2001).  The narrowing of the 

bronchioles can occur for non-allergic reasons as well, including exercise and smoking 

(Farr, 1985; McFadden and Gilbert, 1992). 

Asthma is a chronic condition that occurs with different severities between 

people, and within an individual at different times (Musk, 1992).  It is not necessarily 

progressive, unlike degenerative disorders, such as emphysema, and is characterised by 

periods of exacerbation and respite (McFadden and Gilbert, 1992).   

Asthma appears to be caused by an interaction between genetic and environmental 

factors.  There are probably many genes involved in the development of asthma (Liang, 

1994; Sandford, 2001), especially in allergic asthma.  Environmental factors are 

considered to be of greater importance than genes in determining the severity of the 

condition (Liang, 1994; Sears, 1991).  The potential environmental causes of asthma 

include exposure to different allergens (such as dust mite and pollen), especially in the 

first year of life (Woolcock and Jenkins, 1991), and possibly passive smoking during 

infancy (Sears, 1991). 

Symptoms of asthma include intermittent difficulty breathing, chest-tightness, 

wheezing, and coughing, particularly at night (McFadden and Gilbert, 1992; Sears, 

2001).  Because the symptoms of asthma are not unique to it, it can be difficult to 

clearly distinguish asthma from other pulmonary disorders, such as bronchitis and 

emphysema (Sears, 1991).  Researchers recommend that the diagnosis of asthma be 

confirmed with tests (including spirometry tests) that indicate the reversible obstruction 

of the airways characteristic of the condition (McFadden and Gilbert, 1992; Rubinfeld, 

1989; Woolcock et al., 1988).   

Typically in asthma, the underlying airway inflammation is constantly present 

(NAC, 2002), but the symptoms of the disease can occur, or worsen, intermittently, in 

response to certain stimuli (Woolcock and Jenkins, 1991).  These periods of 
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exacerbation are commonly referred to as asthma ‘attacks’, and the stimuli that cause 

the exacerbation periods are termed ‘triggers’ (McFadden and Gilbert, 1992; Woolcock 

et al., 1989).  The periods of exacerbation may last from hours to days, and in serious 

cases may require hospitalisation.  The most common allergic triggers for asthma are 

dust mite, pollen, animal proteins (such as hair) and moulds (Jones et al., 1991; Liang, 

1994; Stewart, 1995).  Non-allergic triggers of asthma include exercise, pollution, 

smoke, emotions (such as anger or stress), respiratory infections (such as influenza), 

some medications (for example aspirin) and chemicals found in plastics and some paints 

(Farr, 1985; Lessof, 1984; Woolcock and Jenkins, 1991).   

 

4.2.2  Lay understandings of asthma 
 

There appear to be no studies that have been conducted, in the social sciences, that 

consider specifically lay people’s explanatory models of asthma; although, some studies 

have considered aspects of the lived experience of asthma (Adams et al., 1997; Becker 

et al., 1993; Gabe et al., 2002).  There are also qualitative medical studies that have 

investigated lay people’s management of asthma and the impact asthma has had on their 

lives (Douglass et al., 2002; Goeman et al., 2002; Nocon and Booth, 1991; Snadden and 

Brown, 1992). 

Few studies have been conducted with minority cultural groups, in Western 

societies, with regards to asthma.  In Australia this has been considered a priority area 

of research (Boulet et al., 1994; Clark et al., 1993; NHMRC, 1997); although, to date, 

there do not appear to be any studies published in the literature.  Some non-Western or 

minority ethnic groups that have participated in studies of asthma include Maoris in 

New Zealand (D’Souza et al., 1994), African-Americans in the USA (McFadden and 

Gilbert, 1992), Pakistanis and Indians in England (Hussein and Partridge, 2002), parents 

of children with asthma in China (Zhao et al., 2002) and an ongoing study in medical 

anthropology considering Hispanic people in the USA (Pachter et al., 1995, 2002). 

Gabe et al. (2002) conducted in-depth interviews with 55 teenagers in England 

and found that most described asthma in terms of what was happening in their body, 

specifically in terms of having difficulty breathing and tiredness.  The cause of their 

condition was not something the teenagers appeared to have strong views about, 

although some felt hereditary factors were involved.  Trigger factors included running 

and pollen.   
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Hussein and Partridge (2002) conducted a medical study in which they 

interviewed Pakistani and Indian people living in East London.  The participants 

identified the symptoms of asthma in a way consistent with the biomedical model of 

asthma, primarily, coughing, wheezing and difficulty breathing, and secondarily, 

tiredness, chest pain, chest-tightness and hyperventilation.  People understood that the 

tubes in their lungs were ‘blocked up’ and that the passage of air was inhibited.  Many 

participants were unsure of the cause of their asthma but recognised trigger factors, 

particularly smoking and pollution, and also spicy food, fizzy drinks, exercise, laughing, 

hayfever, and entering dusty and cold areas.  Most people recognised that their 

condition was intermittent, and some were aware it was going to persist unless a cure 

was found. 

 

4.3  THE CARE OF ASTHMA 

 

This section considers the biomedical approach to treating asthma and what lay 

people do in caring for their illness.  The biomedical model presented here is derived 

largely from Australian sources (eg Boulet et al., 1994; Gibson and Boulet, 2001; 

National Asthma Council, NAC, 2002; Woolcock and Jenkins, 1991); although, there 

appears to be general agreement on how to treat asthma amongst nations of the Western 

world (British Thoracic Society, 1990a,b; Jowers et al., 2000; Klingelhofer and 

Gershwin, 1988).     

 

4.3.1  The biomedical management of asthma 
 

As there is no cure for asthma, the focus is on the ongoing care of the condition, 

described as the ‘management’ of asthma (Rubinfeld, 1989).  Management has three 

dimensions: (i) medication, (ii) environmental control (managing exposure to trigger 

factors) and (iii) patient education (Cockcroft, 2001), which in Australia is delivered in 

the form of the ‘Six Step Asthma Management Plan’ (AMP) (NAC, 2002; Woolcock et 

al., 1988) (see Chapter 5).     
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4.3.1.1  Medication use 
 

Medications play a central role in the management of asthma (Jenkins et al., 

1990).  The first line of treatment involves using ‘preventive’ medications that suppress 

the underlying inflammation of the disease process (Barnes, 1991; Breslin, 1993; Jones 

et al., 1991; Woolcock and Jenkins, 1991).  Corticosteroids are the favoured preventive 

medication for adults with asthma (Barnes and Godfrey, 2000; NAC, 2002).  These 

medications are given to the patient in an inhaled form (inhaler or puffer), and may be 

supplemented, during exacerbation periods, with an oral form of steroid (tablets), which 

are a higher dose and have the additional risk of systemic side effects.  Corticosteroids 

suppress the inflammation in the airways, thereby improving lung function and reducing 

the symptoms of asthma (Barnes and Godfrey, 2000).  It may take some days, however, 

for marked improvement in the condition to occur (Barnes, 1991; Woolcock and 

Jenkins, 1991).  In addition, the medication must be used continuously, regardless of the 

presence of symptoms, or the inflammation will reoccur when the medication is stopped 

(Barnes, 1989).  Use of inhaled steroids decreases the risk of side effects (ibid).  The 

most common side effects of inhaled corticosteroids include oral thrush (Breslin, 1993) 

and hoarseness (NAC, 2002).  Oral steroids, which do not target the lungs specifically 

but are ingested by mouth, increase the risk of side effects, including fluid retention, 

bruising, skin thinning, suppression of the immune system and osteoporosis (Barnes, 

1989; McFadden and Gilbert, 1992; NAC, 2002).   

The second line of treatment in asthma management involves ‘reliever’ 

medications, which are bronchodilators that work by relaxing the smooth muscle in the 

walls of the bronchial tubes (Barnes and Godfrey, 2000; Woolcock and Jenkins, 1991).  

The most commonly used reliever medications (eg Ventolin) work rapidly to provide 

relief from the symptoms (such as chest-tightness, shortness of breath and wheezing), 

and their effects last for 2-3 hours (Barnes and Godfrey, 2000).  Long-acting reliever 

medications are now available that provide up to 12 hours relief (Hancox and Taylor, 

2001; Martin, 2003; NAC, 2002).  It is also possible to have a nebuliser at home, which 

delivers large doses of bronchodilator medication through a mask.  This may be helpful 

in times of severe exacerbations of asthma, though it is considered to be rarely 

necessary if the management of asthma is good (Barnes, 1989; Tse and Bridges-Webb, 

1993). 
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As a guide, researchers recommend that if a person needs to use their reliever 

medication more than three times a week, they should be on preventive medication as 

well, to treat the underlying inflammation and control the disease process (NAC, 2002).  

Side effects from bronchodilators include tremors, headaches and palpitations (NAC, 

2002; Woolcock and Jenkins, 1991). 

The majority of adults with asthma should be adequately managed on regular 

inhaled preventive medication (usually corticosteroids) to control the disease, with an 

inhaled reliever medication (bronchodilator) to control the symptoms as they occur 

(Barnes, 1991; NAC, 2002; Woolcock and Jenkins, 1991).  While the most common 

reliever medication is available without prescription in Australia, all preventive 

medication requires a visit to the doctor for a prescription (Jenkins et al., 1990). 

To assist in the effective use of some inhaled medications ‘spacer’ devices are 

available, which improve the inhalation and uptake of medication.  In addition, peak 

flow meters can be used by people to provide an objective measure of lung function (by 

measuring the amount of air exhaled), and hence show the severity of their asthma at a 

particular time (NAC, 2002). 

One of the particular problems identified with asthma therapy is that some 

patients are reluctant to use corticosteroids regularly, and so rely on reliever medication 

for rapid relief (Barnes, 1989; Gibson and Boulet, 2001).  Woolcock and Jenkins (1991) 

argue that people rely on relievers because they work rapidly in relieving symptoms, are 

portable and are available without prescription.  Barnes (1989) notes that part of the 

under-use of steroids might be because they take some days to show an effect.  The 

concern about the adverse effects of steroids expressed through the media has also been 

identified as having an impact on people’s reluctance to use steroids regularly (Barnes, 

1989; Patterson and Greenberger, 1991).   

In the last ten years, a new type of long-acting reliever medication has become 

available to people with asthma (Hancox and Taylor, 2001).  A long-acting reliever is 

used in conjunction with preventive steroid medication, particularly if the use of 

steroids alone is not enough to ensure the patient has no symptoms of asthma (Martin, 

2003; Settipane et al., 2003).  Long-acting reliever is the preferred treatment over 

theophylline (Hancox and Taylor, 2001).  Regular use of long-acting reliever 

medication has been associated with a decreased need for steroid medication and with 

decreases in exacerbations of asthma (Settipane et al., 2003).   
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Other medications available for asthma include the newly available combination 

medicines that combine the preventive (corticosteroid) and long-acting reliever in one 

inhaler.  These are used when people require additional medication, because they 

provide greater control and fewer side effects than other stronger medications, such as 

oral steroids (NAC, 2002).  Additional medications that can be used for asthma include 

sodium cromoglycate, which can be particularly useful in the treatment of non-allergic, 

exercise-induced asthma (Barnes, 1991; Breslin, 1993), and theophyllines, which are 

oral medications that work as slow-acting reliever medications (Breslin, 1993).   

Patterson and Greenberger (1991) argue that every patient should be able to 

control their asthma with the currently available medications.  According to Cockcroft 

(2001:112), good control of asthma involves no symptoms, normal activities and the use 

of reliever medication no more than three times a week.  To this end, medication should 

be kept to the minimum amount necessary to gain this level of control (Barnes and 

Godfrey, 2000), while keeping to a minimum the side effects from the medication 

(NAC, 2002).  There is a concern that many people in Australia are still under-treating 

their asthma, especially the use of preventive steroid medication (Bauman et al., 1992; 

Beilby et al., 1997; Gibson and Boulet, 2001). 
 

4.3.1.2  Managing trigger factors 
 

An important part of managing asthma is preventing attacks by identifying and 

avoiding allergic trigger factors as much as possible, for example pollens, dust mites 

and animal fur (NAC, 2002).  Other non-allergic trigger factors for asthma that need to 

be managed include exercise, infections, some medications and emotions (including 

stress).  While it may be relatively easy to avoid some triggers, for example strenuous 

exercise, it can be more difficult to avoid exposure to other triggers, such as pollens 

(NAC, 2002).   
 

4.3.1.3  Education 
 

In the biomedical literature, the management of asthma is characterised as a 

‘therapeutic partnership’ between doctor and patient (Boulet et al., 1994; Douglass et 

al., 2002; Woolcock and Jenkins, 1991).  The partnership involves the doctor 

instructing, educating and even counselling the patient in how best to care for asthma 

(Clark et al., 1993; NAC, 2002).  Doctors are also encouraged to listen to their patients’ 
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concerns, as the success of management depends on patient involvement in treatment 

and planning (Barnes and Godfrey, 2000; NHMRC, 1997).  A successful partnership is 

associated with increased compliance to treatment regimens (Douglass et al., 2002; 

Tettersell, 1993).   

Part of the doctor’s role is to educate the patient in how to self-manage asthma 

(Barnes and Godfrey, 2000).  Education is considered crucial to provide people with the 

necessary skills to fulfil their role in managing their condition (NAC, 2002; NHMRC, 

1997), and thereby, reduce the morbidity and mortality from asthma (Bauman et al., 

1992; Boulet et al., 1994; Byrne et al., 1993).  In addition, education provides the 

patient with a greater sense of control over the condition and an improved quality of life 

(Boulet et al., 1994); hence, the patient needs to be encouraged to take an active role in 

the care of his/her asthma (Gibson et al., 1995).  Douglass et al. (2002) found, however, 

that some doctors expressed concern that they did not have the necessary time or skills 

to provide extensive education for people with asthma. 

The biomedical goals of management fall broadly into the following areas: 

maintaining an optimal lung function with the minimal amount of medication to gain 

control; minimising morbidity, mortality and hospitalisation; and maximising a good 

quality of life, such as limiting the days lost from work, improving the ability to 

exercise, reducing the fear of asthma and the medications, and facilitating people living 

a ‘normal’ life (Boulet et al., 1994; Cockcroft, 2001; Woolcock et al., 1989). 

Tettersell (1993) notes that increase in knowledge does not improve the 

management of asthma or morbidity rates, and that there is not a strong association 

between psychosocial factors and behaviour.  To this end, behavioural programs appear 

to have had more success in changing the clinical course of asthma (Clark and Gong, 

2002).  Byrne et al. (1993) found people who were quite troubled by their asthma (in 

terms of days off work and number of visits to the doctor) had good knowledge of 

asthma and attitudes that were favourable to good management. 

 

4.3.2  Lay people caring for asthma 
 

While there have been only a small number of studies done in the social sciences 

considering the experience of lay people with asthma in Western societies, there has 

been extensive work done in the biomedical field considering people’s decision-making 

(or compliance) with regards to caring for their condition (Clark and Gong, 2002; 
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Douglass et al., 2002; Goeman et al., 2002; Wilson, 1993), especially their use of 

medication.  This section considers the decision-making of people living with asthma, 

with regards to using biomedicine, particularly medication, and during acute episodes of 

asthma; the role for other people in care; and the use of complementary and alternative 

medicines (CAMs). 
 

4.3.2.1  Decision-making in caring for asthma 
 

Biomedical researchers characterise the decisions made during care of asthma, 

specifically with regard to medication use, in terms of patient compliance with the 

instructions of doctors.  The notion of compliance is underpinned by the worldview and 

instrumental logic of biomedicine.  In the case of asthma, this manifests as identifying 

the disease, and devising a treatment plan, centred on the use of medication, in which 

the doctor instructs the person with asthma on how best to use the treatment, to manage 

and minimise his/her asthma (NAC, 2002).  One of the limitations of this approach is 

that it ignores much of the everyday thinking and practical reasoning that is a part of the 

lives of those affected by illness, and that informs their decisions regarding the care of 

the illness (Hunt and Mattingly, 1998).  This sub-section considers decision-making 

from the perspective of biomedicine, from which most of the studies of people living 

with asthma have been conducted, and from the perspective of medical anthropology. 
 

Compliance 
 

Patient compliance with medical regimens is associated with increasing control 

and decreasing morbidity and mortality from asthma (Richards and Hemstreat, 1994), 

and poor compliance is considered to hamper successful asthma management (Barnes 

and Godfrey, 2000; Cockcroft, 2001).  Australia is considered to have a generally poor 

rate of compliance with asthma medical regimens (Goeman et al., 2002; Reid et al., 

2000).  According to a study by Cerveri et al. (1999), throughout the developed world 

compliance rates for asthma treatments are relatively low (averaging 67%), and these 

rates are even lower in Australia (40%).  Reid et al. (2000) found that less than half of 

their sample of young adults used their medication as prescribed, all the time.  Gibson et 

al. (1993) found that there were no particular socio-economic or personality traits 

clearly associated with the under-treatment of asthma; while, Clark and Gong 
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(2000:573) argue that patient knowledge and confidence are not enough to ensure 

‘suitable’ behaviour with regard to managing asthma.     

Reasons that have been proposed to account for the low compliance rates include 

the following: the long duration and complexity of the medical plans for asthma and 

because the medication may take many days to take effect (Rand and Wise, 1994; 

Tettersell, 1993; Wilson, 1993); poor inhaler technique which prevents people getting 

the full benefit from their medication (Tettersell, 1993; Wilson, 1993); as asthma can be 

episodic in nature, this may lead people to only treat the exacerbations rather than use 

medications when there are no symptoms (Rand and Wise, 1994; Tettersell, 1993); and 

concerns about the side effects of medication (Hindi Alexander, 1985).     

Increasingly, biomedical studies are appearing in the literature considering non-

compliance from the patient’s point of view (Douglass et al., 2002; Goeman et al., 

2002; Tettersell, 1993; Wilson, 1993).  Clark and Gong (2000) note that doctors are 

concerned with objective measures of improvement with medications, while patients are 

concerned with quality of life, and life disruption.  They argue the patient’s concerns 

need to be considered in education.  According to Wilson (1993), people may be 

prepared to tolerate symptoms that are considered to be unacceptable medically, if they 

equate using medicine with weakness or fear it may lead to dependence.  Furthermore, 

during an exacerbation of asthma a person may delay the use of medicine or going to a 

doctor because of a belief in the need to overcome the symptoms rather than get help 

(ibid).   

Tettersell (1993:110) called for making interventions more patient-centred by 

trying to understand patients’ ideas about management.  Indeed, Douglass et al. (2002) 

argue that patient views are not widely heard in devising guidelines for management 

plans for asthma, and that to simply give a patient a plan is not an act of partnership.  

Doctors need to expect that people will adapt the plan to fit into their lives, as part of the 

successful use and “ownership” of the plan (ibid, p1005).  Many researchers argue that 

education will be more successful, particularly in achieving compliance with treatment 

regimens, if the patient has an active role in formulating the treatment plan (Clark and 

Starr-Schneidkraut, 1994; Green and Frankish, 1994; Mazzuca, 1982). 

Clark and Starr-Schneidkraut (1994:S55) argue that, while the importance of 

taking medicine in an exacerbation must be stressed to patients, this behaviour actually 

requires more than simple compliance to doctor’s instructions.  It also involves the 

patient making judgements, including “intelligent non-compliance, that is, when 
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patients for logical and understandable reasons forgo taking their medicine.”  Indeed 

Clark and Gong (2000) argue that patients must display a high degree of decision-

making in managing asthma day to day, and in making decisions during exacerbations, 

particularly with regards to changing the dosage of medications.   

Although increasingly sensitive to the patient’s perspective, in their desire to 

educate people about caring for asthma, studies conducted by biomedical researchers 

are still underpinned by biomedical logic and standards of what is appropriate behaviour 

and required goals of health care, or what Donovan and Blake (1992:507) identified as 

“the implication that patients should comply” (see also Trostle, 1988). 
 

Decision-making 
 

Anthropologists argue that doctors and lay people use different types of rational 

reasoning (Browner, 1998) in making their decisions about caring for illness.  The 

reasoning used by lay people is characterised as practical reasoning (Garro, 1998a).  For 

people living with illness the decision to use medication needs to be considered within 

the context of their lives, including their views of causation and perceived effectiveness 

of treatment options, their emotional reactions to the illness and treatments, their social 

roles and obligations, and the constraints imposed by the physical and politico-

economic environment in which they live, such as ease of access to treatment options 

(Garro, 1998a; Hunt, 1998).   

While largely unstudied by anthropologists, sociologists have considered the 

decision-making (or adherence) of lay people with asthma in Western societies (Adams 

et al., 1997; Donovan and Blake, 1992).  Sociologists study the care decisions of the 

person who is ill, within his social world, his relationships, and the meanings he 

attaches to his illness and medications (Adams et al., 1997).  They characterise the use 

of medications, in particular, as a trade-off between the benefits gained and the costs 

involved for people (Charmaz, 1983; Donovan and Blake, 1992).     

For people with asthma, one of the key benefits of using medication is that it 

allows people some ‘control’ over their illness (Adams et al., 1997; Gabe et al., 2002; 

Nocon and Booth, 1989), which is a finding consistent with other chronic conditions 

(Charmaz, 1983; Conrad, 1985).  This control allows people to present themselves as 

normal, keep their symptoms to a minimum, and fulfil social roles and obligations (eg 

Adams et al., 1997).  Another benefit is that medication reduces the stigma people may 
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face because of their illness.  For example, in the case of people with epilepsy, Conrad 

(1985) found medication gave people a degree of confidence they would not have a 

seizure in public. 

People with asthma have identified some of the costs associated with using 

medication as including the potential side effects (Ellis and Friend, 1985; Goeman et al., 

2002; Nocon and Booth, 1989), and the financial cost of medications (Goeman et al., 

2002).  Indeed in Australia, Goeman et al. (2002) identified financial cost as influencing 

the treatment decisions of two-thirds of their sample of 62 people.  Other costs involved 

with using medication were associated with the meaning of medication for people, or 

what it came to symbolise.  Adams et al. (1997) found that some of their participants 

rejected the daily use, and perceived dependence, on medication because it meant that 

they were ‘asthmatic’, which is a term they equated with being weak.   

People sometimes have conflicting goals when making their decisions about 

caring for their illness (Garro, 1998a).  For example, Gabe et al. (2002) found amongst 

their teenage sample that people were concerned with using medications, or 

‘chemicals’, which the researchers argue is consistent with a wider community concern 

regarding the long-term use and potential risks of prescription medication; this finding 

was matched by Reid et al. (2000) in Australia, where 65% of their participants 

considered using medications to be undesirable.  Some studies suggest people are 

particularly concerned with the use of steroids (Adams et al., 1997; Ellis and Friend, 

1985; Price, 1994).  

Conrad (1985) in a study of treatment strategies amongst people with epilepsy 

found that participants were keen to test their need for medication, to see if their illness 

was still there, or if they could get by with a lower dosage of medication.  Furthermore, 

he argued, people took control of their medication use, and particularly the dosage 

variation, as a part of taking control of their illness.  People would also vary their 

medication use for practical reasons, such as it interfered with their sleep patterns or 

mental abilities (ibid). 

People use medication to relieve their illness, and yet have the goal of not needing 

medication, so a balance must be struck that allows acceptable, or the perception of 

safe, medication use.  Some biomedical researchers have found that the outcome of the 

trade-off is that people retain some symptoms of asthma as part of their daily life 

(Nocon and Booth, 1991; Sibbald, 1989; Snadden and Brown, 1992).  Garro (1998a) 

cautions that the depiction of decision-making as a trade-off can be misleading, because 
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it implies the weighing up of costs and benefits is a conscious process people undertake; 

whereas, generally, not all the factors involved in decision-making are consciously 

known by the person, or people, making the care decisions. 
 

4.3.2.2  Caring for acute episodes of asthma 
 

In Australia the recommended approach to caring for asthma during periods of 

exacerbation is to devise a written asthma ‘Action Plan’, which is one part of the AMP 

(NAC, 2002; Woolcock et al., 1989).  The Action Plan is specifically designed to be 

used during acute episodes of asthma.  The doctor and patient work together to 

formulate the written plan that is used by the patient to recognise the signs that his/her 

asthma is deteriorating, such as increased symptoms, failure of medication to work, or 

erratic peak flow readings (which measures the air output of the lungs).  The Action 

Plan also includes a series of steps to take at this time, such as, adjusting the dosage of 

medication and recognising indicators that signal the need to seek medical assistance 

(NAC, 2002).  It is recommended the plan be reviewed after each acute episode and 

adjustments made where necessary (NAC, 2002; Woolcock et al., 1989). 

Medical researchers have investigated the factors that contribute to people’s 

decisions to get help (Dekker et al., 1992; Nocon and Booth, 1989; Sibbald et al., 1986; 

Tettersell, 1993), and have expressed concern about people delaying getting assistance 

during acute episodes of asthma (Sibbald, 1989; Tettersell, 1993).  This delay has been 

associated with increased mortality from asthma (Ellis and Friend, 1985).  There are no 

clear demographic features that identify people who are likely to wait too long to get 

help (Sibbald, 1989), or that are associated with any particular attitudes and beliefs 

about asthma (Sibbald, 1989; Wilson, 1993).  Concern has been expressed that some 

people do not recognise the signs of deterioration in their condition, such as difficulty 

speaking in full sentences (Tettersell, 1993).  Some people express feeling fear during 

these times (Brodalka et al., 1990; Sibbald et al., 1986).  Reasons people have given for 

delaying seeking help include not wishing to disturb or inconvenience family members 

or doctors (Sibbald, 1989). 

Becker et al. (1993) conducted an anthropological study that investigated the use 

of an emergency department in a USA hospital.  They followed 95 people with asthma 

over a fifteen month period, and found 40% of their participants were reluctant to get 

assistance from the health care sector during acute episodes of asthma.  Becker et al. 
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(1993) argue that the decisions about what to do during an exacerbation, and when to 

get help, could be understood in terms of the efforts to maintain personal control, and 

the balance between the benefits and costs of getting help.  They found the key concern 

for people was maintaining self-reliance and self-control as long as possible.  The 

decision to seek emergency care involved weighing up factors such as worsening 

symptoms, the seriousness of the condition in relation to other responsibilities, the 

desire to be self-reliant, the fear of death, and whether the visit to the hospital would 

make matters better or worse.  Becker et al. (1993) referred to this as the ‘tight-rope’ 

people walk as they weigh up the costs and benefits of asking for help.       

While some people were comfortable going to hospital as they needed, others 

associated going to hospital with ‘danger’, especially if they have been chastised 

previously for their attendance there.  There is a trade-off involved for people: on the 

one hand, people may want to be self-reliant, and hence wait too long before seeking 

help, which may lead to a label of being non-compliant if they do later seek assistance.  

On the other hand, if people seek help too soon they face the stigma of being viewed as 

a hypochondriac.  If this judgement occurs from health carer workers, it can lead to 

particular stigma and distress for the people concerned (Becker et al., 1993).   

There were three major reasons people were reluctant to seek help from the health 

care sector: people wanted to maintain the appearance of being normal and living a 

normal life; a trip to the hospital was a disruption to their everyday lives and social 

responsibilities; and they had had previous experiences of being discredited by health 

care practitioners for waiting too long to come in, not complying to medication 

regimens, or coming into emergency without sufficient cause.  As a result, some people 

viewed hospitals as unsafe places and avoided them as much as possible.  For people 

there was a trade-off as they weighed up their health care decisions to gain relief, retain 

autonomy, minimise the experience of stigma and reduce the threat of death.  Going to 

hospital became an event in which people suspended their autonomy and gave over 

responsibility for his/her care to health care practitioners (ibid). 

Becker et al. (1993) found people were often willing to allow the decision about 

when to go to hospital to be left to family and friends, which the researchers attributed 

to people being afraid of death.  This finding accords with other research, such as the 

Australian study by Gibson et al. (1995), which found that during a crisis, many people 

preferred others to make the decisions about care and when to go to hospital.   
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Kleinman (1988) argues that, in USA society, there is great pressure on people to 

go to the doctor in the ‘right way’.  This means not making unreasonable demands and 

wasting the time of professionals by going unnecessarily, otherwise there is the risk of 

being, and feeling, shamed.  Yet, as Becker et al. (1993) found, people also risk stigma 

by not going when there is a medically sanctioned need to go.  There is quite a subtle, 

but challenging, request being made of lay people to know the difference between 

symptoms that may appear similar and yet some can be harmless or may pass and others 

can be an indicator of serious illness or deterioration in an illness (Kleinman, 1988). 
 

4.3.2.3  The role for others in caring for asthma 
 

The family  
 

The experience of the family has been considered in many medical studies 

focused on asthma in children, especially in terms of parental knowledge of and 

compliance with biomedical treatment regimens (eg Buetow et al., 2003; Isles and 

Robertson, 1993; Zhao et al., 2002), and providing family therapy as part of adjusting to 

asthma (Silburn et al., 1993).  There appear to have been few studies that have 

considered the experience of family members for adults with asthma.  The lack of 

attention to the family, with regards to adults with asthma, is in keeping with the 

Western tendency to focus on experience at the level of the individual.   

It might be anticipated that families, especially spouses, do have a role to play in 

caring for people with asthma, as so much of health care is conducted in the home 

environment (Freund and McGuire, 1991:185).  Certainly there is evidence to suggest 

that people with asthma want their family members to make care decisions for them in 

times of acute exacerbations (Becker et al., 1993; Gibson et al., 1995).  Furthermore, a 

person’s illness impacts on the family, because of the reduced capabilities of the person 

who is ill and the distress of having a family member ill.  In addition, most illness 

episodes, such as acute episodes of asthma, are cared for at the level of the family and 

are not handled in the formal health care system (Kleinman et al., 1978).   

As part of broader studies investigating the social impact of asthma, Sibbald et al. 

(1988) found people reported family support to be most obvious during times of stress, 

and Nocon and Booth (1989) found, on the whole, the adults they interviewed felt their 

partners and families showed concern and gave them the support they needed.  In 
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addition only one half of their participants felt their families were affected by their 

asthma.   
 

Doctors 
 

With regards to asthma, there has been growing emphasis in the biomedical 

literature on increasing patient autonomy, through encouraging greater self-management 

in caring for asthma (Boulet et al., 1994; Clark and Gong, 2000).  Gibson et al. (1995) 

argues autonomy may not be what people want, at least during acute episodes of asthma 

(see also Laine and Davidoff, 1996).  In an Australian study, Adams et al. (2001a) 

found that a patient’s desire for autonomy was related to his/her education level, having 

an ‘active coping style’, concern about the adverse effects of medications and the 

perception that the doctor involved the person in decision-making.  Gibson and Boulet 

(2001) argue it is unclear to what extent high levels of patient autonomy actually 

improve the quality of life for people with asthma.    

Norwegian researchers investigated the attitudes of general practitioners in Oslo 

to the doctor-patient relationship with regards to asthma (LagerlØv et al., 1998).  They 

classified the doctors’ views of this relationship in terms of how much control they take 

for management decisions.  At one extreme were doctors who saw their role as an 

authoritarian one, where they took complete control of decisions.  These doctors were 

also inclined to favour objective measures (such as spirometry tests) in diagnosing 

asthma.  At the other extreme were doctors who viewed the treatment decisions as the 

responsibility of the patient.  These doctors were inclined to value the view of the 

patient more in diagnosing the illness. 

LagerlØv et al. (1998) found that doctors had a fundamental style of relating, and 

that this style was relatively fixed and did not change according to the needs of the 

patient.  A doctor who viewed herself as in charge of patient care used this approach 

consistently with all of her patients and across different issues with the same patient.  

LagerlØv et al. (1998) argue that while it is unclear what style of relationship patients 

want, it is likely a person may want a different style depending on the circumstances.  

For example, during acute episodes of asthma, patients may want a more authoritarian 

doctor; while, when establishing a management plan for asthma, they may want their 

needs and concerns to be listened to and prioritised (see also Emmanuel and Emmanuel, 

1992; Hahn, 1995:289-291).  Adams et al. (2001a) found patients wanted a primary role 
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for the doctor in caring for asthma and a role for themselves in deciding when to seek 

care and when altering medications during moderate exacerbations of asthma.   The 

researchers suggest management plans for asthma be tailored to whether people want 

autonomy or not in decision-making (ibid). 

Studies have found people with asthma report being happy with the care provided 

by their doctor (Nocon and Booth, 1989; Sibbald et al., 1986).  Nocon and Booth (1989, 

1991), however, in their study in England, found that when asked about what they 

wanted from their doctor, some people replied that they wanted their doctor to show 

greater care and regard for their feelings, a finding also reported by Snadden and Brown 

(1992) in rural Canada.  Clark and Gong (2000) found patients were concerned about 

wasting the doctor’s time and making a good impression, and were concerned that the 

doctor was not listening to their concerns.  In Australia, Adams et al. (2001b) found that 

patient satisfaction with care was related to the perception that the doctor involved the 

patient in decisions and gave the patient responsibility for his/her own care.  The 

patients focused on the time the physician spent with them in determining their degree 

of satisfaction with care.  The researchers concluded that having a long-term 

relationship with one doctor helped to increase patient satisfaction levels (ibid). 

Traditionally, biomedical theory has prioritised the instrumental and functional 

dimension of healing (Taussig, 1980), such that biomedical practise is not well suited to 

dealing with the social and emotional dimensions of illness, that form so much of the 

experience of chronic illness.  Oldroyd et al. (2003), in a survey of Australian general 

practitioners (GPs), found that the doctors reported that significant structural and 

bureaucratic barriers limited the amount of time they had available to spend with each 

patient.  As a result, the GPs found it difficult to provide the necessary care and 

education to people with chronic illness.  Oldroyd et al. (2003) recommend the 

development of multi-disciplinary teams, including doctors, to provide care to people 

with chronic illnesses, such as asthma.  
 

4.3.2.4  Use of complementary and alternative medicines (CAMs) 
 

In a survey, conducted in Perth, Brodalka et al. (1990) found that 40% of the 

people they sampled had used complementary medicine to treat their asthma, and 67% 

of respondents reported wanting to know more about complementary treatments for the 

condition.  A small number of biomedical studies have been done to test the efficacy of 
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CAM treatments (see Hensley and Gibson, 1998; Tandon et al., 1991).  Specifically, an 

Australian trial was performed to test the ‘Buteyko’ breathing technique for asthma: 

after three months results indicated the technique reduced the requirement for reliever 

medication (Bowler et al., 1998). 

In Australia, the biomedical approach to CAMs is that doctors accept the use of 

CAMs by patients as long as it does not interfere with biomedical treatments (Woolcock 

and Jenkins, 1991).  The use of CAMs has been attributed to patient ‘ignorance’ or 

interpreted as a sign that the biomedical system has ‘failed’ patients, so they look 

elsewhere (Barnes and Godfrey, 2000; Campbell et al., 1994; Modell et al., 1983).  This 

attitude appears to persist despite studies that suggest people use complementary 

therapies, even though they are happy with the services offered by their biomedical 

practitioners (Donnelly et al., 1985).  By way of contrast, biomedical practitioners in 

China appear to be prepared to include traditional Chinese medicine in their health care 

approach, especially for chronic illness.  They reported being prepared to refer their 

patients on to traditional Chinese practitioners, and felt these treatments were useful and 

safe.  No reference was made to asthma in this report (Harmsworth and Lewith, 2001). 

 

4.4  THE MEANING OF ASTHMA 

 

Chronic illness can instil stigma because it is an undesirable condition that results 

in often permanent changes to capabilities, lifestyle, social relationships and a person’s 

identity, and may even lead to death (Alonzo and Reynolds, 1995).  The degree of 

stigma differs, dependent on the degree of disruption, such as the extent of functional 

impairment or disfigurement; the cause of the condition, particularly if it is contagious 

or not; and the degree of visibility of the disorder to other people (Erwin, 1987; 

Goffman, 1963).   

With regards to asthma, there is evidence to suggest that some people find the 

illness a source of stigma.  Becker et al. (1993) argues asthma can lead to stigma for 

people in the USA because it challenges the cultural beliefs in the ability of the 

individual to control their own health, which he/she is held personally responsible for 

doing through managing his/her chronic illness and being self-reliant.  When this does 

not occur, the implication is that the individual must have failed in this task, and hence 

is stigmatised.   
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People with a stigmatised trait generally share the same values as the wider 

society and so internalise this stigma as shame (Goffman, 1963).  Adams et al. (1997) 

found, in their British study, that asthma was associated with physical weakness.  They 

found that if people could reconcile the social identity of having asthma, and the 

associated meaning of being physically impaired or ‘weaker’, and still maintain a 

positive personal identity, then they would feel a sense of self-worth, and any potential 

stigma from asthma would be lessened. 

Becker et al. (1993) argues that the persistent view that asthma is psychogenic 

continues to influence the perception and treatment of asthma, and adds to the stigma of 

the condition for people.  This is because psychogenic means it is psychological in 

cause and therefore not a ‘real’ illness of the body, hence leading to stigma.  The 

psychogenic history of asthma has also been offered as one reason researchers have 

been reluctant to consider psychosocial factors that might affect the course of asthma 

(Gabbay, 1982; Kaptein, 1982; Sibbald et al., 1986).   

Painful emotions that have been linked with asthma include anxiety, fear and 

depression (Goldney et al., 2003; Kaptein, 1982; Snadden and Brown, 1992).  People 

have reported feeling dependent and pessimistic and having a lower self-esteem due to 

asthma (Sibbald et al., 1988).  Specifically, fear, stigma and pessimism have been 

associated with longer stays in hospital and greater medication prescription, although 

not with the level of illness severity (ibid).  While Snadden and Brown (1992) argue it is 

unclear how attitudes to asthma influence morbidity from the condition, Sibbald et al. 

(1988) found people with a positive approach to their asthma generally reported lower 

levels of morbidity from the condition.  They argue that a high level of morbidity leads 

to a negative attitude, which in turn helps maintain higher levels of morbidity.   

On the whole, in Western nations, stigma does not appear to be a strongly 

defining feature of the experience of asthma (Adams et al., 1997; Becker et al., 1993; 

Sibbald, et al. 1986; Snadden and Brown, 1991).  For example Sibbald et al. (1986) 

used questionnaires to explore the views of people seeking care in a hospital in England, 

and found 27% of people considered their asthma to be a source of stigma for them, and 

38% reported that they hide their asthma from others and felt embarrassed and ‘self-

blame’.  So in this sample of people, severely affected enough to require hospital 

assistance, 73% reported that they did not feel stigmatised because of their asthma; 

stigma was, however, a significant issue for a minority of people.  Snadden and Brown 

(1991, 1992) expected a rural Canadian sample, based on their questionnaire findings, 
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to report feeling stigma, particularly the men, but when interviewed, participants 

reported that they were generally not concerned about stigma related to asthma per se, 

but rather were concerned about being viewed as disabled, or being mistaken for having 

a more stigmatised illness, such as AIDS.   

 

4.5  SUMMARY 

 

The experience of chronic illness in Western societies, including asthma, is 

characterised as involving a process of adjusting to the condition (Bury, 1991), 

normalising life with the illness and minimising its impact on a person’s life, and 

adjusting one’s personal identity so he/she can feel a sense of self-worth (Charmaz, 

1983).  People with chronic illness require a new status: they do not fit the acute sick 

role, but with permanently reduced capabilities might require assistance and 

concessions.  To have a chronic illness does not disqualify someone from being healthy, 

as long as the illness does not prevent him/her from fulfilling social obligations and 

feeling emotional well-being (Litva and Eyles, 1994).  To date, there do not appear to 

have been any studies reported in the literature of Vietnamese migrants living with 

asthma in Western societies.  Studies of collectivist cultures suggest the Western 

concept of health and normalisation may not apply to all people (Westbrook et al., 

1993; Henry et al., 2004). 

The biomedical model for asthma characterises asthma as a lung disease, which 

involves inflammation and muscle constriction in the bronchioles (Barnes and Godfrey, 

2000).  Treatment includes preventive medication to reduce the inflammation and 

reliever medication to relieve the muscle constriction.  In Australia, an ‘Asthma 

Management Plan’ has been devised to assist people in the daily, and acute, care of their 

asthma, in partnership with their doctor (NAC, 2002).   

 Studies that have considered lay people’s experience of asthma have found that 

people share a compatible notion of what asthma is with the biomedical model.  People 

use biomedical medications, but sometimes not as prescribed.  While doctors are 

concerned with the compliance of patients to treatment plans, anthropologists argue 

decision-making with regards to caring for illness involves practical reasoning for 

people with the illness, within the constraints imposed by their social environment 

(Garro, 1998a; Hunt, 1998).  To date, sociologists, in particular, have characterised the 

use of medication as a trade-off, made by the individual with the illness.  People seek 
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greater help from other people in times of acute episodes of asthma, when the decision 

to seek help can involve a trade-off between the costs and benefits of seeking help.  

Stigma does not appear to be a significant part of the experience of asthma for people in 

Western societies, but when people do feel stigma, it is generally because they feel 

judged for being physically weak (Adams et al., 1997; Becker et al., 1993).   

 

The next chapter considers life in Australia.  Topics that are covered include some 

cultural values that are relevant to the experience of health and illness, the structure of 

the health care system, and the experience of Vietnamese migrants with regard to health 

care.  In addition, the services to people with asthma are discussed, especially education 

programs and the Asthma Management Plan. 

 

 



CHAPTER 5 

 

AUSTRALIAN SOCIETY, CULTURAL VALUES, HEALTH CARE 

AND VIETNAMESE PEOPLE 
 

 

This section considers the structure of Australian society, and the cultural values 

that appear to be characteristic of this industrialised nation, especially those values that 

are important to health and illness.  The health care system is then outlined, with 

reference to public health and health promotion.  How one migrant group, Vietnamese 

people, experience health and illness is then discussed.  Finally, the natural history of 

asthma and efforts to manage asthma in Australia are presented. 

 

5.1  AUSTRALIAN SOCIETY AND CULTURAL VALUES 

 

“The Australian Anglo-Celtic psyche carries a heritage of the pioneering 

spirit, independent, self-sufficient, rugged, hard-working, and an essentially 

practical, rather than introspective, stance toward life.  Such strongly held values 

are an integral part of the notion of person, despite the fact that only a minority of 

Australians issue from such a background” (Parsons and Wakeley, 1991:127). 
 

Australia is an industrialised, Western nation with a population of approximately 

20 million people.  Nearly a quarter of the population (23%) were born overseas 

(Australian Bureau of Statistics, ABS, 2001a).  While initially, and still predominantly, 

from the United Kingdom and Ireland, Australia’s migrant intake has become more 

diverse since World War II.  Since the 1940s, migrants have arrived from several 

locations including southern and eastern European countries, south-east Asia, the 

Middle-East and Africa (Department of Immigration and Multi-Cultural Affairs, 

DIMIA, 2004a; Krupinski, 1984).  It is difficult to generalise about cultural values that 

might apply across a large, heterogeneous nation of people (McGregor, 1980; Schwartz, 

1997).  To do so invariably leads to a description of the values that stem from the 

dominant sectors of society (ibid).  Yet there are some recognisable values that appear 

to form part of an Australian identity or certainly an Australian approach to life, and 

shape social institutions (see Graetz and McAllister, 1988; Horne, 1987; Kapferer, 
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1996).  Australia may be a multicultural society, but, especially in its social institutions, 

is still dominated by Anglo-Celtic norms and values.  The values discussed here are the 

ones that are especially relevant to the experience of health and illness, and the delivery 

of health care in Australia, including the messages that are sent to the public through 

health promotion. 

Australia has a largely capitalist economic and social structure.  The individual is 

the basic unit of society, and most families reside together as nuclear families.  Australia 

is a stratified society: there is an uneven distribution of wealth and power based on 

class, gender and ethnicity (Frow and Morris, 1993; Graetz and McAllister, 1988; 

Horne, 1987; Kapferer, 1996:223).  Alongside the typical capitalist values of 

individualism, materialism and productiveness, there is an emphasis on the good of the 

community, sometimes even if it is at a cost to the individual (Kapferer, 1996:2).  For 

example, Australians expect a role for the government in providing services (Berry, 

1984), such as a welfare system and universal health care, at the cost of higher personal 

taxation (Kapferer, 1996:5).   

In Australia, class distinctions in values are apparent, but less important, than is 

the case in other nations (Graetz and McAllister, 1988; Horne, 1987; McGregor, 1980), 

such that there is great fluidity and common ground between people from different 

classes (Graetz and McAllister, 1988; see also Rowse and Moran, 1984).  Indeed, within 

Australia, working class values have widespread importance, including the importance 

of ‘mateship’ and conformity, having an informality in everyday life, the value placed 

on physical attributes and abilities, not complaining about personal hardship (ie not 

‘whinging’), and a notion of equity or ‘a fair go’ for all.  Australians especially dislike 

anyone who is viewed as getting ahead by cheating other members of the group, or 

being cunning, or if success leads to pretentiousness (Kapferer, 1996:6; McGregor, 

1980).   

In Australia, physical attributes and the state of one’s body, in terms of strength, 

health and beauty, are identified as being especially important to a person’s identity 

(Bennett et al., 1999:113; Kirk and Tinning, 1994).  Taking care of oneself includes 

caring for one’s body, which is considered a matter of personal choice, and requires 

work, through diet and exercise (Bennett et al., 1999:117).  Bennett et al. (1999:118) 

argues that in Australia it is considered ‘morally virtuous’ to do the work required to 

care for one’s body, because it requires personal discipline.  There may, however, 

actually be some class differences in the primacy placed on caring for the body, as it 
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appears to be a greater concern for people with higher education (Bennett et al., 

1999:116). 

McGregor (1980) argues that, in Australia, alongside the ideals of ‘mateship’ and 

egalitarianism, there is a growing emphasis on the middle class values of equal 

opportunity, materialism, competition and aspiring to affluence.  The difficulty is that 

equality of opportunity is based on an assumption that with opportunity everyone has 

the capacity to achieve, which does not take account of structural factors that can appear 

invisible, and yet shape the opportunities people have (Kapferer, 1996:131).  For 

example, migrants, especially from non-English speaking backgrounds, often face 

significant social disadvantages in Australia (Julian and Easthope, 1996:113).   

The tussle between middle class values and egalitarianism is represented in the 

fear of ‘bludgers’ (ie individuals who are viewed as taking advantage of the welfare 

system), which emerged in Reid and Reynolds’ (1990) examination of the repetitive 

strain illness (RSI) epidemic that occurred in Australia, in the 1980s.  The stereotypical 

sufferer was depicted as an unskilled worker, especially a migrant woman, and efforts to 

discount RSI revolved around the fear of migrants ‘bludging’ off worker’s 

compensation.  RSI discourse became reduced from a consideration of the working 

conditions amongst the less powerful members of society to a condition of the 

individual, requiring solutions at this level.  The shift in focus from working conditions 

to individuals freed employers and governments from needing to fundamentally change 

industrial working conditions, in favour of a dialogue about whether the individual is 

perhaps a ‘bludger’ or even a ‘neurotic’ woman.  Doctors played a significant role, on 

both sides, in the public debate about the legitimacy of the claims of workers.  

Individualising the condition, and linking it to the individual’s choices and behaviours, 

reflects both the capitalist values of Australian society, such as individualism and 

productiveness, and the fear that the country’s welfare system, put in place to care for 

those ‘down on their luck’, might be abused by some individuals, ie ‘bludgers’, at a 

financial cost to the tax paying members of the community that fund the welfare system. 

 

5.2  THE HEALTH STATUS OF THE AUSTRALIAN POPULATION 

 

In general, the health status of Australians is similar to other developed nations 

(Commonwealth Department of Health and Family Services, CDHFS, 1999).  Australia 

has amongst the highest life expectancy (approx 80 years) and lowest infant mortality 
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rates in the world, with the clear exception of indigenous Australians, who have a much 

lower life expectancy (approx 60 years) and higher rate of infant mortality (Richardson, 

1993; ABS, 2001c).  Other inequalities in health status exist in Australia for people 

from non-English speaking backgrounds (NESB), people who have chronic illnesses, 

and/or those who are socio-economically disadvantaged (Hailey, 1997; State Health 

Purchasing Authority, SHPA, 1995).   

Within society, the experience of illness is different for people based on four 

structural variables: gender, class, ethnicity and stage of the life cycle (ie age).  These 

features affect not just the kinds of illnesses people are likely to get, but how they react 

to the symptoms, and the ways they seek help (Julian and Easthope, 1996:104). 

In Australia, people with lower incomes are more likely to have a chronic illness 

(Broom, 1984), and use more primary health care services, such as hospitals (SHPA, 

1995), but are less likely to use preventive health care programs (George and Davis, 

1998:36).  In Perth, there are relatively more general practitioners (GPs) in poorer 

suburbs, and they are more likely to bulk bill (in which case the patient receives a free 

consultation); whereas, people in the wealthy suburbs have easier access to their GPs, 

including after hours, and more access to women doctors (Hyndman and Holman, 

2001). 

Migrants generally have good physical health upon entering Australia, as they are 

screened for health before entering the country.  After several years in Australia, their 

health profile comes to reflect the wider Australian community, particularly with an 

increase in diet-related diseases, including heart disease.  Mental health problems that 

occur in migrants generally reflect pre-migration trauma, and the challenges of 

migration and adjustment (Julian and Easthope, 1996:105; Krupinski, 1984).  The 

experience of migration is generally more difficult for people who arrive as refugees.  

They not only have to deal with pre-migration trauma, but also often have a lower 

standard of living in Australia (Julian and Easthope, 1996:113). 

The Australian Bureau of Statistics (ABS) has conducted surveys of Australians 

regarding their health and health behaviours, periodically, since 1989.  In 2001, 82% of 

adults (over the age of 15) regarded themselves as having good health.  These findings 

were the same for men and women, and were comparable to the survey statistics from 

1995.  Older people were more likely to rate their health as poor.  Eighty-seven percent 

of people reported that they had at least one long-term medical condition, up from 83% 

in 1995.  Ninety-nine percent of people over the age of 75 years had at least one chronic 
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illness.  The most common chronic complaints were eye problems (52%), back 

problems (21%), hayfever (16%), arthritis (14%) and asthma (12%).  Ten percent of 

people reported having some mental or behavioural problem (ABS, 2001b).   

 

5.3  THE HEALTH CARE SYSTEM IN AUSTRALIA 

 

In Australia, the health care system is dominated by biomedicine, giving health 

care an individualistic and biological focus.  Biomedical practitioners (ie doctors) have 

professional dominance within the Australian health care system (Julian and Easthope, 

1996:120; Wearing, 1996).  Efforts to investigate and legitimise complementary and 

alternative medicines (CAM) have generally been driven by the lay populace (Julian 

and Easthope, 1996:120).  Recently, articles have started to appear in the biomedical 

literature in Australia contemplating where CAM therapies should fit in to the health 

care system (Cohen, 2004; Dwyer, 2004). 

The cultural definition of health and illness reflects the views and values of the 

most powerful people in society, and form the basis for the way health care is structured 

to meet people’s health needs (Julian and Easthope, 1996:104).  Henry et al. (2004) 

argue health care in Australia depends on individualistic ideals and values, such as 

normality, and so does not accommodate collectivist cultures.  Migrants in particular 

may arrive with notions of health and illness that conflict with the dominant model of 

health care in Australia.  There have been efforts over the last 30 years to make the 

Australian health care system more sensitive and responsive to the needs of ethnic 

minorities; however, these changes tend to be localised, such as educating health 

workers about migrant cultures or providing translators in hospitals (Allotey et al., 

2002; Julian and Easthope, 1996:120; Lindsay, 1991).  Recently, there has actually been 

a reduction in ethnic-specific health care services provided in Australia (Allotey et al., 

2002), and the mainstream health services are not well equipped to meet the needs of 

immigrants (ibid; Manderson and Allotey, 2004).  Because of cultural barriers and low 

socio-economic status, migrants themselves have limited power to change the 

fundamentals of the health care system (Julian and Easthope, 1996:119).   

The challenges migrants face are not just due to cultural differences with the host 

nation: social class and gender are especially important in shaping the experiences of 

immigrants in the new country (Anderson et al., 1995; Easthope, 1989; Julian and 

Easthope, 1996:109; Lock, 1990).  In health care, Lock (1990) argues, studies need to 
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reflect not just the cultural construction of illness and suffering but also how the 

experience of immigrants reflects the social circumstances they live in.  Migrants often 

face economic barriers and social isolation from the wider community.  In Australia, as 

elsewhere, these problems are compounded for people from non-English speaking 

backgrounds (NESB) (Julian and Easthope, 1996:118), as the language barrier makes it 

even more difficult to access resources and services (Colic-Peisker, 2002; Julian and 

Easthope, 1996:105; Manderson and Allotey, 2004).   

   

5.3.1  Provision of medical services 
 

In the financial year 2001-02 Australians spent $66.6 billion(AUS) on health care.  

This amounted to 9.3% of gross domestic product (GDP), up from 8.1% of GDP in 

1991-92, and is comparable with other industrialised nations (Australian Institute of 

Health and Welfare, AIHW, 2004a).  Approximately 70% of the $66 billion was spent 

by governments (AIHW, 2004a; SHPA, 1995).   

Australian rates of medical contact and hospital admissions are amongst the 

highest in the Western world (SHPA, 1995).  The ABS (2001b) found that 24% of 

people surveyed reported having attended a doctor at some point in the two weeks prior 

to being interview.   

Australia has a universal health insurance scheme (Medicare) provided by the 

federal government.  This scheme is designed to provide access to health care services 

for all residents of Australia (Health Insurance Commission, HIC, 1991; Richardson, 

1993).  It is funded through a Medicare levy (approximately 1.7% of income) and 

general tax revenue (HIC, 2004).  Services provided under Medicare include free 

hospital admissions; subsidised fees for doctor’s services and for some para-medical 

services, such as physiotherapy; and subsided pharmaceutical costs (ibid).  Medicare 

coverage applies exclusively to biomedical treatments, and excludes treatments 

considered non-essential, such as dentistry and cosmetic surgery (HIC, 1991; 

Department of Health, Housing and Community Services, HHCS, 1992). 

There is also a private health insurance sector that provides private services at a 

higher cost to the patient.  Private health insurance is optional, but must be paid in 

addition to the Medicare levy; by 2001, 50% of Australians had private health care 

cover (ABS, 2001b).  This private insurance covers a wider range of services, such as 

cosmetic surgery; ensures a minimal waiting period before surgery; allows the patient to 

choose a doctor; and provides some coverage for CAM services (CDHFS, 1999).   



 85

The Pharmaceutical Benefits Scheme (PBS) ensures that certain prescription 

medications are subsidised by the government, such that they are available to all 

patients for no more than a set amount (approximately $23.70 per item in 2004).  In an 

effort to reduce the financial burden on high health care users, there are ‘safety nets’ in 

place such that people are further subsidised if they spend a set amount on doctor’s fees 

and pharmaceuticals.  Low income earners and pensioners also qualify for health care 

cards that can reduce the fees and price of pharmaceuticals as well ($3.80 per item in 

2004).  Doctors can also bulk bill patients, which means the consultation is free for the 

patient, as the doctor sends the fee directly to Medicare, charging the patient only the 

fully subsidised fee (Australian Government Department of Health and Ageing, ADHA, 

2004a; CDHFS, 1999).     

 

5.3.2  Public health and health promotion 
 

Traditionally, public health has been the branch of medicine that attends to the 

social dimensions of disease and health, at the level of populations (George and Davis, 

1998:392; Palmer and Short, 1994:8).  It has moved on from these origins to become a 

discipline concerned with addressing the ecological, political and social dimensions of 

health and illness, to provide a holistic approach to health issues (George and Davis, 

1998:384-399; O’Connor-Fleming and Parker, 2001:31-47).  This movement has been 

encapsulated by, and based on, the World Health Organisation (WHO) ‘Ottawa Charter 

for Health Promotion’, which recognises the need to broaden the understanding of 

health to include more than disease or even the individual, by addressing the health of 

the whole population and the conditions that are necessary for health to occur (WHO, 

1986).  The conditions necessary for health include peace, shelter, education, food and 

income, stable eco-systems, sustainable resources, social justice and equity (ibid).  As a 

result, health is the concern of more than the health care sector (O’Connor-Fleming and 

Parker, 2001:45; WHO, 1986).   

This ‘new’ public health requires public participation, and specialists from many 

disciplines to work together to address all aspects of living that affect health.  It requires 

workers in the areas of politics, economics, ecology, biology, social sciences, as well as 

the health care professions, to be involved in ensuring the health of populations and 

individuals (George and Davis, 1998:384; O’Connor-Fleming and Parker, 2001:42-43; 

WHO, 1986).  In this way, public health becomes a concern for the whole community.  

The Ottawa Charter states that it is important to ensure that no one professional group 
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dominates health promotion to the exclusions of other professions or lay people, a view 

shared by other researchers who warn against the medicalisation of public health and 

health promotion in particular (George and Davis, 1998:387; O’Connor-Fleming and 

Parker, 2001:39; Scheper-Hughes, 1990).  It is also important to guard against 

developing a preoccupation with health as “the ultimate goal incorporating all life” 

(WHO, 1986), a trend known as “healthism”, as people have priorities beyond health, 

such as harmonious relationship, peace and security (George and Davis, 1998:384).  

In Australia, since the 1980s, successive governments have presented strategies 

for promoting the health of Australians and to improve the current health care system, 

culminating in the “National Health Goals and Targets for Australia” (Nutbeam et al., 

1993).  This report shares the fundamental philosophy of WHO, by stressing that 

improving the health of all Australians requires action not just at the individual level but 

at the community level, that health is impacted by decisions outside the health sector, 

and that the health care system needs to address inequalities in services (Nutbeam et al., 

1993).  The health care priorities for Australia were identified in this report as cardio-

vascular disease, mental health, cancer, injury prevention, asthma and diabetes 

(O’Connor-Fleming and Parker, 2001:36-38).  Despite this report, some researchers 

argue there is still a need for a greater focus on promoting health in the health care 

system in Australia (O’Connor-Fleming and Parker, 2001:33-35; Stanley, 2003).  In 

Australia, less than 2% of total health expenditure is spent on public health programs 

and health promotion, and governments provide all of this money (AIHW, 2004b). 

Health promotion is one branch of public health, along with disease prevention 

and health protection (George and Davis, 1998:399).  Health promotion is intended to 

be the community’s effort to promote health (Palmer and Short, 1994:208).  In 

Australia, government efforts at health promotion have two major foci: one is using 

government laws to impact on the structural influences on health and illness, including 

monitoring the environment, such as pollution levels; banning advertising of 

undesirable products, such as cigarettes; and introducing safety laws, such as workplace 

safety laws (ADHA, 2004b; Health Department of Western Australia, HDWA, 1994, 

2004).  The second focus of health promotion involves campaigns to educate people 

“about the effects of lifestyle on health and life expectancy, and to encourage the 

adoption of attitudes and behaviours conducive to good health” (ADHA, 2004b; 

HDWA, 1994:48).  The programs work to educate people about the risks and often 

provide assistance, if people request it, in implementing behaviours and providing 
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counselling.  Eating habits, exercise, alcohol consumption, domestic violence, illicit 

drug use, sexual behaviour, skin cancer precautions, cancer screening and immunisation 

are some of the lifestyle factors that have been targeted by health promotion in Australia 

(ibid).  Particular illnesses have also been targeted in health promotion campaigns, such 

as the National Asthma Campaign designed to increase the awareness of asthma in the 

Australian community (see below). 

Wiseman et al. (2003) have questioned whether the community has a ‘legitimate’ 

role to play in priority setting in health care.  They asked people what they want from 

the health care system, and found the community wanted a major, but not exclusive, 

role in setting funding priority areas, and wanted doctors to have the primary role, but 

again not exclusive, in deciding what treatment approaches should be used.  Donovan et 

al. (1998), in a survey of 1222 adults in Perth, found people’s priorities for health 

promotion were consistent with national goals and targets set by the government.  

Shared priorities included nutrition, physical exercise, smoking, and alcohol abuse, in 

addition to illegal drugs and skin cancer prevention, but not mental health.  Of course 

these two agendas are highly entwined: the priorities set by governments have come 

from wider cultural values, and the resultant education programs have shaped people’s 

thinking about what are priority areas in health care.   

Holman et al. (1996) surveyed over 5000 people in Western Australia and found 

that 67% of them were aware of the health promotion messages that have been 

presented to them through means such as the mass media and sports sponsorship.  Of 

the people who were aware of the programs, such as anti-smoking, safe drinking, 

dietary advice, exercise, sun protection, safe sex and injury prevention, 82% felt they 

understood the messages.  Four percent of the 5710 people surveyed intended to take 

action on the advice, such as to seek information to adopt the health behaviours 

recommended. 

Milligan et al. (1997) considered health behaviours in young Australians, and 

found people identified a lack of ‘will-power’ as a reason for not adopting desirable 

dietary, physical activity and smoking behaviour, especially at social occasions.  Yet the 

participants’ ideas of what were desirable behaviours reflected the health promotion 

messages: they considered themselves personally responsible to not smoke, to eat more 

vegetables and less fat, and exercise regularly.  They had heard the promotional 

messages, however, they were not necessarily acting on them. 
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In the ABS (2001b) surveys from 1989-2001 there was a drop in the percentage of 

people who smoke, a slight increase in the numbers who reported some exercise and a 

significant increase in the numbers of people who were overweight, up to 58% of men 

and 38% of women (ABS, 2001b).  Indeed, despite extensive health promotion 

campaigns, obesity levels have risen in the last 20 years in Australian adults (Cameron 

et al., 2003) and children (Waters and Baur, 2003).  Waters and Baur (2003) estimate, 

conservatively, that 23% of Australian children are overweight.  In adults, the 

prevalence of obesity has more than doubled since the early 1980s, to nearly 60% by 

2000 (Cameron et al., 2003); the researchers found a significant link between obesity 

and a lack of physical activity. 

Petersen (1994:138) cautions that health promotion programs in Australia run the 

risk of focusing too narrowly on lifestyle factors and changing behaviours, deflecting 

attention from wider socio-cultural contributors to health and health behaviours (eg 

Waddell and Petersen, 1994:408).  Human behaviour is a complex outcome of the 

social, economic, cultural and ecological dimensions of life, and people are concerned 

with their overall well-being, not just health (Caplan, 1993).  Studies that suggest 

Australians hear the health promotion messages but do not necessarily change their 

behaviours (Cameron et al., 2003; Holman et al., 1996; Milligan et al., 1997) reflect the 

complexity of issues that contribute to health and health behaviours. 

 

5.3.3  Health promotion and minority ethnic groups in Australia 
  

Like the wider health care system, health promotion messages reproduce the 

Australian values of individualism, self-reliance and normalisation (Henry et al., 2004).  

That mainstream health promotion programs in Australia tend to have homogeneous 

messages, means a significant minority of the country’s population is overlooked, or 

relies on targeted programs.  This is especially the case for non-English speaking 

migrants from collectivist cultures (see Julian and Easthope, 1996:105) and indigenous 

Australians (Henry et al., 2004).  Within Australia, for example, the health promotion 

message for people with diabetes is as follows: it is important to be accurately assessed; 

then for the individual to take responsibility for his condition, under guidance from his 

doctor; to monitor his blood sugar and get good control; to have a healthy diet and 

exercise regularly; and then the individual can function and participate fully in life 

(International Diabetes Institute, 2004).  Diabetes is considered a growing problem in 

Australia, and affects 7% of the general population (ibid).  Diabetes is a significant 
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health issue for indigenous Australians (ABS, 2001c), with estimates that 28% of 

Aborigines having diabetes (ADHA, 1998).  Indigenous Australians, coming from 

cultures that stress collectivist values, tend to have a difficult time getting their needs 

met and honoured within the individualistic Australian health care system (Henry et al., 

2004).   

Thompson and Gifford (2000) are epidemiologists who conducted an 

ethnographic study with indigenous Australians in Melbourne.  They were interested in 

considering lay models of non-insulin dependent diabetes mellitus.  They found 

Aboriginal people experienced a complex connection between diabetes and the notion 

of balance in life, particularly balance in the connections a person has with his/her 

family, community and the wider society.  People drew a link between the disruption of 

social ties and diabetes.  For indigenous Australians, health is associated with 

connection to family and the community, such that public health messages that focus on 

an individual needing to change her diet and get exercise may actually be equated with 

interfering with these ties.  For these Aboriginal people, a person was not recognised as 

being individually responsible for her diabetes.  Indeed people who exercised for the 

sake of their own health could even be regarded as selfish and shameful.  Eating a 

special diet was regarded as potentially leaving a person vulnerable to illness, 

particularly if it meant she could not eat with, and how, her family was eating, as to not 

do so might upset harmonious ties with others, and so increase the risk of illness to the 

individual (ibid).   

Thompson and Gifford (2000) argue that economic-political factors and cultural 

meanings shape the individual choices Aboriginal people make about the food they eat, 

and the activities they do, so solutions to health issues need to be found at these levels.  

They conclude that strengthening ties to family, community and land are an important 

part of any health care program for indigenous Australians.  They also argue that the 

efforts from the wider society, such as the recognition of Aboriginal land rights, may 

have direct benefits for people’s health, by improving the ties with the wider society 

(ibid).   

Another collectivist sub-culture in Australia is formed by Vietnamese people, who 

make up a community of non-English speaking (NESB) migrants in Australia.  They 

have come from a culturally heterogeneous nation, in which they potentially have 

access to several medical systems (Stephenson, 1995).  They have arrived in Australia 

in large numbers only since the 1970s-1980s.  The experience of Vietnamese people in 
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Australia is explored here as an example of one potentially isolated group of NESB 

migrants facing challenges within Australian society and in the health care system.  

 

5.4  VIETNAMESE MIGRANTS: LIFE IN VIETNAM AND AUSTRALIA 

 

5.4.1  Life in Vietnam 
 

Vietnam is a country with social and cultural diversity by ethnicity, especially the 

ethnic Vietnamese and Chinese; linguistic groups; religions, including Buddhism, 

Confucianism, Taoism, Christianity and local animistic beliefs; rural and urban 

differences; class differences; and the degree of exposure to Western cultures.  Ethnic 

Chinese people, for example, may be more like other Chinese people in Asia than other 

Vietnamese people (Hassan et al., 1985; Stephenson, 1995).   

Like other Asian countries (Lock and Scheper-Hughes, 1990), Vietnam is a 

collectivist society, so the family is the basic economic and social unit, and the well-

being of the individual is bound up with the family (Gordon, 1988).  Under Confucian 

influence, in the Vietnamese family there is a strong respect for older members and the 

importance of obedience and duty (Hassan et al., 1985; Hopkins et al., 1989).  There is 

a strong work ethic amongst Vietnamese families and each individual is expected to 

work hard to provide for their family.  A woman’s primary role is as wife and mother, 

and she is expected to be subordinate to her husband (Go et al., 2002; Nguyen et al., 

1999), and to have a strong sense of suffering and sacrifice as part of her commitment to 

the family (Hassan et al., 1985; HDWA, 1989).  Men are expected to work hard, often 

at physically demanding jobs, in providing for the family.  In addition, education is 

important, and children are encouraged to gain as much schooling as possible, or at least 

to go further than their parents did (Hassan et al., 1985; Ungar, 1995).   

Within Vietnam, people potentially have access to many medical systems.  

Traditionally, Chinese medicine, folk medicines and some spiritualistic medical 

understandings were available (Manderson and Mathews, 1985).  Biomedicine is more 

frequently available in urban areas and to wealthy people.  Tung (1980) argues that in 

Vietnam the value of biomedicine is in the medication it provides to rapidly and quickly 

treat illness.  He argues that people have the expectation of receiving medication when 

they go to the doctor, but that they may not be prepared to adopt the biomedical 

ideology that accompanies the medication.  For example, Vietnamese people may be 

willing to take the medicine to treat the symptoms but not adopt the biomedical ideas of 
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an underlying process or condition (ibid).  According to Tung (1980) people have great 

faith in the curative powers of biomedicine, and the doctors themselves are held in high 

regard, and often not questioned, as is also the case with practitioners of Chinese 

medicine (Maciocia, 1994).   

Chinese medicine focuses on increasing the resistance of the body to illness rather 

than killing pathogens (Jewell, 1983).  In Vietnam, folk remedies reflect the traditional 

Chinese philosophy and principles of the need to balance complementary elements, 

especially hot and cold, as part of maintaining resistance to illness.  Generally the 

concept of hot and cold is understood to some extent within most families, and people 

consult family and friends and exchange information when illness occurs (Manderson 

and Mathews, 1985; Marr, 1987).  Even people who regard folk remedies as not 

relevant to them tend to use folk knowledge to some extent when they are ill, or in a 

state of vulnerability, such as after childbirth or in old age (Nguyen et al., 1999).  A 

person can become ill when there is a lack of harmony, which can come about through 

external forces, such as too much wind or an imbalance in hot/cold foods, or internally, 

such as through too much worry.  Chinese and folk medicines also recognise a link 

between personal behaviour and health and illness: a lack of balance and moderation, 

such as by over-working, strong emotions or a lack of exercise, can lead to imbalances 

in the body and result in illness.  In Vietnam, folk treatments involve the use of herbs, 

dietary changes and practices such as cupping (Jewell, 1983; Marr, 1987; Tung, 1980); 

the more exotic the treatment, the more miraculous are its curative properties regarded 

to be (Tung, 1980).  Vietnamese people are reported to be generally reluctant to claim 

concessions, or adopt the acute sick role, when they are ill (Marr, 1987; Stephenson, 

1995; Tung, 1980). 

An example of how the various medical systems influence lay people’s 

understandings of illness is shown in Nguyen et al. (1999) investigation of the 

perceptions of tuberculosis (TB) amongst Vietnamese people in Vietnam.  They found 

Vietnamese people recognised more than one type of TB.  Hereditary TB (lao truyen) 

was viewed as being passed down through the family, and was used to account for TB 

in children or in women who do not leave the home often.  Physical TB (lao luc) was 

considered to be the result of hard work, as hard physical labour leaves a person weak, 

and therefore susceptible to TB.  This TB was viewed as affecting mainly men, because 

it is due to physical labour, which is men’s work.  Mental TB (lao tam) can be caused 

by ‘too much worrying’, and so women are more affected by this TB, as they were 
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perceived to be more likely to worry, especially about their family.  None of these three 

types of TB were considered to be contagious.  Finally, lung TB (lao phoi) was viewed 

as being caused by TB germs.  This fourth type of TB is very like the biomedical model 

of TB, in that people recognised lung TB as dangerous, contagious, and infectious 

through the respiratory tract from one person to another.  Men were viewed as being 

more at risk for lung TB, because they spend more time outside the home, at work and 

socialising (ibid). 

People recognised risk factors for TB, including exposure to environmental 

pollution, and the post-natal period, because a woman is weaker after childbirth, and 

therefore in a state of vulnerability.  While only lung TB was considered contagious, in 

practise, most TB patients, regardless of the type of TB, were isolated by the 

community, as was the rest of the family.  TB types were closely related to the different 

roles men and women have in the family and society: men are vulnerable to TB due to 

hard work and women because of worry about their family.  Participants felt older 

people in rural areas were more likely to hold traditional beliefs about TB, yet some 

urban dwellers and young people interviewed also used the traditional understandings of 

the four types of TB.  The researchers found no major differences between men and 

women or people from the North and South in understandings of TB (Nguyen et al., 

1999). 

 

5.4.2  Vietnamese immigrants in Australia 
 

There have been three significant waves of migration by Vietnamese people to 

Australia: the refugees fleeing war in the 1970s, relatives of the refugees arriving in the 

early 1980s, and family reunions by the late 1980s.  By 2001 there were over 150,000 

Vietnamese people in Australia.  Seventeen percent of Vietnamese people were 

unemployed, compared with a national rate of approximately 7%.  Over 50% of the 

Vietnamese people who were employed were in semi- or unskilled work (DIMIA, 

2004b).   

Some researchers have expressed concern that traditional health beliefs may result 

in people not using biomedical solutions for their health (HDWA, 1989; Jenkins et al., 

1996).  There is evidence to suggest that some Vietnamese immigrants in Australia 

know, and use, some folk remedies: for example, green oil for minor ailments, such as 

headaches (Easthope, 1989).  Some Vietnamese people are reported to have retained 

extreme faith in the power of biomedicine (ibid).  Behaviour during pregnancy and 
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confinement is one area where traditional customs, such as the hot/cold nomenclature, 

appear to be used more extensively by Vietnamese immigrants in Australia (Manderson 

and Mathews, 1985).   

In Canada, Stephenson (1995) found that Vietnamese people used the hot/cold 

concepts in assessing the cause and cure of illness, but that it is not simply a matter of 

using biomedicine or traditional medicine.  Biomedicine was favoured for infections, 

and acute conditions, while traditional medicine was favoured for digestive problems, 

colds and influenza, insomnia and chronic conditions.  Some people did not use 

biomedicine and folk remedies together, while other people did.  Traditional medicine 

was viewed as providing more permanent cures, and as generally being safer to use.  

Some people also altered the dosage of the biomedicines they received, because they 

viewed themselves as being ‘smaller’ than European people, and hence felt they 

required less of the dose.  Even people who said they did not use traditional medicines, 

tended to use the hot/cold nomenclature, and were guided by traditional concepts in 

using biomedicine.   

On the whole, in Western societies, researchers have found the greatest barriers to 

immigrants using health services are in fact structural not cultural, such as low incomes 

and unemployment; language barriers; and non-familiarity with the services that are 

available, and how to access them (Anderson et al., 1995; Jenkins et al., 1996; Salant 

and Lauderdale, 2003; Lock, 1990; Stephenson, 1995).  Studies suggest this might also 

be the case for Vietnamese immigrants in Australia (Easthope, 1989; Lindsay, 1991). 

Lindsay (1991) conducted a survey of Vietnamese people and their use of the 

largest children’s hospital in Western Australia.  He concluded Vietnamese people were 

using the hospital successfully, and that people generally relied on biomedicine to treat 

their children.  When they did use folk remedies, it was commonly in conjunction with 

biomedical treatments.  The most significant problem people faced in using the hospital 

was the language barrier: parents had trouble communicating with non-Vietnamese 

speaking health care workers.  Yet, people were still happy with the service they 

received.  The Vietnamese people were under-utilising the hospitals ancillary services, 

however, most notably the provision of social workers to families of seriously ill 

children.  The Vietnamese people reported that they did not even know these services 

were available.  Welfare services that are available to people in Australia generally rely 

on people taking action to find them (Martin, 1981).   
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Efforts to address problems for the Vietnamese, and other NESB migrants, 

generally involve providing information in the native language of the migrants and 

educating health care workers in the culture of the people they are encountering (Julian 

and Easthope, 1996:110; Lindsay, 1991; Stephenson, 1995).  For example, Lindsay 

(1991) suggests information be provided to people about the services available to them 

in the their own language, and that the children’s hospital go to greater efforts to have 

translators available to NESB parents.  Being able to communicate freely is particularly 

important in a medical exchange, so a person needs to speak their own language, as it 

can be a challenge to fully express oneself in a second language learnt in adulthood 

(Lock, 1990).  Translation requires more than just interpreting words; it also involves 

translating across cultural models and values as well (see Julian and Easthope, 

1996:110).  Ungar (1995) argues that Vietnamese migrants in Australia, coming from a 

collectivist culture, are especially focused on the importance of working hard for their 

family, such that the notion of health cannot simply be understood in terms of the 

physical well-being of the individual, but is tied to his/her contribution to the family, 

and the overall well-being of the family.   

In Perth, government services are available for migrant people.  One community-

based service is a government funded multicultural centre (ISHAR) available to 

immigrant women in Perth.  The centre is based in a suburban area with a high 

immigrant population (ABS, 2001d).  It offers services to women in their native 

language, and endeavours to be culturally and religiously sensitive.  It also provides 

biomedical information on health promotion and health care concerns, especially 

focused on women’s health.  It is unclear how widely used is this service.   

 

5.5  COMMON GROUND: SOMATISING SUFFERING 

 

Any area of human distress is generally medicalised to some degree in Australian 

society (Julian and Easthope, 1996:120).  Yet it is not as simple as suggesting doctors 

are controlling people or the discourse on suffering in Australia.  Wearing (1996) argues 

patients rely on doctors for assistance, and often want to medicalise their suffering.  

Making their conflicts and daily suffering into a medical condition gives people some 

respite from the stress or conflict of their family or work environment (de Swaan, 1990 

in Wearing, 1996).  Personal conflicts and social controversies, in being redefined as 

medical issues, allow the weakest participants to have their needs met.  Medicalising 
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suffering gives it legitimacy, because biomedicine is presented as “neutral” and “free of 

moralistic rhetoric”: the person is given permission to feel their pain, without the fear of 

being blamed for their suffering and therefore unentitled to support (Lock, 1990:250).   

Parsons and Wakeley (1991) found that Australians somatise their suffering, in 

this case pain from relationships, often unbeknown even to themselves.  They 

interviewed people who had gone through distressing relationship experiences.  Many 

people reported having physical symptoms at the time (eg headaches, chest pain, 

diarrhoea), some quite dramatic (paralysis, numbness), that dissipated at the completion 

of the distressful event.  People did not generally seek medical help for their physical 

symptoms. 

In Australia, distress is viewed as a psycho-emotional experience, unconnected to 

physiological symptoms.  The person is expected to constrain their emotions and to fail 

to do so is a sign of weakness (Parsons and Wakeley, 1991).  This division between 

mind and body is reflected in lay and medical discourses.  To discuss the psychological 

dimensions of illness is to call into question the moral or mental capabilities of the 

person, who risks being labelled a ‘hypochondriac’ or neurotic (ibid).  In the ABS 

(2001b) survey, 10% of people reported having some mental illness or behavioural 

problem, approximately the same number as have asthma.  Yet, Donovan et al. (1998) 

found Australians did not consider mental health to be a priority area for health 

promotion; although, it was listed as a priority in the “National Health Goals and 

Targets for Australia” (Nutbeam et al., 1993). 

Researchers have reported that Vietnamese people, like other Asian communities, 

express particular shame with regard to mental illness, and in expressing painful 

emotions including anxiety and anger, so Vietnamese people are more likely to somatise 

their distress than express it directly (Eyton and Neuwirth, 1984; Hopkins et al., 1989; 

Julian and Easthope, 1996:106-109).  People may not seek help directly for their 

emotional suffering, such as depression, but rather seek help for a physical complaint, 

which is a more acceptable medium to express distress.  For example, Stephenson 

(1995) argues the Vietnamese link depression with the heart, which is viewed as the seat 

of emotions.  So instead of referring to feelings of depression, as a European-Australian 

person might, Vietnamese people may complain of a physical pain, for example, in and 

around their heart or chest.  In addition to having different symptoms, they may also 

seek out different treatments for their condition, such as massage or acupuncture instead 

of counselling (Julian and Easthope, 1996:104). 
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5.6  ASTHMA IN AUSTRALIA 

 

5.6.1  Prevalence and mortality of asthma 
  

In Australia, it is estimated that 9-10% of adults and approximately 20% of 

children have asthma (Beilby et al., 1997; NAC, 2004a; NHMRC, 1997).  These 

estimates have not changed for adults since the early 1990s (NAC, 1993); although, 

recent studies suggest there may be some decrease in the percentage of children, from 

27% to 20% (Robertson et al., 2004).  Asthma is one of the most common chronic 

health problems in Australia, and one of the most common reasons for consulting a 

general practitioner (Abdulwadud et al., 1999; Woolcock et al., 2001).  In Western 

Australia, there do not appear to be any major differences in the prevalence of asthma 

between men and women, or based on occupation, (ABS, 1991), or geographical area 

(Asthma Foundation, 1992a). 

The prevalence of asthma in Australia is amongst the highest in the world (Jones 

et al., 1991; NHMRC, 1997).  The NHMRC (1997) report that asthma occurs at a lower 

rate in Asian migrants to Australia, but their children born in Australia, tend to have 

rates that are comparable with the general community (approximately 20%).  By 

country of birth, the ABS (1991) estimate that, within Australia, 4.5% of people born in 

south-east Asian countries have asthma.   

Statistics for Vietnamese people are scarce.  The Asthma Foundation (1995) 

estimate that the rate of asthma for the Vietnamese people in Perth is comparable to the 

rate amongst people of European descent, and much higher than that found amongst 

people living in Vietnam.  While the prevalence rate of asthma in Vietnam is unclear, 

Leung and Ho (1994) conducted a study amongst high school students in other Asian 

countries.  They found prevalence rates of 6.6% in Hong Kong, 3.3% in Kota Kinabalu 

(Malaysia) and 1.6% in San Bu (China).   

An increased prevalence of asthma upon migration to Western countries has been 

reported for several migrant groups, and this trend applies to Australia (see Leung, 

1996; Waite et al., 1980).  Leung (1994,1996) found that immigrants from south-east 

Asia reported higher rates of hayfever and asthma after arrival in Australia, rates that 

increased with the duration of residence in Australia.  In the study, 9% of adult 

respondents reported having a wheeze in the previous twelve months, and 14% reported 

having had a wheeze or asthma at some time in their lives (Leung, 1994). 
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During the 1970s-80s there was a world-wide increase in the number of deaths 

from asthma, with the highest rates of death occurring in Australia and New Zealand 

(Jackson et al., 1988; Woolcock et al., 1988).  The Asthma Foundation (1992b) reported 

that in 1990 there were 823 deaths from asthma in Australia.  The number of deaths 

from asthma has steadily declined since then, such that by the year 2002, 397 people 

died from asthma in Australia (NAC, 2004a).  The decrease in deaths due to asthma is 

considered to be associated with improved medications, especially the use of 

corticosteroids; more knowledge about the condition (Sears, 2001); and the work done 

on improving management and providing education programs for people with asthma 

(Sears, 1991; Woolcock et al., 2001).   

Up to 60% of the asthma deaths that occur in Australia are considered to be 

associated with preventable factors, many of which are associated with the person with 

asthma (Bauman et al., 1992; Gibson and Boulet, 2001; Woolcock et al., 1988).  These 

preventable factors include environmental pollution; psychosocial features, such as 

denial or depression; the under-estimation of the severity of asthma by people with the 

condition; and the inadequate management of the condition, such as by the reliance on 

reliever medication rather than using preventive measures, and delays in seeking help 

(Abramson and Bowes, 1991; Bousquet and Michel, 1991; Gibson and Boulet, 2001; 

Innes et al., 1998; Woolcock et al., 1988).   

 

5.6.2  The National Asthma Council 
 

The National Asthma Council (NAC) is a non-profit organisation made up of 

physicians specialising in asthma; pharmacists; and representatives from Asthma 

Foundations in Australia, who represent lay people with asthma and their carers.  The 

Council was created following the ‘National Asthma Campaign’ program in the late 

1980s.  The aims of the NAC are to reduce the prevalence, morbidity and mortality 

from asthma, to reduce the social and economic impact of the condition in the 

community and to improve the overall health and quality of life of people with asthma 

and their carers (NAC, 2004a; NHMRC, 1997).  To achieve these goals, and improve 

the management of asthma, the National Asthma Council produces guidelines (3+Plan) 

for medical practitioners and patients to assess and manage the illness in partnership 

with each other (NAC, 2004b, 2002; Woolcock et al., 1989).   

A central part of the guidelines is the “The Six Point Asthma Management Plan” 

(AMP), which is designed for the daily care of asthma and for the care of acute episodes 
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of the condition (Beilby et al., 1997; NAC, 2002).  The Asthma Management Plan 

involves the following steps: 

1) the assessment of the severity of asthma;  

2) monitoring the condition;  

3) identifying and managing trigger factors;  

4) using medication;  

5) developing a written Action Plan for times of acute episodes; and  

6) education and review of the plan (NAC, 2002).   
 

The AMP is specifically designed for practitioners to negotiate and teach their 

patients in one on one consultations (NAC, 2002).  While, an important step in the plan 

is to educate people in the management of their asthma, some doctors have expressed 

concern that they do not have sufficient time or knowledge to teach their patients 

(Beilby et al., 1997; Ruffin et al., 1999).  To this end, the NAC now recommend GPs 

refer their patients to asthma educators (Fardy et al., 2004).  The educators are health 

care workers, often nurses, trained to educate people in the correct management of their 

asthma, according to the NAC management plan.  According to Fardy et al. (2004) it is 

recommended people spend at least three hours over six weeks with an asthma educator 

learning how to manage their condition.   

The basic content of the AMP is shared by education programs run for groups of 

people, such as those run through hospital clinics or the Asthma Foundation (Asthma 

Foundation, 2004; Chapman et al., 1994; Thompson, 1993).  According to the literature, 

the key steps in education programs for people with asthma include the following:  

1) information about the basic physiology of asthma and the nature of the 

disease, including stressing that there is an underlying inflammation with 

asthma, and that, while there is no cure for this, normal living is possible with 

good management (Barnes and Godfrey, 2000; Chapman et al., 1994; 

Cockcroft, 2001);  

2) information about trigger factors, such as how to recognise them and how to 

minimise exposure to them (Boulet et al., 1994; NAC, 2002);   

3) a discussion of medications, including that there are preventive and reliever 

medicines, how they work, their potential side effects, the importance of using 

preventive medication (steroids) all the time, and good inhaler technique 

(Campbell et al., 1994; Clark and Starr-Schneidkraut, 1994; NAC, 2002); 



 99

4) explanation of ideal control, such as what this is, and how to recognise a lack 

of control, and how to monitor the condition, such as with the use of a peak 

flow meter (Chapman et al., 1994; Gibson and Boulet, 2001); 

5) information about what to do during an exacerbation, for example varying 

medication dosages, and at what point medical help should be sought (Boulet 

et al., 1994; Gibson and Boulet, 2001); and 

6) the importance of the patient “taking continuing responsibility” for his/her 

asthma, and the need to be active in self-management, needs to be stressed to 

participants (NAC, 2002:Step 6). 
 

Researchers argue that providing information only in education programs is not 

sufficient to change people’s behaviour and improve management (Clark and Starr-

Schneidkraut, 1994; Gibson and Boulet, 2001) or compliance (Tettersell, 1993).  It is 

considered important to teach people how to monitor their condition, such as by 

showing them how to use a peak flow meter and how to use their inhalers correctly.  It 

is recommended Action Plans, provided specifically for exacerbations, need to be 

written down, not just given verbally (Douglass et al., 2002; Gibson et al., 1995; NAC, 

2002).   

Practitioners are encouraged to stress that asthma is not a psychological disorder 

(Boulet et al., 1994), and to discuss with people their health beliefs so that 

‘inappropriate views’ can be changed (Bauman et al., 1992; Chapman et al., 1994; 

Clark et al., 1993).  The family of the patient may also be included in discussions about 

managing asthma, and reducing the social conflict that may occur, particularly in times 

of exacerbations (Campbell et al., 1994; Clark and Starr-Schneidkraut, 1994). 

Regular review by the doctor is also regarded as an important part of the 

successful management of asthma (Chapman et al., 1994; Gibson and Boulet, 2001; 

NAC, 2002).  Review includes counselling the patient on problems they may be having 

with their medication use, updating Action Plans and inhaler use, and dealing with 

anxiety and psychological problems associated with asthma and its impact (Gibson and 

Boulet, 2001).   

The success of an education program is assessed by improvements in the 

following areas:  

• lung functioning; 

• the use of health care services, such as how often a person attends hospital; 
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• the degree of patient behaviour change, especially their actions during 

exacerbations and with inhaler technique; and 

• morbidity measures, such as days off work, and factors that are important to 

the patient, such as his/her perceived level of control, anxiety levels and 

impact on quality of life (Boulet et al., 1994; Richards and Hemstreat, 1994). 
  

Within Australia, there is evidence to suggest that in treating asthma doctors do 

not always follow the guidelines handed out by the NAC: for example, they may be 

inclined to tolerate more symptoms than is recommended by NAC guidelines (Kemp, 

1993).  Respiratory specialists, in particular, may be less likely to use the AMP (Beilby 

et al., 1997).     

 

5.6.3  The use of the Asthma Management Plan in Australia 
 

Studies have reviewed the use of the AMP in Australia.  Beilby et al. (1997) 

found 46% of a sample of 307 people had a management plan, and 39.5% had an Action 

Plan for what to do in times of exacerbation.  Seventy-one percent of the people 

surveyed were considered to have good management.  Good management did not vary 

by the sex, age, geographical location of the patient or the severity of the illness, but 

was linked to people having regular access to the same doctor.  Only 41% of people 

who attended a respiratory specialist had an Action Plan.   

Ruffin et al. (1999) found, in 1996, that 33% of the people they surveyed in South 

Australia owned a written Action Plan (ie a plan for what to do during acute 

exacerbations of their asthma).  They found that age, sex, migrant status, education level 

and socio-economic status made no significant difference to the likelihood of possessing 

an Action Plan.  Some people did report having unmet needs for information from their 

GP.  Having a plan was associated with regular steroid use, having a good 

understanding of asthma and enough information, and owning a peak flow meter.  By 

2003, however, estimates suggest the use of the written Action Plan may have fallen to 

as low as 20% of people with asthma (Wilson et al., 2003). 

Douglass et al. (2002) argue that the Asthma Management Plan is devised from 

the medical perspective, only.  They found 29% of a sample of 62 people had a plan, 

and these people viewed it favourably and used it.  Fifty percent of people did not have 

an Action Plan, but did have their own plan of action, and many of these plans were 

considered to be “medically credible” by the researchers (ibid, p1004).  People who did 
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not have a plan argued that they did not have one primarily because their doctors had 

not provided them with one.  The researchers found that the knowledge of asthma did 

not differ between those who had a plan and those who did not. 

The NHMRC (1997) argue that there is a need to target ethnic groups with 

management plans.  While few such studies have been reported to date, one study has 

been conducted on efforts to provide individualised education programs to children with 

asthma and their families in a “culturally and linguistically diverse population” in 

Melbourne.  The researchers reported that the tailored education programs had success 

in reducing the admissions to hospital, increasing adherence to medication regimens and 

creating improvements in a “range of quality of life issues” (O’Neill et al., 2002).  In 

1995, the Asthma Foundation did a trial providing education to Vietnamese people in 

Perth, in the form of written information in Vietnamese (Asthma Foundation, 1995; 

McKimmie, 1995).  By 2004, such ethnically-specific programs were not available 

through the Asthma Foundation website (Asthma Foundation, 2004). 

Use of the AMP does appear to be associated with improved self-management of 

asthma, that is, the ability to care for asthma according to the instructions in the plan 

(Allen et al., 1994; Comino et al., 1994).  Use of the plan has also been associated with 

improvements in health outcomes (Yoon et al., 1993; Comino et al., 1996); although, 

the exact nature and extent of this improvement is unclear (Allen et al., 1994; Gibson et 

al., 2000; Walters et al., 2003).    

 

5.7  SUMMARY: HEALTH CARE IN AUSTRALIA 

 

Australian is a Western nation, with the accompanying notions of individualism 

and a capitalist economic and social structure.  Individualism is tempered by a desire for 

government provided services, including welfare and universal health care.  Bodily 

integrity is an important cultural value in Australia (Bennett et al., 1999). 

By world standards, Australians are relatively healthy, in terms of longevity and 

infant mortality, with the noteworthy exception of indigenous Australians.  Health status 

also differs by class, age and ethnicity.  There is a universal health care system in 

Australia (Medicare) that provides basic medical services to all Australians.  Health care 

is dominated by biomedical theory and practice, and the dominant cultural style and 

values of European Australia.  NESB migrants face particular difficulty accessing health 
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care, not just because of the cultural differences, but especially due to the social 

conditions they face, including poverty and the language barrier. 

There is a growing recognition worldwide of the need to develop holistic 

approaches to health care and public health (WHO, 1986).  Part of public health is 

health promotion, which in Australia is provided by governments and is used to address 

some of the structural causes of illness, such as pollution, and particularly to provide 

messages to people to adopt healthy lifestyles and certain health behaviours.  Lay 

people in Australia are generally aware of these messages, but may not necessarily be 

changing their behaviours to match the guidelines.  The health promotion messages that 

are presented in Australia are generally culturally homogeneous, such that they may 

exclude people from collectivist cultures, including some migrants and indigenous 

Australians. 

In Vietnam, health care is pluralistic, and people have several options they can use 

when they are ill.  People speak about illness with each other, and use folk remedies, 

based on the Chinese medical worldview of hot and cold, and restoring balance in the 

body to build resistance to illness.  Biomedicine is available, but access is generally 

limited to those who are wealthy and living in urban areas.  Vietnamese people are 

reported to have great faith in the curative powers of biomedicine, and great respect for 

doctors, but do not necessarily adopt the theory that underpins the biomedical treatment 

options (Tung, 1980).   

In Australia, Vietnamese people face challenges with health care that are common 

to people from NESB backgrounds, and those who arrive as refugees, especially over-

coming the language barrier to access services (Easthope, 1989).  There is evidence 

Australians and Vietnamese people share in common the tendency to sometimes 

somatise their distress. 

Australia has high rates of asthma: approximately 10% of the adult population is 

affected.  Care of asthma in Australia is governed by the NAC, who provide an ‘Asthma 

Management Plan’ (AMP) for doctors and patients to manage the condition.  This plan 

forms the basis of many education programs for people with asthma.  The AMP is 

devised from the perspective and logic of biomedicine, and the success of the plan is 

measured in these terms, including lung function and use of health care services.  Use of 

the plan is associated with improvements in the care of asthma, health outcomes and 

patient quality of life.  Current estimates are that 20% of Australians have a written 

Action Plan.   



CHAPTER 6 

 

STUDY RATIONALE AND AIMS  
 

6.1  WHY DO AN ANTHROPOLOGICAL STUDY OF LIVING WITH ASTHMA? 

 

The biomedical treatment of asthma involves a complex management regimen, 

which requires a great deal of decision-making on the part of the person with the 

condition.  In Australia, the National Asthma Council (NAC) recommends the use of 

the “Six Point Asthma Management Plan” (AMP) (NAC, 2002).  This plan is designed 

to assist doctors and people with asthma in the daily care of the condition, and in 

knowing how to recognise and act during acute episodes.  A recent estimate suggests 

20% of Australians have a written Action Plan (Wilson et al., 2003).  Medical 

researchers consider this to be a disappointingly low figure (Walters et al., 2003).  To 

date, the AMP has been devised from the biomedical perspective, only (Douglass et al., 

2002).  Accordingly, success is largely measured in biomedical terms, such as by 

improvement in lung function, reduced need for health care services and the patient’s 

perception of control (Boulet et al., 1994). 

In Australia, biomedical researchers have only recently begun to study the lived 

experience of asthma of those with the condition (Douglass et al., 2002; Goeman et al., 

2002), and there have been calls for more qualitative studies to be conducted 

considering the patient’s perspective of asthma (Ruffin et al., 1999).  Social scientists 

are well positioned to undertake studies of the experience of living with illnesses, 

including asthma.  By having a greater understanding of people’s lived reality, it may be 

possible to make improvements to health care services for people with asthma, in 

particular, asthma education programs and the AMP.  One objective of this study is to 

explore people’s experience of living with asthma in an effort to assist in improving 

services, and education programs in particular, for people with asthma. 

The experience of chronic illness has not been widely studied by medical 

anthropologists in Australia: in particular, no studies appear to have been conducted 

exploring the experience of living with asthma.  This study aims to make a contribution 

to the body of work in medical anthropology addressing the personal experience of 

chronic illness and the socio-cultural forces that shape this experience.  Lay people’s 
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conceptualisation of health is another focus of this study, as the experience and 

conceptualisation of illness is entwined with understandings of health. 

 

6.2  CHOSEN PARTICIPANTS 

 

Asthma is a very common chronic illness throughout Australia, with 10% of 

adults affected by the condition (NAC, 2004a).  Because it is such a common disorder 

people living with asthma from the general Australian population became the initial 

target population in this study.  The general community are also the target audience for 

asthma education programs and health promotion campaigns.  The spouses of some of 

the Australian participants were also included in this study, to gain insight into their 

experiences of asthma, their role in caring for their partners’ illness and their 

understandings of health. 

A previous study with Vietnamese-Australians provided the initial impetus to do 

this study.  When investigating the food habits of Vietnamese migrants, some people 

commented that asthma was more common amongst Vietnamese people in Australia 

than it had been in Vietnam (Murphy, 1990).    It became a topic of interest to see how 

people who are recent migrants, from an Asian collectivist culture, faced with the social 

challenges of being non-English speaking migrants, might react to and care for asthma 

when faced with it anew or for the first time in this new country.  In addition, the 

Vietnamese people’s understandings of health were of interest.   

A third group of participants were the health care practitioners who treated the 

participants with asthma.  How the practitioners understood asthma and their 

approaches to treatment were of interest, in part, because their views impact on the 

understandings of the lay people who consult them.  In addition, the biomedical 

practitioners are generally a primary source of biomedical education for people with 

asthma. 

 

6.3  METHODS USED IN THIS STUDY 

 

The heuristic tools of explanatory models and cultural models were used in this 

study.  Using models is one way to depict understandings of health and illness.  By 

exploring the models people have of asthma it is possible to gain insight into the 
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experiences they have and the decision-making processes they go through in caring for 

their condition.     

The methods of inquiry were quantitative, in the form of questionnaires, and 

qualitative, semi-structured interviews that included narrative accounts.  Using 

questionnaires reveals aspects of the experience of asthma that might differ for people 

based on demographic features and illness severity: for example, is there a relationship 

between the degree of illness debilitation and treatment choices?  The questionnaires 

also facilitate access to people from the general Australian (Perth) community.  The 

interview participants were then drawn from this sample.   

Semi-structured interviews were used because they allow people to direct the 

conversation to topics they regard as important, and allow the ambivalence and 

contradictions that are a part of everyday reality to be captured.  Interviews also provide 

a means to explore the inner logic and practical reasoning of the decision-making 

processes people go through, and reveal the meaning an illness has in people’s lives. 

 

6.4  AIMS OF THIS STUDY 

 

This study is aimed at contributing to the growing body of work in medical 

anthropology that considers the experience of chronic illness in large culturally 

heterogeneous societies.  Further, as part of the growing multi-disciplinary approach to 

health care, this study is aimed at assisting in advancing asthma education programs in 

Australia.  

The particular aim of this study is to explore the experience of asthma, and 

concepts of health, for people living in an Australian city.  The focus of this study can 

be divided into three areas: explanatory models; cultural models; and the implications of 

this study, for health care and medical anthropology. 
 

1.  Explanatory models of asthma   

(a) The explanatory models (EMs) of the general practitioners and respiratory 

specialists are considered, specifically, to investigate whether the information and care 

they provide to their patients matches the biomedical model that is disseminated by 

asthma researchers. 

(b)  The explanatory models of the lay people (Australian and Vietnamese people) 

are presented, alongside the clinicians’ EMs of asthma, and the biomedical model of 

asthma, derived from the literature.  Specific reference is made to the decision-making 
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processes people go through when caring for their illness on a daily basis and during 

acute episodes.  The particular challenges Vietnamese people face stemming from their 

position in society as non-English speaking migrants are also explored. 
 

2.  Cultural models of health and asthma as a chronic illness   

(a)  The Australian model of health is outlined, based, primarily, on the interviews 

with the Australian participants (ie people with asthma and their spouses).  Of particular 

interest is how health promotion messages have impacted on people’s values and 

models of health.  A model of health for the Vietnamese people is also considered, and 

the influence of Australian health promotion on this model is explored, and compared 

with the model of the Australians. 

(b)  An Australian cultural model of asthma as a chronic illness is presented, for 

the Australian lay people (ie people with asthma and their spouses) and Australian 

doctors (the doctors in this study and biomedical researchers).  A cultural model of 

asthma as a chronic illness is also explored for the Vietnamese participants.  The socio-

cultural factors that underpin these models, and shape the experience and care of asthma 

and health, are also considered. 
 

3.  Some implications for health care and medical anthropology 

The findings of this study are used primarily to formulate two education programs 

tailored for Australians and Vietnamese people living with asthma.  These programs are 

intended to be inclusive of the lived reality of people and the practical reasoning they 

use as they care for asthma on a daily basis and during exacerbations.  In addition, some 

implications of the findings of this study for medical anthropology are considered. 

 



CHAPTER 7 

 

METHODS  
 

7.1  INTRODUCTION 

 

The approach taken in this study included both quantitative (questionnaires) and 

qualitative (semi-structured interviews) techniques.  The targeted population was 

Australian adults with asthma, living in the city of Perth, Western Australia.  Some 

spouses of the Australian participants were interviewed to consider their experience of 

asthma, and specifically their role in caring for their partners’ asthma.  Interviews were 

conducted with a smaller number of Vietnamese immigrants, living in Perth, with 

asthma.  All Australian and Vietnamese lay participants were asked about their 

explanatory models of asthma and their perspectives on health.  Health care 

practitioners, both biomedical and complementary (CAM), were interviewed to 

investigate their explanatory models of asthma.   

The University of Western Australia’s Ethics Committee granted ethics approval. 

 

7.2  THE QUESTIONNAIRE 

 

When researching living with asthma, questionnaires have been the standard 

approach used to explore the knowledge and attitudes of large numbers of people, in 

Australia (eg Brodalka et al., 1990; Rubinfeld et al., 1988), and so a questionnaire was 

devised with the aim of adding to this pool of knowledge.  In addition, the questionnaire 

provided access to people from across society, from which the interview participants 

could be recruited.       

  

7.2.1  The content of the questionnaire 
 

The questionnaire was designed to explore the experience of asthma.  Questions 

addressed the nature of the illness, the treatment options, and the overall impact asthma 

had on a person’s life.  With permission from the author, some questions were used 
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from Rubinfeld’s et al. (1988) medical questionnaire.  In addition, suggestions by local 

researchers, and a pilot group (see below) shaped the final form of the questionnaire. 

There were six sections in the questionnaire, covering a broad range of variables: 

the nature of the illness; the causes and triggers of asthma; treatments used; people’s 

relationship with their GP; the emotional impact of asthma; and demographic features.  

There was room at the end of the questionnaire for people to add comments, and to 

provide their address if they wanted a summary of results.  At the end of the 

questionnaire, there was a question asking if the respondent would be willing to 

participate in an interview (Appendix 1). 

Many of the questions involved the use of Likert scales, where the respondent is 

asked to assign an answer to a number on a scale (McDowell and Newell, 1986).  Likert 

scales were chosen because they gave the opportunity for the strength of opinion to be 

gauged, and a greater variety of statistical tests to be used, as Likert scales create 

ordinal data.  Allowing for a range in responses is particularly suited to a disorder like 

asthma, which has a range of severity and impact, both between and within individuals.  

The extremes of the scales (1-7) were chosen on the basis of standard health 

questionnaire procedures (ibid) and consultation with a medical researcher familiar with 

the use of questionnaires for people with asthma (Landau per. comm.).   

The pilot test of the questionnaire was conducted with thirteen people with 

asthma.  All of these participants were known to the researcher.  Some word changes 

and questions were included as a result of these tests. 

The questionnaire was targeted at people over the age of 16 years, who lived in 

the urban area of Perth, covering a range of illness severity, and diverse backgrounds 

and demographic features, including sex, age, income, occupation and ethnicity.  Rural 

people were omitted, however, largely because of the logistical difficulties of accessing 

these communities.  The questionnaires were distributed in 1992-1993.   

 

7.2.2  Questionnaire respondents 
 

The questionnaire respondents were recruited through several sources: 

(i) The Asthma Foundation in Perth provides biomedical information, advice and 

education services to people in the community who have asthma or care for someone 

who does (see Asthma Foundation, 2004b,c).  The Foundation periodically mails out 

newsletters to people who have participated in an education program or requested 
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information from the Foundation.  They agreed to mail out the questionnaire to the 900 

people on their mailing list. 

(ii) Medical practitioners from across the Perth metropolitan area were contacted 

by telephone and asked if they would assist the study by handing out questionnaires to 

their patients, and by participating in an interview.  Fourteen general practitioners (GPs) 

were approached and nine agreed to participate.  Four respiratory specialists were 

contacted and two agreed to participate.  The following year (1993), three more GPs 

were recruited.  In total, twelve GPs handed out the questionnaires, as did two 

specialists. 

Seven complementary and alternative therapists (CAM) agreed to hand out 

questionnaires to their clients.  Six of these practitioners were Australians, using 

naturopathic approaches, in the main, with one homeopath and one chiropractor as well.  

One CAM practitioner was a Chinese herbalist, and recent migrant to Australia from 

China, and he also agreed to hand out questionnaires. 

All the practitioners were given reminder phone calls restating the request to hand 

out questionnaires, each month for three months after recruitment.   

(iii) Social networking also provided a small number of questionnaire 

respondents, recruited through people known to the researcher. 

 

7.2.3  Analysis of the questionnaires 
 

Questionnaires were omitted from analysis if the respondent was under 16 years 

of age, lived outside the Perth metropolitan area, or identified him/herself as not having 

asthma. 

The data from the questionnaires was analysed using the SPSS computer software 

package (version 4.0: Norušis, 1988).  There were three types of questions that required 

coding: nominal data, such as sex or religion; ordinal Likert scale questions; and 

nominal open-ended questions.  When a question was not relevant (N/A) it was coded 

as ‘0’.  For questions with nominal data (such as sex), the number corresponding to the 

answer in the questionnaire was used (male 1, female 2).  For the questions with Likert 

scales, 1-7 corresponded to the number on the scale, ‘8’ was used for “don’t know” and 

‘9’ for missing data.  For open-ended questions, the answers were assigned a category 

that had a number.  For example, for the question “What do you dislike most about 

having asthma?”, if the person answered “not being able to go diving or running”, this 
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would be placed in the category of ‘lifestyle restrictions’, which was coded as ‘1’.  Up 

to two answers were included for each respondent within each open-ended question. 

The frequency data was computed for each question, including the numbers of 

respondents who gave a particular response and the percentages for each answer, and 

the number and percentage for each number on the Likert scales.  Pearson chi-square 

analyses were calculated between dependent and independent variables (ie responses to 

questions) to test whether the observed frequencies might be expected, due to chance.  

Several chi-square analyses were conducted to identify potential associations between 

the nature of the illness (symptoms, perceived seriousness, perceived knowledge), 

causes, treatments and emotional impact, each as the dependent variable, and all 

demographic features as the independent variables. Chi-square were also performed to 

review associations between variables that describe the illness and the experience of 

having asthma, such as perceived cause against treatments used; perceived seriousness 

against reported debilitation or whether a person has done an education program for 

asthma; reported symptoms with treatments used; and reported emotions with perceived 

causes, debilitation and perceived seriousness.   

When questions with Likert scales were used the numbers were condensed to 

reduce the number of cells in the chi-square analyses.  Generally the numbers were 

grouped as 1-2; 3-5; 6-7.  For example question eleven (a-h) addressed perceived causes 

of asthma, and was condensed such that 1=1, 2 to 4 = 2, 5 to 7 = 3.  In this case, as 

circling one was an absolute answer (‘no effect’), 2-4 denoted a ‘mild effect’ and 5-7 

indicated the person thought the variable under question (such as genes or smoking) had 

a ‘strong effect’.   

The associations from the questionnaire data that appear in the findings of this 

study are chi-square analyses; the significance level was set at 0.05 or less.  All 

statistically significant associations from the questionnaire chi-square analyses are 

presented in Appendix 2. 

 

7.3  INTERVIEWS WITH THE HEALTH CARE PRACTITIONERS 

 

Interviews were conducted with medical practitioners and CAM therapists, as the 

questionnaires were delivered.  The discussions centred on the practitioners’ 

explanatory models for asthma: how they diagnosed asthma, causes and triggers of 

asthma, the types of treatments they used, and, in the case of the biomedical 
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practitioners, the education they offered their patients and if they used the Asthma 

Management Plan.  A list of potential questions for the practitioners is included in 

Appendix 3. 

The interviews with the practitioners were approximately 20 minutes in length 

(ranging from 10 minutes to 30 minutes).  Notes were taken during the interview and 

transcribed directly afterwards.  All the interviews were conducted in the offices of the 

practitioners, except one, which was conducted at the home of the practitioner, who was 

personally known to the researcher.  The interviews were conducted in 1992-1993, 

when the questionnaires were distributed.  The Asian Vietnamese-speaking GPs were 

interviewed during the recruitment of Vietnamese people, in 1993. 

The number of practitioners who agreed to hand out questionnaires, and those that 

agreed to be interviewed, are listed in Table 7.1.   
 

Table 7.1  Numbers of health care practitioners recruited for this study who distributed 

questionnaires and participated in an interview. 
 

Type of practitioner Distributed 
questionnaires 

Participated in an 
interview 

General Practitioners (GPs)  12 10 
Asian GPs 0 2 
Respiratory specialists 2 2 
Complementary and alternative 
therapists (CAMs) 

6 5 

Chinese doctors 1 3 
Total 21 22 

 

7.4  INTERVIEWS WITH AUSTRALIANS WITH ASTHMA 

 

Forty people who had completed the questionnaire were recruited to participate in 

the interview stage of the study.  In 1993, semi-structured interviews were conducted to 

explore people’s explanatory models of asthma, and their perspectives of health. 

The sample of participants included people with diverse demographic 

characteristics, including men and women, of various ages, education levels, 

occupations, and ethnicity, and from different locations around the Perth metropolitan 

area (Table 8.3, Chapter 8; Appendix 4).  Thirty-five participants were of European 

descent (predominantly Anglo-Celtic), and five people were of non-European (Asian) 

descent (three men: one Indian, an Indian-Malaysian and one Malaysian; and two 

women: one Burmese and one Brunein).  All these Asian-Australian participants had 



 

 

112

lived in Australia for at least fifteen years.  All the participants, including the Asian-

Australians, spoke English fluently.   

Forty was chosen as a large enough number to allow patterns and themes to 

emerge, and yet one that is small enough to be manageable for detailed qualitative 

analysis.  Forty participants also appeared to be a typical size for a study exploring the 

experience of illness using a qualitative approach (eg Garro, 1994; Heurtin-Roberts, 

1993; Snadden and Brown, 1992). 

Participants were chosen from the questionnaire respondents.  In an effort to make 

the sample of participants as typical as possible of the wider Perth community, all the 

respondents who had been recruited through health care practitioners (doctors and CAM 

therapists), and were willing to be interviewed, were included in the interview stage 

(nineteen people), as was the person recruited through social networking.  Twenty 

people were drawn from the Asthma Foundation respondents, who were regarded as a 

subset of people with asthma: they were motivated and able to contact an organisation 

that offered information and assistance.  Those recruited from the Asthma Foundation 

were hence selected to cover a cross-section of demographic features, sex, age, suburb, 

occupation, education level, and illness characteristics determined from the 

questionnaire, including perceived severity, age of onset, medication use and exposure 

to education programs.  This process resulted in a diverse sample of participants from 

the Perth community, with various levels of reported severity, being recruited 

(Appendix 4; Table 8.3). 

The majority of the interviews were conducted in people’s homes; some people 

preferred to be interviewed at work, or at the university where the research was 

conducted (The University of Western Australia).  The length of the interviews varied 

from 15 minutes to 2.5 hours, with the majority ranging between 50 and 70 minutes in 

duration.  The interviews were tape recorded and transcribed verbatim. 

Each interview began with the researcher introducing herself as an anthropologist, 

and explaining that the motivation for the study was not to ‘test their knowledge’ but to 

explore their experience of asthma.  The first questions were intended to be straight-

forward to answer, such as about the medications people used and/or what factors 

triggered their asthma.  The discussions then led into a dialogue about personal 

experiences, including narrative accounts of particular events, and how the illness 

impacted on people’s lives.  Questions were introduced into the discussion, such that 
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topics of interest were addressed, beyond which participants were encouraged to direct 

the flow of the conversation.  The topics of covered were the following:  

• Taking care of asthma. This covered the treatments people used, including 

CAMs, and how people approached caring for their asthma. 

• Experiencing asthma. People were asked about what triggered their asthma 

and for their views on what caused their illness, how it felt physically to have 

an attack, and their experiences of the onset of their symptoms. 

• Living with asthma. This topic addressed how asthma impacted on people’s 

lives.  People were asked about significant acute episodes they had had, or to 

describe the last episode they had, and if they shared their experiences with 

other people. 

• Health. This included discussions about health and what people regarded as 

‘healthy’ in themselves and others, and what they required for good health.  
 

Beyond commencing the discussion with specific behaviour questions, the topics 

were not addressed in a particular order.  A more comprehensive list of potential 

questions is listed in Appendix 3. 

In 1994, follow-up telephone interviews were conducted with thirteen of the 

Australians, during the recruitment stage for the spouses.  These interviews included 

some questions to clarify answers from the previous interview, to investigate what 

might have changed in a year, and, specifically, if they now owned an Action Plan.  In 

addition, questions were included about the role of their spouses in caring for asthma.  

 

7.5  INTERVIEWS WITH SPOUSES OF PEOPLE WITH ASTHMA 

 

In 1994, twelve spouses were approached, through their partner, to do an 

interview, and ten agreed to participate.  While a small sample, the intention was to 

investigate the impact of asthma on family members, and particularly the spouse’s role 

in caring for asthma, and to explore the spouses’ perspectives on health as well.   

Nine of the interviews were conducted at the person’s home, and one at the 

University of Western Australia.  The interviews lasted approximately one hour, and 

two people had their partner present.  Each interview was tape recorded, and transcribed 

verbatim.  The sample was made up of men and women, of various ages, occupations 

and suburbs, and they were all European-Australians (Table 8.4, Chapter 8). 
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People were invited to speak about their concept of what asthma is and what they 

see as their role in the day to day care of the illness.  In addition, people were asked 

about their role during acute episodes, such as how they knew their partner’s asthma 

was worsening, and who made the decisions at this time.  The impact of asthma on the 

spouses was also discussed, including how it affected them emotionally and whether it 

interfered with their activities.  The spouses were also asked about their own state of 

health.  A list of potential questions asked of the spouses is included in Appendix 3. 

 

7.6  INTERVIEWS WITH VIETNAMESE PEOPLE WITH ASTHMA 

 

In 1993, ten Vietnamese people were interviewed.  The investigation of the 

experience of Vietnamese people was confined to a small number of participants for 

two reasons.  Firstly, the researcher did not speak their native language (Vietnamese), 

which was considered to be a significant barrier to the extensive exploration of people’s 

experiences.  Secondly, the numbers were confined because the task of recruiting 

Vietnamese people proved quite challenging.   

Vietnamese contacts established during a previous investigation (Murphy, 1990) 

were approached for this study.  The contacts included lay people, prominent leaders of 

the Vietnamese community in Perth, a Buddhist monk, government health workers, 

other researchers in the area, and a community nurse.  Only two people with asthma 

were recruited from these sources.  The two Asian general practitioners also assisted in 

recruiting three people to be interviewed.  The translator that was used for the 

interviews was able to network two more people who had asthma and were willing to be 

interviewed.  These people then networked three more participants.   

Unsuccessful efforts were made to recruit people through non-medical sources, 

such as the student groups at the universities in Perth, and some of the government 

agencies that provide assistance to Vietnamese people.  A letter was translated into 

Vietnamese requesting people's participation, and was read out on a Vietnamese radio 

program.  Letters were also posted in three Vietnamese grocery stores and two 

Vietnamese butcher shops in Northbridge, which is an area of Perth with many 

Vietnamese restaurants and food stores.  No people were recruited from these means.  

Several people who assisted in recruitment indicated that Vietnamese people are 

generally reluctant to come forward for studies of this nature.   
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Ultimately, ten ethnic Vietnamese people were interviewed.  All ten people had 

been diagnosed with asthma by a biomedical practitioner.  While most of the 

participants could understand some words in English, nine of the interviews required 

the services of a translator.  The same translator was used for all the interviews.  He was 

a young student recruited from a local university student group, studying to be an 

engineer.  He had arrived in Perth, in 1987, as a refugee, and lived with his mother and 

sisters.   

By demographic features, the participants were quite diverse, including men and 

women, with a range of ages, and diverse religious and educational backgrounds (Table 

8.5, Chapter 8; Appendix 4).  In Australia, they worked in manual jobs, had a trade, or 

worked as homemakers, and a couple of older men were retired.  Nine people lived in 

the north-eastern suburbs of Perth, which is an area with a large number of Vietnamese 

families (ABS, 2001d); the other participant lived in the eastern suburbs of Perth.  All 

the Vietnamese participants had lived in Australia for more than ten years at the time of 

the interview.   

The interviews were conducted in the homes of the people, and were, on average, 

one hour in duration.  In two cases, participants had family members present during the 

interview.  The people were told that the researcher was a student anthropologist 

interested in their experience of asthma in Australia and Vietnam.  The interviews were 

tape recorded, and notes were taken, and then the English portion of the interview was 

transcribed verbatim. 

While people were encouraged to speak freely and direct the conversation, the 

requirement for translation impeded this style of discussion.  As with the Australians, 

the interviews centred on people’s explanatory models of asthma and their perspectives 

of health.  Questions were also asked about their life in Vietnam.  The topics covered 

were similar to the Australian interviews (treating asthma, experiencing asthma, living 

with asthma and health), with some additional questions.  The Vietnamese were asked 

about their personal history, specifically their life in Vietnam, and when and how they 

arrived in Australia.  They were also asked about their experience of asthma in 

Vietnam.  A list of the potential questions is included in Appendix 3. 
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7.7  INTERVIEW ANALYSIS 

 

The analysis of the interviews involved the use of a relatively standard process of 

indepth interview analysis (Heurtin-Roberts, 1993; Spradley, 1979).  Each group of 

interviews was initially analysed as a block: biomedical practitioners, people with 

asthma, Vietnamese people and spouses.  The technique of analysis followed a common 

pattern.  Each person’s transcript was numbered by order of interview.  The interviews 

were transcribed, verbatim.  As transcription proceeded, key ideas a person expressed or 

returned to during the interview were noted, as were themes that appeared to be 

repeating across many transcripts.   

For the large block of 40 interviews with the Australian people with asthma an 

additional step in analysis was conducted after verbatim transcription.  Each transcript 

was read and summarised into six pages of notes.  These notes included the answers to 

particular questions, such as the medication people used, and the ideas or concepts that 

people expressed, such as their dislike of needing medication.  This summarising 

process was used to gain greater familiarity with the interviews.   

Following the reading of the transcripts, tables were created according to major 

themes.  Some themes were based on the answers to particular questions, for example 

medications that were used, perceived causes of asthma, trigger factors, and views on 

health.  Other themes were those that emerged through the interviews, but across 

questions and topics, such as attitudes to medications.  Each theme was listed as a 

column heading, and then each participant that expressed a view that matched the 

column heading was included in the relevant column by transcript number.  Answers 

were included not just by common words, such as the number of Australian lay people 

who described asthma as a ‘nuisance’ but also by shared meaning, such as the reference 

to asthma being an ‘irritation’ or ‘annoying’ would be included under the column of 

‘asthma as a nuisance’.  Metaphors that were used by people to describe their 

experiences were also noted.  Values were ascertained through paying close attention to 

what was considered right action and desirable qualities to possess, specifically, in 

terms of the qualities that people spoke of as possessing or desiring in themselves. 

At the end of this initial analysis process there were a series of themes identified 

for each group of participants, that is, the biomedical practitioners, Australian people 

with asthma, spouses and Vietnamese people with asthma.  The themes that were shared 

by a majority of participants were recorded as key themes and formed the foundation of 
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the models.  A theme that emerged, but was not necessarily expressed by several 

participants, was included if it was considered likely that it would be shared by other 

participants, in light of the related ideas they shared and were able to express.  A theme 

was also included if it was judged to reveal the inner logic of people’s decisions and 

hint at their motivation.  The results are presented according to the emergent themes, 

and the number of people who expressed the concept or idea. 

The themes that emerged formed mental models, that is, explanatory models and 

cultural models.  The models were created primarily from the interview data, and the 

questionnaire responses were included where applicable.  The Australian cultural 

models also include reference to the biomedical model of asthma, derived from the 

literature and the educational material that is targeted at people with asthma, including 

the publications of the National Asthma Council (eg NAC, 2004b).  In addition, 

government health promotion material (ADHA, 2004b; HDWA, 2004) that appears in 

the mass media was referred to as part of the data used to devise the Australian cultural 

model of health.  Both the NAC and government health promotion material were used 

to confirm the cultural models were not confined to lay people, but formed a model 

shared by the Australian medical authorities as well.    

The analysis of the interviews was based on verbal communication, and did not 

involve any formal analysis of body language or emotions.  On occasions when strong 

emotions were displayed, however, through facial expression or intonation, they did 

contribute to the interpretation of a person’s account and its underlying meaning. 

 

7.8  PARTICIPANT OBSERVATION  

 

Two education programs were attended: one at the Asthma Foundation, in 1993, 

and another run through the University of Western Australia’s Extension Program 

(Thompson, 1993).  The researcher also attended a meeting of health care professionals 

designed to formulate an education program for Vietnamese people, conducted at the 

Asthma Foundation in 1994.  

 

The next chapter is an introduction to the findings of this study.  It includes a 

more detailed description of the participants of the study, and an outline of how the 

findings are presented in the following chapters. 

 



CHAPTER 8 

 

INTRODUCTION TO THE STUDY FINDINGS 
 

8.1  THE QUESTIONNAIRE RESPONDENTS 

 

Approximately 1270 questionnaires were distributed, over the course of nine 

months, through the Asthma Foundation, biomedical practitioners, complementary and 

alternative (CAM) therapists and to people known to the researcher.  A total of 387 

questionnaires were returned, providing a response rate of 30.4%.  Ultimately, 356 

questionnaires were used for analysis because they came from people who fitted the 

study profile: adults (over 16 years), living in Perth (Western Australia) with asthma.  

The initial intent was to include people in the study who experienced the symptoms of 

asthma, even if they did not use the disease label; in reality, all the respondents with 

asthma-like symptoms used the label asthma for their condition.  The sources of the 

respondents are listed in Table 8.1. 
 

Table 8.1  Source of questionnaires. 
  

 

 
 

The respondents formed a relatively homogenous cultural and linguistic group 

(English-speaking European-Australians), who were well educated (in terms of formal 

education and asthma education), and willing to participate in an interview (Table 8.2). 

 

Source Numbers Percentage 
(%) 

Asthma Foundation membership 314 88.2 
General practitioners  27   7.5 
Respiratory specialists    3   0.8 
CAM therapists    8   2.2 
Social networking    4   1.1 
Total 356 100 



 120

Table 8.2  Demographic characteristics of questionnaire respondents. 
 

Characteristic Percentage of respondents (numbers) 
Sample size (N=356) 

Sex Female  62%  (220) 
Age (range 16-80 years) 16-30 years  23%  (83) 

31-60 years  51%  (183) 
61+ years  25%  (90)  

Place of birth Australia  74%  (261);  
UK and Ireland  14%  (50) 

Language spoken at home English  95%  (338) 
Religion Christian  74%  (264); 

no religion  20%  (71) 
Smoking Yes 6.5% (23); No 65% (233); Ex 28% (100) 
Occupation Professional, para-professional 39%  (138); 

Homemaker  20%  (71); 
Pensioner/Unemployed  20%  (70); 
Student 13%  (46) 
Tradesperson 6%  (21) 

Education Post high school 59%  (210) 
Education program for asthma Yes  43%  (155);  

Asthma Foundation  26%  (91) 
Age of onset Childhood (up to 17 years)  53%  (189); 

Adulthood (over 17 years)  45%  (160) 
Agree to interview Yes  74%  (263) 
 

 

8.2  THE INTERVIEW PARTICIPANTS 

 

8.2.1  Australians with asthma 
 

The 40 Australian people selected for interviews were drawn from those who had 

completed the questionnaire, and were willing to be interviewed (Table 8.3; 

Appendix 4).   

People’s answers during the interviews were consistent with their responses in 

their questionnaires, for demographic details, illness characteristics, trigger factors and 

the types of activities that asthma inhibited.  The two exceptions were four people who 

did not report having attended an Asthma Foundation education program in the 

questionnaire, but intimated during the interview that they had actually done so in the 

time before completing the questionnaire.  Some people also indicated that they 

considered their asthma to be less serious at interview than they had reported in the 

questionnaire. 

Amongst the Australians, 32 participants had received some information about 

asthma from the Asthma Foundation, including twelve people who had been recruited 
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from the health care practitioners.  Eight of the 40 participants had participated in an 

Asthma Foundation education program, either formally or as part of a swimming 

program conducted through the Foundation.   
 

Table 8.3  Characteristics of Australian interview participants with asthma. 
 

Characteristic Number of participants (N=40) 
Source of participant Asthma Foundation  (20); 

General practitioner  (13)*; 
Respiratory specialist  (2); 
CAM therapist  (4); 
Social Networking  (1) 

Sex Female (20) 
Age (range 19-71 years) 16-30 (9);  

31-60 years (23); 
60+ (8) 

Place of birth Australia (26); 
Asia (5);  
UK (3)  

Language spoken at home English (40); Dutch (1) 
Religion Christian (28); No religion (12) 
Smoking Yes (5); No (24); Ex (11)  
Occupation Professional, para-professional (15); 

Pensioner/retired (8); 
Tradesperson (9); 
Student  (5); 
Homemaker (3) 

Education Tertiary (19) 
Education program for asthma Yes (12);  

Asthma Foundation (8) 
Age of onset Childhood (up to 17 years) (20); 

Adulthood (over 17 years) (20) 
Marital status Married or defacto (24) 

 

* Questionnaires belonging to two of the people recruited from GPs were not included in the 

questionnaire analysis, because they were recruited after analysis of the questionnaires had been 

conducted. 

 

8.2.2  Australian spouses of people with asthma 
 

There were 24 potential spouse participants, based on the number of people with 

asthma that were married or in a defacto relationship.  Spouses were selected to reflect 

diverse characteristics, such as demographic features and the severity of the illness their 

partners had (Table 8.4).  The spouses of people whose asthma was sufficiently mild, 

such that they did not use preventive medication, were omitted, because, with a small 

sample, the focus was on those spouses who might have had a role in care, when their 
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partners were at times ill with asthma.  Twelve spouses were subsequently approached, 

and ten agreed to be interviewed. 
 

Table 8.4  Characteristics of the Australian spouses. 
 

Characteristic of spouses Number of participants  (N=10) 
Source of participant Asthma Foundation  (5); 

General practitioner  (4); 
CAM therapist  (1); 

Sex Female  (4) 
Age  (range 30-70+ years) 30-60 years (9); 

61+ (1) 
Ethnicity European-Australian  (10) 
Occupation Professional, para-professional  (3); 

Homemaker  (2); 
Pensioner/retired  (1); 
Tradesperson  (1); 
Student  (1); 
Unspecified  (2) 

 

 

8.2.3  Vietnamese-Australians with asthma 
 

Ten ethnic Vietnamese people were interviewed.  They had all been born in 

Vietnam; eight had arrived in Australia as refugees, between 1979-1982, and two people 

were sponsored by a family member at a later time.  (The social and demographic 

characteristics of the Vietnamese people are shown in Table 8.5 and Appendix 4.)  They 

came from urban and rural parts of Vietnam, where some of the men had had labouring 

jobs and others had been in professional or trade employment, and the women had been 

primarily homemakers (one woman had been a teacher).  One young woman had spent 

part of her childhood in Australia, and did not require a translator.  They all had strong 

ties to the Vietnamese community in Perth.  There was variety in the severity of their 

asthma, and the age of its onset.  Five of the ten people were experiencing asthma for 

the first time in Australia.   

For ease of use, the term ‘Vietnamese-Australians’ in this study is abbreviated to 

‘Vietnamese’.   

 

8.3  THE STRUCTURE OF THE RESULTS AND DISCUSSION 

 

The results and discussion are merged as one section in this thesis because it can 

be difficult to clearly delineate results from interpretation in anthropological studies (see 
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for example Farmer, 1994; Garro, 1994; Mathews, 2000).  To prevent extensive 

repetition of the findings at the onset of a discussion chapter, the interpretation is made 

concurrent with the presentation of the models.  Chapter 9 presents the explanatory 

models (EMs) for the doctors, lay Australians and lay Vietnamese people.  Findings for 

the spouses are included with the lay Australians, where applicable.  Chapter 10 outlines 

cultural models for the Australians and Vietnamese people.  A discussion of the 

implications of the models for health care in Australia and medical anthropology then 

follows in Chapter 11. 
 

Table 8.5  Characteristics of the Vietnamese-Australians with asthma. 
 

Characteristic Number of participants (10) 
Source of participant General Practitioner  (3);  

Participants/Translator  (6); 
Researcher Contacts  (2) 

Sex Female  (5) 
Age  (range 24-80 years) 16-30  (1); 

30-60 years  (7); 
60+  (2) 

Place of birth Southern Vietnam  (8); 
Middle Vietnam  (2) 

Arrival in Australia Refugee (1979-82)  (8); 
Family sponsor  (1986, 1990)  (2) 

Language spoken at home Vietnamese  (10) 
Religion Christianity  (6); 

Buddhism  (4) 
Smoking Yes (1); No (7); Ex  (2) 
Occupation  (Australia) Tradesperson (4); 

Homemaker  (3); 
Unskilled  (1); 
Retired  (2) 

Occupation (Vietnam – 8 adults) Professional, para-professional  (3); 
Tradesperson  (3); 
Unskilled  (2); 

Education Various levels: primary school to final 
year secondary school 

Education program for asthma No  (10) 
Age of onset Childhood (up to 17 years) (4); 

Adulthood (over 17 years) (6) 
Onset in Australia  (5) 

Marital status Married  (10) 
 

The content of the explanatory models and cultural models is derived, primarily, 

from the interviews.  The questionnaire results are used to provide additional 

information, particularly in the EMs of the Australian people with asthma.  Where 

associations drawn from the questionnaire data appear in the following chapters, they 

are chi-square analyses, with a significance level of p≤ 0.05.  A complete list of all the 
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chi-square analyses used in the findings is listed in Appendix 2.  In addition to the 

interviews, the Australian cultural model of health is also based on health promotion 

messages, and the Australian cultural model of asthma as a chronic illness includes 

reference to biomedical educational material for asthma and the biomedical research 

literature.   

In presenting the findings from the interviews, numbers are used to show how 

many people expressed a particular idea or used a particular concept.  Numbers are 

used, in part, to show on what basis the models were devised, but they are not the only 

criterion of significance.  For some findings, the number of participants who expressed 

the idea is small.   These concepts are included if they are regarded as reflecting the 

inner logic people use to inform their decision-making (see Chapter 7.7).  When direct 

quotes are included in the text, corrections to small grammatical errors have been made 

directly to the quote, rather than writing the quote verbatim and using the notation [sic] 

after errors. 

In the findings, each participant is given a unique identifier.  For people with 

asthma, this identifier includes their ethnicity (ie Aust. or Viet.) and interview number.  

For the health care practitioners, the identifier includes their speciality (ie GP; Resp. 

Spec. for respiratory specialists; CAM; or Chin. Herb. for Chinese herbalists) and 

interview number.  Spouses are identified as such, and by the number given to their 

partner with asthma.  For example, ‘Aust. Part. 1’ is the first Australian participant with 

asthma who was interviewed; ‘Resp. Spec. 2’ is the second respiratory specialist who 

was interviewed; and ‘Spouse 4’ is the partner of the fourth Australian with asthma who 

was interviewed (ie Aust. Part. 4).  These identifiers are used after each quote in the text 

and to denote each Australian and Vietnamese person with asthma in Appendix 4. 



CHAPTER 9 

 

EXPLANATORY MODELS OF ASTHMA 
 

The themes that emerged to form the explanatory models for asthma have been 

divided into three sections: what is asthma; the daily care of asthma; and the acute care 

of asthma.  Explanatory models are presented for biomedical practitioners; Australian 

people with asthma, with inserts from the spouses; and Vietnamese people with asthma. 

 

9.1  WHAT IS ASTHMA? 

 

9.1.1  Biomedical practitioners 
  

The doctors were asked about how they diagnose asthma, and what causes and 

triggers the condition.  Their responses are presented here.  The following points were 

raised by at least seven of the twelve Australian biomedical practitioners, including the 

GPs and the specialists.  The two Asian general practitioners are considered separately 

because they formed a distinct cultural group of biomedical practitioners, as reflected in 

how some of their answers differ from the Australian biomedical practitioners. 
 

9.1.1.1  Diagnosis of asthma 
 

The Australian biomedical practitioners divided diagnosis into two stages: 

assessing the clinical signs of asthma and taking a detailed family and personal history.  

Clinical signs included coughing (particularly at night), wheezing and shortness of 

breath.  Many practitioners included listening to the chest and taking a pulmonary 

function test (with a peak flow or spirometry) as part of the diagnosis.  Taking a history 

involved noting the occurrence of asthma within the family.  A person’s exposure to 

smoke and experience of allergies, recurring bronchitis and coughing were considered.   

The two Asian general practitioners noted the importance of examining signs of 

asthma (wheezing, coughing, shortness of breath, difficulty breathing and a night 

cough) and listening to the chest of the patient as part of diagnosing the illness.  Neither 

practitioner reported taking a detailed history or any type of pulmonary function test as 

a part of diagnosing asthma.  That the Asian GPs placed less emphasis on testing asthma  
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with objective measures is actually more consistent with traditional Asian views of the 

practise of medicine; where the diagnostic efforts of the physician are paramount and 

communication with the patient is limited (Maciocia, 1994).   
 

9.1.1.2  Causes and triggers 
 

The Australian biomedical practitioners recognised a genetic predisposition for 

asthma that would be triggered by certain factors.  Many of the practitioners noted that 

asthma was often related to allergy and was associated with eczema and hayfever.  The 

Asian general practitioners did not mention inheritance as a cause of asthma, though 

they did refer to allergies and the link to eczema.  There were numerous triggers for 

asthma recognised by the Australian biomedical practitioners, which are listed in 

Table 9.1. 
 

Table 9.1  Trigger factors for asthma identified by biomedical practitioners. 
 

Australian doctors  Asian GPs  
Allergies to pollen Stress 
Allergies to dust mite Food 
Cold, infection  
Emotions (anxiety, stress, 
excitement) 

 

Weather (changes in  
temperature, cold air) 

 

Exercise  
Chemicals/smoke  

 

In general, the Australian biomedical practitioners did not consider diet to play a 

large part in triggering asthma (only one mentioned it as a significant trigger).  They did 

recognise that people with the disease were more inclined to consider foods and 

preservatives as triggers.  These arguments match those that appear in the literature 

(Woolcock and Jenkins, 1991).  In contrast, the two Asian general practitioners did 

recognise a role for food in triggering asthma, at least for Vietnamese people.  Seafood, 

monosodium glutamate (MSG) and beef were implicated.  The two Asian general 

practitioners considered stress an important trigger of asthma amongst Vietnamese 

people in Perth. 
 

In general, the diagnosis, cause and triggers of asthma presented by the Australian 

doctors, and to a lesser degree the Asian GPs, match those in the biomedical literature 
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(Barnes and Godfrey, 2000; Cockcroft, 2001; NAC, 2002; Woolcock and Jenkins, 

1991).     

The Asian GPs agreed with the Australian doctors and the literature in 

fundamental ways, but agreed with each other and differed from both the literature and 

the Australian doctors in that they did not use pulmonary tests or take a patient history 

to diagnose asthma, did not refer to a genetic component in the cause of asthma, and 

prioritised some foods as triggers for asthma in the Vietnamese people.  The Asian GPs 

appeared to rely more on their own diagnosis of the symptoms than to search for 

objective signs of illness; this approach might be reflecting the Asian notion regarding 

doctors, especially traditional Chinese practitioners, that they should be highly skilled at 

detecting bodily dysfunction without recourse to tests or even often detailed discussions 

with the patient (Maciocia, 1994; Tung, 1980).  One Asian GP was especially eloquent 

in describing the foods he believed trigger asthma amongst Vietnamese people, 

including beef.  This was an unusual finding and may reflect the comfort of Asian 

people in linking food to illness, a linkage not traditionally made in biomedicine.  

 

9.1.2  Australian people with asthma 
 

The Australian people with asthma were asked about the symptoms they had of 

asthma, the causes and triggers of their asthma and whether they considered their 

condition to be serious.  These topics were covered in the questionnaires and interviews, 

and both are presented here. 
 

9.1.2.1  Symptoms of asthma 
 

In the questionnaires, people were asked how often they had experienced 

symptoms of asthma in the previous year, using a Likert scale from ‘never’ to 

‘everyday’; those who reported between 2-7 are included here.  The results are 

presented in Table 9.2.  While these findings provide little indication of the degree of 

severity of the symptoms, because they cover a one year period, 77% of people did 

report having some symptoms of asthma on the day they filled in the questionnaire. 
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Table 9.2  Symptoms identified by people with asthma. 
 

Symptoms Australians 
 

Vietnamese people 

 Questionnaire results Interviews  
(31 people) 

Interviews  
(10 people) 

Difficulty breathing   84% 18 10 
Tight (heavy) chest   83% 19 6 
Wheezing 82% 12 5 
Cough with phlegm   73% - 2 
Dry cough   70% - 7 
Breathless during 
activity   

85% - - 

Ache in chest and/or 
back   

- 5 2 

Tiredness - 2 10 
 Symptoms on the day 

of questionnaire 
(77%) 

Frequency of 
symptoms: 
Daily (19); 

Occasionally (17); 

 

 

Most of the Australian people interviewed (29) were asked directly about the 

symptoms they have with asthma, and another two mentioned their symptoms on other 

occasions during the interview.  Their responses are listed in Table 9.2. 

The symptoms described by Australians, in the questionnaires and interviews, 

accorded with those considered characteristic of asthma in the literature (McFadden and 

Gilbert, 1992; Sears, 2001).  People experienced some symptoms even on a daily basis: 

77% of the questionnaire respondents had some symptoms on the day they filled in the 

questionnaire and nearly half of the interview participants reported daily symptoms of 

asthma.  The level and frequency of symptoms people reported were generally higher 

than biomedical researchers recommend (Cockcroft, 2001).  This higher rate of 

tolerance amongst people, and the GPs who treat them, has been noticed in the literature 

previously (Kemp, 1993; Nocon and Booth, 1991; Snadden and Brown, 1992). 
 

9.1.2.2  Causes and triggers of asthma 
 

Sixty-four percent of questionnaire respondents reported that they were satisfied 

with the explanations their medical practitioner offered them about asthma, and 32% of 

all the respondents reported being totally satisfied.  Of the 26% who expressed 

dissatisfaction, 72% said they felt the explanation of asthma, including the cause of the 

illness, was inadequate.   
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Table 9.3  Perceived causes and triggers of asthma by participants with the condition. 
 

 Australians Vietnamese people 
 Questionnaires Interviews  (35; 40) Interviews  (10) 

Causes    
Don’t know - 13 2 
Environment   71% - 8 
Inheritance 66% 7 - 
Stress   51% 8 - 
Passive smoking 27% - - 
Smoking   21% 2 - 
Bad luck 8% - - 
Chemicals   
 

3% 2 - 

After illness   
 

- 5 - 

Triggers    
Outside environment  92% 16 (cold weather) - 
Change of season - 8 8 
Inside environment 92% - 6 (dust) 
Allergies - 26 - 
Influenza/infection 92% 17 - 
Exercise   85% 20 - 
Emotions   78% - 5 
Stress   72% 18 - 
Foods   68% 15 5 
Animals   63% - - 
Passive smoking - 13 - 
Heavy work - - 6 
Tiredness - - 4 

 

Factors that were identified as potential causes and triggers of asthma by the 

questionnaire respondents are presented in Table 9.3.  A majority of respondents 

reported that their asthma was worse at a particular time of year (72%): eighty-two 

percent of these people said that the worst time of year was winter and/or spring.  

People who had been to hospital more often were more likely to have identified 

emotional factors or stress as strong trigger factors for their asthma.   

The causes and triggers people identified at interview are listed in Table 9.3.  

Approximately one half of the participants had asthma in childhood.  Fourteen people 

experienced a period during adolescence and/or early adulthood in which they had 

reduced symptoms or were symptom free.  Three of these people attributed the 

reoccurrence of their asthma to a particularly stressful event in adulthood. 

All of the Australian participants identified trigger factors for their asthma, and 

most people had more than one identifiable trigger.  Of the 26 people who identified 

allergic triggers (including dust, pollen, animals), sixteen people had an allergy test at 

some stage to determine their particular allergens.  Seventeen people noted when they 
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got a flu or chest infection their asthma was often exacerbated.  Food items that were 

listed as trigger factors included preservatives, beer, peanuts, MSG, wheat and seafood.  

Eight people (including five people who identified other foods) noted that diary foods 

triggered or worsened their asthma.  Thirteen people said smoke triggered their 

condition, including two participants who smoked themselves.  Both of these woman 

added that their own smoking did not appear to trigger their asthma, directly, but being 

around other people as they smoked did trigger their condition. 

The lay people’s perceptions of the causes and triggers of their asthma match 

those presented by the biomedical practitioners and literature, with the exceptions that 

the lay people placed more emphasis on stress and food, especially with regards to the 

triggers of asthma.  The emphasis on food and stress was anticipated by some clinicians 

in this study and the biomedical literature (Woolcock and Jenkins, 1991).   
 

9.1.2.3  The seriousness of asthma 
 

In the questionnaire, respondents were asked to scale the seriousness of their 

asthma in the previous year (scale of 1 to 7).  Twenty-five percent of respondents rated 

their asthma as very serious (5-7).  People who reported having greater difficulty 

sleeping, more trouble working, were more housebound and/or had greater trouble with 

exercise were more likely to consider their asthma to be serious. 

During the interviews, 25 participants said their asthma was not serious.  Fifteen 

people, including eleven who said their asthma was not serious, cautioned that asthma 

can be a serious disorder, and indeed seven people described it as potentially life-

threatening.  Nine people regarded their asthma as not serious because they compared 

themselves to others and concluded, “there are many worse off than me”, that is, other 

people who the participants perceived needed more medication, went to hospital more 

often, were debilitated more by the condition and/or had more symptoms of asthma.  

Nineteen of the 25 people said their asthma was not serious because they took care of it:   
 

“I think asthma is serious.  And from my family history I can see what 

it’s done to some of them…[but]…I know the potential, if you don’t look 

after it.  But I don’t consider that my asthma is life-threatening to me or life 

reducing.  Mainly because I consider myself very mild and controllable.  It 

doesn’t affect my life that greatly as long as I look after myself.  But I know 

what it can do.”  (Aust. Part. 32) 
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The results suggest that people regarded asthma as a potential serious disorder, but 

did not necessarily regard their asthma as serious.  People who felt their asthma was 

serious were more likely to feel debilitated by the condition.  As might be expected, 

people who regarded their asthma to be more serious also reported it had a greater affect 

on their life.  At interview, those who argued their asthma was not serious frequently 

attributed this to their ability to care for their asthma and ‘manage it’ well, especially 

with the use of medication.   

 

9.1.3  Australian spouses 
 

All ten spouses were able to identify trigger factors for their partner’s asthma.  

Five spouses identified emotional trigger factors: nervousness, anxiety and/or stress.  

Four people said they did not consider emotional factors to be a trigger for their 

partner’s asthma.  Another common trigger noticed was house dust (6).  Five people 

identified particular foods as triggers (including ice cream, pickled onions and milk).  In 

general, there was strong agreement between the spouses and their partners with regards 

to trigger factors; although, the spouses did not identify as many trigger factors as the 

people with asthma did. 

Six of the eight people who said their partner’s asthma was not serious cautioned 

that asthma was a serious illness, because it was potentially life-threatening.  Four of 

these people added that it is important to take care of asthma, which they felt their 

partner was doing: 
 

“...yeah, I think it’s serious.  I mean I don’t think when I go off to 

work and leave her home well...maybe she might have an attack and die 

today or something like that.  I mean she could do...that’s always a 

possibility but...I know it's serious but I don’t sort of think of it in that 

light...you just watch it and try and control it as best you can.”  (Spouse 9) 
 

In Australia, biomedical researchers have stressed the seriousness of asthma, and 

especially its potentially life-threatening nature, since the high mortality rates of the late 

1980s (NAC, 2004a; Woolcock and Jenkins, 1991).  This message has been delivered in 

educational material, through the mass media, to the Australian public since the late 

1980s (NHMRC, 1997).  The message appears to have been absorbed by the Australian 
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people with asthma and their spouses, who recognised asthma as a potentially serious, 

and life-threatening, disorder.   

 

9.1.4  Vietnamese people with asthma 
 

9.1.4.1  Symptoms of asthma 
 

All ten Vietnamese people had been diagnosed with asthma by a biomedical 

practitioner.  All the Vietnamese people attended Asian GPs.  One woman said because 

she spoke English, she occasionally went to an Australian doctor.  The Vietnamese 

participants identified symptoms that were similar to the Australians, such as difficulty 

breathing and coughing, with the addition that all ten Vietnamese people also identified 

tiredness, usually as the first symptom of asthma (Table 9.2).  Only two Australians 

identified tiredness as a symptom of asthma.  Even the Vietnamese people who reported 

mild asthma listed tiredness and the inability to work hard among the first symptoms of 

asthma.   
 

9.1.4.2  Causes and triggers of asthma 
 

Eight Vietnamese participants argued it was a combination of environmental 

factors that led them to develop asthma (Table 9.3).  Changes in weather conditions 

were considered to cause asthma, such as those that occurred when people migrated 

within Vietnam or from Vietnam to Australia.  Sudden changes in temperature, 

especially hot to cold, were also considered significant.  Two participants considered the 

cool weather in Australia as a contributor to the development of their asthma.  Other 

factors implicated included pregnancy, hayfever, hard work at a younger age and the 

delayed effects of pollution.  No Vietnamese people identified genetics or inheritance as 

a contributing factor to the cause of their asthma.   

Five of the participants encountered asthma for the first time in Australia.  Three 

other people argued their asthma was worse living in Australia than it had been in 

Vietnam.  The main reasons given by participants for their asthma worsening were the 

weather change from Vietnam to Australia, homesickness, and because they were older.  

One older man said his condition was about the same in both countries, but the 

treatments were better in Australia so his asthma was less severe.  One young woman 

said her asthma was better in Australia because there was less pollution than in 

Vietnam.  
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The Vietnamese participants were able to identify many potential triggers for their 

asthma (Table 9.3).  Eight people identified weather as a trigger: cold weather and 

changing weather from hot to cold were particularly stressed.  The types of food triggers 

varied between individuals and included seafood, cheese and sweets.  Some people said 

frying or fried foods triggered their asthma also.  Strong emotions, such as 

homesickness or worry about their lack of status in Australia, anger or sadness, were 

also regarded as triggers.  Four people noted that if they were tired they were 

particularly prone to getting asthma.  Participants made the traditional Vietnamese 

association between physically working hard (‘heavy work’) and worrying both leading 

to an increased vulnerability to illness, in this case asthma (see Nguyen et al., 1999).  

Other trigger factors that were mentioned included having a cold, pollution, pollen, 

odours from aerosols, exercise or physical activity, and passive smoking.   
 

9.1.4.3  The seriousness of asthma 
 

When asked if they considered their asthma to be serious, eight people said “No”.  

The most common reason given for it not being serious (five participants) was because 

they had medication to treat their condition and, as a result, they felt well or were not 

significantly troubled by their symptoms.  Five people said their asthma was not serious, 

because they knew others who were worse off.  Two people felt their asthma was 

serious because it interfered in their lives.  Two participants, who used their nebulisers 

regularly and relied on oral steroids, felt their condition was serious.  One man 

considered his asthma to be serious because he had been to hospital on several 

occasions and he felt that “he is nearer to death rather than to life” at these times.  The 

other participant considered her asthma to be serious because it was worse than it had 

been before, that is, she needed more medication to relieve it than she had in the past, 

and because she was worse than other people she knew with asthma. 

The two Vietnamese people who appeared to be most debilitated by their 

condition were the ones that reported their condition as being the most serious.  Those 

that regarded their condition as not serious were inclined to credit this to the medication 

rather than their own skills at managing their condition.  This view contrasts with the 

Australians who tended to argue that they managed their condition, with the use of 

medication, and so it was not serious.   

Except for the two people who had severe asthma, the Vietnamese did not 

comment on asthma being potentially life-threatening.  This finding might be accounted 
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for by the degree of exposure to the Australian media: the Vietnamese people might not 

have been exposed to the educational message that appeared in the media informing 

people that even mild asthma can be potentially life-threatening (NHMRC, 1997).   

 

9.1.5  Summary: What is asthma? 
 

All participants, doctors, people with asthma (Australians and Vietnamese people) 

and the Australian spouses shared a basic understanding of asthma as a breathing 

difficulty, of uncertain origins, that is triggered by many factors, including 

environmental allergens and physical exertion.  These concepts are all part of the 

biomedical model of asthma as well (NAC, 2002). 

The Australian doctors expressed EMs for diagnosis, cause and triggers of asthma 

that were very similar with the biomedical model presented in the literature.  The Asian 

GPs were fundamentally similar to the biomedical model, with a few points of 

difference, such as the apparent non-use of objective methods for diagnosing asthma 

and the importance of food and stress as trigger factors. 

The lay Australians had similar EMs to the doctors for the symptoms, cause and 

seriousness of asthma.  Many of the trigger factors were similar, although the lay people 

included food and stress (or emotions) more prominently than the doctors did.  The 

spouses also knew some trigger factors and particularly mentioned emotional trigger 

factors.  Lay people generally included biomedical knowledge as part of their EMs, but 

did not favour biomedical explanations for trigger factors over their own experience. 

The Vietnamese people had similar symptoms to the Australians, although they 

stressed the importance of the tiredness associated with asthma.  In their EMs, they 

placed more importance on the weather as a cause and trigger of asthma.  Like the 

Asian GPs, the Vietnamese participants did not stress inheritance as a cause of asthma.  

They did associate food, hard work and stress as trigger factors for their illness, 

including the stresses associate with migration and being migrants, such as loss of status 

and homesickness.  The Vietnamese people did not appear to regard asthma as a 

potentially life-threatening disorder, as has been stressed to Australian people through 

health promotion messages.  Whereas the Australians considered their asthma to be not 

serious because they had control of it, for the Vietnamese asthma was not serious when 

they had effective medication to treat it. 
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9.2  THE DAILY CARE OF ASTHMA 

 

This section outlines the approaches to caring for asthma that were adopted by 

biomedical practitioners, and the lay people with asthma, both Australian and 

Vietnamese.  Included in this discussion is the approach people took to caring for their 

asthma, and particularly their approach to using medication, and the role for other 

people in this care. 

 

9.2.1  The biomedical practitioners’ explanatory models for treating asthma 
 

The biomedical practitioners generally noted that treating asthma depended on the 

severity of the condition.  All the biomedical practitioners emphasised the role of 

medication in the treatment of asthma.  Many of them noted also that education was an 

important part of treating asthma to encourage people to “take more responsibility for 

their illness”.  The Asian general practitioners were generally in accordance with the 

other biomedical practitioners on treatment. 

Most practitioners discussed inhaled relievers and steroids as the first stage of 

asthma treatment.  All practitioners noted the use of bronchodilators or reliever 

medications to relieve the symptoms of asthma.  Half of the general practitioners noted 

that they would start treatment by giving people one of the bronchodilators and, if they 

needed more, another medication would be added.  Other practitioners argued that the 

reliance on just reliever medication was for people whose asthma was a rare occurrence.  

The practitioners noted the use of inhaled steroids to treat asthma; although, the dosage 

of steroids the practitioners considered to be safe did vary.  Three practitioners noted 

that there had been a change in order with the emphasis shifting to steroids as the first 

line treatments.  Some practitioners mentioned the use of theophyllines (reliever tablets) 

as a third line treatment in asthma management.  Some practitioners mentioned the use 

of a peak flow device to monitor lung function, specifically exhalation, particularly in 

the stage after initial diagnosis. 

The biomedical practitioners recognised side effects with the medications they 

prescribed.  The bronchodilator (reliever) medications were noted to cause tremors and 

palpitations.  The most common side effects of inhaled steroids, reported by the doctors, 

were oral thrush and a loss of voice.  Two practitioners expressed concern about the 

possible long-term use of steroids.  Theophyllines were viewed as potentially causing 
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nausea, stomach upsets and headaches.  In dealing with medication side effects, one 

respiratory specialist argued: 
 

“I find that as long as you tell people before hand what the effects 

might be they are usually prepared to accept them.  Education is so 

important with asthma, getting people to take responsibility for their own 

condition.”  (Resp. Spec. 1) 
 

Two practitioners (a GP and a specialist) reported using the ‘Asthma Management 

Plan’ (AMP) with their patients.  Six Australian biomedical practitioners referred to the 

importance of providing education.  Topics to be included in the education were: what 

asthma is, what triggers asthma, and what the medicines do.  The need to reinforce these 

lessons over a number of visits was also recommended by some of the practitioners.     

Some practitioners recognised two key prerequisites for effective education.  The 

first task was to convince people that they have an illness, and the second, was to 

convince people the illness was serious enough to warrant attention.  Many practitioners 

observed another issue that was perceived to be a barrier to effective management: the 

perception that people do not like taking medicines and do not want to use them, 

particularly the preventive medications.  Some practitioners also noted the problem of 

convincing people to use their medicine when they felt well, or that people forget to use 

the preventive medication when they felt well again: 
 

“if they need the cortisone daily once they stop wheezing they just 

stop using it, either they forget or they think I'm all right, and even 

intelligent people that you've explained the nature of the disease to, they still 

will stop their treatment and then they get into trouble.”  (GP 12) 
 

“Oral steroids have revolutionised the treatment of asthma.  The 

problem is getting people to take it: they would rather take their Ventolin 

[inhaled reliever] as they need it rather than use preventative drugs.  They 

don't like being on drugs all the time.”  (GP 4) 
  

One Asian GP referred to a ‘Management Plan’, but argued this was difficult for 

the Vietnamese because they would forget to use medication when they were not 

actually ill.  He said he explained to patients that the reliever medication was a 

“defender” medication and the preventives would “strike beforehand”.  He also noted 
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Vietnamese people particularly liked the nebuliser, because it gave quick relief from the 

symptoms of asthma. 

The biomedical practitioners expressed views consistent with the guidelines that 

appear in the literature (Barnes and Godfrey, 2000; Cockcroft, 2001), and the 

recommendations from the NAC (2002).  They all emphasised the use of inhaled 

preventive and reliever medication and stressed the importance of education.  The 

doctors also expressed awareness that people with asthma do not like using preventive 

medication, long-term.  Few made reference to the AMP, which had been instigated 

only three years earlier (1989).   

 

9.2.2  The role for complementary and alternative medicines 
 

All nine complementary and alternative therapists (CAM) used the biomedical 

understanding of asthma.  The CAM therapists recognised their treatments as 

complementary to, and not substitutes for, biomedicine.  They argued that they worked 

in conjunction with biomedical practitioners, as they recognised that biomedicine was 

very effective at treating the acute symptoms of asthma.  The complementary 

practitioners saw their role as addressing the root causes of asthma, not just relieving the 

symptoms: 
 

“Our treatments are to be used as a complement to Western medicine, 

not as a substitute...  During this time people take their medication and if 

they then want to reduce the medication they are on, that is between them 

and their doctor…  None of our treatments are meant to replace medicine.”  

(CAM Prac. 1) 
 

“We do not say to people throw away your medications.  Naturopathy 

and macro-molecular treatment are to complement Western medicine; we 

are not a replacement for it.  For crisis care there is none better than Western 

medicine.”  (CAM Prac. 4) 
 

The Australian CAM therapists shared a naturopathic approach to treating asthma.  

They gave special emphasis to diet in their treatment approaches, particularly the 

omission of mucous producing foods, such as dairy foods, and sometimes wheat and 

sugar.  They all linked the over-production of mucous, which is characteristic of asthma, 

to the consumption of mucous producing foods.   
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The three Chinese herbalists all advocated the use of herbs and acupuncture to 

relieve the symptoms of asthma.  They agreed that the particular herbs and acupuncture 

points used would vary for each patient, and would depend on the approach and 

knowledge of the particular practitioner: 
 

“I can use 10–15 herbs, sometimes I only use three kinds of herbs.  It 

depends.  I would ask them, are you thirsty, if breathe hard, temperature, red 

in the cheeks, blood pressure high or low, many differences.  There is not 

one type of tablet.  Herbs different for every one depend on if young or old, 

strength and more.  Not like Western doctor who gives one tablet or spray to 

all.”  (Chin. Herb. 3) 
 

None of the Chinese herbalists discussed the specific use of diet to treat asthma.  

Two practitioners recommended the use of Tai chi to treat asthma and the other 

mentioned the importance of counselling, if the person was emotionally distressed, as 

this would contribute to his/her asthma.  Another herbalist noted that domestic cat can 

be eaten to cure asthma, but added people were unwilling to eat this in Australia.  All 

the Chinese herbalists made note of how their medicine differed from biomedicine, 

particularly in the area of administering herbs.  The Chinese practitioners were happy 

for their patients to use biomedical treatments in conjunction with their treatments. 

Some biomedical practitioners expressed interest in the potential of other medical 

systems to treat asthma.  One general practitioner used acupuncture in his own treatment 

of the disease.  Two practitioners argued there might be value in naturopathy because it 

often resulted in people changing their diets.  Other biomedical practitioners questioned 

the logic of CAM therapies and how they might benefit an inflammatory disease.  Both 

of the Asian biomedical practitioners observed that while Vietnamese people may have 

used acupuncture and Chinese herbs for other illnesses, particularly chronic pain, for 

asthma they used biomedicine.  As one GP explained, 
 

“when [the Vietnamese] aren’t in trouble, they don't see the 

importance of taking medication.  When they are in trouble only Western 

medicine can relieve [asthma].  Come here have a nebuliser, five minutes, 

go home, or some injection.  Herbs, alternative medicines are too weak in 

emergency cases.  They do try: they normally try alternative medicine in 
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chronic problems which are annoying them, like pain or some other things, 

but not for asthma, so far I haven’t seen any.”  (Asian GP 1) 
 

 All CAM practitioners, including the Chinese herbalists, recognised the illness 

asthma, possibly because people went for treatment only after they had sought a 

diagnosis and treatment from biomedicine.  The CAM practitioners viewed their role as 

one that complemented biomedicine, by addressing one area biomedicine appeared to 

ignore with regards to asthma, dairy products and mucous production.  The Australian 

CAM therapist did not make a connection between stress and asthma, but the Chinese 

herbalists did.     

 

9.2.3  Australian people with asthma 
 

9.2.3.1  Use of biomedical treatments for asthma 
 

Ninety-eight percent of questionnaire respondents reported using biomedicine in 

the previous year to treat their asthma, and 50% of respondents used biomedicine at 

least three times a day, on average.  Seventy-five percent of respondents reported being 

satisfied with their biomedical treatments, and 37% were totally satisfied.  Of the 25% 

of people who were not satisfied, the most common reason was because of the side 

effects (20%) of the medication.  People who reported being the most housebound and 

limited in their work because of asthma also reported being the least satisfied with the 

treatments offered by their general practitioner.  When asked what they disliked most 

about having asthma, 30% of people reported that they disliked taking medication.   

Seventy-eight percent of respondents reported having some degree of symptoms 

of asthma on the day they filled in the questionnaire.  This may indicate people are not 

typically symptom free of asthma, or perhaps that they were motivated to fill in the 

questionnaire by the presence of symptoms.   
 

The forty interview participants each possessed reliever medication.  Thirty-two 

participants had also been prescribed preventive medications (steroid inhalers) to use on 

a regular basis, for at least six months of the year.  Ten of these participants regularly 

used theophylline in addition to reliever and preventive inhalers.  Six people had 

nebuliser machines at home.  In the months leading up to the interview, at least ten 

Australian participants had completed a course of oral steroids (Appendix 4).   
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Fourteen people used a peak flow meter to monitor their condition during the 

periods they felt they were vulnerable to worsening asthma, such as when they had 

influenza.  For these people, the peak flow was used in conjunction with how they felt, 

in assessing the severity of their illness.  If they felt well and their peak flow was low, 

many argued, they might ignore the peak flow reading.  Six other people said they had 

tried the peak flow, but argued, it was of no benefit, and how they felt was all they 

needed to judge the state of their asthma. 

Approximately one half of the Australian participants had been to a respiratory 

specialist at some stage with regards to their asthma.  Nineteen people had been to 

hospital with their asthma as an adult, some of whom had not been to a specialist, and 

three other people described occasions when they had not gone to hospital, but in 

hindsight felt they should have.  Three participants had an organised Action Plan they 

had established with their medical practitioner.  Two women had plans with their 

respiratory specialists, and the other had a plan with a general practitioner that she had 

since abandoned after moving away from the practice of the practitioner.  One woman 

said she used the plan, but only if it agreed with what she wanted to do.  If the plan 

suggested caution, given the symptoms and her peak flow reading, but she wanted to go 

out, she would go out.  The two other women said the plan was very helpful in 

managing their condition. 

Twenty-four participants noted that at the time of the interview, or some time 

during the previous six months, they had experienced some side effects with their 

medication.  Ten people noted they sometimes had palpitations, jitters or giddiness 

because of the reliever medication.  Nine of these people noted that these effects did not 

stop them using the medication.  One man said he was concerned about the potential 

side effect of Ventolin on his heart.  Fourteen people reported experiencing side effects 

from the use of steroids.  These effects included oral thrush, voice disturbances and 

weight gain.  Two men were going without preventive medication because of the side 

effects (oral thrush and loss of voice). 

The results show that almost all the Australians used medication to treat their 

asthma.  The questionnaire responses suggest people were generally happy with the 

medications they had.  The interview participants noted that they did have side effects 

from their medications, but these effects did not stop people using their medications.  

Where people used peak flows and Action Plans, these instruments were not substitutes 

for their own assessment of how they felt or what action they should take. 
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9.2.3.2  Perspectives on medications 
 

From the questionnaires, 75% of people were generally happy with the treatments 

they had from their GPs for their asthma.  During the interviews, people were asked, 

“Are you happy with your treatments/medications?”, to which 32 people replied “Yes”.   

Beneath the apparent satisfaction there was another experience of medications for 

people with asthma.  In the questionnaire, when asked what they disliked most about 

having asthma, 30% of people reported that they disliked taking medication.  During the 

interviews, several people expressed a concern for or dislike of using medication.  

Twenty-nine people commented at some time in the interview that they did not like 

using medicine; some people added that it was important to keep the use of medicine to 

a minimum.  All these people had been prescribed preventive medication.  Seven of the 

nine people who considered their asthma to be serious expressed a dislike for using and 

relying on medication.  Eight people singled out steroids, and three identified 

bronchodilators, as the medicine they particularly disliked.  For most, however, it was 

medicine in general they disliked.  Eighteen people said the worst thing about having 

asthma was the need for medication.  Seventeen people said they did not “trust” that 

their medications, especially steroids, were doing them no harm, and ten participants 

said they did not like being dependent on medicine: 
 

“But I just get sick and tired of inhaling all the time, this stuff you 

know...I’m the type that I hate taking medication of any description tablets 

or, because they've all got side effects...oh fair enough it might be helping 

you breathe, but I can't see this doing you any good in other ways just 

continually inhaling all this stuff.  You know makes you horribly 

dry…[it]…keeps you going, so I suppose there’s no choice.  But…I always 

feel at the back of my mind that something, there’d be some other way, you 

know?”  (Aust. Part. 19) 
 

Other reasons people gave for disliking medicine included the inconvenience of 

taking it and remembering to use it, and because medications are “chemicals” (8).  

(There was no clear link between smoking status and expressing a concern for 

medications as chemicals: five of the eight people were non-smokers, two were ex-

smokers and one was a smoker.)  For some participants, the side effects of the 

medication were especially problematic.  Indeed, twenty-two of the twenty-nine people 
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who disliked medicine reported, on other occasions, that they had some side effects with 

their medicines.  A few people noted the fear of becoming immune to the medicine over 

time, or of becoming addicted.  Four people said they disliked taking medicine because 

it meant they were sick.  One woman explained the reason why she was not using 

preventive medication in the following way: 
 

“I try not to use...prescribed medicines ‘cause I don't like too many 

chemicals getting into your body anyway, so I try to steer clear of those as 

much as possible.  It's only when I really feel I really absolutely have to that 

I use them.”  (Aust. Part. 12) 
 

Nineteen, of the twenty-nine people who reported disliking medicine, said they 

had at least once stopped using their prescribed medication, particularly preventive 

medicine, to see if it was required.  Many reported that they started using the medication 

again because their symptoms returned, or they noticed the difference when they 

stopped the medicine: 
 

“What do I want from…[my treatments]?  Umm, I guess to go 

through a day without really having any wheeze or need to take them.  But I 

know that's asking the impossible, because it doesn't work: I've tried it.  I've 

gone without my medication.  I’ve ended up very, very sick.  I've ended up 

in hospital – just once.”  (Aust. Part. 14) 
 

Five of the people who disliked using medicine were not using their preventive 

medication at the time of the interview.  One man was having trouble with the side 

effect of oral thrush, and another man had let his prescription run out and had not 

renewing it.  Three women were trying to get by without the preventive medicine:  
 

“I don’t like taking drugs when I can help it...  I don’t like, you know, 

pumping drugs into my body when I don’t really like, I can start it each day 

and I’m more likely not to have an asthma attack, then I am to have an 

asthma attack.  I’d rather take that gamble and not take the drug…it usually 

pays off.”  (Aust. Part. 8) 
 

Although all forty participants used biomedical medication for their asthma, 

thirty-nine participants reported still feeling symptoms of asthma, twenty-two people 
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felt their symptoms daily, and seventeen felt symptoms of asthma occasionally.  Many 

who used preventive medication observed the symptoms were much milder than before, 

since using this medication.  When asked what they wanted from their treatments, 

twenty-eight people said they wanted to have their symptoms manageable, so they could 

“do all they wanted to do”.  Seven said they wanted to be free from asthma symptoms 

entirely.   

People were not asked directly if they were using their medication as instructed by 

their doctor, but seven people did explain that they were not using their medication as 

prescribed.  Each of these people had reduced the amount of medication they used 

because they felt they did not need the higher dosage: generally this involved reducing 

the amount of preventive (ie steroid) they were using and using more reliever 

medication.  For six other people it is unclear if they were using their medication as 

prescribed, but four of these people were using high doses of reliever medication daily.  

Some were using five to six puffs of reliever medication, and two people were using 

preventive medication and were also using regular nebulisers (with very high doses of 

reliever medication) each day; these doses of reliever medication are higher than is 

recommended in medical guidelines (NAC, 2002; Woolcock and Jenkins, 1991).   

Of the thirty-two participants who regularly used preventive medication, twenty-

nine had experienced a period before being prescribed preventive medication when they 

relied on reliever medication, only.  Many of these people had a pattern of requiring 

increasing amounts of reliever medication to gain relief.  Some had been told to start 

preventive medication at least once before, but had chosen not to do so.  Reasons given 

for not starting preventive medication included laziness, dislike of medicine and not 

believing their asthma was serious enough.  One man explained his reason for not using 

preventive medication until he had a frightening attack:   
 

“...I was a bit blasé with my treatment up to that [episode] because I 

was always hoping that it'd go.  As I say, it came out of the blue, and I was 

hoping it'd go and I don't think I was even...on Becloforte [preventive 

medicine] at that time, I think, I might have been just on Ventolin [reliever 

medicine]…  Now I'm a bit more careful ‘cause it looks like it's not going 

away, so I take a bit more notice of it, you know?”  (Aust. Part. 19) 
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When asked why they started using preventive medication, eleven people said 

their asthma was gradually getting worse and they were becoming less able to continue 

with their activities: 
 

“[I] sort of couldn’t be bothered and I’d leave it [preventive] places 

and forget it and just...didn’t really bother me.  I sort of totally forgot it 

really...[then]…I think I just went through a bit of a stage, where I wasn’t 

having big attacks or anything, but I was just getting quite wheezy so I 

started to remember more and then I just got into a routine.”  (Aust. Part. 

15) 
 

Nine other participants said that while their asthma may have been gradually 

deteriorating, they were able to identify one particular episode that was so frightening it 

acted as a stimulus for them to start using preventive medication: 
 

“When you feel all right, you think you don’t need the medication.  

You think just the Ventolin will do when you feel out of breath take a couple 

of puffs of Ventolin.  So it’s not proper regulation just taking it haphazard 

everywhere any time I feel like I needed a puff...[then]…I...took 

desensitisation injections that reacted to me and I actually had a cardiac and 

respiratory arrest.  So after that I thought, right stop playing the fool and 

take the [preventive] medication.”  (Aust. Part. 18) 
 

Twelve people recognised a role for their doctor in telling them about or 

convincing them to try preventive medication.  Seven other people said they started to 

use preventive medication as soon as they found out about it.   
 

Summary: The initial impression people gave was that they were content with 

their treatments, and medications in particular.  Subsequently, during the interview, 

however, people started to express their concerns about medications, particularly that 

they might be doing harm, especially preventive medications.  People had side effects, 

which did not necessarily stop them using the medication but did add to their concerns 

about prescription medications.  Participants admitted they had periods without using 

preventive medication after the first appearance of symptoms, and/or subsequently to 

test if it was necessary.  People were content to have symptoms of asthma, and used 

medication primarily to be able to function, and “do all I want to do”. 
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9.2.3.3  Keeping medications to the minimum amount necessary 
 

The Australians who were interviewed all used biomedical medications as part of 

their approach to caring for their asthma.  They appeared to understand the basic 

principles of how their medications worked.  Thirty-two people had preventive 

medication, which they all understood needed to be used daily to treat the underlying 

condition.  Those that required more medication, such as oral steroids or theophyllines, 

were using inhaled steroids as well.  This approach matches the one presented by the 

doctors in this study and in the guidelines in the literature (Barnes and Godfrey, 2000; 

NAC, 2002; Woolcock and Jenkins, 1991).   

The approach of the participants to caring for their illness differed from the 

guidelines with regard to how they used their medication.  Both the clinicians in this 

study, and researchers in the literature, are aware that some people do not like using 

medications over the long-term, and that people appear to have a particular dislike for 

using steroids (Barnes, 1989; Patterson and Greenberger, 1991).  As a result, researchers 

argue, people may be under-treating their asthma, especially the use of steroids (a 

preventive medication) (Bauman et al., 1992; Beilby et al., 1997; Gibson and Boulet, 

2001; Reid et al., 2000).   

The Asthma Management Plan (AMP) is based on biomedical principles, such 

that therapy is focused on using medication, and managing triggers, to reduce the 

physiological presence of the disease and maximise lung function (NAC, 2002; 

Woolcock et al., 1989).  The assumption is that once this optimal state is achieved, the 

impact of asthma on a person’s life will be minimised, as will morbidity and mortality 

from the disease.  Educating people in the use of the plan is focused on teaching people 

about their disease, and how to recognise physiological changes and respond to these 

changes (Gibson and Boulet, 2001; NAC, 2002).   

People who do not use their treatments as prescribed by doctors, and thereby do 

not minimise the physiological presence of their illness, are referred to as ‘non-

compliant’ in the biomedical literature (Barnes and Godfrey, 2000; Rand and Wise, 

1994).  Australians are recognised as having high levels of non-compliance amongst 

people with asthma (Cerveri et al., 1999; Reid et al., 2000). 

The way people were non-compliant in this study can be broadly classified into 

three types: those that reduced the dosage of their medications; those that tried to go 

without preventive medication for periods of time; and people who reported waiting a 
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period of time after they had been first prescribed preventive medication before they 

started to use it, often relying on higher doses of reliever medication in the meantime.  

These types of non-compliant behaviours are recognised by clinicians in this study and 

in the medical literature (eg Beilby et al., 1997; Reid et al., 2000).   

In medical anthropology, decision-making with regards to caring for illness is 

considered within the context of people’s lives, including their views about the illness 

and what is effective treatment, their emotional reactions to the illness and treatments, 

their social roles and obligations, and the constraints imposed by the physical and 

politico-economic environments in which they live (Garro, 1998a; Hunt, 1998).  When 

this approach is applied to the participants in this study, the use of medicine can be 

characterised as a balance, or trade-off, between the overall costs and benefits of using 

medication.  To understand some of the reasons why people are reluctant to use 

preventive medications, in particular, it is necessary to consider the meaning of these 

medications to people with asthma. 
 

The benefits of using medication 
 

In this study, medications formed a significant part of people’s strategies for 

caring for their asthma.  With medications, people received enduring relief from the 

symptoms and the physical effects of asthma.  Beyond the daily reduction in symptoms, 

medications reduced the fear and uncertainty that can be part of the experience of 

asthma, by assisting participants to respond to acute episodes effectively.   Medicine, 

especially reliever medications, gave people a sense of personal control and reduced the 

unpredictable nature of asthma: if it did worsen, they knew they had assistance that was 

easily available and quickly effective.  Many people were aware that asthma could be 

serious, and even life-threatening, and some people had experienced this for themselves.  

People reported taking their medication with them when they left home, and a few 

recounted the anxiety they felt if they discovered they had left home without their 

reliever medication, especially if they were in circumstances that could exacerbate their 

condition:   
 

“the only time it’s caused me any real concern is...when I’ve been out 

somewhere and I’ve forgotten to take my Ventolin with me, particularly at 

night time, if it’s a cold night...and if I'm out on a winter’s night or 
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something, and I’ve forgotten to take the…Ventolin with me, that’s a bit...of 

a worry.”  (Aust. Part. 17) 
 

Medication had practical benefits, because it enabled people to fulfil their 

commitments at work, and in their family and social lives.  With medication, even 

participants who appeared to have quite severe asthma could describe their lives as 

being lived ‘normally’: that is, they were able to hold down full-time work, take care of 

their duties at home as parents and partners, and participate in social events, including 

sporting ventures.  This enabled people to be full social participants.  Medication 

reduced the potential stigma from asthma by reducing the likelihood of an acute episode 

being noticed by other people, or the person with asthma having to excuse him/herself 

and leave the event or workplace.  Medication also assisted people to maintain a 

positive personal identity.  For example, by reducing the physical impact of asthma, 

medication allowed people to participate more fully in the activities that enabled them 

to feel accomplished:   
 

“I feel terrible if I don't exercise.  If I had asthma that prevented me 

from exercising I would be on control [preventive] medication…like a 

flash.” (Aust. Part. 8) 
 

The benefits of taking medication for people in this study match those reported in 

the literature for other people with asthma in Western societies (Adams et al., 1997; 

Becker et al., 1993; Gabe et al., 2002).  They also match findings for other chronic 

illnesses (Charmaz, 1983; Conrad, 1985), where medication is often depicted as 

increasing the degree of control a person has over his/her illness, and enabling him/her 

to function as a full social participant. 
 

The costs of using medication 
   

In this study, people reported side effects from their medication, but this generally 

did not stop them from using the medication.  Only two men were not using their 

medications because of the side effects.  While side effects were a significant issue for 

only a small number of participants, it might be the case that the side effects contributed 

to people reducing the dosage of their medications.  Other studies suggest side effects 

are a common reason for people with asthma to stop using their medications (Goeman et 

al., 2002; Nocon and Booth, 1991).  The Australian people in this study had various 
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techniques they had developed to minimise the likelihood of side effects that they had 

learnt from their doctors or on their own through trial and error.  These habits included 

the use of spacer devices to improve inhaler use, or eating after using inhaled steroids to 

prevent oral thrush. 

During the interviews, two people mentioned the financial cost of medication as a 

significant difficulty, and some participants made reference to the expense of 

medication as one of the drawbacks to having asthma; on the whole, however, financial 

barriers did not emerge as a significant theme from the interviews.  This may reflect the 

impact of the Australian Pharmaceutical Benefits Scheme, and especially the safety net 

in the scheme, that limits the amount people have to pay for pharmaceuticals in a given 

year (CDHFS, 1999).  By contrast, Goeman et al. (2002) found cost to be a significant 

concern for two-thirds of the sample of Australians they interviewed.  It may be that 

their participants, from a hospital clinic, were more debilitated, and, hence, required 

more medication, than the balance of participants in this study.  Recruited from a 

hospital clinic, Goeman’s et al. (2002) participants may also have been more 

economically disadvantaged, than many of the participants in this study.  It is unclear if 

Goeman et al. (2002) asked people directly about the financial burden of asthma, but in 

this study, people were not specifically asked if the costs of their treatments were ever 

prohibitive to using them.  If people had been asked specifically if the cost of 

medication, or indeed medical services, as a concern, or a factor in their decision-

making about medication use, the results of the present study may have been different. 

While side effects and financial costs were present, but not commonly expressed 

as barriers to using medication in this study, other themes did emerge as reasons people 

were keen to keep medication use to a minimum.  One reason was the potentially 

harmful effects of medications on a person’s health, and another was the meaning of the 

medications, especially how having to use medicine daily means a person is both ‘sick’ 

and no longer fully independent. 

Eight participants stated that they did not like taking medications because they 

were “chemicals”, and seventeen people were suspicious of the harm the medications 

might be doing to their body and their health.  In part, the cautiousness people expressed 

about ingesting chemicals may well have been derived from health promotion 

campaigns.  On the one hand, people are exposed to the messages aimed at the general 

public that alert them to the dangers of drug use: alcohol, illegal drugs and performance 

enhancing drugs (including steroids) are presented as harmful to a person and generally 
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unhealthy (Donovan et al., 1998; Holman et al., 1996; HDWA, 1994).  People have to 

weigh these apparently conflicting messages: what might be necessary to treat their 

asthma may be harmful for their general health.  Other studies have identified similar 

concerns about ingesting ‘chemicals’, especially steroids, amongst people with asthma 

(Adams et al., 1997; Gabe et al., 2002; Price, 1994; Hansson Scherman and Löwhagen, 

2004), including one in Australia (Adams et al., 2001a).  Indeed, the concern for how 

medication impacts on health is also shared by medical researchers, whose guidelines 

suggest keeping the medication, especially oral steroids, to the ‘minimum amount 

necessary’ to control the condition (Boulet et al., 1994; Cockcroft, 2001; Woolcock et 

al., 1989).   

Beyond the concern for consuming potentially harmful substances is the meaning 

the need for medication represents to people with asthma.  To need medication signifies 

that a person is sick, which is a socially undesirable or deviant state (Bury, 1991).  

Preventive medication is particularly symbolic of this undesirable state: to use 

medication daily, regardless of the feeling of being unwell, means accepting that the 

illness and one’s status as a ‘sick person’ are permanent.  If needing medication means a 

person is asthmatic, then keeping the medicine to a minimum is one way to keep the 

degree of deviance to a minimum.  This concern is exacerbated, in the case of asthma, 

because to have asthma means to be physically impaired, or weak, which is an 

especially unwanted state, in a culture that highly values bodily integrity (Bennett et al., 

1999); this is a finding matched by Adams et al. (1997) in the UK.  The meaning, and 

use, of medications, therefore, is entwined with the meaning given to the illness.   

In this study, ten participants also expressed a dislike for “needing” medication to 

get through the day, although, they were often unable to articulate exactly why this was 

a concern for them.  Like other Western nations, Australia has a strong cultural value of 

self-reliance and personal independence (see Kapferer, 1996:116).  Needing medication 

means a person is no longer fully autonomous, that is, no longer able to move freely 

through life without assistance.  The loss of physical integrity and self-reliance that 

results from illness, especially chronic illness, is compounded by the ‘need’ for 

medication.  While it may be preferable to be dependent on medication rather than to be 

dependent on other people, it is still undesirable to be dependent, and a potential source 

of personal shame.  The pain of this dependence might be especially great for people 

who place a higher personal value on being able-bodied and autonomous.  Keeping 
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medicine to a minimum reduces the degree of dependence a person has on something 

other than oneself.   

In making decisions about caring for an illness, people often have higher priorities 

in life than treating the particular illness (Wikan, 2001).  Sometimes decisions about 

care, such as the non-use of preventive medication, stem from the person not making a 

decision, that is, the illness is just not a high priority at that time.  Illness needs to be of 

sufficient concern, in how it interferes in life or the fear it engenders, before people pay 

it attention: the greater the interference and fear, the more attention the illness is likely 

to receive.   

In this discussion, decisions about using medication have been depicted as 

involving a trade-off, between the perceived costs and benefits of the medications.  

Garro (1998a) cautions that trade-offs such as these are not fully conscious processes 

that people employ, though some parts might be, such as people in this study expressing 

their concerns about the potential health effects of their medications.   

For people with asthma, the balance of this trade-off was indicated by their 

tolerance of symptoms.  Seventy-seven percent of people reported having symptoms on 

the day they did the questionnaire, and 38 of the interview participants said they still 

had symptoms of asthma, and half of these experienced symptoms daily.  Other 

researchers have also reported that people with asthma are inclined to tolerate more 

symptoms than might be recommended, medically (Nocon and Booth, 1991; Sibbald et 

al., 1989; Snadden and Brown, 1992).  Having symptoms that are considered personally 

safe and tolerable can be a sign that the trade-off is being balanced well.  People have 

used enough medication to control their asthma, to feel safe and to fulfil their social 

roles, but people do not need to be completely free of symptoms to feel in control of 

their illness and be full social participants.  Indeed, retaining some symptoms shows that 

their asthma is still there, and so still requires medication, but that they are using only 

the minimum amount necessary of these potentially dangerous chemicals, which is 

desirable for their general health and minimises both their deviance and dependence.   

Maintaining the balance between the costs and benefits of medication over time 

requires testing the amount of medication that is necessary.  The dosage of medication 

may be reduced to see if less is required to maintain control or increased if the ability to 

function or feel in control of the illness is impaired; in this way, taking control of 

medication use is part of having control of the illness (Conrad, 1985).  The nature of 

asthma, especially the way the exposure to potential triggers changes the severity of the 
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symptoms, does make it a condition that requires readjustments in medications.  Indeed, 

biomedical researchers recommend people learn to vary the dosage of their medication 

as required, especially during periods of exacerbation, as part of ‘taking control’ of 

asthma (Clark and Gong, 2000).   

Doctors and lay people with asthma share the desire to keep medication to the 

minimum amount required, and recognise the need to vary medication dosage 

dependent on need.  Where they differ is in the perception of what is the ‘minimum 

amount necessary’.  Doctors determine minimum based on biomedical logic: the 

minimum amount to achieve optimal lung function, reduce morbidity and mortality, 

minimise use of health care services and give the person a sense of being in control of 

their condition (NAC, 2002).  They are focused on the disease parameters to assess what 

is the correct amount of medication, while being aware of physical side effects and 

potentially harmful doses of, especially, oral steroids (Barnes and Godfrey, 2000).  For 

people living with asthma, ‘the minimum amount necessary’ is no more medication than 

is required to feel in control, to feel safe from the worst effects of the illness, by 

personal standards of what ‘worst’ is, and also includes broader concerns, such as taking 

care of their health, being full social participants, and maximising a sense of being 

independent and physically able-bodied.  What may appear from the perspective and 

logic of biomedicine as non-compliance is, from a wider perspective, people living with 

asthma using practical reasoning in their decisions about how to use medication in 

caring for their illness, within the context of their lives, and perhaps high priorities than 

caring for their asthma.  For people in this study, medication was a vital part of caring 

for their illness, albeit a ‘necessary evil’.   
 

9.2.3.4  The role of complementary and alternative medicines 
 

In the year prior to doing the questionnaire, respondents reported their use of 

CAMs as including dietary therapy (24%), meditation (15%), herbs (10%), naturopathy 

(7%), homoeopathy (6%), acupuncture (4%), and Chinese medicine (2%). 

The results suggest that people who reported being debilitated by their asthma, by 

being more often housebound and having greater difficulty sleeping and eating, tended 

to use more complementary treatments, such as meditation, herbs, yoga, homoeopathy 

and diet therapy.  From the chi-squared analyses there was evidence to suggest, 

however, that while people who identified being moderately debilitated by their asthma 

(4-5 on the Likert scale) were more likely to use CAMs, those at the more severe end of 
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debilitation (6-7 on the Likert scale) were less likely to use CAM approaches 

(Appendix 2). 

People who viewed stress as a cause of their asthma were also more likely to have 

used herbs, meditation, diet therapy or naturopathy.  Respondents who indicated stress 

as a significant trigger factor for their asthma also appeared to have used meditation for 

their asthma in the preceding year.  People who noted food as a potential trigger for 

their asthma were more likely to have used meditation and/or diet therapy to treat their 

condition.  People who identified passive smoking as a trigger were also more likely to 

have used meditation and/or diet to treat their asthma in the year prior to filling in the 

questionnaire. 

Respondents who used herbs and/or yoga during the previous year were more 

likely to have participated in an education program about asthma.  People who used 

herbs and/or yoga to treat their condition also reported being more embarrassed by 

having asthma.     
 

Thirteen interview participants had, at some time, used complementary medical 

treatments for asthma.  These treatments included naturopathy, homoeopathy, 

acupuncture, and chiropractory.  Many had tried more than one of these approaches.  

Seven participants reported that the approach they used relieved their asthma; three 

people were still using the treatments they felt were of benefit.  Four people had stopped 

using the CAM treatments largely because, they argued, the financial cost was too great 

or biomedical treatments were easier to obtain and use.  Seven other participants 

expressed a desire to try complementary medicines for their asthma but they were 

unsure about how to go about it. 

Two people said they used complementary medicines because they were hoping 

for a cure.  One man said he would like to try a complementary approach because he felt 

it was “a more natural approach to illness”.  Five others said they had tried 

complementary medicines because they disliked using medication and were hoping to 

find a way to minimise that use: 
 

“No, I haven't but I think I probably will...because I've got an 

increasing faith in, in some of those methods and...it would be good to be 

able to find a more natural, umm, method of at least assisting the disease.  

You know, assisting yourself…than having to rely on chemicals.”  (Aust. 

Part. 35) 
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Of the thirteen people who reported having used complementary medicines, all 

thirteen had been prescribed preventive medication by a biomedical practitioner.  Two 

were not using their preventive medication at the time of interview.  Eleven of the 

thirteen people who had tried complementary medicines, and six of the seven who 

wanted to try CAMs, at some point in the interview expressed a dislike for using too 

much medicine or relying on “chemicals”, that is, the medicines they used.  Seven of 

nine who considered their asthma to be serious expressed a dislike for medication, and 

five of these had tried complementary medicines.   

Eleven of the people who had used complementary treatments had also been to the 

Asthma Foundation, and six had participated in an education program through the 

Foundation.  Twelve people said they did not, and would not, use CAMs, because they 

went along with what their doctor offered, or they did not see the logic in the other 

medical systems.   

People appeared to have two primary motivations for using CAMs: one, they 

wanted to explore options they viewed as more natural or less harmful than medications, 

and/or two, they wanted to see what these other systems had to offer.  The use of CAMs 

generally required people to feel sufficiently debilitated by their asthma, and to dislike 

being reliant on, especially preventive, medication over the long-term.  In these 

circumstances, participants were usually prepared and motivated enough to try 

alternatives, often in conjunction with their medications.   
 

9.2.3.5  Knowing the triggers of asthma 
  

People were generally quite clear on what did and did not trigger their asthma, and 

could list them in order of severity.  Knowing triggers is a significant part of caring for 

asthma, because if a person knows what will worsen their symptoms they can reduce 

his/her exposure to it.  Of the 26 people who identified allergens as trigger factors, 

sixteen had had an allergy test done.  Furthermore, participants suggested that knowing 

their triggers made the course of asthma more predictable, because people could prepare 

beforehand if they knew they were going into a potentially threatening situation, such as 

by bringing their reliever medication with them when they went out on a cold night or 

getting an influenza vaccination at the beginning of winter. 
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9.2.4  Spouse involvement in the daily care of asthma 
 

Seven of the ten spouses were able to identify, by name, the asthma medications 

their partners used.  Many of these participants knew that one medication was a 

preventive and the other relieved symptoms.  Three men did not know the names of the 

medications but knew their wives used “puffers” for their condition.  Four of the five 

participants whose partners had a nebuliser reported operating the machine for their 

partner when required. 

When discussing their role in caring for their partner’s asthma, nine participants 

stated that they really did not have much of a role to play.  Despite this, eight 

participants mentioned, at some stage of the interview, that they did the vacuuming 

because of their partner’s asthma.  Five said they frequently went to the chemist to get 

their partner’s medication, particularly the reliever medication.  Five participants would 

also assist by setting up the nebuliser and/or getting out of bed to get the puffer when 

required. 

Seven spouses felt they could tell when their partner’s asthma was worse, usually 

because they could hear their partner’s wheeze or see their laboured breathing.  Ten 

participants said their role during acute episodes was to be there to “keep an eye on” 

their partner and/or to provide emotional support and understanding.  Three spouses 

noted the importance of not criticising or “hassling” their partner when their asthma was 

bad, that is, accepting there were things they could not do at these times, like shopping 

or playing sport:   
 

“[My role is]...mainly support I think....if she can't do something or 

doesn't want to do something, well...I accept that.  I might not have always, 

but I do now.”  (Spouse 9) 
 

The partners downplayed their role, but nevertheless assisted with avoiding trigger 

factors (eg by doing the vacuuming) and locating medication when required.  They did 

have a greater role, however, during acute episodes.  This included ‘keeping an eye on’ 

their partner, and taking action if they needed to go to hospital.  The spouses also 

recognised the importance of offering emotional support to their partner (see below).   
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9.2.5  Vietnamese people caring for their asthma 
 

9.2.5.1  Use of biomedical treatments for asthma 
 

All ten Vietnamese participants used biomedical treatments for their asthma.  All 

had reliever inhalers in their possession.  Eight people used this medication.  One man 

preferred to use a bronchodilator (reliever) elixir, and another man used anti-histamine 

tablets to relieve his symptoms.  Seven people possessed inhaled steroids.  Two people 

used them daily, and three other people restricted their use to when they “felt bad” or 

“in case they needed them in the future”.  Two people did not use their inhaled steroids, 

but reported using high doses of reliever medication (Ventolin nebules and theophylline) 

daily, and had a course of oral steroids at least monthly.  One woman had given her 

inhaled steroids to her aunt, who had symptoms of asthma.  Four people used 

theophylline on a regular basis, including the two people who were not using inhaled 

steroids at all. 

Four of the participants had a collection of medications in their homes at the time 

of the interview that they displayed for the researcher.  The collections of medicines 

each included an inhaled reliever medication, bronchodilator (reliever) elixir, inhaled 

steroid, and either a steroid turbohaler or capsules (which is an alternative to the steroid 

puffers), theophylline, oral steroids, anti-histamine tablets, and three had nebules (one 

man also had preventive medication, Intal, in nebules) and a nebuliser.  All these 

medications had been used in various combinations.  Only two of these four people 

reported using inhaled steroids on a regular basis (Appendix 4). 

Three of the Vietnamese participants had been to hospital for asthma in Australia.  

Another woman had been in hospital in Vietnam.  Six participants had used a nebuliser 

(referred to as “the mask”) for their asthma at their GP’s surgery.  Three of these people 

also had a nebuliser at home.  One of these people noted it was important to be cautious 

in the use of the nebuliser, because it only gave short-term relief from symptoms, so he 

took oral steroids as well, which were also quicker to take than the nebuliser.  One 

woman used her nebuliser before going to bed at night and each morning before work, 

and then during the day, or night, as she needed it.  Neither of these participants used 

inhaled steroids.  The third person said he had not used the nebuliser for at least two to 

three months prior to the interview.  He was using preventive inhaled medication daily.  

All six participants noted how effective the nebuliser was in relieving their asthma 

symptoms quickly: 
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“she said the oxygen you know, the tank…[nebuliser]…that one 

really, really helps because there was a time when her asthma was really bad 

and she been to the doctor and he let her use that for about, that oxygen tank 

for ten minutes, the mask you…and she felt really, really much better 

afterwards.”  (Viet. Part. 7) 
 

Two Vietnamese participants noted that side effects occurred with oral steroid, 

such as “feeling chubby” after taking them.  One other woman noted that when she used 

an inhaled reliever medication, inhaled steroid, elixir and oral steroid in conjunction, her 

“asthma was cured”, but she got a headache because the drugs were “too strong for her 

body”, so she would take a tablet then to treat the headache. 

Three Vietnamese people expressed dislike for the inhalers (or puffers), because 

of the odour and taste, and the feeling that they could not inhale enough of the medicine.  

Two used capsules (via a turbohaler) instead which they felt were more efficient.  One 

woman used a turbohaler for a time, which she felt was an improvement, but returned to 

the puffer inhaler because she felt she could not get enough out of the turbohaler.  One 

woman had tried a spacer device (designed to reduce the concentration of the inhaler 

spray and assist with inhalation), which she said did help, but subsequently she was 

given the capsules by her niece, which she found worked more effectively for her, as 

she explained in this quote: 
 

“Umm...she has trouble inhaling them [inhalers] but especially the 

odour, you know the odour, the smell...is too bad that you know make her 

feel bad, very uncomfortable...  These two here [capsules] was not 

prescribed...but were passed on to her through [her niece who] thought she 

did not need [them]...so much, so she gave it to her...and she brought these 

two drugs to [the] doctor...and she suggest to him that they right for her, 

they work for her, so the doctor...said she [should] keep on using them.”  

(Viet. Part. 7) 
 

 The Vietnamese people in this study had access to several medications, but 

appeared to be lacking knowledge about how to use them.  Two of the people appeared 

to be using their medications in a way that might be regarded as dangerous, such as their 

use of high doses of both oral steroids and reliever medication through the nebuliser, 

while not using inhaled preventive medication at all.  No Vietnamese person had been 
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to a specialist, and the two people relying on oral steroids did appear to require such 

assistance.  As one Asian GP had predicted, the Vietnamese people did express a dislike 

for using inhalers, or puffers, and they were very appreciative of the nebuliser (“the 

mask”), which is not recommend as a regular treatment for asthma, certainly not to the 

exclusion of inhaled preventives, in the way some people were using it here (Barnes, 

1989; Tse and Bridges-Webb, 1993).  Indeed, researchers recommend that if a person 

requires reliever medication more than three times a week they should be using 

preventive medication as well (NAC, 2002).   
 

9.2.5.2  Perspectives on medications 
 

When the Vietnamese participants expressed concern about the effects of their 

medications, it was generally concerns about the taste of the inhaler medication, over-

dosing, or developing immunity to the medicines.  Of the ten Vietnamese people 

interviewed, two expressed concern about using inhaled reliever medication, 

specifically Ventolin.  One man said he feared it might worsen his asthma, so he did not 

use it.  He had developed asthma at the same time as a friend who had used Ventolin 

and whose asthma had steadily worsened.  This man used a bronchodilator elixir instead 

of the inhaler, and his asthma had not deteriorated in the same time.  He reasoned that 

the difference in their experiences was because of the effect of the Ventolin.  Another 

man felt it was possible to overdose on Ventolin.  He argued he had over-dosed on one 

occasion and had ended up in hospital where he was near death.  The same man was 

also concerned about oral steroids and the long-term effect their use may have on his 

kidneys.  He also expressed concern about becoming immune to the oral steroid 

medication, as it was taking increasing amounts to alleviate his symptoms.  No 

Vietnamese person expressed concern that his/her medicines were ‘chemicals’ that may 

be harmful to his/her body, or expressed any dissatisfaction about needing medication to 

get through the day.  Three people did express concern about using their medicines in 

the present, in case their condition worsened in the future and they had built up 

immunity to them: 
 

“She doesn't want to get used to...the drugs...  When her asthma is 

bad...the drugs cure her asthma effectively...so maybe tomorrow or days 

after she drop it and when she feel better she may...stop using them 
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completely.  So when her asthma is bad...she doesn't have to take heavy 

dose of drugs to cure her asthma.”  (Viet. Part. 7) 
 

A few Vietnamese people said they had to use the medication because their doctor 

had given it to them, and yet they were clearly not using the medication in a 

biomedically sanctioned way: one woman was using only reliever medication, including 

a nebuliser daily, because she said, 
 

“but she got no other choice so she has to take them.  Her doctor gave 

her these drugs so she has to take them.”  (Viet. Part. 9) 
 

When asked if her doctor knew how often she was using the nebuliser, she said he 

did not know, yet she appeared to consider herself as being compliant with his 

instructions by using some of the medications, although not as prescribed.  In this study, 

Vietnamese people did not appear to consider varying the dosages of their medications 

as ‘non-compliance’ with their doctors’ instructions.   

The pattern of medication use was quite different amongst the Vietnamese people 

compared with the Australian participants.  For example, one man was using a 

preventive and reliever each day (together, two puffs, two-three times a day), as the 

doctor had instructed.  Yet he also owned a nebuliser, with reliever and preventive 

nebules.  No Australian, even the most severely affected, had preventive nebules.  He 

appeared rather mildly affected to have so much medication in his possession.  Two 

other people appeared quite severely affected by their asthma: they were each using oral 

preventives for a period of time each month, and each used nebulisers regularly, 

sometimes several times a day, and neither used inhaled steroids regularly.  Two other 

people were using preventive and reliever medication, again as a unit, three to five times 

a day.  Three people had seasonal asthma, so they were not using medication at the time 

of the interview (winter).  When they did use medication they also used preventive and 

reliever medication together.  Two of these people reported using nebulisers at the 

doctor’s surgery.  Two people had mild asthma and had not used their medication for 

some time.  One of these people had therefore given her preventive medication to an 

aunt who also had asthma.     

It appears that when using preventive medicine, the Vietnamese participants used 

it as a unit with reliever medication, and tended to use it for a period of time, when their 

asthma “was bad”.  Of the five people with ongoing asthma, three used the preventive 
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and reliever as a unit, so that when they increased the dose of one, they increased the 

dose of the other as well.  For example, one woman described how when her asthma 

was “worse” she would use the reliever and preventive up to five times a day.  In other 

words, the Vietnamese people did not appear to make any distinction between reliever 

medication to reduce the symptoms and preventives that need to be used over a period 

of time to treat the underlying condition of asthma.  This pattern of medication use was 

not apparent with any of the Australian participants. 

Five Vietnamese participants were still experiencing daily symptoms of asthma.  

The other participants reported feeling their symptoms occasionally.  When addressing 

the issue of what they wanted from their treatments, seven Vietnamese people said they 

wanted a cure for their asthma: 
 

“He love to know if there is any kind of drugs that cure 

asthma...completely you know.  Nowadays doctor told him that they only 

have drugs for relieving...asthma when it get bad or try to prevent it but not 

for curing...asthma at all.”  (Viet. Part. 10) 
 

Nine Vietnamese participants said they were happy with their treatments.  People 

were happy with their treatments, generally, because they felt the medicines helped to 

relieve their symptoms, and helped them to function and go about their daily activities.  

The other participant said she was not sure if she was happy with her treatments, but felt 

she had to take them because her doctor had prescribed them for her; however, she 

appeared to be using the medicines differently, from the prescriptions that were written 

on the bottles and inhalers (in Vietnamese and English).  

The behaviours of the Vietnamese, with regards to using medications, appear to 

be similar to the Australians: both groups used biomedical medications, but varied the 

dosages, and even stopped using them at times.  Yet beneath these actions, the 

motivations and concerns of the Vietnamese people appeared to be quite different from 

the Australian participants.  While the Australians disliked using ‘chemicals’, especially 

steroids, and disliked being dependent on medication, the Vietnamese did not express 

these concerns.  One woman did express a dislike for using medicine all the time, 

because she disliked having a condition that “would not go away”.  The Vietnamese 

people appeared to be more concerned with the perceived potential to develop long-term 

immunity to their medicines (3), and they disliked the taste of the inhaler 
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medications (3).  No Australian complained about the taste of the medication, and only 

one person expressed concern about developing long-term immunity to the medications.   

Some Vietnamese people were quite prepared to share their medications, which is 

a practice common in southern Vietnam (Manderson and Mathews, 1985; Marr, 1987).  

The Vietnamese people also appeared to favour the use of elixirs, which are commonly 

used to promote health and vitality in Chinese medicine (Morris, 1994:100).  Four 

people displayed the array of medicines they had in their possession during the 

interview.  No Australian used elixirs to treat their condition, reported sharing their 

medication with relatives, or displayed their medication at interview.  The Vietnamese 

people’s appreciation for the nebuliser (at least seven made reference to using it and 

how effective it was) supports the contention that they have great faith in biomedicine 

(Easthope, 1989; Tung, 1980), as did their repeated inquiries into whether a cure was 

available for asthma, and their description of biomedicine as “like magic”.   

The Vietnamese people expressed concern that they might grow immune to their 

medication, so if they did find an effective medication, they were in some cases inclined 

to hoard it for the future in case their asthma worsened.  Unlike the Australians, the 

Vietnamese people did not express any concern about being dependent on medicine or 

‘chemicals’.   

While the Australians predominantly erred on the side of under-using medication, 

the Vietnamese people appeared regularly to be over-using and mis-using their 

medication.  Tung (1980) argues that in Vietnam the value of biomedicine is in the 

medication it provides to rapidly and quickly relieve illness.  He argues that people have 

the expectation of receiving medication when they go to the doctor, but that they may 

not be prepared to adopt the biomedical ideology that accompanies the medication.  

Vietnamese people may be willing to take the medicine but not adopt the notion of what 

the underlying disease is, or the need to treat it and not just respond to the symptoms 

(ibid).  The people in this study certainly displayed a similar tendency in their use of 

biomedicine: they had an array of medication, but did not appear to have adopted the 

understanding of how to use it, especially the concept of using preventive medication all 

the time and not directly in response to the symptoms. 

The way Vietnamese participants cared for their asthma was significantly shaped, 

and constrained, by their experiences as migrants from a non-English speaking 

background (NESB) in Australia.  Their social position as NESB migrants was 
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particularly important in determining their lack of access to both educational material 

about asthma, and specialist care, particularly respiratory specialists. 

While being a NESB migrant is often associated with economic disadvantage 

(Julian and Easthope, 1996:118), financial barriers were not mentioned as a concern by 

Vietnamese people in this study, and indeed the amount of medication they had in their 

possession suggests they could at least afford the medication they needed.  Indeed, four 

Vietnamese participants had collections of medications that were unmatched by any of 

the Australians.  The cost of medications is subsidised by the Pharmaceutical Benefits 

Scheme for the Vietnamese in the same way as the wider Australian community 

(CDHFS, 1999).  The more apparent difficulty for the Vietnamese people was that they 

did not appear to be well versed in how to use the medications they had.  This lack of 

knowledge meant that, not only were participants not getting the maximum relief with 

the minimum amount of medication necessary, but they may have been exposed to toxic 

levels of the medications they were using.  Two people in particular stand out, because 

they were not using the recommended first line of medications, inhaled preventives 

(Woolcock and Jenkins, 1991).  Instead they were relying on high doses of reliever 

medication and frequent use of oral steroids.  They were finding only limited relief from 

asthma using this approach, and they were using their medications in a way that might 

be considered dangerous (Barnes and Godfrey, 2000; Cockcroft, 2001).  Other people 

were using inhaled steroids daily, but may have been over-using them by inhaling 

preventives each time they required relief from their symptoms.  They did not appear, as 

a group, to understand the principle of preventive medicine, certainly not enough to use 

their inhaled preventive medication separately from the reliever medication. 

The Vietnamese people expressed a dislike for the puffer inhalers, which inhibited 

their use of them.  Instead some people were using reliever medications in the form of 

turbohalers (requiring capsules) and (reliever) elixirs.  Using elixirs to treat asthma is a 

practice largely abandoned in the wider Australian community since the advent of fast-

acting, localised inhaled medication (Barnes and Godfrey, 2000; NAC, 2002).      

The language barrier appears to be the most immediate, and perhaps largest, 

hurdle to Vietnamese people getting the assistance they need to care for their asthma.  

No Vietnamese person had been to see a specialist regarding their asthma (compared 

with approximately one half of the Australians), and none of them had access to the 

Asthma Foundation (over three quarters of the Australians had contacted the 
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Foundation).  One man explained the challenge of the language barrier in the following 

way: 
 

“He said because he's not very good English speaker and he doesn't 

hold a position in society, right, he does not socialise very much, he does 

not know so many…asthma specialists or friends who know how to treat 

asthma well.  So he just get along alone, get along with the drugs the 

Vietnamese doctor insisted he take…to look after himself…otherwise he 

doesn't know anybody else, or does not speak English, or he does not read 

English in order to do research or read books…[on]…how to make your 

asthma better and to get rid or it.”  (Viet. Part. 1) 
 

This man said he had heard of the Asthma Foundation but because he did not 

speak English he had not gone to ask for information.  By 2004, there were no services 

available for NESB people listed on the Asthma Foundation website.  The NAC website 

had one page advertising compact discs with educational material available in languages 

other than English, including Vietnamese (NAC, 2004c). 

A less visible difficulty for NESB migrants is how to negotiate the Australian 

health care system to get the required assistance.  The Australian system is designed to 

provide services to people who ask for help.  For people unfamiliar with Australia, such 

as those from non-Western collectivist societies, knowing where to go to ask for 

assistance can be particularly challenging (see Julian and Easthope, 1996:119; 

Manderson and Allotey, 2004). 

A lack of access to other services increased the dependence the Vietnamese 

people had on the Asian (Vietnamese-speaking) GPs.  The Asian doctors were held in 

high regard by the Vietnamese participants, as is traditionally the case for medical 

practitioners in Vietnam (Tung, 1980).  Some people made a point of saying they had to 

use the treatments their doctor had prescribed for them because their doctor had 

instructed them to use it; however, it appears people were not always using their 

medication according to the prescription instructions.  Furthermore, in Vietnam, doctors 

are not generally questioned about the treatments they prescribe (Tung, 1980), which 

may mean any confusion people have about how to use their medications is 

unaddressed, which might, in turn, have serious health consequences.  One of the Asian 

GPs recounted the story of a young Vietnamese boy he treated in Perth who was 

admitted to hospital convulsing so severely he was initially diagnosed with having an 
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epileptic seizure.  In fact, the doctor said, his father had given the boy “too much” 

theophylline to treat his asthma.   
 

Summary: While the Vietnamese people had ample medication to treat their 

asthma, they had not fully adopted the concept of preventive medication, as one to be 

used over the long-term to treat their asthma.  For the Vietnamese participants, the 

experience of having asthma and caring for the condition was shaped by the challenges 

of being NESB migrants in Australia.  They had access to medicines, but very little 

access to the health care services available to the wider Australian community, 

particularly respiratory specialists and educational material on how to best use the 

medications.  On the whole, the Vietnamese participants appeared to be over-

medicating, while being under-serviced.  They were confined by the language barrier to 

their social network and the GPs who spoke their language, with the occasional 

emergency visit to hospital.  In this study, the Vietnamese people lacked access to 

services the wider Australian community took for granted. 

The Vietnamese participants were non-compliant in a different way from the 

Australians.  The Vietnamese people altered their medicine dosage for different reasons 

from those of the Australians.  Rather than being concerned about being dependent on 

chemicals, the Vietnamese people did not appear to fully understand how their 

medications worked, especially their preventive medication, and were very focused on 

finding a medicine that would cure their asthma.  How they might use their medication 

if they fully understood it is unclear, as they also might have to adjust their expectations 

of biomedicine as a ‘cure-all’ system.  Like the Australians, the Vietnamese people 

made their decisions about caring for their asthma and using their medications with the 

knowledge and understandings they had, their desire to fulfil social roles and 

obligations, and within the constraints that shaped their everyday lives.  
 

9.2.5.3  The role of complementary and alternative medicines 
 

Five people had experienced asthma in Vietnam, and four of these people used 

traditional Vietnamese remedies at that time.  The other woman used only biomedical 

treatments, and was the only one to go to hospital in Vietnam because of her asthma.  

The four people who used traditional remedies had all used herbs to relieve 

exacerbations of asthma.  Four of the people who had asthma in Vietnam, including the 

person who did not use Vietnamese remedies, knew of reported traditional cures for 
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asthma.  Chameleons, seahorses, porcupines, live rats and other animals were reportedly 

eaten to cure the condition.  One woman had experienced this treatment first-hand: 
 

“I mean she was freed from asthma at the age of twenty but not 

naturally, but by eating the chameleon...because...they say that if you 

eat...that chameleon it may stop your asthma so she ate the...[chameleon]…  

She got no other treatment but it start preventing asthma.  It was prepared by 

her mother and she...had the courage to eat it because she didn’t know she 

was eating chameleon.”  (Viet Part. 6) 
 

This woman explained that she had been completely free from asthma for over 

twenty years after eating the chameleon.  Her asthma returned only after she arrived in 

Australia.  In Australia, one woman had tried a seahorse mixture a friend had given her 

to cure her asthma.  She said she did not know whether it had worked.  Another woman 

had tried a traditional Vietnamese remedy that had been bought to her in Australia from 

Vietnam.  She also knew of other Vietnamese people who had gone back to Vietnam to 

find a cure for asthma, especially the chameleon remedy, and then returned to their lives 

in Australia.  She did not know if this treatment had worked for the people concerned. 

In Australia, in conjunction with using their biomedical treatments, four women 

had used Chinese medicines.  One woman tried herbs, and another used herbal remedies 

and acupuncture.  Both these women found the treatments to be expensive and of 

limited benefit, so they stopped using them.  Another woman used acupuncture during 

the spring when her asthma was at its worst, and found it gave her relief from her 

symptoms for some hours.  Four people said they would not use complementary 

medicines in Australia, and that they would use only biomedicine.   

Some of the theory of traditional Asian medical systems was apparent in how the 

Vietnamese participants approached caring for their asthma.  Eating chameleon or live 

rat as one woman suggested does accord with the notion in Asian medicinal systems 

that the more exotic the treatment, the more miraculous is the cure (Tung, 1980).  

Toasted grasshoppers and geckoes also appear in the literature as possible treatments for 

asthma in Chinese medicine (Maciocia, 1994), and one Chinese practitioner in this 

study said that domestic cat could be eaten as well to ‘cure’ asthma.  In this study, 

people were also looking to the ‘magical’ powers of biomedicine to cure their asthma.  

One man expressed concern about using steroids for his asthma because he was 

concerned about the effect they might have on his kidneys.  In Chinese medicine the 
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lungs and kidneys are closely linked, such that illness in the lungs may affect the 

kidneys, and in addition, steroids are regarded as potentially harmful to the kidneys in 

the long-term (ibid). 

On the whole, for these Vietnamese-Australians, CAM therapies did not appear to 

be a significant part of their approaches to caring for asthma.  Even the woman who said 

she had been “cured” for twenty years by the chameleon remedy, when asked if she 

would use it again if she could, said “No”, because, she said, eating animals like that is 

distasteful and is “not popular” in Australia.  She had decided to use the “Western 

drugs” instead in Perth.  The Vietnamese people generally looked to biomedicine for 

relief and, ultimately, to cure their asthma.   
 

9.2.5.4  Knowing the triggers of asthma 
 

The trigger factors the Vietnamese people identified were similar to the ones 

listed by the Australians, including pollens, smoke, dust and foods (Table 9.3).  They 

also associated emotional upset with asthma, including the stresses associated with 

migration to Australia, and being migrants, such as loss of status and homesickness.  

People also placed emphasis on weather patterns as triggers, and potential causes of 

their condition, including the weather changes that occurred with migration from 

Vietnam to Australia.  Participants made the traditional Vietnamese association that 

physically working hard (‘heavy work’) and worrying leaves a person more vulnerable 

to illness (Jewell, 1983; Marr, 1987; Nguyen et al., 1999).  Some people noted that 

identifying and knowing their trigger factors was an important part of caring for their 

asthma, but was something their doctor could not direct them in, rather they had to learn 

for themselves what their triggers were. 
 

9.2.5.5  The role for other people in caring for asthma 
 

The ten participants said they talked about their asthma to other people.  One man 

noted he would only discuss his asthma if asked about it; six people said they discussed 

their asthma with their friends when they talked about their health or their life.  Two 

other people said they specifically spoke with other people with asthma, about 

medicines and which were the best ones to use: 
 

“someone that was in my situation then they seem like more 

understanding of what I'm talking about.  And...normally like those…[that 
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have]...not been through…[asthma]...it seem to be a boring subject to them.  

Like my auntie she...have asthma...and she'd been using a puffer and...even 

she still...[very bad]…but then I...told her use this one [medicine] because I 

tried it...and she after five, ten minute she feel well again.”  (Viet. Part. 5) 
 

Five people said they did get help to manage their asthma from their family: 
 

“Her children know what she needs when her asthma is worse…when 

they hear her coughing, they know...so when they hear her puffing, they 

give her the puffer and a glass of water and get the right medicine for her.”  

(Viet. Part. 7) 
    

The Vietnamese people were happy to discuss their asthma with other people they 

felt would be interested in hearing about it.  They exchanged information, and one 

woman shared medication, with other people as well.  During the interview with one 

older man, a young woman (possibly his daughter-in-law) sat in on the interview.  She 

did not say very much, but appeared privy to the information the older man was relaying 

about caring for his asthma.  People providing information and assistance to each other 

is a typical Vietnamese approach to caring for illness, where the social network is often 

the first source of guidance, and even treatment, when ill (Marr, 1987; Tung, 1980).  

Turning to each other for information also may be a result of Vietnamese participants 

having limited access to the professional services that the Australians used freely.  

 

9.2.6  Summary: the daily care of asthma 
 

In this study, the approach the doctors took to treating asthma was compatible 

with the official biomedical guidelines, including the use of preventive medication, 

reliever medication and with an emphasis on the importance of educating patients in 

how to most effectively manage their illness.  The Asian GPs expressed similar views to 

the Australians, although with less emphasis on education. 

The CAM therapists depicted their role as complementary to biomedicine.  The 

Australian therapists focused on addressing the link between (dairy) food and asthma.  

This link was made by the lay people with asthma, but is de-emphasised in the 

biomedical approach to care (NAC, 2002).  The Chinese medical practitioners used 

herbs and acupuncture primarily to treat asthma, and also made a connection between 

stress and asthma.   
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All the Australian people with asthma used biomedicine as their first line 

approach to caring for their illness.  Medications can be characterised as a ‘necessary 

evil’ for the Australian lay participants.  Medications facilitated relief from the 

symptoms of asthma and provided a sense of safety from the acute episodes.  In doing 

this, medicines enabled people to participate fully in their social roles and obligations.  

The costs of using medications included the side effects, financial costs, and the 

perceived risks medicines, especially steroids, posed to a person’s general health.  In 

addition, relying on medication was a symbol that the person is sick, which is an 

unwanted and socially deviant state.  Needing medication meant also that a person was 

no longer fully autonomous.  Physical integrity and autonomy are particularly valued 

qualities for individuals to possess within Australian society.  So the decision to use 

medication becomes an ongoing trade-off, albeit largely unconsciously performed, in 

which the benefits and costs are weighed, and a compromise reached.   

The outcome of this trade-off was that people tolerated a personally safe level of 

symptoms, and periodically tested the need for medication, and the dosage required.  

From the perspective and logic of biomedicine this behaviour is potentially regarded as 

non-compliance, because the goal is to maintain an optimal lung function with the 

minimum amount of medication required, which, in turn, would improve a person’s 

quality of life (Boulet et al., 1994; Cockcroft, 2001).  For people living with asthma, 

keeping medication to the ‘minimum amount required’ is determined by a different set 

of criteria than minimising the presence of asthma.  The illness is one concern amongst 

many in their everyday lives, and may not even be a priority over general health, other 

social roles and obligations, and the meaning of admitting to sickness and the need for 

medication.   

Once people reached a sufficient level of interference from asthma they were 

willing to take further action, which included trying CAMs and also participating in 

education programs.  The use of CAMs was a part of a strategy to see what treatments 

were out there and to try and minimise the need for medications.  Knowing the trigger 

factors was also an important part of caring for asthma.  Knowing one’s triggers 

facilitates a reduction in the severity of the condition, through avoidance of the main 

trigger factors.  It also increases a sense of being in control and safe, through knowing 

what might cause difficulties.  Reducing the exposure to trigger factors also contributes 

to reducing the amount of medication that is required.   
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The spouses of people with asthma minimised their role in caring for asthma, but 

knew some of the trigger factors and assisted in avoiding them, and also knew the 

required medication.  Their role was greater in times of exacerbations. 

Like the Australians, the Vietnamese participants relied on biomedicine to treat 

their asthma.  Unlike the Australians, the Vietnamese people did not have access to 

many of the education programs and specialist services that are available to people with 

asthma.  As a result, Vietnamese people had ample amounts of medication but did not 

appear to be knowledgeable in how to use the, especially preventive, medication in the 

most effective way.  With a lack of instruction, people relied on their pre-migration 

understandings of how to use biomedicine: biomedicine is “magic” and the medications 

should be able to ‘cure’ asthma, not just manage it long-term.  People were very 

respectful of their doctors and presented themselves as compliant, and having to take the 

medication their doctors prescribed, and yet were freely varying the dosages of their 

medications.  Their non-compliance with their doctors’ instructions appeared to be 

similar to the Australians, in reducing the doses of their preventive medication, yet the 

motivation was different: the Australians did not ‘trust’ their medication, the 

Vietnamese could not see the purpose of medication that was not clearly providing them 

relief. 

The Vietnamese did not express any concern for the long-term damage 

medications, as chemicals, might be doing.  In fact, they may have been using their 

medications in ways that caused toxicity.  They also appeared unconcerned about being 

dependent on medication, but were more concerned about not being able to work hard 

for their family. 

Some Vietnamese people used CAM treatments, generally looking for a cure for 

the condition.  They were all well versed in what triggered their condition, and 

considered knowing the triggers to be a necessary part of caring for their illness; this 

knowledge was something they did not need the doctor’s assistance to acquire. 

 

9.3  ACUTE CARE OF ASTHMA 

 

Asthma is a chronic condition, punctuated by periods where the symptoms are 

exacerbated.  These periods can be gradual occurrences that last over many days, such 

as after a bout of influenza, or a sudden onset and worsening of symptoms, commonly 

referred to as an asthma ‘attack’.  With worsening asthma people need to make 
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decisions about their care and how to respond to the attack, such as by altering their 

medication, and deciding when to seek help (NAC, 2002).  What to do during acute 

episodes of asthma is addressed in the AMP as an ‘Action Plan’.  Biomedical 

researchers advise that a written Action Plan should be created between the doctor and 

patient outlining what signs the person should look for to show that his/her asthma is 

worsening and what actions to take, including how to vary the medication dosages and 

when to seek help, based on changes to the peak flow readings (ie lung function) and 

how the person feels his/her their symptoms are progressing (NAC, 2002). 

This section explores the experience of acute episodes of asthma, primarily 

through the narratives people shared about these episodes.  The factors that shape the 

decision-making processes of people at these times are also considered, especially the 

decision to seek help. 

 

9.3.1  Australian people and acute care 
 

This section is derived from the interview findings, where people shared their 

stories about their experiences of acute episodes.  The roles of other people are also 

considered from the perspective of the person with asthma and their spouses. 
 

9.3.1.1  Acute episodes and seeking help 
 

From the interviews, nineteen participants had been to hospital as an adult because 

of asthma.  Fourteen people had been infrequently, just in casualty to use the nebuliser 

for some hours or admitted only rarely; twelve of these people used preventive 

medication regularly.  Five other participants had been to hospital and been admitted on 

several occasions; all of these participants used preventive medication regularly.   

Eighteen of the people who had been to hospital were asked how they knew it was 

time to go to hospital.  Sixteen said one of the guides they used was if their medicine 

was no longer enough to relieve the symptoms of asthma.  This medication use varied 

from having to use reliever medication hourly to needing to use a nebuliser every half 

an hour.  Nine people (including seven who used their medicine as an indicator) said 

their symptoms were an indication of the need to seek help.  Symptoms varied between 

people and included not being able to breath, not being able to talk, feeling “terribly”, 

having blue lips and being nearly unconscious.  Of the nineteen people who had been to 
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hospital as an adult, three said they felt they had waited too long the last time before 

going.   

Five people also used their peak flow readings as a guide to when to go to 

hospital.  Four of these people, including the three women who had an Action Plan, had 

a set mark, so that if they could not blow this value they knew it was time for hospital.  

All these participants used their peak flow in conjunction with their increasing need for 

medication, and three of the five also relied on their symptoms, as a guide to go to 

hospital.   

For eleven people, the decision to go to hospital was linked to some extraordinary 

circumstance that was occurring at the time of the exacerbation.  Four people said they 

had influenza, and two of these people were experiencing ‘stress’ in their lives at the 

time as well.  Two people said they went to hospital because it was at night time; 

another man said he went because he was on his own at the time; one man said it 

happened at the worst time of year for him; two people had run out of medicine; and 

one woman said it was the first time she had had symptoms of asthma.  Two people said 

they were panicking at the time because their medicine was not working, so they 

decided they needed to go to hospital.  They both added that, with hindsight, they could 

see that if they had not panicked maybe they would not have needed to go to hospital. 

Twenty-nine people were able to describe, in some detail, a serious acute attack 

they had experienced.  Twenty people described a period of ‘waiting’ during the episode 

before seeking help, especially from health care professionals.  Two people explained 

why they were reluctant to go to hospital even if their symptoms and increased 

medication use suggested they needed to go.  For one man it was because he did not like 

asking for help.  The woman explained her experience in the following way: 
 

“the attacks that I’ve had have generally been at night or early 

evening.  And I would have been using my Ventolin sort of with the hour 

and I think I sort of get warning signs then…I use my nebuliser, and if that’s 

not relieving it, I try half hourly.  And usually it starts to get better and then, 

I've only had one really bad attack in this house and...boy, I couldn't get my 

husband out of bed, and I knew I was too sick to drive, and...I just talked to 

myself and it was really quite intense and [my son] was only a little babe 

and...it was quite...awful.  Just being on your own and no one understanding 

you know?  Because I never say, ‘Take me to the hospital.’  I will say, ‘I 

think I might need to go’, because I hold back, you know?  And in the 
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morning when…[my husband]…got up I said, ‘I had a really bad attack last 

night and you wouldn’t get up.’  He said, ‘But you never told me to take you 

to the hospital.’  You know, and umm, I said, ‘Well next time I will.’  But 

you know, next time comes and I'm just the same, I sort of put it off and put 

it off.  Because I don't want to, I just don’t want to acknowledge that I’m 

sick.  I’m real stubborn there.  But it frightened me that time and I thought, 

‘Well, no blow it, I'll just tell him to take me’.  And also it’s like what 

they’re like, when you get there because when I had that 

hospitalisation...they didn’t believe you, that you couldn’t breath and it was 

really horrible...you know?  You’re telling the doctor you really feel sick, 

you wouldn’t bloody be at the hospital if you weren’t sick.”  (Aust. Part. 14) 
 

This section of a narrative from one participant (named Pam for this discussion) 

encapsulates several of the themes raised by the Australians when describing their 

experiences of acute episodes of asthma: a period of increased vulnerability (in Pam’s 

case, nights or evenings); the use of medication to assess the progress of the condition; 

the rising fear as the medication did not alleviate the symptoms and the symptoms 

worsened; talking to herself in a reassuring way; her waiting; her reluctance to disturb 

others, and upset the family routine (in her reference to her son being a baby and so 

presumably dependent on her); her reluctance to admit to being sick; her recognition 

that it was frightening and that she intended to act differently the next time, and yet she 

also recognised she probably would not act differently then either; her husband waiting 

for her to instruct him on when to assist; and her fear of being discredited if she asked 

for help from the doctors and they did not believe her need was ‘real’.   

The structure of Pam’s story is also characteristic of how people narrated their 

experiences: starting at the first signs of the attacks, and justifying her actions or non-

actions with self-reflection about some of the motives for her actions.  Pam also shared 

how frightening the episode was and how alone she felt at the time.  When telling their 

stories, people would sometimes reflect on how contradictory their behaviours appeared 

to be, once verbalised.  For example, Pam expressed the contradiction of wanting help 

and yet being reluctant to ask for it, and furthermore, that this contradiction would 

probably be played out in future acute episodes as well.   
 



 172

9.3.1.2  What people with asthma want from other people 
 

Of the 24 people who discussed what other people, without asthma, need to know 

about the condition or can do to help, fifteen people considered it important for other 

people to realise asthma is a serious condition.  Fourteen people commented that other 

people need to know that asthma is a ‘real’ illness: that is, it is not due to a 

psychological or emotional weakness, nor can it be alleviated by being strong mentally, 

as one man explained: 
 

“it is generally not triggered by an emotional thing.  That’s one thing 

that really annoys me...that if I have, I’m having a bad attack, that people 

seem to think, ‘Oh yeah, it’s just…a bit of hysteria, if he calms down it will 

go away’.”  (Aust. Part. 35) 
 

Three participants argued that it is important to trust a person with asthma when 

he/she says he/she is not feeling well, or has to slow down for a while, especially given 

that it can be difficult for another person to see the symptoms of asthma.  Two 

participants noted that other people must trust that the person with asthma is not 

“faking” or ‘malingering’ when he/she has to slow down.  Two people added it was 

important for others to respect their judgement about their own asthma, and to know 

that, on the whole, they could do what anyone else could do, most of the time:   
 

“if other people are looking at me...[I want them]…not to view me in 

a different way because I have asthma…  Just to view me as an equal 

person...who can do as many things, as many as the same things as you can 

do...a lot of people sort of say you know, ‘You have asthma therefore you 

can't do things’, and I don't agree…just…[view me as]...someone that...is 

normal.  Well I mean I’m normal anyway, I just have asthma.  That’s what I 

think.  I mean, other people should think that as well.  ‘Cause I think that’s 

important.”  (Aust. Part. 38) 
 

Five people added that it is worthwhile for other people to know what to do 

during an acute episode of asthma, especially not to further exacerbate the situation by 

responding to it with “panic”: 
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“for them not to panic, because it’s people who panic that panic the 

person who’s ill.  Because they get excited, the person who's ill then thinks 

that things are worse than what they are…if you can calm the person [with 

asthma] down, then they can bring their own body back under control a lot 

easier.”  (Aust. Part. 29) 
 

Eighteen of the participants stressed the importance of being understanding and 

supportive of a person with asthma, particularly during attacks or with regards to 

activities the person with asthma may be unable to do.  There was a qualification some 

people made that this support not be too much: 
 

“Well I wouldn’t want sympathy but I want understanding.  And 

tolerance when you're wheezing and feeling flat and feeling tight-chested 

and you...can’t do the things...because...you’re labouring with your 

breath...understanding and tolerance is a help.”  (Aust. Part. 27) 
 

“to just...not to make any special allowances other than, you know, 

that I couldn’t go mowing the lawn five times a day or something.  To know 

that, inside I’m still thinking like a very strong person but the body won’t 

allow me to be.  Let me do what I can do, don’t treat me as a baby and allow 

me to make my decisions for…how much I can do and how much I can’t.”  

(Aust. Part. 6) 
 

When asked what advice they would give to someone just diagnosed with asthma, 

32 people said they would advise him/her to use medication, and/or find a doctor the 

person would be happy with.  Twenty-two people said the best source of information for 

them had been their doctor.  Ten participants commented on the importance of having a 

doctor who was compassionate, concerned and understanding of them and their 

experience of asthma.  They wanted a doctor who could provide emotional support and 

concern as well as information and medication.  For some this also included a doctor 

who would understand that they are not “faking” their breathing difficulties:   
 

“Maybe they should...be more open with the patient, be more caring, 

more like a nurse rather than a doctor.  See, a nurse will hold your hand 

and...make you feel better; a doctor will just tell you the bare facts and send 

you on your way, and with a patient with asthma you need that 
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confidence...rather than say, ‘Oh take two of these and go home’, they’ve 

got to actually feel; there's got to be a bond between doctor and patient and I 

don’t find that...I’d like to see doctors help ease the emotional problems as 

well as the physical and...[the]…drug…part....that's why I relate to her [his 

GP] more than anyone else...  She treats me as a person rather than a 

number, which is reassuring, and I walk out feeling a little bit stronger and 

aware that I can take care of myself, and if I can’t, well, there’s someone 

there who will help me, you know?  Other doctors you think, well, you’ve 

walked out [of] there and they may not even remember you tomorrow.”  

(Anglo Part. 6) 
 

“the doctors I feel, unless they’ve had similar symptoms themselves 

don’t know…you.  They know, they can diagnose it and they can treat it, 

but they don't know really how you feel, if you can understand what I’m 

driving at.”  (Anglo Part. 26) 
 

The participants with asthma wanted to have their concerns, illness and suffering 

validated by other people, and to be respected as ‘normal’, that is, full social 

participants.  They stressed that they wanted their illness to be believed as ‘real’, and 

they wanted emotional support from others, including their doctors, so that they might 

feel more confident.  Receiving medication and information from doctors and assistance 

with household activities from spouses were also acknowledged.  It was the need for 

validation, however, that people returned to in their discussions, perhaps suggesting that 

this kind of support is less assured than the more practical assistance of medication and 

help in physical tasks. 

 

9.3.2  The spouse’s role in the acute care of asthma 
 

9.3.2.1  What people with asthma say 
 

Eight of the ten people with asthma said they did not talk to their spouse about 

their condition.  Two people said they discussed their asthma when they felt unwell or 

after an acute episode.  One man said he did not talk to his wife about his asthma but 

then stated the following: 
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“Afterwards we talk maybe...just, ‘Oh that was a bad one, I wonder 

what brought that on?’, that kind of thing…try and make sense of it.”  (Aust. 

Part. 19) 
 

When asked what they wanted from their spouse in caring for their asthma, three 

people said they wanted their spouse to get their medicine for them when they were 

having an acute episode.  Four people said they wanted their partner to be there for them 

and to provide understanding and support: 
  

“[I want him to be]…supportive, understanding and not to be annoyed 

because that just puts more stress on when you’re already trying to breathe.  

It adds to the stress you feel because you can't perform all that you can at 

other times.”  (Aust. Part. 32) 
 

“He gives support and help.  When I wake up at night and get my 

spray, well I always have it with me, but he’ll get up and get it for me.”  

(Aust. Part. 9) 
 

Two people said they did not want a “fuss made” or their spouse to panic.  Two 

people wanted their spouse to do the dusting and vacuuming around the house, 

particularly when their symptoms were worse.  One woman said she wanted nothing 

from her husband with regards to caring for her asthma; while, one man argued there 

was not much his wife could do for him.  
 

9.3.2.2  What the spouses say 
 

Of the ten spouses interviewed, two said they did not talk to their partner about 

their asthma, one woman added though that her husband knew she was concerned.  Two 

of the spouses agreed with their partners that they did not speak about their asthma.  

Five spouses disagreed with their partner’s assessment that they did not talk, saying they 

did speak about it, particularly after a bad episode:   
  

“after it has happened we...may just general talk about why or how 

come it’s happened or...she may say that was a bad one or whatever so...”  

(Spouse 32) 
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Three spouses commented that they discussed what might appear in the media 

about asthma.  Two reminded their partners to take their medication and two others (one 

man and one woman) admitted to “nagging” their partner about taking their medication.   

Four spouses said they spoke to other members of their family when their 

partner’s asthma was bad, to tell them of it: a few said they exchanged information with 

other people within the family who also had asthma, and two noted that they did not talk 

about it, but their friends knew their spouses had asthma.  Six spouses said they did not 

talk about asthma at all to other people. 

Seven spouses felt they could tell when their partner’s asthma was bad, usually 

because they could hear their partner’s wheeze or see their laboured breathing.  Five 

people articulated their concerns about when their partner’s asthma was exacerbated.  

Two women said they had told their husbands of their concerns, about it being 

potentially fatal.  Three men said they did not tell their partner they were concerned 

because they did not want to worsen her condition, particularly during an attack, by 

telling her of their fears: 
 

“Well I would...think that if...I said to her ‘Gee I'm really worried 

about your asthma’, that that would tend to…concern her more, and 

probably make it worse anyway.”  (Spouse 9) 
 

When asked what they thought their partners with asthma wanted from them, 

seven spouses responded that their partner wanted support and understanding.  These 

seven people included the four partners of the people with asthma who said they wanted 

support and understanding.  Some of these spouses also argued that their partner wanted 

them to recognise that their suffering was ‘real’.  Three people said their partner wanted 

them to “keep an eye on them” when their asthma was bad:  
 

“I stay around, lets put it that way...  Go about my business and just 

quietly...seem to be there...  You don’t go...up the backyard or anything like 

that, stay close by.” (Spouse 26) 
 

Seven spouses also observed that there was not much they could do.  Just be there 

and be supportive: 
 

“There's not much you can do...when they get asthma...[there’s]…not 

much you can do with it.  You ...try to comfort the person but you...that’s as 
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far as you can go.  You know, I don’t expect…[my wife to]...run up there 

and make me a cup of tea when she’s got asthma...it’s the reverse role type 

of thing, you know?”  (Spouse 4) 
 

Eight participants said that during exacerbations of asthma it would be their role 

to get their partner to hospital.  One woman added that she would have to call an 

ambulance because she would be too panicked to drive.  Nine spouses said it was up to 

their partner to tell them what medicine they wanted or if they wanted to go to hospital: 
 

“She looks after herself type of thing, yeah…if she told me she’s got 

to go to hospital I’d be done, the first one to take her down there, you know?  

If I saw it get too bad I, I wouldn’t waste any time getting a doctor out here 

at night or…I would take her straight to the hospital...because it’s not worth 

messing around.”  (Spouse 4) 
 

One man, whose partner attended hospital frequently, explained why he now 

made the decision about when to go to hospital: 
 

“what happens is that because of the lack of oxygen, they start making 

very stupid decisions.  And one of them is, ‘I don’t want to go to the 

hospital’.  And they get to a certain point where they then say, ‘I need to go 

to the hospital’, and if you don't pick that up early enough umm, by the time 

they say ‘I want to go to the hospital’, they're gasping for breath 

and...basically, you’ve only got half an hour to get them to hospital.”  

(Spouse 38) 
 

When it comes to the role of the spouse, both the people with asthma and their 

spouses suggested the spouse had only a small role in caring for asthma.  People 

expressed a desire to have support and understanding from their spouse, which the 

spouses were aware of and endeavoured to provide.  The spouses were also aware when 

their partner’s asthma was exacerbated.  They expressed the concern they felt at these 

times to the researcher, but not necessarily to their partner, and generally only stepped 

in to assist when their partner requested assistance. 
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9.3.3  Caring for acute episodes of asthma 
 

Twenty-nine Australians recounted stories about acute episodes of asthma they 

had experienced.  These narratives covered a sequence of events that constituted the 

experience of an asthma attack, and showed the thoughts, feelings and decision-making 

processes people went through during these times.  The reconstructions followed a 

common structure: firstly, setting up the events that created the attack, then going 

through the process of experiencing and responding to the worsening symptoms, and 

finally outlining the reasons they eventually sought help. 

Sometimes people were able to anticipate an attack if they were in a situation that 

was risky for them, such as a dusty room or participating in a sporting activity.  They 

might then take action to avoid any difficulties, such as leave the dusty room or take 

medication before embarking on exercise.  The first sign of an impending attack was 

usually the worsening symptoms.  Many people had a plan of action at this point that 

might involve taking more medication, and withdrawing from trigger factors, for 

example the cold night air, to a safer location.  A ‘safer’ location generally meant one 

that was away from potential triggers, near medication, and away from a situation of 

social stress or potential embarrassment.   

If the attack continued people would increase their medication further, and some 

noted at this stage they would talk to themselves in an effort to calm their growing fear.  

People then entered a waiting period, where they would wait to see if the symptoms 

subsided.  By withdrawing to a safe environment, taking their medication, and talking to 

themselves, people were doing all they could to maximise their personal control of their 

illness.  As they continued to use their medication, if it was not having an effect, their 

sense of personal control would decrease further and they would start to consider the 

need for help: this decision involved weighing up the risks of trying to wait out the 

attack, against the risks of seeking help, especially help from the health care sector.   

In the narrative account of the experience, people often expressed a sense that 

their asthma was moving to a point that was beyond their personal ability to control.  

When acute episodes became extraordinary, such that people had to seek out help, there 

were generally markers people had that would signify this state.  These markers were 

personal and circumstantial, and even varied from one attack to the next, but were 

characterised by a heightened sense of vulnerability.  For example, people might say 

they were especially concerned at the time because it was the first time they had 

symptoms this severe, the usual amount of medication was not providing relief, they 
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had influenza at the time, their medication was running out, or they were experiencing a 

particularly stressful time in their life.   

It is possible that the personal ‘markers’ (Becker et al., 1993) that denoted this 

attack as beyond the person’s ability to control became clearly visible to the person only 

when he/she recounted the story in hindsight.  The post-analysis would occur by the 

person on her own or with someone else, such as his spouse.  Determining what made 

the attack so unusual or so dangerous was an important way of making the illness more 

predictable in the future: for example, she may use a rationalisation such as “that 

episode was only so bad because I had the flu at the time” as a way of explaining why 

the episode took the course it did.  This becomes a means of reducing the chances of it 

happening again, by planning to be more cautious when he/she next had influenza.  

Generally, people indicated that the markers they had that the episode was unfamiliar, 

unpredictable and moving beyond their ability to control added to the growing sense of 

vulnerability at the time of the attack, and not just with hindsight. 
 

In times of crisis, the benefits of going to hospital, or a doctor’s surgery, are well 

documented (NAC, 2002) and well known by the people in this study.  The Australians 

with asthma, and their spouses, were aware that asthma could be unpredictable and was 

potentially fatal.  Hospitals in particular are locations where people can gain relief from 

the physical distress of asthma, and that provide security from the potentially life-

threatening nature of the condition: when having an asthma attack, the safest place to be 

is in hospital, under the supervision of health care professionals.   

There are, however, costs involved in seeking help that are weighed against the 

benefits.  Becker et al. (1993) found that, in the USA, people delayed seeking help 

because of the disruption to their daily lives.  Similarly, for some people in this study, 

upsetting family plans, work and social schedules was a deterrent to seeking help.  

People would ‘wait’ to see if the acute phase subsided, because they did not want to 

disrupt their lives and the lives of those around them.  For some people there may also 

be practical limits to getting assistance, such as the distance they live from the hospital, 

or the presence at home of dependent children.  Some people did express a concern for 

not wanting to bother other people, such as their partners.  While people did have 

practical reasons for not attending hospital, no participant in this study gave a practical 

limitation as the only reason they choose not to seek assistance. 

Like other Western nations, Australia has a cultural value that favours expressions 

of self-control and self-reliance.  For people with asthma, caring for the condition is a 
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matter of taking personal control of themselves and their illness.  To do this, they know 

their triggers, use medication as required, and take control of themselves, by talking to 

themselves and not panicking when asthma is acute, and by not seeking help 

unnecessarily.  The narrative account from Pam details some of the evidence of this 

self-control and independence.  She described how alone she felt in her circumstance, 

and yet how reluctant she was to disturb her husband.  She also expressed her concern 

about going to the hospital in case the doctor did not sanction her need to do so.  

Another participant said he would not go to hospital even if his symptoms were bad 

because he did not like asking for help.  People discussed how they disliked being 

dependent on others and even on medication.  Two people admitted to driving 

themselves to hospital during acute episodes rather than disturb other family members.  

People were able to articulate that they did not like being dependent or were reluctant to 

ask for help, yet they were unable to clearly articulate why they felt this way.   

In Australia, as in other Western cultures, asking for help violates a well 

established cultural value of self-reliance.  So despite the benefits of seeking help, and 

perhaps even their mounting fear and sense of isolation, people make a risk assessment 

during acute episodes of asthma, albeit often unconsciously.   

On the one hand, to not ask for assistance, to not relinquish control, is to maintain 

one’s autonomy, but it is to risk further physical distress and perhaps even death.  To 

not ask for help is also to risk being labelled ‘foolish’ or non-compliant, by taking 

chances with such a potentially dangerous condition.  On the other hand, to relinquish 

personal control, and ask for assistance, has the benefits of getting the necessary help in 

relieving the symptoms, and provides safety from the risk of death.  There is, however, 

also a hidden risk in choosing this path: to ask for help is to risk being socially 

sanctioned for displaying a weakness of character, that of neediness, and even being 

labelled a hypochondriac, or a burden on an over-stretched health care system, if the 

request for help is deemed to be unnecessary.  Underpinning these criticisms of 

neediness and weakness is the cultural value that deems independence, self-reliance and 

self-control, especially of one’s emotions, as qualities to be valued and admired (see 

also Becker et al., 1993). 

The social sanctions people seek to avoid might come from other people, and are 

especially damning if they come from members of the health care professions.  

Professional carers, and especially doctors, are the ultimate source of validation for the 

‘realness’ of personal illness and suffering, and provide the definitive legitimisation of 
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any request for help.  Some people in this study recounted stories of having their 

suffering, and their choice to seek assistance, invalidated by doctors, and one effect of 

this was their reluctance to risk asking for help again.  In Australian society, seeking 

help during a crisis is strongly supported for people with asthma, especially by the 

medical community (NAC, 2002), but there is an unspoken cultural value that this crisis 

and request for help needs to be sanctioned as ‘real’, or genuine, and necessary.   

That the Australian participants asked for support from others may in part be a 

request to have their choice to seek help sanctioned by others.  When people asked 

others to trust that their asthma is ‘real’, and that they are not “faking it”, they were in 

part asking to have their suffering validated.  As a cultural value, self-reliance is 

internalised as a strong desire to be independent and to take care of oneself, which, 

encourages people to have as part of their personal identity a pride in being autonomous 

and a strong sense of independence.  Accepting asthma includes accepting that there 

may be times a person has to be less than fully independent, and must accept assistance.  

For some people this need results in a loss of self worth, and is a state (dependence) that 

is resisted.  It might be the case that people with a chronic illness are especially 

sensitive to the values of self-reliance and independence because their illness can render 

them dependent repeatedly: their independence becomes even more important to them 

because it is so much more under threat. 

On balance, to be labelled ‘foolhardy’ and ‘stubborn’ for waiting too long may be 

preferable to the often unspoken and yet internalised label of ‘weak’ and ‘dependent’ if 

a person requests assistance prematurely.  Some people may well be guided by an 

internalised value of self-reliance to err on the side of waiting too long rather than risk 

going too early.  In this study, some people recounted experiences where doctors had 

intimated this to them, such as Pam’s story were she said, “when I had that 

hospitalisation…they didn’t believe you that you couldn’t breath and it was really 

horrible…you know?”   

In Australia, the medical community have stressed to the public that asthma is a 

serious disorder and acute episodes should not be taken lightly (NAC, 2002).  This 

message reached the Australian participants in this study, who knew asthma to be 

serious and potentially fatal.  It appears unlikely, in this climate, that people would be 

‘ridiculed’ by health care professions for seeking assistance or erring on the side of 

caution in doing so.  Indeed, the stories of previous invalidating experiences people 

recounted were not recent events.  Nevertheless, people had internalised the message 
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that relinquishing autonomy was an act of ‘weakness’ unless it was necessary, and so 

expressed a reluctance to do so.   
 

In this study, at least with hindsight, people constructed the decision to get 

professional help in a way that reflected the sense that they were no longer able to 

personally control their asthma and hence had to ask for help.  To ask for and receive 

help, to relinquish personal control, has risks attached that have to be outweighed by the 

benefits.  While not a central concern for all Australians participants in this study, it was 

a significant issue for many.  The concern for independence and the costs of not being 

self-reliant may, in part, explain the continuing reluctance by some Australians in the 

wider community to seek help during serious exacerbations of asthma (see for example 

Reid et al., 2000). 

In the risk assessment people weighed up conflicting goals.  In this study, 

participants felt alone and yet were reluctant to ask for help.  They wanted to be treated 

as normal by others, and yet to have understanding of their limitations.  People’s 

competing motivations might manifest as indecisiveness and non-action during acute 

episodes, as conflicting fears and desires inform decision-making. 

The findings of this study parallel those of Becker’s et al. (1993) study in the 

USA.  They found people maintained personal control of their asthma as long as 

possible, had personal ‘markers’ of when to get help, and were reluctant to seek 

assistance.  The risk assessment made by the Americans was made with worsening 

symptoms, on the one hand, against the importance of the obligations people would 

have to disrupt by going to hospital and their reluctance to surrender self-reliance, on 

the other.  Becker et al. (1993) argue that people were also concerned about being 

sanctioned by the doctor for seeking help unnecessarily.   

Becker et al. (1993) found people wanted others to make the decision about when 

to seek help during acute episodes.  Gibson et al. (1995) found that people in Australia 

also expressed a desire to leave the decision-making to other people during acute 

exacerbations of asthma.  While this desire was not expressed directly by people in this 

study, including other people in the decision-making process to seek help may well 

alleviate some of the difficulties people face in judging when to wait and when to ask 

for assistance.  In countries where self-reliance is an important value by which a person 

is judged, it could be advisable to leave the request for assistance to someone else, such 

as a spouse or family member, as it is a very different social experience to be too 
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concerned or ask for help too soon when doing so on behalf of someone else rather than 

on behalf of oneself (see Chapter 11). 

 

9.3.4  The role for others in acute care 
 

In this study, people wanted assistance from others in dealing with the limitations 

imposed by their asthma during periods of exacerbation.  In addition to practical 

assistance, people wanted validation and support from their family and doctors.  

Participants wanted understanding and not to be judged for the limitations they 

experienced during acute episodes.  While people wanted to be regarded as full social 

participants (ie ‘normal’), there were times they needed to adopt the acute sick role.  

Asthma is an illness frequently linked to emotion and the experience of psychogenic 

illness (Becker et al., 1993; Gabbay, 1982).  An illness traditionally associated with 

psychogenic explanations leaves a person vulnerable to having their right to the sick 

role questioned.  People wanted their suffering, and adoption of the sick role, to be 

recognised as based on a ‘real’ illness and not a sign of personal weakness, malingering 

or attention seeking.   

The spouses in this study minimised their role in caring for their partner’s illness 

and conceptualised it as a personal matter for their partner, thereby presenting their 

partner as independent and self-reliant.  The spouses were aware of the need to provide 

their partner with emotional support, and some recognised the need to acknowledge that 

asthma is a ‘real’ illness.  Studies from the United Kingdom, that have considered the 

impact of adult asthma on the family, also found that people with asthma felt their 

family was largely unaffected by their illness, and that they wanted support, particularly 

during acute episodes (Nocon and Booth, 1989; Sibbald et al., 1988). 

In the interviews here, and in the literature, doctors are focused on their role in 

treating the disease process and educating the patient in how best to control the disease 

(eg Barnes and Godfrey, 2000; Clark and Gong, 2000).  The people in this study 

recognised an important role for their doctors in providing them with medication and 

information, and also support and validation.  Within Australian society, as others, 

doctors have the greatest power to legitimise distress, especially distress from sickness: 

if a doctor pronounces a person’s suffering as ‘real’, that is beyond their personal 

control to end, then that endorsement is recognised throughout society.  More than 

anyone else, doctors are in a position to reassure a person, and the wider community on 

his/her behalf, that the suffering is legitimate, and the request for help valid.  Ten people 
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in this study specifically requested compassion from their doctor, and some of these 

people could recount experiences of having their suffering and decision to seek help 

invalidated by a doctor.  For some, this experience of being invalidated contributed to 

their reluctance to seek help on subsequent occasions.   

At times when asthma became acute, doctors played a pivotal role for people with 

asthma.  It was at these times their efforts were no longer sufficient to control their 

asthma, and they turned to the health care sector, and doctors in particular, to provide 

care for their condition.  The doctors in this study, and researchers in the literature, 

made no mention of the need to validate people’s suffering or decision to seek help, but 

rather had a strong focus on the importance of educating people in how to recognise 

when they need assistance (Boulet et al., 1994; Clark and Gong, 2000).  Some 

researchers do recommend a role for doctors in counselling people with asthma, but GPs 

in Australia argue that they have neither the skills nor the time to provide extensive 

education or counselling (Douglass et al., 2002).  An important part of providing care, 

however, may include validating the choice to seek help, which can be a simple act of 

healing, delivered to the patient with little more than a verbal affirmation that they did 

‘the right thing’ by seeking help. 

Biomedical researchers advise that a written Action Plan be created between the 

doctor and patient outlining what signs the person should look for to show his/her 

asthma is worsening and what actions to take (NAC, 2002).  These actions include how 

to vary medication dosages and when to seek help, based on changes to the peak flow 

readings, deteriorating symptoms and escalating medication use (ibid).  In this study, 

conducted during the early years of the AMP, only three Australian participants had an 

Action Plan for their asthma.  Recent studies suggest that between 20-30% of people 

now have a written Action Plan specifically for what to do when they have acute 

exacerbations of their illness (Ruffin et al., 1999; Wilson et al., 2003).   

The findings from this study suggest that having clear markers of when to seek 

assistance might be of great assistance to people, especially those who feel particularly 

vulnerable when they are ill or are inclined to follow very closely the guidelines set by 

their doctor.  Another, less tangible, benefit of the Action Plan is that it provides people 

with a type of ‘permission slip’: if a person’s doctor has given him/her a list of 

conditions at which point help should be sought, and these conditions are met, then 

seeking help is no longer cause for being socially sanctioned, because, the doctor has 

already legitimised the decision by a person to relinquish autonomy and ask for help. 
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Concluding remarks: The biomedical Action Plan, focused primarily on physical 

parameters, does not take into account the broader social and personal concerns that 

influence people’s decisions to seek assistance.  For the people in this study, caring for 

asthma during acute episodes, and particularly the decision to seek help, involved more 

than addressing the physical symptoms of asthma, and can be understood in terms of the 

decision to relinquish personal control.  This involves a risk assessment, albeit not 

necessarily performed consciously, where the risks of seeking help are weighed against 

the risks of waiting and caring for the illness oneself.  Addressing more of the issues 

included in this everyday risk assessment as part of the Action Plan may make it even 

more useful to people who adopt it, and perhaps make it more appealing to those who 

currently do not have an Action Plan for their illness (see Chapter 11). 

 

9.3.5  Vietnamese people and acute care of asthma 
 

Narratives about caring for acute episodes of asthma did not emerge from the 

interviews with the Vietnamese people.  More of the interview time was spent 

discussing other topics, particularly how they cared for their asthma day to day, and 

their use of medications.  In addition, the language barrier between researcher and 

participants made it difficult to share stories of previous experiences.  Vietnamese 

participants, even those who appeared to have mild symptoms, characterised asthma as 

a daily hardship.  The Australians, by contrast, characterised the experience of asthma 

as involving ‘normal’ periods, punctuated by periods of acute exacerbations.   

Three of the Vietnamese participants had been to hospital in Australia.  Three 

other Vietnamese people reported that they would go to the Asian GPs on occasion to 

use the nebulisers there.  One woman had been to hospital once when she had first 

encountered the symptoms of asthma in Australia.  The other two participants went to 

hospital quite frequently and were often admitted.  These people were the two that were 

not using inhaled steroids regularly, in favour of relying on their nebuliser and frequent 

use of oral steroids.  They said they knew it was time to go to hospital when they were 

not getting enough relief from their nebulisers, and their symptoms were getting worse.  

One man added if the oral steroid was not working and he could not move the gauge in 

his peak flow meter (exhaling 0 litres/sec) he knew he needed to get to hospital, quickly.  

Neither of these people expressed a reluctance to go to hospital as required.  Despite 

being admitted to hospital, neither person reported receiving any education while in 

hospital about caring for their asthma. 
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In general, the Vietnamese people were more likely to go to one of the Asian GPs 

to use a nebuliser than to go to hospital, which was an observation confirmed by one of 

the GPs.  This finding might be expected given the language barrier Vietnamese people 

would be more likely to encounter when accessing hospital care.   

The Vietnamese participants appeared willing to seek help and did not express 

any concern about appearing dependent for doing so.  That they did not appear to share 

the Australian concern regarding self-reliance might be expected, given that the 

Vietnamese people stem from a collectivist culture where to be dependent on others is 

not in itself a reason to feel shame (Lock and Scheper-Hughes, 1990).  The Vietnamese 

participants appeared more concerned with their inability to work hard, for the good of 

their family, than with appearing weak or dependent as an individual. 

 

9.4  SYNTHESIS AND SUMMARY: EXPLANATORY MODELS OF ASTHMA   

 

 The final section of this chapter summarises the explanatory models (EMs) for the 

biomedical practitioners, Australian people with asthma and the Vietnamese people 

with asthma.  Some cultural and social factors that shape these EMs are also discussed. 
 

The biomedical practitioners 
 

The EMs for the doctors were considered only briefly in this study, with the 

express aim of investigating if the clinician’s EMs were consistent with the biomedical 

model for asthma and its care, which has been depicted in the biomedical literature (see 

Chapters 4 and 5).  Findings from this study include the following: 

• Diagnosis: The Australian clinicians agreed with each other on the need to 

take a medical and family history and use a lung function test (spirometry) to 

diagnose asthma.  The Asian doctors basically agreed with the Australians, 

except they did not mention lung function tests. 

• Cause and trigger factors: The Australian doctors included genetic and 

environmental causes for asthma, and the triggers included allergens and 

exercise.  The Asian GPs did not refer to the genetic predisposition to asthma, 

and placed more emphasis on stress and food as potential trigger factors. 

• Treatment of asthma:  The Australian and Asian doctors agreed on the 

primary role for preventive medication in the treatment of asthma, and also the 

use of reliever medications.  The Australians stressed the importance of 
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educating people in the correct use of their medications; the Asian GPs did not 

appear to stress education to the same extent. 
 

Each of the doctors had an EM that appeared to be compatible with the 

biomedical model of asthma and its care, which appears in the literature and educational 

material (NAC, 2002).  The Asian GPs placed less emphasis on testing asthma with 

objective measures, and on education, which is actually more consistent with traditional 

Asian views of the practise of medicine (Maciocia, 1994) than it is with the approaches 

of the Australian biomedical practitioners.  On the whole, people attending the 

biomedical practitioners in this study would have received a model of asthma broadly 

consistent with the theoretical biomedical model of asthma and the recommended 

approach to care; although, there were only three doctors that made direct reference to 

using the Asthma Management Plan (AMP) at the time.   
 

Australian people with asthma 
 

The EMs of the Australian people with asthma provide insights into how the 

Australians understood and represented asthma.  Understanding their EMs also shows 

the decision-making processes involved in the daily care of asthma and the response to 

acute episodes of the illness.  The lay people’s EMs were informed by biomedical 

knowledge, personal experience and social exchanges with other people, particularly 

family members with asthma.  People fitted their care of asthma within other priorities 

in their lives, such as their general health, family commitments and maintaining a 

positive personal identity.  These wider concerns shaped the decisions people made 

about how to care for their illness.    
 

What is asthma? 

• Symptoms:  The Australians described asthma in terms of having difficulty 

breathing, a tight chest, and intermittent coughing and wheezing.  This 

description was compatible with the biomedical model of asthma.  All the 

Australians had been diagnosed with asthma by a biomedical practitioner. 

• Causes and triggers:  Some Australians said they did not know what caused 

their asthma, while others implicated genes and environmental factors.  Some 

people connected the onset of asthma with a period of heightened 

vulnerability, such as a stressful time in their lives.  People generally identified 

several trigger factors for their asthma, including allergens and exercise, and 
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also foods and emotions.  Their understanding of cause and triggers were 

compatible with the biomedical model; although, some lay people placed more 

emphasis on stress and food particularly as trigger factors. 

• Seriousness:  People understood asthma to be a serious and even a potentially 

life-threatening disorder; however, they did not necessarily believe their own 

asthma was serious.  Those that regarded their asthma as serious were more 

likely to have reported higher levels of debilitation from the condition.  The 

biomedical model also depicts asthma as a serious disorder because it can be 

potentially life threatening, even for people who appear mildly affected. 
 

Daily care of asthma 

• Treatments:  People used biomedical medicines as the primary approach to 

caring for their asthma.  Part of care also included knowing and minimising 

the exposure to trigger factors.  Both these steps in care are shared with the 

biomedical model of asthma, and the AMP in particular (NAC, 2002).  When 

asthma interfered in life, sufficiently, over a period of time, such as the 

ongoing requirement for daily preventive medication, some Australians were 

prepared to try CAM therapies, to see what they had to offer and/or because 

they were perceived to be more ‘natural’, and might potentially be able to 

reduce the need for ‘chemicals’ (ie medications). 

• Decisions and trade-offs:  For the Australian people with asthma, decisions 

about medication use involved practical reasoning, which resulted in a trade-

off between the perceived benefits and costs of medication use.  The benefits 

of using medication included relief from the symptoms, and the unpredictable 

and frightening nature of asthma attacks, and assistance in being able to 

function as full social participants, by fulfilling social roles and obligations.  

The costs of using medication include the financial costs and side effects.  In 

addition, the Australians expressed a dislike for using chemicals (medication), 

which was a particular concern with regard to the long-term daily need for 

preventive medication.  Less consciously, the meaning of medications might 

also have influenced people’s use of them.  In Australia, needing medication, 

especially preventive medication, means a person is ‘sick’ and no longer fully 

independent or able-bodied.  The observed balance of this trade-off was that 

people retained some symptoms of asthma: this indicated they were balancing 
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the recognised need for medication with the desire to keep medication to the 

minimum amount necessary. 

• Spouse role:  In daily care, according to the people with asthma, and their 

spouses, the role for the spouse was a minor one.  Yet the spouses did know 

which medications their partner used, some of the trigger factors for their 

partner’s illness and that asthma is a potentially serious disorder.  They also 

assisted their partner in avoiding trigger factors (eg by doing household 

chores) and provided emotional support. 
 

Acute care of asthma 

• Experiencing acute episodes and risk assessments: In this study, for people 

with asthma, the experience of an acute episode was characterised as a 

typically solitary experience, in which they used their medication, withdrew 

from any exacerbating conditions, and would wait to see if the symptoms 

moved beyond their personal ability to control.  For a person with asthma, 

seeking help may well involve a ‘risk assessment’.  The risks of not seeking 

help can include the distress of worsening symptoms, and the accompanying 

fear, because asthma can be life-threatening.  These concerns, however, must 

be weighed against the risks of seeking help, including the practical barriers 

that may be in the way, such as disruption to family routines, and the risk of 

being socially sanctioned if the request for help is judged to be unnecessary.  

In Australia, being too ‘dependent’ in this way clashes with a cultural value of 

self-reliance.  Being sanctioned for being too dependent can be particularly 

damaging if a doctor does it.  These concerns may factor into people’s 

decisions about seeking help, and may result in a period of ‘waiting’ to see if 

the attack abates or worsens. 

• Role for other people in care:  The Australian participants with asthma wanted 

their spouses to provide practical assistance when they were unwell.  They 

wanted other people, including their spouses, to understand their limitations, 

and, importantly, to validate that their illness, and suffering, were real.  The 

spouses knew to provide support and practical assistance during acute 

episodes, and would stay nearby in case they were called upon to take their 

partner to medical assistance.  In the biomedical model, the doctor-patient 

relationship is characterised as a therapeutic partnership.  For doctors this 

means treatment and education.  For people with asthma a healing relationship 
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might mean treatment, information and validation that their suffering and 

illness are real, and their requests for acute care, when they are made, are 

legitimised as necessary. 

 

Cultural and social forces shaping the Australian explanatory models of asthma 
 

The Australian EMs of asthma were strongly shaped by biomedicine.  Asthma is a 

biomedical disease label, and people used biomedical treatments as the primary source 

of treatment for their condition.  In addition, health promotion campaigns are part of a 

wider social movement that influenced people’s dislike and distrust of the long-term use 

of medications, because they were perceived as ‘chemicals’ that might be causing harm 

to one’s health, beyond managing asthma.  

The cultural values that were most apparent amongst the Australians were 

associated with the individualised self, specifically the importance of self-reliance.  

Australia, like other Western nations, places a strong emphasis on autonomy and 

physical integrity (Bennett et al., 1999), which asthma, and the need for medication, 

violates.   

For the Australians, social constraints did not emerge as a significant factor in this 

study.  All Australians had access to their doctors and medications as required.  It 

appears likely, however, that people with less formal education, and perhaps a lower 

socioeconomic status, would find it more challenging to negotiate the potentially 

complex medical regimens that asthma management can entail.  One such group of 

people are Vietnamese migrants and refugees. 
 

Vietnamese people with asthma 
 

 The EMs for the Vietnamese people were less comprehensive than those for the 

Australians; however, some themes did emerge to provide an insight into the way 

people experienced their asthma.  The Vietnamese model was derived from biomedical 

knowledge, though not to the extent of the Australian lay models.  The Vietnamese 

participants depended on personal experience, and particularly on the exchange of 

information with family and friends, especially those with asthma.  They also relied on 

understandings of illness and biomedicine from their origins in Vietnam: they expected 

biomedicine to ‘cure’ their illness and appeared unprepared for the concept of ongoing 
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care.  Their social position as NESB migrants also significantly shaped their EMs and 

their experience of asthma. 
 

What is asthma? 

• Symptoms:  The Vietnamese people described asthma as having symptoms 

similar to those identified by the Australians: difficulty breathing, a tight chest, 

and intermittent coughing and wheezing.  The Vietnamese people also listed 

the effect of tiredness as a symptom of asthma.  All the Vietnamese 

participants had been diagnosed with asthma by a biomedical practitioner. 

• Cause and triggers:  Like the Australians, some Vietnamese people were 

prepared to say they did not know what caused their asthma, while others 

implicated weather changes and emotional stress.  With regards to triggers, 

people generally knew several trigger factors, including allergens, physical 

activity, food, sudden weather changes and ‘worrying’.   

• Seriousness:  The Vietnamese participants did not regard their asthma as 

serious unless they felt very debilitated by it.  They did not refer to asthma as a 

serious disorder, or life-threatening, in the way the Australians had done. 
 

Daily care of asthma 

• Treatments:  The Vietnamese people relied predominately on biomedical 

treatments to care for their asthma.  Some people had tried CAM therapies in 

Vietnam, in an effort to cure the disorder.  People also knew their triggers in a 

detailed way as part of caring for their illness. 

• Biomedicine as ‘magic’:  People lacked knowledge about how to use their 

medications.  Some Vietnamese people appeared to be using their preventive 

and reliever medications as one medication.  Two people in particular were 

severely affected by asthma and not using inhaled preventive medication at all.  

People were very concerned with finding a cure for asthma, not just managing 

it over the long-term, and expected biomedicine to provide this cure. 
 

Acute care of asthma 

• Seeking help:  This topic was not explored in detail with the Vietnamese 

people.  They did all express a preparedness to use a nebuliser ‘mask’, usually 

at an Asian GP’s surgery, rather than hospital.  People expressed no concern 
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for being reliant on medication, or a fear of being dependent, or of being 

sanctioned for asking for help.   

 

Cultural and social forces shaping the Vietnamese people’s EMs of asthma 
 

The social conditions that impacted on the Vietnamese experience were, most 

clearly, those associated with being NESB migrants: they had a lack of access to 

biomedical education, information and to specialist care for their asthma.  This occurred 

most immediately because of the language barrier they faced in accessing health care, 

but was also reflective of their social position in society, without status, and without the 

familiarity of how the health care system works so that they could get their needs met.  

For example, nine Vietnamese people had not heard of the Asthma Foundation. 

Participants used traditional Vietnamese understandings of illness and 

biomedicine, including assuming their asthma would worsen with age, which some 

responded to by not using their medications in the present or by worrying that their 

illness may worsen with time.  People expressed particular suffering because asthma left 

them physically weak and unable to work hard for their family.  Fulfilling social roles is 

closely tied with personal happiness in collectivist societies.  Whereas the Australians 

were concerned with being independent and normal, the Vietnamese expressed their 

pain as the inability to work hard for their family, which might also explain their focus 

on tiredness as a symptom of asthma, reflecting their concern about how asthma left 

them physically weak such that they could not work as hard as they wanted to do.   

 

The next chapter considers the cultural models that emerged from this study, for 

Australian and Vietnamese people, separately.  These models are depicted for health 

and for asthma as a chronic illness. 

 



CHAPTER 10 

 

CULTURAL MODELS 
 

10.1  INTRODUCTION 

 

The previous section presented explanatory models of asthma for the biomedical 

practitioners, and the lay people with asthma, the Australian and the Vietnamese-

Australian participants.  These explanatory models were used to explore the different 

realities and logic of doctors and of people living with asthma, and to show how these 

differences shape the approaches to caring for asthma by doctors and lay people.   

During this study, themes emerged from the interviews that required a broader 

conceptual framework than explanatory models.  These themes included concepts that 

were shared by the Australian people with asthma, their spouses, and health care 

professionals, but were not apparent for the Vietnamese participants.  Instead the 

Vietnamese had a different set of concepts and values that shaped their experiences.  

These concepts are presented as cultural models for the two distinct cultural groups, 

Australian and Vietnamese people. 

For the purpose of this discussion, the Australian cultural models are based on the 

shared understandings of the lay people in this study and the medical community.  The 

medical sources are the education material on health promotion (ADHA, 2004b; 

HDWA, 1994, 2004), and asthma education (NAC, 2002, 2004b) and the biomedical 

research literature (eg Boulet et al., 1994; Douglass et al., 2002; Reid et al., 2000, 

2001a; Ruffin et al., 1999; Woolcock and Jenkins, 1991).  The models also apply to the 

biomedical clinicians interviewed in this study. 

The Vietnamese models are based on the understandings expressed by the 

Vietnamese participants in this study, and the translator.  The presentation of 

Vietnamese culture from the literature (Nguyen et al., 1999; Tung, 1980) and the 

literature detailing the experience of Vietnamese migrants in Australia (Easthope and 

Julian, 1996; Manderson and Mathews, 1985) have also been used to verify and test 

aspects of the Vietnamese models.  Because the number of Vietnamese participants was 

so small, these models are incomplete, and are offered with caution. 
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The first model presented is a cultural model of health and the requirements for 

health derived from the interviews with the lay Australian people (those with asthma 

and their spouses) and the health promotion literature.  A model for health is also 

presented for the Vietnamese-Australians that participated in this study.  Subsequently, 

a model of asthma as a chronic illness is presented for the Australian lay people and 

health care professionals, and a model of asthma as a chronic illness is also discussed 

with regard to the Vietnamese-Australians.     

 

10.2  CULTURAL MODELS OF HEALTH  

 

In the interviews with the Australians (with asthma and their spouses) and the 

Vietnamese people with asthma the topics that were discussed to explore the concept of 

health were people’s evaluation of their own health, what is required for health, and 

how to assess if other people are healthy.  The discussions about health centred around 

four primary questions, and did not involve the unstructured style of the discussions 

about living with asthma.  As a result, the themes are presented here in terms of the 

responses to each of the questions, and the number of participants who addressed each 

question is also noted.  From these discussions, and with reference to health promotion 

material, two cultural models for health emerged: one model shared by the Australians, 

and another cultural model shared amongst the Vietnamese-Australians (including the 

translator).     

 

10.2.1  Being healthy 
 

Australian participants 
 

Thirty-nine Australians with asthma were asked, “Do you consider yourself to be 

healthy?”  Thirty-two people considered themselves to be healthy; thirteen of these 

people qualified their answer as “reasonably healthy” or “for my age”.  Seven people 

said “no”, they were not healthy. 

Twenty-eight Australians offered reasons as to why they regarded themselves as 

healthy or not.  These reasons are listed in Table 10.1.  The most common reasons were 

that they had no illness, including asthma, which interfered in their life or caused them 

pain; they felt well; and they could do all they wanted to do.  Three people also 
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mentioned not being overweight as a reason they were healthy.  Eleven people 

considered themselves to be healthy because they led a healthy, active or “normal” 

lifestyle: 
 

“Well except for, you know, with a cold at the moment, a virus thing...  

But even that I’ve done a normal day’s work and…you know it doesn’t put 

me in bed or anything like that…I don't let asthma get me down or it doesn't 

worry me, I know it, and I lead a fairly normal lifestyle, so yes...reasonably 

healthy...  But you know…healthiness is...well, OK, one of them is not 

being hindered by illness.  You're not being slowed down or hindered, no.”  

(Aust. Part. 27) 

 

Table 10.1  Reasons people gave for considering themselves to be healthy. 
 

Reasons for Health Australian people 
with asthma (/28) 

Australian 
spouses (/8) 

Vietnamese 
people with 
asthma (/4) 

Lead a ‘healthy’ lifestyle 11 3 4 

Can do all want to do 6 2 - 

Asthma no interference 9 - - 

Feel well/healthy 7 3 - 

No pain/not sick 7 1 - 

No other illness besides 
asthma 

7 - - 

Chronic illness (not 
asthma) does not interfere 
 

- 2 - 

Not overweight 3 - - 

Qualification of but 
overweight 

5 1 - 

 

Seven Australian participants identified themselves as unhealthy.  They offered 

several reasons for this assessment, which are listed in Table 10.2.  Generally, they 

considered themselves to be unhealthy if they had an illness that prevented them “doing 

all that they want to do” in their family roles, at work and/or in their social lives.  Four 

of these people also noted the need, and intention, to change their lifestyle, and 

mentioned doing more exercise as part of the solution.   
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Table 10.2  Reasons people gave for considering themselves to be unhealthy. 
 

Reasons for Lack of Health Australian 
people with 
asthma (/7) 

Australian 
spouses (/2) 

Vietnamese  
people with 
asthma (/6) 

Cannot do all want to do 3 - - 

Because of asthma 2 - 5 

Because of other illness 1 - 1 

Overweight 3 2 - 

 

Eight people expressed a concern for their weight, as either a barrier to them 

being considered healthy or as a proviso to their otherwise generally healthy state: 
 

“I’m not healthy: I’m too fat, you know?  But physically I feel all 

right, you know and mentally...  Well I don’t have any outward signs of 

sickness.  And the asthma hasn’t affected me in anything I want to do.”  

(Aust. Part. 18) 
 

All ten spouses addressed the topic of their state of health.  Eight of the ten 

considered themselves to be healthy, and three qualified this as “reasonably”.  The 

reasons they gave for this assessment are listed in Table 10.1.  Like the people with 

asthma, the spouses considered themselves to be healthy because they could do all they 

wanted, felt well and pain-free, and led a healthy lifestyle.  Four people considered 

themselves to be healthy despite having a chronic illness:  
 

“Very healthy, yes, because I'm…energetic apart from…having this 

operation.  I'm never still…I'm in a lot of associations and…I don't have 

headaches.  I sleep all night.  I'm on the move and…I don't have any…well, 

the only complaint I have is a heart complaint which is under control with 

medication.  And that doesn't stop me doing anything either.”  (Spouse 40) 
 

The two spouses who identified themselves as unhealthy considered themselves to 

be so because they felt they were overweight (Table 10.2): 
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“No, not really...I’m just probably not fit more than anything.  And I 

do have a thyroid problem, but that's normal I suppose getting around my 

age, but apart from that no, I don’t really have any other 

illnesses...[but]…too much weight, I just don't class myself as very healthy, 

no.  I puff and I blow, and probably if I exercised more, but you know, I’d 

probably feel a lot better.”  (Spouse 26) 
 

Vietnamese participants 
 

Of the ten Vietnamese people who addressed the topic of health, four people 

considered themselves to be healthy.  Their responses are listed in Table 10.1.  Judging 

by the responses, when asked why they considered themselves to be healthy it appears 

the question was interpreted as “How do you account for your good health?”.  Three 

people said they exercised and were active.  Other reasons included good nutrition, rest, 

and one woman added she “did not worry about home”. 

Six Vietnamese participants said they did not consider themselves to be healthy.  

All six identified the presence of a “hard to cure” illness as the reason they considered 

themselves to be unhealthy: five specifically identifying asthma as the illness concerned 

(Table 10.2).  Two of these people added that asthma made them unhealthy by 

restricting their activities: 
 

“She doesn’t feel she’s a healthy person...  Like she...can’t do a lot of 

physical activity because of having asthma.  Or going to a party or meeting 

a friend and her friend is smoking, she can’t say, ‘Stop smoking’, like that, 

it’s rude.  So she think that those things that limit her life activities, social 

activities and physical activities.”  (Viet. Part. 6) 
 

After the first two interviews were completed the translator commented that he 

strongly believed the question “Are you healthy?” should be omitted from the 

interview.  His reasoning was that the question did not need to be asked as it was a 

given that if they had asthma, they were not healthy.  Indeed, some of the participants 

did smile or laugh when asked the question, which may have, in part, prompted the 

translator’s comments.  He was encouraged to persist with the question. 
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Summary  
 

The majority of Australian people, those with asthma and the spouses, considered 

themselves to be healthy, or “reasonably” healthy, or healthy “for my age”.  The 

question of why they felt this way was interpreted in two ways: some people assessed 

themselves as healthy because they could “do all they wanted to do” and felt well (ie 

they were not in physical pain or emotional distress), while others attributed their health 

to their “healthy lifestyle”.  For the people with a chronic condition, including asthma, 

as long as it did not interfere or impede their activities, it was not a barrier to being 

healthy.  When people did considered themselves to be unhealthy, the most likely 

concerns were because they were not able to do all they wanted, particularly if because 

of a chronic illness, or because they considered themselves to be overweight.   

Some Vietnamese participants considered themselves to be healthy despite having 

asthma, and attributed this health to lifestyle factors, particularly to being active.  Those 

who said they were not healthy identified chronic illnesses as the reason, and some 

explained it was because the illness interfered in their life that they were not healthy.  

The translator’s remark suggests that the presence of a chronic illness is assumed to be 

enough to make a person unhealthy, but the findings are unclear on whether this is 

generally shared amongst the Vietnamese people.  People who considered themselves to 

be healthy appeared to be more mildly affected by the illness than those who considered 

themselves to be unhealthy.  Like the Australians, having a chronic illness meant a 

person is unhealthy when the illness interferes in his/her ability to fulfil social roles.   

 

10.2.2  The requirements for health 
 

Australian participants 
 

Twenty-seven people with asthma addressed the question, “What do you do to 

keep yourself healthy?”  The most common behaviours included exercising and being 

active, having a ‘balanced’ diet, having a positive state of mind or approach to life, and 

abstaining from certain behaviours or activities, such as smoking and excessive drinking 

(Table 10.3):   
 

“I think I eat the right things and I try to get enough sleep…I used to 

exercise but that was before I had...[my baby]…no, I don't do anything in 
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particular but I don't sort of think that I do anything else really terrible for 

myself: I don't smoke, I don't drink too much, I don't eat too much of the 

wrong things.”  (Aust. Part. 23) 
 

Four people included caring for their asthma, and specifically taking medication, 

as something they did for their health: 
 

“Not much.  Except taking medication...to maintain or keep away the 

asthma attacks, that sort of thing.  Try and eat good food, you know, what 

ever it is.”  (Aust. Part. 18) 

 

Table 10.3  What people do for their health.* 
 

Behaviours done for health Australians 
with asthma 

(/27) 

Vietnamese people with 
asthma (/10) 

Balanced diet 16 4 

Exercise/stay active 20 6 

Both of the above 10  

Positive frame of mind/ stress 
management 
 

5 1 

All of the above 3 - 

Abstain from ‘unhealthy’ behaviours 9 - 

Care for asthma 4 4 

Should be doing more 5 - 

Avoid heavy work - 2 

*The spouses were not asked this question. 

 

Five people noted things they “should” be doing more or less of for their health, 

including more exercise, eating more fruit and vegetables and smoking less: 
 

“Trying to eat good food, umm, try to you know, little bit of exercise I 

can do.  I have a feeling I should be doing a bit more in that regard.  I'm 

probably just doing enough to help my breathing but not enough to help my 

weight.  But you know, I'll work on that.”  (Aust. Part. 36) 
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Nineteen people addressed the question, “What do you require to be healthy?”  

People included a good diet, exercise, a positive approach to life and caring for their 

asthma in their responses (Table 10.4).   

In all, sixteen Australians made the connection between their asthma and their 

state of health: nine said asthma did not interfere with their functioning, hence they 

were healthy; four people said they cared for their asthma as something they do for their 

health; two people said they were not healthy because their asthma interfered in their 

ability to function; and one woman said she was healthy, except for her asthma, and 

another said she was healthy despite her asthma. 

 

Table 10.4  Requirements for health.* 
 

Requirements for health Australian people 
with asthma (/19) 

Spouses  (/10) 

Have a good diet 15 8 

Exercise/stay active 13 4 

Both of the above 10 3 

Manage stress/ frame of mind 6 4 

All of the above 5 - 

Feeling of well-being 2 - 

A healthy lifestyle 2 - 

Manage asthma 4 - 

Lose weight 2 2 

* The Vietnamese people were not asked this question. 

 

All the spouses were asked, “What do you need for good health?”  Their answers 

included a “good diet”, exercise and positive state of mind, including coping with stress 

(Table 10.4): 
 

“I think…a lack of stress…I think that…can affect your health.  Ah, 

you know, if you’re worried over...your family or money worries…or things 

like that...  I don't worry unduly.”  (Spouse 9) 
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“right attitude…[I]…think [being] positive, not being so negative.  I 

mean, I know people that have got…better physiques, run ten kilometres a 

day and that, and they've got the worst attitudes on earth, and…they're 

hopeless.  They're going to run themselves into an early grave.”  (Spouse 

38) 
 

Vietnamese participants 
 

The Vietnamese participants were asked, “What do you do for your health?”  

Their answers are presented in Table 10.3.  Like the Australians, the Vietnamese 

emphasised exercise, or being active; eating “good” food; caring for their asthma; and 

“not worrying too much” or “thinking about home too much”, which appear to be 

similar to the Australian notion of having a “positive attitude to life”.  No Vietnamese 

person made reference to weight as a health concern. 
 

Summary 
 

In caring for their health, Australian people placed importance on a balanced diet 

(particularly mentioning vegetables and fruit), exercise, a positive mental attitude, and 

abstaining from “unhealthy” behaviours (such as smoking).  A smaller number of 

people referred to caring for their asthma or other chronic illness as something they did 

for their health.  The Vietnamese participants agreed with the Australians on the 

importance of diet, exercise, a positive frame of mind and caring for their asthma to 

ensure health.   

A significant difference between the two cultural groups was that the Australians 

used the language of health promotion campaigns, such as referring to “two fruits and 

five vegetables”, and lean meat as a healthy diet, and the behaviours that must be kept 

in moderation, such as alcohol consumption.  The Australians were also aware of 

weight, as a reason they were, or were not, healthy; whereas, the Vietnamese 

participants did not refer to weight at all. 

 

10.2.3  Other people’s health 
 

Australian people 
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Twenty-eight people addressed the question, “How can you tell if someone else is 

healthy?”  Some of the Australian participants were reluctant to offer an answer.  

Indeed two participants vocalised their concern that it was really “none of their 

business” to comment on another person’s state of health (Table 10.5): 
 

“I think it’s their own business.  But if I wanted to…I’d probably look 

at their weight and…I think I could tell if they were really run down or 

something.”  (Aust. Part 23) 

 

Table 10.5  Indications of other people’s state of health. 
 

Indicators of Health Australians with 
asthma (/28) 

Spouses  (/10) Vietnamese 
people with 
asthma (/7) 

Appearance (eyes, skin) 13 5 2 

Lifestyle 10 - 1 

How they move 7 3 - 

Weight 9 2 - 

Positive frame of mind 5 1 - 

Not in pain or sick 3 1 3 

Ease of breathing 3 - - 

Can do all want to do 4 - 2 

Exercise with ease/fit 5  - 

 

Thirteen people identified appearance factors, such as the texture and colour of 

the skin, and the brightness of the eyes.  Three people added that appearance was really 

all a person had to assess health:   
 

“Well their skin, their eyes you know the colour of the whites of the 

eyes are not the right you know.  I mean it could be the fact that's the way 

they are, you don't know.  I mean the, you only taking a person on first, face 

value but...that's about the only way I could, you know?”  (Aust. Part. 26) 
 

Four people cautioned that looks could be deceiving: 
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“Well…you can't go on outward appearances.  I mean it's, it's not the 

sort of question that I can’t really answer for you because I mean a person 

might look healthy and…it brings to mind a sort of frightening story about a 

guy who I did work with, a number of years ago, who was a body-building 

freak, and he was in his early twenties and he was what you would term as 

extremely fit.  And he died of a heart attack.  Bingo…he's a guy who's really 

healthy [and] pop, next day he's pushing up daisies.”  (Aust. Part. 39) 
 

Ten people included aspects of people’s lifestyle and behaviour, such as how they 

respond to exercise, how they move or if they drink excessively, as guides to their state 

of health: 
 

“Well quite often by the way they appear or by the way the act.  It's 

umm, quite often what you see, not what is said.  What they don't say quite 

often, their attitude, their body language…what they don't do.”  (Aust. Part. 

13) 
 

 “Well just by looking at them obviously.  But that's not, I mean, I 

don't suppose that's really good answer.  But I guess if someone's in 

pain…just by looking at their lifestyle I guess.  You know, if they go to the 

pub every night...”  (Aust. Part. 14) 
 

Nine participants mentioned weight as one of the criteria with which to address 

another person’s state of health.  All these people referred to obesity as unhealthy, and 

two added that a person could be too thin:   
 

“Probably weight, the size and the shape...they look healthy you 

know?  If they can do moderate exercise without collapsing...or just getting 

out and about you know, as long as they get to do what they want to do, you 

know?”  (Aust. Part. 22) 
 

The ten spouses were asked, “How can you tell if someone else is healthy?”  

While the most common response was a person’s appearance, such as the colour of 

his/her skin, and also how a person moved, five people cautioned that appearances 

could be deceiving (Table 10.5):   
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“I've got several mates who…I would class as…pretty fit, because 

they still play lots of tennis and hockey and jog, and all that type of thing.  

And one of them’s…had skin cancers removed.  And the other bloke’s had 

this…prostrate cancer so…you really can’t tell who’s healthy and who’s 

not.” (Spouse 9) 
 

Like the Australians with asthma, the spouses linked health to appearance 

qualities, such as the brightness of the eyes and “colour” of the skin.  Weight was also 

mentioned as a guide to health, as was how well a person moved around and was able to 

do all he/she wanted to do.  Some people referred also to having a positive frame of 

mind.  While no Australians directly referred to having an illness, such as asthma or 

cancer, as a sign someone might be considered unhealthy, illness, and particularly the 

absence of pain or interference in activities, was part of the assessment of being healthy, 

for one’s self and for others.  Generally, people listed factors that needed to be present 

or absent to be healthy: 
 

“I think I would use the ability to do whatever they want to do.  I 

would say they’re healthy.  Oh yeah, there’d have to be a pain element.  

Absence of pain…an ability to do what you want to do.  To lead the life you 

want to lead.”  (Aust. Part. 25) 
 

Vietnamese participants 
 

Seven Vietnamese people addressed the question, “How do you know if someone 

else is healthy?”  The Vietnamese appeared to be untroubled by the question, and no 

one cautioned that it would not be any of his or her business.  Their answers are listed in 

Table 10.5.  Like the Australians, some Vietnamese people referred to the appearance, 

including skin colour, and ability to function as indicators of health: 
 

“a healthy person is the one who can do any kind of activities with 

their own ability.  Yes, like if you want to dig in sand you can do it, if you 

want to run you can do it, you can walk or you can exercise…you can do 

anything you like...”  (Viet. Part. 7) 
 

Three people responded that a healthy person is one who has no major or “hard to 

cure” illnesses: 
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“A healthy person is one who doesn't have any sicknesses or sickness 

that very hard to cure like asthma, or...other sickness that has long-term 

effect.  But say a person who has a cold or flu is so normal...so a...healthy 

person is the one who doesn’t have any long term...sickness.”  (Viet. 

Part. 10) 
 

Summary 
 

While some Australians were cautious about assessing another person’s state of 

health, participants said they would rely on a person’s appearance (skin texture, colour, 

dullness of eyes), weight, and how he/she moved to make this assessment.  They would 

also take note of a person’s attitude, behaviour and whether he/she was in pain.  Some 

people cautioned that appearances could be deceptive, as a person could look healthy or 

act in healthy ways and yet be near death. 

Like the Australians, the Vietnamese people listed more than one indicator that a 

person is healthy.  They referred to being able to fulfil social roles and “do all you want 

to do”, and appearance qualities, including skin colour.  Some Vietnamese people also 

referred directly to having “hard to cure” illnesses as a barrier to being healthy.  For 

both the Australians and the Vietnamese participants, the presence of an illness that 

prevented an individual “doing what they want to do” would mean he/she was not 

healthy.   

The Australians referred repeatedly to weight as either a concern for them or an 

indicator of unhealthiness in others.  The Vietnamese people did not mention weight as 

a cause for concern, they did not say they considered themselves to be (un)healthy 

because of their weight, nor did they use weight as an indicator of health in other 

people. 

 

10.2.4  Depicting the cultural models of health  
 

10.2.4.1  A cultural model of health for the Australians 
 

Health for the Australians required the absence of debilitating or painful illnesses, 

the ability to “be able to do all they wanted to do”, and feeling well or happy.  To 

ensure health, a person required a good diet, regular exercise, a positive approach to life 
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and to abstain from ‘unhealthy’ behaviours, such as drinking too much alcohol or 

smoking.  A person with a chronic illness, such as asthma, also needed to care for the 

condition, to minimise its impact on his/her life and ability to function.  People who 

gave the impression, through their appearance or the way they moved or reacted to 

exercise, that they could do all they wanted, physically, with relative ease, were 

regarded as healthy, as long as they did not have any debilitating illnesses.   

To be fully healthy also required acting in ways that would ensure the healthy 

state continued.  Eating a balanced diet, exercising, staying positive, not smoking, not 

drinking excessively, taking care of any chronic illnesses, and not being overweight 

were required to be considered healthy.  If a person showed evidence of deviating from 

these behaviours, such as by being overweight or “partying” too much, he/she would 

not really be healthy.  Being overweight appeared to be particularly useful as a guide to 

whether someone was healthy or not.  To be considered healthy, a person also had to 

behave in a healthy way and/or show evidence he/she was doing so (ie not be 

overweight or underweight).   

The Australian participants’ requirements for health matched those reported from 

other Western societies, where health has been equated with more than the absence of 

illness.  Health also involves the ability to fulfil social roles and obligations, and 

includes feelings of well-being (Calnan, 1987; Kagawa-Singer, 1993; Litva and Eyles, 

1994).  In other Western societies, researchers have found working class people, in 

particular, place more importance on being able to perform social duties, while middle 

class people stress feeling well (Calnan, 1987; Bury, 1991).  The numbers in this study 

were small; however, there did not appear to be clear class distinctions in the concept of 

health, which is in keeping with the trend for Australians to not vary greatly in values 

and norms by socio-economic class (Graetz and McAllister, 1988).   

In this study, age was a distinguishing quality insofar as people who were middle-

aged or older would sometimes qualify their assessment of themselves as healthy with 

“for my age”.  People appeared to accept chronic illnesses as part of being older.  An 

Australian Bureau of Statistics (2001b) survey supports this perception, with 99% of 

respondents over the age of 75 years identifying themselves as having at least one 

chronic illness. 

The majority of Australian participants said they were healthy (40 of 49).  Thirty-

two of these people had asthma, and at least four of the eight spouses that regarded 

themselves as being healthy had chronic illnesses, including osteoporosis, arthritis, a 
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musculo-skeletal problem, a thyroid complaint and/or a heart condition.  The presence 

of a chronic illness was not enough to mean a person was not healthy, as long as the 

person was not in pain with, or debilitated by, the illness.  This was also true in 

participants’ assessment of other people and in what they needed to be healthy.  Having 

an illness did not invalidate health unless it interfered in life.  This finding is in keeping 

with studies from other Western nations.  People with a chronic illness are regarded as 

still healthy as long as they feel they are able to meet the demands of daily living, in the 

context of their social world (Kagawa-Singer, 1993; Litva and Eyles, 1994).  The 

Australians appeared quite prepared to label themselves as healthy.  Some people were 

even able to minimise the impact of more than one chronic condition, which suggests 

that being able to describe oneself as healthy was valued: 
 

“On the whole I’m healthy.  I mean, what I've got a lot of it is age.  

I’ve got arthritis, but other than that I’ve got nothing else wrong, apart from 

my asthma and my arthritis…cause I feel well in myself, apart from asthma.  

Arthritis is something you learn to adjust to quite well, as long as it’s not 

too violent…I can walk; I can walk several kilometres.  I sleep at night 

when my asthma permits me.  Yeah.  The hairs not falling out.”  (Aust. Part. 

13) 
 

To be “sick” is to be socially deviant (Litva and Eyles, 1994), so being healthy, 

and therefore normal, means a person’s integrity as a full social participant is intact.  

The Australians drew a distinction between “having an illness”, which meant a person 

could still be ‘normal’ and a full social participant, and “being sick”, which was being 

debilitated by a condition that interfered in a person’s social participation and sense of 

well-being.  People sometimes made the assessment that they were healthy, or normal, 

by comparing themselves to other people who showed signs of being more ill or 

debilitated.   

For the Australians, being healthy retained central elements of the traditional 

Western notion of health as vitality or vigour (Petersen, 1994:34).  In addition to social 

participation, some Australians referred to the importance of being able to “get through 

the day”, needing to feel well and have a happy frame of mind, and even displaying 

ease of movement as part of being healthy. 
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10.2.4.2  A cultural model of health for the Vietnamese people 
 

Like the Australians, the Vietnamese participants regarded being healthy as 

including the absence of a debilitating long-term illness, being able to do all they 

wanted to do, and a few people referred to the importance of “not worrying too much” 

as part of being healthy.  To ensure this health, people needed to eat well, stay active or 

exercise, and care for their asthma.  Other people would be regarded as healthy if they 

could do all they wanted to do and if they had no “hard to cure illnesses”.   

Four Vietnamese people considered themselves to be healthy, despite having 

asthma.  Each of these people had mild asthma that did not interfere in their daily life on 

a regular basis.  The six people who said they were unhealthy attributed this to a chronic 

illness that did interfere with their life and their ability to live fully.  Those who said 

their asthma made them unhealthy reported ongoing interference from the condition. 

In collectivist societies, a strong link is made between a person’s health and 

having harmonious relationships with others (Lock and Scheper-Hughes, 1990), and 

this been reported for Vietnamese people also (Ungar, 1995).  In this study, people did 

not directly refer to the importance of relationships to their health, but when discussing 

the impact of asthma, people regarded the greatest hardship created by the illness was 

that they could not work hard for their family and, to a lesser degree, because they could 

not participate fully in social events (see below). 

The connection between a person’s behaviour and health is commonly made in 

Asian medical systems (Jewell, 1983; Maciocia, 1994).  Health depends on achieving 

the right balance in diet, activity or exercise, work and rest (Jewell, 1983).  Diet and 

activity were recognised by the Vietnamese people in this study as important to health, 

and accord with the fundamental necessities for health outlined by the wider Australian 

community as well. 

The Australian and Vietnamese participants differed in the language and 

particular guidelines they used for healthy behaviours.  The Australians used the 

guidelines of health promotion, and included the notion of abstaining from ‘unhealthy’ 

or risk behaviours (ADHA, 2004b; HDWA, 2004).  The Vietnamese participants did not 

refer to risk behaviours, such as the need to abstain from smoking or minimise alcohol 

consumption, nor did they mention weight as an indicator of health in themselves or 

others.  For the Australians, to be healthy also involved performing behaviours that 

would maximise the chance of future health, such as to not smoke or use illicit drugs.  
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To not perform the ‘right’, or healthy, behaviours, or to show evidence he/she was not 

doing so (such as obesity), could lead to the assessment of a person as being unhealthy, 

because the person would be regarded as putting themselves at risk of illness in the 

future.  This notion of health as an achieved or earned state is typical of Western 

cultures (see Alonzo, 1993; Crawford, 2000; Herzlich and Pierret, 1987), but was not 

apparent for the Vietnamese participants.    

 

10.2.5  The impact of health promotion 
 

“Probably lose a bit of weight I suppose like everyone else and...don't 

drink alcohol, eat the right foods…plenty of exercise all those things…all 

the things that they say.  Everyone knows that's what you should do, but not 

too many people stick by those guidelines.”  (Spouse 32)   
 

In Australia, the government takes a role in providing health promotion 

information to the general public.  This is done through health education campaigns that 

are delivered through the media, at sporting events (including team sponsorship), in 

doctors’ surgeries and on billboards.  These programs offer advice about aspects of a 

person’s lifestyle that can impact on his/her health, including diet, exercise, smoking, 

alcohol consumption, sexual behaviour, and sun exposure (ADHA, 2004b; HDWA, 

1994, 2004).  Designed to “encourage the adoption of attitudes and behaviours 

conducive to good health” (HDWA, 1994:48), the programs, while not overtly 

moralistic in tone, convey a message that there is a ‘right’ way to behave with regards 

to health, that is, the way that is recommended by health care professionals. 

Australian participants used the words of the health campaigns when describing 

what they did and what they required to be healthy.  When describing a “good” diet or 

the “right foods” some participants referred to eating “2 fruit and 5 veg” or the need to 

eat lean meat, or confine alcohol consumption to three glasses a week, all of which have 

been themes of health promotion campaigns designed to encourage people to eat more 

vegetables and fruit, less meat, and consume less alcohol.  People also used health 

promotion standards to assess the health of other people.  For example, nine people 

mentioned weight as a guide to another person’s health.  If a person was overweight this 

was a sign he/she was not eating the ‘right’ diet and possibly not getting the 

recommended amount of exercise.  Australians have been exposed extensively to the 



 210

notion that being overweight is a sign of an ‘unhealthy’ lifestyle and is not good for a 

person’s health (ADHA, 2004b; Cameron et al., 2003). 

The Vietnamese people in this study did not appear to have significant exposure 

to the public health campaigns.  This finding might be expected given that the 

Vietnamese participants did not speak English fluently, and the programs are 

predominantly delivered in English to the Australian public.  Although there was 

overlap in what factors were required for health, the Vietnamese people did not use the 

same specific guidelines for diet or exercise as the Australians.  When the Vietnamese 

participants spoke of the importance of diet in health they discussed the need for meat, 

vegetables and rice, not “2 fruit, 5 veg” and “lean” meat as the Australians did.  The 

Vietnamese people spoke of the importance of being active in life, rather than the more 

specific Australian requirement of doing exercise, and made no mention of obesity, 

which the Australians were very aware of as a marker of health status.  In addition, 

health promotion campaigns have been used to warn the Australian public about the 

potential danger of using illicit drugs and mis-using prescription medications (ADHA, 

2004b).  The Vietnamese people did not express any concern for potentially harmful 

effects to their health from using ‘chemicals’ (medications) to treat their asthma. 

That the Australians and Vietnamese cultural models of health share in common 

many ideas reflects, in part, the naturalistic medical systems that inform their 

knowledge about health and illness.  Both biomedicine and Chinese medicine recognise 

the link between health and a person’s behaviour, especially the importance of diet and 

physical activity (Jewell, 1983).  Lived experience, and the practical reasoning of 

everyday life, probably also contribute to the common concepts in the models, as over 

time people learn how health is impacted by what they eat and their level of activity.  

Where the models differed significantly was in the moral undertones that pervaded the 

Australian cultural model of health and that did not appear to be present in the 

Vietnamese model. 

For the Australians, the health promotion guidelines about a healthy lifestyle 

formed the basis of their values for assessing what were desirable (ie healthy) qualities 

to have, and ways to behave.  They used these guidelines to assess their own health and 

to judge others, but they did not necessarily fully enact the guidelines, by their own 

admissions.  Other studies in Australia have also found that people were aware of and 

understood health promotion messages (Holman et al., 1996) and that people used them 
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as the basis of their values, or as qualities they ‘should’ adopt, but were not necessarily 

acting on (Milligan et al., 1997).     

 

10.2.6  Health and morality in Australia 
 

“Just look after myself, eat reasonably, drink reasonably, have a bit of 

exercise.  Yeah, when I was unemployed we used to walk for miles…that 

was only just to sort of keep the system going; otherwise, I’ve seen a few 

blokes that I’ve known that have gone in the unemployed…and they ended 

up…they sit down and they end up [heavy sigh] and I don’t believe in 

that…if you keep your body going, you’ve got a fifty-fifty chance, you 

know?”  (Aust. Part. 26) 
 

For the Australians in this study health had two dimensions.  Health occurred 

when a person had no debilitating illness and felt well.  To an extent this aspect of 

health was perceived to be beyond a person’s ability to control.  The other dimension or 

requirement for health occurred when a person did enough of “all the right things”.  

When people followed the guidelines outlined in health promotion campaigns they 

earned the right, and deserved, to be healthy.   

Studies in other Western countries suggest health has become a moral issue in 

which health is achieved through sufficient self-discipline, self-restraint and hard work 

(Alonzo, 1993; Conrad, 1994; Litva and Eyles, 1994); some researchers argue this 

morality also applies in Australian society (see Petersen, 1994:138).  In this study, there 

is evidence of a moral dimension to health for the Australian participants, based on 

standards derived from the health promotion messages targeted at the Australian 

community (ADHA, 2004b).  Participants indicated that doing the ‘right things’ to 

promote their own health was a sign of virtue, by the language they used and the way 

they spoke of themselves and others: for example, several participants spoke of ‘things’ 

they ‘should do’ or should do more of for their health.  These ‘things’ were generally 

actions that were within their ability to control.  For example, people referred to ‘right’ 

and ‘wrong’ foods to eat and/or ‘bad’ behaviours: 
 

 “I think I eat the right things and I try to get enough sleep…I used to 

exercise but that was before I had...[my baby]…no, I don’t do anything in 

particular but I don’t sort of think that I do anything else really terrible for 
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myself:  I don’t smoke, I don’t drink too much, I don’t eat too much of the 

wrong things.”  (Aust. Part. 23) 
 

Often a sense of right and wrong was conveyed in people’s body language or 

facial expressions, in the way they paused or delayed in answering a question, or the 

tone in their voice.  For example, when participants were asked, “Do you consider 

yourself to be healthy?”, their answer might have been “Yes”.  In addition, however, 

they might have sat upright in their chair, almost as though they were answering a ‘test 

question’.  It was not just an inquiry into how they felt, it was a question that had a right 

answer and a wrong answer.  If they said “No”, they would laugh lightly, and provide 

an explanation, especially if the reason was one that was considered to be within their 

personal control to change, such as obesity, rather than one that was viewed as beyond 

their control, such as a debilitating illness, despite their best efforts to treat it. 

When explaining why they were healthy, or listing what they did for their health, 

if people arrived at a behaviour they knew ran counter to health promotion 

recommendations, they would commonly react by either laughing lightly, offering, 

unprompted, an acknowledgment that there was “room for improvement”, or explain 

why they disagreed with the guidelines, with comments like “a person can be too 

fanatical”.  Especially those who considered themselves to be overweight appeared 

mildly embarrassed as they described why their weight was something they should or 

intended to do something about.  In other people, being overweight drew the most 

criticism as a clear sign of someone who is unhealthy and lacking self-control:   
 

 “oh yeah just…when they’re in pain a lot or…whether they’re 

obese…for instance with my boss…he…is a diabetic…[and]…one of his 

symptoms is he goes into a room and he wacks on the air conditioning full 

on, quite often in the middle of winter, because he has a problem regulating 

his…body temperature, and he’s got a big red nose and he’s fat, and I just 

think, ‘God that guy’s a walking heart attack’, and I don’t want to be like 

that, and I know that guy’s unhealthy.”  (Aust. Part. 16)   
 

Some Australians also went to some length to describe themselves as healthy, 

including minimising more than one chronic illness and the impact the illness had on 

their lives.  ‘Healthy’ might have been a desirable state to be, in part, because it was a 

statement about a virtuous quality.  To say “I am not healthy” is to make a moral 
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statement that implies a weakness of self, specifically a lack of self-discipline, unless it 

is due to the effects of illness and beyond a person’s ability to influence.  If a person 

performs the recommended health behaviours he/she may not be healthy, because there 

are always factors beyond a person’s ability to control that might influence the outcome, 

but by performing these behaviours, a person earns the right to be healthy, he/she is 

deserving of good health.  If a person does the ‘right things’, he/she might get sick 

anyway, but it is not ‘fair’, as one woman explained about her resentment of needing to 

take medication for her asthma:   
 

“I just hate the thought of having to do it [take medicine].  Why 

should, why when I was so healthy, and when I eat [health foods], do you 

know?  Why should I need to take this extra stuff?  That’s when I get mad.”  

(Aust. Part. 24) 
 

The assumption underpinning this woman’s pain is that when a person is virtuous 

(self-disciplined and hard working) they deserve the reward (good health).  This 

reasoning is, in essence, a modern day, secularised version of the Protestant work ethic 

(Weber, 1930). 

As a result of the emphasis on health behaviours, there was a particular state of 

being that was recognised by lay people in this study, the ‘potentially sick’.  While 

health behaviours do not ensure future health, to indulge in risk behaviours and neglect 

healthy behaviours is to increase the chance of a future illness.     

 

10.2.7  The Vietnamese people and morality in health 
 

The Vietnamese participants in this study did not appear to share the same sense 

of morality with regards to health as the Australians.  They were prepared to discuss 

what is required for health, in themselves and other people, as though they were giving 

advice rather than passing judgment.  They did not imply health was a personal matter 

or none of their business to assess in another, and behaviours they identified as being 

important for health did not appear to be presented as statements about a person’s self-

discipline.   

Other researchers have suggested that the notion that a person has a duty to care 

for their health and follow required behaviours does apply within Vietnamese 

communities (Marr, 1987; Tung, 1980).  On the other hand, Kagawa-Singer (1993) 



 214

found that Japanese people in the USA also made a connection between personal 

behaviours and health, and yet they did not appear to have a sense of morality around 

health in the same way the wider USA community did, which matches more closely the 

findings that emerged from this study with Vietnamese migrants in Australia.  The duty 

to perform health behaviours may be a responsibility that is more implicitly understood 

amongst Vietnamese people: it is not necessary to express a sense of right or wrong 

about behaviour, but people are raised knowing that caring for their health is their duty 

to their family.   

It also appears that the Vietnamese participants placed greater importance on the 

presence of an illness in deciding that others are unhealthy, specifically, an illness that 

interferes in social functioning (doing what they wanted to do), particularly in being 

able to work as hard as they would like to do.  How the Vietnamese concepts of health 

might change over time, if people have increased exposure to Australian health 

promotion messages, remains to be seen, especially given that the Australian messages 

are embedded in the cultural milieu of an individualised self, and the primacy of 

physical health to personal happiness (Herzlich and Pierret, 1987:230-5).  In contrast, 

the Vietnamese people stem from a collectivist culture, where ‘self’ tends to be more 

socio-centrically conceived and social harmony is a more important part of a person’s 

sense of well-being (Lock and Scheper-Hughes, 1990). 

 

10.2.8  Summary: cultural models of health 
 

For the Australians, health included the absence of debilitating illness, and the 

performance of certain health behaviours.  A healthy diet (2 fruit, 5 veg and lean meat), 

exercise and having a positive frame of mind were regarded as requirements for good 

health.  In addition to having a debilitating illness, a person could be unhealthy if they 

did not perform health behaviours (no exercise), undertook risk behaviours (smoking) 

or showed evidence of risk behaviours (obesity).  Generally, Australian people were 

more prepared to judge other people as unhealthy then to label themselves that way.  

The Australians appeared to have adopted the health promotion guidelines as a series of 

values about what actions a person ‘should’ undertake, and these behaviours were a  
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source of morality: to eat a healthy diet was to be good, and to not follow the guidelines 

was to invite sanction.  Being healthy, therefore, required an individual to act with 

responsibility and required self-discipline and self-control. 

In common with the Australians, the Vietnamese people believed health occurred 

with the absence of debilitating illness, which interfered in their ability to fulfil social 

roles and obligations.  Like the Australians, also, the Vietnamese participants 

recognised the importance of diet, being active and ‘not worrying too much’ as 

requirements for good health.  The Vietnamese participants did not show any clear 

evidence that a person should behave in the ‘right’ way; they did not appear to be 

making moral judgements about people’s behaviour, but rather were offering advice 

about what is necessary for good health. 

 

10.3  AN AUSTRALIAN CULTURAL MODEL OF ASTHMA AS A CHRONIC ILLNESS 

 

In this study, the concept of asthma as a chronic illness formed a cultural model 

that encapsulates a number of themes that emerged and were shared by the Australian 

people with asthma and their spouses.  In addition, these shared themes appear in the 

biomedical literature (eg Boulet et al., 1994; Douglass et al., 2002; Reid et al., 2000, 

2001a; Ruffin et al., 1999) and public health messages, including those from the 

Australian ‘National Asthma Council’ (NAC, 2002, 2004a,b).  Understanding asthma as 

a chronic illness shaped the experience of asthma, how doctors and people with asthma 

approach caring for the disorder, and the meaning of asthma for those with the illness 

and the wider Australian community.  The Australian cultural model of asthma as a 

chronic illness is presented and discussed in this section, and includes the following 

topics: framing the past in terms of adjusting to the illness; the present as living 

normally and minimising the impact of asthma; taking control of asthma; chronic illness 

status; and the meaning of asthma. 

 

10.3.1  Adjusting to asthma 
 

“...I’d prefer not to have it but I mean by now, after...16 years...you 

don't think about it...and go, ‘Oh woe is me...I've got asthma.  Oh, I'm so 

hard done by.’  It's just [there]…  Once you've lived with it and you've 

developed into it, then it's fairly standard, but...if you developed asthma like 

my sister, it's a bit of a shock and you have to rearrange things…and then 
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learn to live with it.  I think that's the biggest thing, just learning to be 

comfortable with it, and living with it as something that's...not going to go 

away and...there’s no...miracle cure for it.  You just...live with it and cope 

with it, and...you don’t...so much adjust your life but adjust the way you do 

things in your life.  You don't have to actually change the things you do 

just...some facets of the way you do them.  You’d have to...work around the 

asthma...basically.”  (Aust. Part. 34) 
 

During the interviews, people spoke about past experiences with asthma, usually 

times when they were coming to terms with the presence of asthma in their life, and 

specifically, coming to terms with the need for preventive medication.  The Australians 

in this study showed evidence of an adjustment process in their narratives of past 

experiences.  This initial adjustment process was apparent for people who developed 

asthma as an adult (approx. 20), or had a re-onset of symptoms after a period of 

remission in adolescence (14), and required the use of preventive medication.  The 

adjustment process was a period from the initial onset of symptoms to the acceptance of 

the condition as a permanent part of life.  The themes that emerged as part of the 

adjustment process included the onset of symptoms, the concept of denial, the meaning 

of preventive medication, and the culmination of this adjustment process as acceptance.   
 

10.3.1.1  The onset of symptoms 
 

In this study, some participants offered stories about how their symptoms first 

appeared.  For other people the onset of asthma was a less noteworthy event than the 

ensuing process of adjusting to the permanent presence of the illness in their life.  When 

people were asked what they thought might have caused their asthma, thirteen people 

simply said they did not know what caused their asthma.  Those that did discuss the 

onset of their symptoms often linked it to being in a state of vulnerability.  Eight people 

attributed the onset of asthma, or re-onset of the condition in adulthood, to a stressful or 

vulnerable time in their life:   
 

 “…it may have been psychological, I don't know.  But it was a time 

in my life, it was my third baby in three years and I was pretty exhausted so 

that could have been something to do with it.”  (Aust. Part. 12) 
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Four people linked the onset of their asthma, in part, to exposure to a ‘chemical’ 

substance in their environment, such as tobacco smoke or environmental pollution: 
 

“I think it’s a lot to do with chemicals, full stop…a lot of the 

chemicals in…any food these days; it’s just loaded with chemicals…  I 

think it was a lot to do with chemicals in the water…  I’ve noticed a lot 

more since I’ve been drinking…natural spring water, ‘cause you…can taste 

the…tap water tastes thicker and very chemically…just chemicals in 

general, like just breathing…[in]…car exhaust and things like that…  I think 

that’s…one of the…[causes]…chemicals gave me asthma.”  (Aust. Part. 34) 
 

Onset and diagnosis are significant events in the course of chronic illness (Bury, 

1982; Woodward, 1993).  For illnesses that are life-threatening, such as cancer, or 

mysterious, such as chronic fatigue syndrome, the diagnosis provides meaning and 

reduces the uncertainty of the condition (ibid).  Those that did discuss the onset of their 

asthma, linked it to a period of vulnerability, and particularly an emotionally stressful 

time, which is a trend that has been reported for lay people with regards to other chronic 

illnesses as well (Bury, 1982; Kleinman, 1988:122). 
 

10.3.1.2  The denial phase 
 

In discussing significant past experiences with asthma, people spoke more about 

adjusting to asthma as a permanent part of life, than the onset of symptoms and why 

they happened.  Some people referred to themselves in the past as having a period in 

which they were in ‘denial’ about their asthma and that it was a permanent condition.  

They argued that the denial manifested as their reluctance to start using preventive 

medication for some time after knowing it was available (see below). 

One general practitioner (GP), in commenting on the challenge of getting people 

to use preventive medication regularly, remarked that “many” of his patients were 

“disease denying people”.  Three spouses used the term ‘denial’ to describe the way 

their partner was caring for their asthma.  Each spouse was explaining why he or she 

felt their partner did not use their medication as much as they should, or ask for help 

when they were ill: 
 

“There’s nothing that I can do...except...he’s got to be in control, 

himself.  If it was a child I think you would have to…take charge but he’s 
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an adult and he should be responsible enough to...take his medicine and 

things like that…  I suppose there’s a lot of people around that are like him 

that don’t...they're in denial that they’re sick...  Well I don’t class it as a 

sickness I suppose in a sense that...you get your well days.”  (Spouse 26) 
 

Denial became one way people explained how they ‘struggled’ to come to terms 

with the impact of asthma on their lives: it took time to adjust to the condition and to 

accept that it was permanent, and in the meantime, people were in ‘denial’ or not 

accepting their condition: 
 

“it certainly took me a few years to accept it.  I will say that honestly, 

but I would never accept the fact…that I was not 100% you know, and I was 

working and living in an environment where we had this false 

sense…[that]…we were immortal, that we could do anything, dive to the 

depths, jump out of helicopters and all sorts of crazy things that we used to 

do, but I would never accept the fact that…[a]…little problem [asthma] was 

there in the background, but a lot of people I know and have worked with 

would never do that either, until sometime down the line and they’re more 

mature maybe…I think because I got so far down and I was really very, 

very sick…[I]…did myself a terrible injustice by not really accepting it 

early on and taking six months off from diving.”  (Aust. Part. 5) 
 

“because perhaps myself and many, many other people…might be a 

little embarrassed by this particular complaint, and sort of having to grab 

your Ventolin out of your bag or something like that and you know have a 

puff here and there.  They'd [be] the people [that] might be…too 

embarrassed to face the reality of their affliction.  And consequently they 

wouldn't really go to a doctor and say, ‘Oi take a look at me’, you know?  

‘I'm taking this much Ventolin, surely I'm not healthy, sort of thing’.”  

(Aust. Part. 39)   
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In the medical and psychological literature, denial has been reported as being part 

of the ‘coping strategies’ of some people with asthma, and the denial of asthma has been 

associated with higher rates of death (Innes et al., 1998) and non-compliance with 

biomedical treatments (Buston and Wood, 2000). 
  

10.3.1.3  Preventive medication use  
 

The process of adjusting to asthma meant learning to accept that asthma was 

permanent.  A key step in this process was accepting the daily use of preventive 

medication.  Twenty-nine people reported a period after they were diagnosed but before 

they started to regularly use preventive medication.  The reasons participants gave for 

starting preventive medication, consistently, fell into three categories.  One was the 

efforts of a doctor to make them aware of, and encourage them to use, preventive 

medication (12); another was that the interference from asthma was gradually persisting 

or worsening, such that they decided to try something more than reliever medication 

(11); and/or they experienced a particularly frightening acute episode (9):  
 

“every time I lay down in bed at night I’d wheeze.  And I’d just taken 

Ventolin…  Then I had another attack three years ago and had a doctor out 

and he just went off his brain, you know, went cracked.  [I was] just using 

the Ventolin and…he said ‘You should be on other [medications]’, and he 

gave me an injection and blah, blah, blah.  And so now I've grown up a bit, 

because I hate taking medication…[but I do it now].”  (Aust. Part. 4)   
 

The consistent use of preventive medication appeared to be a symbolically 

significant step in the adjustment process.  To use medication each day to prevent 

illness, not just in response to the symptoms, requires people to accept the illness as a 

permanent part of their life, and even their identity, as they now become an ‘asthmatic’.  

It also reflects that people have moved on from ‘denial’, in that they are now accepting 

their chronic condition such that they are ready to plan its care, and not just react to its 

presence.  Six people commented that it does take time to adjust to the idea of having 

asthma, as one woman explained: 
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PARTICIPANT: “it’s a chronic condition, that’s frustrating, very frustrating.  

It took me a couple of years to sort of even accept the fact that I was 

asthmatic.  I didn’t like it, not being able to do things.” 

INTERVIEWER:  How do you know when you’ve accepted having asthma, do 

you think?   

PARTICIPANT:  When you know that you’ve got to shut your bedroom 

window at night, when you have never done it all your life.   

INTERVIEWER:  That’s acceptance is it? 

PARTICIPANT:  That’s acceptance.  Because you know you’re going to wake 

up in the middle of the night coughing, so you shut the bloody window.”  

(Aust. Part. 13) 
 

In adjusting to asthma, the illness became incorporated into life in a practical way, 

perhaps requiring concessions and re-arrangements in social roles, and it also required 

shifts in a person’s personal identity.  People were presented with the social identity of 

being an ‘asthmatic’, and the shift in their personal identity as no longer being fully 

‘self-sufficient’ and having full bodily integrity.  This was a significant turning point in 

the experience of asthma: the focus shifted from reacting to, or ignoring, their 

symptoms to managing a chronic illness, and re-shaping their identity as someone with 

asthma, but who could still be a full social participant. 

After the initial adjustment process people reached a point where they accepted 

the presence of asthma as permanent, and they accepted the need to make adjustments 

to accommodate their condition.  This included using preventive medication to pre-empt 

and control asthma, not just to react to the symptoms of it.   

The need to adjust to the permanence of asthma and the requirement for daily 

preventive medication was unappreciated by those without the illness: doctors, in this 

study and the literature, and spouses both focused on the need for people to take their 

medication as prescribed.  They did not acknowledge the shift in personal identity that 

was involved in the way people with asthma did.   
 

10.3.1.4  The acceptance of asthma 
 

Throughout the interviews, thirty participants returned to the idea that is important 

to accept having asthma and to learn to live with it.  This acceptance was considered to 

be particularly important in light of the reality that asthma was not going to go away:   
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“It's just one of those things, you've just got it for the rest of your life 

and no matter what people can do even to control it, you know it's there and 

you can't stop doing anything because it's still going to be there.  You're 

born with it, you die with it and it's just how you control it in the middle.  

It's always there...it’s something you've got to learn to live with.”  (Aust. 

Part. 24) 
   

Reaching a point of accepting the permanence of asthma was important in 

commencing the regular use of preventive medication.  With acceptance people might 

seek out information about their condition (32 Australian participants had been to the 

Asthma Foundation), and explore strategies that could reduce the impact of asthma, and 

the need for medication, such as the use of complementary therapies and having tests to 

detect their particular allergens.  With acceptance of the permanence of the condition 

people were also fully ready to find solutions to the limitations imposed by the 

condition, such as changing their roles or obligations within the family.   

For some participants accepting the permanence of asthma occurred very rapidly.  

For example, seven participants started preventive medication as soon as they became 

aware of it, and expressed no strong dislike or aversion to being dependent on 

medication.  For other people it took time to adjust to the permanence of asthma.  The 

process of adjusting was not one people were fully conscious of undergoing. 

When asked what advice they would have for other people with asthma, sixteen 

people said to accept the condition and “learn to live with it”.  Acceptance did not mean 

feeling indifferent to having asthma.  Seventeen people reported feeling fear during 

acute episodes of asthma.  Twenty-eight people admitted they felt annoyed or frustrated 

at times because of the limitations, and/or because of having to rely on medication or go 

through the process and expense of acquiring it.  Four said they were, at times, angry 

about having the condition:   
 

“A lot of anger, anger at not being able to do what I want to do.  

Disappointment that I have got it and finally acceptance I suppose.  It’s just 

like being told you’ve got a terminal illness, same feelings I think…angry 

you’ve got it, disappointed and sad, you want to cry and all that, but then 

what can you do about it except try and treat it?”  (Aust. Part. 6) 
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In addition to the people with asthma, six spouses commented that it was 

important to accept asthma as a permanent part of life: 
 

“What have I learnt about it in that time?  Accept it, ah control it as 

best you can and...that’s about it.  Learn to live with it.”  (Spouse 9) 
 

Acceptance of asthma signified the end of the initial adjustment process to 

asthma; it did not mean no longer feeling pain at having asthma or the impact it had on a 

person’s life.  In practical ways, accepting that asthma is permanent meant people were 

then ready and able to develop ‘management strategies’ to care for the condition over 

the long-term, including regulating medication use, gathering information about asthma, 

learning about their triggers, and making the necessary adjustments to their social roles 

and personal identity. 
 

10.3.1.5  The adjustment process 
 

People spoke of the past in a way that indicated a process of adjusting to the 

presence and impact of asthma on their lives, social roles and their identity.  This 

process culminated in their ‘acceptance’ of the permanence, or chronicity, of their 

condition.  With acceptance, people made the necessary adjustments to their illness, 

such as one woman closing her bedroom window at night.  For people in this study, the 

length of time it took to adjust appeared to be less dependent on the severity of the 

illness, beyond requiring preventive medication, than it was on how much of an impact 

the limitations of asthma placed on their personal identity, particularly as an able-bodied 

individual (see below).  The spouses of people with asthma also recognised the need to 

accept the illness and “learn to live with it”.   

Requiring medication when a person feels well is a significant shift in thinking 

about oneself: not only does it mean remembering to take medication even when a 

person is well, it means a shift in a person’s identity to one who has a permanent illness.  

In Australia, this has the culturally undesirable implication of someone who is no longer 

fully able-bodied and autonomous, but now ‘needs’ medication to participate fully in 

social roles, on a daily basis.  Making this shift and adjusting to the potential impact on 

a person’s identity often requires time, especially for people who place high value on 

being independent and able-bodied.   
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The process of adjustment has been reported in the literature for people with 

chronic illnesses in Western cultures (Bury, 1982; Charmaz, 1983), including Canadian 

people living with asthma (Snadden and Brown, 1992).  The Canadians went through 

periods of anger, denial and adjusting to the limitations of asthma and its impact on their 

personal identity, which culminated in a state of acceptance.  During this process people 

acquired knowledge about their illness so they could better care for their condition.  

Adams et al. (1997) found that asthma impacted on people’s personal identities in such 

a way that they needed to reconcile chronic illness as a social identity with their 

personal identity, such that they could feel worthwhile.  In Australia, Bryne et al. 

(1993), in a study in Perth, also found that participants stressed the importance of 

accepting asthma. 

The adjustment process is not stated directly in the biomedical literature, but 

doctors are advised to counsel patients about the psycho-social impact of asthma on a 

person’s life (Beilby et al., 1997; NAC, 2002).  The emotional consequences of asthma, 

including depression and anxiety, are also recognised in the biomedical literature 

(Abramson and Bowes, 1991; Gibson and Boulet, 2001; Goldney et al., 2003).  There is 

recognition of the time needed to learn how to care for asthma, and it is recommended 

that asthma education be conducted over a series of sessions to teach people how to 

successfully manage their disease and discuss the impact of asthma on their life (Fardy 

et al., 2004).  While biomedical researchers note that people with asthma go through 

periods of denial (Buston and Wood, 2000) and that people do not like to use preventive 

medication (Clark and Gong, 2000), there is no direct recognition of the need for people 

to adjust to the impact of asthma on their social roles and the potential shift in their 

personal identity that a chronic illness like asthma can create.  Doctors do not discuss 

the adjustment process overtly in the literature; however, in the clinic, they do have to 

deal with the consequences of this adjustment process, including the rejection of 

preventive medication.   

 

10.3.2  Living with asthma 
  

Participants characterised the past as a process of adjusting to asthma, and the 

present was depicted in terms of living normally, despite asthma.  People minimised the 

impact of their illness in two complementary ways: in how they spoke of asthma and the 

affect it had on their lives, and by caring for their illness in a way they described as 

‘taking control’ of asthma. 
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10.3.2.1  Normalising and minimising asthma 
 

Normalising illness involves presenting oneself as being essentially like other 

people despite the illness.  Normalising usually involves minimising the impact of the 

condition on a person’s life, through treatment, and can also occur in the way a person 

with the illness speaks about living with the condition (Kelleher, 1988).  By normalising 

living with illness, a person can present him/herself as a full social participant 

(Anderson and Bury, 1988:9) and, therefore, maintain a positive personal identity 

(Charmaz, 1983). 

In this study, when discussing their life in the present, 25 participants with asthma 

characterised themselves as living normally, or stressed the importance of getting on as 

normal when a person had asthma.  For example, one woman gave the following advice 

with regards to living with asthma: 
 

“try to keep to your normal lifestyle: it can be done...  And I think the 

biggest thing is don't make yourself an invalid...  Realise what you can do 

and what you can't do.  Attempt anything but if you know you can't do it, go 

on to something else...  Get on with your living in other words.  If it can't be 

cured, well you've got to accept what's happened.”  (Aust. Part. 3) 
 

Eight of the ten spouses interviewed used the concept of ‘normal’ to describe their 

routines in life.  One spouse referred to her own chronic illness as “normal” for a person 

her age.  While familiar with the concept of normal, the spouses did not use the term to 

refer to their partner’s life with asthma.  

When asked to discuss how asthma affected them, the Australian interview 

participants commented that their asthma might “slow me down” at times, or that there 

may be certain activities that could not be undertaken (for example vacuuming or 

mowing the lawn).  Indeed, twenty-six people spoke of ways asthma interfered with 

their activities.  Ten people argued they could get around these limitations with some 

planning, six people said it did not stop them doing what they wanted to do, and 

fourteen people said that they could be worse off or there were other people worse off.  

Thirty-nine participants at some time during the interview characterised their asthma as 

a “nuisance”, in the way it would interfere with their activities, albeit temporarily or in a 

way that they could get around:   
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“It is just a darned nuisance.  It really is a nuisance value.  It's 

frustrating not being able to do what you want to do, ‘cause you're huffing 

and puffing and you haven't got the energy to do it.”  (Aust. Part. 12) 
 

The interference from asthma was sometimes expressed less directly through 

stories about what people could do before and could no longer do, such as compete in 

sporting activities or work in physically demanding jobs.  Interference was also 

suggested when participants discussed what they did not like about asthma.  Most 

people were able to find a way to work around the practical limitations of asthma: a 

woman who could not do the vacuuming had her partner do it, a man who could no 

longer scuba dive said he had other hobbies he enjoyed, and one man who could no 

longer work as a diver on off-shore oil-rigs found new employment.  While the 

participants generally dismissed or downplayed the impact of asthma on their lives, this 

belied the, sometimes significant, restrictions imposed by their condition.  For example, 

the man who could no longer work as a diver had to accept employment with less 

money and less prestige.  Sometimes it was the spouse who confirmed that the person 

with asthma was experiencing difficulty with the impact of asthma on his/her physical 

capabilities and autonomy:   
 

“she looks upon it [asthma] as being a disability, and she doesn't want 

it to affect her life, so in that way she tries to cover it up.  And ah, that's 

where all the problems occur...  If she just...came out and just said, ‘You 

know, I can't do something’ or ‘I need...medication’…[rather]...than 

saying...[well]…basically not saying anything…  She doesn't like anyone 

nagging her about her [medicine] because she sees that as a weakness, and 

she has no weaknesses.”  (Spouse 38) 
 

When asked how their asthma might affect their spouse, seven people with asthma 

said they did not know.  Six of these people then added perhaps their partner would be 

concerned or worried.  One woman noted it affected her husband by interfering in his 

work, when he had to take time off because she was in hospital. 
 

The spouses were asked how they were affected by their partner’s asthma.  All ten 

spouses said asthma did not stop them doing anything they wanted to do.  Five of the 

spouses said their partner’s asthma did not affect them at all.  On further reflection, 

seven people discussed how asthma impacted on them: two said they, and particularly 
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their partner, could not go scuba diving, and two men said their wives could not always 

participate in playing with the children.  Three spouses said they occasionally had to 

take time off work or get up in the night and get the medication.  Six people added that 

these limitations were not “a big deal”:     
 

“Probably when she nudge[s] me in the side and says, ‘Can you get 

my puffer?’  And I got to wake up and get out.  So I’m not complaining, but 

I guess that’s...if you're looking at the worst thing for me, that’s probably 

the worst thing, and that’s not bad.”  (Spouse 32) 
 

One woman said her husband’s asthma affected her in that she would get anxious 

about it.  The worst thing about asthma, according to three participants, was feeling 

helpless to alleviate their partner’s difficulty breathing: 
 

“the lack of being able to do anything really.  It comes down to...once 

her asthma comes on and she's taken her Ventolin or the neb[uliser] and it's 

not working then it comes down to what the hospital can do.  And that can 

be, you know...it...gets to a point that you basically have to hand her over to 

the hospital so that the hospital can look after her.”  (Spouse 38) 
 

Many spouses said that asthma was not something they gave any thought to when 

their partner was well.  All ten spouses acknowledged being concerned or worried about 

their partner’s asthma, particularly during an acute episode.  Some also identified being 

scared for their partner during an exacerbation.  Spouses also minimised the impact 

asthma had on their own lives, although they did not minimise the illness in describing 

their partner’s life, nor present their partner as living normally with asthma. 

The concept of minimising asthma so a person can lead a ‘normal’ life is found in 

the biomedical messages targeted at people with the condition (Boulet et al., 1994; 

Cockcroft, 2001; Woolcock et al., 1988).  The National Health and Medical Research 

Council (NHMRC) published a report, in 1997, documenting the success of a health 

promotion campaign targeted at improving the “management” of asthma, in which the 

objective of the campaign was to “promote the idea that asthma did not need to cause 

lifestyle restrictions, and was consistent with a normal and successful life”  (NHMRC, 

1997:63). 
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For doctors, living normally is one of the goals of treatment, and minimising the 

impact of asthma occurs through good ‘management’ of the condition.  Good 

management entails using the AMP, including the use of medication and a written 

Action Plan in particular, to minimise the physical effects of the condition (Chapman et 

al., 1994; Gibson and Boulet, 2001; NAC, 2002).  In Australia, as elsewhere, returning 

people to ‘a normal life’ is a goal of treatment programs, for lay people and doctors 

alike (Henry et al., 2004; Westbrook et al., 1993).  Researchers caution, however, that 

this goal may not be shared by people from different cultural backgrounds, particularly 

those from collectivist cultures (ibid). 

For people with asthma, minimisation was achieved through the practical efforts 

of using medication and knowing triggers, and was also a concept they used when they 

spoke of how their illness impacted on them: they presented themselves as normal and 

asthma as a ‘nuisance’.  Speaking about asthma in a way that minimised its impact 

occurred independently of the severity of the illness or the degree of debilitation that 

was occurring.   

The tendency to speak of asthma in a way that minimised its impact differed by 

whether a person was the subject (person with asthma) or observer (doctor or spouse).  

For people with a chronic illness, the impact of the illness includes permanent changes 

in their capabilities, and so, potentially, their role in the family and wider society.  

Being able to do less than before or less than others can also impacts on a person’s 

personal identity (Charmaz, 1983).  To present oneself as normal and the illness as 

having minimal impact is part of an approach where people minimise the presence of 

the permanent illness as much as possible, unless the interference cannot be ignored 

(Lowton and Gabe, 2003), and in doing so they lay claim to being full social 

participants in their family and social world, despite their long-term affliction (Bury, 

1991; Radley and Green 1987:180).  To be normal is to be valued, by others but 

especially by oneself, in Western societies (Charmaz, 1983).  The alternative is to 

present oneself as someone who is chronically ‘sick’ and so less than a full participant, 

which also has consequences for a person’s sense of personal worth. 

Doctors (observers) recognise this desire to be regarded as whole, when they 

advise people to use their medication so they can be ‘normal’.  This need to be regarded 

as full participants might not always appear as obvious or necessary to observers, who 

see the illness and the need to treat it, but not the need for the person with the illness to 

be perceived as a normal and equally valued member of society, which is a state chronic 
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illness can call into doubt.  Yet the spouses possibly acted from this understanding, 

albeit unconsciously, when they minimised the impact of asthma on their own lives, 

thereby supporting the desire of their partners to be viewed, publicly, as full 

contributors and ‘normal’, and not dependent or a burden on others.   

In Australia, also, there is cultural value placed on not complaining or ‘whinging’ 

when a person suffers misfortune (see Reid and Reynolds, 1990).  Minimising asthma, 

in these public narratives might, in part, be people reassuring themselves and others that 

there are not complaining or over-stating their suffering, and that they are aware there 

are “other people worse off than me”. 

One of the key facilitators for people to minimise their asthma, and to function as 

full social participants, was caring for asthma, particularly with the use of medications.  

All the Australian participants (lay people and doctors) recognised the importance of 

medication in treating asthma; they all depicted caring for asthma as ‘taking control’ of 

the illness. 
 

10.3.2.2  Taking control of asthma 
 

“Well I know I can get on…practically normally when I know it’s 

under control; ‘cause when…it’s not under control that…[leads 

to]…frustration and depression.  And I suppose it gives me depression.”  

(Aust. Part. 3) 
 

For the Australian people with asthma, to be able to live normally, and be a full 

social participant, required caring for their illness in a way that was characterised as 

‘taking control of asthma’.  When asked directly if they felt they had control of their 

illness, 31 people answered “Yes”, two said “No”, and three said they were better than 

before but they were not fully in control yet.  Nineteen people said they had control 

because they knew their triggers and/or looked after themselves.  Fourteen people said 

their medication helped them control their asthma.  Nine people who said they had 

control cautioned that it is not possible to have complete control of asthma: 
 

“Yeah, I think I've got it under control, reasonably.  Ah, I don't think 

it's possible to control asthma completely but I think I've got it reasonably 

under control and I know…my asthma I suppose.”  (Aust. Part. 30) 
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The spouses were asked if they felt their partner had control of their asthma, and 

nine spouses said “Yes”.  Six people noted this control was because of the medication, 

and two people included that the person had a good doctor to control their condition.  

One man said he felt his wife did not have control because it was not possible to prevent 

exposure to all the potential triggers: 
  

“if she's...in another house where there's short-haired cats or 

something then it will...possibly start to happen then, so she's got no control 

of that unless she doesn't go there…no she doesn't have control on the 

triggers but she's got...medication...with her most of the time so she's able 

to...combat that.”  (Spouse 32) 
 

For people in this study, the idiom of ‘taking control of asthma’ characterised how 

they approached and cared for their illness.  In particular, for people with asthma, taking 

control was primarily a matter of maximising personal control.  This control served 

multiple purposes: it provided a sense of safety from the unpredictable and potentially 

harmful effects of asthma; it enabled people to participate fully in their social roles, 

such that they could live ‘normally’; and it allowed people to retain a positive personal 

identity as able-bodied.  Taking control of asthma had three dimensions: using 

medication; knowing one’s own asthma, especially the trigger factors; and taking 

control of oneself. 
 

Control through the use of medication 
 

All forty Australian people with asthma used medication to treat their condition.  

Thirty-two participants said that their advice to other people with asthma would be to go 

to the doctor and/or get the right medication for them.  Medication played a vital role in 

assisting people to control their asthma by providing them with an effective means to 

respond to potentially serious exacerbations of asthma.  Nine people stressed the 

importance of carrying medication at all times: 
 

“So ah, be aware of it all the time, be prepared with medication.  

Other than that, just try and live your life as normally as you can.”  (Aust. 

Part. 6) 
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“Never going anywhere without your medicine.  No matter how 

confident you feel.” (Aust. Part. 39) 
 

Using medication assisted people to reduce the ongoing presence of asthma, 

allowing them to fulfil their social obligations, often to the point where they could 

present themselves as not really sick at all: 
 

“[The] thing about having asthma for…the last thirteen years…it 

really…is not something I worry about or get annoyed about or whatever...I 

mean you just have your fit [attack] and then you just get on with the rest of 

your life, and you'd like to have it cured if possible…and if you've got 

medication and that treats it…and lets you get on with your life, that's fine.  

I mean it doesn't make you any, it really, it's just one of those things that it 

just is.  It's not something you get.  I don't go…through life saying what if 

this had happened or that had happened; I just say ‘oh right well let’s get on 

with it’… I just have it and…me having asthma is not going to affect 

anyone else, is my attitude.”  (Aust. Part. 16) 
 

Knowing one’s asthma 
 

People stressed the importance of becoming familiar with one’s own asthma, 

because the illness could be different for everyone.  Seventeen people advised others to 

take care of themselves, and to get to know their asthma.  Asthma is an illness that 

ranges in severity, not just between people, but for each individual, during different 

times of the year and of life (Barnes and Godfrey, 2000).  People recognised the 

variation in asthma, and so advised others to find out what their asthma is like, what 

triggers it and what treatments work for them: 
 

“everyone’s different, because ah, like I said I meet quite a few people 

and talked about it, and...you know, you get to the point of 

which…[medicine]…is the better for you...  You're the person, you feel 

what is good for you and what is not good for you.”  (Aust. Part. 31) 
 

An important part of becoming familiar with asthma was recognising the trigger 

factors.  Twenty-three people said they would advise other people to learn what triggers 

their asthma.  To maximise the control of asthma, a person needs to know what triggers 
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his/her asthma and needs to try to minimise exposure to these triggers, especially in 

times of heightened vulnerability.  For example, a person who identified dust as a 

trigger might avoid doing the vacuuming, and may take care to avoid dusty areas.  

These vulnerable times occur during periods of more acute symptoms, such as after 

influenza, or if a person feels a greater likelihood of having an asthma attack.  In this 

study, sixteen participants had undergone tests to determine the allergens that triggered 

their asthma.   

For participants, knowing triggers reduced the occurrence of asthma, reduced the 

unpredictability of the condition and likelihood of a serious exacerbation, and had the 

additional benefit of potentially reducing the amount of medication that was required to 

control the condition.  All these effects contributed to a person maximising his/her 

personal control of the illness, thereby, decreasing one’s dependence on other people.   
 

Control of self 
 

Taking control of oneself emerged as a dimension of caring for asthma amongst 

the Australian people with asthma.  ‘Self-control’ was an imprecise dimension of care 

that people expressed in various ways, but essentially involved taking control of one’s 

emotional reactions and/or mental approach to the condition and the events that might 

occur.  It included having a positive attitude to living with asthma, managing stressful 

situations so as not to trigger an attack, and remaining calm during an attack and talking 

to oneself in a reassuring way: 
 

“you've got to have, with the psychological side, your mind's got to 

accept this, and you've got to be aware, and you've got to have a 

calmness...that you could talk yourself out of a situation, rather than become 

frustrated…I have to talk myself through it, like a father to a child.  I have 

to…keep myself in control because I know that if I…get distress it 

becomes…[worse and]…I can lose it.  So I talk myself into being calm, go 

through all the procedures that I know and if they don't work in a hurry 

then…if there’s a friend around, I’ll get them to take me to hospital or I’ll 

try and get myself there.”  (Aust. Part. 6) 
 

 “[I] just carry on as normal...you just carry on.  Well...my symptoms 

aren't as severe as a lot of people.  But I wouldn't let it stop me...I think an 

attitude makes a big difference as well.  You know, the fact that you don't 
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let it bother you, or just don't even think about it, you know?”  (Aust. Part. 

22) 
 

 “I found that…if I started to get an attack if I just sit down and say, 

‘Right no, just relax for five minutes, just sit and…do nothing you know?’, I 

find that I can control it a bit better.  Whereas…if you sort of force yourself 

on, that’s when you can lose control of it a bit.  Well that's my idea anyhow, 

I don’t know how true it is, but that’s the way it works with me.”  (Aust. 

Part. 26) 
 

One man in this study had worked as a diver on off-shore oil-rigs.  This job 

required him to be lowered to the bottom of the ocean, for 48 hours at a time.  He 

delayed telling his employer he had redeveloped asthma, and he would leave his 

medication on the rig and descend to the bottom of the ocean, where he was several 

hours away from assistance if he needed it.  He explained his confidence about diving 

under these conditions in the following way: 
 

“A lot of it was emotional or it was psychological too…  I always 

thought that…if you start off on the wrong foot, if you think ‘Well 

I’m…worried I might get an asthma attack at 600 ft, and there's nobody 

down there but me’…it's quite likely you might well do that.  But if you can 

control your emotions as such…[and]…you really keep yourself 

reasonably…physically fit, there’s no reason [you cannot dive], unless 

you've got a terrible cold or a flu or whatever, then whether you’re an 

asthmatic or not nobody should dive because of the danger factors.”  (Aust. 

Part. 5) 
 

Men were more likely to express the need to control oneself, and one’s state of 

mind, especially during exacerbations of asthma.  Two men expressed the idea that they 

had, in the past, felt that they should have been able to “tough it out” when they had 

acute episodes of asthma: 
 

  “Ah, when my symptoms are bad enough…[I think]…maybe I'm not 

toughing it out…I…[think]…maybe…I should just sort of try and…leave it 

for a little while, instead of sort of facing off and grabbing a Ventolin and 
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having a puff.  Just leave it and see if I can change it myself.”  (Aust. 

Part. 39) 

  

Men and women also expressed concern that having asthma implies some kind of 

mental or emotional weakness.  In particular, they were concerned that exacerbations of 

asthma might be regarded by others as a sign of emotional weakness, or that the person 

created the attack deliberately.  Six participants alluded to the discrediting experience of 

having their suffering, and the ‘realness’ of their illness, doubted by other people:  
 

“people tend to think that you…[are]...planning the condition, like 

because I can't get my own way I'm going to make it that I have an asthma 

attack.  When you have it, when you've got asthma, you've got asthma as far 

as I'm concerned.  I mean if there's a wheeze, you can't fake a wheeze…  

I've had a lot of people say I'm a hypochondriac, I don't get asthma, I fake 

it.”  (Aust. Part. 11) 
 

Three women commented directly on the apparent paradox that while asthma was 

not a psychological illness, and could not be cured at will, it could be affected by 

psychological factors.  Indeed eighteen people included stress as a trigger factor for 

their condition.  In discussing the re-onset of her asthma, one woman hinted at her 

suspicions of a ‘psychological’ dimension to the reoccurrence of her illness:   
  

“Yeah, it sort of makes you wonder if…there is something 

psychological about it, and this is what I’ve thought, you know?  If I had it 

as a young child and then it went away all through my childhood years, 

which was a very happy time, and teenage years, which were great.  And 

then it sort of came back later on, when things started getting tough, I might 

add.  So…that’s what again makes me feel that it may be somehow 

psychological.”  (Aust. Part. 12) 
 

Another woman commented that her symptoms sometimes worsened just after she 

realised her reliever medication was unavailable, and, further, that relaxing and taking it 

easy was often enough to relieve a mild exacerbation of symptoms: 
 

“because initially it was hard for me to accept that I had an illness.  

And...society sort of thinks well, asthma is more emotional and 
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psychological, which is not true.  It can trigger but that's not entirely true.  I 

do know that there are...emotional factors that definitely set it off with me, 

especially my older son.  And then I just, like I've done meditation too in the 

past, and I just do deep breathing and relaxation, you know, and that 

helps...always.”  (Aust. Part. 14) 
 

This woman went on to describe her unhappiness when she felt doctors doubted 

the realness of her illness, a concern expressed by two other participants as well: 
 

“having asthma is not necessarily psychological.  And that...even 

though doctors you know ask you about your medications and stuff like that, 

underneath I get this general feeling that they, they either think your faking 

it or that you're not as bad as what you say you are...  It really puts you off 

wanting to go to doctors.”  (Aust. Part. 14) 
 

Eighteen Australians said that what they wanted from other people was 

understanding, and/or for people to accept that their asthma is real.  Essentially, it 

appears, people were asking to have their suffering validated by those around them.  

When asked if there was anything positive about having asthma, fourteen people said, 

after a pause, it gave them a greater sense of empathy for those who are suffering: 
 

“when I see people with things that are wrong with them, I remember 

once...my immediate reaction was…‘Why do we have to put up with people 

like this, you know?’  Why...should we bother looking after people that 

have these problems, but it’s just bad luck.  And when you...have something 

like that yourself, then you realise you have to look after everyone...you 

know, it’s no one’s fault, if there’s something wrong with them, and you 

can’t just ignore them.  I think everyone has to be looked after.”  (Anglo 

Part. 23) 
 

Five spouses identified emotional triggers, especially anxiety, nervousness or 

stress, and identified them first, as triggers for their partner’s illness.  One spouse 

commented that he had initially doubted his wife’s “mental approach to asthma” 

because she did not play sport, and her asthma appeared exacerbated in times of stress; 

although, he added that he did not feel that way anymore.  One woman, who was a 

partner of one of the men who said he felt, previously, he should have been able to 
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overcome acute episodes of asthma, said she had encountered people who believed 

asthma was essentially an emotional condition that could be overcome through playing 

sport.  

Amongst the Australians there was an ambiguous connection drawn between 

mind and body with regards to asthma.  On the one hand, people recognised that stress 

could exacerbate their asthma and calming their emotions could relieve their symptoms.  

For some participants, controlling their emotions was an important part of caring for 

their illness, particular during acute episodes.  On the other hand, people stressed that 

asthma is not a psychological illness that can be willed away with ‘self-control’.  By 

asking for compassion and understanding from others, people were perhaps requesting 

to have their illness acknowledged as ‘real’, which the link between emotions and 

asthma calls into question (see below). 

The link between self-control and chronic illness appears commonly in studies 

from Western societies (Becker et al., 1993; Crawford, 2000; Freund and McGuire, 

1991:157; Snadden and Brown, 1992).  In these societies, the self is understood as the 

“seat of consciousness” that has a measure of control over the body and emotions 

(Gordon, 1988), so self-control is using this consciousness to control one’s emotions 

and body.  Also common in Western societies is the link established by lay people 

between mind, emotions and the body, especially with regards to illness (Becker et al., 

1993; Garro, 1994; Dodds, 1997).  People reconcile, and develop means to address the 

impact of, this mind-body connection, often without assistance from biomedical 

knowledge that does not so readily incorporate the link between mind and body (see 

Dodds, 1997; Garro, 1994; Guess et al., 2002). 
 

The biomedical model of controlling asthma 
 

The idiom of ‘taking control’ is used in the biomedical literature, as is a three-

dimensional approach to caring for asthma (NAC, 2002; Woolcock and Jenkins, 1991): 

doctors advocate achieving good control of asthma through the use of medication, 

environmental control (ie knowing and managing triggers), and patient education.  

These goals are achieved through a partnership between doctor and the person with 

asthma, and the use of the AMP (NAC, 2002).  People are encouraged to learn to take 

care of, or self-manage, their asthma on a daily basis, by learning how to vary the doses 

of their medication as required and how to recognise signs their asthma is ‘out of 

control’ and they need to seek medical assistance.  People are also encouraged to 
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become familiar with what triggers their asthma and to avoid these factors as much as is 

practical. 

Biomedical researchers stress that asthma is not a psychogenic disorder (Boulet et 

al., 1994).  Some researchers argue that medical researchers have been reluctant to 

explore the link between emotions, stress and asthma because of concern for raising the 

psychogenic notion again (Gabbay, 1982; Sibbald et al., 1986), despite reported links 

between a person’s state of mind and morbidity from asthma (eg Innes et al., 1998; 

Sibbald et al., 1988).   

In the biomedical model, while a person is not responsible for creating asthma, 

they are responsible for performing the necessary behaviours that are required to 

prevent and reduce the condition as much as possible.  These behaviours include taking 

medication as prescribed by the doctor, avoiding trigger factors and seeking assistance 

when it is deemed medically necessary to do so (NAC 2002).  The use of the notion of 

self-control was another way the model differed by subject and observer.  People with 

asthma stressed the need to control oneself, which was a reference to the internal 

experience of asthma, that is, how it felt and their self-talk.  Doctors and spouses 

stressed self-control in terms of performing the required behaviours to control asthma.  

Performing behaviours is a practise outsiders can observe, while emotions and self-talk, 

like concern with the impact of asthma on a person’s personal identity, are beyond the 

field of view of observers, but central to the experience of asthma for the subject with 

the illness.  If the observers were to become ill with asthma, however, they would also 

be faced with the same concerns as the person with asthma, concerns that as observers 

they do not recognise. 
 

Summary: The Australian people with asthma had three dimensions in the control 

of their condition: use of medication, to know their asthma and to take control of the 

self (particularly their own emotions).  With this approach people endeavoured to 

maximise the personal control of asthma so they could feel safe from unexpected, 

frightening exacerbations, could participate fully in their lives and fulfil their social 

obligations, and have a positive personal identity as ‘normal’ and independent.  This 

need to take control of asthma, and the central place of a person’s own efforts in this 

control, reflect the value of self-reliance that pervades the Australian experience of 

asthma (see Chapter 9).  The importance of being independent was also acknowledged 

by the spouses in this study, when they minimised their own role in caring for asthma 

and the impact it had on them, implying that controlling asthma was largely a personal 
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matter for their partner.  Biomedical researchers also express the idea that taking control 

of asthma, at least on a daily basis, includes a central role for people with the condition, 

in partnership with their doctor (Boulet et al., 1994; NAC, 2002).  Both spouses and 

doctors view self-control in terms of acting ‘responsibly’ to care for asthma.  For the 

person with asthma, self-control referred to the internal world of experience, that is, 

emotions and thoughts, which meant taking control of oneself. 
 

10.3.2.3  Limits to personal control   
 

While the biomedical community and lay people stressed the need to take 

personal control of asthma, they both also recognised there were times when a person 

was no longer in control of asthma and needed to seek assistance from the health care 

sector. 

Generally, if people felt they had good control of their illness (31) they also 

regarded their asthma as not serious (24).  While people used relatively neutral tones 

and words as they discussed their asthma, such as it was a “nuisance”, or they were 

“annoyed” when it worsened, they were nevertheless aware of the potential seriousness 

of the condition.  Twenty-one people advised others with the condition to ‘be prepared’, 

and recognise asthma could happen suddenly and be serious when it did: 
 

“Never take it for granted that you won't have an attack.  Just cause 

you feel fine one day doesn't mean you're going to be fine the next, because 

anything could trigger it.  Like you could pull into the service station and 

the smell of the petrol could trigger an attack.  So…be aware of it all the 

time, be prepared with medication.  Other than that, just try and live your 

life as normally as you can.”  (Aust. Part. 6) 
 

While generally stressing their own efforts in controlling asthma, participants 

recognised that it was important to be aware that there were limits to their personal 

control of asthma, and at these times help was required to maintain, or regain, control 

over asthma: 
   

“when I have an attack I could die.  And umm, I think that's 

always...in my head, if...I had a bad attack I could die.  If I couldn't get to 

the doctors or hospital, quick enough.”  (Aust. Part. 33) 
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“there are some occasions and I know I wouldn't even want to think 

what they were, but we all know that there are some occasions in life when 

you don't have control and when that happens, I may well find I'm down the 

drain, and I'll have to perhaps get some help or do something.”  (Aust. Part. 

36) 
 

Beyond their personal efforts to control asthma, people relied on assistance from 

their families, despite the spouses downplaying their role.  The ten spouses were aware 

of their partner’s medication, and stressed the importance of medication in caring for 

asthma.  Each was aware of factors that triggered their partner’s condition.  Day to day 

care included the assistance of family members, in terms of household duties, taking 

time off work when the person with asthma was ill, and locating the medication when it 

was required.  All the spouses recognised asthma could be a serious disorder, and each 

expressed a willingness to transport their partner to medical assistance, when they were 

asked to do so.  Seeking medical assistance was the final step when people felt their 

asthma was beyond their personal ability to control. 
 

In the AMP, step five is devoted to taking action during acute episodes of asthma, 

which includes recognising the signs of disease deterioration that signify the need for a 

person to enlist the help of professional health care services (NAC, 2002).  Doctors 

stress the need to educate patients to recognise when they need help (Boulet et al., 1994; 

Gibson and Boulet, 2001), and there have been several education campaigns in 

Australia since the late 1980s warning people of the potential life-threatening nature of 

asthma, even asthma that is relatively low in severity (Woolcock and Jenkins, 1991; 

NAC, 2004a).  It appears that while both doctors and people with asthma recognise that 

there are times when a person needs more assistance, they differ in when and how to 

assess this point has been reached (see Chapter 9).    

 

10.3.3  Chronic illness status 
 

In this study, the Australian participants with asthma characterised living with the 

illness as living normally: that is, minimising but not ignoring the illness, by taking 

control of it.  By living and conceptualising living with asthma in this way, some people 

were able to describe having asthma as not really “being sick”:   
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“it’s not a disease, as such; it’s a condition of your body.  In a sense, 

it’s just something wrong with your immune system…  It’s not like AIDS 

or...TB...it’s not like that at all: you cannot catch it in any way...  

Unfortunately, it’s not like a disease like the cold or chickenpox...that will 

go away; this will not go away; it may go to a milder form, but it will 

always be there.  So it’s no big deal – if you’ve got it, you’ve got it.”  (Aust. 

Part. 18) 
 

When their asthma was exacerbated people adopted the typical acute sick role.  

The acute sick role, however, is intended for short-term use (Comaroff, 1978; Herzlich 

and Pierret, 1987).  For people with a chronic condition, like asthma, the adoption of the 

sick role is particularly problematic: there is social pressure to use the acute role 

sparingly, which people with an ongoing condition may be especially sensitive to doing 

because of the recurring need for this role.  If a person over-uses the acute role, it may 

result in a change of status from being normal (ie full social participant) to being a 

‘sick’ person.  People are normal only as long as there is not too much interference from 

their illness preventing them from fulfilling their social roles and obligations.  Chronic 

illness then becomes a new type of illness state: people are not fully well, perhaps, but 

when their illness is under control they are not sick either, rather they are a normal 

person, with an illness that needs to be ‘managed’. 

If having asthma means people are normal, and not really sick, then, they are also 

able to regard themselves as being healthy.  Despite chronic illness, the Australian 

participants in this study considered themselves to be healthy, unless their condition 

caused excessive interference.  To be healthy, however, requires people with asthma to 

perform the additional health behaviour of managing their asthma, responsibly, so they 

can minimise the impact of the illness on their life.  In this case, if a person with asthma 

does not do all he/she can to minimise the impact of the condition he/she risks being 

socially sanctioned (ie blamed).  This would happen because the person would be at 

fault if the illness creates interference, and so increases the burden on other people.  In 

this study, two spouses reported getting angry with their partner during exacerbations of 

the illness, particularly if they felt the acute episode could have been avoided if their 

partner had managed his/her condition ‘properly’:   
 

“I would usually get angry...we've actually had some fights about it, 

cause it often means him taking a week off work because he's so sick with 
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the...chest infection.  And he won't go and get assessed and doesn't monitor 

it as well as I would like.  Yeah, that’s what I get angry with…[when]…he 

gets sick for long periods of time.”  (Spouse 21) 
 

A person with asthma would risk further sanction if he/she did not minimise the 

condition, because, like more general health behaviours, caring for one’s illness is a 

statement about the self: to not care for illness ‘responsibly’ is to show a lack of self-

control.  One man in this study explained why he felt he did not have control of his 

condition in terms of his lack of self-control: 
 

“Because it's still ...crops up too often, I think if I looked after myself 

more…I would have to take less drugs, if I was doing more exercise and 

things.  Then I would have more control over it…I don't do breathing 

exercises or anything like that.  So I think [I have] been, you know, really 

slack in that regard.  And…still, occasionally, I still get some quite major 

attacks.”  (Aust. Part. 35) 
 

According to the spouses and biomedical researchers (eg Chapman et al., 1994; 

Gibson and Boulet, 2001; NAC, 2002) ‘responsible’ management includes taking 

medications as prescribed and avoiding trigger factors as much as possible.  For people 

with asthma, caring for the condition involved a complicated series of compromises and 

trade-offs between conflicting concerns (see Chapter 9).  Ultimately, as minimising 

asthma completely is not always possible, doctors are able to socially legitimate when a 

person’s efforts are sufficiently ‘responsible’.   

 

10.3.4  The meaning of asthma in Australia   
 

10.3.4.1  Asthma and shame 
 

Thirty-four Australian people with asthma said they did not mind other people 

knowing they had the condition, because it is so common, it is “just an illness” and 

nothing to be ashamed of, and/or it is not contagious.  Prior to the interviews with their 

spouses, ten people were asked directly if they felt there was any stigma associated with 

having asthma, and eight said “No”.  Four people explained that this was because 

asthma is so common, one said public education had made people aware of asthma, and 

one man noted that because so many sportspeople were known to have asthma there was 



 241

less stigma about having the condition than there might otherwise have been.  Three 

people commented that there had been more stigma associated with asthma in the past, 

in Australia. 

Amongst the spouses, nine people felt there was no stigma in having asthma in 

Australia.  Three people felt there had been stigma previously.  Four spouses said 

asthma is just an illness that happened and was nobody’s fault, three noted that even 

elite athletes have the condition, and one man noted because it was so common now that 

there was no stigma: 
   

“there’s always been a lot of prominent people, particularly 

sportsmen, around that have had asthma that have taken up swimming or 

something else to...try and overcome asthma…so it’s...something that's, you 

know, been around.  I wouldn't think there's...stigma attached to it.  It's a 

sickness, an illness, and some have got it, some haven’t, and that’s it.” 

(Spouse 9) 
 

From the interviews it appeared people did not perceive asthma to be a source of 

stigma: many people were happy for people to know they had asthma, and did not 

appear concerned by the idea that others knew.  Those that addressed the topic directly, 

felt there was no particular stigma with having asthma; although, some felt there had 

been in the past.   

The finding that asthma is not strongly associated with stigma matches the 

literature for other Western countries, most notably the findings of Snadden and Brown 

(1992) in Canada (see also Adams et al., 1997; Gabe et al., 2002; Sibbald et al., 1986).  

In Australia, Westbrook et al. (1993) found asthma was one of the least stigmatised 

illnesses, along with diabetes, amongst the doctors and lay people they surveyed. 

The participants suggested some factors that might have contributed to the lack of 

stigma associated with asthma.  Asthma is a very common disorder in Australia 

(approximately 10% of adults have the condition and as much as 25% of children), so it 

is not a little known, or mysterious, disorder.  Some of the spouses commented that they 

had known someone with asthma before they met their partner.  Asthma is not a 

contagious disorder, nor strongly associated with death, which are traditional sources of 

stigma amongst illnesses (see Sontag, 1991).  It is also an illness that is not perceived to 

occur through the fault of the individual.  That it is an illness associated with children 

might also contribute to asthma having less shame attached to it.   
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Asthma is a disorder that can manifest in a range of severities.  In its mildest 

forms, to have asthma may cause no alteration to lifestyle and go undetected by others.  

The advances in medications have especially facilitated reductions in the severity of 

asthma, in terms of the degree it debilitates people and is visible to others.  Many high 

profile Australian sportspeople also have asthma.  Generally admired in the Australian 

community, athletes possess the very skills people with asthma might be regarded as 

lacking: they are strong and able-bodied, excel at physical activities, and are also 

regarded as mentally ‘strong’ and in ‘control of themselves’.  In health promotion 

campaigns, elite athletes have been used to encourage people to go to their doctor and 

discuss the use of preventive medication and a written Action Plan (NHMRC, 1997).   

Through the effect of education and wider social changes, there is increased 

tolerance in Australian society for people with disabilities (Westbrook et al., 1993).  A 

greater tolerance for asthma may be part of this wider social movement.  Socially, the 

label asthma has become somewhat innocuous; however, it is discreditable if the person 

is perceived to be debilitated by the condition, and if the concessions of the acute sick 

role are required too often.   

While many Australians felt there was no particular shame or embarrassment 

about having asthma, there were some who did admit to feeling embarrassed about it, to 

some extent, and who did not want other people to know they had the condition, and 

some who admitted to being embarrassed to use their medication in public.  The results 

from the questionnaires suggested people who reported more interference from asthma 

also reported being more embarrassed by the condition; however, during the interviews, 

there was no clear link between the degree of interference reported and feelings of 

embarrassment.  Four participants (three men and one woman) said they did not like 

other people knowing they had asthma: three people said they were embarrassed about 

it, and two men said it was a “macho thing” that they did not want others to know about 

it.  Two other people admitted that they had been embarrassed about having asthma in 

the past but were not embarrassed anymore: 
 

“Well, I know when I was a teenager and even, right up…[to 

my]...early twenties, I really was quite ashamed about asthma and I wouldn't 

of used preventative stuff, even if it had been suggested probably...because I 

had this image that it was weak...that you could train through it, you know, 

and beat it…[and]…by not taking [medicine] you were fighting it off...I 
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mean it's crazy, but that's how I felt.  And I wouldn't even use my Ventolin 

in public…I'd go off to a toilet.”  (Aust. Part. 21) 
 

In this study, the meaning that emerged for asthma was that it was equated with 

personal weakness: physical and/or mental weakness (see also Adams et al., 1997).  For 

most people this meaning, and potential stigma, only emerged when they were 

debilitated by the condition.  Some people, however, were especially sensitive to having 

a condition that meant they were ‘weak’; it was especially a source of suffering if being 

personally strong, able-bodied and self-reliant were important to a person’s personal 

identity.  
 

10.3.4.2  Asthma and personal identity 
 

“as a kid, I think, also my parents helped me to realise that I was 

going to have to angle for more intellectual pursuits, [rather] than physical 

ones, which I think I probably would have gone for anyway.  ‘Cause I 

always had artistic skills and all of that but…from a very early age I realised 

that I couldn’t look to being a council worker or a sportsman or…whatever.  

And that’s been good as a result; I’ve ended up where I really should be, I 

think.”  (Aust. Part. 35) 
 

By not being able to breathe fully, asthma impedes a person’s ability to be 

physically active, especially to participate in physical demanding activities, such as 

physical labour or sporting activities.  To have debilitating asthma means to be 

physically weakened.  The weakness asthma causes clashes with the important 

Australian cultural values of physical integrity and self-reliance (see Bennett et al., 

1999:113; Kirk and Tinning, 1994).  In addition, asthma, by traditionally being linked to 

psychological causes, has come to mean mental weakness, through a person not being 

able to control one’s emotions (see Becker et al., 1993) and/or through the perception 

that the person is lazy and ‘faking’ the illness to adopt the sick role and escape work.  If 

deemed to be a psychological condition then the ‘realness’ of the illness, that is, that it is 

beyond the individual’s ability to control, is brought into question.  Australian culture 

tends to advocate subdued and constrained expressions of emotion, which is viewed as 

requiring self-control and a degree of mental strength (see Parsons and Wakeley, 1991).  

To imply asthma has a psychological dimension is to call into question the mental 

strength and self-control of the person with the illness.  If a person with asthma, 
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therefore, is able to minimise his/her condition and get on as ‘normal’ there is no 

stigma, because he/she is, on appearances at least, not displaying any weakness, 

physical or mental.  In this study, however, some people were particularly sensitive to 

being perceived as weak. 

Adjusting to the reduced physical abilities, or interference in physical activities, 

appeared to be a challenging, and ongoing, process for some Australian participants.  In 

this study, there were thirteen participants in particular who expressed or indicated that 

they had difficulty adjusting to the limitations imposed by their condition on an ongoing 

basis, even after they had accepted the permanence of their condition.  The concern for 

the impact and weakness due to asthma was not clearly linked to the severity of asthma 

(judged by the amount of medication prescribed and used and the degree of debilitation 

reported), beyond a basic distinction that all these people were using preventive 

medication.  These participants were of different ages, both genders (although 

predominantly men), and came from different socio-economic classes.  What they did 

share in common was the importance of being physically able-bodied and independent 

as part of their personal identity, such that they had a particular aversion to being ‘weak’ 

or compromised, physically and/or mentally.  This was revealed through narratives 

about their previous employment that was physically demanding, or their sporting 

activities, embarrassed efforts to hide their asthma from others, or an expressed longing 

to engage in physical efforts with relative ease.   

How people expressed their distress differed by gender.  Men were more likely to 

express concern for their lack of physical strength and prowess; while, for women the 

concern was expressed as a general frustration with not being able-bodied and able to 

perform physical activities with ease.  Both men and women expressed a concern for 

not being able to excel at sporting activities as much as they would like because of their 

asthma.  

Nine men during the interviews returned to the topic of the challenges they faced 

because asthma had reduced their physical abilities, or at the threat that this might 

happen at some time in the future.  One man explained the impact of asthma, including 

how it affected him “as a man”:   
 

Well the debilitation of it…the fact that I haven’t got my strength, I 

feel like I’ve lost my manhood in the sense that I can’t do what the other 

guys can do.  Because I worked thirty years in physical jobs, plus played A-

grade football and all that and I’ve lost all that…  I worked for 27 
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years…and I was doing as much work, if not more, and there was a pride in 

being able to compete, if you know what I mean.  Umm, plus just lately, I 

don’t know if you understand a man’s view, when you’re with a group of 

people and feel threatened by other people you have to retaliate otherwise 

you get trodden underfoot, right.  I don’t mean retaliate physically but at 

least stand up and say, ‘Hey, cut it out.’  Now I have to be careful when I do 

that because if I get involved I’m not going to have the strength or the air, to 

do anything, to protect myself.  So even though outwardly I know I’m doing 

all right, inwardly I know I’d be like a paper bag and just crumple.  And that 

worries me because it’s taken away my defences from just the average 

person.  If I was to walk down the street and a mob of hooligans walk by 

and there was a bit of pushing and shoving, I know I would run out of air.”  

(Aust. Part. 6) 
 

This quote highlights the importance of being physically able-bodied to a working 

class man, as part of his work and sport, and also his sense of being a man strong 

enough to ‘take care of himself’.  Two of the men (including the man just quoted) 

directly expressed concern for how asthma impacted on their ability to work in 

physically demanding jobs.  Men with professional occupations also expressed concern, 

either directly or through their stories, about how asthma impacted on their physical 

abilities (5).  The professional men were generally more concerned with how asthma 

interfered with their athletic pursuits, although three working class men reported this 

concern also.  These nine men each appeared to place a high value on being physically 

able-bodied and strong as part of their personal identity, and were aware of what they 

could not do because of asthma:  
 

“At the moment I know I'm only operating at 60%.  So for example 

if…you said to me, ‘Right I’m going to give you a running race over one 

hundred metres’, I’m not going to be too quick against someone with 100% 

lung capacity.  But if you said ‘OK’ I'm going to give you a running race 

over two miles’, I’d probably be OK for endurance…once I worked up to a 

certain pace I could probably maintain it.  But to sprint one hundred metres, 

I wouldn’t…be in the race.”  (Aust. Part. 20) 
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Four women also discussed how it was an ongoing effort for them to adjust to and 

accept the physical limitations asthma imposed.  These women tended to value sporting 

abilities and/or being physically free and unencumbered, such as the woman who 

admitted to taking time to adjust to the idea that she needed to close her bedroom 

window at night.  Women expressed concerns about being physically weak, not so 

much in terms of being perceived by others to be weak, but in terms of being dependent 

on others, being unable to move through their daily activities with ease, or being limited 

in their sporting efforts.  Because they could not do these things, it appeared to affect 

their sense of personal value: that is, it required them to adjust their personal identity to 

being less ‘able’. 

Four women were more likely to express concern for being perceived as mentally 

or emotionally weak as a result of having asthma, though some men expressed this 

concern too.  Men were more likely to discuss the need to take control of their thinking 

and their emotions during exacerbations as a way of managing the acute episode. 

The interview findings also suggest that middle-aged and some older people 

expressed the greatest concerns about the physically debilitating effects of asthma.  

Some middle-aged people, suffering the effects of weakness and reduced capabilities 

that occur with age, appeared to experience asthma as a kind of exacerbation of this 

process: 
 

“I mean…I don't want to admit I can't breathe, you know?  [B]ecause 

it means your getting a bit long in the tooth, a bit old.  I mean the guys ask 

me to play cricket at work, and I do, but it's an effort to keep up…but I don't 

want to not to...I'm getting a bit long in the tooth to keep up with them, you 

know?”  (Aust. Part. 26) 
 

The struggle with the effects of asthma extended to the use of medication.  Three 

participants (two men and one woman) said they particularly did not like using their 

medicine in front of other people, as one man explained: 
   

“I get a little bit embarrassed...occasionally, because big, tough men 

should…[not have]…to rely on a Ventolin and all that sort of crap.  But ah, 

I'm...at the stage where my health is more important than my ego trips.”  

(Aust. Part. 39) 
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These thirteen participants, while having accepted the permanence of asthma, and 

largely adjusted to the practical limitations of the condition, found it an ongoing source 

of suffering and harmful to their personal identity to have asthma.  Asthma potentially 

impedes physical capabilities, affecting employment, sporting activities, physical 

integrity and getting through the day with ease and independence.  While, many people 

expressed a dislike for needing medication or frustration at having to change daily 

routines and being physically encumbered because of asthma, some people appeared to 

have an ongoing struggle with what it means to have asthma and to be asthmatic.  These 

people were more prone to admit to going through periods of denying their asthma and 

not using preventive medication.  In addition, they were sensitive to having their 

emotional strength questioned, and by extension the realness of their illness.   

It may be the case that people who experience asthma as an insult to their personal 

sense of worth in this way are people who require particular assistance adjusting to the 

‘psycho-social’ impact of their illness.  The thirteen people in this study who 

demonstrated this concern with regards to their personal identity all expressed a dislike 

for medication, and periods of non-use or under-use of preventive treatment.  Many of 

the thirteen referred to having a period of time after they were prescribed preventive 

medication before they started to use it consistently.  People who place great value on 

their independence and sense of bodily strength might also be the people least likely to 

ask for the assistance they require.     

People who appear to deny asthma, or refuse to use preventive medication, or to 

ask for assistance in times of need, might be dealing with the suffering that comes from 

having a condition that clashes with valued personal qualities; qualities that, in the case 

of physical strength and self-reliance, are derived from and reinforced by a wider 

cultural environment in Australia, especially for men.  This impact of asthma is often 

one not clearly seen by observers, be they doctors or family members, who might be 

more focused on treating the disease and alleviating the physical effects of asthma, than 

addressing the personal impact of having a permanent illness that impairs a person’s 

ability to be strong and autonomous. 
 

10.3.4.3  Mind-body, self and asthma 
 

The dualism between mind and body that pervades Western thought, and 

biomedicine in particular (Gordon, 1988), is problematic in the care of asthma.  People 

in this study recognised the link between emotions and asthma (eg stress as a trigger 
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factor and the need to be calm and in control of oneself during exacerbations), as did the 

doctors (eg stress and emotions were recognised as trigger factors).  People with 

asthma, spouses and biomedical practitioners also shared a fear of the criticism that if it 

is emotional then it is in mind, and so not a real illness, but one that requires self-control 

to overcome.  This criticism may also explain why the connection between emotions 

and breathing is acknowledged, but largely unexplored, in biomedicine, leaving people 

to devise their own strategies for addressing it.  For people in this study, these personal 

strategies included managing their stress, sometimes with the assistance of 

complementary and alternative medicines (see Chapter 9), and talking to oneself during 

attacks and trying to stay calm.  This approach was expressed through the common 

Western idiom of ‘taking control’ of oneself.  People requested from others compassion 

and understanding that their suffering and illness was ‘real’, and not a weakness of mind 

(ie self).  Despite the risk of being sanctioned or blamed for their illness, people were 

clearly aware of, and cautiously prepared to express, their experience of the mind-body 

interplay with regard to asthma, even in the absence of a well developed biomedical 

model of how this interaction occurs. 
  

10.3.4.4  Summary of the meaning of asthma 
 

Asthma means physical, and potentially emotional, weakness, if a person is 

sufficiently debilitated by the condition.  For most people, much of the time, having 

asthma is not a source of stigma in Australia.  This may be because the illness is so 

common in Australia, it occurs with a range of debilitation, from very mild to severely 

affected, and advances in medication have decreased the inevitability of debilitation 

occurring.  In addition, several elite athletes in Australia, who represent the antithesis of 

‘weakness’, are public examples of people living with asthma.  For some people, 

however, asthma is an insult to their personal identity.  People who particularly value 

able-bodiedness and independence might be more likely to experience ongoing 

difficulty with asthma given what it means to them, that is, that they are not strong and 

fully independent.  People facing these personal challenges might also be more likely to 

resist the need for preventive medication, as it represents the very weakness and 

dependence they are also resisting. 

Asthma is an illness that challenges the Western understanding of mind-body 

dualism.  While an illness situated firmly in the body, and therefore a real illness, 

asthma is exacerbated by emotions, which are in the mind, and so are regarded as being 
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under the control of the individual.  This conundrum results in people with the illness 

recognising that emotions are a part of their illness experience, and developing their 

own means for addressing the emotional dimension of asthma, which includes self-talk 

and efforts at controlling their emotional responses during acute episodes. 

 

10.3.5  The Asian-Australians 
 

Five Australian participants in this study were migrants from Asian countries.  On 

the whole, these Asian-Australians were more like the other Australians than the 

Vietnamese people, in their models of health and asthma as a chronic illness, and in 

how they cared for their condition.  There were no concepts the Asian-Australians 

shared that distinguished them clearly from the wider Australian sample.  They all 

shared the Australian understanding of chronic illness and each used preventive 

medication, as distinct from the reliever medication, to treat their asthma.  The concept 

of ‘control’ was used by participants to explain their approach to the care of their 

condition.  One woman expressed a dislike for being dependent on medication.  One 

younger man expressed concern about being viewed as ‘weak’ because he was 

dependent on medication, and referred to himself as “being normal” despite his asthma.  

One middle-aged man was also concerned about being regarded as weak or a malingerer 

because he had asthma.  The older participants showed a greater willingness to express 

their fears, about being without their medication, and in how they felt during acute 

episodes of their illness; they also suggested asthma was largely a “nuisance” for them 

most of the time.  One woman, who was also a nurse, felt there was no stigma with 

having asthma in Australia, but did note that some people regard it as a psychogenic 

disorder, which she did not.  These Asian-Australians, all of whom spoke fluent 

English, also had complete access to health care services, like the rest of the Australian 

participants.  All five participants spoke about diet and exercise with regards to being 

healthy.  No-one considered him/herself to be unhealthy because of asthma.   

The two women did express concern that they may develop immunity to their 

medication, which was a concern more in keeping with the Vietnamese participants than 

the other Australians.  One older woman had an extensive understanding of food 

triggers for her asthma.  None of these Asian-Australians regarded their families as 

having a role in caring for their asthma.  Two older people did express their reluctance 

to question their doctor, but this tendency was not unique to the Asian participants, as 

some older European-Australians expressed this view as well.   
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It is worth noting, however, that these five people appeared to have exposure to 

Western cultures, especially British influences, in their country of origin.  The models 

of the Asian-Australians, however, do suggest that the Australian cultural models may 

well shape the models of people from non-Western cultures, given a sufficient amount 

of time and exposure to the wider Australian culture and social institutions.   

 

10.4  VIETNAMESE PEOPLE AND ASTHMA AS A CHRONIC (ONGOING) ILLNESS  

 

The findings that emerged from the interviews with the Vietnamese people 

provide insights into how they experience, and think about, asthma as an ongoing 

illness.  The Vietnamese and Australian people shared aspects of their cultural models 

of asthma.  Both considered asthma to be a breathing disorder, and the symptoms were 

similar, as were many of the trigger factors.  Both groups used biomedicine to diagnose 

and treat their condition.  Both groups considered asthma to be an ongoing and 

unwanted condition that interferes in their physical capabilities and creates suffering, 

due to the physical distress, fear and social impact of the disorder.  Where they differed 

was in understanding asthma as a chronic illness.  The Vietnamese participants did not 

entirely share the concept of ‘chronic’ illness, as understood within the wider Australian 

community.  The themes that emerged for the Vietnamese participants are presented 

here under the following headings: constructing the past, living with asthma, ‘chronic’ 

illness status, and the meaning of asthma. 

 

10.4.1  Constructing the past with asthma 
 

When asked about their past experiences of asthma, including the onset of their 

illness, the Vietnamese participants were relatively brief with their answers.  People did 

go into more detail when discussing past efforts to cure their illness, especially when in 

Vietnam.  No-one spoke of taking time to fully accept that he/she had asthma, although, 

four people did say they accepted their condition in the present.  The small number of 

participants and the language barrier are limitations, but there was no evidence to 

suggest the Vietnamese people conceived of the past as a process of adjusting to the 

permanence and implications of asthma.  People understood it was a permanent or “hard 

to cure” illness because many of them had been living with it for many years.  Unlike 

the Australians, however, seven of the Vietnamese people spoke repeatedly of their 

desire and search for a cure for their asthma: 
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“She really needs some kind of information [so] that she can be free, 

make her free of asthma forever.”  (Viet. Part. 3) 
 

The Australian concept of acceptance was tied to the knowledge that there was not 

a cure.  The Vietnamese spoke more in terms of their anticipation of, or desire for, a 

cure, and they appeared to expect there was one available, if only they asked the right 

questions or the right person.   

 

10.4.2  Living with asthma 
 

10.4.2.1  The impact of asthma 
 

In discussing how asthma impacted on their lives, all ten Vietnamese people said 

that asthma limited their activities in work, socialising and/or providing for their 

families.  All ten participants expressed concern that asthma interfered with their ability 

to undertake “heavy work”, such as housework or physical labour.  As one man 

explained, because asthma interfered with work, it was difficult to be happy in life:   
 

“asthma is the sickness that stop him doing everything in his 

life...asthma does not allow him to do things...[a]…person who want to 

make...the rest of his family...happy...to have nice house, things like that, 

but you have to work hard in order to achieve that, asthma stop you working 

hard, so mainly it does not make you have a satisfied or fulfilled life at all.”  

(Viet. Part. 1) 
 

One woman attributed the collapse of a family business, in Australia, to her 

asthma and the way it limited her ability to work hard: 
   

“Asthma affect her life very much...whenever she want to plan 

something...for the future...asthma always limits her life, make her think that 

because she got asthma she can’t do anything.  So asthma prevents her from 

developing the future for her family and for her children as well…because 

of her asthma she can’t…[work]…so it’s kind of stopping…her…family 

future…  [They had] a family business, but due to her asthma, you know, it 

collapsed...  So asthma really limit her life activities, her work and her 

thinking, and her social life – everything.”  (Viet. Part. 7) 
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All ten Vietnamese participants identified tiredness as a symptom of asthma 

and/or as one of the consequences of asthma that interfered with their activities.  

Feelings people associated with asthma included being annoyed (5) and “not happy” (4) 

because of it.  Four people noted that they got scared when their asthma was bad; some 

specifically worded it as feeling as though they were “going to die” or that “they wanted 

to die” when their asthma was bad:   
 

“when he gets worse, he feels that he nearer to death…rather than to 

life.”  (Viet. Part. 1) 
 

“It make her feel really uncomfortable when her asthma gets worse 

and she think that it's better to die then, it’s better to die because like she 

can’t…[get]…air.”  (Viet. Part. 9) 
 

The Vietnamese participants expressed more concerned about how asthma limited 

their activities than they did about the physical symptoms or discomfort of the disorder.  

They appeared particularly concerned with how asthma left them feeling tired and 

interfered with their ability to work hard, doing housework or labouring jobs, and to 

build a better life in Australia.  People spoke freely of the physical and emotional pain 

they experienced because of the interference asthma caused, and appeared to make no 

effort to minimise this impact.  Their language was generally more dramatic in the 

terms they used to describe how frightened they were when their asthma was 

exacerbated and the pain they felt at how the illness interfered in their lives.   

There may be several reasons why the Vietnamese participants used more 

dramatic expressions to describe their experiences of asthma than the Australians did.  

Firstly, asthma may have impacted on the lives of the Vietnamese people far more than 

it did for the Australians.  The Vietnamese participants did not have the access to health 

care services and knowledge about how to use their medications that the Australians 

had.  The lack of services might also have contributed to the Vietnamese people feeling 

less confident about caring for their illness during acute episodes; however, even people 

with milder asthma who were not affected as greatly spoke with more ‘dramatic’ 

language when describing the impact of the illness.  Secondly, the language barrier, and 

the fact that the experiences were being recounted by a third person, might have 

changed the meaning being conveyed, if the translator favoured dramatic language.  The 

translator did, however, convey the sense of acceptance that was the experience for two 
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older men, and people’s body language and facial expressions also conveyed a quiet 

desperation that matched their words.   

Another reason the Vietnamese participants spoke of their suffering in strong 

language might be because of the pain created by the impact of asthma on their ability 

to work hard.  Contributing to the family through working hard for the prosperity of all 

involved is an important cultural value for Vietnamese people (Hassan et al., 1985; 

Ungar, 1995).  The importance of working hard for the family may have been 

compounded because the Vietnamese were migrants and refugees.  They left their 

homes in Vietnam to take the risk and come to a new country in the hope of making a 

better future for themselves and their families.  An illness that prevented them from 

working hard might be particularly painful, especially, as refugees and NESB migrants 

are often confined to employment that requires physical labour.  In addition, speaking of 

the impact in strong language conveys to other people that their inability to contribute 

fully to their family causes them great pain, and affirms that they are not malingering.   

In contrast, some Australians with quite severe asthma, that limited their life in 

terms of their physical capabilities or employment, used words and a tone of voice of 

‘minimisation’.  As in other Western nations, for the Australians there was the desire 

and social pressure to be viewed as ‘normal’ and as able as everyone else, and so 

minimise the impact of the illness.  It is part of the chronic illness status: a person is 

normal and minimises his/her illness otherwise he should be doing more, such as taking 

more medicine, so that she can reduce the interference and be a ‘normal’ person.  In 

addition, for Australians, there is a cultural value to be understated about suffering (ie 

not to ‘whinge’), which may have, in part, limited the extent to which people felt free to 

speak of their suffering, at least in their public narratives, including the interview for 

this study.  By contrast, perhaps the interview format provided Vietnamese participants 

with an opportunity to express their suffering more freely than other situations would 

allow: for example, when seeking medical assistance Vietnamese people are expected to 

act stoically, and resist accepting concessions from their family obligations 

(Stephenson, 1995; Tung, 1980). 
 

10.4.2.2  Caring for asthma 
 

For the Vietnamese participants, the daily care of asthma had two dimensions: 

using medication; and understanding and avoiding, as much as possible, the trigger 

factors for their condition. 
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All ten participants used biomedicine to treat their asthma.  Generally, people 

used their preventive medication in conjunction with reliever medication: as they 

increased the reliever medicine (because their symptoms were acute) they would use the 

preventive medication as well (see Chapter 9).  The objective of using medication was 

to be free from the symptoms, or at least reduce the impact of asthma, so they could get 

through their daily activities.  The Vietnamese participants did not appear to use the 

idiom of ‘control’ to describe their approach to caring for their condition, except when 

asked directly by the researcher if they felt they had control of their asthma. 

When asked directly if they had control of their asthma, seven of the Vietnamese 

participants said “Yes”.  They all noted that having medication that relieved their 

symptoms assisted in giving them this control.  Three people cautioned that it was not 

possible to have complete control of asthma, because the medicine could relieve, but not 

cure, the symptoms of asthma.  One man argued he did not have control of his asthma 

because he could not prevent coming into contact with the triggers of his condition.  

One woman felt she did not have control because she was reliant on her medications to 

alleviate the symptoms.  Control was linked primarily to the use of medication.  When 

they felt control was limited, it was because there is no cure for asthma.  In contrast, the 

Australians argued control is limited because asthma is unpredictable and can be life-

threatening.   

Three people directly expressed concern that they would become immune to their 

medication, and so stopped using their medication if their asthma was not too 

debilitating.  People also expressed concern their asthma would worsen as they aged (6), 

and so wanted to keep effective medication for this time, or expressed concern for how 

they would treat the condition in the future.  How the participants used, and understood, 

their medication suggests they did not fully share the biomedical concepts of preventive 

medication or the wider concept of chronic illness.   

While the use of medication was central to their care, the Vietnamese participants 

were not using the medicine in line with biomedical guidelines (NAC, 2002).  People 

certainly expressed great faith in their medications and regarded Western medicine as 

“magic”, especially the nebuliser, which delivered a high dose reliever medication 

through a symbolically powerful ‘mask’.  They appeared to assume biomedicine should 

be able to provide a cure for their condition.  They generally used medications to treat 

the symptoms of asthma, and not as separate preventive and reliever medications to 

‘manage’ their illness. 
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Having a lack of understanding of preventive medication reflects the lack of 

access to health care services and biomedical information amongst the Vietnamese 

participants.  They did have access to GPs and medication; however, the language 

barrier meant they were largely unable to access the information and education about 

asthma this is readily available to the wider community.  There is some evidence, 

however, to suggest the use of preventive medication and general approach to caring for 

asthma reflects more than a lack of exposure to biomedical knowledge.  Some people 

had the notion of preventive medication explained to them by their GP: one man who 

had received this education used the preventive inhaler medication daily, but only in 

conjunction with his reliever medication, and when he had acute symptoms he would 

use both medications for relief.  The Asian GPs accepted that Vietnamese people 

‘forgot’ to use their medication when they were untroubled by symptoms.  During one 

interview, the researcher endeavoured to explain the concept of using preventive 

medication all the time (as per the prescription), so that the woman concerned would be 

able to use less of her nebuliser and oral steroids.  She did not show any signs of being 

interested in, or understanding, this informal explanation of how preventive medication 

works, despite requesting more information on how to be free from asthma. 

Some researchers have questioned whether the concept of chronic illness 

translates into non-Western communities (Heurtin-Roberts and Becker, 1993).  Tung 

(1980) argues that in Vietnam people frequently adopt the medications of biomedicine 

without accepting the biomedical ideology or theory that underpins the use of these 

medicines.  Providing information about the use of preventive medication might require 

more than translating information into Vietnamese: before people can accept the 

concept of preventive medication to treat a chronic illness, they need to share the 

understanding of an ongoing illness, that is, an illness that does not necessarily 

deteriorate and can be ‘managed’ with daily medication used to prevent, but not cure, 

the symptoms. 
 

For the Vietnamese participants, a further part of caring for asthma was becoming 

familiar with the triggers of asthma.  Some people said this was something the doctor 

could not help with, and a person must learn for him/herself.  Three Vietnamese people 

referred to the need to not worry about their family or home as a way of caring for their 

asthma.  One man did advise other people not to think about Vietnam as a way of 

avoiding the worst effects of asthma.  When asked if he had control of his condition, 

one man gave the following response:   
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“And you know for older people it is very hard for them to get 

sleep…[they]…keep thinking...feeling sad or worrying... then [their] asthma 

start to occur...but then he try to suppress it...try not to think, not to 

worry...then he feels better.  So he think he can control his asthma by not 

thinking so much and trying to sleep.”  (Viet. Part. 4) 
 

People made a connection between “worrying” and exacerbating asthma, which 

was akin to the Australian connection between “stress” and asthma.  For the Vietnamese 

participants, there was no indication from the translated words, tone or facial expression 

that there would be any shame in having emotional pain lead to asthmatic symptoms.  

While some Australians referred to the need to be in ‘control’ of oneself or keep one’s 

emotions in check as part of caring for asthma, this concept did not emerge for the 

Vietnamese participants.  The Vietnamese people did not appear concerned about being 

emotionally ‘weak’ if their worry led to asthma, nor did they express any concern that 

other people would not respect that their illness was ‘real’.     

All ten Vietnamese people said they did not mind people knowing they had 

asthma.  Two added that as asthma is not contagious, there was no reason for them to 

mind people knowing they had it.  One man said it was not “a bad thing”, like breaking 

the law, so he was not concerned who knew he had asthma.  Nine Vietnamese 

participants spoke of exchanging information about asthma with other people they knew 

who had the illness:   
 

“From his experience of asthma, he would pass it on to...those who 

suffer...from asthma but he could only suggest them...under what condition 

you take this drugs or under other conditions you take the other drugs, that’s 

all he can suggest them.  Because it’s kind of illegal to suggest people to use 

other drugs, so he only show them, tell them what he’s been through and 

what’s happened.”  (Viet. Part. 2) 
 

For people with limited access to institutional assistance, lay sources of 

information become even more vital in their efforts to understand and care for illness 

(see Craig, 2000; Kleinman, 1980).  In addition, traditional Vietnamese society has a 

strong tradition of lay people exchanging information about illness and possible 

treatments (Craig, 2000; Tung, 1980).  The Vietnamese people in this study also 

exchanged information and guidance about asthma amongst their family and friends.  In 



 257

addition, the Asian GPs played a vital role for people with asthma, as the major source 

of medication, information and assistance during acute episodes of asthma.  

The Asian GPs used the biomedical concept of asthma as a chronic illness, and 

were aware that Vietnamese people did not always use their preventive medication:   
 

“It’s very hard for the Vietnamese people to stick to that [Action] 

plan.  I don't know why, probably because they only see the value of 

treatments when they are in trouble.  When they aren't in trouble they forget 

everything.  So the set up of the Action Plan makes it…very hard to 

encourage them to stick with it.  It’s very simple, because I told them if we 

use the beta-agonist [reliever] we are in the passive state; we are waiting for 

the disease to come up, to emerge, and then we defend it – that is no good.  

We have to strike before it strike us, using Intal and steroids inhalers 

[preventives].  Some…people did understand what I said, but many, 

probably [because of] their employment or family education…[level]…it is 

not easy for them to stick to the script.”  (Asian GP 2) 
 

Summary:  The Vietnamese participants spoke of the hardship of asthma and its 

interference in their life, particularly how it affected their ability to work hard for their 

family.  They stressed their desire for a cure for their asthma.  They recognised asthma 

as a permanent or “hard to cure” illness, but they did not speak of the past as a process 

towards accepting their condition, nor did they refer to living normally with asthma and 

taking ‘control’ of their condition, ideas that were central to the model of asthma as a 

chronic illness for the Australians.  With a lack of access to biomedical knowledge, 

people relied on Vietnamese models of illness: they were focused on finding a cure and, 

without one, expected their condition would worsen with age.  The different concept of 

chronic illness was reflected in people’s use of medication: those who used preventive 

inhalers used them as one unit with reliever medicines.   

The Vietnamese people showed no apparent concern for being perceived as 

‘weak’, nor a strong desire to be independent; rather, they were concerned with not 

being able to contribute to their family and socialise as freely as they would like 

because of their asthma.  Their social network, particularly conversations with friends 

and family, was an important source of information for understanding their asthma and 

how to care for it.  The Vietnamese participants did not have extensive access to 
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biomedical educational material, and relied heavily on the Asian GPs as their primary 

source of health care, medication, biomedical information and acute care. 

 

10.4.3  Chronic illness status   
 

The Vietnamese participants in this study shared with the Australians an 

understanding of asthma as a breathing disorder, recognised similar symptoms, 

difficulty breathing, a tight chest, coughing and wheezing, and that it is an ongoing, not 

an acute, illness.  Where the Vietnamese and Australians differed was in the 

understanding of asthma as a chronic illness.  Each group had a different understanding 

of asthma as a chronic illness: for the Australians it was a condition that must be cared 

for long-term, but for the Vietnamese it was a sickness that is ongoing and “hard to 

cure”.  For the Australians having a chronic illness was not the same as being sick; 

rather, a person adjusted to the presence of a chronic illness and then get on as ‘normal’.  

For the Vietnamese participants to have asthma was to be sick, unless it was very mild.  

As a result, the Vietnamese participants characterised asthma as a daily hardship, in 

contrast to the Australian depiction of daily life as ‘normal’ with periods of 

exacerbation.   

Traditionally, in Vietnam, old age is viewed as a time when people are more 

vulnerable to sickness (Nguyen et al., 1999).  Six people expressed concern that their 

asthma may get worse in the future, as they grew older, because as a person got older 

they got weaker and “less healthy”.  As a result, the Vietnamese participants did not 

have a concept of a chronic illness that would not inevitably deteriorate with age.   

In common with the Australians, the Vietnamese people in this study associated 

asthma with physical weakness and interference in physical activities.  For the 

Vietnamese participants, however, appearing ‘weak’ physically or mentally did not 

appear to be a concern.  What they did convey was a concern for the consequences of 

physical weakness: to be weakened meant they could not function, socially, the way 

they would if they did not have asthma.  This meant they could not provide for their 

family, and fulfil their family roles, nor participate fully in social activities, to the extent 

that they could if they did not have asthma.   

According to the Vietnamese people, the presence of asthma did not make a 

person unhealthy unless the person was debilitated by the condition, which is an 

understanding shared by the Australians.  The Australians normalised their life until the 

distress and interference was so great they could no longer present themselves as 
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healthy.  There was social value in presenting oneself as healthy, because it was a 

statement about the self as being normal, independent and a full social participant.  The 

Vietnamese people appeared to claim the status of ‘unhealthy’ with less debilitation.  In 

the case of the Vietnamese people there was social value in being able to work hard, so 

when this ability is compromised it might be more important to say so, rather than to 

claim to be healthy anyway, as the Australians might be inclined to do.   

While Vietnamese people expressed a duty and deeply felt desire to work hard, 

they did not reflect the Australian concerns that are connected with the ‘individualised’ 

sense of self, such as the need to being independent, normal and in control of oneself, 

the concern for being personally weak, or the desire for validation from others that their 

suffering is real.  Instead they expressed the more typical collectivist values that are tied 

to a socio-centric sense of self, including the close relationship between personal well-

being and family well-being (Hassan et al., 1985; Gordon, 1988).  People expressed a 

sense of duty to their family, through their personal work, and the sense of sadness at 

having an illness that impeded their ability to work hard for their families.     

 

10.4.4  The meaning of asthma for Vietnamese people 
 

10.4.4.1  Asthma and shame 
 

The Vietnamese participants did not show any clear embarrassment or disquiet 

about being perceived as ‘weak’ or dependent because of asthma and its impact on their 

life.  Instead the personal suffering from asthma for the Vietnamese participants was 

connected to their sense of duty to contribute to their family.  The Vietnamese did not 

articulate a need to have other people respect that their illness and suffering were ‘real’ 

and yet by stressing how they could not work hard, they were in essence explaining 

themselves to others, and perhaps requesting compassion from others, in their inability 

to contribute to their family’s prosperity.  There appeared to be no personal shame in 

having asthma, but there might have been if they were not doing all they could to heal 

it, that is, find a cure.  For example, each person stressed that they were following the 

doctor’s instructions and they were not reluctant to use medication; rather using 

medication might be important as a sign they were doing all they could to heal.  For the 

Vietnamese, there was no apparent shame in being dependent on medication to get by: 

the ability to work hard was more highly valued than being independent.     
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Whether the Vietnamese people felt shame because they could not work hard is 

unclear.  No person recounted stories of feeling shamed by other people about having 

asthma.  Certainly having asthma was a source of pain, but as one man said, he had not 

acted in an ‘immoral’ way to create asthma, so there was no shame in having the illness, 

just a strong sense of distress, and sadness, at its ongoing impact. 
 

10.4.4.2  Asthma and life as a NESB migrant 
 

“Because there was...sudden change in the weather when he first came 

here, like in Vietnam it is hot and humid; whereas Australia is cold when he 

first came...that is one factor.  The other factor...is he missed his place, 

missed Vietnam, you know...missed home, and he did a lot of thinking 

[about home], so…those are the two factors that make him suffer from 

asthma.  But now he get used to the weather and he feel homesick less…so 

he feel better now.”  (Viet. Part. 4) 
 

For the Vietnamese people who had asthma for the first time or had it reoccur in 

Australia, the experience of asthma was tied to the wider suffering of being a migrant, 

specifically a refugee.  Not only did they miss their home, some people noted the 

suffering they felt at having “no status” in Australia, and the need to work hard at 

unskilled jobs to make a life for themselves and their families.  The Asian GPs were 

also aware that being NESB migrants in Australia was a source of suffering for some 

people that exacerbated their asthma: 
 

“But stress is the biggest cause [in adults].  They come here, miss their 

home [Vietnam], work too hard, try to buy a home, have to send money 

home [to Vietnam] and so they get very stressed, and this causes asthma.  

The other things, cold weather, food, these too, but stress is the main one.”  

(Asian GP 1) 
 

“when they come here they loss everything and they have to build up 

from the beginning.  Some have very, very outstanding background, when 

they come here…everything is forgotten.  When they think about their 

background or their past, what they were in the past and what they are in the 

present time, this does cause the shock, and financial as well, they have to 

work very hard, and even the elderly cannot find any job.  And they have a 
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lot of commitments back home, or here, terrible.  That sort of thing we 

probably rarely see in Westerners, who are living here for generations.  

Even the Italians they are well-founded in this country, but we only less 

than twenty years…  People sponsor by their kids come here two years 

without any support from government apart from Medicare or health care 

card.  And they’re in big, big trouble, as…many of them presenting for the 

first time at the age of 60 with asthma.”  (Asian GP 2)  
 

While it is possible asthma became an idiom for expressing the distress of 

migration and being migrants, the Vietnamese participants generally did not make a 

direct link between the suffering of asthma and the suffering of their social position as a 

NESB migrant.  People were generally happy to discuss their worry and concerns for 

their family.  Furthermore, those whose asthma was worse in Australia generally 

attributed this to the fact that they were older now, rather than the stress of their life as 

NESB migrants or the trauma of refugee migration: 
 

“She think now it worse because compared to the time that she got 

asthma...in Vietnam there, now it’s worse because she's growing older...and 

she having family and ah, she’s not such healthy when, you know, 

compared to the time when she was in Vietnam, when she was young…she 

think that living in Australia doesn’t have anything to do with her asthma.”  

(Viet. Part. 6) 
 

Being a refugee and a NESB migrant shaped the experience of asthma and 

compounded the suffering for the Vietnamese people, if not compared to their life in 

Vietnam, certainly compared with the wider Australian community.  Vietnamese 

migrants, and especially refugees, are often disadvantaged socially and economically in 

Australia (DIMIA, 2004b; Easthope, 1989) as elsewhere.  This position in society 

shapes their experience of asthma and the options people have available to care for their 

illness.  One woman, in this study, who was severely affected by her condition, had 

arrived in Australia as a refugee, and worked in a paper recycling plant.  She suspected 

the working conditions exacerbated her condition, as she needed more medication to 

relieve her symptoms.  On one occasion she had a severe acute episode of asthma at 

work, and was taken to hospital.  Like other refugees, in particular, she had limited 



 262

options for leaving her non-skilled employment.  Her asthma was hence worsened by 

her limited opportunities to leave an environment that exacerbated her condition. 

Lock (1990) cautions against treating migrant communities as though they were 

homogeneous social units.  Like the wider society, migrant groups have variations 

within them based on structural features such as age, gender and class.  While the 

number of participants in this study was small, there were a few indications of how 

experiences differed for people within the Vietnamese community.  The woman in the 

previous example, who was suffering from her unsuitable employment and also did not 

understand how to use her medication effectively, had only had a primary school 

education in Vietnam.  One GP alluded to this as well, when he commented that people 

without much education might be less able to understand how to manage their asthma, 

particularly, using the Action Plan. 

Other researchers have argued that Vietnamese men might be expected to attribute 

illness to physical labour, and women more likely to associate illness with worrying 

about their family (Nguyen et al., 1999).  In this study, both men and women regarded 

physical labour and worrying about home or their family as triggers for their condition. 

A trend that did emerge from this study was an association between old age, 

asthma and cultural values about working hard for the good of the family.  In this study, 

there were two older men who appeared to suffer noticeably less distress, emotionally, 

than the other people with asthma (no older women were interviewed).  While they both 

commented that asthma made them tired and prevented them from working hard, they 

did not express the same sense of distress that other people expressed about this state of 

affairs.  Neither man was severely affected by asthma, but there were other people 

affected to a similar degree who appeared more distressed by not being able to work 

hard. 

The older men did not express concern about their asthma getting worse because, 

as one man said, he was already old and so did not worry about the future.  Furthermore, 

because they were old, they were entitled to be physically ‘weak’.  In Vietnam, old age 

is associated with increased physical weakness and vulnerability to illness (Nguyen et 

al., 1999), and old age is a time in life when a person is cared for by his/her family.  

These men conveyed in their narratives about their earlier employment that they had 

worked hard in physically demanding jobs.  One man has worked as a taxi driver and 

the other had been a soldier.  Now as older men they were being taken care of by their 

adult children.  Both men arrived in Australia as part of the family sponsorship scheme; 
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their children had migrated to Australia as refugees some years earlier.  Neither man 

had asthma severe enough to interfere with their current social role in the family, as 

older member and wise counsel, and the illness did not cause the personal distress it did 

for younger people who needed to work hard as part of their role in the family. 

Indeed, both men linked the presence of asthma to how hard they had worked 

when they were young.  The practical reasoning being used is that if working hard leads 

to physical weakness in old age, as is commonly believed in Vietnam (Nguyen et al., 

1999), then having asthma, a condition that results in physical weakness, is a sign of 

how hard these men worked earlier in their lives, for their families.  One man appeared 

almost ‘proud’ to have asthma: 
 

“He gratefully accepted [asthma] as fate, because he think that...he’s 

old...and for old people it’s quite a common symptom.”  (Viet. Part. 4) 
 

Perhaps because asthma did not interfere with their current role in the family, and 

because asthma meant an older person had reason to feel a little proud of their past 

efforts, the older men did not appear to share the same level of emotional distress about 

the consequences of asthma as the younger Vietnamese participants.  The meaning of 

asthma to these older Vietnamese men demonstrates how the degree of suffering from 

illness is dependent on the meaning it has for the people affected by it, both those with 

the condition and the people in their social worlds. 
 

Summary:  The Vietnamese people did not show evidence of concern or shame 

about appearing weak because of asthma.  Instead they were focused on their inability 

to work hard for their family and their efforts to find a cure for the illness.  The 

suffering from asthma was clearly entwined with the Vietnamese experiences as NESB 

migrants, including their limited access to educational assistance and specialist care for 

their illness.  People did not however appear to be using asthma as a medium to express 

their distress as migrants, and were generally willing to speak freely about the 

challenges they faced as migrants and refugees.   

Migrant communities do not form socially homogeneous units, and even in this 

small sample of people it was apparent that one woman in particular, who had less 

education than the others, was very strongly affected by her illness, and unclear on how 

to use her medications.  One of the Asian GPs also commented that Vietnamese people 

with less education appear to have greater difficulty managing the medication regimens 
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for their illness.  The older men in this group appeared to be less emotionally distressed 

by the affect asthma had on them, possibly because working hard is not as vital to their 

role in the family as older members, and because a moderate degree of asthma might 

signify, in old age, a life spent working hard for the family, which is a reason to be 

proud for older Vietnamese people. 

 

10.5  SYNTHESIS AND SUMMARY: CULTURAL MODELS OF HEALTH AND ASTHMA AS A 

CHRONIC ILLNESS 

 

The cultural models outlined in this chapter shape the experience of health and 

asthma, and the meaning given to asthma, for the study participants.  This section 

summarises these cultural models in light of the broader cultural concepts and values 

that underpin the models presented here. 

 

10.5.1  Australian cultural models 
 

The Australians include the participants in this study and the biomedical 

educational and research literature.  The central concepts that form the framework for 

the cultural models of health and asthma as a chronic illness were shared by people 

whether they were the subject (ie the person who was ill or discussing their own state of 

health) or the observer (ie a person discussing someone else’s illness or state of health).  

Some of the detail of the models differed, however, by whether the person was the 

subject or not. 
 

A cultural model of health 
 

The central ideas in the Australian model of health are the following: 

• Ascribed health: To be healthy requires the absence of a debilitating or painful 

illness/injury. 

• Achieved health: Health is also ‘achieved’ through the performance of what 

health promotion messages advocate as ‘right’ behaviours: abstaining from 

risk behaviours, such as smoking, and performing health behaviours, such as 

exercise and eating a low fat diet are required to be healthy. 

• Health and morality: To be healthy has a moral dimension, such that those 

who do the right things deserve to be healthy and those who do the ‘wrong’ 
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things are not really healthy, and if they get ill, risk being judged for their lack 

of self-discipline and self-control. 
 

In discussing their own health, the person (subject) would often minimise illnesses 

or ‘bad’ behaviours, and still consider him/herself to be ‘reasonably’ healthy.  These 

same illnesses or risk behaviours might be enough, however, to judge another person as 

unhealthy. 
 

Asthma as a chronic illness 
 

The central concepts of the cultural model for asthma as a chronic illness include 

the following: 

• Adjustment process: After the onset, or re-onset, of symptoms a person goes 

through a period of adjusting to the impact of asthma on a his/her life, which 

culminates in the acceptance of the permanence of the condition. 

• Normalising life: Getting on in life day to day is presented as living normally, 

and minimising asthma, but recognising it can be a serious disorder and 

frightening when it is exacerbated. 

• Minimising asthma by controlling it: To minimise the impact of asthma a 

person (without the need of family involvement) is responsible for taking 

control of asthma with the assistance of his/her doctor, the use of medication, 

and knowing and avoiding trigger factors, but this personal control has its 

limits, and then the individual must seek medical assistance. 

• Chronic illness status: A person with asthma is not ‘sick’, and they are still 

healthy, as long as asthma does not interfere with their social functioning. 

• Healthy:  A person with asthma has a responsibility to care for their illness so 

they can get on as normal and fulfil their social duties, and be regarded as 

healthy. 
 

In this study, these central concepts in the Australian cultural model of asthma as 

a chronic illness were shared by the Australians whether they had asthma or not.  

Beyond this basic framework, however, are shared concepts that apply to the subject 

(the person with asthma) but not the observers (spouses and biomedical community in 

this study).  The aspects of the cultural models of asthma as a chronic illness that apply 

only to the subject are the following: 



 266

• Preventive medication: During the adjustment process people with asthma 

sometimes reject the permanent need for medication as part of the rejection of 

their chronic illness and the meaning of this illness, that is, that they are now 

physically compromised, permanently. 

• Minimising: People present themselves as normal and minimise asthma in how 

they speak of the impact of the illness on their life (its a ‘nuisance), and as 

goals of treatment and of medication use. 

• Taking control: People with asthma include a dimension of controlling asthma 

that is self-control, including self-talk during attacks of asthma and efforts to 

keep their fearful emotions in check; for observers, self-control is confined to 

taking the required ‘responsible’ behaviours to control asthma, that is, using 

medication as prescribed by the doctor. 
 

It is argued here that the subject dimension to these cultural models would be 

shared by the observers if they became the subject themselves.  Evidence for this view 

is the way the spouses, while not minimising their partner’s asthma, were prepared to 

minimise their own chronic illness.  In addition, lay people (those with asthma and the 

spouses) were more prepared to label themselves as healthy then they were other 

people.  Being a subject of an illness opens up a range of issues that are largely 

‘invisible’ to the observer, unless the observer becomes ill him/herself.  

In this study, the subject-specific part of the model is focused on dealing with the 

impact of asthma on personal identity and presenting oneself as a valued person.  

Amongst the Australians, those who appeared to suffer the most from asthma were 

those who had the most difficulty reconciling the impact of asthma, and the need for 

preventive medication, with their personal identity, and happiness, as able-bodied and 

independent. 

In general, the model of asthma as a chronic illness is highly dependent on 

biomedical knowledge.  It is because of the biomedical medications that it is possible 

for people to manage their asthma long-term, but not cure it.  Biomedical treatments 

make the requirement for adjustment necessary, and also facilitate people, with 

potentially debilitating asthma, to be able to minimise their illness, and present 

themselves as ‘normal’, and just like other people without the condition. 

In this study, the Asian-Australian participants shared the fundamental elements 

of the Australian cultural model of asthma.  With time and exposure to mainstream 
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Australian culture, their personal models appeared to be influenced by the Australian 

cultural models of health and asthma as a chronic illness. 

In Australia, the limited degree of shame and stigma that appears to be associated 

with the illness label, asthma, is, in part, because the illness can be very mildly 

debilitating, particularly with the use of medication, as the number of elite athletes with 

asthma indicates.  There is also relative tolerance in Australian society for people with 

disabilities (Westbrook et al., 1993). 

The mind-body separation in biomedicine has left lay people to negotiate their 

own approach to caring for the emotional dimensions of asthma.  In this study, the 

Australians did this through the familiar idiom of self-control.  Using self-control to 

quiet emotional states is reflective of the concept of the individualised self, as the seat of 

consciousness; this conscious self, in turn, is expected to take some measure of control 

over one’s emotions and bodily states. 

 

10.5.2  Vietnamese-Australian cultural models 
 

The sources of the Vietnamese models are the participants in this study, and the 

translator, with studies from the literature used to test the models (eg Easthope and 

Julian, 1996; Nguyen et al., 1999; Tung, 1980).  The models presented for the 

Vietnamese participants are less detailed, and offered with caution, because the number 

of participants was small. 
 

A cultural model of health 
 

The central concepts in the Vietnamese model of health include the following: 

• Absence of illness: To be healthy requires a person to have no debilitating or 

“hard to cure” illnesses. 

• Behaviours for health: For good health a person needs to eat well, be active 

and not “worry too much”. 

• Morality: Being healthy contributes to a happy life, but there is not a strong 

moral tone to being healthy or behaving in ways to ensure good health. 
 

The Vietnamese model of health reflects Asian, and specifically Taoist influences, 

on the need for a person to behave with moderation to ensure health (Jewell, 1983).  The 

Vietnamese people in this study also linked health to the absence of debilitating 
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illnesses.  Unlike the Australians, the Vietnamese people did not use the language of 

Australian health promotion and did not appear to have exposure to these programs.  

Some researchers argue Vietnamese people feel a duty to ensure their own health 

through their actions, for the good of the family (Marr, 1987; Tung, 1980).  This may be 

the case for participants in this study.  The Vietnamese people, however, did not appear 

to morally judge themselves or other people for showing a lack of self-discipline or self-

control with regard to health behaviours, as the Australians did. 
 

Asthma as a chronic illness 
 

The Vietnamese people understood asthma as an ongoing illness quite differently 

from the Australians.  The central concepts of their model include the following: 
 

• Ongoing illness: While asthma is recognised as a long-term “hard to cure” 

illness, the focus is on finding a cure; otherwise, it is assumed, the illness will 

worsen with age. 

• Hardship: Because asthma limits a person’s physical capabilities, it creates 

hardship, especially because the person cannot work hard for his/her family, 

and also because he/she cannot socialise freely. 

• Caring for asthma: Caring for asthma involves using medication to relieve the 

symptoms, knowing and avoiding trigger factors, and searching for a 

medication that will cure the illness, permanently. 
 

The cultural sources of the Vietnamese models include biomedical knowledge, but 

not to the same extent as the Australian models; notions of health, illness and 

biomedicine from Vietnam; the Asian socio-centric view of self; and their social 

position in Australian society as non-English speaking migrants and refugees. 

The Vietnamese model of asthma as a chronic (or ongoing) illness is significantly 

shaped by their experience as NESB migrants in Australia, and, specifically, their lack 

of access to biomedical knowledge and specialist care; these difficulties might be 

exacerbated for people with limited formal education.  In place of this biomedical 

knowledge, people in this study relied on previous understandings of what biomedicine 

is capable of, that is, acute cures that are like “magic” (Tung, 1980).  The importance 

people placed on the limitations asthma imposed on their ability to work hard, reflects 

their collectivist cultural values, where a person’s sense of health and happiness is 

closely tied to the welfare of the family (Gordon, 1988).  Because they had an illness 
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that interfered with their ability to provide for their families, they felt a great deal of 

suffering. 

To have a chronic illness for the Vietnamese people was to be ‘sick’, unless it was 

so mild it did not interfere with their ability to work and socialise.  People with asthma 

were not healthy, then, unless their asthma was very mild.  The Vietnamese people did 

not share the Australian notion of a chronic illness state, where a person can have a 

potentially debilitating illness, but ‘manage’ it, so he/she can effectively be healthy and 

‘normal’.  Whether the Vietnamese would develop such a concept in their model if they 

had the access to biomedical knowledge, and understood how to use their preventive 

medication, is unclear.  Such a chronic illness status would probably manifest 

differently for Vietnamese people, given that they do not share the Western notion of an 

individualised self, and notions of normality and independence.  The chronic illness 

status would no doubt be negotiated amongst Vietnamese people, based on their 

collectivist cultural values, where personal happiness and identity are closely linked to 

their social roles in, and welfare of, the family. 

The Vietnamese participants in this study also did not strongly associate shame 

with asthma, but perhaps there was a duty to be seen to do all they could to find a cure 

for asthma, because of the way it limited their ability to contribute to the family.  

Expressing their hardship with regards to asthma showed other people they were aware 

of their duty to the family and that they were doing all they could to rectify the situation.  

Older men, no longer needing to work hard in their role in the family, appeared to be 

less emotionally distressed by their asthma, and perhaps were a little proud that this 

illness in old age was a consequence of their hard work as young men. 

While not clearly an idiom of distress for Vietnamese people, their suffering from 

asthma was strongly linked to their position as NESB migrants in Australia, where they 

lacked status in society, and the means and language skills to gain access to the 

biomedical education and services on offer in Australia. 

 

In the next chapter the implications of the findings of this study are discussed, 

with particular reference to using the insights to construct education programs for 

people with asthma, and offering some observations on the impact of health promotion 

in Australia.  The implications for medical anthropology of this study’s findings are also 

discussed, and some suggestions for future research are provided. 

 



CHAPTER 11 

 

STUDY SCOPE, IMPLICATIONS AND RECOMMENDATIONS, 

AND FUTURE STUDIES  
       

The first section of this chapter considers some of the issues raised by using 

explanatory and cultural models to represent illness, and the experience of illness and 

health.  The particular limitations and strengths of this study are then outlined.  The 

following section includes some recommendations from this study, for asthma 

education programs and health promotion in Australia.  Some implications for medical 

anthropology are then discussed.  Finally, some suggestions are made for future 

research. 

 

11.1  SCOPE OF THE STUDY 

 

11.1.1  Using models 
 

In this study, explanatory models (EMs) have been used to explore the realities 

and reasoning employed by doctors and lay people, with regards to understanding and 

caring for asthma.  Cultural models have been used to consider the reality and 

assumptions that doctors and lay people share in common, and that are dependent on 

their shared culture.  This section considers some of the issues raised by how EMs and 

cultural models were used in this study. 
 

Explanatory models 
 

Explanatory models are personal models that apply to a particular illness at a 

particular time (Kleinman et al., 1978), so they change over time.  While this study 

presented shared EMs for particular groups of people, there is of course variety between 

people’s EMs within these groups, based on, for example, their personal experience, and 

structural factors, such as age, sex and access to health care.  Because the EMs in this 

study have been confined to shared ideas, they lose some of the richness and detail of 

presenting personal models.  In addition, the models presented here capture a moment in 

time, and so do not reflect the changes that occur over time in a person’s model.  These 

generalised models, however, do depict the central ideas shared by the people in this 
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study, but, of course, do not apply equally to all people in each category, the biomedical 

practitioners, Australian people with asthma and Vietnamese people with asthma. 
 

Cultural models 
 

In this study, ‘Australians’ included people who spoke English fluently and 

participated in mainstream Australian society.  In the area of health and illness, 

Australia is relatively culturally homogeneous to the extent that there is one clearly 

dominant medical system (biomedicine) that determines the approach to, and official 

health promotion about, health and illness.  The biomedical knowledge disseminated to 

lay people figured prominently in the content of the Australian cultural models of health 

and asthma as a chronic illness.  Furthermore, the health care system is dominated by 

Western values and worldviews.  The Australian doctors and lay people shared an 

understanding of chronic illness that was largely dependent on the concept of an ego-

centric, or individualised, self.  As a result, the Australians shared similar concepts, such 

as wanting to normalise and minimise asthma, and that chronic illness needs to be 

managed but cannot be cured.  Even the Asian-Australian participants appeared, in 

discussing their asthma and views of health, to have models compatible with the other 

Australians.  Notable exclusions from the category of ‘Australian’ include migrants 

from non-Western (particularly collectivist) cultures who remain culturally, and 

linguistically, isolated from wider Australian society, such as the Vietnamese 

participants in this study.  Indigenous Australians, who have a strong collectivist basis 

to their cultures, might also be unfamiliar with some of the key concepts and 

assumptions of the Australian models, particularly the primacy of individual behaviour 

in health (see Thompson and Gifford, 2000). 

Cultural models do not fit each member of the culture equally well (Garro, 1988, 

1998b).  In this study, the cultural models were constructed to include concepts that 

showed no definitive pattern by demographic feature, such as being confined to one 

gender or socio-economic class.  For example, personal identity, and specifically the 

importance of able-bodiedness and independence to personal identity, is included as a 

part of the cultural model, but does not apply to everyone.  Although personal identity 

was not clearly associated with demographic features, people of a particular sex (male), 

class (working) and age (middle-age) might be more highly represented amongst the 

group of people who expressed concern for the impact of asthma, through physical 

limitations, on their personal worth.  This is then a feature of the cultural model that 
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applies to people who have physical able-bodiedness as a strong component of their 

personal identity, which might be expected to occur commonly within Australia, given 

the cultural value placed on physical integrity and independence (Bennett et al., 

1999:113, Kirk and Tinning, 1994). 

This study focuses on culture, and some local social constraints, that shaped 

people’s experiences of illness and health.  Culture is one influence amongst many that 

shape the experience of health and illness, and decisions made in care (Garro, 1998a; 

Hunt, 1998).  Other aspects of life that influence the experience of illness include 

personal experience (and models), emotions and the constraints created by the 

ecological and global politico-economic environments.  For a complete picture of living 

with asthma, the other dimensions that shape experience need to be investigated. 

Presenting people’s shared “mental maps” (Shore, 1996:47) as cultural models 

makes visible shared understandings that are often invisible to culture members.  Using 

cultural models illuminates the assumptions people share about how the world is: for 

example, how the mind-body dualism and the idiom of self-control shape the personal 

experience of asthma, or the link that exists between health, morality and self-discipline.  

Making cultural models visible is important for health care, because the models and 

assumptions shape the way services are offered and expected to be used.   

Being aware of implicitly shared cultural models is particularly important when 

providing services to people who are from other cultures.  The Vietnamese people, for 

example, had access to biomedical medication, which they used in line with models 

they already had in mind about health and illness and the use of biomedicine, so they 

used their medications to relieve the symptoms of asthma, and expected to find a cure 

for their illness.  The notion of ‘chronic’, and its associated need for long-term 

medication use, was a concept the Vietnamese people did not appear to share, but the 

lay Australians implicitly understood from the term ‘chronic’ illness.   

As heuristic tools, explanatory and cultural models can illuminate the lived 

experience of people with regards to health and illness, and show how culture, in 

particular, contributes to shaping this experience.  These insights, in turn, can assist in 

tailoring health care programs to be more responsive to the needs, values and 

understandings of the people they are intended to serve.    
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11.1.2  Using quantitative and qualitative approaches 
 

This study combined the use of quantitative and qualitative approaches to data 

collection, using both questionnaires and semi-structured interviews.  Using 

questionnaires allowed access to a large number of people, the exploration of people’s 

knowledge of existing models (in this case the biomedical model of asthma), and the 

gathering of information about the illness, including medications that were used, how 

often people experienced symptoms and what triggered their illness.  The questionnaires 

permitted statistical analyses to be done on the data showing shared responses people 

had, and how certain illness features were associated with demographic features.  For 

example, according to the questionnaire results, people who reported their asthma as 

moderately debilitating were more likely to have used CAM therapies than those who 

reported mild or more severe levels of debilitation (see Chapter 9). 

The qualitative technique of semi-structured interviews involved accessing fewer 

people, but allowed the participants to direct the discussion, permitting themes to 

emerge that were significant to the participants but were not, initially, obvious to the 

researcher.  The interview discussions also allowed the exploration of the inner logic of 

people’s decision-making processes and revealed the meaning of asthma for the 

participants.  For example, the Australians discussed the importance of accepting 

asthma and its permanence as part of how they lived with the illness; this was a concept 

not expressed by the Vietnamese people with asthma.  The interviews allowed the 

participants to discuss their concerns and priorities, in their own language, thereby 

revealing more of the models people have, both explanatory and cultural.  

Using both quantitative and qualitative approaches placed limits on both styles of 

data collection.  The depth of exploration was more limited than might be possible in a 

solely qualitative investigation.  There were also limits on the extent to which the 

intracultural differences in responses could be explored, and on the degree of inter-

observer reliability that is possible, compared with when a quantitative approach, only, 

is used (eg Pachter et al., 2002).   

Using the dual approach permitted access to the lived experience of ‘ordinary’ 

Australians living in the suburbs, with asthma.  The questionnaires allowed a general 

picture to emerge of people’s attitudes to the illness and its impact on their lives and 

how they cared for it.  The interviews revealed much more about the meaning of asthma 

in people’s lives and the models people shared for asthma and health, models that 

shaped the experience of the illness and its care.  The interviews also revealed how 
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Australian lay people and health care practitioners shared in common models of health 

and of asthma as a chronic illness. 

 

11.1.3  Study limitations 
 

11.1.3.1  Data age 
 

In this study, the questionnaires were completed in 1992-93, along with most of 

the medical interviews, and the interviews with the lay people were conducted in 1993-

1994.  One limitation of this study, therefore, is the age of the data.  In addressing this 

concern, an extensive review of the literature has been conducted to establish what has 

changed in this time. 

Significant changes that have occurred, and are relevant to living with asthma, 

include the advent of new medications to treat asthma (especially long-acting relievers); 

the refinement of the Asthma Management Plan (AMP), particularly the emphasis on 

having the Action Plan in written form (NAC, 2002); and the introduction of specialist 

asthma educators to teach people how to care for their asthma in line with the AMP 

(Fardy et al., 2004).   

The fundamental issues raised in this study were well established by the early 

1990s and appear, based on the literature, to be enduring in 2004: specifically, the need 

to explore further people’s everyday reality and decision-making with regard to asthma 

(Douglass et al., 2002).  In addition, the morality associated with the performance of 

health behaviours, and the challenges faced by NESB migrants in accessing health care 

services (Manderson and Allotey, 2004), remain relevant.   

Long-acting reliever medications are new treatments for asthma that would have 

changed the medical regimens, in particular, of people who previously required 

theophylline and, in all likelihood, would have brought greater relief from the symptoms 

of asthma (see Hancox and Taylor, 2001; Martin, 2003; Settipane et al., 2003).  It is 

unlikely this medication would have changed significantly the models of asthma, as 

outlined in this study.  With long-term relievers, people still require their medication, 

including steroids, on a daily basis and for the foreseeable future.  This means concerns 

about being dependent on medication and the possible harm medication might be doing 

would remain, as would the impact of asthma on a person’s identity.  Indeed some 

medical studies conducted since the availability of long-term reliever medication 

indicate that people with asthma are still concerned about being reliant on medication 
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(Hansson Scherman and Löwhagen, 2004), including people in Australia (Adams et al., 

2001a).  Hansson Scherman and Löwhagen (2004), in a study in Sweden, found that the 

concern for medication doing physical damage, and the desire to use medication to 

relieve the fear and discomfort from asthma, were central themes expressed by 

participants in interviews that were conducted eight years apart.  This finding also 

supports the notion that fundamental themes, or aspects of a model, can persist over a 

number of years (see below). 

Only a few lay participants in this study had heard of an AMP in 1993.  It is likely 

that by 2004 many more people have been exposed to an AMP, and specifically an 

Action Plan for acute episodes of asthma.  Recent evidence, however, suggests that the 

uptake of the Action Plan has not been very high, and indeed might be on the decline, 

from a peak of 40% in the late 1990s to approximately 20% of people in 2003 (Wilson 

et al., 2003).  With only limited uptake of the plan, biomedical researchers are 

becoming increasingly interested in understanding the point of view of patients, 

especially with regards to caring for asthma (Walters et al., 2003).  Studies are 

beginning to appear in the Australian medical literature that consider the priorities of 

people with asthma (Douglass et al., 2002; Goeman et al., 2002), and doctors appear 

more open to qualitative approaches (Ruffin et al., 1999) than might have been the case 

a decade ago (ASSA, 1998).  The thesis of this study remains relevant: since the AMP 

was primarily designed from the biomedical perspective, it does not take into account, 

sufficiently, the everyday reality of people living with asthma, and the practical 

reasoning that underpins their decisions about medication use and when to seek help in 

acute episodes. 

While cultural models do change over time, some aspects of culture remain 

resilient over long periods (D’Andrade, 1999; Strauss and Quinn, 1997:256).  In this 

study, for example, the major concepts presented as part of the experience of living with 

chronic illness have been reported over several years in Western societies, including 

normalising and minimising as approaches to living with chronic illness (Bury, 1991; 

Henry et al., 2004; Strauss and Glaser, 1975).  The major Australian cultural values 

apparent in this study, independence and able-bodiedness, also appear to be enduring 

values (see Bennett et al., 1999). 

What is more likely to have changed in a way that affects the relevance of the 

results of this study is the experience of the Vietnamese participants.  While most 

participants had been in Australia for over ten years at the time of the interview, they 
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may well have had greater exposure to mainstream Australian society since 1993.  The 

fundamental challenges of being NESB migrants still apply, such as the difficulties in 

accessing health care services (Allotey et al., 2002; Manderson and Allotey, 2004), and 

people from collectivist cultures being particularly isolated from the individualistic 

health care system in Australia (Henry et al., 2004).  There is increased sensitivity to the 

special needs of different cultural groups (Easthope and Julian, 1996:120; Henry et al., 

2004), yet the ethnic-specific services in Australia appear to be reducing in number 

(Allotey et al., 2002); instead, people are encouraged to use the mainstream medical 

services, which are ill-equipped to meet the special needs of NESB people (Manderson 

and Allotey, 2004).  There were services available for NESB migrants in 1993, 

including community health care centres in the suburbs where many Vietnamese people 

lived.  None of the participants in this study were using these services at the time, so it 

is unclear to what extent people living in the suburbs, within the confines of their ethnic 

community, and without speaking English, are better able to access health care services 

available through hospitals and community centres.   
 

11.1.3.2  Methods 
 

One methodological limitation in this study was the large size of the 

questionnaire, which had several questions, some with several parts (see Appendix 1).  

It is likely a smaller document would have encouraged a higher return rate, as might 

have efforts to more closely target the distribution of questionnaires, for example, by 

approaching fewer practitioners, but following them up more rigorously.  The 

respondents who were recruited had a variety of demographic features, including sex, 

age, occupation and suburb of residence; however, they were generally well educated, 

spoke English fluently and were motivated to participate in the study.  The findings 

from the questionnaires were consistent with other quantitative medical studies of 

asthma knowledge in Australia (Adams et al., 2001a; Brodalka et al., 1990; Byrne et al., 

1993; Rubinfeld, et al., 1988).  When asked why they participated, the interview 

participants generally said they were happy to assist or that they were interested in the 

study.  There were no indicators that clearly demarcated the interview participants of 

this study from other people living in Australia with asthma, beyond the requirements of 

being able to communicate in English, living in Perth and being willing to participate.  

In this study, the cultural models are not as exhaustive or complete as those 

presented in cognitive anthropology (see for example D’Andrade’s [1995:158] model of 
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mind).  In particular, the models of health, while presented here as models, are more 

accurately confined to aspects of models of health.  A more rigorous investigation of 

how people understand health might reveal many more components to the model, 

including, perhaps, a clearer definition of what health is, the relationship between 

physical health and a person’s state of mind, and the connection between health and 

social harmony.  In addition, some aspects of Australian culture were not visible to the 

researcher until after the data collection was complete.  For example, assuming 

decisions about health care were made at the level of the individual (see Garro, 1998a), 

and not exploring the possible connection between health and social harmony, reflect 

cultural assumptions made by the Australian researcher.   

The results for the Vietnamese people were limited by the small number of 

participants, so the models presented for the Vietnamese people are offered cautiously.  

Nevertheless the Vietnamese people did express ideas and experienced social 

constraints that clearly demarcated their experience from the general Australian 

population, specifically their particular understanding of the notion of chronicity, and 

their lack of access to biomedical knowledge and specialist services. 

The need for a translator limited the depth of exploration of the Vietnamese 

people’s experiences, particularly with regard to sharing narrative accounts of acute 

episodes.  The use of the same translator for each participant might also have given a 

particular bias, and the impression of greater homogeneity in responses than there 

actually was.  How words or concepts were translated from one language to another was 

at the discretion of the translator and not generally questioned by the researcher.  For 

example, none of the Vietnamese people appeared to use the concept of ‘taking control’ 

of their asthma, but it is unclear what idiom they used in its place to communicate how 

they related to their illness.   

Many people who assisted in recruiting Vietnamese participants cautioned that 

Vietnamese people do not readily volunteer for research studies, and are inclined to say 

what they believe the interviewer wants to hear.  Participants in this study appeared 

quite willing to speak freely about how they cared for their condition and how it 

impacted on them.  Some of the participants were known to the translator, or were 

recruited through other Vietnamese people known to the researcher, which might have 

assisted in their preparedness to be open.  The researcher was introduced as a student, 

which might have made the circumstances of an interview less confronting, and so 

encouraged candidness.  Recruiting people in the first instance did prove challenging, 
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but those who agreed to participate appeared to speak openly about their experiences 

and their concerns.   

The Australians, too, appeared to discuss their experiences openly and candidly.  

On a few occasions, however, it was sometimes mid-way into the interview before 

people were prepared to distinguish how they used their medications from what they 

knew they ‘should’ do, based on what their doctor had prescribed for them. 

 

11.1.4  Study strengths 
 

One strength of this study is that it applies an (medical) anthropological 

perspective to health and chronic illness in mainstream Australian society.  To date, 

social scientists do not appear to have studied the experience of living with asthma, nor 

have explanatory models or cultural models been used to represent health or chronic 

illness, in Australia.  Worldwide, only a handful of studies have applied social science 

perspectives to asthma, mainly sociological studies in the UK (Adams et al., 1997; Gabe 

et al., 2002) and a small number of anthropological studies in the USA (Becker et al., 

1993; Pachter et al., 1995, 2002).  This study makes a contribution through using 

explanatory models to explore the differences between the worldviews of biomedical 

practitioners and the lived reality of people.  Cultural models have been used to make 

visible the cultural dimension of health care models and services that the Australians 

share, but the Vietnamese people do not. 

This study also explores chronic illness as a topic of investigation in medical 

anthropology.  The understanding of chronicity is well documented as part of lay 

models and reality for people living in Western societies (Bury, 1991; Charmaz, 1983; 

Lowton and Gabe, 2003).  The results from this study support the contention that people 

from non-Western societies, especially those where poorer people have less exposure to 

biomedicine and that have collectivist cultures without the notion of an individualised 

self, might not share the required knowledge of biomedicine, the expectation of 

‘management’, nor the goal of living ‘normally’ with illness (see below, section 11.2.3). 
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11.2  IMPLICATIONS AND RECOMMENDATIONS 

 

This section explores how some of the findings and insights of this study might be 

applied to assist in providing health care services in Australia.  These include proposing 

education programs for people with asthma, some observations about the implications 

of health promotion in Australia and a discussion of the implications of this study for 

medical anthropology. 

 

11.2.1  Education programs for people with asthma 
 

In Australia, the biomedical community has placed great emphasis on the need to 

educate people with asthma about their condition and how to care for it (NAC, 2002).  

Education programs are provided for groups of people, through organisations including 

the Asthma Foundation.  Biomedical practitioners are also encouraged to educate 

patients as part of the Asthma Management Plan (AMP) to care for the disorder.  The 

NAC (2004b) have devised a ‘3+Plan’ for GPs, which recommends three visits over 

four months to a GP, in which people are taken through the steps of the AMP.  The 

various education programs typically teach people about asthma in line with the AMP 

guidelines, including the following information: 

• what asthma is;  

• how the medications work and how to use them effectively, while stressing the 

importance of preventive medication;  

• establishing what the trigger factors are; and  

• assisting people to learn how to care for their illness and devise a written 

Action Plan for what to do during acute episodes of asthma (Barnes and 

Godfrey, 2000; Boulet et al., 1994; Chapman et al., 1994; Cockcroft, 2001; 

NAC, 2002).     
 

As part of this study, two education programs for lay people living with asthma 

were attended.  One was conducted through the Asthma Foundation and another at a 

University extension program (Thompson, 1993).   

In the literature, the goals of education are predominantly biomedically derived, 

and include improved lung function, decreasing the use of health care services, and 

changing behaviour (for example increasing the use of preventive medication).  Less 

attention is given to what have been termed ‘morbidity measures’, such as the patient’s 
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perceived level of control, anxiety levels and reducing days lost from work (Boulet et 

al., 1994; Gibson and Boulet, 2001; NAC, 2002).  In the advice given to doctors, 

reference is made to addressing the ‘psycho-social’ impact of asthma, but limited detail 

is provided on how to do this, beyond advising doctors to counsel their patients (Gibson 

and Boulet, 2001).   

One USA publication is more tailored to the daily concerns of lay people, by 

providing some guidance and solutions for people living with chronic illnesses, 

including asthma (Lorig et al., 1994).  The book includes information about what 

asthma is and how the medications work, suggestions for exercising, and practical 

solutions to the everyday limitations chronic illnesses can create (ibid).   

The present study explored the lived reality of people with asthma and their 

spouses.  This knowledge can be used to devise an asthma education program that gives 

a more central place to the everyday concerns and perspectives of people living with the 

illness.  The programs presented here are based on the current education programs, with 

changes and different emphases that stem from the findings of this study and the 

concerns that emerged for people living with asthma.  Addressing the concerns of 

people may increase the participation rates in education programs, if people perceive the 

programs are going to address directly the issues of greatest importance to them.  The 

suggestions that follow are for general group run education programs: one targeted at 

Australians living with asthma, and another tailored to Vietnamese-Australians with 

asthma.   
 

11.2.1.1  Suggestions for education programs for Australian people with asthma 
 

This model for an education program is targeted at the general English-speaking 

Australian community (ie the Australian participants in this study and the dominant 

target group for the AMP).  Based on the findings of this study, the goals of treatment 

for an Australian person living with asthma include reducing the symptoms of asthma 

so that the following can occur: 

a) he/she functions as a full social participant;  

b) the person develops a sense of being safe from the physical distress and the 

unpredictable and life-threatening episodes of asthma; and  

c) he/she is able to maintain a positive personal identity, despite the limitations 

imposed by asthma and the dependence on medication. 
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These goals are embedded within wider concerns and priorities in life, including 

family obligations and work commitments, and concerns closely related to the care of 

asthma, such as how the medications used to treat the illness impact on a person’s 

general health, and how the dependence on medication clashes with his/her identity as 

independent and able-bodied.  Structural barriers that shape the experience of asthma, 

such as access to health care services, and the ability to avoid trigger factors, including 

occupational pollution, also impact on the choices that are available to a person in 

caring for his/her asthma.   
 

Education program for asthma entitled, “How to control your asthma and keep 

medication use to a minimum.” 
 

This education program has two stages.  The first involves imparting information 

about asthma and the medications available to treat the condition, with the use of 

handouts and a discussion format.  The second stage is a less structured discussion 

group designed to assist and support people as they share stories about the impact 

asthma has had on their lives, and devise strategies for caring for their condition. 
 

Stage 1.  Information about asthma and its care 
 

The participants in the present study wanted biomedical information about 

treatments for asthma, and looked to their doctor as a primary source of information 

about their illness.  In light of this, the first stage of the program would be structured to 

inform people about the disease of asthma and the treatments available for it.  From 

this study, it appears that detailed knowledge of what asthma is as a disease, and how 

the medications work, is not necessary to care for the illness in a way that the person 

feels in control, and understands the use of preventive medication.  In conventional 

education programs, some time is spent describing the disease process of asthma.  It is 

possible to confine this explanation to a brief description, and provide more complete 

descriptions in handouts given before the program.  People can then ask any specific 

questions during the session, freeing up more time for discussion. 

Information about medications would be included in the program, and also as a 

written handout.  The information that is required includes how to use the medications, 

how they work in the lungs, what the potential side effects are, and a candid discussion 

of the long-term effects of medication.  The concern for the potential harmful effects of 

medicines was central to the approach taken with regards to medication use, amongst 
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the Australian people in this study.  The discussion of medications requires full 

disclosure on the part of biomedical educators, by not just stressing the importance of 

using, especially preventive, medication (Campbell et al., 1994; NAC, 2002), but by 

discussing the potential ill effects of medications, which people in this study suspected 

might be occurring, but felt uninformed about.  People do not necessarily stop using 

medication once they know there are ill effects.  Indeed many people in this study 

reported side effects from their medications but still used them.  Putting these issues in 

the open may have the effect of allaying fears, and assisting people to make informed 

choices about how to use medications.  In addition, in this discussion, it might be useful 

to explain what steroids are and what they are not (ie anabolic, performance enhancing) 

to demystify them. 

The education program would also include information about measures that can 

assist in minimising the need for medication.  This might include information on 

complementary and alternative medicines (CAMs) (presented by invited practitioners), 

allergy testing, how to improve inhaler technique and demonstrations of the use of 

spacers and peak flows, how to exercise safely, and suggestions from participants about 

how to minimise exposure to trigger factors or side effects from medication use.  Some 

of this information might need to be negotiated between participants and biomedical 

practitioners, but it appears likely that Australian people living with asthma would 

welcome information that assists in reducing the need for medication.  One of the key 

goals for Australian people with asthma, that emerged in this study, was how to reduce 

their asthma, such that they could fulfil their social roles and be full social participants, 

while keeping their use of medications to a minimum.   
 

Stage 2.  Discussing living with asthma 
 

This stage of the education program is designed to provide people with an 

opportunity to discuss their experiences of asthma, their concerns, fears and needs, 

within a safe environment, that is, one where they are supported by others with the 

illness and the program’s facilitators.  Addressing their experiences in an education 

program, in a systematic way, is potentially challenging, but necessary, because so 

much of living with asthma is adjusting to the impact of the illness on a person’s social 

roles and personal identity.  Furthermore, the social and emotional impact of asthma 

appears to be discussed infrequently by Australian people with their family and friends, 

so a forum to share these issues might be of benefit.  Having the education program run 
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by health care workers, for example a nurse, would be one way to ensure people feel 

more comfortable sharing openly their fears and vulnerabilities.  Doctors, given their 

position of authority in society, may be best employed as guest speakers throughout the 

discussion (see below). 

The forum discussion, in the first instance, would be centred on four major topics:   

i. the process of adjustment that occurs when a person (re)develops asthma and 

as they come to terms with its permanence;  

ii. the relationship between asthma and emotions;  

iii. the issues that arise in asking for help, and to develop Action Plans for what to 

do when personal efforts to control asthma are no longer enough; and 

iv. the social and economic constraints that shape a person’s experience of asthma 

and the options he/she has to care for it.   
 

(i)  Adjustment process.  Topics that might be covered when dealing with the 

adjustment process include the following: 

• the challenges of accepting the impact of asthma on physical abilities;  

• the grief that might result from having an illness as a permanent part of life, 

and the time it takes to reach acceptance of this permanence;  

• the practical implications that are created by the impact on occupational 

abilities or family roles; and  

• the insult to a person’s personal identity that might occur from no longer 

being as physically able as was previously the case, or as other people 

appear to be.   

People will have different concerns that require addressing; the aim is to give a 

voice to the adjustment process people go through after the onset, or re-onset, of their 

condition.  

(ii)  Asthma and emotions.  People in this study recognised emotional states as 

triggers for their asthma, and as part of the experience of acute episodes that needed to 

be addressed.  By creating a safe (ie non-judgemental) environment in which to directly 

discuss the mind-body link, any potential stigma can be addressed openly and people 

can be assisted in devising ways to respond to and cope with their emotions.  These 

efforts may include teaching people relaxation techniques, especially to be used during 

exacerbations of the condition.  Acknowledging stress and how this affects asthma, and 

exploring ways to reduce stress, might also prove useful.   
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(iii)  Acute care.  Step 5 of the AMP is designed for the individual to create an 

‘Action Plan’ with their doctor, including instructions on when to seek assistance, based 

on the signs of deteriorating asthma (NAC, 2002).  In this program, the Action Plan 

would be expanded to address the practical reasoning of people’s decision-making 

during acute episodes, and to incorporate an active role for a family member at this 

time. 

For this discussion, where possible, a family member(s), such as a spouse, would 

be invited to join the group, to develop strategies for what to do during acute episodes 

of asthma.  This Action Plan would include guidelines for the spouse on the types of 

assistance and support to provide the person with asthma, such as assistance with 

household and familial duties.  It would also include clear markers for the spouse to 

indicate when they need to seek medical help for their partner.   

Giving the spouse a role would assist the person with asthma, because the ill 

person, alone, would not have to cope with the fear and danger of an acute episode.  In 

addition, the person with asthma has someone else making the request for help from the 

health care sector, reducing the risk of being socially sanctioned for lacking self-

reliance.  Having a set of instructions on what to do for his/her partner, especially when 

to step in and perhaps take their partner to ‘safety’, would provide practical assistance 

and peace of mind for the spouse, or other family member.   

The plan would also need to be tailored for each person and their family, 

depending on their particular needs and challenges; that is, it would need to address the 

practical limitations that affect the ability of people to reach help during acute episodes.  

These limitations include, for example, having dependent children that require 

supervision, or the need for assistance to get to hospital. 

A further step in addressing the acute care of asthma would be to demystify the 

emergency services that people call on at these times.  Specifically, a doctor from the 

Accident and Emergency department of a hospital could be invited to explain what 

happens when people are taken to hospital with asthma.  Hospitals, in particular, can be 

intimidating places, especially if a person, while struggling to breathe, is wondering if 

he/she made the ‘right’ choice in asking for help.  Doctors have the social authority to 

sanction the decision to seek help, so a doctor can offer reassurance that by going to 

hospital people with asthma are not ‘burdening’ the system, displaying acts of personal 

weakness, or going to be judged by health care workers for not treating their condition 
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‘responsibly’.  This reassurance would address some of the concerns people have about 

asking for professional help in times of crisis.   

The aim of involving family members and doctors in the program is to counter the 

cultural assumption that, for adults, caring for chronic illness is a personal matter, which 

appeared to be at the centre of care decisions, and created conflicting goals, for the 

Australians in this study.  By establishing a plan of assistance for people with asthma, 

they do not need to be on their own in caring for their illness, particularly during acute 

episodes.  The concern about foregoing independence will not be shared equally by all 

Australians, but discussing this kind of vulnerability in an open way might also provide 

a forum for other topics to be raised, such as the fear of dying during an acute attack, or 

the fear of being away from help in case it is required. 

(iv)  Social constraints.  To address more fully the everyday reality of living with 

asthma, it is necessary to recognise the social and economic constraints in people’s 

lives.  This includes the challenges some people face in being able to afford medication 

and avoid trigger factors, and the structural barriers to getting help during acute 

episodes, such as finding assistance with children for a single parent.  It may be possible 

to assist people to overcome some of the barriers that impede their ability to care for 

their illness, by, for example, providing them access to the services that are available to 

assist them.     
 

It is not necessary to lengthen the duration of a conventional education program to 

accommodate these topics.  Instead, the time is used differently, with more biomedical 

information provided in written form, and interspersed in the discussions about living 

with, and caring for, asthma.   
 

Summary of program: The key steps in this education program for Australian 

people with asthma include providing information on the following topics:  

• written information about asthma as a disease, and what are, and how to use, 

the medications; and 

• discussions would occur about the use, and potential effects, of medications, 

and other treatments available for asthma.   
 

A discussion about living with asthma would involve a range of topics including 

the following:  
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• the adjustment process and the impact of asthma on a person’s abilities, 

social participation and personal identity;  

• addressing the link between asthma and emotions;  

• including family members in Action Plans, and presenting doctors as 

sources of support and validation;  

• discussing other topics such as the fears associated with acute asthma; and  

• addressing some of the practical constraints that shape the experience and 

care of asthma.   
 

The education program presented here builds on the programs currently available 

for people with asthma (eg Gibson and Boulet, 2001; NAC, 2004b).  This program 

gives a more central place to the priorities of people with asthma and the everyday 

reality of living with the condition.  The aim is to provide people with greater assistance 

to fulfil their personal goals of being safe from the worst distress and dangers of the 

illness, being full social participants, and retaining a positive personal identity, as they 

go about living with asthma. 
 

11.2.1.2  Education program for Vietnamese people with asthma 
 

Education program for Vietnamese people with asthma entitled, “How to reduce 

asthma so you can work hard for your family and enjoy your life more.” 

 

In this study, the Vietnamese people shared the fundamental concerns of the 

Australians: the need to feel relief, and safe, from the symptoms of asthma; the ability to 

fulfil their social roles and obligations; and the desire to feel happy in their life, which 

for the Vietnamese was closely tied to their ability to work hard for their family.  Like 

the Australians, the Vietnamese people attended to these goals within the practical 

constraints of their daily life.  In addition, the Vietnamese people’s experiences were 

strongly linked to their social position as NESB migrants, which particularly limited 

their access to health care services.  They also had understandings of chronic illness, 

and expectations of biomedicine, that were not shared by the wider Australian 

community.  As a result of their particular concerns, an education program, while 

sharing many of the same topics as the Australian program, would need to be tailored 

for Vietnamese people, especially those who do not speak English fluently, and may not 

share the Australian cultural model of asthma as a chronic illness.   
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As the number of Vietnamese participants in this study was small, the suggestions 

presented here are offered with caution; however, the Vietnamese people did appear to 

have issues, and models, that were sufficiently different from the mainstream Australian 

participants as to warrant a specialised education program.  Given that no such tailored 

programs appear to be available to Vietnamese people in Australia, it is argued that the 

one presented here is a worthwhile endeavour.  This program is aimed at Vietnamese 

migrants who are separated from the wider Australian community, particularly by being 

non-English speaking and by sharing a collectivist Asian cultural background. 

Like the Australians, the Vietnamese people turned to health care, and 

biomedicine in particular, for assistance with the care of their asthma.  The program for 

the Vietnamese people would be provided in a group environment, conducted through a 

community health centre, in the location where they live, ideally conducted by 

Vietnamese-speaking health care workers.  As for the Australians, the program has two 

main stages: imparting information, and providing a discussion group to address the 

impact of asthma on the lives of the participants. 
 

Stage 1.  Information and demonstrations for caring for asthma 
 

Topics to be covered include information about asthma as a disease; the concept 

of chronic illness; and the notion of the long-term care, or management, of illness.  In 

addition, the medications that are available, how they work and the dangers of over-

using them and instruction on the use of inhalers would be discussed.  As a group 

exercise, encouraging people to try a new approach to using their medications, would 

also be recommended.   

Like the Australians, explaining fully what asthma is as a disease might not be 

vital for good care, beyond knowing that asthma is a breathing disorder, which can be 

serious, and life-threatening, even if it does not appear that way all the time.  This 

information could be written down (in Vietnamese) for the Vietnamese people in greater 

detail than it is discussed.  

More importantly the concept of chronic illness needs to be explained, especially 

the following points:  

• that asthma is ongoing (permanent), but will not necessarily deteriorate with 

age;   

• biomedicine cannot cure this permanent illness, but medication can be used 

each day to reduce the illness;  
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• the different roles of preventive and reliever medication would need to be 

explained fully; and 

• the dangers of over-using medications, particularly the use of nebulisers and 

oral steroids, would also need to be stressed.     
 

Once fully explained, people would be encouraged to discuss the information with 

each other, and to ask questions.  As Vietnamese people are generally familiar with 

discussing health matters with each other (Craig, 2000; Marr, 1987), this would provide 

people with an opportunity to renegotiate their models of asthma, including their 

expectations of biomedicine, in light of this new information.   

The use of inhalers would be an important topic to address, including providing 

information and demonstrations on how to use devices to maximise the effectiveness 

(such as spacers) and reduce the after-taste, to which the Vietnamese people, in this 

study, appeared particularly adverse.  People might also take this opportunity to discuss 

and share information about the triggers for asthma, and their experiences with 

medications that they have found useful, including the use of CAM therapies. 

If the education program was to be conducted over a period of a few weeks, 

people could be encouraged to go home and practise the new means of using preventive 

and reliever medication.  They could then report back to the group and share their 

experiences about whether this was an improvement for them or not, or if it created new 

problems that might require solutions, such as unwanted side effects.  This process 

might be especially important for people with less formal education, who, according to 

the Asian GPs, have particular difficulty understanding the complexities of asthma 

management regimens. 
 

Stage 2.  Support and discussion of living with asthma 
 

This stage of the program would provide people with a forum to discuss their 

experiences of asthma, which Vietnamese people may feel more comfortable doing, 

socially, than the Australians.  The topics to cover here include the following: 

i. the hardship of asthma and the challenges faced in finding solutions;  

ii. acute care and making an Action Plan for this time; and  

iii. recognising the practical constraints in gaining access to health care, especially 

specialist services. 
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(i)  Hardships of asthma.  The discussion forum would be intended to offer 

Vietnamese people an opportunity to speak about the impact of asthma, and how it 

interferes with their life, particularly, the ability to work hard for their family and enjoy 

their social life.  The stories of suffering from asthma might well be linked to the 

process and experience of being NESB migrants, including the difficulty of accessing 

health care because of the language barrier, and their fears for the future and for their 

safety during acute episodes of asthma.     

(ii)  Acute care.  Family members would be included in these discussions, 

especially with regard to developing Action Plans of how, and when, to seek assistance 

in acute episodes of asthma.  Being from a collectivist culture, the Vietnamese people 

may be more open to having a role for family members in caring for their asthma, and 

may be less concerned about appearing dependent.  Like the Australians, however, 

Vietnamese people, and their families, would require clear guidelines about how to 

recognise when to seek medical help.  Vietnamese people would also require assistance 

attending to the practical barriers to seeking help, including family or work 

commitments, transport difficulties and, particularly, the language barrier. 

(iii)  Accessing health care.  Together with the Vietnamese-speaking GPs, and 

organisations such as the NAC and Asthma Foundation, these programs can be used as 

a means to develop a pathway that connects Vietnamese people to health care services, 

in particular, respiratory specialists.  Whether this occurs through clinics offered at 

community centres, or hospital clinics employing translators, the aim is to provide a 

pathway through which Vietnamese people can get from their suburban homes to 

specialist care, without requiring an emergency visit to hospital, and along the way be 

able to speak their own language.    

The education program is designed to assist Vietnamese people to create a model 

of asthma as a chronic illness that is compatible with fulfilling, as much as possible, 

their goals in caring for the illness.  These goals include reducing the physical suffering 

from asthma, while using their medication in the safest and most effective way, and, 

importantly, to fulfil their social roles in working hard for their families, and to be able 

to socialise more freely. 
 

Summary: The Vietnamese people share goals with the Australians, such as the 

desire to function socially and gain relief from the worst effects of asthma.  The 

information the Vietnamese people require needs to be tailored to their current 

understanding of chronic illness, and requires addressing their expectations of what 
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biomedicine can provide and how to use their medications, most effectively.  With this 

new knowledge, people can co-create a new model of asthma as a chronic illness. The 

discussion stage would address the hardships of asthma, and tailor an Action Plan, with 

family members, for how to react to and care for acute episodes of asthma.  It would be 

necessary also to attend to the particular barriers Vietnamese people face in accessing 

health care services, particularly specialist care.  In this way, Vietnamese people might 

be more able to fulfil their social goals of working hard for their families and enjoying 

their social activities. 
 

11.2.1.3  Tailoring the programs 
 

To adopt the recommendations of this study would require some restructuring, 

and additions, to the content and goals of the current education programs and the AMP.  

Current education programs are well refined in the steps addressing the physiological 

parameters of the disease, and focus on teaching people how to better ‘control’ their 

illness (NAC, 2002).  The education program presented here contributes to the efforts to 

systematically address the wider social and personal impact of asthma on the lives of 

people with the illness and their families.  By increasing the attention given to the 

everyday reality and priorities of people with asthma, the effectiveness of the education 

programs, and their use by people living with asthma, might increase. 

Even in individual education programs, such as those conducted in a GPs clinic, 

efforts can be made to more fully discuss the adjustment process and the grief that 

might occur with the (re)onset of chronic illness and the limitations it imposes.  Further, 

social participation, and people being ‘able to do all they want to do’, is a priority for 

people living with asthma, so identifying these personal goals, and focusing on 

improving social functioning, could be incorporated into the education program, and 

fulfilling these goals could become objectives of the person’s AMP.  The programs and 

AMP also need to acknowledge and address the practical constraints that shape people’s 

experience of asthma and its care, and educators can help develop strategies to address 

these issues, or refer people on to services that can assist them.  In this way, measuring 

the success of the education and AMP would include, not just changes in disease 

parameters and the use of health care services, but also the social participation and sense 

of fulfilment felt by people living with the condition.   

If Australians require services to be more sensitive to their everyday reality and 

practical reasoning with regard to caring for asthma, then Vietnamese people also 
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require services they can easily access, and that assist them in overcoming the language 

barrier and social constraints.  The organisations in charge of assisting the Australian 

community in taking care of asthma (the National Asthma Council and Asthma 

Foundations) are the best positioned to take on the challenge of providing specialised 

health care services to the Vietnamese-Australians, who are marginalised by their social 

position, culture, and the language barrier, ensuring they are among the most 

disenfranchised Australians living with asthma. 

 

11.2.2  Health promotion 
 

In Australia, as in other Western nations, there is a growing morality centred on 

an individual’s responsibility to perform health behaviours.  These behaviours are 

regarded as requiring self-discipline and hard work, so that a person can ‘achieve’ 

health.  The morality has been facilitated by government sponsored health promotion 

messages that are designed, not just to inform, but to encourage people to adopt certain 

behaviours (see ADHA, 2004b; HDWA, 2004).  Researchers warn that the focus on 

individuals needing to change their behaviours can deflect attention from the social 

forces that shape health and illness in society (Crawford, 1977, 2000; Herzlich and 

Pierret, 1987:230-235; Petersen, 1994; Prior, 2000; Seymour, 1989).  In addition, the 

moral dimension of health has implications for how people communicate their 

experiences, and, potentially, for the way health care services are allocated in society.   

In everyday life, when people narrate their experiences, they generally hope to 

receive validation from the listener(s) (Garro and Mattingly, 2001a; Price, 1987).  In 

Australian society, where health is, in part, an achieved state, presenting oneself as an 

‘innocent victim’ of circumstances, or a person who worked hard and showed self-

control and yet still got sick, becomes a requirement for ensuring the validation, and 

emotional support, of others.  In cases where people are unhealthy for reasons beyond 

their personal control (such as debilitating asthma despite their best efforts), they are 

regarded as deserving emotional support in their suffering because they are ‘innocent 

victims’.  If people are regarded as unhealthy because of a lack of self-discipline then 

social support might be denied.  As a result, people may be reluctant to tell others of 

their behaviours for fear of being sanctioned.  Narratives become constructed in line 

with the objective of portraying oneself as innocent, or, if culpable, then with mitigating 

circumstance, hence the person is deserving of validation and emotional support from 

the listener.   
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This morality with regard to the performance of health behaviours may have 

significant implications for the provision of health care services.  People who display 

the required self-discipline are ‘rewarded’ with health, or at least deserve health, and, by 

extension, deserve assistance when they are ill.  People who do not display self-

discipline might be subject to criticism and are denied emotional support, when they are 

ill.  With this in mind, lay people advocate allocating scare health resources to those 

who are considered to be ill through no fault of their own (eg Wittenberg et al., 2003).  

The danger is that people who are poor and disenfranchised in society, and who often 

have more illness, might miss out on services and support under the guise of having 

illnesses that result from a lack of self-discipline.  As illness and the provision of care 

have been moral matters across history and cultures (Hunt, 1998; Pierret, 1995; Turner, 

1984), ‘achieving’ health is another manifestation of that trend, in which the 

performance of health behaviours is required, so the individual earns the right to support 

should he/she get ill. 

Those who do not share the cultural values of Australian society, where physical 

health is a priority, and efforts are focused at the level of the individual, risk being 

further marginalised in the health care system.  For example, some cultural groups, such 

as indigenous Australians, place a higher value on social harmony for personal health 

than performing particular health behaviours.  While social harmony is undervalued in 

the health care system, indigenous people risk being sanctioned for not performing 

health behaviours that they may not regard as important (eg Thompson and Gifford, 

2000).  

Health behaviours, like other decision-making in health care, needs to be 

considered within the context of people’s everyday lives, the practical reasoning that 

informs their decisions, and the priorities and social constraints that shape their actions.   

       

11.2.3  Implications for medical anthropology 
 

The findings of this study suggest chronic illness might be a familiar concept to 

lay people from Western societies, but may not be shared or understood by people from 

some non-Western cultures.  People with limited exposure to biomedicine might lack 

the familiarity with biomedical theory that Westerners take for granted.  Vietnam is a 

poorer nation where biomedicine is one of several available medical systems, but is 

mainly available to wealthy people (Stephenson, 1995).  Coming from this background, 

the Vietnamese participants in this study appeared to understand biomedicine in 
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relatively simple terms, as a system that, if a person could gain access to it, would 

provide ‘miracle’ cures for any illness (see also Craig, 2000; Stephenson, 1995). 

Understanding chronic illnesses as conditions that require long-term medication 

use to manage and relieve the symptoms, even to the point of being asymptomatic but 

not cured, is a relatively sophisticated biomedical concept, which may require extensive 

exposure to biomedicine for lay people to gain the required familiarity and knowledge 

of this notion.  The caution from this study is for health care workers, including 

anthropologists, not to assume lay people understand the notion of chronic illness, 

particularly people from poorer non-Western countries who have less exposure to 

biomedicine, and may have a tendency to generalise its more stunning healing 

properties; properties that are so apparent in the treatment of infectious diseases. 

More specifically, an implication for medical anthropology is the possibility that 

the notion of ‘chronic’ illness is, in a sense, “culture bound” (Hahn, 1995:40) or, at 

least, culturally shaped, especially amongst lay people.  There is need to investigate 

further how people from different cultures understand chronic illness.  If lay people 

from Western societies appear to largely share the biomedical notion of chronicity, and 

illnesses that are managed but not cured, to what extent does this understanding extend 

to people from non-Western societies, especially poorer societies where biomedicine is 

associated with wealthy people and the treatment of infectious diseases?  What of 

migrants to Western societies from these poorer nations, how do they come to 

understand chronic illness?  Furthermore, how dependent is the concept of chronic 

illness on the notion of an individualised self: for example, if the goal of treatment in 

Western societies includes the individual maintaining a ‘normal’ life by managing the 

illness, what is the goal for people from a collectivist culture when they develop a 

chronic condition?  Is their goal to be like a ‘normal’ person or do people link their 

‘recovery’ or new identity to their ability to contribute to their family’s prosperity?  

Indeed, what do the rest of the family come to expect of a person with a chronic 

condition? 

Understanding chronic illness as a biomedical concept further emphasises the 

importance of considering the cultural nature of health care, health education and, 

specifically, health promotion.  The values underpinning health promotion messages 

dictate what is considered a ‘good’ behaviour and a ‘desirable’ outcome of care, and 

these values are often unscrutinised and assumed to be appropriate for, and indeed 

shared by, all people within society (eg Westbrook et al., 1993).  The notion of ‘living 
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normally’ despite asthma was one such goal that was shared by Australians but was not 

apparent amongst the Vietnamese participants in this study.  Anthropologists have a role 

to play in exposing the cultural values and models that underpin and inform health 

education and health promotion, especially those that are less visible to the people 

charged with providing such programs (eg Hahn, 1999:5-12). 

The relationship between explanatory models and cultural models appears to have 

generated little theoretical discussion in anthropology (see Garro, 1988).  The findings 

of this study show that, as heuristic tools, explanatory models and cultural models can 

be used to complement each other in the exploration of the experience of health and 

illness.  While explanatory models are ideal for exploring the differences and 

similarities between the models of health practitioners and lay people, cultural models 

facilitate the exploration of notions and understandings that doctors and lay people share 

in common, as part of their shared culture.  Using a complementary approach may prove 

especially useful in long-term anthropological or multi-disciplinary investigations, 

where the experience of health and illness is explored at the personal, clinical and 

societal levels, and where many aspects of the experience are considered and many 

angles of investigation are undertaken (eg Pachter et al., 1995, 2002). 

 

11.3  SUGGESTIONS FOR FUTURE STUDIES   

 

Some suggestions for future research are outlined here including education 

programs for people with asthma, assisting minority cultural groups, the use of EMs and 

cultural models in health care, exploring the different models within Australian society, 

and future research in health care and medical anthropology. 
 

Education programs for people with asthma.  How best to address the 

everyday reality and practical reasoning of people with asthma, and their families, is an 

area with a great deal of scope for study, across a number of disciplines.  The 

suggestions made in the proposed education programs in this study are aimed at making 

a contribution towards multi-disciplinary efforts to assist people, and their families, 

living with asthma.  The format and ideas proposed here would require testing and 

refinement, and incorporation into pre-existing plans and programs. 
 

Assisting NESB migrants and indigenous Australians.  How are other NESB 

migrants experiencing asthma, especially given that they may be encountering the 
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illness for the first time in Australia, where asthma is so prevalent?  The needs of 

minority cultural groups in Australia with regards to caring for asthma is an area that 

requires further investigation, and targeted health care programs, sensitive to the 

cultural and social barriers these groups face.  This is perhaps especially the case if they 

have arrived from poorer countries (with less access to and familiar with biomedicine) 

and from collectivist cultures, such as the recent wave of refugees from the Middle-East 

and central Africa, who might also have high expectations of biomedicine and its ability 

to cure all illness. 

There is also opportunity to explore further the experiences and models of 

Vietnamese people, and if the model presented here of asthma as a chronic illness, fits 

for other Vietnamese communities, and/or has changed over time and exposure to 

Australian society.   
 

Using explanatory and cultural models.  Explanatory and cultural models are 

heuristic tools useful for exploring how people understand illness.  Explanatory models 

are particularly well suited to exploring the differences between the perspectives of 

doctors and people living with illness.  Cultural models have a place in health care to 

uncover some of the cultural values and assumptions that are at play.  In Australia, for 

example, there are several other common chronic illnesses, which require complex care 

regimens, that such an approach can be applied to, including diabetes and depression.  

Both these techniques can be employed before undertaking education programs and 

providing services, as part of the efforts to understand what it is people require, and how 

they are living with and understanding their illness. 
 

Models within Australian society.  The veracity of the models presented here, 

particularly the cultural models, requires further testing and possible refinement.  This 

study has not focused on the differences within Australian society, beyond the 

fundamental distinction between being English-speaking and part of mainstream 

society, and NESB migrants, separated from the wider community.  Several areas of 

potential research are possible within Australia, such as considering how people differ 

in their experience of health and asthma within Australian society, by ethnicity, socio-

economic class, and/or rural location, where differences in models, experiences and 

social constraints might be expected.   

There were some differences indicated in this study that may prove fruitful 

avenues of research, especially when trying to access who in the community may 
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require the most assistance in coming to terms with the impact of asthma, and indeed 

who is most affected by having asthma.  For example, this study suggests a link 

between physical integrity as an important part of personal identity and having greater 

difficulty adjusting to asthma, and specifically accepting the need for preventive 

medication.  It may be possible to target education or assistance to people facing this 

challenge. 
 

Studying health and illness.  Anthropologists and other researchers have argued 

that the need to address the mind-body dualism is one of the most pressing 

epistemological concerns in biomedicine, and indeed health care, in the Western world 

(Scheper-Hughes and Lock, 1987; see also Guess et al., 2002).  The need to explore and 

develop a more sophisticated understanding of the relationship between mind and body 

is further emphasised by the findings of this study.  While the desire to stress that 

asthma is not psychogenic is understandable, given that there is the moral burden of 

being viewed as personally culpable or weak if such a link is established, there is 

nevertheless a connection made between emotions, stress and asthma by people with the 

illness, which they then must attend to.  Therapeutic approaches to respond to this mind-

body connection are required by people living with the illness. 

Within medical anthropology, there is scope to further consider how people from 

non-Western societies understand chronic illnesses, particular migrants from these 

countries that arrive in Western nations with expectations of biomedicine and what it is 

capable of doing.  While it is likely people of Western origins share the notion of 

chronic illness, people from other cultures might not.  This distinction requires further 

investigation and refinement in medical anthropology. 

 

 



CHAPTER 12 

 

CONCLUSIONS 
 

Explanatory models 
 

Explanatory models for illness are one means to explore the understanding and 

experience of illness, and specifically the differences between the reality and logic of 

health care workers and that of people living with illness.  

• Biomedical practitioners, lay Australians and lay Vietnamese people 

interviewed in this study all shared an understanding of asthma as an ongoing 

breathing disorder, with symptoms of difficulty breathing, a tight chest, coughing 

and wheezing.  This shared understanding was compatible with the biomedical 

model of asthma presented in the literature (NAC, 2002).  

• Australian people with asthma made a (unconscious) trade-off, weighing up 

the benefits and costs of using medicine.  The trade-off resulted in people accepting 

personally manageable levels of symptoms in their daily life, which were often more 

than medical authorities recommend (NAC, 2002). 

• The Australian cultural values of self-reliance and able-bodiedness were 

recurring themes for the Australian people with asthma.  These values shaped the 

experience of asthma and decision-making during care of the chronic illness. 

• For Australians, acute episodes of asthma were depicted as solitary 

experiences, characterised by increasing fear and a sense of being unable to 

personally control their asthma; spouses, too, when they know their partner was 

having an ‘attack’, did not intervene but waited to be asked for assistance.  Seeking 

help involved a risk assessment for the person with asthma: not seeking help 

involved the risk to one’s health, while seeking help risked social sanctioning if the 

request was deemed to be unnecessary and the person too dependent.  As a 

consequence, people generally experienced a period of waiting before seeking help.   

• The social conditions that impacted on the Vietnamese experience were, most 

clearly, those associated with being NESB migrants, especially the language barrier, 

and their lack of familiarity with the health care system and how to access assistance.  

As a result, Vietnamese participants had a lack of access to biomedical education, 

and to specialist care for their asthma. 
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• The Vietnamese people expected biomedicine to provide a cure for their 

asthma.  Participants had insufficient knowledge about how to use their medications, 

but were not concerned about the dangers of using ‘chemicals’: they appeared to be 

generally over-medicating their asthma.  They expressed particular suffering because 

asthma left them physically weak and unable to work hard for their family.   
 

Cultural models 
 

Cultural models are the shared models of people from a cultural group.  Detailing 

cultural models show how cultural knowledge and values shape the understanding and 

experience of illness and health.   

• Australian lay people recognised health as including the absence of 

debilitating illness or pain, and the performance of health behaviours to ensure future 

health, including eating a healthy diet, getting sufficient exercise, maintaining a 

positive attitude to life and caring for any chronic illness.  They used health 

promotion language to depict what are the required behaviours.  To be healthy had a 

moral dimension, such that those who do the ‘right’ things ‘deserve’ to be healthy 

and those who do the ‘wrong’ things are not really healthy.  ‘Right’ was determined 

by the guidelines of health promotion messages.   

• Vietnamese people also regarded health as including no debilitating illness.  

The behaviours they identified for health were similar to the Australians, and 

included a balanced diet, physical activity, to not ‘worry’ too much and caring for 

their asthma.  The Vietnamese people did not use the language of health promotion 

in their discussions of health, nor did they appear to express a moral judgement of a 

person who is not following the standards of behaviours that are required for good 

health.  
 

• Asthma as chronic illness for the Australians included presenting the past as 

an adjustment process ending in acceptance of the permanence of the disorder.  The 

present was presented as living normally and minimising the presence of asthma, and 

yet acknowledging it as a potentially serious illness.  Taking care of asthma was 

characterised as taking control of asthma.  A person with a chronic illness could still 

be healthy, as long as the illness is not too debilitating, and they behave responsibly 

to care for the illness and minimise its impact. 
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• Some aspects of the model were confined to people with the illness (subject), 

including the symbolic significance of needing preventive medication, minimising 

the severity of the illness and taking control of oneself as part of caring for asthma. 

• The model of asthma as a chronic illness for the Australians was closely 

linked to the cultural notion of an individualised self, and the importance of being 

perceived as ‘normal’.  It was also highly derived from biomedical knowledge.   

• There appeared to be limited shame in having asthma for the Australians, as 

long as the person was not too debilitated.  Some people appeared to suffer more 

from asthma, if they had difficulty reconciling the impact of asthma, and the need for 

preventive medication, with their personal identity, and happiness, as able-bodied 

and independent individuals.   

• For Vietnamese people, asthma was an ongoing (hard to cure) illness that 

created hardship, so their focus was on relieving the symptoms and finding a cure for 

asthma.  

• The Vietnamese participants did not share the Australian notion of chronic 

illness (living normally and minimising it), or the need to ‘manage’ their condition.  

They assumed that their illness would worsen with time.  Asthma created hardship 

especially because it limited their physical capabilities, and so they could not work 

hard for their family, and could not socialise freely.  

• Vietnamese collectivist cultural values mean a person’s sense of health and 

happiness is closely tied to the welfare of the family.  This value was heightened for 

the Vietnamese participants because they were also refugees, who migrated to a new 

country in an effort to improve life for themselves and their families.  The limitations 

asthma imposed on their ability to work hard for their family was a primary concern 

for Vietnamese people. 

• The Vietnamese model of asthma as a chronic (or ongoing) illness was 

significantly shaped by their experience as NESB migrants in Australia, and, 

specifically, their lack of access to biomedical knowledge and specialist care.  In the 

place of this knowledge, they used previous understandings of biomedicine as a 

source of ‘cures’ for all illnesses.     

• The Vietnamese people expressed no particular shame at having asthma, but 

there may have been a duty for them to feel, and speak of, distress because of their 

inability to work hard for the family.  The older men appeared to suffer less distress 

with asthma, which may be because of the meaning of the illness for them: they did 
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not need to physically work hard in their role in the family, and, in fact, asthma 

signified just how hard they had worked in their youth. 
 

Implications and Recommendations 
 

• Current education programs and the Asthma Management Plan are focused, 

primarily, on treating the disease of asthma, and responding to the condition with 

Action Plans for acute episodes.  By broadening the focus of education programs and 

the AMP to include more of the everyday concerns, practical reasoning and 

priorities of people living with asthma, the programs and AMP might become more 

applicable to the lives of people with asthma, and, in turn, be more widely used by 

people.   

• Education programs with a broader focus are proposed that include 

discussions of the topics that affect the lives of people living with asthma, including 

addressing the adjustment process, the personal goals people have for asthma care 

and for being full social participants, the emotional dimension of asthma, and the 

practical constraints that shape people’s experience of the illness and their ability to 

care for it.     

• Specifically, these programs address making the care of asthma a less isolating 

experience for Australian people, with family involvement, in the care of asthma and 

especially in the Action Plans for acute episodes.  For the Vietnamese people, 

overcoming some of the barriers they face to effective health care because of their 

position as NESB migrants is required, including developing a pathway that gives 

them access to specialist care for their asthma. 

• In Australia, the moral dimension of health and ‘right’ behaviours needs to be 

made visible because by focusing on the need for individual’s to take responsibility 

for their health, structural barriers to health that exist in society can be overlooked in 

favour of messages that require people to work harder and exercise more self-

discipline.  Further, these moral standards may become increasingly influential in 

deciding who ‘deserves’ assistance and emotional support with regard to health and 

illness, based on an assessment of whether an individual has shown sufficient self-

discipline and personal effort.  People’s narratives about illness are also shaped by 

the desire to present themselves as innocent victims, so they might deserve the 

assistance and emotional support of other people. 
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• Avenues for future research include the trialling of the proposed education 

programs.  There is great scope for the use of explanatory models and cultural 

models in depicting and exploring the experience of health and chronic illness, such 

as asthma, and the potential for using cultural models and explanatory models to 

tailor health care services to particular cultural groups.  Within medical 

anthropology, there is scope for further investigation of the concept of chronic 

illness, and, specifically, how it is shared, or understood, by people from non-

Western cultures. 
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APPENDIX 1  

 

QUESTIONNAIRE  

 
This appendix includes a copy of the questionnaire used in this study.  The questionnaire was 

distributed to people through the Asthma Foundation and health care practitioners, and to people 

known to the researcher. 



Questionnaire About Chest Illnesses. 

 

 

Thank you for taking the time to complete this questionnaire.  Please 

give your answers regarding you and your own chest illness.  All answers 

will be STRICTLY CONFIDENTIAL. 

 

 

Section A: Your Chest Illness. 

 

 

1. On a scale of one (never) to seven (every day) to what 

 extent, in the past year, have you experienced any of the 

 following (please circle one number for EACH PART OF THIS 

 QUESTION): 

         Never      Every 

              Day 

 difficulty breathing.................. 1  2  3  4  5  6  7 

 breathlessness with physical activity. 1  2  3  4  5  6  7 

 wheezing/whistling/noisy breathing.... 1  2  3  4  5  6  7 

 tight chest........................... 1  2  3  4  5  6  7 

 dry coughing.......................... 1  2  3  4  5  6  7 

 coughing with phlegm.................. 1  2  3  4  5  6  7 

 

 

2. What do you know your chest symptoms as (please circle the  

 numbers of all the answers that apply to you)? 

 

 asthma............................... 1 

 chronic obstructive lung disease..... 2 

 emphysema............................ 3 

 bronchitis........................... 4 

 hayfever............................. 5 

 symptoms have no name................ 6 

 other(specify)_______________________ 7 

 

 

3. If you have more than one chest illness (Question 2), which 

 has been the most serious problem for you in the past year? 

      ___________________________ 

 

 



 

 IF YOU HAVE ASTHMA, Please answer the rest of this 

 questionnaire about YOUR ASTHMA ONLY, REGARDLESS OF 

 WHAT OTHER CHEST ILLNESSES YOU HAVE OR HOW SERIOUS 

 THESE OTHER CHEST ILLNESSES ARE. 

 

 

 IF YOU DO NOT HAVE ASTHMA, PLEASE ANSWER THE REST OF THIS 

 QUESTIONNAIRE ABOUT YOUR CHEST ILLNESS.  IF YOU HAVE MORE 

 THAN ONE CHEST ILLNESS (EXCLUDING ASTHMA), PLEASE ANSWER 

 THE REST OF THIS QUESTIONNAIRE ABOUT THE CHEST ILLNESS YOU 

 identified in question 3 as the most serious in the past year. 

 

 

 

4. On a scale of one (not present at all) to seven (at their 

 worst) to what extent are you experiencing your symptoms today 

 (PLEASE CIRCLE ONE NUMBER)? 

 

 Not present       At their 

 at all         Worst 

  1     2     3     4     5     6     7 

 

 

5. Approximately how old were you when you first developed your 

 chest illness (PLEASE CIRCLE THE ONE ANSWER THAT APPLIES TO 

 YOU)? 

 younger than 3 years..................... 1 

 3-12 years............................... 2 

 13-17 years.............................. 3 

 18-25 years.............................. 4 

 26-50 years.............................. 5 

 51-60 years.............................. 6 

 older than 61 years...................... 7 

 don't know............................... 8 

 



6. On a scale of one (never) to seven (weekly) to what extent, in 

 the past year, have you experienced any of the following 

 because of your chest illness (Please circle one number 

 for each part of this question)? 

       Never   Weekly 

 been to hospital...................   1  2  3  4  5  6  7 

 been housebound....................   1  2  3  4  5  6  7 

 had to take time off work/housework   1  2  3  4  5  6  7 

 had trouble with sport/exercise....   1  2  3  4  5  6  7 

 had difficulty sleeping............   1  2  3  4  5  6  7 

 had difficulty eating..............   1  2  3  4  5  6  7 

 

 

7. On a scale of one (not present at all) to seven (critical) 

 how serious do you think your chest illness has been during 

 the past year (please circle one number)? 

 

 Not present      Critical 

  at all 

  1     2     3     4     5     6     7 

 

8. On a scale of one (nothing) to seven (all there is to know) 

 how much do you feel you know about looking after your chest 

 illness (please circle one number)? 

 

   Nothing     All there is 

         to know 

  1     2     3     4     5     6     7 

 

 

9. Have you ever participated in an education program about 

 your chest illness? (please circle one number for the answer 

 that applies to you). 

  Yes.........1 If yes, what year was it:_______ 

  No..........2 If no or you don't know, please go on 

  Don't Know..3 to question 11 

 

 

 

 



10. If you have participated in such an education program(s), who 

 was it run by (please circle the numbers of all the answers 

 that apply to you)? 

 

  General Practitioner (GP)............... 1 

  Chest Specialist........................ 2 

  Hospital................................ 3 

  Asthma Foundation....................... 4 

  Other (specify)_________________________ 5 

  Don't Know.............................. 7 

 

 

 

Section B: Causes of Your Chest Illness. 

 

11. On a scale of one (no effect) to seven (strong effect), to 

 what extent do you think the following factors caused you 

 to develop your chest illness in the first place (please 

 circle one number for each part of this question)? 

 

      No      Strong Don't 

     effect      Effect Know 

Inheritance (in the genes).....   1  2  3  4  5  6  7   8 

Environment (eg pollution).....   1  2  3  4  5  6  7   8 

Smoking........................   1  2  3  4  5  6  7   8 

Stressful living...............   1  2  3  4  5  6  7   8 

Luck...........................   1  2  3  4  5  6  7   8 

God............................   1  2  3  4  5  6  7   8 

Ghosts/Spirits.................   1  2  3  4  5  6  7   8 

Other (specify)________________   1  2  3  4  5  6  7   8 

 

 



12. On a scale of one (never) to seven (always) to what extent do 

 you think the following factors bring about your symptoms or 

 make your symptoms worse (please circle one number for each 

 part of this question)? 

 

         Never  Always   Don't 

            Know 

Outside environment (eg weather, pollution).1  2  3  4  5  6  7    8 

Inside environment (eg dust mites, smoking).1  2  3  4  5  6  7    8 

Emotions (eg anger, anxiety, laughter)......1  2  3  4  5  6  7    8 

Stress......................................1  2  3  4  5  6  7    8 

Foods or drinks (eg MSG, spicy food, coffee)1  2  3  4  5  6  7    8 

Animals/Pets................................1  2  3  4  5  6  7    8 

Exercise/Sport..............................1  2  3  4  5  6  7    8 

Infections (eg colds/flu)...................1  2  3  4  5  6  7    8 

Ghosts/spirits..............................1  2  3  4  5  6  7    8 

Other (specify)_____________________________1  2  3  4  5  6  7    8 

 

 

13. Are your symptoms worse at a particular time during the 

 year? (please circle one number for the answer that applies 

 to you)? 

 

 Yes......... 1 If yes, when?________________ 

 No.......... 2 

 Don't Know.. 3 

 

 



Section C: Treatment of Your Chest Illness. 

 

14. During the past year in the period when your symptoms are 

 at their worst, how often, on a scale of one (never) to 

 seven (more than 3 times a day), would you use any of the 

 following treatments for your chest illness (please circle 

 one number for each part of this question)? 

            >3 Times 

       Never       a Day 

Treatments from GP, specialist or chemist....  1  2  3  4  5  6  7 

Herbs........................................  1  2  3  4  5  6  7 

Chinese medicine.............................  1  2  3  4  5  6  7 

Meditation...................................  1  2  3  4  5  6  7 

Yoga.........................................  1  2  3  4  5  6  7 

Vapourizers..................................  1  2  3  4  5  6  7 

Ionisers.....................................  1  2  3  4  5  6  7 

Mite sprays..................................  1  2  3  4  5  6  7 

Dietary therapy..............................  1  2  3  4  5  6  7 

Home remedies (name)_________________________  1  2  3  4  5  6  7 

Other (specify)______________________________  1  2  3  4  5  6  7 

 

 

15. During the past year in the period when your symptoms are 

 at their worst how often, on a scale of one (never) to 

 seven (weekly), would you use any of the following 

 treatments for your chest illness (please circle one number 

 for each part of this question)? 

       Never    Weekly 

Acupuncture..................................  1  2  3  4  5  6  7 

Naturopathy..................................  1  2  3  4  5  6  7 

Homeopathy...................................  1  2  3  4  5  6  7 

Chiropractry.................................  1  2  3  4  5  6  7 

Desensitization..............................  1  2  3  4  5  6  7 

 

16. Which treatment(s) (see Questions 13 and 14) do you consider 

 to be the best at treating your chest illness and why? 

 

 __________________________________________________________ 

 __________________________________________________________ 

 __________________________________________________________ 

 __________________________________________________________ 

 



 

Section D: General Practitioners. 

 

17. On a scale of one (totally dissatisfied) to seven 

 (totally satisfied) how satisfied are you that the 

 reasons given by your General Practitioner (GP) 

 are enough to explain what causes your chest illness 

 (please circle one number)? 

 

 Totally     Totally Don't Go 

 Dissatisfied     Satisfied  to GP 

  1     2     3     4     5     6     7     8 

 

 

 

 

 

18. If you think the reasons given by your GP are not 

 satisfactory, why do you think this? 

 

 ________________________________________________________ 

 ________________________________________________________ 

 ________________________________________________________ 

 

 

19. On a scale of one (totally dissatisfied) to seven (totally 

 satisfied), how satisfied are you that the treatments given 

 by your General Practitioner (GP) are enough to treat your 

 chest illness (please circle one number)? 

 

 Totally     Totally Don't Go 

 Dissatisfied     Satisfied  to GP 

  1     2     3     4     5     6     7     8 

 

20. If you think the treatments offered by your GP are not 

 satisfactory, why do you think this? 

 

 ________________________________________________________ 

 ________________________________________________________ 

 ________________________________________________________ 

 

 



 



Section E: Living with Your Chest Illness. 

 

21. On a scale of one (never) to seven (always) to what extent 

 in the past year, have you felt any of the following emotions 

 about your chest illness or your symptoms (please circle one 

 number for each part of this question)? 

 

          Never     Always 

Embarrassment.......................... 1  2  3  4  5  6  7 

Worry.................................. 1  2  3  4  5  6  7 

Fear................................... 1  2  3  4  5  6  7 

Panic.................................. 1  2  3  4  5  6  7 

Annoyance.............................. 1  2  3  4  5  6  7 

Depressed.............................. 1  2  3  4  5  6  7 

OK/Calmness............................ 1  2  3  4  5  6  7 

Happiness.............................. 1  2  3  4  5  6  7 

Other (specify)________________________ 1  2  3  4  5  6  7 

 

22. What do you dislike most about having your chest illness? 

 

 ___________________________________________________ 

 ___________________________________________________ 

 ___________________________________________________ 

 

23. What do you like most about having your chest illness? 

 

 ___________________________________________________ 

 ___________________________________________________ 

 ___________________________________________________ 

 



Section F: Demographic Detail. 

 

Please try to answer the following questions as accurately as possible as 

they are important in this study.  Your answers will remain strictly 

confidential. 

 

 

24. Sex (circle): Male:...1  Female:...2 

 

25. Approximately how old are you (please circle one number for 

 the answer that applies to you)? 

 

 younger than 16 years................... 1 

 16-20 years............................. 2 

 21-30 years............................. 3 

 31-40 years............................. 4 

 41-50 years............................. 5 

 51-60 years............................. 6 

 61-70 years............................. 7 

 71 or older............................. 8 

 

26. Where were you born (please circle one number for the 

 answer that applies to you)? 

 

 Perth............................1 Go on to Question 27 

 Australia, outside of Perth......2 

 Overseas (country)_______________3 

 

27. If you were born outside of Perth, approximately how 

 many years in total have you lived in Perth (please circle 

 one number for the answer that applies to you)? 

 

 0-5 years................... 1 

 6-10 years.................. 2 

 11-20 years................. 3 

 more than 20 years.......... 4 

 

28. What country were your parents born in? 

      Mother____________________ 

      Father____________________ 

 



29. What is the main language spoken in your home? 

       __________________ 

 

30. What is your religion (please circle one number for the 

 answer that applies to you)? 

 

 Catholicism...................... 1 

 Protestantism.................... 2 

 Judaism.......................... 3 

 Buddhism......................... 4 

 Islam............................ 5 

 No religion...................... 6 

 Other (specify)__________________ 7 

 

31. What is your main occupation?_______________________ 

 

32. What level of education did you complete (circle one 

 number for the answer that applies to you)? 

 

 No schooling........................ 1 

 Some or all of primary school....... 2 

 Some or all of high school.......... 3 

 Some or all of a technical course... 4 

 Some or all of a tertiary degree.... 5 

 Other (specify)_____________________ 6 

 

33. Do you smoke (please circle one number for the answer 

 that applies to you)? 

 

 Yes................. 1 If yes, go on to Question 34 

 No.................. 2 

 Not now, but once did 3 

 

34. If you do not smoke now but once did, what year did you 

 quit? 

  ________________ 

 



35. If you still smoke, approximately how many cigarettes 

 would you smoke each day (please circle one number for 

 the answer that applies to you)? 

 

 less than 1 cigarette.............. 1 

 1-20 cigarettes.................... 2 

 more than 20....................... 3 

 

 

Thank you for filling in this questionnaire.  Please return your 

completed questionnaire in the postage free envelope provided. 

 

I am interested in participating in an interview (please tick appropriate 

answer)? 

       Yes:____ No:____ 

 

I am interested in receiving a summary of the results of this study 

(please tick the appropriate answer)? 

       Yes:____ No:____ 

 

If you have answered yes to either of the two questions above please 

write your name and address and I will contact you.  Anything you write 

or say is strictly confidential and you are free to change your mind 

about participating in the interview at any time.  You are welcome to 

obtain a summary of the results of this study even if you do not wish to 

be interviewed. 

 

 

Name:_________________________________________________ 

 

Postal Address:_______________________________________ 

______________________________________________________ 

______________________________________________________ 

______________________________________________________ 

 

 

Contact Telephone Number:_____________________________ 

 

 



The following space has been left free for you to make any other comments 

about your chest illness, your treatment or anything to do with this 

questionnaire.  Any comments you may wish to make will be strictly 

confidential. 

 

 



APPENDIX 2 

 

QUESTIONNAIRE STATISTICS 

 
 
This list includes the Pearson chi-square analyses referred to in the findings section, with their 
significance values ‘p’ in parentheses.   
 
 
1)  more often been to hospital with emotions and stress as strong trigger factors  (0.01) 
 
2)  moderately housebound and greater seriousness of asthma reported (0.000) 
greater difficulty sleeping and greater seriousness of asthma reported (0.000) 
more time off work and greater seriousness of asthma reported (0.000) 
greater difficulty with exercise and greater seriousness of asthma reported (0.000) 
 
3)  very housebound and lower satisfaction with treatments from the GP (0.02) 
more time off work and lower satisfaction with treatments from the GP (0.01) 
 
4)  moderately housebound and greater use of meditation; very housebound not more likely 
to use meditation  (0.01) 
moderately housebound and greater use of diet therapy  (0.04) 
moderate difficulty sleeping and greater use of herbs; very difficult to sleep not more likely to 
use herbs  (0.01) 
moderate difficulty sleeping and greater use of homoeopathy; very difficult to sleep not more 
likely to use homoeopathy (0.000) 
moderately difficult to eat and greater use of diet therapy; very difficult to eat and not more 
likely to use diet therapy  (0.05) 
 
greater use of herbs and more housebound (0.01)  
greater use of herbs and more time off work (0.001)  
greater use of herbs and greater difficulty eating (0.001) 
greater use of yoga and more housebound (0.01)  
greater use of yoga and more time off work (0.001)  
greater use of yoga and greater difficulty eating (0.001) 
 
5) stress as a strong cause and increased use of herbs (<0.01) 
stress as a strong cause and increased use of meditation (<0.01) 
stress as a strong cause and increased use of diet therapy (<0.01) 
stress as a strong cause and increased use of naturopathy (<0.01) 
 
6)  stress as a strong trigger factor and increased use of meditation (<0.01) 
 
7)  food as a strong trigger factor and increased use of meditation (<0.01) 
food as a strong trigger factor and increased use of diet therapy (<0.01) 
 
8) passive smoking as a strong trigger factor and increased use of meditation (0.02) 
passive smoking as a strong trigger factor and increased use of diet therapy  (0.01) 
 



9)  increased embarrassment and more time off work (0.001),  
increased embarrassment and greater difficulty with sport (0.001),  
increased embarrassment and greater difficulty eating (0.01)  
increased embarrassment and greater difficulty sleeping (0.001) 
 
10) greater use of herbs and more likely to participate in asthma education  (0.01) 
greater use of yoga and more likely to participate in asthma education  (0.01) 
 
11)  greater use of herbs and increased embarrassment (0.001) 
greater use of yoga and increased embarrassment (0.001) 
greater use of yoga and greater use of herbs (0.001) 
 
12)  increased worry and increased panic  (0.001) 
increased worry and lower school education  (0.001) 
increased panic and lower school education  (0.001) 
 
13)  years lived in Perth and increased perception of knowledge  (0.01) 
 
 



APPENDIX 3 

 

POTENTIAL QUESTIONS FOR INTERVIEWS 

 

 

QUESTIONS FOR THE HEALTH CARE PRACTITIONERS 

 

Treating asthma 

 

These questions were asked for all the practitioners, biomedical and complementary 

and alternative (CAM) therapists.   

• What is asthma?  How do you diagnose asthma?  What are the symptoms of asthma?  

What causes/triggers asthma? 

• What kind of people do you see with asthma?  What do you tell the patients about 

asthma, causes, triggers, treatments?  What do you think patients know/think about 

asthma? 

• How do you treat asthma?  Do you use/recommend peak flows, Asthma Management 

Plans, the Asthma Foundation for your patients/clients? 

 

Philosophy of health and illness 

 

These questions were specific to the CAM therapists. 

• What are the general causes of illness? 

• What is you philosophy about treating illness?  What type of treatments do you use?  

How do they work? 

• What kind of people, what types of illnesses do you see most often? 

• What makes for good health? 

 



QUESTIONS FOR THE AUSTRALIAN PEOPLE WITH ASTHMA 

 

Introduction.  People were told the study was for a research degree in anthropology 

and that there were no right or wrong answers.  The researcher was interested in their 

experience of asthma and how they cared for their illness. 

Personal care of asthma. What treatments do you use and how often?  Do you get any 

side-effects with your treatments?  What do you want from your treatments?  Are you happy 

with your treatments?  Do you feel in control of your asthma and why/why not?  Do you still 

feel your symptoms and how often?  Would you consider using non-Western treatments, why 

or why not?     

Personal experience of asthma. What triggers your asthma?  Have you ever been to 

hospital because of your asthma?  What do you think initially caused you to get asthma?  Can 

you tell in an attack is coming on?  What does an attack feel like in your body?  What was the 

last attack like; what happened?  How do you know when your symptoms need treatment, 

hospital?  What do you do during an attack?  Do you regard your asthma as serious?  Does 

anyone else get involved in your treatment (eg family or friends) and how so if they do?   

Living with asthma. Do you talk about your asthma to others?  Do you mind others 

knowing you have asthma?  How does asthma affect you?  Do you have an asthma Action 

Plan? 

Learning about asthma. What/who were the best sources of information for you about 

your asthma?  What do you think someone just diagnosed with asthma needs to know?  Is 

there any information you would like to have about asthma? 

Health. Do you consider yourself to be healthy and why/why not?  What do you need 

for good health?  What do you do to keep yourself healthy?  How do you know if someone 

else is healthy, what do you look for? 

Concluding remarks. What have you learnt from having asthma?  Why did you agree 

to an interview?  Is there anything else you would like to say/add?  Do you have any 

questions you would like to ask? 

 



QUESTIONS FOR THE VIETNAMESE PEOPLE WITH ASTHMA 

 

Introduction.  The researcher was introduced as a research student studying 

anthropology, who was interested in how they live with asthma, in Australia and Vietnam. 

Personal history.  Where are you from in Vietnam?  How did you get to Australia and 

when did you arrive?  Age, religion, occupation in Vietnam and Australia were requested.  

Experiencing asthma.  What is asthma to you?  How long have you had asthma?  

When was it diagnosed?  Did you have it in Vietnam?  What treatments do you use and how 

often?  Are you happy with your treatments?  Do you have any side effects from the 

treatments?  Do you use any CAM treatments?   

How often do you feel your symptoms?  What are they and when are they worst?  

When was your last attack?  What happened?  What did you do?  When do you know you 

need to go to get help/hospital?  What triggers do you have?  What do you think initially 

caused your asthma?  Have you been to hospital because of your asthma?  Does anyone else 

in your family have asthma?  Do you think your asthma is serious?  Does anyone else get 

involved in your treatment?   

Living with asthma. Do you mind other people knowing you have asthma?  Do you 

talk about your asthma to others?  Who/what were the best sources of information for you 

about asthma?  What would be your advice to new Vietnamese migrants in Perth with asthma, 

about asthma and living with it?  Is there any information you would like to have about 

asthma? 

Health.  Are you healthy?  Why/why not?  What do you do for your health?  Have you 

got anything good from having asthma?   

Concluding questions.  Is there anything you would like to ask me?  Is there anything 

else you would like to say or that I need to know? 

 



QUESTIONS FOR THE AUSTRALIAN PEOPLE WITH ASTHMA BEFORE THE INTERVIEW 

WITH THEIR SPOUSE 

 

These interviews were conducted by telephone, during the recruitment of the spouses. 

Follow up questions.  Have you heard of, do you have an asthma Action Plan?  Do 

you think there's any stigma (in our society) with having asthma?  How do you feel today?  

How is your asthma now?  Better than last year?  Are your treatments different? 

Impact on spouse.  How does your asthma affect your spouse do you think?  How do 

they respond to it? 

Spouse role in care.  Do you feel free to talk about it with him/her, to express your 

fears, your symptoms? What do you want your spouse to do, what do you want his/her role to 

be in caring for your asthma?  

 

QUESTIONS FOR THE AUSTRALIAN SPOUSES OF PEOPLE WITH ASTHMA 

 

Introduction.  The spouses were told the researcher was an anthropologist interested in 

their experience of asthma, such as how it affects them and what their role is in care and so 

on. 

Personal history.  Ethnic origin, religion, employment, age were asked?  Is there any 

asthma in your family?  Did you know anyone with asthma before your spouse? 

Spouse on asthma.  What is asthma?  What do you think causes it, triggers it?  What 

about for your spouse, what are the causes, triggers do you think?  How serious is their 

asthma?  Why?  Do you know what treatments they use and what they’re for, what they do?  

Do you think he/she has control of his/her asthma?  Why?  When and how did you find out 

your partner had asthma?  How did you react, feel?   

Role in care.  What would you say is your role in the care of your partner’s asthma?  

How do you know if your partner needs help?  What do you do when he/she is having an 

attack?  Who decides it’s time for hospital?   

Is there any particular bad experience that sticks in your mind?  How do you think 

he/she feels when his/her asthma is bad?  Do you and your spouse talk about asthma?  Do you 

feel free to express your worries or fears to your spouse?  Do you talk about asthma (your 

experience of it) to anyone else?  Do you feel there's any stigma (in our society) associated 

with having asthma?   

Spouse experience of asthma.  How does your partner’s asthma affect you?  How 

would you describe your experience of asthma?  What do you think he/she wants from you?  



Is there anything you can’t do because of his/her asthma?  What's the worst thing for you 

about the asthma?  Is there anything you like about it? 

Health.  Do you have any (chronic) illnesses?  Are you healthy?  Why?  What do you 

need for good health?  How do you know if someone else is healthy or not? 

Concluding remarks.  Do you think asthma has affected your relationship?  What 

have you learnt?  What do you think spouses need to know about asthma?  Do you want more 

information?  Why did you do the interview?  Is there anything you would like to add, 

clarify?  Is there anything you would like to ask?   

 

 

 

 

 



APPENDIX 4  

 

CHARACTERISTICS OF THE INTERVIEW PARTICIPANTS 

 
This appendix includes a table of characteristics for each interview participant with asthma.  

The characteristics include information about demographic features and illness severity.  Table A 

includes the forty Australian participants with asthma, and Table B refers to the ten Vietnamese 

participants. 

 

Legend for the table abbreviations. 
 

Participants include Aust. Part.: Australian participant numbered by order of interview; Viet. Part.: 

Vietnamese participants numbered by order of interview. 

Source of participants include AF: Asthma Foundation; GP: general practitioner; RS: respiratory 

specialist; CAM: complementary and alternative therapist; SN: social networking. 

Sex  F: female; M: male. 

Age  16+, 16-20 years inclusive; 21+, 21-30 years; 31+, 31-40 years; 41+, 41-50 years; 51+, 51-60 

years; 61+, 61-70 years; 71+, 71 years and over. 

Ethnicity: Aust. people were those who identified themselves as ‘Australian’ and had lived in 

Australia for over 10 years. 

Education:  Each label includes those who completed all or part of the degree, for example, all or 

part of a ‘Secondary’ degree. 

Occupation:  ‘Home’ is an abbreviation for homemaker.  For Vietnamese participants, their current 

occupation in Australia is listed here. 

Age of onset:  Child (under 12 years); Teen (13-17 years); Adult (18 years and over).  In Table B, # 

indicates onset of asthma occurred in Australia. 

Severity.  Australians were asked, on a scale of 1-7 (in the questionnaire), to rate how serious they 

perceived their asthma to be.  The Vietnamese people were asked if they considered their asthma to 

be serious or not. 

Medication.  R: reliever medication; P: inhaled preventive; Th: Theophylline; OC: oral 

corticosteroids; N: nebuliser.  The list includes all medications people reported using on a regular 

basis.  * indicate medications people had been prescribed but were not using as prescribed. 

Asthma education: ‘Yes’ includes those who reported having received education from the Asthma 

Foundation or their doctor. 



Use CAM:  In Table B, (V) means people used complementary medicines in Vietnam for asthma; 

(A) means people had used CAMs in Australia for their asthma. 

Hospital.  ‘Frequent’, admission to hospital at least annually and/or more than two visits to casualty 

annually; ‘rare’, trip to casualty reported at some time in their adult life (over 16 years); ‘no’, no 

trip to hospital as an adult.  For the Vietnamese, ‘GP’ has been included because three participants 

expressed their unwillingness to go hospital, in favour of attending the Asian (Vietnamese-

speaking) GPs. 

 



Table A: Characteristics of Australian participants with asthma.

Participant Source Sex Age Ethnicity Education Occupation Smoking Age onset Severity Medication Hospital Asthma Ed Use CAM
Aust. Part. 1 GP F 71+ Burmese Secondary Retired No Child 6 R,P Rare No No
Aust. Part. 2 GP M 31+ Malaysian Secondary Clerical No Adult 6 R,P No No No
Aust. Part. 3 GP F 61+ Aust. Primary Retired Ex Adult 3 R,P No No No
Aust. Part. 4 GP F 41+ Aust. Secondary Post office No Child 2 R,P No No No
Aust. Part. 5 RS M 41+ Aust. Secondary Security Ex Teen 1 R,P Rare No No
Aust. Part. 6 RS M 51+ Aust. Secondary Pension No Child 6 R,P,Th,OC,N Frequent No No
Aust. Part. 7 SN M 71+ Indian Secondary Retired No Adult 2 R,P,Th No No No
Aust. Part. 8 GP F 21+ Aust. Tertiary Student No Teen 2 R No No No
Aust. Part. 9 GP F 51+ Aust. Secondary Business No Child 5 R,P,Th,OC,N No Yes Yes
Aust. Part. 10 CAM F 51+ Aust. Tertiary Home Ex Adult 4 R,P No Yes Yes
Aust. Part. 11 CAM F 21+ Aust. Secondary Home Yes Child 6 R,P,Th,OC Frequent No Yes
Aust. Part. 12 CAM F 41+ Aust. Secondary Business No Child 2 R,P* No Yes Yes
Aust. Part. 13 CAM F 61+ Aust. Tertiary Retired No Adult 3 R,P No Yes Yes
Aust. Part. 14 GP F 31+ Aust. Tertiary Nurse Ex Adult 3 R,P,Th,OC,N Rare Yes Yes
Aust. Part. 15 GP F 16+ Aust. Tertiary Student Ex Child 3 R,P Rare No No
Aust. Part. 16 AF M 21+ Aust. Tertiary Geologist No Adult 4 R,P No No No
Aust. Part. 17 AF M 61+ Aust. Tertiary Retired No Adult 2 R,P,Th Rare No No
Aust. Part. 18 AF M 41+ Malaysian Technical Trade No Adult 5 R,P,Th Rare No Yes
Aust. Part. 19 AF M 41+ Aust. Secondary Police Yes Adult 5 R,P,Th,OC,N Frequent No No
Aust. Part. 20 AF M 31+ Aust. Tertiary Clerical Ex Adult 3 R No Yes No


